PERSON MOVING & HANDLING RISK ASSESSMENT CHECKLIST
Guidelines for Use

This checklist must be completed for persons who are considered at risk

The person must be fully assessed, and details of the assessment recorded by a competent member of staff. 

The Moving and Handling Assessment should be made available to any person involved in moving and handling the patient and should accompany the patient at all times.

SECTION A: Essential Information:

Person’s name, address:
Person’s weight: 

Stature

If person is independent and no further action is required please tick the box and go

directly to SECTION F.

SECTION B: Assessment

Consider all factors that could affect the patient’s mobility including:

1. Relevant medical history e.g. CVA, arthritis, amputation, Parkinson’s Disease,

osteoporosis etc.

2. Physical disabilities, e.g. eye sight, hearing, speech

3. Psychological e.g. confused, aggression etc

· Fully co-operative - able to conform and maintain mobility

· Comatose - completely unable to comprehend any verbal commands and unable

to conform

· Confused and unable to understand - persons who cannot comprehend what is

expected of them and unable to determine how they can help

· Agitated - disturbed or excitable. State of mind which may make manual handling

Difficult

· Aggressive - the person may have unprovoked hostility and the intention to

harm others

4 Pain Status
5. Tissue Viability
6. History of fall(s) - does the person have any previous history of falling to the ground,

past or present:

History of vertigo - does the person have a feeling of themselves or the

surroundings rotating, spinning or have they any balance problems?

Low haemoglobin - to the best of your knowledge does the person have a low

haemoglobin, which may precipitate fainting or falling?

Spasm/Epilepsy - does the person have uncontrolled limb jerks and involuntary

muscle contraction and rigidity they may or may not be aware of?

Other - please highlight any other medical history which may predetermine manual

handling problems i.e. dizziness, faintness

7. Cultural/religious considerations
8. Day/Night Variations (does the person’s physical/mental capabilities fluctuate during

the day necessitating differing levels of assistance or equipment?)

9. Attachments, e.g. IV lines, catheter, oxygen therapy etc.

SECTION C: For use in Community and Exceptional Circumstances

Assess the environment, in which the person is being cared for, identifying any hazards involved and the actions to be taken to reduce risk.
SECTION D: Safer Handling Plan

Consider the person’s ability with regard to each task, and identify appropriate equipment and the number of staff required to safely move the person. Then identify the method in which the patient should be moved.

SECTION E: Additional Measures Required

Indicate any additional measures required for the safer handling of the person. Where any
additional measures cannot be implemented/achieved, please inform your line manager.

SECTION F: Signature

The assessor must ensure that they print, sign and date this section on completion of the

assessment.

Frequency of Assessment

Each person who presents a manual handling risk must be fully assessed at first point of contact.

If there is a change in his/her condition or any change that may affect the moving and handling needs, a reassessment must be completed.

PERSON MOVING & HANDLING   ASSESSMENT FORM
SECTION A: Person Details
Person’s Name: ………………………………………………………………………

Address: ……………………………………………………………………………….
Date  of Birth:…………………………………….
Weight: ……………….
(kgs)
Independent - no further action required: ❑
Stature:  ❑ Tall  ❑ Medium  ❑ Short
SECTION B: Assessment
	
	COMMENTS

	1 
Relevant Medical History
	

	2 
Physical  Disability
	

	3 
Psychological
	

	4 
Pain  Status
	

	5 
Tissue Viability
	

	6 
History  of Fall(s)
	

	7 
Cultural/religious considerations
	

	8 
Day/Night Variation
	

	9 
Attachments
	


If the patient’s condition changes and/or if environment/location changes the assessment needs to be reviewed.
SECTION C: Use in Community and Exceptional Circumstances
	
	Hazards identified
	Actions  to be taken

	Space  constraints on  movement of handler/equipment
	
	

	Access e.g.  bed/bath/WC/
passageways
	
	

	Steps/Stairs/Access
	
	

	Flooring
	
	

	Slip/Trip Hazards
	
	

	Furniture - bed height/moveable/
condition
	
	

	Temperature/Humidity/Lighting
	
	

	Equipment Power Supply
	
	

	Other


	
	


NAME ..................................................................................... .............................
SECTION D: Safer Handling Plan

Please specify appropriate handling aid/method and the number of staff required

	TASK
	No of Staff
	Equipment used
	Method

	Turning in bed
	
	
	

	Moving up/down bed
	
	
	

	Sitting up  in bed
	
	
	

	In and out of bed
	
	
	

	Transfer bed to trolley
	
	
	

	Transferring bed to chair
	
	
	

	Chair  to chair
	
	
	

	Repositioning in chair
	
	
	

	Transferring chair  to bed
	
	
	

	Standing
	
	
	

	Mobilising
	
	
	

	Toileting
	
	
	

	Bathing/washing
	
	
	

	Other
	
	
	

	For minor changes: delete (and initial) the  task that  is to be changed in SECTION D
document the  change in SECTION G


SECTION E: Additional Measures Required
Are additional control measures required? 
❑ Yes
 ❑ No
If yes, give  details of additional control measures and inform your  manager.
Manager informed:                                                ❑ Yes
 ❑ No
SECTION F: 
Signature

Name of Assessor:  (Please print) ........................................................................................................... 
Signature of Assessor:  ......................................................................................................................... 
Designation ...................................................................... Date:……………… 
