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Chief Nursing Officer Directorate

Dear Colleague

PROVISION OF SINGLE ROOM ACCOMMODATION AND BED
SPACING

Further to the interim guidance issued by David Hastie, then Head of
Property and Capital Planning, on 15 December 2006, the work of
the Steering Group on single room provision has now been
completed. This letter sets out the conclusions reached and
introduces updated guidance on the future provision of single room
accommodation and bed spacing in new and refurbished projects.

The background to the Steering Group’s work is set out in Annex A.

Action

NHS Boards should implement the new guidance in all schemes in
excess of delegated limits that have not yet submitted Outline
Business Cases. For schemes within delegated limits the guidance
should be applied for such projects that have not commenced
procurement. The guidance is as follows:

New-build facilities

e For all new-build hospitals or other healthcare facilities which
will provide in-patient accommodation there should be a
presumption that all patients will be accommodated in single
rooms, unless there are clinical reasons for multi-bedded
rooms to be available.

Refurbishment of healthcare facilities

e For projects where the refurbishment of major healthcare
facilities has been approved it is recognised that each building
to be refurbished will present unique problems. However, in
developing proposals for substantially refurbishing healthcare
facilities NHS Boards should seek to provide the maximum
number of single rooms consistent with the approach for new-
build, e.g. 100%.

e In developing proposals for single room provision in
refurbishments, recognising the constraints posed by existing
buildings, it has been decided that the overall level of single
room provision should be 50% as an absolute minimum, with
due regard to the clinical needs of specific patient groups.

St Andrew’s House, Regent Road, Edinburgh EH1 3DG
www.scotland.gov.uk
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Government
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CEL 48 (2008)
11 November 2008

Addresses

For action

Chief Executives NHS Boards
Chief Executive National Services
Scotland

Chief Executive Golden Jubilee
Hospital

For information

Chief Executives other NHS Special
Boards

Director Health Facilities Scotland
Medical Directors

Nursing Directors

Finance Directors

Enquires to:

Mike Baxter

St Andrew’s House
Regent Road
Edinburgh EH1 3DG

Tel:
Fax:

For any HAI related issues enquiries to:

Callum Percy

St Andrew’s House
Regent Road
Edinburgh EH1 3DG
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Pending the conclusion of the further work set out below schemes will be considered on a
case by case basis and NHS Boards should consult with the Capital Investment Group.

Further work

e Further work is required to support clinical decision making on the need for multi-
bedded areas for specific patient groups, or clinical specialties where 100% single
rooms would be regarded as always appropriate. A Delphi Consultation exercise with
the clinical speciality leads designated by the Chief Medical Officer is currently
underway, and supporting materials will be produced in the near future. Separate
advice on this issue will be issued in due course.

e Health Facilities Scotland will be asked to review and update all relevant technical
guidance and also to lead the work on developing a risk matrix tool in conjunction with
the Single Room Steering Group and other key stakeholders.

Yours sincerely

Paul Martin
Chief Nursing Officer
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Annex A
Background to the work of the Steering Group

Following a Peer Review of the European Union Health Property Network Report entitled
“Hospital Ward Configuration: Determinants Influencing Single Room Provision”, a Steering
Group was established in March 2006 to take forward the recommendation that further
evidence in a Scottish context should be gathered. This Group’s membership was drawn
from those involved in the Peer Review event who were experts in their subject and who
represented a broad range of professional disciplines, both from NHSScotland and Scottish
Government Health Department (now Health Directorates). The Steering Group has now
reported and its recommendations have been accepted. The report will shortly be available
in full at www.scotland.gov.uk/haitaskforce.

This Steering Group had as its remit:

To consider the evidence supporting the establishment of the future level of single
room provision within new-build hospitals and in the refurbishment of major hospital
facilities in Scotland.

The Group also considered the related issue of the appropriate space around each bed
where these are not located in a single room. For the purpose of the report, a single room
was defined as “a room with space for one patient which normally contains, at a minimum, a
bed, locker, clinical wash-hand basin and also sanitary facilities comprising a toilet, shower
and wash-hand basin”. The Group did not consider the requirements for “specialised
isolation rooms” with fully engineered ventilation.

Members of the Steering Group recognised that there was a need for information which was
specific to Scotland and commissioned a number of reports/studies as follows:

e Literature review

e Public attitude survey
e Nurse staffing report

e Financial impact study

In addition to these reports, the Group also had the benefit of a survey undertaken at the
Golden Jubilee National Hospital of patients who had experience of both single room and
multi-occupancy room provision. In relation to the financial impact of an increased level of
single room provision, the Group had the benefit of the outcome of a study undertaken in
Northern Ireland of the financial impact of increasing single room provision from 50% to
100%.

Having identified and evaluated options appropriate in a Scottish context, the Steering Group
recognised that not only is it necessary to strike a balance between service quality and the
opportunity cost in an environment which is influenced not only by clinical and “building”
interest but also by the issue of patient safety and public expectation. It was also recognised
as crucial that any conclusions and recommendations made regarding single room provision
in future new-build and refurbished in-patient accommodation should be future-proofed and
able to accommodate the changing standards expected by patients, given the lifecycle of
such facilities which often extend beyond 50 years.

St Andrew’s House, Regent Road, Edinburgh EH1 3DG ' S,
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Recommendations

The Steering Group’s recommendations were as follows:

1) For all new-build hospitals or other healthcare facilities which will provide in-patient
accommodation there should be a presumption that all patients will be accommodated in
single rooms, unless a lower percentage provision for specific patient groups has been
justified to and approved by the Scottish Government Health Directorate (SGHD) as part of
the Business Case approval process. Those patient groups for which 100% single room
provision is considered essential will be agreed with the SGHD’s Chief Medical Officer.

2) For those projects which identify a refurbishment as the appropriate option to be
developed, the Steering Group recognised that it is extremely difficult for it to establish a
definitive proposal as each of the buildings to be refurbished will present unique problems.
However, the Steering Group’s recommendation was that in developing proposals for
refurbishing healthcare facilities which include in-patient accommodation, Health Boards
should seek to provide the maximum number of single rooms consistent with the approach
recommended for new build healthcare facilities and that the overall level of single room
provision within any refurbished accommodation should be 50% as an absolute minimum.

3) For bed spacing, the Group considered that the current advice remains appropriate -
namely that having regard to ergonomic criteria, primarily the space required for patient
handling and other activities which take place in the immediate vicinity of the bed it is
recognised that the minimum bed space should not be less than 3.6 m x 3.7m.

Accordingly when planning any new in-patient accommodation or any major refurbishments
of existing accommodation it is recommended that the increased bed space is adopted.

Further work

The Group also recognised a need for further work to be undertaken and has commenced a
Delphi Consultation exercise with the clinical speciality leads designated by the SGHD'’s
Chief Medical Officer. This exercise, when completed, should identify those specific patient
groups for whom 100% single room provision is essential.

Further the Group recognised that it would be helpful to Boards in developing projects for a
Risk Matrix Tool to be developed. It is proposed that this be based on the SCART (Statutory
Compliance Assessment Risk Tool) recently developed by Health Facilities Scotland (HFS)
for use by all NHS Health Boards.
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REPROVISION PROJECT GROUP 5

CHILDREN, YOUNG PEOPLE AND FAMILY ADVISORY BOARD

Record of Involvement - Updated January 2011

Page 9

Purpose Type of Involvement With Whom By Whom Date Feedback Comments
How To Whom
Note of meeting All participants and others
Planning meeting to explore how invited group of staff circulated
best to take forward Involvement, [Meeting with staff, internal and external stakeholders to plan how to  |and interested
Engagement & Consultation take forward agenda stakeholders Rose Byrne, 19th May 2006
Consultation process for NHSL Children & Young Peoples Health Write up outputs All participants and others | The draft strategy had a specific section on the new
Strategy. Included: group of young people helping redraft the circulated widely hospital - information collected from this will inform the
To illicit views of children, young [document so that everyone could understand it, public meetings, Children, Young and available on ongoing work of the project
people & their families on whatis |meetings in schools and youth groups, wide circulation of the draft  |People and their Led by John Thomas but involved Jackie Sansbury, Isabel  |June - Sept NHSL website
important in a new hospital document families McCallum, Rose Byrne and others 2006
To inform key stakeholders of the Newsletter Public, SMT
strategic drivers that inform the  |Invited stakeholders meeting as part of the consultation on the NHSL Led by John Thomas but involved Jackie Sansbury, Isabel
need to relocate the hospital C&YP Health Strategy Invited stakeholders  [McCallum, John Orr, Dave Simpson and others 24th Aug 2006
To inform public and other First Reprovision Newsletter produced Public, Organisations | Isabel Mccallum, Rose Byrne, Stephen Fraser Nov-06| Contact details for | Feedback will be provided in |Newsletters to be produced quarterly
interested organisations of the members of the future newsletters
Reprovision Project Team and
Group Chairs
included in
newsletter
To consider how will involve Meeting with Ann Wilson, Contact a Family Ann Wilson, Contact a | Janice MacKenzie, Rose Byrne Dec-06
parents of children with complex Family
healthcare needs
To inform supporters of the Sick  |Article in SKFF Newsletter. Newsletter circulated to 16,000 people  |Supporters of SKFF | Janice MacKenzie, Rose Byrne Dec-06 Article in Newsletter, will have regular articles in
Kids about the Reprovision newsletter
To ensure the Family Council are |Attended Family Council meeting to discuss their involvement Family Council Rose Byrne, Isabel McCallum Jan-07| F.C developed set | Governing Principles sentto |Members of the Family Council attend PG 2 Steering
fully engaged in the Reprovision members of governing  |each of the sub groups for PG2 {Group meeting
principles Clinical Redesign
To ensure letter of invitation |Asked young people who are users of the service to help develop the |Young People Play Services Co-ordinator Feb-07| Letter agreed with
to Young People's event invitation letter (patients) young people
was appropriate involved
To illicit views of young Outputs from
people who use the service 12th March |event written up |All participants. PG 5 feedback used to assist in development of
in relation to how they want [Focus Group Young People Members of PG5 2007 and validated by|members posters and questionnaires
To illicit views of parents of Outputs from
young people who use the Parents of Young 12th March |event written up |All participants. PG 5 feedback used to assist in development of
service in relation to how Focus Group People Members of PG5 2007 and validated by|members posters and questionnaires
To explore how West
Lothian Youth Workers Subgroup established to plan a information
network could support the raising/ consultation event - provisional date
involvement and Youth Network 14th March |Verbal feedback 13th June. Decision taken to reschedule until
engagement agenda Meeting members Rose Byrne, Ishbel Proctor, Wendy Milne 2007 at PG5 meeting |PG 5 members later in the year
To inform supporters of the Sick Ask readers to
Kids about the Reprovisions 2nd article in SKFF newsletter, informing about PG 5 Supporters of email/telephone |Feedback to be given in
and also posing key questions SKFF Janice MacKenzie, Rose Byrne Mar-07|comments next article
To explore how City of Edinburgh E-mail to Janice
Children & Families services Mackenzie re Lynne agreed to meet with her team to
support the involvement and future meeting consider the best way to support the agenda
engagement agenda Meeting with Lynne Portious from Children & Families and via PG5 Janice MacKenzie & PG5 |and then meet with Janice MacKenzie to agree
services Lynne Portious Rose Byrne 5th April meeting members plan
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To inform and consult with
families and general pubic

