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INTRODUCTION 

Welcome 

Welcome to the Building the Future of Care Together (BFCT) Functional Programing Guidebook.  

 

Functional Programming is an important and exciting milestone in the journey to build a new acute care 

hospital. Over the next year, program and service teams and the Redevelopment Team will work closely 

with our contracted experts including health facility planners, architects, engineers and designers to 

define and document how we want to deliver excellent, innovative care and service to our rapidly growing 

population, and the spaces that will be needed to accomplish those goals.  

 

Functional Programming is not just a required activity in the process of building a new hospital in the 

province of Ontario, it is the foundation on which the rest of the design, planning and readiness work for 

the new hospital will be built. We are excited to guide program and service teams through this important, 

intensive and hopefully rewarding stage of planning. 

Purpose of The Guidebook 

This document is intended to be used as a reference and resource through Stage 1.3 Functional 

Programming. The Guidebook documents important context for the current state of the Building Together 

projects, including project phasing and scope, planning and design principles and standards, and what can 

be expected over this next stage of development.  

 

Over the next year, as the Functional Programs and early building designs evolve, the Guidebook will 

evolve too. The development of the standards and principles and phasing plan has so far been iterative, 

and we will continue to make changes and updates to the Guidebook as new bodies of work inform 

standards and principles, and as teams identify important planning considerations that need to be 

reflected across programs.   

 

The Guidebook is posted on the BFCT project website. If you prefer to print this Guidebook, please 

doublecheck the website to ensure you are always using the most up to date version.  

 

 

  

https://futureofcaretogether.ca/building-together/planning-underway/


 

 

 
 

5 

PLANNING WITH INTENTION 
Healthcare is ever changing and our current organization context - merging organizations, daily space 

constraints, increasing patient volumes, population growth, and even project phasing brings significant 

added complexity. How can we plan to ensure that whatever the next 100 years might bring - new 

innovations, new pandemics, new models of care, etc. - that we are able to grow and change and adapt 

in a way that is efficient, cost effective and with the least possible disruption to care and service 

ŘŜƭƛǾŜǊȅΚ άtƭŀƴƴƛƴƎ ǿƛǘƘ LƴǘŜƴǘƛƻƴέ ƛǎ ŀ ǎǘǊŀǘŜƎȅ ǘƻ ŜƴǎǳǊŜ ǘƘŀǘ ǿŜ are making planning and design 

decisions that, to the best of our ability, are future proof. 

 

Planning with Intention is found in the о CΩǎ ς Function, Form & Feel: 

 

ω Function - how do we need to deliver care and service? 

ω Form - what space do we need to have designed and configured to accomplish that care & service 

delivery? Form always follows function.  

ω Feel - how do we want patients, families, providers, team members and the public to feel when 

they are there? Not just how the building looks, but how does it promote healing, wellbeing and 

provide an overall sense that I am safe and welcome? 

 

To ensure we are planning with intention, a trio of guiding principles and standards - Planning Principles, 

Design Vision & Principles, and Space Planning Standards - will be used throughout functional 

programming and beyond to ensure planning and design is able to look beyond today. 
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PLANNING PRINCIPLES 
In late 2023, the Clinical and Enabling Services teams at Grand River and St. Mary's General Hospitals 

(GRH and SMGH) came together to envision the future of care and service delivery across the two 

organizations. From those engagements, it was identified that a unified service delivery approach was 

the most effective path forward for our patients, teams and community, and this created the 

foundation for the future merged organization.  

 

Advancing from the program and service visioning work, several themes developed that set out an 

aspirational future for harmonized clinical and enabling services delivered over the next 10 to 30 years. 

These themes reflect the importance of community, new technology and well-integrated infrastructure 

and will inspire future-oriented models that challenge the status quo. 

 

As we enter the Functional Programming stage, these themes have been translated into eight Planning 

Principles, a set of guiding criteria that program and service teams will use to inform Functional 

Programming in terms of how care and services are planned, operationalized and delivered in the future 

- ǘǊǳƭȅ ǘƘŜ άŦǳƴŎǘƛƻƴέ ǇŀǊǘ ƻŦ ŦǳƴŎǘƛƻƴŀƭ ǇǊƻƎǊŀƳƳƛƴƎΦ ¢ƘŜǎŜ tƭŀƴƴƛƴƎ tǊƛƴŎƛǇƭŜǎ ǿƛƭƭ ōŜ ƭƻƻƪŜŘ ǘƻ 

alongside the Design Vision & Principles and the Space Planning Standards to provide the program, 

consulting and redevelopment teams with a foundation on which to create the new hospital. 
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Person, Patient 
& Family-

centered Care 

Planning must place the person at the centre, providing care that is 
tailored to the individual and their need, their family and their support 
system or community. Planning should support patients to access to care 
at the point of need, promoting seamless navigation and wellbeing. 

 

Flexibility 

Planning should strive to be future proof and must consider the changing 
and evolving needs of people in the community and rapidly changing 
models of care, delivery approaches, and technology. This includes 
flexible space, hybrid rooms, and multi-purpose areas and an increase in 
virtual or alternative service delivery models. 

 

Innovation 

Planning should be driven by a culture of innovation that encourages 
teams to think differently, going beyond technology and leveraging the 
unique assets of the Waterloo Region to push boundaries in care and 
service delivery, education and research. 

 

Collaboration 

Planning should consider and leverage where possible traditional (e.g. 
across programs, health organizations, Ontario Health Teams (OHT), 
governments) and non-traditional (local businesses, technology 
organizations and innovators, universities) partnerships, with those who 
can support, enable and improve service delivery. 

