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care areas, operating room, radiology, and emergency room. They will 
also verify that hemodynamic monitoring equipment and ventilators are 
available on site should the need arise in an emergency.

Each co-applicant surgeon must document that he/she has qualified call 
coverage for Requirement 6. Coverage can be provided by a bariatric 
surgeon or a general surgeon that has assisted on specified numbers of 
bariatric procedures, depending on the procedures routinely performed 
by the applicant. All applicants and covering surgeons must be board 
certified and meet CME requirements as well as be available on-site 
within 30 minutes.

Clinical pathways are the focus of Requirement 7. These written plans 
describe the routine care and path that a bariatric patient follows 
through the entire continuum of care. They are discussed in more 
detail on page 3.

Requirement 8 dictates the need for a bariatric coordinator who is a 
licensed health care provider. The coordinator acts as the program’s 
liaison between the hospital and the surgical practice(s). This key 
program staff member should not only coordinate the program, but 
also be involved in program development, patient and staff education 
and participate in oversight of BSCOE compliance.

For Requirement 9 the inspector will verify that the applicant program 
provides patient support groups supervised by a licensed health care 
professional. The activities of the support group should be documented 
including group locations, meeting times, supervisor and curriculum.

Finally, and in many ways most importantly, Requirement 10 addresses 
outcomes monitoring. All surgeons are required, within 90 days of 
Provisional Status designation, to begin submitting outcomes data 
to SRC’s Bariatric Outcomes Longitudinal Database™ (BOLD™) 
(see BOLD Will Answer Complex Questions About Bariatric Surgery 
on page six). All primary bariatric cases –100 percent– must be entered. 
The program must also demonstrate that it has a goal and plan in 
place to follow-up on 75 percent of its patients at five years post 
bariatric surgery.

Once the site inspection is scheduled, applicants receive a detailed pre-
site inspection checklist that is designed to assist with preparation.  This 
checklist is the recipe for a successful inspection. If followed precisely, 
the prepared documentation, along with your already excellent 
program, should ensure a successful outcome — just like my 
French toast!

Lynne Thompson, R.N., C.B.N.
Vice President, Clinical Quality and Compliance
Surgical Review Corporation

A Recipe for 
BSCOE® Site Inspection

I love to cook for my family and friends. One of my favorite recipes is Pecan Praline French Toast. To ensure excellent results every 

time, it’s important to have the right utensils and fresh ingredients. Experience has helped improve the recipe, and following the 

same pathway (umm, recipe) each time, ensures excellent outcomes (umm, results). So whether I make French toast just for me or 

for guests, I prepare it the same way. The presentation for guests may be a little different – a special garnish, decorative tablecloth 

or some other means to present my dish in a favorable light, but basically, it’s the same French toast!

Preparing for a site inspection should be similar to making 
your favorite recipe. You meet the 10 requirements every 
day to ensure excellent outcomes. The only real difference 
during the inspection is that you’re demonstrating the specific 
elements of your excellent program to the site inspector. 
Getting ready means pulling together the documents needed 
to present your program — sort of like the garnish for my 
French toast.

Requirement 1 is about credentialing documents. Your site 
inspector will want to see the board certification documents 
and general and bariatric privileges for all of your co-applicant 
surgeons. She will also ask to see the staff education records 
related to sensitivity, training in how to recognize the signs and 
symptoms of complications and prevention of staff and patient 
injury through training in safe mobility and transfers.

Requirement 2 is all about volumes. The inspector will verify 
the number of primary bariatric cases performed at your facility. 
She will also verify the number of bariatric cases performed by 
each co-applicant surgeon. You will be expected to provide 
HIPAA compliant lists of this data for the date range specified 
on your application.

The interdisciplinary team and the bariatric medical director 
are the focus of Requirement 3. The program must have 
an officially appointed medical director who is involved in 
the administrative decisions of the program and a bariatric 
team that meets regularly and has representatives ranging 
from the co-applicant surgeons and bariatric coordinator to 
representatives from administration, the operating room, 
patient care floors and nutritional services.

Does your program have the means to provide responsive 
critical care should an emergency arise with a bariatric 
patient?  To meet Requirement 4 you must have an ACLS 
certified physician 24/7 when a bariatric patient is in the house. 
Consultants must also be available for anesthesia, critical care, 
endoscopy and interventional radiology.

Requirement 5 outlines the rules for equipment. Inspectors 
will tour your facility and the co-applicant surgical practices to 
ensure that appropriate equipment is available in all patient 
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WHAT IS A CLINICAL PATHWAY? 

Clinical pathways are not unique to 
bariatric surgery. They have been utilized 
for a number of years as an established 
method to improve surgical outcomes, 
especially after complex procedures. 
A clinical pathway is a written plan 
describing the routine care of the 
uncomplicated patient for a specific 
condition over a given period of time.  
These plans document the sequence 
and timing of actions necessary to 
decrease treatment variation, guide 
the standardization of care and achieve 
optimal outcomes and efficiency. Clinical 
pathways aim to improve, in particular, the 
continuity and coordination of care across 
different disciplines and service lines.

In addition, pathways outline a process for 
the multidisciplinary team to deliver safe 
and effective health care, provide cost 
savings, improve quality of care and allow 
for monitoring and analysis of variances.

Bariatric surgery clinical pathways describe 
the path that a patient follows through the 
entire continuum of care, including the 
preadmission phase (from initial contact 
with the program to hospital admission), 
the acute care phase and the long-term 

post-discharge phase (until at least five 
years postop). Because bariatric clinical 
pathways cross this extensive continuum 
of care, the surgical practice, as well as the 
hospital, must present clinical pathways 
of care.

WHAT IS NOT 
A CLINICAL PATHWAY? 

Clinical pathways are NOT standardized 
orders, policies and procedures, protocols 
and/or practice guidelines. However, 
these documents are the basis for the 
pathways and should be referenced in the 
pathway along with available evidence. 
Clinical pathways differ from practice 
guidelines, protocols and policies because 
they are utilized by a multidisciplinary 
team and focus on the quality and 
coordination of care. 

WHAT ARE THE RULES 
FOR PATHWAY DESIGN & 
IMPLEMENTATION?

The format of the pathway is not as 
important as the content. A variety of 
formats are acceptable, including tables, 
algorithms, flowcharts, bulleted and 
numbered lists, narrative, or any
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		           Requirement 7:

“	The applicant utilizes clinical pathways and 		

	 orders that facilitate the standardization of 

	 perioperative care for the relevant procedure. 

	 In addition, all bariatric procedures are 

	 standardized for each surgeon.”
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Judy Crouch, R.N., M.S.N., A.P.R.N., B.C., C.B.N.
Senior Site Inspector
Surgical Review Corporation

WHAT THEY ARE . . . WHAT THEY AREN’T . . . AND WHAT’S ALL THE FUSS?
clin • i • cal  path • ways:

Surgical Review Corporation’s 

(SRC) Support Center receives 

numerous questions each 

week from bariatric centers 

across the country about 

clinical and surgical pathways. 

