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Consent Information Leaflet   
      
This consent information leaflet is intended to ensure that you 
fully understand the risks and long-term implications of weight 
loss surgery.    
 
Bariatric Surgery is different to many other types of operation in 
that it is surgery that you don’t have to have that carries risks of 
complications or death. The risks are small, but as it is surgery 
that you choose to have, it is very important be absolutely clear 
about the benefits that the surgery will give you and weigh them 
up with the risks that you would be willing to take. Your individual 
risk and benefit profile will be discussed with you by the weight 
management team.  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

BENEFITS:  
 
The benefits of weight loss surgery can be divided into three 
main areas:  
 
1. How much weight will I lose?  

The amount and speed of weight lost depends on many factors 
including the type of operation, your motivation, post-operative 
eating and exercise behaviours and your weight prior to surgery. 
On average patients lose 50-70% of their excess weight after 
surgery.  
It is important to be realistic and to be aware that most people 
are still overweight after surgery (although weigh much less than 
before). The actual weight loss achieved however is not as 
important as the beneficial effects on your health and quality of 
life.  
  
2. What will be the effects on my overall health and 

longevity?  

One of the main reasons to have surgery is for you to be 
healthier and live longer.  
It is well known that weight loss surgery can have huge benefits 
on a number of different conditions including type 2 diabetes, 
hypertension, lipid abnormalities, obstructive sleep apnoea, acid 
reflux and fertility. The risk of developing some cancers related 
to obesity is also reduced. Patients with a BMI over 40 have a 
reduced life expectancy and this will be improved with weight 
loss.  
 
3. How will surgery improve my Quality of Life?  

In general, patients’ quality of life is improved after surgery. 
Weight loss has beneficial effects on functional status and 
mobility and many people find this surgery transformative. How 



 

 

much this improves depends on the individual, how active they 
are before surgery and how motivated they are to change.  
 
What will surgery not improve?  
 

• Many of our patients have had mental health and emotional 

issues in the past. It is known that weight loss surgery doesn’t 

always help with this and can sometimes increase stress. 

Depression, anxiety and eating disorders can be made worse, 

not better after surgery. Addictive habits, including over-

reliance on emotional eating can be transferred from food to 

other substances such as alcohol or drugs (illegal or 

prescription medication).    

• Significant weight loss may result in loose skin. This can lead 

to distress and dissatisfaction with body image post-

operatively. Surgical correction is possible but is unlikely to be 

funded on the NHS.  

• Long term chronic pain issues (e.g. fibromyalgia) will not be 

resolved with surgery and can be made worse. Sometimes 

patients need to increase their pain medications 

postoperatively.   

What can I do to reduce the risks of surgery?  
 

• Follow the liver shrinking diet. Technically bariatric surgery 

can be very challenging. The lighter you are, the easier the 

operation for your surgeon. This has the benefit of making it 

more likely to be successful, as well as lowering the risks.    

• Be as active as possible. Physical activity is good before 

surgery and being fitter means that the chances of a 

complication are lower. You are also more likely to be active 

after surgery and therefore lose more weight.   



 

 

• Have your other health problems optimised before surgery. 

Many of our patients are on medications for chronic 

conditions. Having a medicine check and making sure high 

blood pressure, asthma, sleep apnoea and diabetes are 

optimised by your GP will help in the recovery period.  

• Stop smoking. Surgical risks are significantly higher in 

smokers. It is a requirement that you stop smoking before the 

operation.  

The operation:  
 
Bariatric surgery is performed using the laparoscopic (keyhole) 

method.   

• Surgery involves five small incisions each approximately 2cm 

long being made across the upper abdomen. With any 

laparoscopic surgery it is important to be aware that 

occasionally it is not possible to safely complete the operation 

using the keyhole technique and a larger open incision will 

need to be made.   

• Surgery takes between 60 - 120 minutes and most people are 

able to be discharged home the following day.  

RISKS:  
 
The risks of Bariatric Surgery are generally low although there 
are some groups of patients who have higher risks of 
complications or death. These include:  
 

• Age over 60 yrs.   

• Patients whose BMI is over 60.  



 

 

• Patients with other health problems (e.g. respiratory or 

cardiac issues, patients on anticoagulants or who have had 

previous blood clots or thrombosis).  