 

Quality, Safety 
& Inclusivity 

Planning should consider how to deliver the highest quality of care, that 
is appropriate, safe for all, and achieves positive outcomes for patients 
and providers. Planning must also prioritize culturally appropriate and 
inclusive care delivery and practices, taking into consideration the diverse 
group of care providers delivering services as well as the diverse patients, 
families and community members (e.g. Indigenous persons, persons from 
minority groups, marginalized communities, persons with disabilities, 
etc.) of our region. 

 

Integration 

Planning should ensure that processes, systems, information and services 
are coordinated to support a seamless patient and provider pathway, 
eliminate redundancies and support unified practices.  

 

Efficiency 

Planning should aim to achieve an optimal level of performance in both 
care and enabling service delivery, leveraging improved processes and/or 
technologies that promote standardization, eliminate redundancies and 
waste (e.g. robotic automation, artificial intelligence, etc.) and deliver 
value for money. 

 

Alternative Service Delivery 

Planning should explore alternative delivery models that represent new 
ways of working, prioritizing where it is important to invest in services 
and deliver them within the organization, versus where it is important to 
partner externally, to ensure sustainability and patient access at the 
point of need.  
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DESIGN VISION AND PRINCIPLES  
While the Planning Principles look to provide direction for how care and services should function at the 

new acute hospital, the Design Vision, Principles and Guidelines provide the basis for how the new 

hospital should feel and look, ensuring the design of the physical space and the elements within not 

only meet the objectives of the planning principles above, but also create the best possible environment 

and experience for patients, teams, and our community.  Design principles and guidelines, when 

coupled with space standards and planning guidelines, also give the organization guidance when 

prioritizing decisions to ensure the project can remain within cost limitations. 

 

The Redevelopment Team partnered with DIALOG, a design practice comprising architects, urban 

planners and engineers to develop the Building the Future of Care Together Project Design Vision and 

Principles using an engagement-focused approach. DIALOG uses the Community Wellbeing Framework 

to inform and educate audiences and facilitate discussion to create the vision.  

 

The Redevelopment Team along with DIALOG implemented an extensive community engagement 

strategy to inform the creation of the Design Vision, Principles and Guidelines. 

 

Design Vision:  

Creating an environment that is welcoming and inclusive where everyone can access the best health care and 

innovation is a way of being. It will be a place where patients receive care, their loved ones/visitors find comfort, 

and care and service teams excel. Rooted in our history, designed for today's needs, and prepared for tomorrow's 

challenges, the hospital will promote community wellbeing and champion environmental sustainability. 

 

Seven Design Themes:  

1) A Hospital That Is Easy to Get To, Easy to Navigate, Welcoming, & Provides a Positive Arrival Experience 

2) A Hospital That Is Bright, Airy, calming, and Filled with Vibrant Colours, Local Art, and a Sense of Safety 

3) A Hospital That Embraces Cultural Inclusivity and Community Engagement 

4) A Hospital That Supports Holistic Care for Patients & Families and Creates a Great Workplace for Staff 

5) A Hospital That Is Connected to Nature and Promotes Environmental Sustainability 

6) A Hospital That Fosters Social Connection, Recreation, and a Family-Friendly Environment 

7) A Hospital That Supports Innovation, Partnerships and Community Involvement through Flexible Design 

 

 

https://dialogdesign.ca/community-wellbeing-framework/
https://futureofcaretogether.ca/wp-content/uploads/2024/12/20241218_SMGH_and_GRH_Visioning_Report.pdf
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BUILDING TOGETHER - PROJECT UPDATES 

Project Governance 

The Building the Future of Care Together project is accountable to the Presidents/CEOs of both 

organizations via the BFCT Steering Committee, and is ultimately responsible to the boards of directors, 

via the BFCT Committee, a committee of both the Grand River Board of Directors and {ǘΦ aŀǊȅΩǎ General 

Hospital Board of Trustees. The BFCT project is supported by a multidisciplinary Redevelopment Team 

ǊŜǎǇƻƴǎƛōƭŜ ŦƻǊ ǇǊƻƧŜŎǘ ǇƭŀƴƴƛƴƎ ŀǎ ǇŜǊ ǘƘŜ hƴǘŀǊƛƻ aƛƴƛǎǘǊȅ ƻŦ IŜŀƭǘƘΩǎ IƻǎǇƛǘŀƭ /ŀǇƛǘŀƭ tƭŀƴƴƛƴƎ ŀƴŘ 

Policy Manual.  The contact information for members of the Redevelopment Team can be found in 

Appendix C.  

 

The work of the Redevelopment Team and board committee is supported by skilled consultants, whose 

expertise ranges from engineering and design to healthcare facility planning to the fairness advisor who 

supported site selection. A list of the currently engaged consulting team can be found in Appendix D.  

 

Note that as the organizations continue the work of merger and integration, the project's governance 

structure will similarly evolve.  
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Project Timeline 

The building of a new acute hospital is governed by the Ministry of Health (MoH) Capital Planning 

Investment Branch (HCIB) and Infrastructure Ontario (IO). The process has three stages, each with well-

defined milestones organizations must achieve to move on to the next phase. As of September 2024, we 

are currently in Stage 1.3 Functional Program.   

 

The MoH Stage 1.3 Functional Program Submission is a major two-part proposal that includes: 

 

Part A Elements 

¶ Program Parameters  

¶ Functional Program 
 

Part B Elements 

¶ Design and Spatial Requirements 

¶ Planning and Design Objectives 

¶ Phasing Plan 

¶ Preliminary Furniture & Equipment List 

¶ Project Budget 

¶ Capital Variance Template 

¶ Local Share Plan 

¶ Project Schedule  

¶ Preliminary Post-Construction Operating Plan 

 

The Functional Program documents detail the planned operational size and scope of services of the facility 

along with the accompanying capital requirements. The Functional Program expands and refines the 

Facility Development Plan prepared at Stage 1.2 by describing the components of the proposed solution 
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in greater detail. During this stage, the hospital continues to refine and validate its program costs and 

demonstrates the sustainability of its proposed future operations by providing details of its current and 

projected activities, resources and space needs, and estimated future operating and capital funding 

requirements. The hospital also provides information about departmental and service relationships and 

locations, including associated workloads, staffing, equipment and space requirements, and architectural 

and environmental conditions.   