Clinical and surgical pathways 

are extremely important to 

the ASMBS Bariatric Surgery 

Centers of Excellence® 

(BSCOE®) program. To meet 

Requirement 7, BSCOE 

applicants must have 

documented use of clinical 

pathways and orders that 

facilitate the standardization 

of perioperative care. In 

addition, each surgeon must 

standardize the operative 

process and delineate in a 

surgical pathway each step 

he or she takes during the 

operative process.

THESE PATHWAYS ARE REQUIRED  FOR BARIATRIC 
SURGERY CENTER OF EXCELLENCE DESIGNATION:
•	 Anesthesia 	 •	 Perioperative care and airway management

•	 DVT Prophylaxis	 •	 Instruction in the warning signs of complications

Plus 10 of the following 11 pathways must be included as well:
•	 Patient evaluation	 •	 Admission work up

•	 Initial patient instructions	 •	 Patient Education/Consent

•	 Laboratory studies	 •	 Imaging studies

•	 Pain management	 •	 Wound management

•	 Indications for surgery	 •	 Pre - and postoperative dietary regimen

•	 Contraindications for surgery
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combination of these formats.  
To meet the requirement for the ASMBS BSCOE designation, 
clinical and surgical pathways must have been formally 
adopted and implemented at the time of the site inspection. 
Failure to provide documentation or other evidence at the site 
inspection that pathways have been adopted and are being 
implemented is grounds for denial of the application for Full 
Approval. The applicant also must present evidence that staff 
have been educated on the pathways.

WHAT SHOULD I REMEMBER 
ABOUT PATHWAYS?

•	 A clinical pathway and surgical pathway must be
	 implemented for each bariatric surgical procedure for every
	 bariatric surgeon
•	 All required clinical pathways must be present at the
	 site inspection
•	 Clinical pathways must be approved and implemented
•	 Staff must be educated regarding the clinical pathways
•	 Standardized preoperative, postoperative and discharge
	 orders are required
•	 Pathways are required for the hospital and the
	 surgical practice
•	 Think “seamless continuum of care” when writing pathways

For further assistance with pathways, please call the 
SRC Support Center toll-free at 1.866.790.4772.

PA G E  F O U R

Julia Hanline
BSCOE Program Coordinator
Surgical Review Corporation

Interpret ive 
Guidelines Clarify the 10 
Requirements for the 
BSCOE Designation

Since the American Society for Metabolic and Bariatric Surgery 

(ASMBS) Bariatric Surgery Center of Excellence® (BSCOE®) 

program began, 368 facilities and 634 surgeons have been 

designated as an ASMBS BSCOE. That’s quite an achievement 

given that the program is the most rigorous in the industry. But 

as consumer confidence in the surgery grows, so will the need 

for excellence!

Excellent bariatric surgery requires competent surgeons and 
well-prepared facilities. Surgical Review Corporation (SRC) is 
dedicated to assessing and improving the efficacy, efficiency and 
safety of surgical and related health care. SRC’s Bariatric Surgery 
Review Committee (BSRC) reviews applications and determines 
whether the 10 Requirements (see page eight)have been met 
and grants or denies the BSCOE designation. The Committee 
clarifies the requirements with interpretive guidelines and 
recommends additional requirements or changes as needed. 



To clarify the requirements about which we receive the 
most questions, SRC offers these guidelines:

Requirement 2 deals with surgical volumes. The BSRC 
defines “bariatric surgical cases” as primary operations 
and/or revisions formally recognized by the ASMBS. For 
a list of these procedures, go to www.surgicalreview.org/
pcoe/tertiary/tertiary_provisional.aspx.  The BSRC has 
determined that applicants experiencing a temporary 
drop in volume may use a “volume averaging” option, 
which allows them to average surgical volumes for the 
most recent three years. If that average meets or exceeds 
the minimum of 125 for facilities or 50 for surgeons, 
Requirement Two is met. 

Another option to help applicants meet the volume 
requirement is “Fast Tracking.”  This option is useful for 
hospital applicants that have a BSCOE surgeon linked 
to their program. Fast Tracking allows them to submit a 
Full Approval application once volumes reach roughly 
half the required volume or 63 within a six-month period. 
Fast Track applicants must successfully complete a site 
inspection and meet all other requirements. Full Approval 
may be granted if circumstances indicate that the 125 
minimum number of surgeries is probable by the end of 
one year. 

Requirement 4 focuses on patient care and safety. 
SRC’s BSRC requires that hospital applicants have a 
full-time staff with experience managing critically ill, 
morbidly obese patients with ventilators and invasive 
hemodynamic monitoring technologies that can support 
the management of a critically ill patient until he or she is 
sufficiently stable to leave the facility. An ACLS-qualified 
physician must be immediately available on-site to perform 
patient resuscitations. Senior residents may provide ACLS 
coverage if immediately available on site 24-hours per 
day. Bariatric surgeons, covering surgeons and specialists 
in anesthesia, interventional radiology, critical care and 
endoscopy must be available on site within 30 minutes.

Requirement 5 emphasizes the need for improved patient 
safety, as well as comfort, dignity and respect. Many of 
the first centers did not have floor-mounted toilets on 
the bariatric ward and in the practice. The BSRC dictates 
that furniture and equipment be strong enough and extra 
wide to accommodate the severely obese. This includes 
requiring floor-mounted or floor-supported toilets in 
facilities and practices.

Requirement 6 interpretive guidelines address the 
surgeon’s experience and require that all applicant 
bariatric surgeons be certified by the American Board 
of Surgery (ABS), the American Osteopathic Board of 
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Surgery (AOBS), and/or the Royal College of Physicians and 
Surgeons of Canada (RCPSC). In order for the applicant 
surgeon to demonstrate significant experience in managing 
bariatric patients and their complications, he or she must 
have no less than twenty-four (24) hours of Category 1 
Continuing Medical Education (CME) in bariatric surgery 
every three years. In addition, the surgeon must show 
evidence of bariatric surgical expertise in accordance with 
the guidelines of the American Society for Metabolic and 
Bariatric Surgery (ASMBS).

