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MOVING THE AXIS OF CARE: REDESIGNING A FACILITY TO DELIVER 

PATIENT-CENTRIC AND EFFICIENT SERVICES 

 

SITUATION  

Our client was a pharmaceutical company with bold plans to diversify into the health care 

provider space. As the first step towards developing a network of hospitals in Western India, the 

client aspired to develop a state-of-the-art 500 bed multispecialty tertiary care hospital. This 

hospital would set the benchmark for quality care and operational efficiency in the region. 

 

To support this aspiration, the client commissioned a reputed architectural firm to plan and 

design the facility. While the architects had delivered a superior design aesthetic for the facility, 

they had little knowledge of healthcare delivery in India. The promoters were concerned that the 

facility stacking plan and layouts would not deliver the efficiencies that they sought. 

HealthBridge was requested to review the facility designs and work with the architects to rapidly 

turnaround the facility drawings in line with their aspirations. 

 

ANALYSIS  

The HealthBridge team met with the promoters to understand and document their aspirations 

and plans for the hospital. HealthBridge re-set the focus of the design exercise to answer the 

single question: is this best for the patient? HealthBridge believes that hospitals are highly 

functional spaces and should be designed around the patient journey. With this construct in 

mind, the team jointly established the basic boundary conditions for the hospital:  

 

• What is the projected workload for the hospital and for each asset (e.g., OP, OT’s, ICU’s)? 

• What are the core clinical specialties you wish to offer? 

• What technologies, modalities, equipment and clinical devices do you intend to provide? 

• How have your core patient-facing and service processes been designed?  

• What is the volume of your transportation needs (patient and visitor lifts, service lifts, 

pneumatic tubes and shafts, dumb waiters)? 

With this understanding, we then evaluated their plans with respect to the following:  

• Is the facility mix and size in line with the hospital’s volume projections and clinical strategy? 

• Are facility adjacencies based on clinical functions and dependencies? 

• Are equipment plans in line with the hospital’s volume projections and clinical strategy? 

• Does the patient workflow minimize movement and delays? 

• Is the flow of materials designed for maximum efficiency? 
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Our evaluation of the existing plans identified several areas for improvement. First, while a 

strategy was in place, it was not sufficiently developed. As a result, significant amounts of 

vacant space had been distributed across the stacking plan without a clear indication of their 

current or future use. This ambiguity also prevented optimal space planning for equipment. 

Second, the mix of inpatient beds, ICU’s and OTs was unbalanced. The number of OTs was 

insufficient to drive occupancy in a 500 bed hospital; the number of ICU beds was much higher 

than required at a hospital of this size. Finally, we noted that the stacking and adjacencies of 

facilities would hamper clinical quality, operational efficiency and patient movement (Exhibit 1). 

Exhibit 1: Key issues with facility stacking and adjacencies 

 

 

RECOMMENDATIONS  

Our first priority was to work with the promoters to clarify their current and future clinical strategy 

and equipment plans. Next, we revised the number of OTs, ICUs and inpatient beds to give the 

hospital a balanced facility configuration. The team then worked onsite with the architects to 

incorporate the new configuration and the following best practice principles into the stacking and 

layout plans (Exhibit 2). 

 

• Co-location of departments with 

significantly different clinical and operating 

requirements leading to inefficient patient 

and work flows

• Fragmentation of key assets spreading 

highly skilled resources across locations 

and  affecting clinical safety and efficiency

• Facility adjacencies not in alignment with 

workflow dependencies 

• Random sequencing of high and low 

footfall-density facilities affecting infection 

control and crowd management

• Lack of clarity on future programs leading 

to random blocking of spaces that could 

affect efficiency of future layouts

• NICUs and PICUs, a cafeteria, daycare ward 

and lab all co-located on the same floor.

• ICUs located on multiple and disparate floors 

– ground floor, third and sixth floors 

• Daycare beds located on a different floor 

than day care procedure rooms

• Critical care unit opening into a public 

corridor and located adjacent to radiology –

a high footfall facility

• Over 60,000 sq ft of empty space distributed 

throughout the facility

Issue Example
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Exhibit 2: Principles guiding the revised stack plan 

 

 

IMPACT  

The revised stack plan was entirely reorganized to accommodate a full-service ER with a layout 

based upon the latest trends in emergency room design. For instance, the ER was designed 

with triage desks right at the point of entry – to ensure that every patient first saw a healthcare 

professional -- and not a billing clerk -- who could rule out any immediate health crises. The ER 

was also designed with direct access to radiology and imaging and the main OT.  

A two-floor OPD block contained outpatient consultation and diagnostic rooms, an ambulatory 

surgery center with adjacent day care beds, and a dialysis unit. Within each unit, we separated 

administrative and clinical areas to maximize patient privacy and infection control, and to enable 

staff to work in an efficient and organized environment. A three-floor critical care block followed 

containing all OTs and ICUs – this reduced unnecessary footfalls and thereby the infection risk. 

The remaining floors were used for inpatient beds and admin/ corporate offices.  

We also assigned dedicated pathways for critical patient movement and designed the hospital’s 

materials and service flows to enable maximum efficiency and infection control.  Vacant spaces 

were minimized and located next to key assets (critical care and inpatient wards) so that future 

expansions would not disrupt the efficiency of clinical and operational work flows.  

 

1. Facilities clustered based on clinical functionalities and workflow dependencies  

2. Facility adjacencies planned to minimize patient movement and improve efficiency  

3. Major assets massed for  flexibility and interoperability (i.e. standardized ICU’s, 
OPD’s, etc) 

4. All OTs and critical facilities adjacent to ensure high standards of clinical care and 
infection control

5. Dedicated pathways for patient movement  (e.g. from emergency to– imaging and 

emergency to OT and ICUs) to ensure high standards of clinical care and safety 

6. Clear segregation of front-of-the-house and back-of-the-house activities for efficient 

material and people flows  

7. Layouts aligned with footfall density for better foot-fall management
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With 8 weeks, the joint HealthBridge-architect team was able to release ‘good for construction 

drawings’ to the EPC contractors for the entire facility. While the time saved was appreciated, 

the real impact was a building configuration and layout that was designed for augmenting 

patient care and improving operational efficiency. The clarification of the clinical strategy also 

helped the promoters to finalize their medical equipment plan and enabled the architects to 

accurately allocate space in the facility. The design of the facility ensured that the promoter’s 

aspirations for clinical quality, operational efficiency and a smooth patient experience were met. 