 

The development of a Stage 1.3 Functional Program submission requires extensive planning expertise and 

contributions by both internal and external stakeholders. By the end of this stage, the hospital should 

provide sufficient detail in its submission so that an Architect/Integrated Project Team could design the 

space. The MoH uses the agreed to functional programming documents produced during this stage as the 

baseline to later compare any variances in space proposed during the design and pre-tender stages of the 

project.   

Evolving Project Scope 

When the original Master Program (Stage 1.2) was submitted in May 2022, it reflected the original project 

scope (below), a new acute hospital site, a repurposed GRH KW site, and a renewed and expanded 

Freeport site. On review, the MoH indicated that due to ongoing challenges in the construction sector, 

the new acute care hospital site was too large a project to be executed in its entirety at one time. As a 

result, they asked that the project be phased into smaller components to make the work more feasible.  

Project Phasing 

Based on the feedback from the MoH in the fall of 2023, the new acute care hospital planning has been 

phased into three parts - 1A, 1B and 1C. This change served to make the size of each more realistic to 

build given the current constraints, while remaining committed to ƴŀǾƛƎŀǘƛƴƎ ǘƘŜ ǎƘƻǊǘŜǎǘ ǇŀǘƘ ǘƻ ΨǘƘŜ 

first patient served in a new hospital.Ω  
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The approximate timelines for the new acute hospital phases opening are as follows: 

 

Phasing of the new acute hospital site means that the current KW site of GRH will continue to operate as 

an acute care site until Phase 1C opens, at which time it will transition to an intense ambulatory care site. 

The Freeport site remains planned for growth and redevelopment, but this will now be planned as a 

separate project. The current site of SMGH is planned to close when 1B opens, at which time the building 

will be repurposed under the purview ƻŦ ǘƘŜ {ǘΦ WƻǎŜǇƘΩǎ IŜŀƭǘƘ {ȅǎǘŜƳΦ A graphic detailing the 

comprehensive picture of the phasing approach, and how the projects and sites align can be found on the 

next page.  

Capital Hospital Infrastructure Planning Strategy  

While we work towards the phased opening of the new acute hospital, providing excellent care and 

service will continue to be a priority at our existing facilities. The Current Hospital Infrastructure Planning 

Strategy (CHIPS), formerly known as the Coping Strategy, will guide the way in which we manage the 

needs of today and tomorrow, while preparing for the future. As an integrated work stream with the new 

hospital planning, the strategy will identify opportunities to optimize the use of space by considering 

phasing and service delivery strategies, managing existing space and infrastructure constraints while 

preparing for future use of the KW and Freeport sites. 
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Project Scope and Phasing - Bed and Program Distribution 2030 & Beyond 

 

 
 

Phasing & The Functional Program 

The need to develop a phasing plan has impacted the approach to creating the MoH 

submissions.  The development of a Stage 1.3 Functional Program Submission for Phases 1A 

and 1B will begin in September 2024. Phase 1C, Freeport, and the coping strategy will all 

undergo a functional programming exercise separately in the future, to ensure the 

operational and design requirements for each are specifically addressed.  

 

To ensure the project continues to progress and achieve all milestone goals, Stage 2 type work for phase 

1A will commence immediately following functional programming and in some cases concurrently with 

user group meetings for 1C, Freeport and Current Hospital Infrastructure Planning Strategy.  
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FUNCTIONAL PROGRAMMING 

What is a Functional Program? 

The functional program is a multi-page document created for every hospital program and service. The 

document describes the programs and activities/services that will be delivered in the new facility, and 

the resources and space required to ultimately deliver those services. The process of developing the 

document naturally creates opportunities to improve operations through incorporating best practices and 

standards and efficient processes in planning and design. The functional program is created by the 

program/service user group, supported by the Redevelopment Team, and facilitated by the expert 

healthcare facility planners. 

 

Once all the individual program and service functional programs are complete, the architecture team joins 

the process to facilitate additional user group meetings to test the contents of the functional programs, 

both at the program/service level and for the whole hospital. The test involves creating designs at a high 

level and follows the important planning and design rule άŦorm follows functionέ. 

Why do a Functional Program? 

The Functional Program is a required step in the project receiving government approval. More broadly, 

the Functional Program serves many critical purposes that are foundational to all future steps in the 

redevelopment process: 

¶ Provides the architects and designers with a clear guide for how the new facility needs to be designed 

and built 

¶ Provides programs and the redevelopment team a roadmap for the operational planning and change 

management required to ready teams to deliver care and service in the new facility space, such as 

equipment needs, policies and budgets 

¶ Serves as a vital communication tool with internal and external partners, funders, and other 

interested and impacted parties throughout the redevelopment project, through to post-occupancy 

evaluation 

How is a Functional Program created? 

Program and service user groups will be guided through three rounds of user group meetings by a 

healthcare facility planning consultant, supported by a member of the Redevelopment Team. Over the 

course of the three sessions, a Functional Program will be drafted and refined by each team.  

 

Between meetings, teams will be required to review drafts and will be ǊŜǉǳƛǊŜŘ ǘƻ Řƻ άƘƻƳŜǿƻǊƪέ to 

provide additional supporting information (e.g., projected staffing, volumes, service approaches, business 

cases) to ensure the Functional Program is fulsome and as accurate as possible.     
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What Makes an Effective Functional Program User Group? 
 

