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Foreword
With an ageing population, the need for rehabilitation and continuing
care after discharge from acute hospitals will likely increase due to the
longer phase of recovery required by the elderly. MOH is developing
the intermediate residential care stream (i.e. Community Hospitals), to
meet such needs and better support patient-centric care closer to
home.
Community hospitals play an important role in providing rehabilitation
and continuing care to support patient re-ablement and transitions back
to home and the community.
To meet the demand for intermediate residential care, MOH is building
more Community Hospitals which will be co-located with their clusterrun acute hospitals so as to complement acute care services and
support patients’ care continuum.
In addition to building new Community Hospitals, MOH has worked with
various stakeholders (including Voluntary Welfare Organisations) to
increase the bed capacity at existing CHs as well as expand their roles
to support the changing needs of our population.
As we work together to transform the healthcare sector and provide
care closer to the community, MOH would like to encourage all
healthcare professionals across various care settings to work closely in
developing joint clinical pathways and initiating prompt discharge
planning to appropriate facilities or home to enable the envisioned
patient-centric and seamless care.
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Chapter 1: Services Provided at the Community Hospitals
Community Hospital (CH) services aim to improve the functional
impairment states of patients and maximise their physical abilities for
them to return home or continue care at other community-based stepdown care facilities. As such, CHs have a key focus on therapy and
nursing care activities. Generally, the type of patients suitable for CH
care include those requiring rehabilitation post-strokes, post-hip
fractures, and post-head injuries; as well as those requiring sub-acute
care after exacerbation or deterioration from acute illness on top of an
underlying chronic condition such as pneumonia or Chronic Obstructive
Pulmonary Disease (COPD), and/ or frailty. Depending on the patient’s
condition, the length of a CH stay can range from a few days to a few
weeks. An example of a typical care pathway for a patient with hip
fracture is illustrated below.

Emergency Care
(Day 1)

Acute inpatient care
(Within week 1)

Diagnosis made,
pathway initiated at
Accident and
Emergency Department

-Hip surgery within 3
days
-Post-acute early
rehab/care in Acute
Hospital
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Rehabilitation phase
(Week 2 onwards or
earlier)
Continued rehab in
A) Community Hospital;
followed by /or
B) Discharged home with
Day rehab or home
therapy

It is important to note that CHs are different from Acute Hospitals (AHs)
and Nursing Homes (NHs). The table below illustrates the key
differences between the different care facilities.
Acute Hospitals
Doctors

Daily review

Nursing care

Present.
At higher intensity
of care.

Allied health
care
Rehab

Full suite of AHPs
present.
Highly intensive

Facilities

ICU, operating
rooms, equipment
and laboratory for
complex
investigations and
interventions e.g.
MRI and CT scans
Usually less than a
week

Average
length of
stay

Community
Hospitals
A) Rehab – usually
3x per week review
B) Sub-acute – 3x
per week to daily
review
Present but lower
ratios than acute.
Up to 4 hourly
monitoring.
PT/OT/ST/
Dietician/Pharmacist
Moderately to
intensive
Basic laboratory
operating during
office hours e.g. full
blood count, chest
X-rays
Usually 2-4 weeks

Nursing Homes
Typically 6 monthly
and when medically
required
Present.
Lower intensity of
care – most patients
only require 8 hourly
monitoring.
Some NHs may
have PT/OT.
Nil to low intensity
Offsite laboratory

Usually months or
long term

There are currently 8 community hospitals in operation, listed below:
1
2
3
4
5
6
7

Name of community hospital
Ang Mo Kio - Thye Hua Kwan Hospital
Bright Vision Hospital
Jurong Community Hospital
Ren Ci Community Hospital
St Andrew’s Community Hospital
St Luke’s Hospital
Yishun Community Hospital
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Sengkang Community Hospital
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The map below shows the location of the 8 Community Hospitals.