with an analysis
of the
information from
the
questionnaire

PG 5 members.
Reprovision Team.
Findings will also be used
in poster displays

attending the SKFF Poster Displays/Newsletter/Briefing Sheet. Wishing Families and Janice MacKenzie, Rose Byrne, Isabel McCallum,|19th and wishing well [throughout the hospital
Foundation Street Fair Well and 'roving reporters' using questionnaire general public Nick Hunt, Thea McMillan May2007 ['wishes' and in future newsletters
To engage with NES Young Report from
People's Advisory Group workshop.
and to gain their continuing |Tour of the Hospital. Initial workshop to explore what Guiding
support and assistance with [they felt were the guiding principles for the planning of 27th May [principles to be |Reprovision Team and Ongoing commitment from the YPAG to
the project the hospital from a young person's perspective Young People Janice MacKenzie, Rose Byrne, Isabel McCallum |2007 developed Project Groups support the project
completed.
To illicit the views of Report written of|PG 5 members.
patients and their families current Reprovision Team.
about their hospital feedback to Findings will also be used
experiences and what they date and will be |in poster displays Consider further refining this approach with
would like to see in the Patients and updated as throughout the hospital different questions at different stages of the
hospital Play Specialists using form with three key questions families Ishbel Proctor Apr - Jun 07|more forms and in future newsletters |project
NRESPUITSES
To inform key voluntary received from
agencies of the some
Reprovision and find out organisations To follow up with organisations who have
iffhow they wish to be Voluntary who wish to be responded and also send out reminder to those
involved Letter to key organisations Agencies Janice MacKenzie, Isabel McCallum Jun-07|involved who have not
To seek support of the Letters received
Local Authorities Education from 4 Local Schools sub group to take forward involvement
Depts to engage with Letters to Directors of Educations in 4 Local Authorities |Education Depts [Janice MacKenzie, Isabel McCallum Jun-07|Authorities with schools
To illicit the views of 48 Questionnaire was adapted following feedback
families of children with questionnaires |Reprovision Team . from Contact a Family Core Parent Group and
complex needs (Contact a |Questionnaire to 140 families Contact a family [Janice MacKenzie Thea McMillan Jun-Jul 07 |returned which [Contact a Family. then distributed to their wider parent
To illicit views of children 5 schools Reprovision Team & PG
attending a number of replied. Finding |5. Letter to participating |Schools sub group to take forward involvement
primary schools (sent to 39 [Questionnaire Primary Schools |Maureen Harrison Carolyn Thornton Jun-07|analysed. schools with schools
To illicit views of children School aged 74 Reprovision Team & PG
using the Hospital and children (harder to questionnaires |5. Letter to participating
Outreach Teaching Service |Questionnaire/Interview reach) Ann Burnett Jun- Jul 07 |completed and |schools To have ongoing involvement
To illicit of children & young
people who are: looked
after and accommodated,
looked after in the
community, who are sick at
home and unable to attend
school. Who are attending
the classroom in the Young 51 To have ongoing involvement. If needed to
People's Unit, School aged Ann Burnett and the Hospital and Outreach School Questionnaires [Summary report sent to |revisit our pupil population for further
Gypsy/Travellers, excluded children (harder to | Teaching Service (Children and Families Dept.  |Session completed and [Isabel McCallum and consultation. HMIE commented positively on
from school Questionnaire School Session 2007-08 reach) CEC) 2007-08 report produced |Rose Byrne this exercise in our recent inspection.
To illicit views of children & School aged 12 To have ongoing involvement. Consider
young people who are children (harder to questionnaires |Reprovision Team & PG |attendance at proposed Health Fair in Feb
looked after and Questionnaire/Interview reach) Carol Watson Jun- Jul 07 |completed and |5. Email to Carol Watson |2008
To raise awareness and 19
illicit views of women form |Attendance at Melange Event. Poster Display. Women (ethnic questionnaires |Reprovision Team & PG |Considering attendance at Mela on 1st & 2nd
ethnic groups Questionnaires groups) Reprovision Team. PG5. Family Council 21st July 07 |completed. 5 Sept
Poster Display (Main Entrance & Drop In Centre). Parents, visitors, Analysis
To raise awareness of the |Questionnaires to those attending the hospital/Drop In  |children & young [Drop In Centre Staff. Nursing staff. Volunteers, |23 - 30th undertaken and |Reprovision Team & PG
project and seek views Centre people Play Specialists. July 07 report produced |5
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2 members of the

3 members of the YPAG have agreed to be
involved in the development of this group. PG

NES Young 5 Young People's Sub group will work with
To progress the formation of|Meeting 2 members of the NES Young People's People's Advisory them to develop a specific Young Person's
a Young Person's Group Advisory Group Group Janice MacKenzie Rose Byrne 2nd Aug 07 Group
To inform supporters of the Sick . -
Kids about thF:apReprovisions Article providing
feedback on key
issues from
3rd article in SKFF newsletter, informing about PG 5 and|Supporters of consultation
also posing key questions SKFF Janice MacKenzie, Isabel McCallum Aug-07[work
Analysis
To raise awareness of the |Attendance at Mela Event on 1st & 2nd Sept. Poster Public (focus on 1-2Sept [undertaken and |Reprovision Team & PG |Good event to attend, consider attendance at
project and seek views Display & Questionnaires ethnic groups) Reprovision Team & PG 5 07 report produced (5 next year's event with our own tent (not shared)
Raise awareness of project
and thank schools who School Aged Article gives opportunity for schools to inform
contributed to completion of Children & Article in All schools involved with |us if they would like to be involved with the
questionnaires Article in SKFF Schools Newsletter Teachers Janice MacKenzie Aug-07[Newsletter SKFF in Lothian project
35
Parents, visitors, questionnaires
To illicit view of members of patient members completed and |Reprovision Team. Letter
SNIP Questionnaire of SNIP SNIP Jul - Aug report produced.|of thanks to SNIP
Poster displays
gave feedback
on background
Children, Young to project and
People and their key themes
families at the from Children also had opportunity to draw pictures
Family Council consultation to [Parents and children of that they thought new hospital should look
Raise awareness of project |Poster Presentation Logo Prize giving |Family Council & PG5 3rd Sept date attending prize giving like
Ongoing
Establishment of Young Establishment of Group. Recruitment from Oct
person's Group Event held for young people who are patients Young people Helen Taylor leading work 2007

Attendance at NES PFPI

Poster Presentation Comments

Janice MacKenzie, Rose Byrne, Helen Taylor & 2

Poster displays
gave feedback
on background
to project and
key themes
from
consultation to

To those attending the
event, young people and

Event for Young People Box Young People Young People 27th Oct date healthcare professionals |Comments will be collated
Janice MacKenzie,
To explore with Lighthouse Thea McMillan,
Trust how they could work Rose Byrne and Presentation to
with the project in engaging Ann Cunningham Proposal to be |Reprovision Project
users Meeting (Lighthouse) 7th Nov developed Board
Poster displays
gave feedback
on background
to project and
key themes
from
consultation to
date. People
had opportunity
Attendance at SKFF General Public to give
Christmas Fair Poster Presentation Graffiti Board |and users Janice MacKenzie, Rose Byrne, Angela Young [10th Nov |comments PG 5, ReprovisionTeam
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Attendance at Common

Presentation & Group Work (to create an ideal

Secondary school

Participants were asked to design the ideal
adolescent facility. Lots of good work