User Groups are responsible for developing the Functional Program documents, under the guidance of 

the healthcare facility planner and supported by the Redevelopment Team and developing the test fit of 

the program with the architects.   

 

User groups are not intended to be exhaustive, but rather representative and focused, bringing together 

key members of the program and service areas, representatives from any area that has direct and 

significant impact on the function of the department, and subject matter experts (Furniture, Fixtures & 

Equipment (FF&E), Infection Prevention and Control (IPAC), Information, Communication and Technology 

(ICAT), etc.). Other team members will be engaged during the homework periods between each user 

group meeting to provide additional information, answer questions, identify shared approaches, etc. to 

ensure the Functional Program is as comprehensive and accurate as possible. 

 

User group members can ensure the meeting of all programming objectives by: 

¶ Arriving at all meetings on time 

¶ Attending all scheduled meetings 

¶ Remain on camera whenever possible and follow all the etiquette of virtual meetings (note, the 

expanded BFCT project team may remain off camera to ensure focus remains on the 

program/service user group members) 

¶ Ask questions to obtain clarification when required 

¶ Bring a future-focused mindset 

¶ Come prepared having reviewed meeting materials and completed required homework  

Each user group and program team will be supported by the Redevelopment Team and will have a 

dedicated Senior Project Leader (SPL). See Appendix B - Redevelopment Team Senior Project Leaders by 

program.  
 

The SPL will support the work of the user groups by: 

¶ Working with the healthcare facility planners, other consultant teams and program leaders to create 

the standards/assumptions/principles in the Guidebook 

¶ Track deliverables and document during user groups 

¶ Decisions & rationale  

¶ Questions/outstanding items that might impact other programs/services 

¶ Items ŦƻǊ Ŧƻƭƭƻǿ ǳǇ ƛƴ άƘƻƳŜǿƻǊƪέ 

¶ Support/guide/facilitate program teams to complete homework, carrying out supportive tasks as 

appropriate 

¶ Data collection and research 

¶ Clarifying action items and follow ups with health care facility planners 

¶ Coordinating discussion/planning meetings/workshops, etc.  

¶ Tracking deliverables 
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The following table details the roles and responsibilities for key team members throughout the creation 

of the Functional Program: 
 

Functional Program Tasks 
Project Team/ 

SPL 
User Group 
Members 

Program 
Leaders 

Health Facility 
Planners 

(Consultants) 

Senior 
Leadership 

Board of 
Directors 

1. User Group Engagement   

Attend and Participate in 
User Group Meetings 

      

Document discussions, 
decisions and next steps 

      

Complete Required 
Homework 

      

2. Stage 1.3 - Functional Program Submission Development 

Review Draft 
Recommendations/FP 

      

Review Final Functional 
Program Draft 

      

Sign-Off on Functional 
Program Draft 

  Directors 

(Admin & Med) 
 VPs  

Approve Final Functional 
Program Document 

  Directors 
(Admin & Med)  

 VPs Final Approval 

Decision-Making & Escalation 

Whenever possible, decision-making during the user group meetings and during the homework period 

should be by consensus. Decisions that may require escalation to BFCT Steering Committee are those 

that: 
 

¶ Impacts more than one program or service and does not have consensus among the impacted leads 

¶ Requires the creation of a single organizational standard 

¶ Creates significant organizational impact e.g. on partnerships, strategic or operating plans, structure, 

etc. 

¶ Diverge from standards and/or benchmarks 

¶ Creates construction or operational cost implications  

¶ Create risks to the successful and timely completion of Stage 1.3   

 

Responsible Does the work to complete the task 

Accountable 5ŜƭŜƎŀǘŜǎ ǿƻǊƪ ŀƴŘ ƛǎ ǘƘŜ ƭŀǎǘ ƻƴŜ ǘƻ ǊŜǾƛŜǿ ǘƘŜ ǘŀǎƪ ƻǊ ŘŜƭƛǾŜǊŀōƭŜ ōŜŦƻǊŜ ƛǘΩǎ ŘŜŜƳŜŘ ŎƻƳǇƭŜte 

Consulted Provides input based on how it will impact their project 

Informed 
Need to be kept in the loop on the project progress, rather than roped into details of every 
deliverable  
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Data Projections Methodology 

Stage 1.3 Functional Program is a data-driven process, as program and service teams will use data 

projections in considering what care and service needs will be over the next few decades, and how those 

will translate into functional program requirements.  

 

Projections were developed by HCM Group, Inc., in consultation with GRH and SMGH.  The methodology 

incorporated population-based volume projections that were highly sensitive to age, gender and patient 

ǊŜǎƛŘŜƴŎŜ ŎƘŀǊŀŎǘŜǊƛǎǘƛŎǎ ŀƴŘ ƘŜƴŎŜ ǊŜŦƭŜŎǘŜŘ ǘƘŜ ƘƻǎǇƛǘŀƭǎΩ ǇǊƻƎǊŀƳκǎŜrvice catchment area and local 

demographics.  Then, known or anticipated changes to overall role (e.g. new services, clinical efficiencies, 

clinical integration) were incorporated to adjust the projections.  This methodology has been used for 

many Ontario hospitals and has been reviewed with the MoH and Ontario Health (OH). 

 

Projections were developed for fiscal years 2032/33, 2037/38 and 2042/43.  This was achieved by applying 

population-based percent changes to the 2022/23 base year volumes.  Note that 2018/19 volumes (pre-

pandemic) were used as the revised 2022/23 base year volumes for select programs/services to reflect 

true patient need/demand. 