• Patients who have had previous surgery in the upper 

abdomen – especially bariatric surgery.  

• Patients with poor mobility are more likely to suffer with 

complications and lose less weight overall.  

• Smokers are more likely to develop post-operative chest 

problems, thrombosis and ulcers.  

Patients who don’t fall into these categories in general have an 
overall 5% (1 in 20) chance of complications within the first 30 
days after surgery and a 1:500-1:1000 chance of death (which is 
similar to surgery for gallstones). 
 
Risks of all bariatric operations:  
 
• All operations are started via the laparoscopic (keyhole 

technique) however there is a risk of conversion to a larger 

open incision should there be technical difficulties 

encountered. Occasionally patients with internal bleeding or 

difficult and unusual anatomy may need an open operation.  

• All abdominal surgery has an inherent risk of damage to 

nearby abdominal structures during the operation (risk: 1 in 

1000). This can happen either at the start of the surgery on 

insertion of the ports, or during dissection, and is higher if you 

have had previous surgery. Nearby structures that can be 

inadvertently injured include the Spleen, Liver, Small and 

Large Bowel, Pancreas, Stomach and Oesophagus. Blood 

vessels may also be injured. This is a rare occurrence and will 

be dealt with at the time of operation if noticed. Occasionally 

the initial injury can present later in the recovery period (about 



 

 

1 in 3 of these injuries) in which case further surgery may be 

necessary.  

• Occasionally patients will need to return to theatre for further 

surgery should there be a post-operative complication. This 

may be to investigate or treat an anastomotic leak, bleed or 

obstruction. This is usually completed with laparoscopy but 

could require an open incision.  

• Laparoscopic wounds generally heal very well with only 

minimal scarring. Occasionally patients may have a wound 

infection, bruising or bleeding. This usually requires no 

treatment but may need a course of antibiotics.   

• A port site hernia can occur where a section of fat or bowel 

can bulge underneath the scar (risk: 1 in 100). This may 

require further surgery to repair and bowel resection may be 

necessary if the bowel is strangulated.  

• Heart problems such as arrhythmia or heart attack can 

happen after any operation and bariatric surgery is no 

different. 

• Respiratory (breathing) issues can occur after bariatric 

surgery. Causes for this can include pain, chest infection or 

thrombosis and may need investigation with chest X-ray or CT 

scan. These issues are more frequent in smokers.  

• Thrombosis in the legs (DVT) is a recognised complication 

after bariatric surgery. The clot can dislodge and get stuck in 

the lung (Pulmonary Embolus). This is a serious and life-

threatening complication and is more common in obese 

patients. The risk is reduced by using compression (TED) 

stockings, calf compressors during the operation and blood 

thinning injections of Low Molecular Weight Heparin (Clexane 

or Fragmin). This risk doesn’t stop when you leave hospital so 

you will need to keep the stockings on and self-administer 



 

 

LMWH injections at home for 14 days post operatively.  We 

also need you to be mobile and active soon after surgery. 

Longer term risks of all operations:  
 

• Inadequate weight loss or weight regain if you don’t eat and 

exercise properly. 

• Nutritional, vitamin and mineral deficiencies if you don’t take 

regular supplements and have regular monitoring blood tests.  

• Gallstone formation. Weight loss is associated with the 

development of gallstones. Occasionally patients present with 

upper abdominal pain, jaundice or pancreatitis after surgery. 

This could be due to gallstones and is investigated with 

ultrasound or MRI scanning. Should symptoms be significant, 

then gallbladder removal surgery (cholecystectomy) is often 

recommended.  

• All of the operations have a small re-operation rate in the long 

term as detailed below.   

 
Post-operative symptoms:  
 
• Gastrointestinal symptoms such as diarrhoea and 

constipation are frequently encountered. This usually settles 

within a few weeks but can persist. Ongoing troublesome 

symptoms can be investigated with colonoscopy and biopsies, 

bile acid malabsorption or breath tests to look for rarer 

causes.  

• Long term pain can be an issue for patients. It is common for 

chronic pain issues present before surgery not to be improved 

and occasionally made worse.   



 

 

• All cases of acute pain are taken seriously and investigated – 

no matter how long after surgery. Investigations for this may 

include Endoscopy, Ultrasound, CT or MRI scans, Barium 

Swallow X-ray or reoperation via laparoscopy.  