The BSRC defines qualified coverage as the coverage 
required for the full care of a bariatric patient in the absence 
of the primary surgeon. The covering bariatric surgeon must 
be certified (or eligible for certification) by the ABS, AOBS, 
and/or RCPSC, have significant experience in the care of 
the type of bariatric surgical patients he or she is covering 
and be capable of managing the full range of complications 
associated with surgery of the morbidly obese. Within ten 
(10) years of the application date, covering bariatric surgeons 
must have assisted on at least five (5) non-stapling gastric 
procedures if covering for non-stapling gastric procedures, 
and/or ten (10) gastric stapling and/or anastomotic 
procedures if covering for stapling procedures. A surgeon 
covering a gastric sleeve patient must have assisted on 
at least five (5) gastric sleeve cases, or have performed or 
assisted on ten (10) gastric bypass or duodenal switch cases 
within the past ten (10) years. A surgeon covering gastric 
bypass cases must have performed or assisted on at least 
ten (10) gastric bypass cases within the past ten (10) years. 
In order for the covering general surgeon to demonstrate 
significant experience in managing bariatric patients and 
their complications, he or she must have at least twelve (12) 
hours of Category 1 Continuing Medical Education (CME) in 
bariatric surgery every three years, and have assisted on at 
least five (5) non-stapling gastric procedures and/or ten (10) 
gastric stapling and/or anastomotic procedures, depending 
on the covering arrangement, within the previous three 
years. These requirements apply only to general surgeons 
who cover bariatric cases and do not apply to coverage by 
a bariatric surgeon. In addition, the covering call surgeon 
must be available on-site within thirty (30) minutes 
of request.
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®



The creation of the ASMBS BSCOE program has done 
much to change negative perceptions of bariatric surgery 
and help improve coverage by health insurers. However, 
SRC’s mission doesn’t stop there. There has long been a 
need to collect outcomes data for bariatric surgery, and 
we have taken the next logical step to demonstrate what 
we know already that bariatric surgery is safe and provides 
durable weight-loss with full, long-term remission of 
diabetes and other comorbidities of severe obesity and 
to answer the more complex questions such as:

•	How do we distinguish patient risk factors? 
•	How does surgery type impact resolution of 
	 diabetes and other comorbidities?
•	What is the return on investment for payors that 
	 cover bariatric surgery?
•	Should BSCOE requirements for excellence change 
	 in the future?

SRC expects our Bariatric Outcomes Longitudinal 
Database™ (BOLD™) to provide the central source to 
answer these questions. BOLD is an innovative Web-
based patient database developed by SRC using data 
elements and data definitions common with the National 
Institutes of Health Longitudinal Assessment of Bariatric 
Surgery (LABS) program and other national databases. 
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Requirement 8 guidelines clarify the responsibilities of the Bariatric Coordinator as both clinical and administrative. The 
coordinator must be a licensed health care professional whose duties include care coordination and development of the 
bariatric surgery program, patient and staff education, oversight of ongoing BSCOE compliance and ongoing multidisciplinary 
team meetings for the bariatric surgery program. The coordinator is a liaison between the hospital and surgical practice(s); 
may be employed by either the hospital or surgeon; and may share the duties with another bariatric coordinator. The program 
must have a full time bariatric coordinator when the volume reaches 150 or greater in a 12-month period.

Requirement 9 clarifications ensure that support groups are led by qualified professionals. The BSRC determined that a 
licensed health care professional must facilitate the programs support groups.

BSCOE designation requires diligence to maintain compliance with all BSCOE requirements. The BSRC regularly publishes 
updates to the BSCOE Program Requirements, which are effective immediately unless otherwise noted. These changes are 
sent via e-mail to applicants (primary contact) and posted on SRC’s Web site at www.surgicalreview.org.

PA G E  S I X

Catherine Wild, Manager
SRC Support Services

In 2003, the American Society for Metabolic and Bariatric Surgery (ASMBS) founded Surgical Review Corporation 

(SRC) and the Bariatric Surgery Centers of Excellence® (BSCOE) program to answer questions about the meaning of 

excellence in bariatric surgery. Operating as a completely independent organization governed by industry stakeholders, 

SRC administers the rigorous evaluation process that distinguishes whether a bariatric surgery center meets the 10 

requirements (page eight) for the BSCOE designation.

BOLD captures detailed information on each patient such as 
comorbidities, surgical procedure type, adverse events, weight 
loss progress and outcomes. BOLD serves three major purposes:

		  To offer Centers a real-time tool to monitor their 			 
		  compliance with the BSCOE requirements.

All BSCOE program data must be entered into BOLD to monitor 
the program’s compliance with their signed BSCOE agreement 
and with the BSCOE program requirements. Each program can 
retrieve and organize this data in BOLD’s reports functionality 
for use in Full Approval applications, Renewal applications or 
progress reports.

		  To provide SRC with credible data that can be used to 
		  demonstrate the value and efficacy of bariatric surgery to 
		  consumers, employers, medical professionals and payors. 

There are now more than 100,000 patients entered into the 
database. Only patients who sign an approved Institutional 
Review Board (IRB) informed consent form will have their data 
de-identified (first and last name removed and DOB converted 
to age) and shared with the research reporting database to join 
the dataset for aggregate data analysis. Program coordinators 
can help increase the size of the research dataset by presenting 
patients with the research consent form in a positive manner and 

BOLD
™

 WILL ANSWER COMPLEX QUESTIONS
about bar iatr ic  surgery



explain the relative lack of risk to them personally and 
the enormous benefits to future patients.

		  To collect the information needed to improve 
		  patient outcomes. 

BOLD is a unique platform for evidence-based medicine, 
tracking complications and improvement or resolution 
of comorbidities in an effort to develop risk stratification 
guidelines that will promote improved patient care and 
outcomes. Each program is able to analyze their own data to 
set internal benchmarks and identify areas for improvement. 
In much the same way, the aggregate data will help the 
bariatric community recognize trends, predict outcomes, 
develop global benchmarks, guide surgeons in choosing the 
right operation for patients, improve the patient experience 
and establish criteria for best practices.

There are many expectations of BOLD and SRC believes that 
it will provide the answers to many important and complex 
questions. However, without consistent and accurate data 
entry, BOLD has little value. It is incumbent upon all BSCOE 
participants to make BOLD a success. The rewards will benefit 
the whole bariatric community, and more importantly, 
the patients whose lives are forever changed through 
bariatric surgery.

For BOLD support or information contact the SRC Support 
Center at: 1.866.790.4772 or srcsupport@surgicalreview.org

BOLD™ Training Opportunities

SRC provides two one-hour online training sessions each week 
to help you understand how to use BOLD. 
The Webinars cover:
•	 the initial administrative setup of the database, 
•	 how to use the Patient Encounter forms to facilitate fast and 	
	 accurate data entry,
•	 virtual demo of entering patient data from first preoperative 	
	 visit through surgery to first postoperative visit, and
•	 description of the reports.

To register for the BOLD Training Webinar, go to 
surgicalreview.org/support.aspx

INTERFACE WITH THIRD-PARTY SOFTWARE
To accommodate Centers with existing patient databases, 
SRC has developed an interface designed to import data 
from interested third-party software systems. This minimizes 
or eliminates duplicate data entry. For details about third-
party vendors currently interfaced with BOLD, go to 
http://www.surgicalreview.org/paperless.aspx
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Requirements for American Society for 
Metabolic and Bariatric Surgery (ASMBS) 
Bariatric Surgery Centers of Excellence® 
(BSCOE) Designation 

Centers and surgeons applying for the 
Bariatric Surgery Center of Excellence®

designation must meet these 10 
requirements for Provisional Status:

1.	 a.	An institutional commitment at the highest levels 
		  of the applicant medical staff and the institution’s  
		  administration to excellence in the care of 
		  bariatric surgical patients as documented with an 
		  ongoing, regularly scheduled, in-service education 
		  program in bariatric surgery. 

	 b.	An institutional commitment that is also 
		  demonstrated by employing credentialing 
		  guidelines for bariatric surgery.