 

Three main data sources were required for the population-based volume projections: 

¶ Management Information System (MIS) Trial Balance files were obtained from the hospital.  MIS 

statistics represent the planning units (e.g., inpatient days, separations, visits, attendance days and 

workload units) and have a consistent format across fiscal year, functional center and secondary 

account for the relevant statistics. 

¶ Patient-specific data were also obtained from the hospital (e.g., Canadian Institute for Health 

Information (CIHI) records) 

¶ Population estimates and projections were obtained from the Ontario Ministry of Finance (Summer 

2023 Release) 

 

Staffing projections at this time will inform space planning, but not be used to develop future operating 

budgets at this time.  

Patient & Family Engagement 

Patient and family engagement is critical to the success of planning and designing the new hospital, the 

redevelopment of the KW Site, the Freeport project and the Capital Hospital Infrastructure Planning 

Strategy, ensuring that the services provided are both effective and aligned with the needs of those they 

serve. Patients, families and the broader community have so far provided excellent insight into the service 

visioning and design vision and principles work that will guide us through Functional Programming.  

 

A dedicated Patient and Family Advisory Council has been formed for the BFCT project. This group will 

play a crucial role in the design phase of planning and beyond, offering valuable insights and feedback to 
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refine planning, design and layouts. As this infrastructure is established, the Redevelopment engagement 

team will liaise with the existing patient & family advisory council infrastructure during user groups for 

any focused engagement required to ensure fulsome completion of programming documents.   

Professional Staff Engagement 

Professional staff are a key partner in the creation of the Functional Programs and final submission. 

Professional staff participating in the physician leadership education in the spring of 2024 were asked to 

provide feedback on strategies and tactics that will make for successful and meaningful physician 

engagement through the redevelopment phases to come. Their feedback was themed and translated into 

the framework below. Professional staff and physician leaders will be included in applicable user groups, 

backed by dedicated physician leadership supporting the Redevelopment Team as required.  
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SPACE PLANNING STANDARDS  

About Space Planning Standards 

Space planning standards refer to the specific rules, regulations, norms and other conditions that govern 

space planning for healthcare facilities. In Ontario, hospital space planning standards focus on optimizing 

functionality, safety, and patient care. These guidelines ensure efficient workflows, compliance with 

accessibility regulations, equity across programs & teams and integration of infection control measures 

and advanced technologies. The goal is to create environments that enhance patient outcomes and staff 

efficiency while balancing regulatory compliance with practical needs and construction costs.  

 

Space planning standards are derived from a variety of sources (lists not exhaustive): 

 

¶ Ministry of Health Planning Standards  

o Standards documented in policy e.g. MOH Hospital Capital Planning Policy Manual 

o Recently accepted precedent e.g. a standard that has been recently approved for another 

redevelopment project 

¶ Industry Standards & Reference Material 

o CAN/CSA Z8000-18 Canadian Health Care Facilities 

o CAN/CSA Z317.13-17 Infection Control During Construction, Renovation, and Maintenance of 

Health Care Facilities 

¶ Legislation and Codes 

o Public Hospitals Act, Ministry of Health and Long-Term Care Act, Occupational Health and 

Safety Act, Health Protection & Promotion Act, Mental Health Act, Accessibility for Ontarians 

with Disabilities Act, Ontario Building Code, Ontario Fire Code, etc. 

¶ Evidence-based Design 

o Standards based on current best practice, research, etc. 

¶ Organizational Standards & Assumptions 

o Standards based on organizational operational decisions and/or assumptions 

 

Space planning standards combine with the design principles to create the άŦƻǊƳέ of the building, based 

on the way it needs to function as described in the Functional Program.  

 

Space planning standards also enable the most critical planning priorities ς  

planning for flexibility, adaptability, and sustainability.   

 

 

 

 

 

Form always follows function! 

https://www.ontariohealth.ca/sites/ontariohealth/files/2022-12/HospitalCapitalPlanningAndPolicyManual-EN.pdf
https://oaa.on.ca/whats-on/news-and-insights/news-and-insights-detail/Participate-in-Public-Review-of-CSA-Z8000-Canadian-Health-Care-Facilities-Standards
https://www.googleadservices.com/pagead/aclk?sa=L&ai=DChcSEwio47ifvraIAxXtKtQBHUNnO8cYABAAGgJvYQ&co=1&ase=2&gclid=EAIaIQobChMIqOO4n762iAMV7SrUAR1DZzvHEAAYAiAAEgJGnPD_BwE&ohost=www.google.com&cid=CAASJuRoNe0sx4jLy6ZBcajDDVlJ-QOwXTul7WUEfG3NOJiW3SO4x7Pk&sig=AOD64_0rAJXdKThBhPTMauqeoAOSiY3vNw&q&nis=4&adurl&ved=2ahUKEwjIprGfvraIAxVAJNAFHXR8AcsQ0Qx6BAgJEAE
https://www.googleadservices.com/pagead/aclk?sa=L&ai=DChcSEwio47ifvraIAxXtKtQBHUNnO8cYABAAGgJvYQ&co=1&ase=2&gclid=EAIaIQobChMIqOO4n762iAMV7SrUAR1DZzvHEAAYAiAAEgJGnPD_BwE&ohost=www.google.com&cid=CAASJuRoNe0sx4jLy6ZBcajDDVlJ-QOwXTul7WUEfG3NOJiW3SO4x7Pk&sig=AOD64_0rAJXdKThBhPTMauqeoAOSiY3vNw&q&nis=4&adurl&ved=2ahUKEwjIprGfvraIAxVAJNAFHXR8AcsQ0Qx6BAgJEAE
https://www.ontario.ca/laws/statute/90p40
https://www.ontario.ca/laws/statute/90m26
http://www.ontario.ca/page/occupational-health-and-safety-act-ohsa
http://www.ontario.ca/page/occupational-health-and-safety-act-ohsa
https://www.ontario.ca/laws/statute/90h07
https://www.ontario.ca/laws/statute/90m07
https://www.ontario.ca/laws/statute/05a11
https://www.ontario.ca/laws/statute/05a11
http://www.ontario.ca/page/ontarios-building-code
https://www.ontariocanada.com/registry/view.do?postingId=44728&language=en
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Planning and Designing for Flexibility, Adaptability & Sustainability 

