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Background of problem 

Population ageing 

Frail patients in poor health 
also increasingly present with 

geriatric needs 

Raised demand for community 
health services 

Estimated 20% of total 
population in Singapore above 

65 years old by 2030 

Fragmented care landscape 

Multiple providers overseeing 
different aspects of care 

Less savvy patients may be 
confused on how to navigate 

the healthcare system 

Lack of single point of contact 
for patients during the 
transitional care phase 

The National University Health System (NUHS) implemented the CareHub 

initiative to address two key issues: 



4 4 

Background to CareHub 
• CareHub aims to enhance continuity of care for patients by 

consolidating support for post-discharge care delivery services at a 

single NUHS platform 

 

• CareHub cares for post-discharge patients in two ways: 

 1) Take ownership of patients’ post-discharge care 

 2) CareHub serves as the single point of contact 

 

• Various post-discharge care programmes within NUHS were integrated 

into a nurse-led inter-disciplinary team under CareHub  
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Effecting safe transitional care for our patients  

CareHub Model of Care 
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CareHub as the “mother-board” for effective transitional care  

Care Philosophy 

Generalist Led, 

Specialist Supported 

CareHub  

Nurse Clinician / APN 

CareHub Doctor 

(Generalist) 

Specialist 

In-depth / Specialised care protocols 

(unique to Specialties) 

Standard Post Discharge Care Protocol, to 

provide patient-centric care 
• Complex social interventions 

• Holistic care management for patients with 

multiple comorbidities 
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Patient-Centredness 

We design and deliver care around the 

needs of our patients and their caregivers. 
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• Enable early and upstream discharge 

planning 

• Establish clear post-discharge care 

expectations for the CareHub care team, 

patients and family 

After discharge: CareHub Care & Call Centre 

• Serve as the single point of contact for enrolled 

patients post-discharge 

• Provide a check-in phone call within 48 working 

hours post-discharge to identify any arising 

issues or needs early 

• Facilitate coordinated and continued care 

targeted at patient’s level of needs 

Before Discharge: Collaborative discharge planning 
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After discharge: Inter-disciplinary discussions 

• The CareHub Home Care Team will come together for 

weekly inter-disciplinary discussions 

• Discuss complex cases and collaboration with 

community partners 

After Discharge: CareHub Home Care Team 

• Home visits may be conducted by any member of the 

CareHub Home Care Team (i.e., Generalist Physician, 

Advanced Practice Nurse, Registered Nurse, Medical 

Social Worker, Pharmacist, Dietitian) 

• Provide holistic care, ranging from vital signs check, 

medication reconciliation, and psychosocial support 
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CareHub Patient Journey 
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Activity timeline 

• Patient recruitment 

from Cardiology only 

• High risk patients as 

defined by modified 

LACE score criteria 

were randomly 

assigned to 

intervention 

(CareHub; n=150) or 

control group (n=120) 

 

Apr-Nov 2016 Apr 2017 Jan 2018 

• Patient recruitment 

expanded to more 

disciplines 

• Consolidation of 

manpower a single 

NUHS platform 

• Introduction of a 

more 

comprehensive 

risk prediction 

algorithm  

 

• Service coverage for 

all suitable 

disciplines 

• Deepen 

collaborations 

through new 

service 

components, e.g., 

tele-monitoring 

Phase 2b:  
Full scale-up  

of service 

Phase 2a:  
Service 

expansion 

Phase 1:  
Randomised 

control trial pilot 
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Phase 1 Results 

  

CareHub patients 

6 months pre vs. post 

enrolment 

CareHub patients  

vs. control group  

patients 

Unplanned  

readmission 
0.23* 39% 

Unplanned  

bed days 
2.2* 56% 

*p<0.05 

Chen Y, Tan YJ, Sun J, Chua CZ, Yoo JKS, Wong TSH, Chen H, Wong JCM, and Phan P 2018, ‘Can refinements to effective transitional care 

services improve outcomes? Results from a pragmatic, randomised controlled trial’, PhD thesis, Singapore Management University, Singapore. 

Available from: https://economics.smu.edu.sg/sites/economics.smu.edu.sg/files/economics/PG_JobCandidates/SunYa/working%201.docx.pdf. 

A randomised controlled trial was conducted in Apr-Oct 2016 with patients 

admitted to Cardiology subsidised ward. Patients with modified LACE score ≥9 

were recruited. Intervention group (n=150) vs. control group (n=120). 
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Phase 1 Results 

As compared to 6-months pre-enrolment baseline, patients who 

received CareHub intervention had 0.23 less unplanned readmissions 

and 2.2 less unplanned bed days. 
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Phase 1 Results 

As compared to control group patients, patients who received CareHub 

intervention had 39% less unplanned readmissions and 56% less 

unplanned bed days. 
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Phase 2 Results 

  
Telephone follow-up 

patients 

Home based 

intervention patients^ 

Unplanned  

readmission 
1.07* 0.80* 

Unplanned  

bed days 
11.9* 7.71* 

*p<0.05 

^Patients received both telephone follow-up and home visits 

Lee YY, Tiew LH, Tay YK, Wong JCM, Wang W 2018, ‘A comparative study of the effects of post-discharge home visit and telehealth interventions on 

patients’ clinical outcomes’, Honours thesis, National University of Singapore, Singapore. 

A retrospective study was done with complex care patients were analysed. 

Telephone follow-up (n=155) vs. home based intervention (n=189).  

Comparing 6 months pre vs. post enrolments 
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Phase 2 Results 

As compared to 6-months pre-enrolment baseline, patients who received 

CareHub telephone follow-up had 1.07 less unplanned readmissions and 

11.9 less unplanned bed days. 
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Phase 2 Results 

As compared to 6-months pre-enrolment baseline, patients who received 

CareHub telephone follow-up had 0.80 less unplanned readmissions and 

7.71 less unplanned bed days. 
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Greater job satisfaction 

• Staff felt better supported and had greater clarity of job roles 

• Staff reported greater job satisfaction and are enabled to perform at 

the top of their licenses 

• Ramp up of recruitment in Apr 2019 to service more patients 

Phase 2a Phase 2b Phase 2a Phase 2b 

No. of nurses No. of coordinators 

Ramp up 
recruitment 

Ramp up 
recruitment 
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Summary 

CareHub employs a holistic approach to address patients’ 
medical and psychosocial needs 

 

  

  

  

•Harness technology to reduce reliance on clinician 
discretion to identify high-risk patients 

•Predictive analytics are used to stratify patients by risk 
of readmission 

•Patients at high risk of readmission and long stayers 
will be discussed with the ward team 

•A holistic care plan will be formulated with inputs 
from a multi-department inter-disciplinary team 

•Manage patients’ post-discharge care according to a 
tiered needs level for an average period of 6 months 

•Care is guided by care and escalation protocols that are 
developed in consultation with NUHS specialists 

Upon  
admission 

After 
discharge 

Before 
discharge 
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Summary 
• CareHub is a nurse-led initiative that serves as a “one-stop service” 

provider which takes a patient-centred approach to transitional care. 

• Through a phased approach, CareHub has achieved improvements 

at 3 different levels of the healthcare system. 

 

• Less readmissions 
• Less bed days 

Improved  
clinical outcomes 

Patient level 

• Lower attrition 
• Greater job satisfaction 

Greater  
job satisfaction 

Staff level 

Enhanced 
system efficiency 

• Optimise deployment 
of scarce resources 

• Lower healthcare cost 
burden to patient 

System level 
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Thank you. 