Appendix A provides general information of the CHs.
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1.1 Clinical Service Capabilities for Community Hospitals
In 2014, MOH developed the Manual on Clinical Service Capabilities
for Community hospitals (CH CSC) in consultation with the CH Medical
Directors, to establish clear service guidelines and requirements
expected of the CHs. Since January 2015, the CH CSC has been
serving as the basis for defining the CHs’ scope of care provision.
Below presents a summarised version of the CH CSC.
Rehabilitation Service Capabilities
Rehabilitative care is for patients who require assistance to maximise
their physical function through physiotherapy, occupational therapy
and/or other forms of therapy, before transiting back home or to the
community setting. The rehabilitation provided may be in a one-to-one
or group setting, depending on patients’ needs.
The criteria for admission to CH for rehabilitation care are:
a) Good potential for improvement in physical function;
b) Able to participate in at least 2 hours of therapy daily;
c) Stable vital signs and no
unresolved acute medical
issues;
d) Low to moderate level of
care required (e.g. review
by doctors 2-3 times per
week;
not
requiring
nursing monitoring of
more than 2-3 times per
day); and

Credits: Therapy at SLH
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e) Patient and family/caregiver are able to participate in
rehabilitation and discharge planning.

Credits:(Left)
(Left)Therapy
Therapy at
atJCH,
JCH,(Right)
(Right) Therapy
Therapyat
atYCH
YCH
Credits:

Examples of conditions requiring rehabilitation care after stabilisation of
acute issues are:
a) Brain injury and other neurological conditions (stroke, traumatic
injury, Parkinson’s disease, etc.); and
b) Musculoskeletal
conditions
(including
fractures,
hip
replacements, limb amputations, rheumatologic conditions,
etc.).

c)
Credits: (Left) Group therapy at RCCH, (Right) Physiotherapy at AMK-THKH
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Sub-acute Service Capabilities
Sub-acute care is for patients recovering from complicated medical
conditions, who still require an additional short-term period of medical
stabilisation, nursing and therapy-focused care. In addition, similar to
patients undergoing rehabilitative care, sub-acute patients will also be
provided with rehabilitation (if required) to help them regain their
physical functions to perform everyday activities.
The criteria for admission to CH for sub-acute care are:
a) A clear diagnosis of the acute illness;
b) Definitive investigations completed and patient does not
require further complex diagnostic procedures such as
magnetic resonance imaging (MRI) and computed tomography
(CT) scans;
c) Relatively stable vital signs and patient does not require hightechnology monitoring; and
d) Moderate level of medical and nursing care is required (e.g. up
to daily review by doctors and may require monitoring of vital
signs like blood pressure and heart rate by nurses up to every
4 hours).

Credits: (Left) Nursing care at SACH, (Right) Music and movement therapy for patients
with dementia at SACH
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Examples of conditions requiring sub-acute care after stabilisation of
acute issues are:
a) Cardiovascular (congestive cardiac failure, ischaemic heart
diseases, etc.);
b) Endocrine/metabolic
diabetes, etc.);

conditions

(including

hypertension,

c) Infectious disease conditions including sepsis (pneumonia,
cellulitis, abscess, osteomyelitis etc.);
d) Renal and urological conditions (chronic renal failure patients);
e) Respiratory conditions (COPD, tracheostomies); and
f) Post-operative management.
In addition to concurrent rehabilitation, medical and nursing
intervention, several CHs are also licensed to provide specialised
services such as the following:
a) Palliative care: Palliative care is a form of specialised care for
patients suffering from end-of-life conditions. Services include
pain assessment and management, symptom control,
medication titration/monitoring and intravenous (IV) fluid
administration (such as antibiotics, blood transfusions etc.),
nursing care, psychosocial support, and caregiver training.
b) Dementia care: Dementia care usually consists of customised
activity-based care and therapy sessions to engage and
improve the well-being of patients with dementia. Not all
patients with dementia will require this service as this is only
for patients with active behavioural and psychological
symptoms of dementia (BPSD) who require titration of
medications, more regular clinicians’ inputs, higher intensity of
nursing and allied health care. Dementia care may be provided
at dedicated dementia wards in the CHs.
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c) Dialysis services: Patients with renal conditions who are
discharged from acute hospitals may also receive care and
dialysis during their stay in community hospitals. The dialysis
services may be located in the community hospital, adjacent
acute hospital or nearby dialysis centres.
d) Wound care: Patients with wounds that require medical and
nursing care may be transferred to community hospitals after
their medical conditions are stabilised at the acute hospitals.