• Dumping symptoms are related to hypoglycaemia and are 

commonly seen after gastric bypass surgery. This can cause 

light headedness and fainting symptoms. Your dietician will be 

able to assist with nutritional strategies to help with this. 

Gastric Bypass Risks:  
 
In gastric bypass surgery, a small pouch is created at the top of 
the stomach and a limb of small intestine joined (anastomosed) 
to it. There is a further join lower down the bowel to allow mixing 
of bile and digestive juices. Specific risks of gastric bypass 
include:  
 
• Overall complication rate 5% (1 in 20), Death rate 1:500-

1:1000. 

• Injury to the stomach, liver, spleen or oesophagus during 

dissection.  

• Staple line leak or bleed (risk: 1 in 50). A stapling device is 

used to seal and cut the stomach and small intestine. The two 

internal joins are checked for bleeding and leaks during the 

operation and problems dealt with at the time. Occasionally 

leaks and bleeds can happen later in the recovery period. 

This will be identified when you are in hospital but should you 

be unwell at home you would need to attend hospital urgently. 

Treatment may require further surgery and blood transfusion.  

• Bleeding from within the bowel. Minor bleeding with vomiting 

after surgery is common and does not need treatment. Rarely 

more significant bleeding can give black tarry stools and a 



 

 

drop-in blood count. This could require CT scanning or 

endoscopy to resolve.  

• Obstruction (blockage) of the bowel can occur after gastric 

bypass. This can be due to an overtight join (anastomosis) in 

either the upper or lower joins (risk: 1 in 50), or a twist around 

scar tissue. This presents with bloating, nausea and pain and 

is diagnosed with a CT scan. Treatment usually requires 

further surgery and may need drainage or feeding tubes.  

• Anastomotic tightness or stricture of the upper join can usually 

be treated with endoscopy and stretching with a balloon 

device.  

• Internal Herniation is a recognised complication of gastric 

bypass (risk: 1 in 100). Here the bowel twists through gaps in 

the fat. These gaps are closed during the operation but can 

reopen with weight loss. This presents with abdominal pain 

and needs a further laparoscopy to repair. Very rarely the 

internal hernia can strangulate. This is a serious and life-

threatening complication.  

• Ulceration: The upper join from the stomach pouch to the 

intestine can ulcerate and cause pain or bleeding. This 

typically is sore after eating and is more common in smokers. 

It is investigated with endoscopy and managed with antacids. 

Very rarely the anastomosis needs to be re-operated.  

• Revisional operations (when patients have had previous 

bariatric procedures) are higher risk especially of staple line 

leak or bleeding due to the dense scar tissue. 

• Occasionally a gastric bypass is not technically possible. This 

may be due to lack of space inside, a large liver or that the 

small intestine does not stretch up to the stomach pouch. In 

these cases, a sleeve gastrectomy could be considered. 



 

 

• Rarely no surgery can be performed. Whether or not you may 

be suitable for a further attempt at surgery depends on the 

reasons for abandoning.  

Sleeve Gastrectomy Risks:  

 

With sleeve gastrectomy surgery, approximately 80% of the 

stomach is removed using a stapling device leaving a thin tube 

(sleeve). Specific risks of sleeve gastrectomy include:  

 

• Overall complication rate 5% (1 in 20), Death rate 1:500-

1:1000.  

• Injury to the stomach, liver, spleen or oesophagus during 

dissection.  

• Staple line leak or bleed (risk: 1 in 100). A stapling device is 

used to seal and cut the stomach. The sleeve is checked for 

leakage at the time of the operation. Occasionally leaks and 

bleeds can happen later in the recovery period. This will be 

identified when you are in hospital but should you be unwell at 

home you would need to attend hospital urgently. Treatment 

may require further surgery and blood transfusion.  

• Post sleeve gastrectomy leakage is a serious and life-

threatening complication and may take a long time to heal. 

This may require endoscopic or laparoscopic procedures with 

drains and feeding tubes with a prolonged hospital stay.  

• Bleeding from within the bowel. Minor bleeding with vomiting 

after surgery is common and does not need treatment. Rarely 

more significant bleeding can give black tarry stools and a 

drop-in blood count. This could require CT scanning or 

endoscopy to resolve.  



