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Singleton Coronavirus (COVID-19) Wards Operational Policy 

1. Introduction 
 
This document outlines the Operational Policy for Singleton’s COVID-19 Wards.  

Ward 16 at Singleton Hospital has been reconfigured to create a COVID-19 admission 
Ward. As the number of patients with COVID-19 infection increase further expansion 
will occur into Wards 3 and 4.  

The policy describes the processes for the efficient and effective management of 
patients admitted to Singleton Hospital with COVID-19 and how this relates to other 
units within Swansea Bay Health Board. 

2. Purpose of the Standard Operating Policy 
 
The purpose of the standard operating policy is: 

1. To deliver efficient and high quality care for adult patients presenting with 
suspected/ confirmed COVID-19 to Singleton Hospital. 

2. Describe Infection Control procedures to minimise infection risk to patients and 
staff. 

3. Describe arrangements for the rehabilitation of patients following a diagnosis of 
COVID-19. 

4. Describe arrangements for patients approaching end of life to ensure they 
receive appropriate palliative care. 

3.  Admission Criteria 
 

1. Singleton Hospital will admit patients who require medical management of their 
COVID-19 illness. This cohort of patients would be unlikely to benefit from 
escalation of their care to critical care (see patient source below). 
 

2. Patients in this category who meet the Department of Health case definition for 
COVID-19 should be admitted to Ward 16. This will include patients with the 
following clinical features: 

 
• require admission to hospital (a hospital practitioner has decided that 

admission to hospital is required with an expectation that the patient will 
need to stay at least one night) 

• clinical or radiological evidence of pneumonia or  

• acute respiratory distress or  
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• influenza like illness (fever >37.8 (and at least one of the following 
respiratory symptoms, which must be of acute onset: persistent cough (with 
or without sputum), hoarseness, nasal discharge or congestion, shortness 
of breath, sore throat, wheezing, sneezing) 

• a loss of, or change in, normal sense of taste or smell (anosmia) in isolation 
or in combination with any other symptoms 

3. See note below for the pathway for oncology and haematology patients which 
differs from this general pathway. 
 

4. Patients with mild respiratory illness (including continuous cough or high 
temperature or anosmia) but who are well enough to remain in the community 
should follow the stay at home guidance and get a COVID-19 test. Patients 
with symptoms of COVID-19 however mild should self isolate for at least 10 
days from when symptoms started. (See Public Health England guidance Stay 
at home: guidance for households with possible or confirmed coronavirus 
(COVID-19) infection). 

4. Patient Source & Referrals 
 

1. Adult patients aged >18 year old 
 

2. Singleton Hospital will generally admit patients who are deemed unlikely to 
benefit from escalation of their care to critical care.  
 

3. The SBU Potential COVID-19 Pre-hospital triage pathway sets out screening 
criteria to identify patients who are unlikely to benefit from ICU care. These 
include: 
 

• home oxygen 
• incurable/metastatic cancer 
• severe co-morbidities of concern 
• frailty score of greater or equal to 5 and  
• chronic severe cardiovascular disease or respiratory symptoms (e.g. 

cannot walk >20 yards or climb a flight of stairs without stopping)  
 

4. Haematological or oncological condition that means the patient will benefit from 
admission to Singleton, with the patient for escalation to ICU should their clinical 
condition deteriorate. See Appendix A.      
 

5. Patients will be referred from the community via  
 

• General Practitioner’s (GPs) 
• Welsh Ambulance Service Trust (WAST)  
• AGPU (Acute General Practitioner Unit).  
• Acute Clinical Teams 
• Oncology (via the on call registrar or consultant) 
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• Haematology (via the on call registrar or consultant)  
• All referrals for admission in suspected COVID-19 patients should be 

made to the COVID-19 consultant on CISCO phone number  
between 9 am and 9.30 pm and the medical registrar out of hours on 
CISCO phone number    

 
6. Patients initially assessed in SAU, who will have been accepted for admission 

to Singleton Hospital on the basis that they are not suspected COVID-19 but 
who become suspected after arrival in SAU, should follow the pathway in 
Appendix B. 
 

7. Patients may be treated and transferred from Morriston Hospital. These referral 
should be made to the COVID-19 consultant on CISCO phone number 

 between 9 am and 9.30 pm and the medical registrar can be contacted 
out of hours on CISCO phone number   
 

8. Pregnant women with suspected COVID-19 may be admitted to Singleton and 
potentially Ward 16 as per the pathway described in Appendix C. 
 

9. Oncology patients with suspected COVID-19 should be discussed with the 
Oncology Consultant on-call where the decision regarding the benefit of 
escalation is not clear.  On CISCO phone number between 9am and 5pm and 
through switchboard out of hours. 
 

10. Patients who are felt likely to benefit from escalation of care to critical 
care should be admitted to Morriston Hospital.  
 

11. Patients who have been intubated or suffered a cardio respiratory arrest pre 
hospital should be admitted to ED at Morriston Hospital.  

5. Oncology and Haematology Admissions 
 

1. Oncology and Haematology patients can be admitted to Singleton if they are 
COVID-19 suspected and for escalation to ITU if necessary. This is to allow 
them to access the expertise of the relevant departments. Criteria when 
admission of oncology and haematology patients to Morriston instead are: 
 

• Physiological instability e.g. hypotension and tachycardia suggesting a 
likely need for critical care support in COVID-19 suspected 
oncology/haematology patients 

• Requiring > 2L oxygen to maintain Sp02 ≥90-94% oxygen saturations 
 

2. They should be considered for transfer to Morriston after initial admission to 
Singleton if confirmed COVID-19 positive and if they subsequently meet the 
criteria in the triage document (Appendix A) i.e. requiring > 2L oxygen to 
maintain Sp02 ≥90-94% oxygen saturations. 
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3. If in doubt discuss with the oncology or haematology consultant on call and the 
COVID-19 and general medical consultants. 
 

4. Each morning the on call consultant oncologist and either registrar or consultant 
haematologist will phone the COVID-19 consultant to discuss the admitted 
cases. After this discussion it will be decided if management is primarily by the 
COVID-19 consultant with support for oncology/haematology or vice versa 
depending upon the clinical needs of the patient.  Patients who are admitted 
primarily for management of their oncology or haematological condition should 
be under the care of that speciality with input as required from the COVID 
consultant. 

6. Operating Hours 
 

1. The COVID-19 Wards will be opened 24 hours a day 7 days per week including 
Bank Holidays.  

7. Ward Location, Specification and Cohorting 
 

1. Ward 16 will function as the initial acute assessment area. A number of single 
side rooms will facilitate the isolation of patients with confirmed or suspected 
COVID-19.  
 

2. Patients with a suspected COVID-19 diagnosis will be placed in side rooms. 
Initially side rooms on Ward 16 should be used. When the capacity to do this is 
exceeded patients with a suspected COVID-19 diagnosis can be isolated in 
side rooms on other Wards. 
 