Credits: (Left) BVH’s nurse providing wound care, (Right) YCH’s doctor checking on patient
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1.2 Beyond Community Hospital Care
While the majority of patients return home after inpatient care at CHs
without needing further follow-up, a proportion of patients may be
advised by the care team to receive outpatient services such as the
following:
a) Day Rehabilitation Centre (DRC)
Most CHs have DRCs that provide outpatient rehabilitation
services for patients who require additional therapy after being
discharged from a hospital to help the patient improve his/her
condition and achieve maximum recovery.
The therapy services include physiotherapy and occupational
therapy. Some CHs also offer outpatient speech therapy
services. To enrol for a rehabilitation programme at the DRC, a
referral is required through the Agency for Integrated Care (AIC).
The referral can be initiated by a Hospital, General Practitioner
or medical specialist. AIC may also refer patients to non-CH
providers of Physiotherapy, Occupational Therapy and Speech
Therapy services.
b) Home Care Services (HCS)
Some CHs also provide a suite of HCS from Home Nursing,
Home Medical to Home Therapy Services. These services help
to support home-bound patients who have difficulty accessing
outpatient services. Caregiver education and training is also
provided as part of the HCS where the healthcare professionals
will train carers to care for patients in areas such as tube feeding,
showering, and transferring from bed to chair.
CHs provide HCS based on the regions that they serve. Similar
to DRC, a referral is required through the AIC. AIC may also refer
patients to non-CH providers of HCS. In addition to Home
Medical, Home Nursing and Home Therapy Services, these
providers also deliver Home Personal Care services, which

11

include assistance with daily activities such as showering,
feeding and mind stimulating activities.
More information on day care and home care services can be
found
on
Agency
for
Integrated
Care’s
website:
https://www.aic.sg/for-seniors-and-caregivers/care-services.
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Chapter 2: Referring Patients to Community Hospitals
2.1. Determining Suitability of Referral
The care team should identify patients suitable for referral to CH as
early as possible during the weekly Multi-Disciplinary Meetings.
MOH has developed the Community Hospital Assessment Form
(CHAF) based on the level of resourcing (such as frequency of doctors’
review, and nursing and allied health professionals’ inputs) to serve as
a quick assessment tool to determine suitability of referral to CHs.
Please refer to Appendix B for the CHAF.
Following the care team’s agreement on the suitability for referral, the
doctor-in-charge, nurses or care coordinators should speak to the
patient and family to obtain consent for referral. After the patient/family
has given consent, the referral can be raised.
2.2 Initiating Referrals to Community Hospitals
a) Administrative Processes
If the acute hospital does not have a linked electronic records
management system with the CH you are referring to, please log in to
the Agency for Integrated Care (AIC) Intermediate and long-term care
Referral Management System (IRMS) https://app.aic.sg/eReg to create
a referral for the patient. Inform other healthcare professionals in the
care team to fill up the relevant portions then activate the referral.
b) Information to include in the Referral
The referral form on the IRMS lists all the required information for
referral. It is important for all professionals to fill up the relevant sections
and include all relevant reports e.g. laboratory and radiological
reports as these are required to enable the CH care team to make a
decision if the patient can be appropriately cared for in the CH. Missing
information may result in delays in acceptance of patients.
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Chapter 3: Patient Subsidies and Financing
3.1 Government Subsidies for Community Hospital Services
Singaporeans and Permanent Residents receiving services from the
eight listed CHs are eligible for government subsidies.
Government subsidies are based on MOH’s funding rate for the
respective services and adjusted for patient’s household means-test
result (Table 1).
Table 1: Subsidy rates for services provided by CHs
Inpatient CH Services
Household Per
Capita
Monthly Income

