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Abstract:

Centric Care.

Healthcare excellence is no longer the result of clinical brilliance alone — it now demands agile administration,
system-driven processes, and seamless coordination between clinical and non-clinical domains. At Nanavati
Max Super Speciality Hospital, this transformation is evident in the implementation of time-sensitive emergency
protocols — Code White for stroke, Code Green for cardiac emergencies, and the emerging Code Orange for
surgical crisis. These protocols represent a new era of administrative leadership and teamwork, where hospital
administrators serve as real-time enablers of clinical outcomes. This article outlines how integrated teamwork,
strategic foresight, and responsive governance contribute to improved patient outcomes and client satisfaction.
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Introduction

The evolving landscape of tertiary care demands that healthcare
administrators go beyond operational oversight to take on
dynamic leadership roles. From aligning interdepartmental
workflows to driving emergency response mechanisms,
administrators today are not just facilitators — they are core
enablers of clinical excellence.!

At Nanavati Max Super Speciality Hospital, a 350-bed tertiary
care institution in Mumbai, the administration has consistently
demonstrated its commitment to patient-centric care and
process improvement. Through a series of collaborative
emergency response systems: Code White, Code Green and
Code Orange — the hospital has institutionalised a culture
of clinical-administrative synergy that saves lives, ensures
efficiency, and strengthens patient safety.??

Code White: Rapid Stroke Response — A Model of Collaborative
Leadership

A three-year longitudinal internal study assessed the impact
of sensitisation, training, and multidisciplinary coordination
in delivering treatment for stroke patients within the “golden
hour”,245

Activation of Code White involved synchronised efforts from:

. Neurology teams

. Accident & emergency (A&E) department

. Magnetic resonance imaging (MRI)/Computed tomography
(CT) suite

. Critical care unit (CCU)

. Pharmacy/Catheterisation
Administrative departments

laboratory (Cath lab)/

The administrator’s role in this initiative was pivotal — overseeing
the expedited clearance for MRI, coordinating intensive care
unit (ICU) bed management, aligning pharmacy and finance
functions, and serving as the link between clinical urgency
and systemic readiness. An assembly-line approach was used
to move patients efficiently through triage, diagnostics, and
intervention.?

Outcomes:

- Enhanced stroke outcomes (Figure 1)

« Minimised treatment delays.

« Reduced average length of stay (ALOS)

«  Embedded a culture of team-based rapid response
« Strengthened community connect
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Code Green: Saving Time, Saving Myocardium

The Code Green protocol for acute cardiac emergencies such
as ST-elevation myocardial infarction (STEMI) embodies cross-
functional responsiveness.®

Administrative interventions included:

. Rapid coordination between Emergency, Cath lab, and
Cardiology departments

. Use of fast-tracked elevators and bypass corridors
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Figure 1: Stroke management procedure.

. Real-time coordination with patient relatives and financial
clearances

. Ensuring Cath lab readiness with materials, manpower,
and documentation

Administrators were hands-on — often physically present —
to troubleshoot real-time issues. The hospital achieved
electrocardiogram (ECG)-to-balloon times under 60 minutes.
Itis pertinent to note that as an institution, we set this stringent
turnaround time (TAT) after discussions with our consultants,
though international guidelines recommend a door-to-balloon
TAT of 90 minutes.®

Outcomes:

. Improved TAT for primary angioplasty in myocardial
infarction (PAMI)

. Improved cardiac intervention success rates

. Reinforced the symbiotic culture

Code Orange: Surgical Emergency Activation — The Next
Frontier

Currently under implementation, Code Orange is Nanavati
Max Super Speciality Hospital’s emergency response
protocol for life-saving surgical crisis, including ruptured
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ectopic pregnancies, perforated peritonitis, major trauma,
gastrointestinal obstructions.”

This ingenious concept was introduced following a
multidisciplinary symposium and literature review.”