3. Patients with a confirmed COVID-19 diagnosis should be managed in cohorted 
bays.  Non-suspected COVD-19 patients are admitted via SAU. 
 

4. Eventually it may become necessary to manage suspected yet unconfirmed 
cases in cohorted bays.   
 

5. Two negative pressure side rooms on Ward 16 will be reserved for patients 
already using domiciliary NIV in the community. (See section on Non Invasive 
Ventilation and Appendix D) 
 

6. After acute assessment on Ward 16 patients will be moved to a post-acute 
assessment area on Ward 3.  Other COVID-19 ward(s) will be identified and 
opened depending upon the need for increased bed capacity. 
 

7. Ward 3 will offer comprehensive geriatric assessment and multidisciplinary 
rehabilitation area for patients recovering from their COVID-19 diagnosis. 
 

8. Patients are defined as COVID-19 recovered when: 
 

a. More than 14 days after positive swab 
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8. No eating or drinking by staff outside designated rest areas.  Health Board 
guidance states that for staff breaks and changing rooms: Staff are not required 
to wear a face covering provided that physical distancing is maintained.  But 
this has implications for capacity of changing and rest areas 

9. Personal Protective Equipment 
 

1. ALL staff that wear scrubs are reminded that they MUST NOT be worn for the 
journey to work and return home.  Staff must change into them on arrival at 
work and change out of them when leaving. 
 

2. Staff working on the COVID-19 isolation Wards should follow guidelines for 
personal protective equipment as set out by Public Health England (see 
Appendix F). Department of Health Guidance is available  

 
• COVID-19: personal protective equipment use for non aerosol generating 

procedures 
• COVID-19: personal protective equipment for aerosol generating 

procedures 
 

3. Staff working in COVID-19 isolation Wards should be trained in donning and 
doffing techniques. Video regrading use of Personal Protective Equipment 
(PPE) are available on Department of Health web site.  
 
Separate videos exist for:  
 
https://www.gov.uk/government/publications/covid-19-personal-protective-equipment-
use-for-non-aerosol-generating-procedures 

 
https://www.gov.uk/government/publications/covid-19-personal-protective-equipment-
use-for-aerosol-generating-procedures 

Patients will be encouraged to wear a surgical mask (unless oxygen or 
nebuliser being delivered). 

4. Aerosol Generating Procedures (AGP) are defined as procedures that can 
generate aerosols and droplets. These include: induction of sputum including 
saline nebulisers, cardio pulmonary resuscitation, non-invasive ventilation, 
endotracheal intubation, airway suction, high flow oscillatory ventilation, 
tracheostomy, and bronchoscopy.  

10. Medical Staffing  
 

1. There will be onsite Consultant presence 9am – 9.30 pm to cover the COVID-
19 admission Ward. 
 

2. Overnight Consultant Cover will be provided via the on call Consultant 
Physician and the on call medical registrar. 
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6. The following blood tests will be taken, FBC, U+E, Glucose, LFT, CRP +/- ABG 
and lactate.  Any additional tests will be taken at the Clinician’s discretion. If BG 
is above 12.0 mmol/l a blood ketone should also be checked. 
 

7. One dry throat swab should be sent to virology for patients with suspected 
COVID-19. Appendix G contains details of collection and labelling of samples.  
 

8. Other laboratory samples should be double bagged as per Appendix G and 
labelled as suspected or confirmed COVID-19.  
 

9. Laboratory samples should be recognised as a biohazard. 
 

10. Radiology will perform a portable CXR on Ward 16. A dedicated x-ray machine 
is available and needs to be wiped down after each use. Radiology staff need 
to have PPE as required.  
 

11. Patients will be seen in order of clinical priority (with those with the highest 
NEWS first) 
 

12. A treatment escalation plan is mandatory for all patients admitted with 
suspected or confirmed COVID-19. 
 

13. Routine collection of clinical data from every patient.  Headings for spreadsheet 
are attached as Appendix H.  

12. Corticosteroids for COVID-19 

WHO Recommendations regarding the use of corticosteroids in treatment of 
COVID-19 are: 

1. A strong recommendation for systemic (i.e. intravenous or oral) corticosteroid 
therapy (e.g. 6 mg of dexamethasone orally or intravenously daily or 50 mg of 
hydrocortisone intravenously every 8 hours) for 7 to 10 days in patients with 
severe and critical COVID-19 

2. A conditional recommendation not to use corticosteroid therapy in patients with 
non-severe COVID-19. 

 
Further guidance is available at https://www.who.int/publications/i/item/WHO-
2019-nCoV-Corticosteroids-2020.1 
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13. Thromboprophylaxis 

1. The policy regarding thromboprophylaxis in Patients who are suspected or 
confirmed to have COVID-19 is attached as Appendix I. 

14. Recruitment to Clinical Trials 
 

1. Appropriate patients will be asked if they wish to participate in the RECOVERY 
trial. This National trial (based in Oxford University) aims to identify treatments 
that may be beneficial for adults hospitalised with confirmed COVID-19.  
 

2. Staff wishing to recruit to the trial need to complete training on the trial website 
(www.recoverytrial.net). 
 

3. All study documents (including the Participant Information Sheet and Consent 
Form) can be down loaded from the trial web site (www.recoverytrial.net). 
 

4. The current patient information sheet (V7.0 08-Jul-2020) and consent form (is 
attached as Appendix J.  Note: Item 6 Convalescent Plasma – consent boxes 
must have patient’s initials and not tick box. 
 

5. The Standard Operating Procedure for patients enrolled into the convalescent 
plasma arm of the recovery trial is attached in Appendix K.  This SOP is 
frequently updated. 
 

6. The research sample does not go to the lab, the Clinicians need to contact the 
Research Team on Ext who will manage and send the sample once 
taken to a central trial lab.  The research team also hold all the logs that are 
noted in the SOP. 

15. Non Invasive Ventilation 
 

1. Guidance on use of non-invasive ventilation and decision guide for NIV and 
CPAP is available in Appendix D. 
 

2. This is an aerosol generating procedure and Full PPE with FFP3 masks will be 
worn. 

16. Resuscitation 
 

1. The SBUHB Recognition of Acute Deterioration and Resuscitation Group 
(RADAR) support the use of these RCUK Guidelines, and ask you to adhere to 
them in the event of a cardiac arrest in patients with COVID-19 see Appendix 
L. 
 

2. Up to date guidance is available on the SBUHB website COVID-19 under 
Resuscitation 
(http://howis.wales.nhs.uk/sites3/page.cfm?orgid=743&pid=78026). 
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3. DNACPR on the usual documentation needs to be recorded in SIGNAL and 

communication to GP and patient. 

17. Transfer to Morriston including deteriorating patients 
 

1. Patients who after clinical review are considered candidates for potential 
escalation to invasive ventilation should be transferred to Morriston if their 
oxygen requirement increases to >2L O2 to maintain Sp02  >90-94%. 
 