Purpose You Turn Project |adolescent unit in new hospital) pupils (33) S2 Janice MacKenzie, Rose Byrne, Laura Jones 22nd Nov PG 5, Core Project Team |undertaken - posters/drawings etc
Attendance at Event for
West Lothian school aged
children Group Work 80 pupils Rose Byrne, Helen Taylor, Ishbel Proctor 26th Nov
Establishment of Young
People's Group to ensure Young people
views of Young People are (patients) and non- Nov 07 & [Regular
taken account of Formation of Group patients Helen Taylor & Rose Byrne ongoing meetings Two meetings have been held in Nov & Jan
Presentations
Key Voluntary circulated.
Agencies (19 Notes from
Engage with key voluntary |Stakeholder Event. Presentation given to background [agencies invited, workshop sent
agencies and feedback received from consultations 13 attended) Janice Mackenzie, Sarah Sinclair & Rose Byrne |18th Jan 08 [to particpants  |All particpants Event planned for 18th Jan 2008
NHS Staff in Information
Inform about formation of Lothian & general about the Young
Young People's Group Article in the ICIC Update Newsletter public Rose Byrne Jan-08[People's Group
Seek views of school aged All schools in
children on 'My Dream Lothian invited to Oct 07- Jan Children, their families
Hospital Art Competition participate Family Council 08 Prize giving and teachers
NHS Staff in
Inform about formation of Lothian & general
Young People's Group Article prepared for next addition of NHS Connections  [public Helen Taylor Mar-08
Contact details
Inform about formation of for further
Young People's Group & Supporters of information
Update on overall project Article prepared for next addition of SKFF Newsletter SKFF Rose Byrne Mar/Apr 08 [given
To seek the views of
bereaved families as to the |Article in the CHAS Newletter and also information sent [Bereaved families
facilities required in the new |to a number of organisations. Followed up by and agencies that Discussed at PG 5 and
hospital questionnaire to those families who expressed interest [support them Carrie Upton & Anne Wilson Feb-08|Collated report |sent to Reprovision Team
To continue to raise
awareness of the project Poster Display at SKFF Fete. Information Sheet for General Public 31st May
and progress to date distribution. Bookmarks & Pens distibuted and users Janice MacKenzie & Isabel McCallum 2008
Seek views of PG5 on the
current content on the
Reprovision webpages on Responses
internet Review of webpages PG5 members Stephen Fraser May-Jun 08 |collated Communications Dept
Discussion with Isabel
McCallum & Janice
To seek the views of the Mackenzie regarding their
Young People's Group on Staff from visit at their meeting.
the design of another Aberdeen 8th August Report presented at PG 5

children's hospital

Visit to Aberdeen Children's Hospital

Children's Hospital

Young People's Advisory Group & Thea McMillan

08

Collated report

and to Reprovision Team

To seek the views of the
Young People's Group on

Discussion at

Feedback to PG 5 &

the design of RIE Tour of RIE Sorrel Cossens Young People's Advisory Group & Thea McMillan Sep-08|their meeting Reprovision Team
Richard Mazuch,
Practice Design
Consultant for
To inform in current design Nightingale
theory in relation to Associates in Representatives from Family Council, PG5 and |18th Sept  |Opportunity for
children's hospitals Presentation London Young People's Group 08 questions
To seek the views of the Report developed and
Young People's group on Discussion at  |sento to Reprovision
single room accomodation |Discussion Rose Byrne Young People's Advisory Group Sep-08(their meeting Team
Use of Poster
To continue to raise display &
awareness of the project Poster Display at SKFF Christmas Fair. Information Users and general 22nd Nov [Talking to Users of the service &
and progress to date Sheet for distribution. Bookmarks & Pens distibuted public Janice MacKenzie Isabel McCallum 08 people members of the public
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To seek the views of the
Family Council and the
Young People's Group on
the draft catering
specification

Draft catering specification sent to both groups

Family Council &
Young People's
Group

Isabel McCallum Peter Gilfoyle

Jan-09

Discussion at
meetings and
formal written
response

Reprovision Team

To ensure that needs of

Family Council,

Discussion at
meetings and
written

users of the service are Young People's Nov 08 - comments It is acknowledged that the Design Brief is an
reflected in the Design Brief [Comments invited on Design Brief Group & PG 5 Rowena Conrad Jan 09 submitted Reprovision Team iterative document and will continue to change
Inform the public of Public & Users of No specific feedback as was about informing
progress of the Project Display Boards the service Isabel McCallum Jun-09 public
Design & Art
Team took note
12 Sept 09 |of key points Design & Art Team used
Young People 31 0ct 09 [from information gained to This is part of ongoing regular dialogue with the
Consult on design Presentations and discussion/group work Advisory Group Design & Art Teams 12 Dec 09 |discussions inform thinking on design |Young People Advisory Group
Design & Art
Team took note
22 Sept 09 |of key points Design & Art Team took
16 Oct 09 |from note of key points from This is part of ongoing regular dialogue with the
Consult on design Presentations and discussion/group work Family Council Design & Art Teams 10 Nov 09 |discussions discussions Family Council
Key Stakeholders
including staff,
parents,
Edinburgh
Council, Planning
Consult on concept design Dept ( over 50 Report Reprovision Team and
and 1: 500 design Presentations and scoring as per AEDET criteria people attended) |Reprovsion Team and BAM 15-Oct-09|produced PSCP
Design & Art
Team took note
Presentation and opportunity to discuss with design and |Staff, patients and of key points Design & Art Team used
Consult on concept design |art teams in series of Drop In Sessions at families (40 from information gained to
and 1: 500 design RHSCregarding design, landscaping, art strategy people attended) |Design & Art Teams 05-Nov-09|discussions inform thinking on design
Design & Art
Team took note
Presentation and opportunity to discuss with design and |Staff, patients and of key points Design & Art Team used
Consult on concept design |art teams in series of Drop In Sessions within CAMHS  [families (27 23 Nov 09 |from information gained to
and 1: 500 design facility regarding design, landscaping, art strategy people attended) |Design & Art Teams 27 Nov 09 |[discussions inform thinking on design
Voluntary sector,
ethnic minority
groups and faith
communities and
Consult on concept design parents (13 people Report Design & Art Team &
and 1: 500 design Stakeholder Event- presentations and group work attended) Design & Art Teams 20-Nov-09|produced Reprovision Team
Public and users
of service (13
children and 48
Inform of progress of project| SKFF Christmas Fair - Poster Display and opportunity  [adults spoke to
and share concept design |for public to speak to staff re the design staff) Jancie MacKenzie Rose Byrne 21-Nov-09 This engagement was about informing public
Report
produced &

Consult on design & Inform
design

Workshops

Patients from
RHSC and
siblings (3-6yrs) 6
children attended)

Creation

Open Session
planned for Feb
to feedback to
PFPI Task
Group & Other
key individuals

Design & Art Team &

Reprovision Team
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Patients from

Report
produced &
Open Session
planned for Feb

RHSC and to feedback to
siblings 6-12yrs PFPI Task
Consult on design & Inform (10 children Group & Other |Design & Art Team &
design Workshops attended) Creation key individuals |Reprovision Team
Report
produced &
Open Session
planned for Feb
to feedback to
Patients from PFPI Task
Consult on design & Inform CAMHS (xx Group & Other |Design & Art Team &
design Workshops children attended) |Creation key individuals [Reprovision Team
Report
produced. Reprovision Team.
Consult on design & Inform Towerbank Presentations |Stakeholder Board. Staff
design Workshops Primary School Creation 19-Jan-10|from Creation. |at RHSC, BAM.
Report
produced. Reprovision Team.
Consult on design & Inform Craigour Park Presentations |Stakeholder Board. Staff
design Workshops Primary Creation 21-Jan-10|from Creation. [at RHSC, BAM.
Report
produced. Reprovision Team.
Consult on design & Inform Presentations |Stakeholder Board. Staff
design Workshops Oaklands Shool [Creation 27-Jan-10|from Creation. [at RHSC, BAM.
Staff, patients,
families and
general public (
RHSC, WGH,
Consultation as part of Pre- RIE, St John's,
planning application at 6 REH & Craigmillar Report
sites Display Boards. Opportunity to ask questions Library Reprovision Team Apr-May 10 [produced Reprovision Team. BAM
Inform of progress of project| SKFF Summer Fair - Poster Display and opportunity for [Public and users [Reprovision Team & Other staff involved in the Opportunity for
and share concept design |public to speak to staff re the design of service project 5th June 10 |questions
SKFF, Grit& Pearl,
Report at end of |reprovision team
Artists in residence Activity in ward type areas Users of service |Emma Herman Smith 7th June 10 |activity Architects First activity of this type in the hospital
& children seemed to be happy to participate
SKFF, Grit& Pearl,
Report at end of |reprovision team
Artists in residence Activity in Outpatient areas Users of service |Emma Herman Smith 11th July 10 |activity Architects Developing activity from first session.
SKFF, Grit& Pearl, Working with patients, staff and parents to gain
Report at end of |reprovision team a feeling for the desired environment of the
Artists in residence Acvtivity in Spiritual Spaces Users of service |Sue Lawty 7th June 10 |activity Architects Spiritual spaces in the hospital.
SKFF, Grit& Pearl,
24th Report at end of |reprovision team
Artists in residence Activity for Spiritual spaces in Wards. Users of service |Sue Lawty June10 activity Architects Working with children producing stone
pictures' on boards whch were then
photographed & will be used in hospital & in
informing research for new hospital
SKFF, Grit& Pearl,
Report at end of [reprovision team
Artists in residence Workshops on Playrooms Users of service |Studio Weave 26th July10 |activity Architects Working with children responding to music

to produce a story & draw pictures of the
story. This builds an image of the imaginative
processes which they are going through, to
identify issues which may cause them
concern or evoke feleings of security, to
identify what appeals to their sense if fun &




Page 15

helps to evolve the images which are
important to different ages of children.

