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Singapore, like many countries, is attempting to meet the
growing healthcare needs of an ageing population with a
high burden of chronic diseases. Despite efforts to inte-
grate and increase healthcare capacity, longstanding
challenges remain difficult to overcome. Recently,
policymakers have considered a new approach to building
chronic and eldercare capacity—the Integrated General
Hospital (IGH). The development of the IGH model is mo-
tivated by a combination of factors: the limit to which the
primary care system can manage patients with increas-
ingly complex chronic diseases, a longstanding preference
of patients for hospital-based specialty services and pa-
tients experiencing fragmented care delivery. The IGH
model links hospital care teams and community-based
care providers, to facilitate the management of patients
throughout the care continuum in a single integrated site.
It is hoped that this hospital-led model for chronic care
can meet patients’ needs and preferences and reduce
fragmentation of care.
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BACKGROUND

Singapore, like many countries, has a rapidly ageing popula-
tion with a growing chronic disease burden.1 To meet the
growing demand for chronic disease-related healthcare ser-
vices, Singapore has attempted to provide better coordinated
and patient-centred services. Recent initiatives include the
development of three integrated health clusters, organised to
improve the distribution of facilities, capabilities and services
across primary, secondary and community levels.2 Another
example is the primary care network (PCN), established to
enhance primary care through resource sharing, the setting-up
of chronic disease clinics and a disease registry.3 Despite
efforts to integrate healthcare services and improve the capac-
ity of primary care to manage an ageing population,
longstanding barriers remain.
Primary care in Singapore is largely privatised. As of 2019,

1700 private practices (80% of primary care) and 20

polyclinics (publicly funded primary care clinics) were in
operation.4 While polyclinics offer subsidised care, they are
heavily subscribed. In the hospital setting, the reverse is true;
approximately 70% of hospitals are public institutions that
offer subsidised care.5 Consequently, patients routinely seek
subsidised chronic disease care from specialists based in hos-
pitals. Singaporeans’ perceive that hospital specialists provide
a better quality of care, a perception also true in South Korea,
Hong Kong and Japan.6–12 The combination of a favourable
perception of specialty care and the lower cost of subsidised
public hospital services has led to an imbalance in chronic
disease care delivery between hospitals and the primary care
system. The lack of a primary care gatekeeper compounds the
situation further because patients are free to “shop” for care
from different healthcare providers, i.e. to obtain a desired
referral to the hospital specialist of choice. Patients could also
seek care directly from hospital specialists if they are willing to
pay non-subsidised prices.
This is not to say efforts to move chronic disease care away

from hospitals to primary care have not been attempted. The
FamilyMedicine Clinic, established in 2013, aimed to develop
a shared care model between private general practitioner (GP)
groups and a public hospital.8 Resources (staff and equipment)
and medical records are shared between GPs and hospitals to
better manage chronic disease patients. However, despite sat-
isfaction with the Family Medicine Clinic, patients continued
to seek hospital-based specialist care. Reasons included con-
cerns around cost and the perception that care was not com-
prehensive. The aforementioned PCN, which was set up in
20173 to enhance capacity in primary care, has also been slow
to adopt—only ten networks were approved in 2018. More
recently (in 2019), the Community Health Assist Scheme
(CHAS), originally launched in 2012 to facilitate lower-
income household access to subsidised care at private GP
clinics, expanded its eligibility to include high-income house-
holds.13 Since 2012, CHAS has undergone significant en-
hancements such as removal of age restrictions, increase in
coverage for up to 19 chronic conditions and increases in the
monthly household income cap and additional cover for com-
mon (non-chronic) illnesses.13, 14 It is hoped CHAS can help
to incentivise patients to seek chronic disease care from pri-
mary care providers instead of using hospital-based
specialists.
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Primary care development and innovation, albeit important
and needed, may not be enough to meet the increasing burden
and complexity of chronic disease care. We describe a new
healthcare model in Singapore, which attempts to further
integrate care, build on patients’ predilection for hospital-
based care and encourage patients to move away from seeking
care from several specialists to receiving care from one care
team in one institution.