2. Patients on the Singleton site who are for escalation of care to critical care 
should be discussed with ICU even if well (CISCO telephone  
 

3. A separate Standard Operating Procedure describes Inter Hospital Transfer 
arrangements. SBUHB COVID-19 Patient Transfer Pathway – St Johns 
Transport – Appendix M 
 

4. The Singleton Anaesthetic Cover Plan is attached in Appendix N. 

18. Rehabilitation 
 

1. All patients recovering from COVID-19 should have access to a 
multidisciplinary to plan their medical treatment and rehabilitation.  

 
19. Palliative Care 

1. Patients identified as approaching the end of life should be managed in line with 
All Wales Guidance: Care Decisions for the Last Days of Life (Hospital 
Use). This is available on the Palliative Care Section of the SBUHB COVID-19 
web site. 
 

2. All patients receiving palliative care should have a completed copy of this 
document placed in the medical notes to support decision making.  
 

3. Next of kin should be informed of the decision to instigate symptomatic palliative 
care.  
 

4. The Patient Symptom Assessment Sheet should be used. This is available 
on the Palliative Care Section of the SBUHB COVID-19 web site. 
 

5. Swansea Bay Hospital Specialist Palliative Care Advice and Referral line is 
available on Ext (in hours) via switch OOH (Appendix O) 
 

6. Monday-Friday there will be a daily board round with the Palliative Care team 
on Wards 16, 3 and 4 as able.  Should there be more than 4 patients having 
end of life care, a cohorted area would be created and scaled up to provide 
hospice care in the acute hospital setting.   
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7. All Wales Supplementary Symptom Control Guidance for palliative 
management of patients with COVID-19 infection is available on the Palliative 
Care Section of the SBUHB COVID-19 web site – see Appendix P. 

20. Death Notification 
 

1. All inpatient deaths due to COVID-19 should reported via the online eForm 
which is available on the Welsh Clinical Portal.  
 

2. If the death is unusual or requires sensitive handling (e.g. children, adults <40 
years with no comorbidities, health/social care worker, death in pregnancy, VIP) 
this should be communicated directly by telephone: After next of kin are notified, 
the treating NHS clinician reports the death to the Health Board Executive 
Medical Director and to the Public Health Clinician (Health Protection Team, on 
call) 
 

a. Dr Richard Evans, Swansea Bay Executive Medical Director: 
contactable via Morriston switchboard (use home phone number out of 
hours). 
 

b. For Health Protection consultant: call  and ask for the 
COVID-19 consultant of the day.  
 

3. All deaths must be reported within 24 hours. 
 

4. The details of how to do this are in Appendix Q. 
 

5. A Bereavement leaflet should be provided for next of kin including contact 
details for the general office to obtain a death certificate Appendix R.  
 

6. COVID-19 is an acceptable direct or underlying cause of death for the purposes 
of completing the medical certificate of cause of death. 
 

7. COVID-19 is not a reason on its own to refer a death to the coroner under the 
Coroners Justice Act 2009. 
 

8. COVID-19 is a notifiable disease under the Health Protection (Notification) 
Regulations 2010 but this does not mean referral to the coroner is required.  
 

9. Chief Coroners Guidance on COVID-19 is documented in Appendix S. 

21. Discharge 
 

1. All patents discharged from the COVID-19 Wards should be provided with 
appropriate follow up advice regarding self isolation including not to leave their 
homes for 10 days from when your symptoms start. Discharge information for 
patients is attached as Appendix T. 
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2. If a patient lives with others all other household members who remain well must 
stay at home and not leave the house for 14 days. 
 

3. Further advice is available at Public Health England guidance Stay at home: 
guidance for households with possible or confirmed coronavirus (COVID-19) 
infection). 
 

4. Patients not for escalation care to critical care can be transferred to Neath Port 
Talbot Hospital and Gorseinon Hospital. Protocol for NPT is attached as 
Appendix U.   

22. Visitors 
 

1. No routine visiting will be allowed on the COVID-19 Wards as per Health Board 
policy. 
 

2. Patients approaching the end of life and receiving palliative care in the last days 
of life are permitted one visitor for 1 hour.  

23. Social Distancing 
 

1. All staff should practice social distancing in work, in all areas including clinical 
areas, non-clinical work areas and staff rest areas, as well as out of work. 
 

2. Staff need to observe the 2 meters distance rule as is possible and compatible 
with delivery safe patient care.   
 

3. Staff must not crowd into one room for board rounds and use Skype and 
Microsoft Teams for meetings where feasible.  
 

4. Staff must also keep apart from colleagues when not delivering care (during 
breaks and meal times and when moving through the hospital).  
 

5. Staff are reminded to wash hands for 20 seconds with soap and water, and 
particularly after blowing their nose, sneezing or coughing.  Where facilities to 
wash hands are not available, hand sanitiser should be used.  Staff should 
cover any coughs or sneezes with a tissue, then dispose of the tissue in a bin 
and immediately wash their hands. 

24. Additional Information 
 

1. Further Guidance on delivering clinical care to patients during the COVID-19 
pandemic and using a SPACES approach is attached as Appendix V. 
 

2. Updated guidance on diabetic management during the COVID-19 era including 
Front Door Guidance and Managing Inpatient Hyperglycaemia Appendix W. 
 

 

CID: 3368 Published:  May 2020 Last Review:  December 2020 Next Review:  January 2021

Paper copies of this document should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent.





 

17 

10/11/2020 

 

CID: 3368 Published:  May 2020 Last Review:  December 2020 Next Review:  January 2021

Paper copies of this document should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent.







 

20 

10/11/2020 

Appendix D 
 

Singleton Hospital Non-Invasive Ventilation Plan – 24/8/20 
 

Please liaise with EMU nursing staff for non-vented mask and circuit regardless of patient’s 
place of admission 
 
Please refer all patients to the respiratory team (CNS and medical respiratory teams) 
 
If any doubt / capacity issues, please contact a Respiratory Consultant eg Dr Finn 
 
 
Patients with type 2 respiratory failure requiring acute non-invasive ventilation (NIV) 
 

• All patients (current IP or new admission) requiring acute non-invasive ventilation 
for T2RF will be admitted to the EMU negative pressure cubicles (2) on Ward 16 
(regardless of presenting complaint) – please discuss all cases with a Respiratory 
Consultant (eg Dr Finn via switch) 
 

• Full airborne PPE with FFP3 masks will be worn within the room at all times until 
patient has two negative swabs and has been placed in the “low risk” category. 

 
• Patient is swabbed for COVID 19 on arrival and the sample marked URGENT NON-

INVASIVE VENTILATION. The sample must go urgently to the Singleton lab.  
 

• The patient will be cared for by an NIV trained nurse from EMU (who will shut a bed 
in EMU to free staff) 

 
• The patient will use a non-vented mask and circuit  

 
• The mask will be fitted to the patient before the machine is switched on, and the 

machine switched off before the mask is removed 
 

• Escalation decisions need to be documented – if the patient is for full escalation then 
early discussion with ITU is appropriate. 
 