Artists in residence Interviews for next tranche of artists Artists in residence Steering group with staff from 14th Sept  |Successful SKFF Steering Group Using the information from the first group of
host departments artists architects host artists informed the questions and focus
appointed departments in hospital |of the interviews
23rd and
27th
Inform of progress of project Patients, Families November
and share concept design  |Drop In Information Events and CAMHS staff |Reprovision Team and Gwyneth Bruce 2009
CAMHS Inpatient
Inform of progress of project Unit SEAT Opportunities
and share concept design  |Presentation Stakeholders Gwyneth Bruce Apr-10|for questions
CAMHS Inpatient
Inform of progress of project Unit Patients,
and share concept design [Display Families and Staff | CAMHS Design Group Jun-10
Collective
Advocacy
worker attends
design groups
to represent
Patients in young people
Consult on design & Inform Inpatient and Day who have met
design Involvment of CAMHS Collective Advocacy Project services CAMHS Staff and Collective Advocacy Jun-10|with her
717110,
21/1/10,
4/2/10,
25/2/10,
4/3/10,
18/3/10,
1/4/10,
15/4/10,
29/4/10,
27/5/10,
Design consultation with RHSC Staff, 1/6/10,
overall group - 1:500, 1:200, Family Council 1/7/10, Note of meeting |Reprovision Team & Landscape meetings held on 27/5/10 and
1:50 Presentations and discussion Rep Reprovision Team & BAM, Tribal, Nightingales  |29/7/10 circulated BAM, Tribal, Nightingales |8/7/10
w/c 29th
March, w/c
26th April,
RHSC Staff, w/c 28th
Design consultation with Family Council June, w/c  |Note of meeting |Reprovision Team & Extraordinary meetings held in w/c 12th July
departments - 1:200 Drawings discussion/group work Rep Reprovision Team & BAM, Tribal, Nightingales  |26th July |circulated BAM, Tribal, Nightingales |and w/c 2nd August
To seek the views of the 27/3/10,
Young People's group on Young People 8/5/10, discussion on
1:200 design Discussion Advisory Group Reprovision Team, Nightingales 26/6/10 their meeting Reprovision Team
Key Stakeholders
including staff,
parents,
Edinburgh
Council, Planning
Consult on concept design Dept ( over 50 Report Reprovision Team and
and 1: 500 design Presentations and scoring as per AEDET criteria people attended) |Reprovsion Team and BAM 22-Apr-10|produced PSCP
Key Stakeholders
including staff,
parents,
Edinburgh
Council, Planning
Dept ( over 50 Report Reprovision Team and
Consult on concept design [Presentations and scoring as per AEDET criteria people attended) |Reprovsion Team and HFS 12-Aug-10|produced PSCP
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15/7/10,
RHSC Staff, 2/8/10,
Consult 1.50 Generic Family Council 11/8/10, Note of meeting [Reprovision Team and
Rooms Design Drawings discussion/group work Rep Reprovision Team & BAM, Nightingales 24/9/10 produced PSCP
1st Round -
w/c 30/8/10,
6/9/10,
13/9/10.
2nd Round -
w/c 4/10/10,
11/10/10,
18/10/10.
3rd Round -
RHSC Staff, 8/11/10,
Design consultation with Family Council 15/11/10, |Note of meeting |Reprovision Team &
overall group - 1:50 Drawings discussion/group work Rep Reprovision Team & BAM, Nightingales 22/11/10.  |produced BAM, Tribal, Nightingales
RHSC Staff, 26/10/10,
Family Council 25/10/10, |Note of meeting |Reprovision Team &
Fire Strategy meetings Drawings discussion/group work Rep Reprovision Team & BAM, Nightingales 4/11/10 produced BAM, Tribal, Nightingales
To seek the views of the
Young People's group on
Adolescent Areas 1:50 Young People's discussion at
design Discussion Advisory Group Reprovision Team, Nightingales 07/08/2010{meeting Reprovision Team
To seek the views of Young
People's group on way- Young People's  |Siobhan Davitt, bmj Architects, Isabel McCallum, discussion at
finding around hospital Discussion Advisory Group Helen Taylor 11/09/2010[meeting Reprovision Team
To seek the views of Young
People's group on artist in Young People's  |Richard Hollinshead, Grit & Pearl, Isabel discussion at
residence projects Presentation and discussion Advisory Group McCallum 11/09/2010{meeting Reprovision Team
To seek the views of Young
People's group on way- Young People's discussion at
Discussion Advisory Group Siobhan Davitt bmj Architects, Helen Taylor 20/11/2010|meeting Reprovision Team

finding around hospital
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You have provided us with a lot of information already in response to initial questionnaires
and group meetings. We would be grateful if you could score each of these 1 to 5 (with 1
being least important and 5 being most important)

1. Outside play areas/gardens
1 2 3 4 5
2. Separate overnight accommodation for parents
1 2 3 4 5
3. Accommodation for a parent to sleep by child/young person’s bed
1 2 3 4 5
4. Separate adolescent ward
1 2 3 4 5

5. Ward layout
1 2 3 4 5

Please indicate your preference

6. All single en-suite rooms
1 2 3 4 5
7. Combination of single en-suite rooms and 4/6 bedded bays
1 2 3 4 5
8. It has been suggested that each ward should have a separate parents’

sitting room, is this necessary?

YES / NO

If YES, what facilities should be within this area?




Page 18

How important is it that the food provided is cooked on the premises?

1 2 3 4 5

10.

Would you prefer to eat your meals in the Ward Dining Room as a family
group?

1 2 3 4 5

11.

Would you choose to eat in the Hospital Dining Room away from the ward?

1 2 3 4 5

12.

Any Other Comments
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Feedback on single room accommodation.

Firstly we felt it is necessary to have a combination of both single rooms and bedded bays.

We understand that in terms of hygiene, single rooms are easier to clean and maintain, however we
feel that for babies and toddlers individual rooms are not going to work. This is because babies and
toddlers need to be watched constantly and this would be difficult if they were in individual rooms
as oppose to bedded bay with a nurses station. Also it could be detrimental socially as they like to
someone to play with.

-Aberdeen Children’s Hospital has a nice layout of bedded bays as they are bright and they had lots
of room too.

In terms of adolescents it would be good if they were able to chose if they would like to mix with
other patients in a ward or have more privacy in their own room.

We were informed that due to new regulations the proportion of single rooms in the new hospital is
likely to be higher. If so we felt it was important for there to be a communal room for socialising
for those patients in single rooms so they are not stuck on their own all day and so they have a
chance to hang out with people their own age.

We felt that the single rooms could be situated around the communal area as to make it accessible
for everyone, and it would also encourage those who may be less likely to mix with other patients
to join in.

In the same way that adolescents need a place to hang out, so too do younger children therefore a
play area might be a good idea so they have a place to go to get away from the ward.

From visiting the Evelina Children’s Hospital in London I feel that the colour of decoration in the
single rooms needs to be chosen carefully as at the Evelina they chose red, which they regret as it
often makes it stuffy in summer.

Gary Buchanan
Interim Co-chair
Young People’s Advisory Group.
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A group of experts from across Scotland were invited to a residential peer-review event on 30
November — 1 December 2005. The event was sponsored and facilitated by the Scottish Executive
Health Department and NHS Education for Scotland.

The peer review was structured to consider the impact of single room provision across four areas
of concern — HAI, environmental issues, operational issues, and costs and value for money.

The use of a building impacts on not only infection prevention and control but has also been linked
to patient dignity, confidentiality, reduction of errors, positive patient outcomes, staff satisfaction
and patient satisfaction.

Representation

Nursing representation was invited and an executive nurse director joined the peer group to
represent the nursing opinion from across Scotland.

Methodology

A variety of methods were used to gather data. These included:
1. A survey of nurse experience
2. A survey of patient experience
3. One to one interviews

4. Planned discussion at Nurse Director meeting.

Survey of nurse experience

A survey was carried out in July 2006 across NHS Boards the independent healthcare sector to
gather information from senior nurses and midwives on their views regarding the care of patients in
single rooms and staffing provision.

The consultation was open for 3 months from July to September 2006. Questionnaires were sent
to all nurse directors for their response and distribution to key staff within each health board area.
72 responses were received from across a variety of nursing and midwifery areas ranging from
acute to long term care. There was further opportunity throughout January and February 2007 for
nurse directors to comment and contribute to this report, particularly in relation to nurse staffing
levels associated with patient care in single rooms.
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Table 1a

No. of nursing areas
)
o

None <3 3-10 10-20 20-30 >30 Not stated
No. of single rooms within each ward area

From this it is clear that the majority of nursing care areas have single rooms or ‘side rooms.” Most
having between 3 and 10 adjacent to the main nursing area. The survey did not question whether
or not these rooms had en-suite or dedicated toilet facilities.

Table 1b describes the variety of wards where a response was received to the survey. It appears
that single rooms are most often used to accommodate patients who have infections or who are
terminally ill. There were a significant number of responders who were not specific about why
patients were admitted to single rooms. In follow up conversations, it was clarified that the users
can vary from generally fit patients, undergoing routine procedures, who have requested a single
room to those who need ‘special’ one to one nursing care. New hospitals are now built where
single rooms occupy between 30% to 50% of the patient care areas. Policies are being developed
locally that outline the criteria and decision making process in single room allocation.



