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Becoming Age-Friendly 
“The Singapore Story, as told by Alexandra Health” 

 
 

Popula(on	
  Indicators	
  June	
  2015	
  
Total	
  popula.on	
  (mil) 	
   	
  5.54	
  
Resident	
  popula.on 	
   	
  3.90	
  
– 	
  Singapore	
  ci,zens 	
   	
  3.38	
  
– 	
  Permanent	
  residents 	
  0.53	
  

Non-­‐resident	
  popula.on 	
  1.64	
  
	
  
Median	
  age	
  (years) 	
   	
  39.6	
  
	
  
Age	
  composi(on	
  (%)	
  
<20	
  years	
   	
   	
   	
  21.6	
  
20-­‐64	
  years 	
   	
   	
  66.6	
  
≥65	
  years	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
  	
   	
  11.8	
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The Problem(s) 
 

A national problem… 

Subsidised	
  

Private	
  

Fiscal	
  year	
  2010	
   Fiscal	
  year	
  2011	
  

A local problem… 
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The Impetus To Innovate 
To manage the over demand situation, we re-imagined the care model. 

The Impetus To Innovate 
We adopted several new approaches. 
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Overview of Care Integration 

KEEP OUT OF 
HOSPITAL 

TREAT SWIFTLY 

DISCHARGE 
SAFELY TO GOOD 

COMMUNITY 
SUPPORT 

Person does 
not need to be 

in hospital 

Community 

Institution 

Today’s 
problems 

Tomorrow’s 
problems 

Overview of Care Integration 

KEEP OUT OF 
HOSPITAL 

TREAT SWIFTLY 

DISCHARGE 
SAFELY TO GOOD 

COMMUNITY 
SUPPORT 

Person does 
not need to be 

in hospital 
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− Vertical & horizontal 
integration of 
dementia care 

Overview of Care Integration 

− Chronic disease screening 
− Workplace health screening 
− Community falls screening 

− Tele-geriatrics 
− NH staff training 
− ACP 
− ENHS 

GeriCare@North	
  

− GP-Specialist 
clinical pathways 

− Group Medical 
Consultations 

− Early Review 
Clinics 

− Nurse-led facilitated networks 
− Group consultations with AHPs 
− Stay Young Navigators (wip) 

Self-Management Ecosystem 

− Case management 
− Multi-disciplinary team 
− Flexible care pathways 
− Responsive to needs 
− Support people to live 

at home 

TREAT SWIFTLY 

DISCHARGE 
SAFELY TO GOOD 

COMMUNITY 
SUPPORT 

Person does 
not need to be 

in hospital 

Nursing	
  
Home	
  Community Care Team	
  

Right-sited Care 

Population Health 

SYN 

KEEP OUT OF 
HOSPITAL 

Glossary 
GP  General Practitioner 
ACP  Advanced Care Plan 
AHPs  Allied Health Professionals 
ENHS  Enhanced Nursing Home Standards 
NH  Nursing Home 
wip  work in progress 

CARITAS	
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− Vertical & horizontal 
integration of 
dementia care 

Overview of Care Integration 

− Chronic disease screening 
− Workplace health screening 
− Community falls screening 

− Tele-geriatrics 
− NH staff training 
− ACP 
− ENHS 

GeriCare@North	
  

− Case management 
− Multi-disciplinary team 
− Flexible care pathways 
− Responsive to needs 
− Support people to live 

at home 
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CARITAS	
  

Tomorrow’s 
problems 
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Weekday screening at the market 

Group Health Report Review: Malay  
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Group Health Report Review: English & Mandarin  

Nurse intervention: Home visit/tele-consultation 
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− Vertical & horizontal 
integration of 
dementia care 

Overview of Care Integration 

− Chronic disease screening 
− Workplace health screening 
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GeriCare@North	
  

− GP-Specialist 
clinical pathways 
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Patient 

GP 

Specialist 
team 

Web-based 
resources 

GP-SPECIALIST 
NETWORK Patient 

Web-based 
resources 

CHAS 

Clinical care 
pathways 

Develop an eco-system of  Supported Self-Management Centres to help 
patients cope with chronic disease 
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Community 
Nurse 

Patient 

GP 

Specialist 
team 

Web-based 
resources 

Patient 

Web-based 
resources 

CHAS 

Clinical care 
pathways 

GP-SPECIALIST 
NETWORK 

Stay Young 
Navigators 

Community 
Nurse Facilitated 

network 

Patient 

GP 

Specialist 
team 

Web-based 
resources 

Patient 

Web-based 
resources 

CHAS 

Clinical care 
pathways 

GP-SPECIALIST 
NETWORK 

SUPPORTED SELF-
MANAGEMENT 
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Stay Young 
Navigators 

Community 
Nurse Facilitated 

network 

Patient 

GP 

Specialist 
team 

Web-based 
resources 

Patient 

Web-based 
resources 

CHAS 

Clinical care 
pathways 

GP-SPECIALIST 
NETWORK 

SUPPORTED SELF-
MANAGEMENT 

Intervention Programmes: Mr Ang’s Change Journey  

Report 
Collection 

(GHRR) 

Referral 
from GP 

Supported Self-
Management 

§  Review with doctor 
§  Mini Medical School 
§  Chronic Diseases Self-Management Workshops 
§  Skills for Life: Diabetes, Dyslipidaemia & 

Hypertension 
§  Diet Programmes 
§  Exercise Programmes 
§  Facilitated Networks e.g. Support Groups 
§  Group Consultations (by Allied Health) 

Boosters 

 

Health 
Screening 

 

LIVE!  
§  Diet 
§  Exercise 
§  Risk Management 
§  Habit Formation (PDSA) 

Relationship Manager (SYNs/CNs) 

Building Habits 
PDSA 

Sustaining Habits 
Placement within Facilitated Networks 

First Impressions 
Build awareness 

GHRR  Group Health Report Review 
PDSA  Plan, Do, Study, Act 
SYN  Stay Young Navigators 
CN  Community Nurse 
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Support 
seniors to stay 

socially 
engaged 

Enable seniors 
to stay healthy 

Give active 
agers 

opportunities 
to contribute 
to community 

1.  Regular physical 
activities & healthy 
eating advice 

2.  Supported self-
management centre 
to manage chronic 
health conditions 

3.  Community Nurse Post 
to address simple 
acute health needs 

1.Interest groups to  
   support different  
    interests 
     2.Share-A-Pot 
    3.Cosy chit chat  
   corner 
  4.Community library  
 & community gardening 

1.  Senior learning 
2.  Stay Young Navigators 
3.  Community befriending 

Wellness & Care Centres 
SLEC-PA-AHS Collaboration 

SLEC  St Luke’s ElderCare 
PA  People’s Association 
AHS  Alexandra Health System 
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Mini Medical School@KTPH 

Thank you. 

Dr Wong Sweet Fun 
Senior Consultant, Geriatric Medicine|Khoo Teck Puat Hospital 
Deputy Chairman, Medical Board|Yishun Community Hospital 
Chief Transformation Officer|Alexandra Health System 
 
wong.sweet.fun@alexandrahealth.com.sg 
	
  