• If ongoing NIV is required, once there are 2 negative Covid 19 swabs and a low 
clinical suspicion of Covid 19 infection, the patient can be nursed in the open EMU 
area with appropriate PPE. 

 
 
Patient with domiciliary non-invasive ventilation (NIV) 
 

• All patients requiring admission to Singleton Hospital who have domiciliary non-
invasive ventilation will be admitted to the negative pressure cubicles (2) on Ward 16 
(regardless of presenting complaint) – please discuss all cases with a Respiratory 
Consultant  
 

• Follow instructions above regarding PPE / swab / equipment / staff / escalation 
 

• If the patient has a humidification unit attached to their domiciliary NIV machine it 
should be detatched 
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• If the patient requires ongoing EMU care, once there are 2 negative Covid 19 swabs 

and a low clinical suspicion of Covid 19 infection, the patient can be nursed in the 
open EMU area with appropriate PPE 
 

• If the patient does not require ongoing EMU care, once there is 1 negative Covid 19 
swab and a low clinical suspicion of Covid 19 infection, the patient can be moved to a 
cubicle on ward 8 

 
 
Patient with domiciliary continuous positive airway pressure (CPAP) for complex 
obstructive sleep apnoea/obesity hypoventilation (OSA/OHS) 
 

• All patients requiring admission to Singleton Hospital who have domiciliary CPAP for 
complex OSA/OHS who cannot manage without their CPAP and are not self-
sufficient will be admitted to a cubicle on Ward 16 (regardless of presenting 
complaint) – please discuss all cases with a Respiratory Consultant  
 

• Follow instructions above regarding PPE / swab / equipment / escalation 
 

• If the patient requires ongoing EMU care, once there are 2 negative Covid 19 swabs 
and a low clinical suspicion of Covid 19 infection, the patient can be nursed in the 
open EMU area with appropriate PPE 
 

• If the patient does not require ongoing EMU care, once there is 1 negative Covid 19 
swab and a low clinical suspicion of Covid 19 infection, the patient can be moved to a 
cubicle on ward 8 

 
• If self-sufficient – Consider cubicle in SAU or ward 8 for Covid swab / further 

assessment and non-vented mask and circuit regardless of presenting complaint 
(Contact EMU nurses) 
 
 

Patient with domiciliary continuous positive airway pressure (CPAP) for simple 
obstructive sleep apnoea (OSA) 
 

• Patients requiring admission to Singleton Hospital for Covid symptoms who have 
domiciliary CPAP for simple OSA who can manage without their CPAP will be 
admitted to a cubicle in SAU / Covid ward for assessment and Covid swab 
 

• Patients requiring admission to Singleton Hospital for non-Covid symptoms who 
have domiciliary CPAP for simple OSA who can manage without their CPAP will 
be admitted to SAU for assessment 

 
• If they are likely to require prolonged admission (ie more than 48 hours) please send 

Covid swab regardless of symptoms 
 

• Do not use CPAP until Covid status known 
 

• Follow instructions above regarding PPE / swab / equipment / escalation 
 

• Follow instruction above regarding swab result and location of CPAP use 
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CPAP/NIV awareness 
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*NIV/CPAP are aerosol generating 
procedures 

 

Patients are not able to use their home circuits in 
hospital during COVID-19 

 

Patients require a non-ventilated mask and closed 
circuit 

 

 All patients admitted/transferred to Singleton 
who use NIV/CPAP at home require referral to 
the Respiratory Nurses  
 
*Out of hours contact EMU for advice 

Respiratory nurses Ext   EMU  
 

Any concerns contact respiratory consultant  
 

For Further information please Refer to decision guide 
for NIV/CPAP 
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Decision guide for NIV and CPAP – 24/8/20 

If in doubt – contact Respiratory Consultant 
  

1. Does the patient have symptoms suggestive 
of COVID 19? 

 

If Yes – 
Straight to cubicle in SAU or Covid Ward for assessment 
 
If No – 
Go to question 2 

2. Does the patient have acute type 2 
respiratory failure despite controlled oxygen 
and require bi-level non-invasive ventilation 
(NIV)? 

 

If Yes – 
Straight to EMU negative pressure cubicle on Ward 16 for 
trial of NIV 
 
If No – 
Go to question 3 

3. Does the patient have domiciliary bi-level 
non-invasive ventilation (NIV)? 

 

If Yes – 
Straight to EMU negative pressure cubicle on Ward 16 for 
domiciliary NIV regardless of presenting complaint for Covid 
swab / further assessment and non-vented mask and circuit 
If No – 
Go to question 4 

4. Does the patient have continuous positive 
airway pressure (CPAP) for complex 
obstructive sleep apnoea (OSA) / obesity 
hypoventilation syndrome (OHS) and heart 
failure?  

ie cannot manage without CPAP 
Or patient feels they cannot manage 
without CPAP 

If Yes – 
Go to question 5 
 
If No – 
Go to question 6 
 
 

5. Is the patient completely self-sufficient and 
independent with their CPAP and is there a 
low clinical suspicion of Covid 19 infection? 

If not self-sufficient –  
Straight to EMU negative pressure cubicle on Ward 16 for 
domicilary CPAP regardless of presenting complaint for 
Covid swab / further assessment and non-vented mask and 
circuit 
If self-sufficient – 
Consider cubicle in SAU or ward 8 for Covid swab / further 
assessment and non-vented mask and circuit (Contact EMU 
nurses). 
Elective surgical cases who are self sufficient with their 
CPAP should remain on the surgical ward using a non vented 
mask and closed circuit provided by respiratory CNS or EMU. 

6. Does the patient have continuous positive 
airway pressure (CPAP) for simple 
obstructive sleep apnoea (OSA)? ie can 
manage a couple of nights without CPAP 

 

If Yes – 
Go to question 7 
 
If No – 
Can be admitted to SAU for assessment 

7. Is the patient completely self-sufficient and 
independent with their CPAP and is there a 
low clinical suspicion of Covid 19 infection? 

 
• Can be assessed in SAU 
• If admission likely >48hrs swab for 

COVID 19 
• Do not use CPAP until swab result 

available if patient can tolerate 
 

If not self-sufficient –  
Consider cubicle on ward 8 for further assessment and non-
vented mask and circuit (Contact EMU nurses) 
 
If self-sufficient – 
Consider cubicle on SAU or ward 8 for further assessment 
and non-vented mask and circuit (Contact EMU nurses). If 
clinical need requires non-respiratory specialist ward, then a 
discussion with the ward nursing staff and a cubicle is 
required (eg self-sufficient CPAP patient awaiting angiogram 
can go to cubicle on ward 9 if nursing team agree) 
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Appendix F 
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Step 6:  Re-check coagulation screen three times a week and/or if clinical deterioration 
 

Thromboprophylaxis should be reviewed regularly and adjusted according to clinical situation, balancing risk of 
bleeding against risk of thrombosis. 

