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Care without walls: Generalist-led integrated home health for life's

final chapter
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Dear Editor,

Singapore’s aged population is burdened by advanced
chronic illnesses with prolonged and unpredictable
disease trajectories.” More than 70% of Singaporeans
want to be cared for at home at the end of life (EOL).
Furthermore, 77% want to die at home,? but only 1 in
4 do.®* The home care service (HCS) tends to home-
bound patients. However, when patients deteriorate,
they are either admitted to an acute hospital or handed
over to a home hospice service, resulting in disruption
in care continuity.

In this study, authors describe a novel model of
care to address this gap. The integrated home health
(IHH) programme, which was piloted in St Luke's
Hospital, a community hospital in Singapore, embedd-
ed generalist palliative care into the existing HCS. The
programme was run by family physicians and resident
physicians with non-specialist training in palliative care.
The aim of the pilot was to study the health outcomes
of a programme that sought to empower home care
providers to provide EOL care in the community.

The pilot ran from February 2024 to February
2025. Patients under the community hospital’s HCS
were screened for eligibility, based on the Clinical
Frailty Scale, frequency of hospital admissions in the
preceding 6 months, and the “surprise question”.* To
ensure appropriateness of IHH enrolment, clinician
judgement served as an adjudicator for the screening
tool in identifying suitable patients. IHH clinicians
would reference existing HCS documentation to
assess for (1) complexities requiring specialist input,
(2) patient and family readiness for a shift towards
comfort-focused, symptom-directed management
and (3) availability of a competent carer, which is
crucial for home-based EOL care.

Within 5-8 working days, a physical triage visit would
be made, and the patient’s needs were evaluated.
The IHH journey comprises symptom management,
serious illness conversations (SIC), psycho-emotional

support and spiritual care through physical and
tele-consultations, with 24/7 tele-support. Post
bereavement, caregivers continue to be supported
by a dedicated social worker.

IHH is different from the home hospice service.
First, in terms of clinical leadership, the former is
helmed by generalists with interest and training
in palliative care, allowing for democratisation of
palliative care in the community, while the latter is led
by palliative care specialists with advanced training.
Second, in terms of patient profile, IHH cares primarily
for non-cancer patients who were already HCS
recipients for up to 10 years and would otherwise be
transferred to another care provider at EOL if not for
a programme like IHH, while home hospice providers
care for a mix of cancer and non-cancer patients with a
prognosis of less than 1 year. Finally, from the systems
standpoint, the former is subsidised under home
care subsidies and is meant to plug a missing piece in
the public long-term care ecosystem, while the latter
is provided free of charge by charities with additional
support from the Ministry of Health, Singapore.

Of 45 referrals, 38 patients were enrolled. Most
were female (79%, n=30), aged 69-102 years. The
top 3 primary life limiting illnesses include: dementia
(47%, n=18), stroke (28%, n=11), heart failure (5%,
n=2), all of which are non-cancer.

A range of length of service (LOS) was observed
with most under 6 weeks: 44% (h=17) under 2 weeks,
and 36% (n=14) 3-6 weeks. A minority remained in
the programme for longer: 20 to 52 weeks (15%, n=6),
with frequent unstable episodes or prolonged gradual
deterioration. This does not include the duration of
preceding HCS. Many patients in IHH had completed
Preferred Plan of Care (PPC) discussions (86%, n=33)
and still more had at least 1 SIC with the IHH team
(96%, n=36).

Of those who had demised (n=28 as of February
2025), most patients had pneumonia (89%, n=25) as
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Fig. 1. IHH programme workflow.
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the terminal event. Most passed on in the community
(92%, 20 at home, 6 in the inpatient hospice palliative
care service [IHPCS]), while 2 patients were transferred
to the acute hospital for management of the terminal
event.

Preferred place of death (PPoD)-concordance,
defined as death occurring at the patient's
documented PPoD at enrolment, was 89% of those
whose PPoD was known (n=25). Of the 3 patients
who did not achieve PPoD-concordance, 2 were
transferred to IHPCS while 1 was transferred to the
acute hospital.

While advance care planning tends to be low in
uptake in generalist settings even among those at
EOL (ranging widely from 66% to as low as 5%),>’
the pilot has achieved high rates of EOL conversations
(both SIC and PPC). Compared to national statistics,
the pilot has achieved high rates of terminal care in
the community (home and IHPCS) and PPoD-
concordant care.

About half of the patients were in the “deteriorating”
or “terminal” palliative care phase on first visit (47%,
n=18), with LOS till death ranging from 1 to 25 days.
Interestingly, half of those assessed as “stable” on
first visit (52%, n=20) had LOS till death at 28 days
and less. The lack of correlation between a patient’s
initial palliative care phase and survival in the pilot
population showcases the challenge of prognosti-
cation in non-cancer. Achieving upstream identification
of palliative care needs in non-cancer patients is vital
in facilitating quality of life (not too late)®? without
draining resources (not too early).

In summary, IHH, which is the integration of generalist
palliative care in existing HCS, is a feasible, value-based
and scalable strategy for home-based palliative care,
especially in non-cancer. It plugs an existing gap in
the traditional HCS model, facilitating continuity of
care and proactive rather than reactive care. IHH must
be mainstreamed and strengthened with further
research to allow data-driven, integrated care for
Singapore’s aged and multimorbid population.
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