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Title
The challenges in caring for morbidly obese patients in Intensive Care: A focused

ethnographic study

Abstract

Background: Critically ill morbidly obese patients pose considerable healthcare
delivery and resource utilisation challenges. However little is known about the care of
these patients in intensive care.

Objective: To explore medical and nursing practices and attitudes in intensive care
when caring for critically ill morbidly obese patients.

Methods: A focused ethnographic approach was adopted. Participant observation of
care practices and interviews with intensive care doctors and nurses were undertaken
over a four month period. Qualitative analysis was conducted using constant
comparison.

Setting: An 18 bedded tertiary intensive care unit in New Zealand.

Participants: Sixty-seven intensive care nurses and 13 intensive care doctors involved
with the care and management of seven critically ill patients with a body mass index
>40kg/m?.

Findings: Morbidly obese patients present significant physical and language challenges
for intensive care practice. The physical shape of morbidly obese patients did not
appropriately fit the different equipment used. Staff used specific knowledge of the
patient’s body size and shape to adapt care practices and keep patients safe and
comfortable. There were also specific language challenges where staff expressed
concern about what words were most appropriate to use to describe body mass when in

the presence of morbidly obese patients.



Conclusions: Bariatric care pathways need to be developed that use more suitable body
measurements to inform the use of bariatric equipment. Intensive care staff need to
engage in debate about what is acceptable, respectful, and appropriate language in the

delivery of bariatric patient care.
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Introduction

Obesity has become a common condition in many countries, and a global focus for
public health-2, Obesity is of particular concern in New Zealand with 31% of adults
identified as obese with significantly higher prevalence of 46% and 67 % in Maori and
Pacific adult populations, respectively®. Morbid obesity is the fastest growing category
of obesity in developed countries*®. This is significant given the particular health care

needs of this population.

Morbid obesity is classified asa body mass index (BMI) of greater or equal to 40kg/m?.
BMI, a measure of weight adjusted for height, is the most commonly used indirect
method to assess body fat>®. BMI categorises obesity into different levels and identifies
the risks of co-morbidities associated with each’. an indirect measure of obesity, BMI
has been highly criticised for: its inability to differentiate between fat and lean mass;
provide information on the distribution of body fat; and incorporate the variations in
the ratio of fat to lean mass in different ethnicities®®. Waist circumstance, and waist:hip

ratios are used to complement clinical data regarding fat distribution and health risk®’.

The critically ill morbidly obese patient places specific demands on intensive care

services as a result of: prolonged mechanical ventilation needs and tracheostomy tube



placement®%; increased length of intensive care stay*''?; and increased respiratory and

wound complications®*3. This requires increased staffing support and specialist

bariatric equipment*,

Despite these frequently cited challenges, the current intensive care literature provides
little, if any, detail on the how the size and shape of the morbidly obese patient
challenges everyday intensive care practice. Furthermore, whilst there is evidence of
the presence of weight bias in healthcare and the negative attitudes held towards obese

and morbidly patients*®>®, no studies explore this area in the intensive care setting.

This is the second paper reporting findings from a study that explored how doctors and
nurses in intensive care perceive and manage critically ill morbidly obese patients. Our
first paper focused on the findings of how socially awkward moments, caused by social
stigma, between staff and morbidly obese patients during care were managed?’. In this
paper we report findings on the physical challenges of caring for morbidly obese
patients and language challenges that pre-empted social awkwardness observed when

caring for this patient population.

Methods

Using focused ethnographic methods, this study adopted a social constructivist
paradigm that acknowledges social reality is constructed by and between individuals,
who generate their knowledge and meaning from their experiences and ideas'®!°,
Focused ethnography enables a distinct issue or shared experience within a culture or
specific setting to be explored?®2!, Attention is focused on the specific activities and
shared features of individuals in the subgroup when engaged in practices related to the
distinct issue?2L. This approach enabled the study’s aim of understanding the ‘situated’
experiences of intensive care staff providing care to a subgroup of patients who were
morbidly obese, to be met. Ethnographic data collection methods of participant-

observation and single face-to-face interviews were conducted.

An insider perspective was adopted for this study as the primary researcher (CH)
worked in the study site, and had done so for the previous seven years. The insider

position is often the approach used by nurse researchers when researching not only their



own specialty practice area but also their own workplace?>?°. The knowledge and pre-
existing relationships of this insider position were used to inform fieldwork. The first
author has been closely involved in the challenges of risks and other care issues for
critically ill patients, particularly those people who are morbidly obese, and is a
specialist educator in the fields of critical care and bariatric nursing. The second and

third authors were her research supervisors.