Table 1b

All admissions
Breast care
Children's isolation
Close observation
Confusion
Cosme ic
Disabled
Disruptive/violently aggressive
Elective surgery
General
High dependancy
Immuno-suppressed
Infectious diseases requiring isolation
Learning disabilities
Maternity
Mental health
Neutropenic
Night admissions
Orthopaedic

Palliative care

Types of patients cared for

Patient preference
Private patients
Psychiatric
Requiring privacy
Self care
Surgical / medical
Terminally ill
Transfers from other hospitals
Transplant

Various/other

Not stated/not applicable

0 5 10 15 20 25
No. of nursing areas

In addition to canvassing the view of senior ward nurses and midwives via the Nurse Directors, the
proposal to move to greater percentages of single room accommodation has been discussed at
Scotland’s Executive Nurse Directors (SEND) Meeting and dedicated meetings have taken place
with some Directors of Nursing to gauge their views.

At the SEND meetings there was agreement that we should wholly support the provision of 100%
single room accommodation. It is acknowledged that the pace at which this could be provided
would be dictated by a number of factors, such as funding for new builds or refurbishments and
bed pressures. The view is strong amongst the majority of this group that 100% single room
sleeping accommodation is a highly desirable, if not essential, objective that should be pursued
and that a number of issues for patients and nurses need consideration.
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Children’s Services

As part of the Reprovision Project to replace the Royal Hospital for Sick Children in Edinburgh, a number of
consultation initiatives took place with small groups from charity and volunteering organisations. One of the
questions that was asked was:

‘Should the patient areas have single rooms or rooms of 4/6 beds or a mixture of both?’

Responses indicated a mixed view depending on the organisation approached. However children, young
people and their families preferred an option that included but was not exclusively single rooms. The
majority of respondents preferring a mixed room approach

Currently children and young people are allocated single rooms prioritised on the following criteria: -
¢ Infection requiring isolation
e Mothers who are breastfeeding
e Terminally ill
e Adolescents

Views of Children’s Nurses

Not all parents will stay with their child overnight or are visiting the hospital all the time during the day.
Children and many young people often feel very isolated and alone when they are in cubicles and enjoy the
social interaction of being in a ward area beside other children.

In addition younger children and babies, unlike adults, are not able to use nurse call systems and therefore
observation of them is more difficult if all were to be nursed in single rooms.

Children as part of their development require social interaction and for those who are unable to mobilise and
confined to their bed and therefore not able to use the playroom, benefit from being nursed beside other
children.

At a recent meeting of senior nurses across the U.K (Association of Chief Children’s Nurses) there was
discussion about whether there should be 100% cubicles and this was not supported, as it is recognised
that children find great comfort from sharing with others, especially when their parents are not with them.
It was recognised that many adolescents would wish to be in a single room for privacy, however equally
many of them also wanted to share and that consideration needs to be given in relation to segregation of
male and female patients.

In addition it was felt that having a 100% single rooms would require higher patient: nurse staffing ratios
because of the dependence of babies and young children on nursing staff, which is different to the
dependence and support required by adult patients.
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Patient : Nurse Ratios & Staffing of single room accommodation

Nurse Directors agree that ‘direct care - nurse workforce planning’ is based on the type and
dependency of the patient. That is, the number of hours per patient day required, including
supervision or calculated another way; the number of nurses per occupied bed. This is currently
worked out using a variety of different models around the country. Work is well underway through
nursing workforce and workload planning groups to coordinate/ deliver guidance on approaching
and managing this. A programme of implementation of nursing workload measurement tools
across acute care, mental health and learning disabilities, maternity, paediatric and neonatal care
will be rolled out across Scotland over the Autumn 07 and Spring 08.

There is almost 100% agreement amongst those that responded that additional staffing for single
rooms in most patient settings is not required in a single room environment providing the following
are in place:

o full and adequate staffing levels which support direct patient care hours

e adequate budget allocation for predictable absence - for training & supervision, continuous
professional development and leave allowances.

With the right building blocks of workforce planning in place, day to day management of unplanned
absence or unplanned fluctuations in patient activity or condition (not always built into department
workforce plans), is no different if the environment is bays or single rooms.
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There is a limited amount of literature published on single room provision and associated staffing.
An excellent US paper describes some empirical evidence and observations:

‘Advantages and disadvantages of single versus multiple-occupancy rooms in

acute care environments. A Review and Analysis of the Literature”, Chaudury et al,
ENVIRONMENT AND BEHAVIOR, Vol. 37 No. 6, November 2005 760-786.

Further information is available in the following 2 papers:

1. Ulrich, R et al., ( 2004). The role of the physical environment in the hospital of the 215
century: A once in a lifetime opportunity, Report to the Centre for Health Design.

2. Dowdeswell, B et al., (2004) Hospital Ward Configuration, Determinants Influencing Single
Room Provision. NHS Estates England.

From this and the information gathered from nurse leaders and nurses, the following are some of
the key considerations in terms of benefits and risks.

The benefits of single rooms to patients are clear:

Reduced risk of cross-infection

Increase privacy and dignity and confidentiality

Increased opportunity for family and carers to be involved in caring process

Reduced sleep disruption — light and noise

Reduced need to be moved around ward or to another ward as condition/treatment plan
changes or because of gender issues, therefore less likelihood of confusion.

“Infection originating in hospitals and other healthcare facilities is now recognised as a serious and
widespread problem. Although standards of hygiene in healthcare facilities and standards of
personal hygiene have been identified as likely sources of infection and infection spread, it can
also be said that the design, planning, construction, refurbishment and ongoing maintenance of the
healthcare facility also have an important role to play in the control of infection”.

Property and Environment Forum. HAI-SCRIBE (Healthcare Associated Infection System for Controlling Risk in the
Built Environment) Health Facilities Scotland (2005).
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High level benefits are listed below but clearly more work is required in gauging what the financial
benefits of these could be:

e Opportunity for higher occupancy — sometimes this can be restricted in open bay wards
because of gender or clinical management. There is an estimate that 10% more throughput
can be achieved in a single room environment

e Reduction in costs associated with patient transfers (boarders) to other areas because of
gender issues.

¢ Reduced length of hospital stay due to a more conducive environment and reduced risk of
infection — therefore reduced operating costs.

e Reduces staff costs in patient transfer time although more evidence for the UK is required.
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Potential for reduced patient supervision

It is clear that within a single room environment there is reduced opportunity to visibly supervise
patients and visitors. Investment in modern technology offers some solution

Networked haemodynamic monitoring systems to central and designated areas

Bed alarms and adequate side rails

Windowed areas on walls/doors that can be screened for privacy when required
Call/intercom systems that are fielded centrally to appropriate service — not always nursing —
e.g. catering requirements can be directed to that dept and save on nursing time.

Patient assessment should include risk assessment for suitability of a single room. This is done at
pre-admission assessment or on transfer/admission to the ward environment. Clearly workforce
planning needs to take consideration of those patients who require additional supervision as this
increases the nursing hours per patient day requirement. Additional supervision will also be
prescribed within the treatment or care plan.

Unfortunately patient falls from bed are a genuine risk. Prevention is ongoing work for nurses and
other healthcare staff. It is possible that it may take longer to notice a patient who has fallen in a
single room and we need to think carefully about how this is managed both in terms of room layout
and patient care.

Room doors are often left open and there is a substantial amount of passing ward traffic to hear
calls for help or notice that a patient has fallen. Where possible, architectural design of observation
windows in room walls and doors is useful.

Sudden acute changes in patient condition

In many cases this should be rare as early warning monitoring procedures are becoming more
common in nursing, prompting the need to consider increased nursing hours to sicker patients or
transfer to critical care areas to accommodate deteriorating patient conditions.
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Patient Management

Socialisation of patients will be managed as part of the patient pathway or care plan.
Encouragement of mobilisation where appropriate reduces length of stay and improves health.

It is very important that space and facilities are provided within the ward design or even out with the

ward, to accommodate areas where patients can not only socialise but be provided with
therapeutic activities, recreation and rehabilitation.

Technology
Television access, telephone and internet access in patient rooms can be put in place. This too

needs to be managed so that patients do not forget to mobilise! However these services would be
helpful for bed bound patients such as young orthopaedic trauma patients.

Patient Choice

Below is an extract of comments from a nurse director who was recently a patient in hospital:

“What struck me while being cared for in a 6 bedded room was that | had no choice
around privacy, confidentiality, family involvement or just quiet time on my own. My
view would be that a modern day healthcare facility should have a combination of
rooms/areas that allows each patient to choose if and when they feel they wish to
spend time privately or with the company of others.””

Modern day patients expect a lot a more from healthcare these days; not only in new technologies
but in accommodation. Global travel, media coverage of healthcare associated infections and
hospital cleanliness have fuelled patient demand and expectations of hospital accommodation.
People do not usually choose to share accommodation with strangers but at the most intimate and
emotional times of their lives (or that of a family member) they are expected to — in a hospital.

Patient Room Design

Other considerations need to be taken into account and factored into management and design
arrangements, such as storage space within single rooms (often wall cupboards). Single rooms
work most effectively when each room is stocked with basic care items to prevent unnecessary and
time-wasting staff journeys around an increased ward footprint.

Reducing the number of beds in current multi-occupancy accommodation may be a ‘quick-win’ for
patients in an effort to start improving patient accommodation. Patients dislike the middle beds in
the six bedded areas so plans to move to four and then two bedded areas would be benéeficial.
Replacing ‘privacy’ curtains with retractable high visibility walls with screen options would further
improve privacy and dignity. En-suite facilities, while desirable will not always be possible
especially in hospitals that undergo refurbishment.
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A public survey has been conducted and results are within the overall peer group report.