In space planning & design, flexibility, adaptability, and sustainability means: 

 

 

Planning & designing for flexibility, adaptability and sustainability is of critical importance to ensure 

space can be responsive to: 

¶ Changing patient needs & acuity 

¶ Program growth, change and movement 

¶ The adoption of new technologies & innovations 

¶ Health human resource challenges and the evolving structure/workstyles of teams  

¶ The impact of climate change 

¶ Public health emergencies e.g. mass casualty events, outbreaks, the next pandemic 

¶ Cost constraints - doing more in the same/less space manages construction and operating costs 

 

The MoH will use flexibility and sustainability as a priority principle when evaluating our Functional 

Program and later elements of planning for approvals. Flexible, adaptable & sustainable planning is 

key. 

 

 

 

 

Flexible 
Short term, situational ability to respond quickly to a changing need or use the same space in a 
variety of ways without physically altering it. 

Adaptable 
Ability to modify a space easily to meet a new or changed requirement of use over a longer 
period. 

Sustainable The ability of space to be flexible and adaptable over time. 

Planning for flexibility, adaptability & sustainability is priority.  

All program/department areas will be planned to maximize 

flexibility and adaptability using the άулκнл wǳƭŜέ - at least 80% of 

spaces within a program should conform to standards.  
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Working Space Planning Standards & Assumptions 

The table below represents the number of working space planning standards and assumptions that we 

will carry into Functional Programming. This list is by no means exhaustive, and we will rely on the 

expertise of our healthcare facility planners to identify additional standards we should conform to in 

support of the 80/20 rule, and where we should consider alternative approaches in support of our unique 

care and service delivery needs. 

 

These standards will evolve over the course of the Functional Programming phase as reports from our 

consulting partners give us new direction, as decisions are made through the escalation process, and as 

we need to revisit planning decisions to reevaluate priority and reassess value.  

 

All standards will be confirmed with program teams by the healthcare facility planners during user 

groups and are subject to refinement based on space configuration.  

 

Clinical 
Utilization 

Assumptions 

¶ Utilization standards - hours of operation, weeks in operation per year, etc. 

will be confirmed with programs during the first round of user group meetings. 

Clinical Space 

Acute Inpatient Units  

¶ Medical/Surgical units will be planned to use a standard configuration 

o 18 beds per pod 

o 36 beds per unit (2 pods) 

o 72 beds per floor 

¶ Inpatient rooms will be standardized to the fullest extent possible 

¶ To promote flexible use of space and the ability to respond to changing 

patient need, inpatient rooms will consider options to flex to changing 

patient acuity 

¶ Inpatient rooms will be single occupancy and approximately 290 NSF (net 

square feet - see Glossary) 

Critical Care  

¶ Critical Care units will be planned in a configuration of 10-12 bed pods 

¶ Critical care rooms will be single occupancy and approximately 335 NSF 

¶ To be determined - washroom configuration & waste disposal 
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Clinical Space 

Childbirth & /ƘƛƭŘǊŜƴΩǎ  

¶ Inpatient rooms will be standardized to the fullest extent possible 

¶ Inpatient rooms will be single occupancy and approximately: 

o Labour room ς 455 NSF 

o Postpartum inpatient room ς 350 NSF 

o NICU Couplet Care ς 430 NSF 

o NICU Standard ς 215 NSF 

o Pediatric Inpatient ς 290 NSF  

Ambulatory Clinics 

¶ Clinic spaces will be planned to maximize flexibility and adaptability 

¶ Clinic room will be standardized to approximately 120 NSF 

¶ One enhanced access clinic room of 150 NSF to accommodate bariatric 

patients, large wheelchairs, etc. will be planned for every 10-12 clinic 

rooms 

Medication Rooms 

¶ Sizing and number of medication rooms will be based on clinical unit type 

o Ambulatory care, imaging, prep/recovery - 130 NSF 

o Emergency, Acute Inpatients - 2 per unit, 150 NSF 

o Critical Care - 1 per pod, 200 NSF 

 

Operating Room & Procedure Rooms 

¶ Operating rooms and procedure rooms will be of standard size 

o Operating room, general - 590 NSF 

o Operating room, special - 650 NSF 

o Procedure room - 180-250 NSF (depending on configuration) 

o Operative Birthing Suite ς 790 NSF 

¶ Operating rooms will be planned for flexibility of procedure type and with 

consideration of future innovation, new services/procedures and 

adoption of new technology e.g. leading walls 

 

Telemedicine Spaces 

¶ All clinic/exam spaces should have telemedicine capabilities e.g. webcam, 

connection to Cerner, etc. 
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Infection 
Prevention & 

Control 

¶ IPAC standards, informed by (Canadian Standards Association) CSA 

Z8000-18 for Canadian Health Care Facilities, will guide functional 

program development 

¶ The NSF for all patient care spaces includes and accounts for a dedicated 

hand hygiene sink 

¶ Patient care spaces requiring separation will be planned for a hard 

divider of some kind, not curtains 

Acute Inpatient Units  

¶ 3-4 airborne isolation rooms (445 NSF) per 36 bed unit 1-2 per 18 bed 

pod) 