If COVID-19 excluded, use standard dose thromboprophylaxis 
Step 7: Consider extended thromboprophylaxis if the patients hospital stay has been >7 days 
  

On discharge, consider prescribing 14 days of either standard prophylactic dose enoxaparin or rivaroxaban 
10mg OD. Do not use rivaroxaban if platelets less than 50x109/L or enoxaparin if platelets less than 30x109/L 

Further Information 

The decisions to support increased doses of thromboprophylaxis in patients with suspected or confirmed COVID-19 
infection were taken following a meeting held between clinicians involved in the management of COVID-19, from 
various specialities and disciplines (e.g. haematology, critical care, renal, respiratory, general medicine and nursing).  In 
light of emerging evidence showing the increased thrombogenicity associated with COVID-19 infection intermediate 
dose thromboprophylaxsis is considered appropriate supported by emerging evidence, ongoing randomised control 
trials and society guidelines 

The guideline will be updated in response to emerging evidence 

Thrombosis risk includes: Acute infection (including pneumonia), dehydration, heparin use in heparin induced 
thrombocytopenia, active cancer or cancer treatment, patient aged 60 or over, known thrombophilia, obesity (BMI 
>30kg/m2), personal or family history of VTE, use of oestrogen-containing contraceptive therapy, varicose veins with active 
phlebitis, pregnancy or ≤ 6 weeks post-partum, use of hormone replacement therapy, significantly reduced mobility for 3 
days or more, critical care admission, hip or knee replacement, hip fracture and acute exacerbation of heart failure 

Bleeding risks/ contraindications to pharmacological thromboprophylaxis include: Active / risk of bleeding, previous 
heparin induced thrombocytopenia (use fondaparinux), concurrent use of anticoagulants, e.g. warfarin INR >2, bacterial 
endocarditis, pericarditis, thoracic aneurysm, acquired bleeding disorder, such as acute liver failure, uncontrolled systolic 
hypertension ≥ (230/120mmHg or higher), acute stroke or risk of central nervous system bleed, e.g SAH, untreated 
inherited bleeding disorder (such as haemophilia and von Willebrand’s disease), known heparin allergy (use fondaparinux), 
neurosurgery, spinal surgery or eye surgery, lumbar puncture/epidural/spinal anaesthesia expected within the next 12 
hours, Other procedure with high bleeding risk, lumbar puncture/epidural/spinal anaesthesia within the previous 4 hours 

Lower end platelet cut off for LMWH: Whereas SBUHB policy usually contraindicates the use of prophylactic LMWH in 
patients with a platelet count of less than 75x109/L, given the thrombogenicity of COVID-19 and in line with national and 
international guidance, the threshold has been lowered to 30 x109/L for this patient group 

Coagulopathy: Although coagulopathy in the absence of bleeding is not a contraindication, the following abnormal 
coagulation parameters should be reviewed with patient’s consultant before prescribing thromboprophylaxis 

o PT (prothrombin time) > 6 seconds beyond upper limit of normal (ULN) 

o APTT (activated partial thromboplastin time) > 6 seconds beyond ULN 

o Fibrinogen < 1 g/L 
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Extended thromboprophylaxis: Patients who have required a hospital stay of more than 7 days should be considered for 
extended (14 days) thromboprophylaxis as part of their discharge plan. First line therapy should be with enoxaparin at a 
dose of 40mg once a day, with the dose reduced to 20mg OD in patients with a CrCl of <30ml/min. Enoxaparin should not 
be used in patients with a platelet count of <30x109/L. Patients requiring enoxaparin should be supplied with a sharps bin 
and shown how to self-administer. For patients with practical difficulties in administering enoxaparin, rivaroxaban at a 
dose of 10mg once a day should be considered following discussion with the patient’s senior clinician. Rivaroxaban should 
not be used in patients with a platelet count of less than 50x109/L or a CrCl of less than 15ml/min. It should be noted that 
there is currently no UK license for rivaroxaban use in medical prophylaxis. All patients should be given a Thrombosis UK 
Hospital Acquired thrombosis leaflet 

CrCl<15 : Enoxaparin 20mg OD with anti-Xa monitoring or Heparin 5000 units TDS (BD if PLTS 30-80x109/L) may be 
appropriate 

Authors and contributors: K. Power, S. Pegler, A. Benton, J. Gorst, E. Evans, A. Marks, M. Krishnan 
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Appendix J 

 

CID: 3368 Published:  May 2020 Last Review:  December 2020 Next Review:  January 2021

Paper copies of this document should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent.



 

34 

10/11/2020 

CID: 3368 Published:  May 2020 Last Review:  December 2020 Next Review:  January 2021

Paper copies of this document should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent.



 

35 

10/11/2020 

CID: 3368 Published:  May 2020 Last Review:  December 2020 Next Review:  January 2021

Paper copies of this document should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent.



 

36 

10/11/2020 

  

CID: 3368 Published:  May 2020 Last Review:  December 2020 Next Review:  January 2021

Paper copies of this document should be kept to a minimum and checks made with the electronic version to ensure that the printed version is the most recent.



 

37 

10/11/2020 

Appendix K 
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Appendix L 

Resuscitation Council UK Guidelines 
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Appendix M 
 

                       STANDARD OPERATING 
PROCUDURE  

 

Title 

 

SBUHB Covid-19 Patient Transfer Pathway – St Johns Transport  

 

Purpose 

 

The purpose of this document is to describe the operating procedure for Health 
Board transfers of deteriorating Covid-19 patients to Morriston Hospital. 

 

Scope 

 

This applies to patients being transferred from hospitals within Swansea Bay 
Health Board. Agreement between clinicians for this cohort of patients to be 
brought to the Morriston site due to their deteriorating condition. This is to 
commence on Monday 6th April 2020. 

Service Need  Supporting 
Information  

 A St John Ambulance has been redirected to become a 
dedicated USC vehicle with a two person crew (Urgent Care 
Crew) to support inter hospital transfers within the Health 
Board. This is based on the fact there is likely to be more 
transport requirements and less availability of WAST.  

Vehicle specification  

• Ferno Stretcher 
• Suction Unit 
• Piped O2 & Entonox 
• Inverter and 8 x3 pin sockets to run medical equipment  

 

We need rapid transfer for deteriorating patients before they 
require venting from Singleton to Morriston Hospital.  This 
vehicle will support this transfer and if not available then 
WAST transfer will be requested - (30 minutes to 2 hour 
window for immediate transfer). 
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In the likely demand for Covid-19 admissions this will provide 
additional timely transfer for non-intubated patients (or 
intubated patients with a retrieval team), needing immediate 
access to critical care in Morriston.  