Administrative focus areas included:

. Immediate mobilisation of surgical, anaesthetist, critical
care, and related teams

- Ensuring availability of operation room (OR), sterilised
instruments, blood products, pharmacy, and consumables

. Fast-tracking investigations — laboratory, radiology

- Parallel management of patient-family communications
and consent documentation

. Streamlined patient transfers without corridor bottlenecks

The pilot rollout has already demonstrated significant reductions

in decision-to-incision time.

Leadership by Coordination: The Administrator’s Role
Redefined
Methodology:
1. Patient identification in A&E
- Initial triage: Upon arrival, the A&E team quickly
assesses and identifies patients with stroke, STEMI, or
surgical emergencies through a robust triage system
- Rapid diagnosis: Involves preliminary clinical
evaluation, point-of-care diagnostics, and imaging
to confirm the critical condition (e.g., MRI scan for
stroke or ECG for STEMI)

2. Code activation
«  Code system initiation: Once identified, the respective
code (Code Green for STEMI, Code White for stroke,
or Code Orange for surgical emergencies) is activated
«  Alert system: Automatically notifies a pre-defined

group of 40 key personnel, including:

- Clinicians: Emergency physicians, neurologists,
cardiologists, surgeons, and related teams

« Nurses: For immediate patient care and preparation
for procedures

- Radiology team: For immediate imaging (e.g., CT/
MRI for stroke, chest X-ray for surgical emergencies)

- Laboratory and blood bank: Prompt investigations
and arrangement of blood

- Pharmacy: To ensure the readiness of medications

« Technicians: For operating ECG machines, ventilators,
etc.

« Security: To facilitate smooth patient transport and
area access

- Administrative staff: For documentation, patient
registration, and movement facilitation

3. Coordination and readiness
. Immediate activation: The team is already prepared
and on standby to ensure rapid readiness
- Preparation for movement: While the patient is
stabilised in A&E, necessary equipment and staff
in related departments (e.g., Cath lab, Stroke unit,
Surgical theatre) are prepared in advance®



4. Patient transfer

Swift patient movement: Patients are transferred
promptly from A&E to the ICU, Cath lab, Stroke unit,
or OR

Escorted transport: Security and nursing staff ensure
safe and swift movement through the hospital,
avoiding delays in corridors

5. Emergency measures and immediate care

Continuous monitoring: Upon arrival in the respective
department, emergency measures are immediately
initiated:

- For stroke: Administration of thrombolytics (if
within the time window), setting up for potential
thrombectomy

«  For STEMI: Preparation for percutaneous coronary
intervention (PCI)

- For surgical emergencies: Stabilisation,
anaesthesia, and immediate surgical intervention

6. Multi-disciplinary involvement and communication

Centralised communication: Throughout the process,
a central communication hub ensures updates are
shared between all involved teams, ensuring a
collaborative response

Documentation: Administrative staff ensures
that patient documentation, consent forms, and
any required statutory documents are processed
simultaneously
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7. Post-procedure coordination
. Follow-up care and transitions (e.g., ICU for post-
surgical recovery, stroke rehabilitation) are arranged
. Regular monitoring and protocols for potential
complications are in place

This comprehensive methodology ensures timely, efficient,
and collaborative emergency care, ultimately improving
patient outcomes.

Toward a Collaborative Healthcare Culture

Nanavati Max Super Speciality Hospital’s clinical-administrative
model promotes integrated leadership rather than parallel
operations.®&?°

The message is clear: Administrative leadership is now
transformational, ensuring better patient care, faster responses,
and higher client satisfaction.

Conclusion

Code White, Code Green, and Code Orange are not just emergency protocols — they are case studies in agile leadership,
strategic planning, and collaborative healthcare delivery. Nanavati Max Super Speciality Hospital demonstrates that
administrative foresight, when aligned with clinical expertise, creates healthcare models that are both patient-centred
and outcome-driven. By institutionalising these protocols, the institution is saving lives and creating a new healthcare

leadership blueprint.
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