Interpretative Notes for Requirement 1: 
This requirement refers to a culture in which the staff is 
prepared to manage morbidly obese patients and manage these 
individuals with understanding and compassion and appreciate 
the burdens of the comorbidities of the disease. The staff should 
be aware of the basic concepts of bariatric surgery through 
in-service programs. Those directly caring for these patients 
should be able to recognize the early signs of the common 
complications including pulmonary embolus, anastomotic leak, 
infection and bowel obstruction so that these can be managed 
promptly. Sensitivity training is included as an aspect of in-
service training. Applicants are required to provide written 
acknowledgement during the site inspection for Full Approval 
that sensitivity training is provided to relevant staff at least 
once every three years.  In addition, all Centers (applicants and 
existing BSCOEs) must provide sensitivity training upon hiring to 
all new employees who will have contact with bariatric patients. 
All Centers (applicants and existing BSCOEs) must provide 
patient mobility and transfer training upon hiring to all new 
employees who care for bariatric patients. New applicants to 
the BSCOE program are required to train all bariatric personnel 
in the patient care areas in the potential signs and symptoms 
of complications in the bariatric patient. All Centers (applicants 
and existing BSCOEs) are required to provide all new employees 
upon hiring with training in the potential signs and symptoms 
of complications. All Centers (applicants and existing BSCOEs) 
are required to have a system in place to ensure the ongoing 
competencies of staff in recognizing the potential signs and 
symptoms of complications in the bariatric patient.

2.	 a.	The reasonable expectation that the applicant 
		  institution will perform at least 125 bariatric 
		  surgical cases per year. 

	 b.	The reasonable expectation that each applicant 
		  surgeon will have performed at least 125 total 
		  bariatric cases lifetime, with at least 50 cases 
		  performed in the preceding 12-month period.
 
Interpretative Notes for Requirement 2: 
“Bariatric surgical cases” are defined as primary operations 
  and/or revisions.

“Performed” is defined as conducting a significant part of the 
  operation as primary surgeon. Applicants may not include 
  cases in which they served as the assisting surgeon. 

Applicants may include up to 75 operations performed during 
their fellowship in the total lifetime count.

NOTE: Provisional Status applicants that have performed at 
least 50 percent of the required minimum number of surgeries 
at the time of Provisional Status application will be approved, 
since there is a reasonable expectation that they will be able to 
achieve the minimum number during the two-year Provisional 
Status term prior to applying for Full Approval. Applicants for 
Full Approval must be able to demonstrate that they have 
actually performed the minimum number of required surgeries. 

Qualifying procedures: Only bariatric surgical procedures 
formally recognized by the ASMBS are counted in 
determining whether an applicant meets the applicable 
volume requirements. This standard applies to both surgeon 
and hospital applicants. The following procedures, whether 
performed open or laparoscopic, are recognized as of 
March 2009: 

•	 Vertical Banded Gastroplasty
•	 Gastric Banding
•	 Duodenal Switch
•	 Biliopancreatic Diversion
•	 Sleeve Gastrectomy
•	 Gastric Bypass (short or long limbed, transected or not
	 transected, banded or not banded)

Within the context of the surgical procedures recognized by 
ASMBS, the repair of a slipped gastric band is a bariatric 
procedure which is counted toward the volume requirements. 

In addition, repairs of jejuno-jejunostomy, colonic mesentery, 
Peterson hernias and hernias forming around an adhesion 
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are bariatric procedures that are counted toward the volume 
requirements when performed on a post-bariatric 
surgery patient. 

Port revisions, tubing repairs, gastric band removals and repairs 
of inguinal, incisional, umbilical and port site hernias are not 
primary bariatric procedures and are not counted toward the 
volume requirements. 

Abdominal wall hernias and exploratory procedures used to 
make a diagnosis that do not result in the repair of an internal 
hernia do not count toward the 
volume requirements.
 	  
3.	 The applicant maintains a designated physician 
	 Medical Director for bariatric surgery who 
	 participates in the relevant decision-making 
	 administrative meetings of the institution. 

Interpretative Notes for Requirement 3: 
The position of Bariatric Surgery Medical Director shall be 
filled by a qualified bariatric surgeon who is appointed through 
the administrative/medical staff process with hospital minutes 
documenting his or her participation in the bariatric program 
decisions. Regularly scheduled meetings to address the bariatric 
program in the institution which involve medical staff, nursing, 
administration and operating room personnel are required. 
Attendance of an applicant hospital’s central supply and 
business departments at bariatric program staff meetings 
is optional.
 	  
4.	 The applicant hospital maintains, within 30 minutes 
	 of request, a full complement on staff of the various 
	 consultative services required for the care of 
	 bariatric surgical patients, including the immediate 
	 availability of an ACLS-qualified physician on-site 
	 who can perform patient resuscitations. 

Interpretative Notes for Requirement 4: 
The facility must have a full-time staff with experience 
managing critically ill, morbidly obese patients with ventilators 
and invasive hemodynamic monitoring technologies that can 
support the management of a critically ill patient until he or she 
is sufficiently stable to leave the facility. 

For Provisional Status, the failure to have an ACLS-qualified 
physician on site who can perform patient resuscitations 
does not automatically disqualify the applicant, because the 
requirement can be met during the period of Provisional Status. 
However, this requirement is considered critical, so the failure 

to have an ACLS-qualified physician on site may warrant 
Monitoring Status until such time as the requirement is met.

The failure to have an ACLS-qualified physician on-site is 
grounds for denial of the  application for Full Approval. ACLS 
coverage may be provided by a Senior Resident  who is 
immediately available on site 24-hours per day. The failure to 
have available within 30 minutes of request all of the following 
consultative staff (i.e., all of these consultants must be available 
on-site within 30 minutes) is grounds for denial of 
the application for Full Approval:

•	 anesthesiologist/CRNA,
•	 internist with critical care expertise,
•	 endoscopist, and 
•	 radiologist with interventional capability.
 
Failure to have all of these staff does not automatically 
disqualify the applicant for Provisional Status, but may warrant 
Monitoring Status until such time as the requirements are met.

Use of an off-site electronic ICU monitoring system (i.e., live 
video feed and vital sign monitoring at a remote location) 
without having an intensivist or other recognized consultative 
staff member either on-site or immediately available does not 
satisfy Requirement 4. 
 	  
5.	 The applicant maintains a full line of equipment and  
	 instruments for the care of bariatric surgical 
	 patients including furniture, wheelchairs, operating 
	 room tables, floor-mounted or floor-supported 
	 toilets, beds, radiologic capabilities, surgical 
	 instruments and other facilities suitable for 
	 morbidly obese patients.