A survey was also undertaken during the latter quarter of 2006 of ‘experienced’ patients. That is —
patients who have experienced the single room environment and can also compare to traditional
NHS environments of shared accommodation. The findings are as follows:

Response

The following survey was carried out in the Golden Jubilee National Hospital where patients are
cared for in single room accommodation. The average age of the patient (retrieved from the
hospital information system) was between 60 — 70 years for cardiac surgery patients and 60 — 80
years for orthopaedic surgery patients.

Returns were received from 57 patients undergoing a variety of elective surgery; cardiac,
orthopaedic and general. 81% of this group had experience of both shared accommodation and

single room accommodation in hospitals. Overwhelmingly patients preferred a single room and the
reasons for this are demonstrated below.

Table 2

The tables below demonstrate the age profile of patients around the time of the survey.

2a. Age Analysis of Cardiac Surgery Inpatient and 2b. Age Analysis of Orthopaedic Surgery Inpatient and
Daycase Admissions October 2006-January 2007 Daycase Admissions October 2006-January 2007
20-29

16-19 20, 30-39 40.49

6%

0%

70-79
35%

50-59
14%

70-79
36%

60-69
31%

38%
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Q1. What type of treatment did you have in hospital?
Other

General surgery 12% Heart surgery

17% o
Plastic surgery

7% Hip/knee surgery

42%
Q1a. Have you ever stayed overnight in Q1b. Have you ever stayed overnight in
hospital in a shared area/open ward hospital in a single room environment?
environment?
No

19%
49%

Yes
51%

Yes
81%

Q1c. If you had to stay overnight in hospital again, what would you

prefer?
Shared Not stated

2% 5%

Single
93%



Table 3b
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Q2a. Single room - did you feel lonely at any Q2b. Single room - did noise disturb your
time? sleep?
Yes
Not stated
Yes
9% 20,

No
0,
91% -
Q2c. Single room - did you feel it was difficult Q2d. Single room - did you feel a single room
to get the attention of the nursing staff? was better for your family/friends to visit?
Yes No
2% 2%

98% 98%
Q2e. Single room - did you feel you could Q2f. Single room - did you feel you had more
discuss personal matters in confidence privacy?
without other patients hearing? No
No 2%

2%

Yes
98% 98%




Table 3¢

Q3a. Shared room - did you feel lonely at any
time?

Yes

Not Stated 14%

5%

81%

Q3c. Shared room - did light from the nursing
station or other bed areas disturb your sleep?

No
33%

Yes
67%

Q3f. Shared room - did you feel you could
discuss personal matters in confidence
without other patients hearing?

Yes
45%

55%
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Q3b. Shared room - did noise disturb your
sleep?

29%

Yes
71%

Q3d. Shared room - did you feel it was difficult
to get the attention of the nursing staff?

Not Stated
5% Yes

33%

62%

Q3g. Shared room - did you feel that you had
more privacy?

Not Stated

Yes
40%

58%
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Patient comments received

/Any time that | was in \

hospital it was in a ward and
you didn't get peace as
there was too much going

Itis as good as it /There is no comparison between TN
gets! single and shared rooms. Single

rooms win hands down, there is less

fear of infections, doctors taking more

on when other patients care by washing their hands when
needed help (more through entering each room, nurses also wash
the night). their hands when entering each room.

e 4

| did miss chatting to other Telephone was very

people and my family stay good as when
too far away to visit. relatives or friends
However the telephone phoned to see how |

was | could talk to
them when able.

calls helped a lot.

Gngle rooms build /
confidence in patients’ '
treatment. You can be
yourself. In a ward | often
found myself awake at night
due to noise and other
\patients’ anxieties. ‘

Less chance of
infection spreading

' from patient to patient.
' A
Single room better\
for privacy and
Found that | could sleep better / ‘ less infection risk.
without the noises of other - I >
patients. Enjoyed the peace = '
and quiet and the nurses
when they were required. Had Feoainsae thabit
TV s0 no need to be lonely Being in a single room | felt there WD may create
and it didn’t bother me regards less risk of infection, nursing staff give problems for
ws't?r s as sometimes you you complete attention when asking staff, but great
don't get any and you see questions etc. Having own telephone improvement
other patients in the ward with line makes for better contact with for patients.
theirs so having a single room family and friends. No problems with

Qas a big help. / \what programme to watch on TV! /

It is also important to note that at a recent option appraisal process in Ayrshire and Arran regarding
the Provision of Continuing Care, it was made clear that "older people” would like the choice of
single room accommodation. Although many agreed that they like the privacy and dignity aspects
afforded by single rooms, as many felt they would feel isolated, therefore it is important to note this
in the planning of social areas and treatment regimes. These comments were generated at Public
Meetings throughout Ayrshire and submitted to the Board at the end of the consultation.

This is particularly important when moving long stay patients from a multi room environment to a
single room environment where, unless there is excellent communication and support, patients



could feel they are being punished by being put into a single room. This would apply more in care
of the elderly or mental health/ learning disability environments. Page 36

Sixty-one percent of patients in the NHS in Scotland are over 65 years and around 30% of NHS in-
patient beds in Scotland are for geriatric or psycho-geriatric patients (NHS 1SD Scotland)

Carers and Visitors

In a single room environment there is greater opportunity for carers/ family members to be involved
in care delivery and some rooms could be made large enough to accommodate an extra bed for the carer.

Open visiting or flexible/longer visiting times allows carers/visitors opportunities to visit at times that can be
suitable to them that fit in with patient care and avoids the crowding of visitors traditionally seen in
afternoons and evenings.
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Single rooms accommodate the changing clinical conditions of patients or gender issues and as
such can reduce the need for transfer around a ward or between wards. This in turn can reduce the
housekeeping and catering workload that occurs when patients are moved around to
accommodate other patients or changed management in an open ward setting.

Conversely if patients are moved from room to room more than once in their hospital episode, this
puts additional strain on housekeeping as it is not just the bed space that requires cleaning but the
whole room (and en-suite). It is also noted that some areas do not have dedicated domestic
services or housekeepers and it is the nurses’ responsibility to clean the patient areas. However as
hospital accommodation is redesigned, there lies an opportunity to review and examine the skill
mix within the patient areas and the development of new roles e.g. Housekeeper, Healthcare
Assistant.

Protected meal times afford patients time to enjoy their food as much as possible without
interruption. This is possibly more achievable in a single room environment. As different patients
have different eating habits and issues, single rooms offer a private space for dignity during
mealtimes. On the other hand an area for social dining allows for social interaction and can reduce
any feelings of isolation.

Across the United Kingdom

The Department of Health in England are undertaking a research project on the feasibility of single
rooms and have allocated a ‘test’ single roomed area at the Hillingdon Hospital in Middlesex.

Causes for concern in relation to single rooms relate to visibility of staff/patients, increased staff
workload and lack of social interaction. Although existing evidence from the US and other countries
in Europe suggests that the advantages vastly outweigh the disadvantages of single rooms, there
is insufficient UK evidence based on the current model of care.

The Hillingdon Hospital NHS Trust plans to rebuild the Hillingdon Hospital under a Private Finance
Initiative to provide accommodation to replace its current outdated facilities.

The OBC was to provide 50% single bedroom accommodation. Since the development of the OBC
the Trust has revisited its position on single bedrooms and is now considering the impact of
increasing to 100% provision. To test the viability of this proposition in advance of the new hospital,
the Trust embarked on an initiative to build a fully enabled pilot project comprising a 24-bed unit of
single bedrooms with ensuite facilities and supporting accommodation.

Central to the initiative is the plan to test the prototype accommodation in use through an evidence-
based programme of research. By collecting sound evidence concerning the effects of the pilot
project unit on several outcomes, the research will generate important knowledge concerning the
performance of the prototype design, and make possible evidence-based refinements to the final
design brief.

Across the four countries of the UK there is a drive to introduce much more single room
accommodation in new hospital builds, although this may equate to less than 10% of the overall in-
patient accommodation. The issues are similar across the board in terms of patient perceptions



and needs for socialization versus the need for privacy and dignity, coupled with concerns over
staffing capacity in areas where skilled nursing staff to patient ratios are low. Page 38

Scottish Initiatives

With single room accommodation already in place in some hospitals and new hospitals with
significant single room capacity being commissioned year on year in Scotland, it seems that a
study could be undertaken in this country or more research collaboration across the four countries
to provide real time learning for other Boards embarking on new builds or on refurbishment of
existing premises.

New Galloway Hospital — Stranraer. This is built around a capacity of 30% single rooms.
The Nurse Director of this Board suggests that already staff find that more single rooms
would have been beneficial.

New Larbert Hospital — there will be 50% single room accommodation in this hospital.

New Southern Hospital — Glasgow. The outline business case proposes 50% single
rooms.

Wishaw General Maternity facility which has Labour, Delivery, Recovery and Postpartum
Rooms where women stay for the duration of their stay.

East Ayrshire Community Hospital — 100% single room accommodation. The Nurse
Director of this Board agrees that more single rooms should be provided in hospitals but that
they may often be filled with the increasing numbers of infected patients or with those that
are terminally ill.

In the Western Isles staff are finding via HAI risk assessment that the default is that almost
everyone should go into a single room and almost everyone has enough risk factors to
require screening.

The nurse survey outlined above confirms the most common uses of single rooms are for
infected or terminally ill patients.

The State Hospital has also had an OBC approval for a 90% re-build of the entire site; this
will include the provision of 100% single en suite bedrooms.