The study setting was an 18 bedded tertiary intensive care unit (ICU) in New Zealand.
Participants were ICU doctors and nurses who cared for obese patients in this unit. All
ICU staff were invited to participate. Staff caring for morbidly obese patients, who were
not undergoing weight loss surgery and expected to remain in the unit for more than 12
hours, were observed. Informed written consent was obtained from all participants.
Staff were consented prior to the data collection period whilst patients were consented
to be observed at the time of data collection. For patients who were unconscious and
ventilated, a family assent form was signed and retrospective consent sought from the
patient. All patients were deemed to be mentally competent by the intensivist on duty
and were cognitive of their surroundings at the time of consent. Eight patients were
identified as eligible for the study, of which seven consented. The other eligible patient
was unconscious on admission, and the severity of his head injury and the potential for
him to never be in a position to formally consent was of concern. Therefore, the

enrolment process was not pursued. No participants withdrew consent during the study.

Over a period of four months, ethnographic fieldwork techniques of participant
observation and ethnographic interviews were conducted. The ‘observer as participant’
role?®, was adopted during the fieldwork, where observation was favoured over
participation?’. Observations of staff occurred in all clinically designated areas of the
unit and the staff room. The primary focus of the observations included: handovers and
ward rounds, personal cares, and conversations between staff, and staff and patients.
Interviews were conducted by the primary author and focused on four key areas: nurses’
and doctors’ experiences of caring for morbidly obese patients; personal thoughts and
beliefs about obesity; resources and education opportunities about care and
management of morbidly obese patients; and specific questions regarding interactions

observed in the field. Interviews were audio-taped and transcribed verbatim.



Analysis of the data was conducted in three stages using the constant comparison
technique®®: ‘deconstruction’ where data was systematically broken down into
concepts?®; ‘construction’, where the concepts were reassembled into a new ‘second

order’®°

; and ‘confirmation” where the conceptualisation was constructed into a
descriptive narrative®!. Analysis of the data was conducted by the primary author and
verified by the second and third authors. Findings were discussed with a sample of the

study participants to enable further verification.

Due to the dual identity of the primary author as a senior nurse and researcher at the
study site, the role and expectations of the researcher with regards to safeguarding
patients from harm were agreed by the nursing and medical leads at the hospital. How
and when the researcher would intervene if a patient’s welfare and safety was
compromised, were agreed and communicated to all participants. Direct patient care
was not undertaken by the researcher. Ethical approval was given by Health and
Disability Ethics Committee of New Zealand (Approval CEN09/06/033).

Findings

Sixty-seven registered nurses, 13 doctors and seven patients participated in the study
(Table 1). One hundred and sixty seven hours of patient observation was undertaken
over 21 days with an average of 12-16 hours per day. Interviews lasted between 20-80

minutes. Pseudonyms are used in all data excerpts.

Table 1: Data sources

Participants n=80
Nursing staff

e Nurses observed in practice and interviewed 25

e Nurses observed only 28

e Nurses interviewed only 14

Medical staff
e Doctors observed in practice only 8

e Doctors observed in practice and interviewed




Two themes were developed from the data. These identified that morbidly obese

patients presented significant physical, and language challenges for ICU practice.

Physical challenges

The physical body of morbidly obese patients presented specific care challenges in ICU.
This was because weight and not physical shape of the patient was used to assess the
equipment required to nurse the patient. With the exception of the standard ICU bed
(safe carrying capacity 267kg), the weight limit of standard nursing care in ICU at the
time of the study was 150kg. Beyond this weight, specialised equipment, such as the
commode and shower trolley, had to be resourced from a central equipment store or
hired from an equipment company or a fully equipped bariatric ICU isolation room
(weight capacity of 500kgs) was utilised. The weight range of patients in this study was
122-167kg, with a BMI range of 40-61kg/m? and all patients were cared for on a
standard ICU bed within the main area of the ward. In using this weight based
assessment, all morbidly obese patients were within the weight limits of standard ICU
equipment with specialised bariatric equipment being used. However, the specific size
and body shape of these patients meant that this equipment was not tailored for the

specific contours of obese patients.

The different body shapes of morbidly obese patients made the fit with standardised
equipment difficult. Beds were often too narrow, the seat width of chairs and commodes
too small, hoist slings too tight and stretchers too unsteady to support the different
physical body shapes. Not only did this impact on patient safety, but also on patient
comfort:
Folds of skin overhung the chairs and commodes and the hoist sling dug into and
pinched the skin folds on her large oedematous thighs which caused discomfort,

sometimes pain, and marking of skin (Agnes-patient, field notes).

Staff recognised that care of morbidly obese patients posed significant physical
challenges beyond the issue of patient weight:
It wasn’t a weight limitation. It was a physical [one]....physically we couldn’t
gather him together enough to fit him inside the [CT] scanner (John-doctor,

interview).