Interpretative Notes for Requirement 5:
Furniture, floor mounted or floor supported toilets, beds, 
scales, wheel chairs, operating room tables and litters, strong 
enough and extra wide to accommodate the severely obese 
according to the weight limits established by the institution, 
must be available for those patients who need this specialized 
equipment. Toilets not directly mounted to the floor must be 
floor supported. Patient movement/transfer systems for morbidly 
obese patients must be in place throughout the institution 
wherever the morbidly obese receive care. Ambulances serving 
the institution should also be equipped to manage these 
large patients with appropriate stretchers, straps, and transfer 
devices. Finally, and perhaps most important, the staff must be 
trained to use the equipment and be capable of moving 
these large individuals without injury either to the patients 
or the staff.                                              C O N T.  PA G E  T E N
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6.	 The applicant has a bariatric surgeon who spends a 
	 significant portion of his or her efforts in the field of  
	 bariatric surgery and who has qualified coverage 
	 and support for patient care.

Interpretative Notes for Requirement 6: 
The applicant surgeon must be certified by the American Board 
of Surgery (ABS), the American Osteopathic Board of Surgery 
(AOBS), and/or the Royal College of Physicians and Surgeons 
of Canada (RCPSC). In order for the applicant surgeon to 
demonstrate significant experience in managing bariatric 
patients and their complications, he or she must have no less 
than twenty-four (24) hours of Category 1 Continuing Medical 
Education (CME) in bariatric surgery every three years. In 
addition, the surgeon must show evidence of bariatric surgical 
expertise in accordance with the guidelines of the American 
Society for Metabolic and Bariatric Surgery (ASMBS). 

Qualified coverage is defined as the coverage required for the 
full care of a bariatric patient in the absence of the primary 
surgeon. The covering bariatric surgeon must be certified (or 
eligible for certification) by the ABS, AOBS, and/or RCPSC, have 
significant experience in the care of the type of bariatric surgical 
patients he or she is covering and be capable of managing 
the full range of complications associated with surgery of the 
morbidly obese. Within ten (10) years of the application date, 
covering bariatric surgeons must have assisted on at least five 
(5) non-stapling gastric procedures if covering for non-stapling 
gastric procedures, and/or ten (10) gastric stapling and/or 
anastomotic procedures if covering for stapling procedures. 
A surgeon covering a gastric sleeve patient must have assisted 
on at least five (5) gastric sleeve cases, or have performed or 
assisted on ten (10) gastric bypass or duodenal switch cases 
within the past ten (10) years.  A surgeon covering gastric 
bypass cases must have performed or assisted on at least ten 
(10) gastric bypass cases within the past ten (10) years.  

In order for the covering general surgeon to demonstrate 
significant experience in managing bariatric patients and their 
complications, he or she must have at least twelve (12) hours 
of Category 1 Continuing Medical Education (CME) in bariatric 
surgery every three years, and have assisted on at least five 
(5) non-stapling gastric procedures and/or ten (10) gastric 
stapling and/or anastomotic procedures, depending on the 
covering arrangement, within the previous three years. These 
requirements apply only to general surgeons who cover bariatric 
cases and do not apply to coverage by a bariatric surgeon.

In addition, the covering call surgeon must be available on-site 
within thirty (30) minutes of request.

Note: The applicant and covering surgeon must meet all of 
the requirements noted above, as well as board certification, 
in order to obtain Full Approval, but do not need to have met 
all requirements at the time of the application for Provisional 
Status. An applicant or covering surgeon may be board eligible 
and receive Provisional Status designation, but must be board 
certified in order to obtain Full Approval. 
 	  
7.	 The applicant utilizes clinical pathways and orders 
	 that facilitate the standardization of perioperative 
	 care for the relevant procedure. In addition, all 
	 bariatric surgical procedures are standardized for 
	 each surgeon.

Interpretative Notes for Requirement 7:
It is the surgeon’s responsibility and duty to select which 
primary operation(s) he or she will perform, and it is the 
expectation of SRC that the procedure(s), no matter what 
the choice, will be done in a standardized manner. Similarly, 
the surgeon should determine the details of the planned 
perioperative care. These details will be documented so that 
each member of the surgeon’s team is aware of the care 
plan and is prepared to follow the process as outlined by the 
surgeon. Unless such a process is followed, outcomes cannot 
be evaluated.

The following specific clinical pathways are required for Full 
Approval (i.e., the pathways must have been formally adopted 
and implemented at the time of the site inspection):
 
•	 Anesthesia including monitoring and airway management.
•	 Perioperative care including monitoring and airway 		
	 management. 
•	 DVT management. 
•	 Instructions for the management of warning signs of
	 complications such as tachycardia, fever, and hemorrhage. 

In addition, at least 10 of the following additional clinical 
pathways must have been formally adopted and implemented 
at the time of the site inspection: 

•	 Indications
•	 Contraindications
•	 Initial patient instruction
•	 Patient evaluation
•	 Laboratory studies
•	 Imaging studies
•	 Patient education/consent
•	 Admission workup and evaluation
•	 Wound care management

PA G E  T E N



•	 Preoperative and postoperative dietary regimen
•	 Pain management 

Nurses, physician assistants, residents, applicant surgeons and 
other applicable staff must be aware of these protocols and 
follow them. 

The clinical pathway protocols, i.e., a sequence of orders and 
therapies describing the routine care of the uncomplicated 
patient, must be available for review during the site inspection 
for Full Approval. 
 	  
8.	 The applicant utilizes designated nurse or physician 
	 extenders who are dedicated to serving bariatric 
	 surgical patients and who are involved in continuing  
	 education in the care of bariatric patients.

Interpretative Notes for Requirement 8: 
The hospital should have a subset of nurses who routinely 
care for the bariatric patients and receive regular in-service 
education on their care, preferably assigned to a designated 
bariatric floor or wing. There should be a Bariatric Coordinator 
designated to supervise the bariatric program.
 
Effective December 1, 2007, an applicant’s bariatric surgical 
coordinator must meet the following criteria: The coordinator 
must be a licensed health care professional, whose duties 
include care coordination of the bariatric surgery program, 
bariatric surgery program development, patient and staff 
education, oversight of ongoing BSCOE compliance, oversight 
of ongoing multidisciplinary team meetings for the bariatric 
surgery program, and acting as a liaison between the hospital 
and surgical practice(s). The coordinator may be employed by 
either the hospital or surgeon, and the duties do not necessarily 
have to be performed by one person.

Applicant centers performing more than 150 bariatric surgeries 
annually are required to have a full-time bariatric coordinator. 
Centers performing 150 surgeries or less per year may employ 
a part-time bariatric coordinator. This provision is effective June 
1, 2007, for renewing BSCOE centers and for new applicants 
whose site inspections occur on or after that date. 

The physician’s practice should also have nursing and physician 
extenders who provide continuing education and care to the 
bariatric patients in the practice. This should be outlined in 
the practice portfolio if it is a split practice that still performs 
significant general surgery.  A physician extender is defined as 
any health care provider who assists a bariatric surgeon 
or practice.