 

 

• Difficulty swallowing can be encountered due to narrowing or 

twisting of the sleeve (risk: 1 in 100). This may require 

endoscopy or further surgery.   

• Acid reflux is a common complication after surgery (risk: 5 in 

100). This is especially seen in patients with pre-existing 

reflux or hiatus hernias and sleeve gastrectomy is generally 

not recommended in these patients. If the reflux is debilitating 

then conversion to a gastric bypass may be necessary. 

• Long term acid reflux damage to the lower oesophagus can 

lead to cell changes (Barrett’s Oesophagus) and very rarely 

predispose to oesophageal cancer.  

• Current recommendations are for follow up endoscopies 

every three years after surgery to check for reflux.  

• Revisional operations (when patients have had previous 

bariatric procedures) are higher risk especially of staple line 

leak or bleeding due to the dense scar tissue. 

• Occasionally a sleeve gastrectomy is not technically possible. 

This may be due to lack of space inside, large liver or dilated 

blood vessels causing a high risk of bleeding. 

• Occasionally surgery will need to be abandoned. Whether or 

not you may be suitable for a further attempt at surgery 

depends on the reasons for abandoning.  

Post-operative considerations:  
 
Generally, patients recover very well and quickly after surgery. 
   
• Post-operative pain is common and is due to pain from the 

incisions and abdominal surgery as well as from the gas 

inflation (CO2) of the abdomen that can give bloating and 

shoulder discomfort. The body will absorb this gas over 24 



 

 

hours or so. Mostly patients require only simple painkillers 

such as paracetamol and codeine as well as small doses of 

morphine.  

• Nausea is also common after surgery and is treated with anti-

sickness medication. This usually settles quickly. Occasionally 

patients vomit and it is not unusual to see streaks of blood 

within the vomit. This is nothing to worry about in small 

volumes and is due to the stapling of the stomach.  

• Oral fluids can be introduced straight away after surgery as 

tolerated. We encourage early mobilisation and for you to be 

as active as you can be. Most patients are discharged after 

one night in hospital although some patients need to stay 

longer depending on their recovery.   

• Post-op medications to take home will be provided and 

include painkillers (paracetamol and codeine), blood thinning 

injections and antacids. 

• You will be given dietary instructions by the team to follow at 

home.  

Should there be a problem?  
 
You need to be aware of the following symptoms as they may 
show that you have a serious complication:  
 
• Pain that is worsening or severe.  

• High temperature or fever. 

• Dizziness, feeling faint or shortness of breath. 

• Vomiting and unable to keep fluids down. 

It is very important to inform the team if there are any issues with 
your recovery. During normal working hours please contact the 
team for advice. Out of hours or if you are significantly unwell 



 

 

please attend the Emergency Department at Tunbridge Wells 
Hospital.  
  
Data collection:  
 
Bariatric surgeons and multidisciplinary teams are mandated to 
enter some information about your surgery and hospital care into 
the National Bariatric Surgery Registry which is stored in an 
encrypted form on UK data servers. The Registry needs to 
collect a few personal details about you - your NHS number, 
name, date of birth and postcode to help healthcare 
professionals link surgical information to other national health 
databases. This allows healthcare professionals to measure and 
evaluate long-term surgical outcomes.  
  
Your information will be stored in a secure environment and will 
only be available to appropriate staff. The Registry conforms to 
the strict confidentiality rules defined by the Data Protection Act 
1998, the NHS Act 2006, the Health and Social Care Act 2008 
and the General Data Protection Regulation Act 2018. Your 
personal details will not be shared with anyone outside the NHS. 
Data may be shared for research, but only after the data have 
been made anonymous (people cannot be identified).  
 

 

 

 

 

 

 

 

 

 

 



 

 

Please use this space for your notes 

 

 

 

 

 

 

 

 

 

 

 

Further information and advice can be obtained from: 

NHS 111       111 
NHS Choices online    www.nhs.uk 
 
Reference for Fibromyalgia and Obesity. A comprehensive 
systematic review and up to date Meta-Analysis. 
 
Semin Arthritis Rheum 
. 2021 Apr;51(2):409-424. 
 doi: 10.1016/j.semarthrit.2021.02.007. Epub 2021 Mar 3. 
 
