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Clinician Practicing at
SGH Department of
Emergency Medicine

Scientist running a
research program in
Prehospital and
Emergency Care

Director of Health
Services Research

program at Duke-
NUS and Singhealth
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SGH doctor on mission to
boost CPR training

Associate Professor Marcus Ong, 48, has pushed for more people to
be trained in cardiopulmonary resuscitation, including spearheading
training sessions in schools, offices, community clubs and religious
organisations through the Dispatcher Assisted first Responder
programme. ST PHOTO: KEVIN LIM

Providing immediate help can raise cardiac-arrest

i '| THE NEW
JAGUAR E-PACE

DISCOVER MORE >

Started Data Science
research unit at
Singhealth

National EMS Medical
Director,

Unit for Prehospital
Emergency Care (UPEC)

Chairman of Pan
Asian Resuscitation
Outcomes Study and
Past President of
Asian Association for
EMS




Singapore: Then and Now
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Asian economies lead
ranking of most efficient
healthcare systems

HONG KONG « As a pandemic rav-
aged the world, Asian economies
led by Singapore, Hong Kong and
Taiwan topped a ranking of most
efficient healthcare systems.

The Bloomberg Health-Effi-
ciency Index, first conducted in
2013, tracks life expectancy and
medical spending to determine
which healthcare systems have
the best outcomes.

This year’s results include the im-
pact of Covid-19 on mortality and
gross domestic product (GDP) in
57 of the world's largest
economies.

These measures helped many
Asian territories improve their
standing on the list since their gen-
erally aggressive coronavirus re-
sponses kept casesand deaths rela-
tively low.

Brazil and Russia joined the
United States in the bottom tier, re-
flecting relatively low life ex-

pectancies along with high
Covid-19 mortality and weaker eco-
nomic outlooks.

“Efficient health systems are of-
tenin places that have limited natu-
ral resources and therefore priori-
tise policies that rely on people po-
tential,” said Professor Pisonthi
Chongtrakul in the Faculty of
Medicine at Chulalongkorn Univer-
sity in Bangkok.

“Success in combating Covid-19
has come in places that coordi-
nated among government bodies
and were willing to let health ex-
perts call the shots, which helped
create a clarity of public messag-
ing," he said.

To measure efficiency during
the pandemic, two adjustments
were made to the original ranking
formula: The 2020 table includes
the one-year change in GDP based
on an October forecast by the Inter-
national Monetary Fund, as well as

Most efficient healthcare

Ranking tracks life expectancy and medical spending in 57 economies, with this year’s
index including Covid-19's impact on mortality and GDP.

Rank | Economy Score ‘Change | Healthcare cost (% of GDP) Life expectancy | Covid-19 mortality
1 Singapore 67.79 HA | 4.4% 83.15 4.96
2 | HongKong 64.89 iV | 6.2% | 8493 1494
3 | Taiwan 5169 2 A | 6.6% 80.69 029
4 | South Korea 5079 2 A | 76% | 8263 1063
5 Israel 46.44 2V T4% 828 33572
6 | lIreland 4522 Ha | 72% | 822 425,07
7 Australia 4277 +3 A 9.2% 8275 3561
8 | New Zealand 474 +10 A | 92% 1 518
9 | Thailand 414 +5 A 37% 76.93 086
10 | Japan 4021 2V | 10.9% | 8an 183
N Norway 3879 +6 A 10.4% 8276 653
12 China 3802 +3A | 5.2% \ 767 322
55 | United States -4.89 - | 171% 78.54 83535

“Rank change refers to the difference in the output using original methodology versus including this year's special adjustments far Covid-19.
Source: BLOOMBERG (WITH INFORMATION FROM WORLD HEALTH ORGANISATION, JOHNS HOPKINS UNIVERSITY, WORLD BANK,
UN POPULATION DIVISION, INTERNATIONAL MONETARY FUND, HONG KONG DEPARTMENT OF HEALTH,
TAIWAN MINISTRIES OF THE INTERIOR, HEALTH AND WELFARE)

the Covid-19 tollon each economy.
For example, a 2020 GDP con-
traction of 6 per cent led to a six

point subtraction from the total
score, while a death toll or new
confirmed cases of 100,000 de-

STRAITS TIMES GRAPHICS

ducted 11.5 points.
The US ranks among the bottom
10 per cent under this method as

well as the formula used before
Covid-19, which simply measured
spending against life expectancy.
America’s low scores reflect amid-
dling average lifespan, the world’s
biggest outlays on medical care,
along with the largest Covid-19
caseload.

Using the formula adjusted for
the pandemic, eight of the world’s
10 most efficient health systems
are in Asia-Pacific.

Singapore and Hong Kong top
the list, while Taiwan, New Zea-
land, South Korea and Thailand
leapfrogged many territories
based on their Covid-19 statistics.

“The pandemic has underscored
the fact thar economic health is de-
pendent on public health, which is
in turn dependent on adequate
public spending on health,” said Dr
Poonam Khetrapal Singh, the
World Health Organisation’s
South-east Asia director, in a re-
port last Saturday.

“In ordinary times, every dollar
invested in health yields an aver-
age return of between US$2 and
US$4, which can be up to 20 times
higher in low- and middle-income
countries,” Dr Singh said.