 Limited Waiver for Coordinator. Centers that were 
designated as BSCOEs prior to December 1, 2007, whose 
bariatric coordinators are not licensed health care professionals, 
may be considered for approval on renewal of their initial 
BSCOE term provided the coordinator meets one of the 
following: 
•	 The bariatric coordinator has been continuously employed by  
	 the applicant as a bariatric coordinator performing the 
	 required duties for at least three (3) years prior to the 
	 application; or 
•	 The bariatric coordinator has been continuously employed as  
	 a bariatric coordinator in a bariatric surgery practice or 
	 institution performing the required duties for at least five (5) 
	 years prior to the application; or 
•	 The bariatric coordinator has a bachelor’s degree from an 
	 accredited institution and at least three (3) years of clinical 
	 work experience in the field of bariatric surgery. 
•	 Centers designated as BSCOEs prior to December 1, 2007, 
	 may only rely on the preceding exception for renewal of their 	
	 initial term. 
 	  
9.	 The applicant makes available organized and 
	 supervised support groups for all patients who 
	 have undergone bariatric surgery at the institution.

Interpretative Notes for Requirement Number 9: 
The activities of the support group should be documented 
including group locations, meeting times, supervisor, curriculum, 
and attendance. For example, such activities as on-line chat 
rooms, Web-based support groups, exercise, instruction 
and clothing sales should be noted. A licensed health care 
professional must either lead or be present at support group 
meetings. A qualifying licensed health care professional includes 
a surgeon, physician, physician’s assistant, nurse, dietician, 
nutritionist, psychologist, psychiatrist, licensed practical nurse, 
physical therapist or licensed clinical social worker. Applicant 
centers must hold support group meetings on at least a 
quarterly basis. This requirement applies to the program’s 
primary support group meetings, but not to auxiliary or 
outlying meetings held in remote locations.
 	  
10. 	 The applicant provides documentation of a 
	 program dedicated to a goal of long-term 
	 patient follow-up of at least 75 percent for 
	 bariatric procedures at five years with a 
	 monitoring and tracking system for outcomes, 
	 and agreement to provide annual outcome 
	 summaries to SRC in a manner consistent with 
	 Health Insurance Portability and Accountability 
	 Act (HIPAA) regulations.      C O N T.  PA G E  T W E LV E
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 C O N T.  F R O M  PA G E  E L E V E N

Interpretative Notes for Requirement 10: 
This requirement is based on the observation that a significant number of 
patients develop nutritional deficiencies, internal and external hernias, return 
of previous emotional disorders as well as other late complications. There is 
no requirement that the surgeon provide the follow-up personally, only that 
he or she is aware of the long-term status of the patient. Accordingly, the 
follow-up data can be gathered during group sessions, reunions, or through 
visits at other physicians’ offices. The applicant agrees to enter all patients 
who undergo bariatric surgery in the group or individual practice into the 
Bariatric Outcomes Longitudinal Database™ (BOLD™); no patients 
will be excluded. 

Outsourcing patient follow-up to third parties is acceptable provided that 
the outsourcing agent can be site inspected and the surgeon and/or hospital 
maintains adequate communications with the outsourcing agent to track 
patient outcomes on an ongoing basis. Follow-up performed by the patient’s 
primary care physician is also acceptable provided the surgeon or hospital 
maintains adequate communications with the primary care physician to 
track outcomes. 

Prior to applying for Full Approval status, the Center must first 
have been granted Provisional Status. The Full Approval application 
process to become an ASMBS Bariatric Surgery Center of Excellence 
involves the following steps:
1.	The center and its surgeons continue to meet the criteria required 
	 for Provisional Status and fully comply with the 10 requirements 		
	 for Provisional Status.
2.	Any deficiencies noted during the Provisional Status review have 		
	 been corrected.
3.	A complete and accurate description of changes in the institution 		
	 or the staff (since the Provisional Status application) has been 		
	 submitted to the BSRC. 
4.	A list of the academic activities of the surgeons including grants 
	 obtained, papers published, presentations, participation in 		
	 courses, etc. has been provided.
5.	The surgeon must be, or must have been, board certified by either 
	 the American Board of Surgery (ABS), the American Osteopathic 
	 Board of Surgery (AOBS), and/or the Royal College of Physicians 
	 and Surgeons of Canada (RCPSC). 
6.	Outcomes data for bariatric surgery are reported in accordance 
	 with HIPAA regulations. Outcomes data must be reported for all 
	 bariatric surgery patients in the Bariatric Outcomes Longitudinal 
	 Database (BOLD).

a publication for the medical community

1 0 . 2     P L A N N I N G  &  D E S I G N  F O R  T H E  B A R I A T R I C  P A T I E N T

Billie A. Gish, BBA, RN, BSN, CBN

The winter 2007 issue of Xtrawise addressed weight bias. Lorraine 

Truitt related a first person account of her feelings of “humiliation and 

degradation” when going to the doctor before she lost weight through 

bariatric surgery. There can also be present in our institutions, a non-

verbal, inanimate communication with the bariatric population – you are 

not welcome because we do not have a safe and comfortable environment 

for you. When looking at hospital design, it is just as important to offer 

bariatric friendly surroundings as it is to provide personal interaction that 

is respectful and sensitive to the bariatric patient. 

As a Bariatric Surgery Program Coordinator, I am keenly aware of the 

message that is communicated to bariatric patients, their family and 

friends through the design and furnishings of our hospital. Currently, our 

facility is nearing completion of an expansion project. The administration 

had the foresight and vision to make bariatric friendly furnishing choices 

for the new expansion. The common waiting areas will have a mix 

of furniture that safely and comfortably accommodates the bariatric 

population as well as fits flawlessly into the décor of the area. Bench 

seating and armless chairs that have appropriate weight limits have been 

chosen for placement throughout the new construction. 

After addressing the “first impression” a facility makes with its furnishings, 

a look at other areas of the hospital is necessary. Do your patient care rooms 

have bariatric friendly furniture for patients as well as visitors? 
                    CONT. ON PG 2 

Billie A. Gish is currently the 
Bariatric Program Coordinator 
at Shawnee Mission Medical 
Center in Shawnee Mission, 
Kansas.  Billie graduated with 
honors from Washburn University 
with a Bachelor of Business 
Administration degree and 
from Baker University School 
of Nursing with a Bachelor of 
Science degree in Nursing.  Billie 
has been in the field of Bariatric 
Medicine since the year 2000 
and in January 2008 she earned 
the Certified Bariatric Nurse 
designation.  She is grateful for 
the opportunity to help others 
achieve their health improvement 
goals through weight loss surgery 
coupled with thorough pre-
operative education and post-
operative follow-up and support.  
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Therese Henn APRN-BC

I am often asked to address risk assessment in a program of 
pressure ulcer prevention – indeed, talking and writing about 
pressure ulcer prevention has been an integral part of my 
career for the past 20 years. It isn’t often, however, that I am 
asked to write about risk assessment in the context of wound 
care, so I am grateful for this opportunity! 