The Golden Hospital Jubilee National in Clydebank currently has 98% single en suite
rooms. This is currently an elective facility for cardiac, orthopaedic and general surgery but
will become a regional heart and lung centre with possibly the largest ICU and HDU facilities
in the country. In these critical care areas, the single rooms are glass fronted with joining
doors into adjacent rooms.

Mid Argyll Hospital, now part of NHS Highland, was opened last year. It has 66 beds of
which 53% are single.



Hawick Hospital in the Borders opened in July 2005, has 50 beds of which 24% are single.
Page 39

Victoria Infirmary in Kirkcaldy being procured will be around 50% single rooms

St Andrew’s Community Hospital has 40 beds of which 40% are single. Building is due to
start in 2007.

Clackmannanshire Community Hospital has 45 beds of which 82% are single.
Easter Ross Community Hospital has 66 beds of which 44% are single.
Stonehouse Hospital has 98 beds of which 40% are single.

Forfar Community Resource Centre has 77 beds of which 60% are single.
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Senior nurses are much more aware of the proposals to increase the numbers of single rooms in
hospitals. They are enthusiastic about the opportunity to be involved and are keen to explore and
comment on innovative designs and new technology and make suggestions on how this will
support and enhance the provision of patient healthcare.

In balancing this report, nurse directors and others considered whether there was a need to
preserve some multi-occupancy rooms in some patient care areas where patients are more
dependent on basic nursing care and where patient mobility is reduced. Such patients can feel
insecure and are reassured by nurse visibility in the area. This should be achieved by adequate
staffing levels. The consensus within this report is that 100% single room accommodation should
be the starting point with risk assessment processes identifying why this shouldn’t be the case for
some specialities.

Finally, consensus amongst nurse directors is that single room accommodation in itself should not
increase the number of nurses required to care for patients. However where staffing levels are
already compromised, these may be exacerbated by 100% single room accommodation.
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Summary of Recommendations:

1.

Development of risk assessment processes to identify why patients should not be cared for
in single rooms.

Review of housekeeping and care assistant roles which would support the domestic
management of single rooms.

A requirement for adequate social areas and planned activities built into care plans to
encourage mobility out of single room and reduce isolation.

A requirement for good planning of storage space in single rooms and within ward areas.
Good planning and investment in technology to support the care of patients in single rooms.
Adequately designed and properly tested nurse staffing levels.

More evidence based UK research into the benefits and risks of single room
accommodation.
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Patient Isolation Prioritisation and Assistance with Isolation Prioritisation Risk Assessment

Single rooms and isolation rooms (which usually are designed with a lobby) are not the same and
patients in the mandatory (must isolate) isolation category should be prioritised for isolation rooms.
Single rooms may be used if isolation rooms are not available but such a situation arising should
be flagged with the infection control team during working hours.

Occupants of all single rooms should be reviewed daily by the clinical team managing the patient
with regard to their placement and why they are still occupying a single room and whether there is
an ongoing need for isolation. This will include consideration of patients receiving end of life care.

The optimal and safe placement of patients with known or suspected infection and the patients
who they may have contact with should be foremost in planning isolation prioritisation.

In prioritising isolation rooms, particularly where there is demand for single rooms is greater than
capacity, staff must consider:

e The organism/disease (confirmed or probable) — see table 1

e Patient symptoms (presenting patient)

e Type of ward/environmental factors, and

o Risk profile of other patients in immediate area

If isolation is mandatory or preferable but not possible, the inability to isolate presents
a significant clinical risk to patients and should be escalated to:

the site and capacity team, and

the clinical nurse manager/senior nurse on call for the area, and

the infection prevention and control team

Immediate actions required by ward staff:
e Arrange increased frequency of bed space cleaning immediately (using Chlor clean)
e Reinforce and promote staff hand hygiene
¢ Ensure compliance with the appropriate transmission based precautions (TBPs) enforced
e Consider restriction of any patient movement from the room or bay where the patient
has been placed
e Aclear risk assessment should be documented in case notes as to why isolation
has not occurred

If site & capacity staff or clinical teams are uncertain how to apply any part of this guidance; or
prioritise a single room between two or more patients with conditions on this the list; a Microbiologist,
Virologist or Infection Prevention & Control Nurse MUST be contacted to agree prioritisation of
single room accommaodation.



Table 1: Isolation Priorities
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Isolation
Mandatory Isolation Optimal and Preferable Isolation
Must Isolate Further risk assessment required Not Required
See Appendix
Viral Viral Viral

Unexplained loose stool,
diarrhoea * and vomiting (i.e.
suspected infectious diarrhoea or
proven Norovirus or Sapovirus) 2
Community acquired respiratory
infection with cough and fever
>38°C pending viral investigation
results 4

Respiratory Syncytial Virus (RSV) 4
Adenovirus 24

Human Metapneumovirus 24
Measles

Middle Eastern Respiratory
Syndrome (MERS) 2

Parainfluenza 24

Viral Haemorrhagic Fevers 2
suspected or proven with direct
person to person transmission €.g.
Ebola, Lassa Fever, Congo
Crimean Fever

Rubella

Chicken Pox (Varicella)

Any patient with an undiagnosed
vesicular rash

Vesicular rash due to a enterovirus
Influenza A or Influenza B 4%

Rotavirus

Bocavirus 2

Hepatitis A 42

Hepatitis E 4

Shingles 2

if vesicles are on face or if patient
is immunocompromised

Mumps

Coronavirus
non-MERS or non-COVID-19 34

Viral Haemorrhagic Fevers

that do not generally transmit
directly person to person e.g.
Dengue, Chikungunya, West Nile
Fever

Viral Meningitis

Rhinovirus 24

HIV

Hepatitis B2

Hepatitis C %

Glandular Fever or Epstein Barr
Virus infection

Herpes Simplex Virus (HSV)

Cytomegalovirus
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Isolation
Mandatory Isolation Optimal and Preferable Isolation
Must Isolate Further risk assessment required Not Required
See Appendix
Bacterial Bacterial Bacterial

Clostridioides difficile toxin
positive with diarrhoea *

Clostridioides difficile toxin
equivocal with diarrhoea 1

Untreated Smear Positive
Pulmonary (Open) TB 2<

Drug Resistant TB 2

Streptococcus pyogenes

(Group A Strep) infections including
Scarlet Fever (untreated or within
48 hours of starting antibiotics) 2

Panton Valentine Leukocidin (PVL)
producing Staphylococcus aureus
or PVL producing MRSA

(with active soft tissue infection) 2

Bordetella pertussis
(Whooping cough) £

Salmonella with diarrhoea *

Salmonella typhi or Salmonella
paratyphi (carriage or infection)

Shigella (carriage or infection)
Campylobacter with diarrhoea *

Verotoxin Producing E. coli (VTEC)
(carriage or infection)

Gram-negative organisms resistant
(or intermediate) to Meropenem
e.g. CPE, Acinetobacter 121112

Extremely Drug resistant (XDR)
Gram-negative bacteria

Suspected bacterial meningitis
but pathogen unknown

Non Pulmonary (Closed) TB or
smear negative pulmonary TB1&

Necrotising Fasciitis 1
MRSA £
Mycoplasma 24

Multidrug resistant (MDR)
Gram-negative bacteria 2

Haemophilus influenzae 2
(from respiratory samples)
Streptococcus pneumoniae 2
(from respiratory samples)

Non Tuberculous Mycobacteria
e.g. M. avium, M. intracellulare
and M. abscessus etc. 2

Legionella

Clostridioides difficile toxin
positive with no diarrhoea
for >48 hours 1

Clostridioides difficile toxin
equivocal with no diarrhoea *

Invasive meningococcal disease
(meningitis or septicaemia) after
first 24 hours of antibiotic treatment

Streptococcus pyogenes

(Group A Strep) infection after first
24 hours of antibiotic treatment and
evidence of a clinical response
(e.g. resolution of temperature,
normalisation of pulse and blood
pressure, resolving cellulitis) £

Stenotrophomonas maltophilia
Burkholderia cepacia
Pseudomonas aeruginosa &

Listeria monocytogenes a4
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Mandatory Isolation
Must Isolate

Isolation
Optimal and Preferable
Further nisk assessment required

See Appendix

Isolation

Not Required

Bacterial Continued

Petechial rash with fever or other
manifestations of invasive
meningococcal disease (meningitis
or septicaemia) within first 24 hours
of antibiotic treatment.

