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Request for Information – Feedback Summary Sheet
	Request made by:
	andrea.berry2@nhs.net 
	Responses to be sent back to:
	andrea.berry2@nhs.net 


	Date request made:
	27/02/2017
	Date sent out:
	27/02/2017


	Details of Request:
	Could you ask if networks would be happy to share their Gender Breech Guidance.
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Please complete and return this form to Claire.horsfield@lthtr.nhs.uk  12 weeks following request for information.
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North West Critical Care Networks


Single Sex Accommodation in Critical Care


Key Principles


· DH Operating Framework for 2011-2012 requires Trusts to eliminate mixed sex accommodation in the NHS.

· The Chief Nursing Officer, Christine Beasley and the Deputy NHS Chief Executive David Flory published a letter in February 2011 (Gateway reference 15552) clarifying that when there is an acceptable justification for the practice there should be a commitment to audit data quality and publish the results.


· Acceptable justification within Critical Care applies to patients who are in receipt of Level 2 or 3 Critical Care.


· When a patient in Critical Care no longer requires a minimum of Level 2 care there is no acceptable justification for the mixing of sexes and accommodation in a single sex setting should be provided.


· In addition Critical Care Units should monitor and record the prevalence of provision of single sex accommodation for Level 2 and Level 3 patients.


· For the purpose of defining a breach the midnight bed count should be used.


· The breach applies only to the patient or patients who are no longer in receipt of a minimum of Level 2 Critical Care and only if they remain in mixed sex accommodation after midnight.  No other patients need to be reported.


· A financial penalty of £250 per day should be used for any breach.


· It is recognised that within Critical Care discharge to ward routinely occurs between 0700hrs and 2200hrs.  Overnight discharge is uncommon.


· A breach within Critical Care would in these circumstances attract a 2 day penalty i.e. £500.



Jane Eddleston

17 July 2011
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Cheshire and Mersey
Critical Care Network

Warrington Primary Care Trust
Spencer House

81 Dewhurst Road

Birchwood

Warrington

WA3 7PG

Please Ask For: Sarah Clarke @ 01925 867789
E-mail: sarah.clarke@warrington-pct.nhs.uk

Reference: SIC/js

09 May 2011

To: Commissioning Leads for Critical Care
Directors of Nursing
Exec Leads for Critical Care, Acute Trusts
Critical Care Nurse Managers

Dear Colleague
Re: Single Sex Accommodation In Critical Care (amended)
Dear Colleague,

Subsequent to the DH Operating Framework requirements to eliminate mixed sex
accommodation in the NHS (DH Operating Frameworks 2009-2010, 2010-2011 & 2011-2012)
guestions have arisen as to how this applies to critical care patients. These patients
traditionally occupy bays, usually with some form of solid screen between beds as well as
curtains although recently commissioned units provide increasing numbers of side rooms.

Professional letters from the CNO have sought to clarify this (PL/CNO/2009/2, this letter has
been superseded by PL/CNO/2010/3 though the annexes remain current). Additional guidance
was also provided by the DH lead for critical care through the critical care networks and widely
circulated through our network area (2009). The CNO letter (2010) states: ‘There are some
circumstances where mixing can be justified. These are few, and are mainly confined to
patients who need highly specialised care, such as that delivered in critical care units.’

Unfortunately there remains some confusion about how to implement, and monitor, this for
critical care patients. Different areas of the country have reached various solutions, with
adjoining PCTs applying different interpretations of the requirements. This is not helpful for
patients or staff and can introduce further risk into the system if applied in error. This letter
aims to clarify the position for both commissioners and providers of critical care; it also
contains a number of recommendations.