Many people believe that, once a patient has a pressure ulcer, 
it is too late for risk assessment. Nothing could be further 
from the truth… for a whole variety of reasons. Let me 
address the most obvious reasons first. Nurses should be 
assessing pressure ulcer risk in patients who have an existing 
pressure ulcer for the very same reasons that they would 
assess pressure ulcer risk in the patient with no existing 
pressure ulcers - prevent the patient from developing 
(another) pressure ulcer. 

it is important to remember that the general 
purposes of risk assessment are:
 •	 To	detect	those	who	are	currently	at	risk
	 •	 To	measure	level	of	risk	so	the	intensity	of	preventive	
		  measures	required	can	be	anticipated
	 •	 To	detect	specific	risk	factors	so	individualized			
		  interventions	can	be	prescribed

to DeteCt those who are CurrentlY at risk: It is 
not a foregone conclusion that those who have a pressure 
ulcer are at risk. The pressure ulcer may have developed 
during an acute episode of some sort that has now subsided. 
For example, a pressure ulcer may have occurred as a result 
of a profound immobility during a prolonged surgery but the 
patient may now be fully ambulatory and mobile when in 
the bed or chair. However, for those patients who have an 
existing pressure ulcer and remain functionally impaired, risk 
assessment is necessary so that these deficits are identified 
and addressed.

to measure level of risk so the intensitY of 
preventive measures reQuireD Can Be antiCipateD: 
The Braden Scale assists nurses to determine not only the 
presence of risk, but also the intensity of risk. Those levels are:

 • mild risk  15-18

 • moderate risk 13-14

 • high risk 10-12

 • very high risk 9 or below

The higher the level of risk, the more aggressive we must 
be in our preventive efforts. Because patients with pressure 
ulcers are restricted from putting weight on the pressure ulcer 
itself, the number of body surfaces they can be turned onto 
becomes limited. As a result, the remaining turning surfaces are 
subjected to more pressure, thus increasing risk. It is, therefore, 
recommended that patients with existing pressure ulcers should 
be considered at higher risk than that indicated by the score – 
generally at the next highest level of risk. 

to DeteCt speCifiC risk faCtors:  It is very important to 
remember that the same risk factors that lead to development 
of a pressure ulcer may also be responsible for preventing 
healing. For example, a patient who developed a pressure ulcer 
because of profound immobility and poor nutrition will not heal 
unless the pressure ulcer is off-loaded and nutritional status is 
improved. In fact, the presence of a pressure ulcer may intensify 
the need for intervention. 

I keep hearing about the new CMS Guidelines. 
How do these affect me and what can Sizewise do to help?

Basically, the new CMS Guidelines for reimbursement in acute care state that beginning October 
1, 2008 nosocomial (hospital acquired) pressure ulcers, among other adverse events, will no 
longer qualify for reimbursement. The impact on acute care facilities could be overwhelming. 
Hospitals will have to insure that all pressure ulcers will be identified and diagnosed by a 
physician within two days of admission to the facility. In addition Pressure Ulcer Prevention 
protocols will have to be monitored and adhered to by the staff to avoid the occurrence of new 
pressure ulcers while the patient is hospitalized. Sizewise has a Prevalence & Incidence 
program which can help your facility track the presence of pressure ulcers but, 
more importantly, enable the facility to evaluate the effectiveness of the 
prevention protocols they have in place. We will also be able to provide 
assistance with the creation of algorithms/decision trees for the selection 
of the appropriate support surfaces when required. Our new pocket 
reference card with photos of actual pressure wounds may enable the 
bedside nurse to be more accurate in the identification of the proper stage 
of a pressure ulcer.    

for this, and other clinical assistance, feel free to contact susan morello, Bsn, rn, CwoCn, Clinical
Coordinator at sizewise. susan can be reached via email at smorello@sizewise.net. 

working in sub-acute and long term care 
settings there are at least three complex wounds 
at any given time which my collaborating 
physician and i encounter. the patient invariably 
has at least one co-morbid condition to add 
to the challenge of designing an effective and 
reasonable treatment plan. frequently these 
patients are obese or bariatric as well.  special 
concerns arise regarding the care of the bariatric 

patient in the long term care setting, much in the area of adequate staffing and appropriate equipment 
availability. however when the bariatric patient also has a chronic wound, and/or ongoing skin care issues 
the approach to best care becomes an even greater challenge.  Besides the usual demographic factors 
(age, state of health, motivation, etc.) and the established factors known to interfere with healing, bariatric 
persons are at further risk for delay or complication based upon wound location, extent, and perfusion 
to the area. and as with all populations, the presence and amount of pain, and its general perception, 
will vary widely.  many bariatric patients are dealing with chronic pain issues already, perhaps related to 
musculoskeletal wear and tear processes.  Controlling pain may assist in faster healing so attention to pain 
management is becoming a more important aspect of wound care.

as i have gotten older i notice it is taking a little longer for superficial skin injuries to heal and disappear. 
i’ve been bariatric most of my adult life, but now am becoming aware of skin integrity changes i didn’t 
seem to have just a few short years ago. minor irritations come up easier, last longer, and require more 
intervention to resolve. interfold micro-shear skin injuries occur with much less provocation than in the 
past... and i cannot tell you how much something that looks so insignificant can hurt if not handled 
carefully. such a personal “reminder” prompts me to help in the continuous effort to keep staff educated 
on issues such as safe, dignified, and gentle care delivery. this is especially important if high staffing turnover is part of the equation.  keeping an 
atmosphere of teamwork yet acknowledging individual efforts helps promote satisfaction on the part of the patient and staff members as well.

many of the problems my patients encounter i can certainly relate to and as such some will tell me it is easier to convey their concerns and 
problems to another heavy person. keeping a nonjudgmental demeanor is imperative to establishing a rapport that will help everyone 
involved identify and deal with barriers to effective care and optimal healing. having the patient describe any strategies used at home to deal 
with issues of mobility, hygiene, and toileting will be much more comfortable to divulge if the staff person asking demonstrates a sensitive and 
compassionate attitude.

the principles and approaches to wound care are virtually the same as all wounds heal in a cascade of events regardless of patient size. skin 
care has a few extra focus points related to skinfold management including the increased problems of moisture accumulation in some areas and 
altered dryness or callousing in others due to changes in friction and other forces produced by a larger body size. there is a multitude of effective 
products available off the shelf or through distributors.  in addition, many of the major manufacturers of skin and wound care products and bariatric 
equipment offer assistance in the way of online or toll free help line telephone services for questions regarding specific patient situations or wound 

or problematic skin conditions. accessing any of the various resources available to all can only 
serve to enhance the quality of care we struggle to deliver and the quality of life our patients 
wish to restore or retain. Doing so in partnership enhances the experience for everyone.

therese henn has been a long term 
Care medical provider for 24 years 
with a special interest in wound care, 
dementia, and recently, bariatrics. 
she has lectured on pharmacology/
physical assessment, the bariatric 
experience, and wound care issues 
nationally. henn co-authored a 
chapter regarding skin & wound 
care for the bariatric patient in the 
4th edition of Chronic wound Care, 
(2007) krasner, rodeheaver, sibbald, 
editors. she is active with the local 
woCn, a member of azna. henn 
is currently a Certified adult and 
Geriatric nurse practitioner with 
tucson long-term Care healthcare 
Companies and pima health systems, 
tucson, arizona 

Q: How can Sizewise help me to approach larger patients with more
sensitivity and compassion?