¶ At least one airborne isolation room (AIR) per unit to accommodate 

enhanced access e.g.  bariatrics  

Critical Care  

¶ 2 negative pressure isolation room (465 NSF) per 10 to 12 bed pod  

¶ In critical care, all AIR will accommodate bariatric patients 

Emergency Department  

¶ 10-12% of treatment spaces will be AIR capable, depending on 

configuration 

Childbirth ϧ /ƘƛƭŘǊŜƴΩǎ όƛƴŎƭΦ bL/¦ύ 

¶ Assume 1 negative pressure isolation bassinette 

Ambulatory Procedures 

¶ Assume 1 AIR room for bronchoscopy/EBUS and 1-2 corresponding AIR 

capable recovery spaces 

Caregiver 
Presence & 

Visitors  

¶ Family and caregiver presence will be prioritized, including the 

infrastructure and amenities to support families and care givers 24/7 

¶ All clinical spaces will be planned to include capacity for companions in 

seating areas, registration stations, exam and consult rooms and 

inpatient rooms 

¶ tŀǘƛŜƴǘ ōŜŘǊƻƻƳǎ ǿƛƭƭ ƛƴŎƭǳŘŜ ŀ ŘŜŦƛƴŜŘ άŦŀƳƛƭȅ ȊƻƴŜέΣ ƛƴŎƭǳŘƛƴƎ ŀ chair 

and sleeper chair/recliner included in the room (overlapping patient 

care space when in use) 

¶ Ample outlets for electronic devices in patient rooms and amenity 

spaces will be planned 

¶ Each inpatient floor will include a patient/family lounge space  

https://ipac-canada.org/canadian-standards-association-csa
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Accessibility & 
Inclusivity 

¶ Planning will adhere to standards (CSA Z8000), best practice and 

applicable legislation (Accessibility for Ontarians with Disabilities Act 

(AODA), etc.) with regards to accessibility 

¶ The planning and design teams will strive to ensure that people of all 

abilities are able, without modification to their normal conduct, to 

access services, work in the facility, or allow staff to accomplish their 

work 

¶ Accessibility will consider the physical, cognitive, social, and emotional 

capabilities, limitations, needs and wants of all people who will use, 

work in or visit the hospital   

¶ Planning will aim to minimize patient travel from outside the hospital 

and between various on-site locations provision and provide effective 

and appropriate aids in wayfinding  

¶ Throughout planning, requirements for enhanced access are required to 

accommodate clearances and accessibility requirements associated with 

mobility devices (large wheelchairs, and scooters) and/or bariatric 

individuals 

Education & 
Learner Spaces 

¶ Education spaces (e.g. training rooms, simulation spaces, library) will be 

included in the functional program and will be multi-use, standardized, 

accessible and available to any user  

¶ One shared library/learning resource center will be planned for learners, 

physicians and staff 

¶ Planning will adhere to all applicable requirements e.g. PARO for the 

provisioning of medical learner space requirements 

Clinical 
Research & 
Innovation 

¶ All spaces within the hospital should be considered to be available to 

support the activities of research and innovation 

¶ To maximize flexibility and efficient use of space, research and 

innovation space within programs will not be planned, but rather 

workspaces will be accessible by researchers, clinicians, learners, and 

others working within program areas 

¶ Clinical program areas will be planned to accommodate research 

activity; as a result, less dedicated centralized research space will be 

required in the future 

Equipment 
(Mobile & 
Shared) 

¶ Equipment strategy to be determined 

https://www.aoda.ca/
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Information, 
Communication 
& Technology 

(ICAT) 

¶ ICAT standards will be aligned ǿƛǘƘ ǘƘŜ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ŘƛƎƛǘŀƭ ǊƻŀŘƳŀǇ 

¶ Planning for ICAT will prioritize integration, flexibility, interoperability, 

and data security 

Automated 
Guided Vehicles 

(AGVs) & 
Pneumatic 

Tubes 

¶ Automated materials handling requires a significant investment in both 

square footage and dollars 

¶ During programming, the space implications of these items will be 

tracked, to inform later decision making 

¶ For consistency and to ensure a streamlined approach, these items will 

be address in the Materials Management functional program 

 

Autonomous Guided Vehicles/Automated Mobile Robots (AGVs/AMRs) 

¶ To ensure efficient and timely movement of materials across the large 

footprint of the new hospital, a unified automated conveyance strategy 

will be planned 

¶ Planning will include square footage to accommodate AGVs/AMRs, 

including central parking, clean and soiled drop off per elevator lobby, 

and distributed charging locations 

Pneumatic Tubes 

¶ A pneumatic tube system will also be planned for the efficient and 

timely delivery of small items 

¶ Planning will consider square footage to accommodate tube stations 

Environmental 
Services 

¶ Spaces and corridors will be planned to allow for separation of traffic 

and provision of distinct transportation routes and handling and storage 

of clean, sterile, and soiled supplies and equipment  

¶ Housekeeping rooms (80 NSF) will be planned for every 7,000 NSF 

o Each department will require a cart.  

o Inpatient units require dedicated rooms and carts 

o Where possible and in alignment with CSA standards, 

departments should have dedicated rooms  

¶ Housekeeping closets (40 NSF) will be used to supplement larger spaces 

as required. Closets are required primarily for storage.  

¶ Service rooms (120 SF) for storage of dedicated equipment will be 

planned (at minimum) in the following areas: Surgical Suite, MDR, 

Maternal/Newborn 
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Work & 
Collaboration 

Spaces 

Note ς A workplace study is currently underway which will inform additional 

standards related to workspaces, meeting rooms, etc. The standards and 

assumptions below will be updated upon completion of that work. 