The NHS Operating Framework 2011-12 requires single sex accommodation to be available
for each and every patient, unless clinical need dictates that this is not possible. All providers

Document reviewed in 2016 by CMCCN Senior Nurse Forum





of NHS-funded care must publish a declaration, on or by 1 April 2011, that they are compliant
with the national definition to eliminate mixed sex accommodation, except where it is in the
overall best interests of the patient or reflects the patient’s choice. In February 2011 CNO
Christine Beasley and Deputy NHS Chief Executive David Flory published a letter (Gateway
ref 15552) making it clear that this declaration should be accompanied by a commitment to
audit data quality and publish the results. Annex A of this letter states:

‘Acceptable justification — i.e. NOT a breach

* In the event of a life-threatening emergency, either on admission or due to a sudden
deterioration in a patient’s condition

» Where a critically ill patient requires constant one-to-one nursing care, e.g. in ICU

* Where a nurse must be physically present in the room/bay at all times (the nurse may have
responsibility for more than one patient, e.g. level 2 care). This would be unacceptable if staff
shortages or skill mix were the rationale’

Annex C of the CNO letter (2009) explains the implications for critical care patients. In an
appendix to this letter | have tried to clarify each of those points in more detail.

Audit of compliance with single sex accommodation in critical care units should take into
account clinical need for critically ill patients. However, once the patient is no longer critically
ill, i.e. no longer requires level 3 or level 2 care, accommodation in a single sex setting should
be provided at the earliest opportunity. Commissioners and providers should seek to reach
agreement on a practical definition of where this is breached and consistent application made
for all critical care services. The national definition of a delayed discharge in critical care is
over 4 hours from decision to discharge (Intensive Care National Audit & Research (ICNARC)
Case Mix Programme), discharge within this time may not be achievable for a variety of
reasons and a longer time frame may be more appropriate (discharge within 24 hours is often
used).

Recommendation: that a breach of single sex accommodation policy in critical care is
considered to have occurred if the patient is not discharged within 24 hours* of the decision
that s/he is fit for discharge to a non-critical care bed. Critical care units are already required to
audit each delayed discharge and, should these occur after 22.00 and before 07.00 record
these as clinical incidents (ICNARC). Critical care units should be held to account for each
breach with each occasion reported internally and any action required recorded. Actions and
outcomes should be minuted at divisional level and reported through the Trust Critical Care
Delivery Group. It would be appropriate to plan to reduce the 24 hours limit further over an
agreed time scale.

* NB. Regardless of the time when the decision is made the 24 hour period used for this
purpose ends at midnight.

Recommendation: that audit of policy breaches includes an analysis of trends (linked to
critical care unit & acute bed occupancy), benchmark data with similar units (network wide or
nationally), a clear record of remedial action taken and outcomes of those actions recorded.

Recommendation: any financial penalty attached to non-provision of single sex
accommodation for critical care patients should be applied only to the length of stay in a critical
care bed from midnight after the decision has been made to discharge has been made and
only for the patient concerned and patient(s) of the opposite sex.
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Recommendation: it is helpful if commissioners have direct knowledge of the critical care
accommodation in the relevant provider unit. A brief visit to view and discuss this with the
senior nurse for critical care will be valuable. It is often possible to make alterations to existing
accommodation to improve privacy and dignity even if full single sex accommodation is not
possible.

Please contact me should you require further information or want to discuss any of the points
made in this letter or the accompanying appendix.

Yours sincerely,

Sarah Clarke

Director (Acting) &

Lead for Nursing & Service Improvement
Cheshire & Mersey Critical Care Network

Cc: CEOs PCT Clusters, GP Consortia & Acute Trusts
Clinical Directors for Critical Care
Clinical Governance leads Acute Trusts
CMCCN board
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NHS

Cheshire and Mersey

APPENDIX Critical Care Network

Re: Single Sex Accommodation In Critical Care

Annex C to the CNO letter (PL/CNO/2009/2) for critical care states ‘There are no
exemptions from the need to provide high standards of privacy and dignity. This
applies to all areas, including critical care environments.’ ‘On occasion, however, a
minority of patients may have a clinical condition which requires immediate access
to potentially life-saving treatments which can only be delivered within critical care
environments. At these points in a patient’s journey, access to and treatment within
appropriate locations is paramount. In these situations, mixing of the sexes can be
Justified.’