The Integrated General Hospital Care Model

The Integrated General Hospital or IGH was launched in 2018
(at Alexandra Hospital), a generalist-led, hospital-based care
model, which bridges between hospital specialists and
community-based care (Table 1 and Fig. 1). IGH provides
medical, surgical and allied health services to the general
population. The IGH model adopts a form of care integration
that revolves round a generalist physician (usually internal
medicine trained) and a team of nurses and allied health
providers. Chronic disease patients attending IGH are given
the option to replace care by multiple individual specialists
with a single generalist-led care team at Alexandra Hospital.
This “one patient, one care team” approach is supported by
five key inpatient and outpatient programmes: ‘Well’ (focuses
on disease prevention and health promotion), ‘FAST’ (com-
bines acute, sub-acute and rehabilitative care for inpatients),
‘Chronic’ (an outpatient clinic focuses on chronic disease
management), ‘Healthy Ageing’ (focuses on patients 65 years
and above who require care by a geriatric team) and ‘Pallia-
tive’. These programmes facilitate the management of patients
throughout the care continuum, so as to improve care coordi-
nation and reduce fragmentation of care. It is also hoped that
integrating chronic disease care within the hospital may be
more acceptable to patients who prefer institution-based care.

Outside of the hospital, IGH care teams attempt to link up
with community-based services, such as primary care and
social care services, to co-manage chronic disease
patients—particularly the more complex cases. Similar to the
Family Medicine Clinics, local GPs can access IGH’s re-
sources such as hospital-based diagnostic services including
spirometry and diabetic retinopathy screening without needing
to refer patients to hospital specialists. Polyclinics can admit
patients to IGH wards without going through the hospital’s
urgent care clinic for a set of pre-determined medical condi-
tions. IGH’s CareHub nurses visit patients who have more
frequent admissions to assess their home environment and
provide education and support.
In contrast to the IGH model, usual care consists of acute

and sub-acute care in separate institutions (Fig. 1). When
patients require rehabilitative care following acute care epi-
sodes, patients need to be transferred to another hospital. Care
across multiple sites can lead to transfer delays and suboptimal
information sharing between sites. The role of nurses is also
limited in hospital-based usual care. IGH uses nurse-led care
for low acuity patients while physician contact is optimised for
higher acuity patients. Usual outpatient care of chronic disease
patients is typically managed by multiple hospital-based spe-
cialists, leading to a lack of care coordination. IGH attempts to
overcome this by consolidating all outpatient chronic care
under a single principal physician who is supported by
specialists.

Challenges in Implementation

The first year of operation for IGH has not been without
challenges. Current internal general medicine physician num-
bers are limited. IGH inpatient and outpatient medical care
teams are therefore led by generalists as well as specialists.
Some specialists who have not routinely practiced in a gener-
alist manner have shown hesitancy and scepticism to the new
arrangement. Measures have been put in place to empower
specialists to practice generalist medicine; these include struc-
tured educational sessions (with case discussions), easy access
for specialists to consult colleagues in unfamiliar areas of
medicine and joint management of patients with complex
problems. The other concern among specialists is that practic-
ing generalist medicine at IGH takes away time to develop and
practice in their field of expertise. From a specialist career
development perspective, this could be seen as unattractive.
From the patient’s perspective, changing established

healthcare seeking behaviour is not straightforward. Many
patients with multiple chronic diseases have become accus-
tomed to seeking care from multiple physicians, sometimes
from different institutions. They have formed relationships
with their doctors. When patients are asked to consolidate
their care to one generalist, they could be reluctant to abandon
long-term relationships with their current physicians. Patients
could also be unwilling to consolidate their care at Alexandra
Hospital if they do not live within the immediate area. While

Table 1 Key Features of the IGH Care Model

IGH care model key
features

Details

1. Generalist-led multi-
disciplinary team

• Multi-disciplinary care team led by an
internal medicine physician or specialists
acting as a ‘generalists’
• Nurse clinician-led care for lower acuity
patients

2. Care consolidation • Screening of suitable candidates i.e. multi-
morbid, currently receiving care from
multiple specialists
• Identification of a principal physician
• Discussion with the patient to consolidate
chronic outpatient care at Alexandra
Hospital under a principal ‘generalist’
physician