 

Below are some general workspace standards that will remain consistent: 

¶ Flexibility and adaptability and the 80/20 rule will also be applied to 

non-clinical spaces, such as meeting rooms, collaboration spaces, etc. 

¶ Existing workspaces (size, assignment, location, etc.) do not set a 

precedent for the purposes of this planning 

¶ Shared spaces will consider both auditory and visual privacy  

Meeting Spaces 

¶ Meeting rooms will be considered a corporate resource, and not to be 

ŎƻƴǎƛŘŜǊŜŘ άƻǿƴŜŘέ ōȅ ŀƴȅ ƻƴŜ ǇǊƻƎǊŀƳ ƻǊ ŘŜǇŀǊǘƳŜƴǘ 

¶ All meeting spaces will be located off public corridors to promote shared 

ownership and accessibility 

Workspaces & Collaboration Spaces 

¶ Workspace types will be planned based on function and need and use, 

not exclusively by role 

¶ Shared or hoteling workspace will be provided for individuals who do 

not require use of workspace for most of their workday(s) 

¶ Offices & workstations will be standardized across programs and 

departments, including size, furniture and ICAT equipment  

¶ Shared space resources (including meeting space, multi-use rooms and 

collaborative areas) will be planned to be included through workspaces 

¶ Workspaces will be planned to include a balance of open workspaces 

and collaboration areas to allow for more private, small team 

collaboration 

Staff Respite Spaces & Amenities 

¶ For all staffed services, staff lounges will be located to provide close 

access to a meal/relaxation area, they will be interdisciplinary, 

accommodating all staff working within the area 

¶ Locker facilities will be programmed adjacent to lounge locations to 

enable access to personal belongings on breaks 
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Public Spaces & 
Amenities 

¶ Planning public spaces and the corresponding wayfinding strategy, 

approach to registration & welcome centers ǿƛƭƭ ǘŀƪŜ ŀ άƴƻ ǿǊƻƴƎ ŘƻƻǊέ 

approach, meaning no matter where an individual enters the building, 

their immediate needs (e.g. registration, wayfinding, etc.) are able to be 

met 

¶ Breastfeeding area(s) in public areas (one per patient entrance) will be 

planned 

¶ Planning for public amenities such as washrooms will adhere to 

standards (CSA Z8000), best practice and applicable legislation (AODA, 

etc.) with regards to accessibility, including considerations for gender 

neutral spaces 

Multifaith Space 

¶ Multi-faith spaces will be configured as open sanctuaries available for 

reflection, ceremonies, and scheduled services 

¶ A separate prayer/quiet reflection space for staff will be considered  

Indigenous 
Healing Spaces 

¶ Indigenous healing spaces will be planned, separate from multifaith 

spaces 
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PART B 

What is Part B? 

Part B of the MoH checklist takes the Functional Program of Part A and turns it into diagrams that 

describe the relationship of departments to each other, and the high-level organization of each of 

those departments. It also looks at the major infrastructure and systems that will go into the building, 

as well as the budget and timeline of the construction.  

 

The largest component of Part B is the diagrams, or the άōƭƻŎƪƛƴƎ ŀƴŘ ǎǘŀŎƪƛƴƎέ, of the building. The 

objective is to review how floors are laid out in the new acute hospital ("blocking"), and how all those 

floors fit together ("stacking"). This includes corridors, entrances/exits, and the path to each of the 

large blocks of space. It is to ensure that the information the users have provided thus far is accurately 

represented in diagrams. These diagrams are not final at this stage. They are a first pass; a test fit to 

ensure that what is programmed can fit into a building and onto the site with the correct horizontal and 

vertical and adjacencies. 

 

There are a number of other workstreams that are developed under Part B, in addition to the 

blocking/stacking and area tables. These include the following:   

¶ Design Objectives (including Urban Design / Site Planning, Aviation/Helipad, Signage and 

Wayfinding Strategy, Indigenous Engagement, Patient & Family Engagement) 

¶ New physical plant requirements, including a structural design brief, mechanical and electrical 

(M/E) design briefs, sustainability strategy and targets, use of conveyance 

¶ Equipment requirements (FF&E list and budget) 

¶ Phasing Plan 

¶ Project Cost Estimate, Cost Variance Template (CVT), and Local Share Plan (LSP) 

¶ Project schedule 

¶ Letters of Attestation (IPAC, Occupational Health & Safety (OHS), Accessibility) 

Block Diagrams 

Block Diagrams capture the program requirements as depicted in the Functional Program and describe 

the adjacencies of departments to each other and to major circulation, as well as the internal 

organization of a department. They serve as a visual representation of the different area requirements, 

and the workflow / adjacencies of all the components. 

 

The Functional Program contains internal organization diagrams that describe how zones within each 

department should relate to each other and, in some cases, other departments. Block diagrams are not 

a schematic design floor plan, or a Ŧƛƴŀƭ ŘŜǎƛƎƴ ƻŦ ǘƘŜ ŎƻƳǇƻƴŜƴǘΩǎ ǎǇŀŎŜ. They are not intended to show 

all the rooms in a Functional Program space list, but rather zones and how they relate to each other.  
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Below is an example only that shows an organization of an Emergency Department and how it should 

relate to Imaging. 
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Also included in the Functional Program for each department is a space list that outlines each room to 

be included in the department, and how those rooms are organized into zones. Each zone has a 

corresponding square footage, which the architectural team will use to plan the department. Below is 

an example only of a space list by zones and how that translates to an internal organization diagram, 

and ultimately, to a block diagram that relates to adjacent departments. 

 

Program A Area 

Zone 1 104 sf 

Zone 2 50 sf 

Zone 3 120 sf 

Zone 4 32 sf 
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