A: Sizewise has many educational resources available to assist you.
For example, you may want to talk to your representative about the
bariatric sensitivity program − “What Was I Thinking?” presented by
Sizewise free of charge.   

unsuccessful, unintelligent, and 
dishonest. Beliefs about the causes 
of obesity may contribute to weight 
bias. For example, assumptions that 
obesity can  be prevented by self-
control, that a patient’s failure to lose 
weight is due to non-compliance 
with treatment, or that obesity is 
caused by emotional problems, are 
all examples of perceptions that
contribute to negative attitudes. 

Weight bias has a range of 
negative consequences. Research 
shows that weight bias by health 
providers leads obese patients to 
avoid seeking preventive health 
care services (despite having high 
access to health care). For example, 
when obese patients were asked 
about the reasons for canceling 
and avoiding health services, 
they attributed their decisions to 
negative attitudes from providers, 
unsolicited advice to lose weight, 
embarrassment of being weighed, 
and medical equipment that was 
too small to accommodate their 
body size.

Weight bias also has negative 
consequences for physical health, 
through unhealthy eating behaviors 
and avoidance of physical activity.

CONTINUED INSIDE>>>

“when obese patients were asked 
about the reasons for canceling 

and avoiding health services, 
they attributed their decisions to 

negative attitudes from providers”

Dr. Rebecca Puhl is a
Clinical Psychologist and
Associate Research 
Scientist at the Rudd Center
for Food Policy & Obesity at
Yale University. She 
coordinates research and 
policy efforts aimed at 
reducing weight bias. Her
research addresses the
origins of weight bias, 
stigma reduction
interventions, coping with 
weight bias, and societal 
and behavioral contributors 
to obesity. Dr. Puhl is the 
co-chair of the Weight Bias 
Task Force of NAASO, 
and is an editor of the book: 
Weight Bias: Nature, Extent, 
and Remedies     
(Guilford Press, 2005).
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Obesity is a
public health 
priority in the
United States,
and it has 
become the
focus of 
attention
because of 
concerning 

medical and economic 
consequences that are impairing
our nation. Often ignored, however, 
are the social consequences of 
obesity that overweight and obese 
individuals confront, which are 
pervasive and damaging. Stigma,
bias, and discrimination are 
frequent experiences for many 
obese individuals, and have serious 
consequences for their emotional 
and physical health. 

Unfortunately, weight bias is 
common in health care settings. 
Negative attitudes toward obese 
patients have been reported in a 
number of studies by a range of 
health care providers, including 
physicians, nurses, dietitians, 
psychologists, and medical 
students. Even health care 
professionals who specialize in 
the treatment of obesity express 
weight bias. Attitudes by providers 
include perceptions that obese 
patients are non-compliant, lazy, 
lacking in self-control, weak-willed, 
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Lorraine Truitt

IF YOU WEREN’T 100 POUNDS 
OVERWEIGHT...
FIRST PERSON ACCOUNT

“You wouldn’t have this 
problem if you weren’t 100 
pounds overweight.” It didn’t 
matter what “this problem” 
was, the comment was always 
the same. Doctors seemed 
to focus first on my weight, 
not my whole health. Going 
to the doctor soon became 

synonymous with humiliation and degradation 
because I knew each time what awaited me – 
the scale. I already felt like a failure in my daily life, 
why did I have to be reminded?

Through the years it got to the point where I’d 
avoid visiting a doctor unless I was practically on 
my deathbed. Fortunately I finally found a system 
that worked for me, I found a doctor who was 
caring enough to realize my embarrassment at 
being weighed during each office visit who was 

willing to work with me on alternatives. “Normal 
weight” people question how simple numbers on 
a scale could have so much power. But they did. 
Others looked at me as if I had no self control and 
treated me as though I were stupid because of it. 
When you focus on numbers and weight – this is 
the message sent.

More often than not larger people are ridiculed 
and not treated with dignity. I’ve struggled with 
weight my entire life. In 2002, at the age of 57, I 
had bariatric weight loss surgery and have since 
lost 156 pounds, about half my body weight. In 
losing weight I’ve been able to look back at how 
I was treated then as compared to how I’m 
treated as a “normal weight” person. There is a 
BIG difference. 

If I could teach one thing it would be for others 
to realize that obese people are worth knowing, 
being around, and loving. They are worth your 
dignity and respect because fat is what they are, 
not who they are. We are all much more than 
numbers on a scale.

QUESTION ANSWER
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Proper preparation, dissemination 
of knowledge and an experienced 
interdisciplinary team are key elements 
in making any program successful. 
Support is required on all levels within the 
organization for a program of this nature 
to succeed. Facilities should have Safe 
Patient Handling and Falls Programs 
because they provide a process to 
guide healthcare staff in more effective 
patient care, while trying to protect staff 
from work related injuries. Having these 
programs in place will greatly reduce 
the risk of 
patient and 
staff injury 
and should 
p r o m o t e 
more job 
satisfaction 
through a safer work environment. The 
importance of these programs is that 
they maintain the well-being of staff and 
patients while reducing work related 
injuries. These programs not only 
reduce the incidence of adverse events 

Andrea M. Baptiste, MA, CIE

Ms. Baptiste is Manager of the Biomechanics Laboratory and Research Ergonomist 
at the Tampa VA Patient Safety Center. She is also an Adjunct Professor in the 
Department of Biomedical Engineering at the University of South Florida, where she 
mentors Masters students. Ms. Baptiste is the translation specialist for Bed Safety 
and her research also expands to include safe patient handling and movement, 
ergonomics, and product evaluations. Ms. Baptiste has served as Co-Investigator 
on several funded research projects through VA HSR&D and RR&D services and has 
authored more than 14 peer-reviewed publications and completed 8 presentations 
at national conferences. Ms. Baptiste’s areas of expertise include: Patient Care 
Ergonomics, Challenges and Technology Solutions for Bariatric Care, Technologies 
for Safe Patient Handling and Movement, and Technologies for Bed Safety.

but also promote ergonomics in safe 
patient handling 

Key program individuals are dependent 
upon each facility, but some individuals 
that you may want to include are 
the peer leader representative, 
nurse educator representative, Risk 
Manager, Ergonomist (if you have 
one), Nurse Safety representative, 
Union representative, PT/OT, & Safety/
Occupational personnel.

The program needs to have expanded 
capacity equipment when dealing 
with bariatric patients. There needs to 
be adequate equipment available to 
transfer the patient from admission to a 

patient room. 
The bariatric 
patient may 
require a larger 
sized room, 
e x p a n d e d 
capacity ceiling 

lift, stretchers, etc. Also, staff needs to 
exercise sensitivity when dealing with 
the obese patient and they need to be 
aware of technological options so that 
they can recommend an appropriately 
sized assistive device when needed. 
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expanded capacity equipment when 
dealing with bariatric patients.
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