3. One patient, one bed,
one team

• Patients are admitted and managed on one
site, by one team, for the entire care
continuum

4. Community outreach • Link up with community social services
• Two-way interactions between hospital
and primary care
• ‘CareHub’—provides transition care from
hospital to home and address other
home-based health and social needs
• Hospital pharmacist home visits

IGH, The Integrated Generalist-led Hospital
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many patients acknowledge the benefit of integrating care,
considering the trade-offs between their existing care relation-
ships versus adoption of a new care team, the choice is not
always easy. Nevertheless, IGH care teams are making efforts
to educate patients about the advantages of care consolidation
and to reassure them that consolidating care does not mean
reduced access to specialist care.
At the systems level, there are challenges to adopting the

IGH care model. Hospital-based services are more costly than
community-based services. In the long run, hospital-led chron-
ic disease care models may be too costly to sustain even if
patients prefer it. China, which almost exclusively used a
hospital-based care approach, is now re-organising hospitals
to focus on acute care while simultaneously developing the
primary care sector. The drivers for China’s reorganisation
were cost reduction and quality improvement.15 Similarly,
healthcare reforms in Japan are attempting to move primary
care needs, traditionally served by costly specialist-led clinics
or hospital-based clinics, towards more cost-effective primary
care practices, led by GPs.12 This is not to say hospital-based
care is not needed. Patients with more complex care needs
might be more cost-effectively managed by hospital-based
generalists (supported by specialists). But for less complex
cases, patients may be better served in the primary care setting.
The challenge for IGH is thus to develop a shared care model
for both complex and non-complex patients with the primary
care sector, which is also welcomed by patients and financially
sustainable. This may require expanding IGH nurses’ and
allied health providers’ roles in chronic disease care, increas-
ing adoption of technological solutions, such as tele-health
services, and to plant IGH-like resources in the community,
such as shared clinical sessions between IGH care teams and
its primary care partners.
A piecemeal approach to support chronic care capacity

development in the private primary care sector is a reason
IGH is relevant today. Only within the last seven years have
initiatives emerged (e.g. FMC, PCN and extension of CHAS)

to support private primary care providers to better manage
patients with chronic diseases. It will take time for these
initiatives to mature and involve more private providers. How-
ever, IGH’s development may convey a perception that in-
vestment in primary care is not top priority and alienate the
sector. The undervaluing of primary healthcare is unfortunate-
ly not unusual.16 Despite evidence of better health outcomes,
and reduced cost of care, efforts to build a stronger primary
care system are not consistent.16, 17

It seems counterintuitive to move patients to the hospital for
chronic disease care and may even appear to perpetuate a
model of hospital-led rather than community-led care. Perhaps
the IGH model should be viewed as a pragmatic supplemental
approach as the primary care system continues to grow. In the
future, IGH could shift its focus to more complex and high-
need patients, while working closely with primary care part-
ners to ensure continuity of care inside and outside of the
hospital for all patients. There are plans to replicate IGHmodel
across Singapore. Some aspects of IGH, such as the combina-
tion of acute and rehabilitative care on a single site, could be
adopted to reduce care fragmentation and reduce overall
length of stay. Other aspects, such as care consolidation, and
the use of teleheath will require further evaluation before they
are implemented more widely.

CONCLUSION

The care burden of an ageing population will continue to grow
in the coming years. IGH has the potential to complement
existing efforts to develop chronic disease care capacity. By
consolidating acute and sub-acute care in one site and inte-
grating care through a generalist-led care team approach, IGH
could be a valuable partner for primary care and community
providers. IGH does not pretend to replace primary care as the
medical home for patients with chronic care needs. Rather its
future lies in optimising shared care with primary

Figure 1 Typical patient pathway for acute, sub-acute and specialist care versus IGH model.
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services—particularly for complex cases. Advances in infra-
structure are needed to support effective shared care. Moving
forward, the challenge is to explore IGH’s scalability and
sustainability, its ability to grow in tandem and integrate with
the rest of the healthcare system.
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