The default position for the transfer of vented patients would 
be via this dedicated vehicle and an ICU/Anaesthetic doctor 
and nurse/ODP will be with every intubated/ventilated 
patient. Out of Hours (between 19:30-07:30) and if the 
dedicated St John vehicle was not available then the request 
needs to go through to WAST.  

The process for WAST involves contacting the Clinical 
Control Centre and requesting a transfer, which can be listed 
for ‘Immediate’, ‘Urgent’ or ‘Routine’ response. (Those calls 
are listed along with 999 emergency responses and therefore 
may get overruled by calls within the community when there 
are insufficient resources available).  

The St John vehicle does have the capability to transfer 
vented patients, supported by a Health Board transfer / 
retrieval team if required.  

Communication between receiving hospital, transferring 
personnel and ambulance control is vital.  

This 12 hour transport provision is currently 07:30 – 19:30 

Instruction  Supporting 
Information  

 Singleton –  Deteriorating Patients 

Process to ITU  

- Referring Singleton doctor to call ICU Consultant EXT 
 and confirm that patient has been accepted by 

critical care for intubation  
 

- Ring Singleton Site Manager – EXT – is St John 
transfer ambulance available  - St John Vehicle 
number –   - (Site Teams have 
individual crew members phone numbers as back up) 
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- If St John crew not available  - Phone WAST Clinical 
Support Desk Duty Manager to request WAST 
immediate transfer –  
 

- Referring doctor to confirm whether escorting staff 
come from Singleton or if  Morriston will be able to 
provide retrieval team on ambulance - if so taxi to be 
arrange via Morriston Clinical Site Matron to take team 
to Singleton from Morriston  -  Ext  
 

- On arrival of Transport referring Singleton doctor to 
ring Critical Care Nurse in Charge Morriston– EXT 

to confirm departure, check exact destination 
and estimated time of arrival  
 

- Critical Care Nurse in Charge EXT -  or Site 
Matrons EXT -  to arrange porters and any 
assisting staff to Pharmacy entrance  
 

- To enter Morriston Hospital via Pharmacy corridor  
 

- Follow Portering / Hospital Operations SOP on 
movement of patients through Morriston – 

 Singleton – Intubated Patients  

Process to ITU  

- Referring Singleton doctor to call ICU Consultant EXT 
and confirm that patient has been accepted by 

critical care   
 

- Ring Singleton Site Manager – EXT  – is St John 
transfer ambulance available  - ST John Vehicle 
number –  

 

- If St John crew not available then  Phone WAST 
Clinical Support Desk Duty Manager to request WAST 
immediate transfer – 0300 123 9236 / 999  
 

- Referring doctor to confirm whether escorting staff 
come from Singleton or if  Morriston will be able to 
provide retrieval team on ambulance - if so taxi to be 
arrange via Morriston Clinical Site Matron to take team 
to Singleton from Morriston  -  Ext  
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Appendix N 
 
SWANSEA BAY UNIVERSITY HEALTH BOARD 

Singleton Anaesthetic cover plan 
Finalised - 20th March 2020 
 

 
As from 20th March 2020 
 
2 tier consultant model in Singleton Hospital 24/7 
1 Consultant will be resident 24/7 (6 person rota) 
1 Consultant non-resident 24/7      (4 person rota) 
 
Supported by 2 Junior doctors resident 24/7 (number on rota TBC) 
 
In the event of a need to intubate a COVID-19 patient, the non-resident 
consultant will be called in to cover Obstetrics, allowing for a two person 
intubation team, whilst retaining safe cover for obstetrics. 
 
The transfer team will then have to be confirmed on a case by case basis, it 
may be provided by Morriston rotas, it may be one of the Singleton 
anaesthetists.  
 
In the event that the transfer team is the Singleton team, it is recognised that 
this will significantly impair the ability to both intubate a further COVID-19 
patient and safely cover obstetrics. 
  
Every single transfer will be reviewed within 48 hours.  The initial invitation 
will be to all those involved in the case and the current cross site planning 
team.  It is not expected that all of these will attend however it should provide 
sufficient input to appropriately review the case. 
 
This policy is directly linked to the SBU potential COVID-19 pre-hospital 
triage pathway (adult and non-pregnant) 
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Appendix O  

Palliative Care Advice 
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Appendix P 
 
Care Decisions for the Last Days of Life 

All Wales Supplementary Symptom Control Guidance for palliative management 
of patients with COVID-19 infection 

Context and use of this document:  
• This guide supplements the Symptom Management Guidelines in the 

CARE DECISIONS document to support the care of adult patients with Covid-
19 infection who require palliative management of their condition. 

• NB These are All Wales pragmatic prescribing suggestion in response to the 
pandemic. 

 
Symptoms of Covid-19 infections 
The symptoms most commonly experienced by patients as a result of Covid-19 
infection are:  

Breathlessness / Dyspnoea         Agitation     Anxiety 

In addition, other pre-existing conditions may need to be considered when assessing 
patients’ needs e.g. management of pain and nausea. Delirium has also been reported 
as a feature with Covid-191.  See Care Decisions Symptom Control guidance for 
management of other symptoms.  Specific advice on possible Covid-19 conditions is 
shown below. 

Breathlessness - Use of Opioids:  
There is good evidence that opioids reduce breathlessness in cancer and non-cancer 
patients.  Opioids should not cause CO2 retention, if used appropriately (maximum 
dose orally 30mg/24hr2). However, morphine and midazolam should be avoided or 
used with caution in patients who have further options for treatment escalation, or in 
whom escalation decisions have not been clarified. 

• If possible start with Oral Morphine (Oramorph)  2.5mg – 5mg  prn 2 hourly 
initially and increase by  30-50% (daily) up to max of 30mg/24 hours  

• If beneficial consider 4 hourly regular dosing  
• If NBM start 1.25-2.5mg Subcutaneous Morphine injection prn 2 hourly and 

titrate as above. 
• The lowest starting dose should be used in the elderly.  
• In the presence of moderate-severe renal impairment, oxycodone should be 

used if possible starting oral oxycodone 1-2mg prn 4 hourly or use 1mg 
subcutaneous oxycodone injection (smaller doses are not safely measured).  

                                                           
1 https://www.bgs.org.uk/resources/coronavirus-managing-delirium-in-confirmed-and-suspected-cases  
2 Ekström M P et al. BMJ 2014;348:bmj.g445 
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• When starting opioids monitor for signs of toxicity i.e. myoclonic jerks, new 
drowsiness, visual hallucinations or vivid dreams and at a later stage reduced 
respiratory rate below 8/min.  

• If concerns re toxicity, IV/SC naloxone should be given in line with local health 
board guidance.  

 
Anxiety & Dyspnoea - Use of Benzodiazepines:  
There is no evidence that benzodiazepines directly relieve breathlessness but they 
are commonly used for anxiety that can accompany dyspnoea.  Patients experiencing 
panic attacks may also benefit from explanation and reassurance. 