Due to the different body shapes, equipment was often ill fitting and inappropriate for
the patient’s size and body shape. The ergonomic design of the beds created specific
issues in practice. The distributed body weight of the patient over the motorised section
of the beds caused frequent failures of the backrest, particularly in patients with large
adipose deposits around their abdomen.
On many occasions the motorised bed failed to lift the backrest up to position
Rawiri into a seated position. This failure appeared to be caused by the bulk of his
132 kgs resting on the motorised section of the bed (Rawiri-patient, field notes).

The position at which the back rest of the bed was placed to enable patients to sit in an
upright position was problematic. Sitting patients up in these beds often increased the
risk of physiological compromise of the patient:

You can't position them in the bed because if you sit them up their stomach presses

up on their lungs (Yvonne-nurse, interview).

This resulted in the patient’s body shape and size being used to inform patient care
instead of the patient’s weight. For example, patients with several large and loose skin
rolls were particularly challenging for turning and positioning. When lying on their
sides it was often difficult to find an optimal position that relieved pressure contact with
the bed: “/They were] difficult to balance on their side...difficult to stop the momentum
once you start moving them” (Rebecca-nurse, interview) and “you don’t actually get
them off their pressure areafs]” (Phillippe-nurse, interview). This resulted in extra
nurses required for safe turning. In contrast, those morbidly obese patients who had
firmer, bulky, or more solid bodies were less challenging to position and move about
the bed:

Quite tight bodies, you can turn them quite easily ... you can get a better turn

because you 're actually moving their whole body (Phillippe-nurse, interview).

Staff used specific knowledge of the patient’s obese body to support and adapt care
practices. This often required improvisation to accommodate the morbidly obese body
morphologies. Staff were observed to physically manoeuvre the patient’s body into
equipment to ensure a fit: “l was having to prop her physically onto the stretcher with
my knees because | was worried she was going to fall off.” (Shirley-nurse, interview)

and modify available equipment to create more room to accommodate the physical



body. This included use of additional supports for overhanging body parts: “bedside
tables at the height of the bed ith pillows on were used as a ledge on the side of the bed”
(Rose-nurse, interview) or use of equipment to create wider spaces:
Her legs were too short for the depth of the seat and her thighs and stomach
overhung the armrests. To overcome these problems the leg rest was raised to
support her legs, and pillows were placed under her bottom to raise the height of
the seat level with that of the arm rests creating a wider seat (Agnes-patient, field

notes)

Language challenges

How staff talked about the physical size of the morbidly obese patient and the language
used was challenging. It was the lack of an agreed and acceptable language to describe
patients that led to an awkwardness in patient-staff interactions. Staff were divided in
whether they would or would not use the terms ‘obese’ and ‘fat’ in practice: “Within
earshot of the patient I talk about obesity and I don’t generally tend to use the word fat”
(George-nurse, interview), “I'd use the word fat rather than obese” (Helen-nurse,

interview).

Staff were reluctant to use biomedical terminology, such as obese and morbid obesity,
when with a patient, due to personally held beliefs about society’s negative
connotations of this terms:
We are generally uncomfortable of the societal associations of the word obese
[and] the associations that people have with obese people. Once you use that
label then the patient may find it offensive (John-doctor, interview).

Similarly, staff did not want to appear judgemental when talking about the patient’s
size: “Obese has a big subjective element to it. It’s not just passing on information, it’s
actually passing on judgement (David-doctor, interview). Equally, personal feelings
and interpretations of the terms affected the terms used in practice: “I’d be mortified
[being] described as morbidly obese in the bed, it would be awful so that’s why I

wouldn 't use that” (Vicki-nurse, interview).



It’s actually a lot worse to call someone obese than just fat...obese is more of a
dramatic term of saying you'’re beyond fat and morbidly obese, it’s like

hammering the nail in the coffin (Lee-nurse, interview).

Past experiences of using biomedical language affected staff decisions on what
language to use: A friend of mine had called a patient obese in her nursing notes and

the patient read the notes and was massively offended by it”” (Florence-nurse, interview).

Patients, themselves, disliked the word ‘obese’: “A friend of mine had called a patient
obese in her nursing notes and the patient read the notes and was massively offended
by it” (Florence-nurse, interview). In conversations with Gary he stated “that he didn 't
mind being called ‘the big fellow’ or ‘fat guy’ but really hated and was offended by the

word ‘obese’” (Gary-patient, field notes).