Martina D'Onghia 1, Jacopo Ciaffi 1, Lucia Lisi 1, Luana 
Mancarella 1, Susanna Ricci 2, Nicola Stefanelli 2, Riccardo 
Meliconi 3, Francesco Ursini 4 
 
Quitting smoking is the best thing any patient who smokes 
can do to improve their surgical outcomes and future 
health. For free friendly support to stop smoking and free 
nicotine replacement therapy Call:0300 123 1220,  Email: 
oneyoukent@nhs.net or Visit: www.oneyoukent.org.uk  for 
more information. 

http://www.nhs.uk/
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F%3Fterm%3DD%2527Onghia%2BM%26cauthor_id%3D33676126&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=1yEy5MJS45oAH1hvNiozWo2vgaMg4okPFcqv0aNDBPM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F33676126%2F%23affiliation-1&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=FFC6Ea1W6MAC57LLT%2Fhb76cjrOnOvDTVFEycqtojBzo%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F%3Fterm%3DCiaffi%2BJ%26cauthor_id%3D33676126&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=xt1lvwl2uxMD3iZy3yK0gqQQkIqfYjLVEblXDIR1leU%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F33676126%2F%23affiliation-1&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=FFC6Ea1W6MAC57LLT%2Fhb76cjrOnOvDTVFEycqtojBzo%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F%3Fterm%3DLisi%2BL%26cauthor_id%3D33676126&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=miRzBd54S4TpIr4TZhDnS%2FMccMrZoqI0PIyHYukslcQ%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F33676126%2F%23affiliation-1&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=FFC6Ea1W6MAC57LLT%2Fhb76cjrOnOvDTVFEycqtojBzo%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F%3Fterm%3DMancarella%2BL%26cauthor_id%3D33676126&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=eHGQzBWTiYs9IVOG2e7Sz9SIzt%2F0LubPfEkEysptka4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F%3Fterm%3DMancarella%2BL%26cauthor_id%3D33676126&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=eHGQzBWTiYs9IVOG2e7Sz9SIzt%2F0LubPfEkEysptka4%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F33676126%2F%23affiliation-1&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=FFC6Ea1W6MAC57LLT%2Fhb76cjrOnOvDTVFEycqtojBzo%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F%3Fterm%3DRicci%2BS%26cauthor_id%3D33676126&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053611877%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=6NjkV8nZTi2QkxqzrcxO2PaEb2aGc9N%2BcjiTxQkdBoc%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F33676126%2F%23affiliation-2&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053768112%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=jcvpoTrgh5VJHQ5MqclH0nIlkZV40yoK6plqmPXkCYk%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fpubmed.ncbi.nlm.nih.gov%2F%3Fterm%3DStefanelli%2BN%26cauthor_id%3D33676126&data=05%7C01%7Cginaknott%40nhs.net%7Cceeb2788603e4f7f0ab308dac70fee0f%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638041170053768112%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=iomstUOmxDqQEcYDkkzUzlIj02LMy7miepftkY4AaNg%3D&reserved=0
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MTW NHS Trust is committed to making its patient information 
accessible in a range of languages and formats.  If you need this leaflet 
in another language or format please ask one of your clinical care team 
or the Patient Advice and Liaison Service (PALS).  We will do our best to 
arrange this. 

Maidstone and Tunbridge Wells NHS Trust welcomes all forms of feedback 
from our service users.  If the standard of service you have received from the 
Trust does not meet your expectations, we want to hear from you.  Please 
speak with the ward manager or the nurse in charge in the first instance, or 
you can contact the Patient Advice and Liaison Service (PALS) on: 

Telephone:  01622 224960 or  01892 632953 

Email:  mtw-tr.palsoffice@nhs.net 

or visit their office at either Maidstone or Tunbridge Wells Hospital between 
9.00am and 5.00pm, Monday to Friday. 

You can be confident that your care will not be affected by highlighting any 
areas of concern or making a complaint.  The Trust will retain a record of your 
contact, which is held separately to any medical records.  If you are acting on 
behalf of a patient, we may need to obtain the patient’s consent in order to 
protect patient confidentiality.  More information on PALS or making a 
complaint can be found on the Trust’s website: www.mtw.nhs.uk or pick up a 
leaflet from main reception. 
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