• Lorazepam 0.5mg sublingual prn up to qds. Can be up-titrated 
• Diazepam 2mg qds  
• Midazolam 5 – 15 mg continuous subcutaneous infusion (CSCI) /24 hour in 
terminal phase, may need higher doses 

Terminal breathlessness 
Breathlessness in imminently dying patients can be distressing for both patients, their 
loved-ones and healthcare professionals.  A calm, positive, logical approach can do 
much to alleviate the distress of the patient.  Anxiolytics are often necessary to 
alleviate the associated distress of breathlessness. 
 
Treatment of dyspnoea: 

• Start Morphine Sulphate via CSCI. The dose will depend on whether the patient 
is already receiving an oral opioid:   
o If already taking oral morphine divide the total 24 hour dose by two for the 

appropriate 24 hour dose of SC morphine via CSCI.  
o If the patient is opioid naïve, consider starting morphine 10-15mg/24hours 

CSCI with 2.5mg SC prn and titrate as required.   
• Alternatively CSCI with oxycodone 5-10mg/24 hours can be used for patient s 

with significant renal dysfunction. 

To relieve the anxiety/agitation of terminal breathlessness, consider adding: 
• Midazolam 5- 10mg/24hours CSCI with 2.5mg SC stat and titrate as required 

according to prn use. Start lower dose with renal dysfunction.   
If midazolam is not effective or available consider: 

• Levomepromazine 12.5 mg - 25mg/24hours CSCI, with 6.25 mg SC stat and 
titrate as required.  Or Haloperidol 2.5 mg - 5mg /24 hours via CSCI, with 0.5mg 
- 1.5mg SC stat.    
Both levomepromazine and haloperidol have anti-nausea effects. 

Respiratory Secretions at the End of Life 
There is no consistent evidence to show that noisy upper airway secretions cause 
breathlessness to the dying patient, but the sound can be difficult for family members 
and choking must be avoided at all cost.  Ensure all patients receive regular oral 
care using a soft toothbrush and oral balance gel. 
Consider the following: 
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• Reposition the person on one side with the upper body elevated to aid postural 
drainage.  

• Consider upper airway suctioning, if appropriate (with full PPE as aerosol 
generating procedure). 

• Consider a trial of anticholinergics and /or diuretics to reduce noisy respiratory 
secretions if they are causing distress and conservative measures have not been 
successful.   

• The anticholinergic drug of choice is Hyoscine hydrobromide 0.4mg subcut PRN 
2 hourly up to 2.4mg over 24hours.  

• Alternatives which are less sedating include: Glycopyrronium bromide - 0.2 mg 
PRN 2 hourly subcutaneous up to 1.2mg total over 24 hours and Hyoscine 
butylbromide (Buscopan) - 20mg subcutaneous PRN, up to 120mg  over 24hours.  

• Furosemide injection can be used subcutaneously if no IV access in similar doses 
if indicated and should be considered if not responsive to anticholinergics or 
history of cardiovascular disease.  

Palliative Care Advice – general and stock control requirements 
• All areas to ensure adequate stocks of anticipatory medication are available (eg 

morphine, midazolam, hyoscine hydrobromide, glycopyrronium, 
levomepromazine and haloperidol)   

• Infusions can be administered in the acute setting with the use of an intravenous 
pump used subcutaneously to ensure availability of McKinley T34 pumps for 
community use 

• All areas to ensure access to a stock of Vygon Administration set  and Saf T Intima 
needle free access device.  

For further information or advice, contact your local Specialist Palliative Care 
Team (SPCT) 
 
Contact details for Swansea Bay SPCT are: 

• Ext 39244 Monday to Friday 8.30am to 5.00pm (excluding bank holidays). 
• Out of Hours advice available via Switchboard (Morriston/Singleton). 
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Appendix Q 

Process for Reporting Deaths from COVID -19 
 
Reporting inpatient deaths due to COVID-19 should be done via the online eForm 
which is available on the Welsh Clinical Portal.  

All deaths must be reported within 24 hours. 

The Executive Medical Director issued the following advice on 30th April 2020 
regrading routine reporting and reporting of sensitive deaths. 

1. Routine reporting 
 

• You are asked to report any suspected COVID-19 death in a hospitalised 
patient who has been laboratory confirmed with COVID-19 within 28 days prior 
to death via the eForm on the WCP. 

 
• There is no longer any need to email me the details separately or to contact 

the on-call Public Health consultant. 
 

2. Sensitive deaths 
 

• If the death is unusual or requires sensitive handling (e.g. children, adults <40 
years with no comorbidities, health/social care worker, death in pregnancy, 
VIP) this should be communicated directly by telephone:  
 

• After next of kin are notified, the treating NHS clinician reports the death to the 
Health Board Executive Medical Director and to the Public Health Clinician 
(Health Protection Team, on call) 

 
o Dr Richard Evans, Swansea Bay Executive Medical Director: 

contactable via Morriston switchboard (use home phone number out of 
hours). 

 
o For Health Protection consultant: call  and ask for the 

COVID-19 consultant of the day.  
 

• After contacting by telephone, the electronic report can be completed via the 
WCP. 
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Appendix Q Continued. 

Enhanced surveillance of COVID-19 – Rapid Mortality Monitoring 
Guidance on COVID-19 Mortality Surveillance form in Welsh Clinical Portal 
 
• On 6th March 2020 Coronavirus Infectious Disease 2019 (COVID-19) became a 

notifiable disease in Wales and SARS-CoV-2 became a notifiable causative 
agent [1]. As part of a range of enhanced surveillance measures for COVID-19 
Public Health Wales are asking for deaths in patients who are confirmed with 
COVID-19 to be reported in a timely way. Mechanisms currently in place for this 
vary from area to area, with different data available depending on the reporting 
route.  
 

• NHS Wales Informatics Service (NWIS) has developed an electronic reporting 
form within the Welsh Clinical Portal (WCP) digital patient record to help 
standardise the data provided within the rapid notification of deaths of 
hospitalised patients with COVID-19 infection and to facilitate basic data 
cleansing, deduplication and analysis by Public Health Wales.  

 
• Clinicians are asked to complete the WCP COVID-19 Mortality Surveillance 

e-form to report suspected COVID-19 deaths in hospitalised patients who 
have been confirmed with the virus within the 28 days prior to death. 

 
• In addition to basic demographic details which are automatically populated from 

the patient’s digital record, reporting clinicians are asked to provide the primary 
cause of death (if Coroner’s case, please just enter ‘Coroner’) and contributing 
factors, where available, and complete appropriate tick-boxes relating to 
underlying risks. 

 
• The form can be accessed in the Welsh Clinical Portal (WCP) through the patient 

digital record. An e-learning video will be available for users to refer to, 
demonstrating the steps to complete the form. A quick reference user guide will 
also be shared with health boards. Once the e-form has been completed, it will 
be stored in the WCP patient digital record. Data will be extracted from these e-
forms for use by PHW. 

