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Background

Outram Community Hospital (OCH), is co-located with Singapore
General Hospital to deliver seamless continuum of care, offering
integrated care pathways for patients requiring sub-acute care and
rehabilitation before reintegrating into the community.

Interventions

PDSA 1: Firstly, criteria for TCFs referral were summarized using an at-
a-glance table to ease the work process of MDTs as TCFs are run by
different private entities with varying criteria. Sharing of TCFs
information and referral workflows to respective private TCFs was
conducted during department meetings every posting and made

Transitional care facilities (TCFs), run by private sectors were first accessible in department shared drive.
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Nonetheless, persistent challenges remain, including a concerned - YOuE Dtsis for PDSA 2: Financial support for
waitlists for OCH transfer at SGH and tight bed capacity. From April > ambulance transport charges

2022 to April 2023, the number of referrals from OCH ranged from
0-2 per month. Only 9 patients from Outram community hospital
were referred to Transition Care Facilities from November 2023 to

between OCH to TCFs were sought
and approved by OCH Finance
department in June 2023 to address

Suitable referral criteria:
- Achieved inpatient rehabilitation goal

April 2024. This draws attention to review the process of right :::::::‘::a:;.:::z-mqunka the barrier of out-of-pocket cost.
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To understand the barriers and opportunities for improvement, the M, =
Quality Improvement (Ql) team surveyed members of MDT,
specifically the doctors and medical social workers. Possible factors
contributing to suboptimal TCF referral rate were brainstormed
using a cause & affect analysis. Using pareto chart, top ranked
weighed factors contributing to low TCF referral rate were
identified from both doctors and medical social workers.

initiated in 3 wards and spread to all
wards after feedback reviews.
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Outcomes & Impacts

During the period of Ql from May 2023 to January 2024, the number
of referrals increased to 4-7 per month in June-December 2023, from

CAUSES OF SUBOPTIMAL TCF REFERRAL RATE (DOCTORS & MSWS) 0-2 per month. Post-interventions, the number of referrals remained
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Key findings underscored lack of awareness and accessible

Conclusions

information to facilitate discussion, patients and carers refusal, it

not being part of MDT's routine to identify suitable patients for
TCFs during weekly MDM discharge planning, unclear roles within
MDT members and unclear referral path to the newly set up TCFs.
Findings are presented during respective medical and medical
social workers departmental meetings.

This project contributes to significant improvement in right-siting care
and appropriate resource allocation. With evolving healthcare
landscape, staying open-minded, proactive and attentive to the
barriers and phases of change among healthcare professionals is
crucial to enable positive changes.



	Slide 1

