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Defining Tomorrow’s Medicine

Introduction, Problem Statement
1. Acute Hospital beds are critical and limited resources in any public hospital.

2. Nationally, there has been Increasing demand for acute care due to aging population, seen through higher
attendances and lodgers in the Emergency Departments.

3. Ministry of Health (MOH) therefore implemented Transitional Care Facilities (TCF) to provide holding
capacity to hasten turnover, and maximize efficient use of acute beds. This arose when the Covid facilities
were seeing a decrease in numbers and the capability of the medical team could support non-covid patient
nheeds.
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Conclusion, Challenges & Future Works

* The collaboration with TCF to receive patients who do not require acute care, will continue to expand in scope in hopes that more beds can be freed up in the acute
hospital, leading to reduction of wait time for beds in the Emergency Department, and staff on the ground will not be as stressed taking care of so many patients.

* Acute and Community Hospitals have limited capacity to take patients without rehabilitation potential / subacute care. TCF takes such patients who do not fit acute
and community hospitals’ requirements.

* Collaboration between SKH and TMC to upskill the TCF nurses to be able to manage patients with higher acuity conditions, such as long term wound care. This would
increase the patient types that can be referred to TCF, thus freeing up more acute beds and manpower.