When staff spoke about the physical size of the patient, the most commonly used terms
were high/increased BMI, bariatric, obese, fat and overweight. In situations where the
patient was awake and might hear the conversation staff were more likely to avoid using
these words:
When they're awake people [nurses] are embarrassed to say this person is
morbidly obese. You don’t want to turn round and say ‘oh this woman’s morbidly
obese or they’re a little bit fat’. You don’t want to ruin your relationship that

you 've built by saying that (George-nurse, interview)

The stigmatisation associated with use of biomedical obesity language and the
uncertainty about how staff can talk about the morbidly obese body has prevented the
development of an appropriate vocabulary to describe the physical obese body and the

challenges posed during care.

Discussion

Morbidly obese patients posed significant clinical challenges for the ICU team.
Literature to date has previously described the physical and physiological sequelae for
critically ill obese patients in ICU ® 323 Findings from this study identify how ICU
staff use specific knowledge of body shape, size, and type of body to inform provision

of physical care needs for critically ill obese patients. Measurements such as patient



weight or BMI often did not inform patient management. More importantly, shape and
size were key determining factors for direct patient care and guided individual patient
management strategies. Staff used this knowledge to adapt care practices to those which
were more in fitting with the needs of specific obese body morphologies.

To date, the subject of the physical size and shape of obese patients in the hospital
setting has not been well explored in the literature. One exception is the study by Merrill
and Grassley*® who identified that the physical environment of clinics and examination
rooms created physical care challenges for obese women seeking healthcare. In their
study, obese women did not fit into normal healthcare spaces because of their size and
weight. As in the ICU setting, bariatric sized chairs, examination gowns, and other
equipment e.g. blood pressure cuffs were found to be too small or ill-fitting for the

patient’s physical shape and size®.

In this study, a significant care issue resulted from the design of the bariatric equipment
used. Bariatric equipment appeared to be designed by scaling up standard patient
equipment. For examples, beds and chairs are made proportionally larger. However,
bariatric patients are not simply proportionally larger than ‘standardised’ patients.
Weight distributed in certain areas meant that, whilst patients could sit comfortably in
the width of a chair, the depth of the chair was too deep. Similar design issues have
been raised in Forhan’s*® study where access to lifts, narrow staircases and stairs,
without sufficient depth to every step, were particularly problematic for obese patients.
To date, there is limited empirical work that addresses the design of the equipment
where obese patients are the participants of the study and is an area needing serious

consideration.

Language

Talking about the difficulties that the obese body posed, was awkward for ICU staff.
There was a lack of meaningful language to describe the specific issues of caring for
the obese body, and staff found using the terms ‘obese’ and ‘fat’ particularly
problematic. This was, in part, due to the negative societal associations attached to these
words, and that the words themselves did not adequately define the care challenges.
Concerns about the use of terminology when discussing the topic of obesity with

patients have been reported in other research'® 3"-%° with the terms ‘obese’ and “fat’

10



identified as the least desirable words for health professionals to use'®3%4°, However,
much of this work on acceptable terminology has focused on the words used to initiate
weight loss management conversations and not on how to discuss the physical size and
shape of the obese body in clinical practice. This has left a significant gap for health
care professionals in what is appropriate language to describe the issues of shape and

size of the obese patient.

To date there has been no consensus about the preferred or correct terms that health
care professionals should use when discussing the topic of obesity*® 3. It is important
to find language that will allow the care challenges of the morbidly obese body to be
accurately defined and described whilst at the same time minimising the risk of causing
offence to the patient.

Limitations

The aim of this study was to understand the ‘situated’ experiences of the ICU staff when
engaging in the care of critically ill morbidly obese patients. This was achieved through
focusing on issues and experiences of staff in delivering care to morbidly obese ICU
patients. Quality checks and detailed audit trials further enhanced the study rigour.
Interviews with morbidly obese ICU patients could provide a more holistic
understanding of care practices. Ethnographic inquiry acknowledges that the very act
of observing or focusing attention on a particular aspect of behaviour can sensitise and
alter that behaviour. Therefore, behaviour changes observed during the study may in
part be both natural and/or as a result of focused observation where many participants
entered into their own reflexive process. Another limitation of this study was the use of
one study site thereby limiting transferability of findings. By using one site, this
ethnographic research offers depth rather than breadth of understanding in caring for

critically ill morbidly obese patients.

Conclusion

To address the practice challenges of caring for morbidly obese patients in ICU
development of bariatric care pathways are required that are underpinned by suitable
and meaningful body measurements to appropriately assess the fit between the patient’s

size and shape and equipment used. The development of assessment tools and
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admission to discharge pathways that are based on shape, size and types of bodies are
essential to improving the quality of care for this patient population. There is a need to
engage in open debate about what is acceptable, respectful, appropriate and meaningful
language in the delivery of patient care. In doing so, we need to understand the impact
of the language we use during patient care and develop appropriate language that is

meaningful to the care interaction.
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