Neutropenic sepsis (post cytotoxic
chemotherapy) £

Vancomycin Resistant Enterococci
(VRE)

Other

Body Lice

Other

Pneumocystis jirovecii 2

Other

Cryptococcal meningitis

Intestinal parasites with no

diarrhoea 1
Head Lice

Scabies

Adapted from CDC 2007 Guideline for Isolation Precautions: Preventing Transmission of Infectious Agents in Healthcare Settings
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Risk Factors For Transmission of Infection
Consider the following factors to allocate isolation rooms where demand is greater than single room
capacity for patients with the same infection

Higher Risk of Transmission

Lower Risk of Transmission

Source Patient ¢ Incontinent of Stool e Continent
e Loose stool or diarrhoea Good personal hygiene
e Discharging skin lesions e SKkin lesions or wounds covered by
e Skin lesions not dressed or covered dressings
¢ Requires extensive hands on care e Good respiratory hygiene
e |s immunosuppressed Able to self care
e InITU Complies with infection control
e Has invasive devices in situ precautions
e Poor compliance with personal
hygiene or infection control practices
e.g. cognitively impaired, Coughing
patient (within 1 metre of other
patients)
Pathogen e Survives well in environment (e.g. C Unable to survive long in environment
difficile, Streptococcus pyogenes) High infective dose
e Low infective dose (e.g. E coli 0157, Low pathogenicity (e.g.
Shigella, norovirus) campylobacter)
e Airborne (e.g. influenza, RSV) e Short period of infectivity
e Spread by direct contact (e.g. MRSA)
e Able to colonise devices
e Can have an asymptomatic carrier
state (e.g. MRSA)
Ward Environment e« Poor ward hygiene e Good ward hygiene
e Shared equipment e Dedicated equipment
Equipment not adequately ¢ Adequate bed spacing
decontaminated between patients e Dedicated toilet and bathroom facilities
e Crowded facilities e Low patient to nurse ratio
e Shared facilities (e.g. showers, baths,
toilets, commodes, taps)
¢ High patient to nurse ratio
¢ Normal pressure ventilation and
airborne pathogen
Susceptibility of e |TU patients e Able to self care
potential contacts if « Patients requiring extensive ¢ No indwelling devices
source patient not hands on care ¢ Intact skin and mucous membranes
isolated e Indwelling devices or invasive e Normal immune system
procedures being performed e Immunised against circulating
¢ Non intact skin pathogen
¢ Debilitated, malnourished
e Extremes of age
¢ Recent antibiotic treatment
e |Immunosuppression
¢ Not immunised against circulating

pathogen (e.g. influenza)

Adapted from Routine Practices and Additional Precautions For Preventing The Transmission of Infection in Health Care Settings (2013)
Public Health Agency of Canada
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Appendix: Explanatory Notes for Situations Listed in Table 1

[1]

[2]

[3]

[4]

[5]

[6]

[7]

World Health Organisation definition of diarrhoea is, “the passage of three or more loose or liquid
stools per day (or more frequent passage than is normal for the individual). Frequent passing of
formed stools is not diarrhoea, nor is the passing of loose, "pasty” stools by breastfed babies.”

If patient has vomited or had diarrhoea within a multiply occupied area then the whole area/bay

should close to admissions and transfers and the whole area/bay cleaned with Chlor Clean. The
source patient should be isolated if possible and the remaining patients cohorted for observation
of symptoms of D&V over the following 48 hours. If no single rooms are available for the source

patient they should remain in the closed area cohorted with the other exposed patients.

If patient febrile (>38°C), coughing or sneezing then isolation is a priority but if has positive
laboratory test but none of the above symptoms then isolation is not absolutely necessary as long
as not in direct contact with immunocompromised patients or patients with chronic lung disease
or cardiac disease. The need for isolation of respiratory infections is often driven more by the
susceptibility of contacts than the pathogenicity of the organism e.g. effects are much more
severe in patients undergoing cytotoxic chemotherapy and bone marrow transplant. There order
of priority for isolation with respiratory viral infections is adenovirus takes priority over human
metapneumovirus which takes priority over parainfluenza which takes priority over rhinovirus.

If within 1 metre of patient who is coughing a fluid repellent fluid shield and eye protection should
be worn. If performing aerosol generating procedures then an FFP3 mask should be worn.

Negative pressure isolation room should be used. Transfer of an already isolated patient with a
novel or emerging pathogen (e.g. MERS) solely to accommodate in a negative pressure room is
not advised.

Close contacts of influenza patients prior to their isolation may benefit from post exposure
prophylaxis with oseltamivir. The influenza vaccination history of close contacts must also be
known to assess their risk of secondary infection.

Patient can only be removed from isolation once the following criteria are met:

e The patient has had a minimum of 14 days of appropriate therapy and

e The patient has had at least 3 consecutive negative sputum smears taken on
separate days, or complete resolution of cough and

e The patient has had a definite clinical improvement as a response to therapy,
for example remaining afebrile for 1 week and

e The patient has demonstrated tolerance to therapy and ability to agree to
adhere to treatment and

¢ Advice has been sought from a member of the Infection Prevention and Control Team
(IPCT) before removing a patient from isolation. The IPCT should ensure that the patient
is not placed by patients who are immuno-compromised



[8]

[9]

[10]

[11]
[12]

[13]

[14]

[15]

[16]

[17]

[18]
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If treatment is only partial (e.g. devitalised or necrotic tissue or ulcer remains) carriage (and risk
of onward transmission) can remain for up to 6 months. If there is a risk or evidence
(e.g. S. pyogenes continues to be cultured from the patient) of persisting carriage, patient should
remain in isolation until negative sample cultures are received. Clearance sampling should be
collected 72 hours after antibiotics have stopped.
Examples of patients that should remain in isolation are:

e Patients with significant discharge of infectious bodily fluid

¢ Patients with significant discharge of infectious bodily fluids

e Patients with invasive Group A Strep (iGAS) infections

e Patients with infected eczema or other skin conditions associated with

significant skin shedding
¢ Mothers and neonates on maternity units
e Patients on burns units

Active lesions should also be covered with an appropriate dressing.

Isolation must continue for the entire duration of the admission and should optimally occur
within 6 hours of organism identification.

Does not include Stenotrophomonas maltophilia which is always resistant to Meropenem.
Screening of the source patient and contacts will be required. Discuss with infection control team.

Isolation is to protect the patient from the environment and ideally the room should be under
positive pressure compared to the corridor. If not possible normal atmospheric pressure is
acceptable but negative pressure should not be used. Note that only patients who are
neutropenic post cytotoxic chemotherapy require isolation, a transient drop in neutrophils

below 1 x 10%L can occur in severe sepsis in immunocompetent people but in such patients
neutrophils have transiently left the blood stream and are functional at the site of infection and so
isolation is not required.

Only needs isolation if PCR positive. Isolation not required if only serology is positive.

Vesicles should be covered and patient should not be in contact with immunocompromised,
non-immune or pregnant individuals. Shingles on the face or in individuals who are
immunosuppressed should be treated as per chickenpox.

If there is significant exudate or drainage then isolation is preferable. Only patients on appropriate
treatment with evidence of response to treatment should be considered as appropriate
candidates not to isolate. Any tuberculous lesions must be enclosed within the body or covered
and the patient must not come into contact with immunocompromised patients.

If the causative organism is not Streptococcus pyogenes, Bacillus anthracis or PVL producing
MRSA or PVL producing MSSA isolation is not required.

If patient is exuding body fluids, incontinent or shedding significant volumes of skin squames then
isolation should be considered mandatory.



[19]

[20]

[21]

[22]

[23]
[24]

[25]
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Should be resistant to 3 or more of the following classes of antibiotic e.g. -lactams (such as
amoxicillin, coamoxyclav, piperacillin-tazobactam, temocillin) cephalosporins (ceftriaxone,
cefalexin, cefuroxime), monobactams (aztreonam), aminoglycosides (gentamicin, amikacin),
fluoroquinolones (ciprofloxacin, levofloxacin), glycylcyclines (Tigecycline) to merit isolation.
Isolation should be prioritised if patient has loose stools or diarrhoea or discharging wounds. The
requirement for isolation is prioritised as ESBL producing Klebsiella sp. > carbapenem resistant
Pseudomonas aeruginosa > ESBL E. coli > AmpC producing Enterobacteriaceae.

Isolation is not required if there is little possibility of body fluid contamination of the environment.
If patient is bleeding or at risk of contaminating environment with body fluids (e.g. active bleeding)

consider isolating. Patients for haemodialysis MUST be isolated.

Isolate if patient has cystic fibrosis and/or likely to be in close contact with patients with cystic
fibrosis, bronchiectasis or lung transplant.

Presents a risk to pregnant individuals, neonates and immunocompromised patients and so may
need to isolate the patient with Listeria infection if contact with such people is likely.

Do not isolate in a ward with transplant patients.
Post exposure vaccination should be considered for non immune contacts.
If the patient has not been treated with appropriate antibiotics for a full 5 days- discuss with

Microbiologist. Respiratory protection is required by staff (surgical face mask) until 5 days of
appropriate antibiotic treatment is complete.
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Appendix 11 — Best Practice - Aide memoire for Optimal Patient Placement and Respiratory
Protective Equipment (RPE) for Infectious agents whilst a patient is in hospital
The clinical judgement and expertise of the Infection Prevention and Control Team or the Health Protection Team should be sought for novel,
unusual or an increase in cases of known or suspected infectious agents in any care setting. This table is for infection prevention and control
measures i.e. to minimise risk of cross-transmission of infection to self and others when providing direct patient care. This is distinct for example from the

principles of contact tracing where the patient will have commenced antibiotic therapy and the interviewer will be at least 3 feet (1 metre) apart. For
guidance on recommended PPE, see Appendix 16.

The following table outlines the TBPs required for a number of infectious agents/diseases primarily;
o Optimal patient placement whilst the patient is considered infectious; and

¢ The recommended RPE to minimise risk of cross infection to staff, patients and visitors.

¢ Clinical decisions made by staff regarding use/non-use of RPE will depend on a risk assessment which should include e.g. the presenting
symptoms, risk of acquisition and the availability of treatment.

Suspected or Disease Mode of Optimal placement Respiratory protection (RPE) | Notifiable under
confirmed transmission whilst patient is considered for healthcare workers Public Health
Pathogen infectious and until whilst patient is considered (Scotland) Act

resolution of symptoms infectious® 20082
Atkestohastor Pneumonia, Single en-suite room in high risk
F—— bacteraemia, skin and Contact settings e.g. ICU/PICU/NICU, No requirement for RPE No
soft tissue infections. oncology/haematology
Upper +/- lower Fluid resistant surgical facemask
respiratory tract Droplet Single en-suite room (FRSM) for routine care and FFP3 or No
infection Hood for AGPs

Adenovirus! Conjunctivitis,
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