EDITORIAL

Poor planning: hospital design
guidelines fundamentally flawed

Cindy Towns, Michelle Balm

occupancy hospital rooms. France adopted

single rooms for new construction 20 years
ago, while British, Dutch and Norwegian hospitals
are moving towards single occupancy designs.!
In the United States (US), single occupancy rooms
have been a minimum standard for new builds
since 2006, and in Canada, design initiatives have
single rooms as a cornerstone feature.>3

In contrast are Australia and New Zealand
design guidelines. The Australasian Health Facility
Guidelines (AusHFG) provide design guidance for
hospitals in Australasia.* AusHFG reports that their
work is informed by evidence, clinical experts
and consumers and provides a best-practice
approach. Despite these claims, the guidelines do
not provide recommendations on the proportion
of single rooms, leaving it to local jurisdictions to
determine the optimal ratio of single to multi-bed
rooms. To date, Health New Zealand — Te Whatu
Ora have aligned with AusHFG and not made
recommendations outside of what is included in
the published guide. New Zealand public hospitals
have only a small proportion of total beds as single
rooms, with the majority provided in multi-bed
rooms.

Shared rooms compromise clinical standards,
breach patient rights and privacy law and under-
mine cultural safety.’ Given the life span of hospitals,
there is no sound financial argument in their
favour. Effective infection prevention and control
is significantly more challenging with multi-
occupancy design. Potential infection sources in a
shared environment include surfaces, equipment,
air and water. Standard precautions mitigate these
risks somewhat but cannot protect from exposure
to contaminated air or water. Strong evidence
demonstrates that single rooms decrease trans-
mission of SARS-CoV-2 in hospitals and resistant
bacteria in the intensive care unit (ICU) setting.>¢
Meta-analysis confirms a reduction in hospital-
acquired infections (HAI).” This evidence is
reflected in guidelines for the control of respi-
ratory and gastrointestinal viruses, Clostridium
difficile and multi-drug resistant organisms, which
advise admission to single rooms.® New Zealand

Internationally, there has been a move to single

practitioners are frequently unable to meet these
basic standards due to poor design. In addition,
infection control competes with other patient
needs for the limited number of single rooms,
putting patients and whanau at risk and creating
tension between clinical and operational teams.

Important considerations for our healthcare
facilities are the clinical needs of an ageing popu-
lation. By 2028, 1 million people will be over 65 and
200,000 will be over 85.° Delirium and dementia,
already high prevalence conditions, will continue
torise, and pose sizeable challenges for our poorly
designed public hospitals. Delirium, an acute
confusional state, is associated with increased
length of stay (LOS), infections, poor post-discharge
function, higher need for residential care, cognitive
decline and death.5 A quarter of adult inpatients
already struggle with delirium, and fundamen-
tal to its management are single rooms.'’ Local
and international guidelines emphasise the need
for control of light, noise and sleep—factors that
are impossible to control in shared rooms with
disruption from toileting, nursing care, patient
deterioration and transfers.®

People with dementia currently number 70,000,
but by 2050 this will increase to 170,000.* Over
80% of these patients will develop the behavioural
and psychological features of dementia (BPSD),
which include hallucinations, delusions, sleep
disturbance, depression, inappropriate sexual
behaviour and aggression.!? Management guide-
lines again highlight the need for single rooms,
but due to poor design, bed shortages and a lack of
protective policies, these patients are frequently
cohorted in shared spaces.'® Hospitals continue to
place men and women in the same room despite the
threat this poses to women, a practice prohibited
in the National Health Service (NHS) since 2010.14%

Healthcare organisations have a duty of care
to provide a safe environment for patients and
staff.>!> No person should have to share a room
with a patient who is agitated, aggressive or
sexually inappropriate. Given the high rates of
delirium and dementia, this is far from assured
in our hospitals. Review of the many patient
complaints and staff incident reports would attest
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to the risks posed to patients in shared rooms.

Patient rights are not just about personal
security. The Health and Disability Code of Rights
(The Code) stipulates rights to privacy and dignity,
while the Health Information Privacy Code (HIPC)
provides the legal framework for keeping health
information private. Hospital patients often
have conditions that compromise these rights.’
Incontinence, diarrhoea and vomiting are common.
Sensory, cognitive or physical impairments also
undermine patients’ ability to manage their own
privacy. Bodily exposure is common, and in shared
rooms intimate bodily functions are performed
next to strangers who can hear, smell and sometimes
see what is occurring. Sensitive conversations
disclosing private medical information can also
be heard.

The Code not only outlines patient rights but
also the duties of providers to uphold them.
Health authorities admit that they cannot meet
the privacy requirements of the Code or HIPC
within shared rooms, so the question must be
asked as to why Health New Zealand — Te Whatu
Ora is allowed to continue to design and build
hospitals that cannot uphold basic rights.’

Culturally safe care is a requirement for practice
in New Zealand but cannot be provided in shared
spaces. Research highlights the role inappropriate
design has in poor healthcare experiences for
Maori.'¢ Participants highlighted rooms that could
not accommodate whanau and the lack of dignity
innate to having sensitive conversations in
shared spaces. Having family present overnight
is also desirable in many Pacific cultures and is
an advantage for non-English speaking patients."”
Limited space within shared rooms creates a
source of tension and distress as visitors increase
noise and disruption and further undermines the
right to privacy for other patients.

Proponents of multi-occupancy rooms cite cost
as a factor in their arguments; however, this is
flawed. Single occupancy design may cost more
initially, but this will be easily recouped over
time. US research predicted only a 5.3% increase,
with costs expected to be recouped within a year,
while United Kingdom (UK) research predicted
a similar small 5% increase.'®® Some research
also demonstrated that 100% single occupancy
can be achieved with the same space as a 50%

10

single room allocation when other space saving
features are used.? Cost gains with single rooms
will be accrued with better care of high prevalence
conditions (e.g., infection, delirium and dementia)
reducing LOS. Patient transfers (i.e., when a
patient develops a presentation change not
amenable to a shared space) and reduced drug
errors will also reduce cost and improve patient
flow.> Evidence shows that 85 single patient
rooms can achieve the same capacity as 100 beds
in a multi-bed environment.! A 2023 BM]J review
concluded that there was no economic benefit to
multi-occupancy rooms, a conclusion rendered
without including gains in delirium and dementia
management.?!

Although some have raised concerns about
falls and pressure injuries for patients in single
rooms, research demonstrates no clear difference
between single and multi-occupancy designs.>?!
Similarly, arguments that state that some patients
“prefer company” fail to accurately reflect
research that overwhelmingly favours the privacy
and dignity of single rooms.>?? Such arguments also
fail to recognise the non-equivalence between
preferences and rights.

Pleasingly, a recent meeting and correspondence
with members of the National Health Facility Plan-
ning - Infrastructure and Investment Group for
Health New Zealand — Te Whatu Ora indicates that
design teams will now recommend some patient
areas be designed with 100% single rooms (email
Health New Zealand - Te Whatu Ora, December
2024). However, these are currently limited to
paediatrics, obstetrics and gynaecology and mental
health. It is not clear why adult medical wards
housing infectious disease—and where delirium,
dementia and disability are highly prevalent—are
not currently included in these recommendations.

New Zealand hospitals must meet basic clinical,
ethical and medico-legal standards of care. The
life of a hospital building exceeds 40 years and,
consequently, so will their design errors.?® Health
facilities guidelines and design briefs must consider
infection control, the needs of an ageing population
and the privacy and dignity of all patients. New
Zealand hospitals need to follow international
best practice and move to 100% single rooms for
new builds and major renovations.
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