 
• Additional guidance in completing the form is included below. 

 
• This system is being established as a time-limited emergency enhanced 

surveillance to directly inform response to the COVID-19 pandemic in Wales. 
 

• It should be stressed that this form does not replace any of the official 
processes on death certification and registration and for the death of any 
child (under 18 years of age) please also notify your Health Board’s 
safeguarding lead as per usual child death protocols. 

 

[1] Welsh Government, 6th March 2020. The Health Protection (Notification) (Wales) (Amendment) Regulations 
2020. Available from: https://gov.wales/health-protection-notification-wales-amendment-regulations-2020 
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Appendix R  
 

 

 

 

Bereavement Information 
If you have been given this leaflet, you have experienced the death of someone 
close to you. We are very sorry for your loss, and we know that this can be very 
difficult and distressing time. 

 
• This leaflet aims to explain what happens next.  

 
• As you know, your relative was suffering from the Covid -19 virus, which is 

highly infectious. Because of this, we recommend that we destroy any clothing 
and disposable belonging, so you do not have to take contaminated items 
home. We will of course disinfect any jewellery such as wedding rings, and 
return them to you.  
 

• Your relative will leave the Ward and stay in the Chapel of Rest here in 
Singleton, until you can make arrangements with a funeral director. They will 
need to be informed about the virus. 
 

• In the next few days, you will need to register the death of your loved one at 
County Hall. To do this you will need a Death Certificate.  
 

• This will be generated from the General Office in Singleton.  
 

• Please contact them on 01792 285818 to arrange this.  Certificates are not to 
be collected but will be emailed to the Registrar in County Hall directly.  
 

• If you have any unanswered questions about the care or treatment received on 
our Wards, or just feel to want to talk, please contact the Ward Sister/ nurse in 
charge on 01792 517015 and we are more than happy to answer any quires 
that may help you through this difficult time.   
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Appendix S 

Chief Coroners Guidance on COVID-19 
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Appendix T 
Important advice for patients discharged from hospital  

following treatment for confirmed COVID-19 

We are so pleased that our clinical staff have assessed that you are now well enough to leave 
hospital and to return either to your home or to another type of community care where you will be 
looked after.   

It is really important that you are fully aware of the following advice: 

 After discharge, you should remain in self-isolation for a further 7 days.   
 You should inform your family, friends and any potential visitors to your home or care environment 

that you are in self-isolation for 7 days.  
 Any regular health monitoring if required, will be arranged before you are discharged. 

Your home should be prepared for self-isolation and you must take all necessary precautions in 
order to protect members of your family, friends and the wider community from infection and 
further spread of COVID-19. To do this you must: 

 Try to stay in a single room with good ventilation, keeping the window slightly open if possible.  
 Please ensure your belongings are thoroughly cleaned and hard surfaces such as spectacle 

cases, remote controls and telephones are wiped with a disinfectant wipe.  
 Stop close contact with members of your family and pets where possible.  
 Eat your meals away from your family.  
 Wash your hands regularly, use your own toiletries and toothbrush. Use a separate towel.  

If you remain well and do not have any further signs or symptoms such as a temperature 8 days 
after discharge you should then follow the government guidelines for social distancing.    

If your condition worsens or your family begin to experience symptoms, then please contact the 
111 coronavirus service for advice, informing the call handler that you are COVID-19 positive.  

If you're given any medication to take home, you'll usually be given enough for the following 7 
days. The letter to your GP will include information about your medication. 

If you have any suggestions or concerns regarding your treatment and care, please talk to the 
Patient Advocacy Liaison Service available at: 

• Morriston Hospital – 01792 531275/517038 or ABM.MorristonPALS@wales.nhs.uk 
• Singleton Hospital – 01792 205666 or ABM.PALSTeamSingleton@wales.nhs.uk 
• Neath Port Talbot Hospital – 01639 684666 or ABM.PatientExperienceNPT@wales.nhs.uk 

Alternatively please leave us your feedback or make a 
suggestion about how we could improve by following the 
link:  Hospitals: 
https://abmunhs.snapsurveys.com/s.asp?k=141044531533 

For further advice please dial 111 
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Appendix V 
Guidance on delivering clinical care to patients during the COVID-19 pandemic 

This guidance is to make recommendations about how to approach patient care in general; we need 
to ensure we deliver good care as it is required, while minimising any infection risks. 

All patients are potential sources of infection, how we practice can minimise transmission in both 
directions. Personal Protective Equipment (PPE) is only part of the strategy to reduce the risk to 
staff and patients. 

All staff should practice social distancing in work, as well as out of work. Do no cluster around e.g. the 
notes trolley. Don’t crowd into one room for board round. 

Meticulous hand hygiene at every opportunity throughout the day. 

 

• Maximise the distance between you and the patient and minimise close interactions. 
o Only approach a patient and examine them if you need to. If the patient says they are 

well, the observations (if being done) are satisfactory, there are no nursing concerns 
and you have no other reason to approach the patient, do not move to within 2 
metres of the patient. 

o If contact is required, only one doctor should do so. Anyone else on the Ward round 
stay out of the clinical area 

o Wards rounds should be with the minimum number of doctors e.g.  
 A suggested model could be: 

• Consultant Ward rounds with 2 juniors, one to prepare notes for 
current patient while other prepares notes for next patient 

• Another doctor should be available as a runner to sort jobs e.g. 
arrange CT scans.  

• If all above are being fulfilled 
o Compete discharge summaries 
o Attend to your training. COVID and general  
o Support the Ward in general with whatever they can help 

with 
• Review all patients’ need for observations. If patients are medically fit for discharge consider 

reducing observations to once per day or stop them altogether. If no observations are being 
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done, use other ways to assess the patient. E.g. are they alert, eating and drinking are they 
mobile, are they talking etc. 

• Review and minimise medication where it is safe to do so. Try and make all medication once 
or at most twice per day where possible. 

• Patients in the last days of life should have their care guided by the All Wales Care Decision 
Tool. They should be nursed in an area where they can be seen (bay with a window, visible 
through window of a door) so that their comfort can be monitored frequently without having 
to go to the bedside.  

• Nursing interventions should be batched. E.g. do personal care, feeding, observations, 
medication all in one go and for all patients in a bay in one go. 

• Remind patients of hand washing and cough etiquette. Bear in mind the effects on your 
patient of isolation and think of ways to support them creatively. 

• Doors to all rooms to be kept closed. 
• Charts to be kept away from the bedside outside of rooms. 

 

Make sure all your patients have an advance care plan. If they are DNACPR make sure the discussion 
with patients and family is well documented, the proper form is completed and the outcome recorded 
on SIGNAL. Ensure primary care are informed on discharge. 

Where patients are for full escalation state this in the diagnosis section of SIGNAL to make it clear the 
issue has been considered. 

PPE: use PPE in line with the most recent guidance for your clinical area. 
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Appendix W 
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