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Fragmentation Sustainability issue

Multimorbidity * Specialty based care * Inflation * Increasing healthcare
Poor preventive care models * Resource intensive burden

Scarce community * Lack of holistic for complex * Limited manpower
support disease management condition and resources

Methodology

Traditional Resourcing Framework

Level of care

Organisational
Switching from specialty-based care model to
care pathways that are designed in accordance
with patients’ needs and care journeys
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Telehealth facilitates a seamless transition of
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Outpatient Care
Integrated Care (I-Care) clinic model
coordinates care consolidation, promotes
principal physician ownership, eliminating

Unnecessary appointments
~ With Care Consolidation —
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Inpatient Care
Patient centric acuity-based resourcing is a
novel model allowing dynamic adjustment
based on patients' real-time condition

—— Without Care Consolidation

6 Medical conditions
6 Appointments

6 Dates

3 Locations
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IGH Resourcing Framework
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Intensive
Care

6 Medical conditions
2 Appointments
LoD Under 6@ roof
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General
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1. Quality Indicators

 Acute hospital length-of-stay (LOS) <4 days * Room Charges

* Community hospital length-of-stay (LOS) < 7 days * Daily Treatment Fee
* Care consolidation (1 physician up to a year post-discharge) * Surgical Fee

* Early rehabilitation within 2 days of admission * Treatment Services
* No re-admission within 30 days of discharge * Consumables

* Implant

* Consultation Fee
* |nvestigations

* Medications

2. Patient Reported Outcome Measure
e Care Transition Measure (CTM)
* Patient Assessment of Chronic lliness Care (PACIC)

3. Patient Experience Score

Conclusion

The IGH VDO framework suggests significantly improved patient care by reducing lengths of stay, enhancing care consolidation, and increasing patient

satisfaction compared to non-IGH settings.

Positive outcomes and staff feedback underscore its effectiveness in optimizing resources and interdisciplinary communication.
IGH model is a promising strategy for addressing care fragmentation and enhancing healthcare delivery, with recommendations for ongoing evaluation,
technological integration, and determining its scalability across diverse patient cohorts and healthcare settings.
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We analysed administrative data from 6117 admissions to AH IGH and 4471 admissions to a non-IGH

hospital, from 2019 to 2022.

Gender Race
99 7% 8%
Male (44%) Male (45%) 14%
10% IGH Non
0,
8% JIGH
Female (56%) Female (55%)
74% 70%
AH IGH Cohort Non-IGH Cohort Chinese Indian Malay Others
Age Charlson Comorbidity Index (CCl)
. Zsth 75th . 25th 75th
Mzd;an Percentile of Percentile of Miillan Percentile of Percentile of
& Age Age CCl CCl
AH IGH Cohort 79 70 86 5 4 6
Non-IGH Cohort 77 68 84 6 4 7

Patients in both the AH IGH and non-IGH cohorts were comparable in the demographics, but the non-
IGH cohort had a higher comorbidity burden as measured by the Charlson Comorbidity Index (6 [4-7]
versus 5 [4-6], p < 0.001).

Quantitative Peneumance

Acute Hospital (L3 + L2) LOS < 4 days

|

47.3% of patients under IGH cohort stayed in
Acute Hospital for 4 days or less compared to Non-
IGH cohort at 18.2% (p < 0.001)

Community Hospital (L1) LOS < 7 days

IGH
47.3%

Non IGH
18.2%

IGH
77.2%

Non IGH
14.2%

77.2% of patients under IGH cohort stayed in
Community Hospital for 7 days or less compared
to Non-IGH cohort at 14.2% (p < 0.001)

Care Consolidation
(avoid duplicative appointments/investigations, less travel and reduced medication burden)

8.9 out of 10 patients
(88.9%) under IGH cohort
had their care consolidated
whereas, in non-IGH cohort,
only 4 out of 10 patients
(40.1%) was having their care
consolidated (p < 0.001).

AH IGH Cohort

Non-IGH Cohort

Qualitative Peoumance

Care Transition Measure Patient Assessment of Chronic lliness Care

The IGH model was rated more highly on

4 out of 5

of the CTM domains i.e. having a written care
plan, knowledge of responsibilities for one’s care,
awareness of one’s appointments and schedule,
and robust medication knowledge.

IGH model achieve higher overall score (p<0.01) at

vs. 2.04

(Non-IGH)

indicating a better chronic care experience for the
patients under IGH cohort when compared to non-
IGH cohort.

Qualitative findings highlighted the system's novelty and potential to optimize manpower and reduce
workload, despite concerns about missing critical events. Nurses viewed IGH as a system that offered
some autonomy. Effective communication across disciplines was emphasized as crucial for optimal
care. The study concluded that the system is flexible and evolving, suggesting the need for updated
guidelines, and for technology to be incorporated into monitoring.
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