It goes on to list a number of principles to apply in the critical care setting (level 3
(Intensive Care) and level 2 (High Dependency Care), which | will clarify for
application in practice:

“Principles
* Decisions should be based on the needs of the individual patient
whilst in critical care environments, and their clinical needs will take
priority.”

Patients must always have access to the right care at the right time in the right
place. For critical care patients this means immediate access to a critical care bed.
The vast majority of critical care admissions are unplanned and occupancy levels
are high (generally >85% which in practice for most general units means only one
or two beds available at any one time) leaving little if any flexibility of where to
place each new admission. Judgement on where best to place the patient must be
a clinical decision taking into account the numerous factors, including the age, sex,
reason for admission and existence of any pre-existing disease, applicable to the
emergency critical care admission. (See also Annex B Gateway ref 15552).

“« Decisions should be reviewed as the patient’s clinical condition
improves and should not be based on constraints of the environment,
or convenience of staff.

* The risks of clinical deterioration associated with moving patients
within critical care environments to facilitate segregation must be
assessed.”

Although as a patient’s condition changes his or her level of care may alter, until
he/she no longer requires level 3 care, moving a patient for non-clinical reasons is
an unacceptable additional clinical risk. Clinical reasons for moving a level 3 critical
care patient from one critical care bed to another are rare, and also unusual for
level 2 patients. However, as the patient’s condition improves the opportunity to
facilitate care in a single sex environment should be given consideration and
facilitated wherever practicable.
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Cheshire and Mersey
APPENDIX Critical Care Network
“ «Where mixing does occur, there should be high enough levels of staffing
that each patient can have their modesty constantly maintained by nursing
staff. This will usually mean one-to-one nursing, or at the least, a constant
nurse presence within the room or bay.”

Caring for someone who is unconscious, confused or otherwise unaware of their
surroundings, and who is also critically ill requires specialist nursing skills. This
includes the provision of privacy and dignity as well as providing patient advocacy
and is a key component of the need to provide 1:1 skilled nursing care for level 3
critical care patients (and 1:2 for level 2 patients). These patients are particularly
vulnerable and should be cared for appropriately. This principle applies wherever
the patient is being cared for. Inexperienced staff should be closely supervised by
senior staff at all times in order to facilitate such care (NW Critical Care Networks
Service Specification for Adult Critical Care Service Specification (2011).

“

* Where possible (for instance for planned post-operative care) patient
preference should be sought, recorded and where possible respected.
Ideally, this should be in conjunction with relatives or loved ones.”

This should be possible for most elective critical care patients in specialist units,
particularly where the proportion of side rooms is high. General units have only a
small proportion (generally <5%) of elective cases, however patients should be
fully informed pre-operatively of single sex issues as well as general information
applicable to his/her critical care admission.

Further clarification was given, through critical care networks, by the DH lead for
critical care as follows:

‘this is a desire but would probably be impractical for most Level 3 and many
Level 2 patients. When a patient’s survival and recovery depend on the
presence of high-tech equipment and very specialist care, the requirement
for full segregation clearly takes a lower priority. But this does not mean that
no attempt at segregation is necessary. At the very least, staff should
consider whether it is possible to improve segregation. In new units, the
design should support segregation as far as possible. The same principles
apply to theatre recovery units where patients are cared for immediately
following surgery, before transfer to the ward etc. Whilst separate male and
female recovery units are not required, some degree of segregation remains
the ideal. High levels of observation and nursing attendance should mean
that all patients can have their modesty preserved whilst unconscious.”

In addition where alterations are made to a unit for example to facilitate infection
prevention measures, consideration should also be given to improving segregation.

SC/05/2011 CMCCN
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