Singapore
Citizens

$0 to $700
$701 to $1,100
$1,101 to $1,800
$1,801 to $2,600
$2,601 to $3,100
$3,101 and above

75%
60%
50%
45%
40%
20%

Outpatient CH Services
(e.g. Day Rehab or
home care services)

Permanent Singapore Permanent
Residents
Citizens
Residents
50%
40%
30%
25%
20%
10%

80%
75%
50%
30%
0%
0%

55%
50%
30%
15%
0%
0%

Patients from lower income households will be granted higher subsidies
under the means testing framework. Household Means-testing takes
into consideration either:
a) Gross income of the patient, his/her spouse and all family
members living in the same household; and
b) Total number of family members living in the same
household; or
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c) Annual value of place of residence for households with no
income.
Medical social workers or administrative staff of the acute hospitals or
the CH will assist patients with their application for government
subsidies.
3.2 MediShield Life and Integrated Shield Plans for Community
Hospital Inpatient Admissions
Patients who are referred to the eight listed community hospitals for
inpatient sub-acute or rehabilitation care from the emergency
department of a public hospital or after an acute inpatient admission are
eligible to claim from MediShield Life, subject to a claim limit of $350
per day, applicable deductible for the policy year in which patient was
admitted, and co-insurance. CPF Board may request for additional
information such as medical reports or referral letters from community
hospitals to facilitate claims processing.
For length of stays of 28 days and above, community hospitals are
required to seek MOH’s Medical Advisor certification that the extended
length of stay is medically justifiable for MediShield Life claim.
Coverage for patients with Integrated Shield Plans (IPs) is subject to
the IP policy’s terms and conditions.
3.3 MediSave
For patients admitted to community hospitals as an inpatient on or after
1 June 2010, the use of MediSave is subject to a withdrawal limit of
$250 per day, up to a maximum of $5,000 per calendar year.
Some community hospitals provide outpatient rehabilitation services in
their day rehabilitation centres. For patients admitted to these day
rehabilitation centres for active rehabilitation, the use of MediSave is
subject to a withdrawal limit of $25 per day, up to a maximum of $1,500
per year. Currently, MediSave use is not allowed for home care
services, day care or maintenance programmes, and rehabilitation
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carried out to address sports injuries, acute musculoskeletal injuries,
congenital disabilities or chronic degenerative conditions without
potential for significant functional recovery.
All patients making MediSave claims for active rehabilitation must be
referred by a Singapore Medical Council-registered medical practitioner,
Singapore Nursing Board-registered Advanced Practice Nurse or Allied
Health Professionals Council full-registered therapist, who must certify
that the patient is suitable and can benefit from active rehabilitation to
improve his/her functional status. A 6-monthly review and recertification of the needs and suitability of the patient for rehabilitation
is required to determine the necessity for the patient to continue the
rehabilitation programme.
3.4 MediFund
Singapore Citizens who require financial assistance with their
remaining inpatient bills after receiving Government subsidies and
drawing on other means of payment e.g. MediShield Life, MediSave
and cash, can tap on MediFund. If deemed eligible, medial social
workers can assist in the application for MediFund.
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Appendix A: List of Community Hospital Contacts

S/N Community Hospital

Referral and Day
Admissions Rehabilitation
Team
Centre

1)

Ang Mo Kio- Thye
Hua Kwan Hospital

6450 6209

6450 6150

2)

Bright Vision Hospital

6248 5755

6248 5752

3)

Jurong Community
Hospital

6716 4086(7)

6716 3112

4)

Ren Ci Community
Hospital

6358 0777

6355 6404

5)

St Andrew’s
Community Hospital

6586 8045

6586 1029

6)

St Luke’s Hospital

6895 3290

6895 3205

7)

Yishun Community
Hospital

6807 8880

6807 8880

8)

Sengkang Community
Hospital

6930 7000

nil
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For further queries, please contact:
Ministry of Health
College of Medicine Building
16 College Road
Singapore 169854
Tel: 6325 9220
Fax: 6226 0139
Email: MOH_INFO@MOH.GOV.SG

