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SingHealth Community Nursing rolled out Community Nurse Posts (CNPs) in the East and Southeast regions in December — —
2017 and February 2018 respectively. The community nurses are mainly stationed in the CNPs located at places such as — _— e
Senior Activity Centres (SACs), where they look after residents staying in the vicinity and document their clinical notes. = = === = —— oy o o
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SGH Community Nurses used to manually document and upload scanned clinical nofes into Care and Case Do S S %
Management System (CCMS), whereas CGH Community Nurses documented in an Excel file stored in a shared drive. S il =
Manual entry might cause potential transcription errors, particularly computafion of various scorings fo support care TR eme T T o
decision for patients. As community nursing clinical documents were unavailable in Sunrise Clinical Manager (SCM), T sene_Tne e
access to past notes at real-time for facilitation of care continuity was not readily available. Both nurses and ST i
administrators also spent considerable time to manually compile data for internal and external reporfing. E:::f"“::m"*‘““" s ot
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Aims
- Reduce hardcopy - Harmonise and - Facllifate seamless - Enable better
forms to prevent develop @ sharing of e-clinical communication,
document loss, standardised e- Information, report teamwork and care
degradation of documentation generation for planning, which
quality of template at cluster workload reporting leads to better
documents level and analytics patient outcomes

Methodology

Clinical Track reviewed and

Workgroup was formed and inaugural harmonised current templates and examined current operational and
meeting was held in September 2018 devised report generation financial processes and
requirements recommended system setup
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Current SGH Community Nursing Program Workflow
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Community Emails referral form
Partners Jf [word) to comman
Pat Maw =miail

Workgroup and different tfracks met
regularly to iron out issues, agreed on
mutual IT solution and sought
SingHealth EMRSC approval

Implementation Schedule

I~ wound management I~ Masogastric

I~ management of tubes and drains I~ Percutaneous Endoscopic Gastrostomy
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= Aid in programme evaluation
= Promote care continuity
= Enhance security in handling patient
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Generate data/reports for
outcome evaluation to
enhance current programme
and develop new services