India does not meet the mini-
mum metrics, though it is among
the nations hardest hit by the pan-
demic. BLOOMBERG




CURRENT PEC SYSTEM Ambulance

» Operates at Intermmediate life support
EDs at Public Hospitals 5 ysually bring patients to the nearest hospital
» Emergency ambulance run by SCDF, the rest are
» Varied degrees of capabilities of  grivate
handling specific conditions of > Private EMS
trauma, AMI, Stroke e
» Manned by trained'specialist

I

» Primary care clinics and Polyclinics operating at

certain times
» CPR training provided mostly by private organisations



Singapore Emergency Medical Services

O

* Area 719 km?

 Urban / Suburban

* Population 5.47 mil

e Multi-racial/cultural/religion

e Currently 60 Emergency
Ambulances

° 191,468 EMS calls in 2019

» Total about 300 Actlve
Paramedics




Public Healthcare Delivery Network

3 Regional Health Systems including 2 Tertiary Centres of Excellence
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Patients Across the Care Continuum

Our Patient Bat
ur partients
i WL

Tertiary / Quaternary | Intermediate / Long Tern

=

Community / Primary | Acute / Secondary |

- Bright
Changi General vision

Hospital Hospital

Ovutram Community Hospital

Chinatown
Post-Acute & Continuing Care

FMC, Tiong -
Bahru s Campus DEM
CHC ,’ Sengkang Campus Inpatient - =
~
SHP General Campus ASC s SengKang SN
. \ Hospital g T / Community y
Primary Care \ o & Hospital _
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| integrated i -
Community Disease .
\_ Primary Care ~ Nursing Homes Palliative
h Care

Community

Homecare Partners

Regional Health System (RHS)

* Collaboration with Pearl’s Hill Care Home

Undergirding Enablers
Case Management | Operations | HR | Finance | IT | Education and Research Infrastructure
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Singapore Healthcare Landscape

_____________________________________________________________________________________

'Key Challenges

1. Rapid Ageing of the Population

I 2 Increasing Burden of Chronic Diseases
3. Rising Cost of Healthcare
I 4

Limited Health Workforce and Competlng
Demands -

‘5. Challenges from COVID-19




Singapore: Overall Trends

2000 2011 2020 2030
Population 4.0 5.3 6.0 6.9
Old Age 8.4 6.3 3.6 2.1
Support Ratio
Ambulance 66,958 131,806 196,550 325,268
Calls
Calls/100,000 1,521 2,487 3276 4714
A&E cases 537,342 934,485
Cases/100,000 13,433 17,631
Polyclinic 2,728,377 4,314,496 5,543,397 6,919,717

Cases/100,000 68,209 81,405 92,340 100,286
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More elderly, more illnesses, poor coping

e Study of 2808 seniors (Ng
Tze Pin NUS) Percent Increase in Elderly Population: 2000 to 2030 ‘

Singapore

* 9in 10 had lillness and oo e
43% had 3 or more illnesses .
. . South Korea ‘ 6
* Elderly in Singapore o -
experience increasing

Canada

functional disability in -

contrast to the West

=
* Elderly projected to sean [N o

increase by 372% by 2030

http://medicine.nus.edu.sg/pcm/Chronic%20Disease%20Functional%20Status%20and%20Q0L%20EIderly%20%20in%20Singapore.pdf



400,000

350,000

300,000

250,000

200,000

150,000

100,000

Projected EMS Demand

2020: 335,611 calls

2020: 219,002 calls

Projection at 5%

50,000 -
o M N N N I I
2007 2008 2009 2010 2011 (2012 2013 2014 2015 2016 2017 2018 2019 2020 2021 2022 2023 2024 2025 2026 2027 2028 2029 2030
Actual Demand

® Non-Emergency / False Calls M Calls from Rest of Population = Calls from Elderly



Axis Title

Calls from Elderly

Proportion of calls from 70.0%
elderly e
60.0% —
Wi Percentage of
100,000 50,09 calls from age
90,000 0% >65
80,000
70,000
g8,888 40.0% W Calls from <65
40,000
30,000 30.0%
20,000
10,000
0 20.0% - —» Linear
201 201 201 (Percentage of
0 1 2 o calls from age
u Below 10.0% - >65)
81,586|84,427|89,370
(<65)

w Above 0.0% -




Longer stays and more admissions

1400

1200

1000

200

T Chronic Diseases
| (Cumulative)

Mo. of Elderly with

G600

400

200

o

200352004

2010 Year

2020 Source: MOH

2030

OHypertension
H Dementia

ALOS [Days)

O Diabetes Mellitus
@ Heart Failure

W Stroke

O End Stage Renal Disease

<15

15-24

25-44
Age group [years)

45-B4

Bo+

Utilization rate |% )

100% -

0%

Proportion of Elderly who are Physically
Indpendent! Dependent

1933 20

mEBedidden & require regular tuming
mRequire tatal physical assistance
mRequire superdsion with walking aid

Require walking aid

mAmbulant & physically independent

18




In the medium and long term, we will need
to build more acute and community beds

Projected Public Acute Bed Demand (overall) Projected CH Bed Demand (overall)
No. of
Beds
10,000 Shortfallof 1,930
beds by 2025 Shortfallof 781
9,000 " beds by 2025
8,000
7,000

6,000 Sengkang
Qutram and
5,000 Sengkang
4,000 -
\- Yishun and
3,000 - ——Public Bed Jurong

Demand 500 :
2,000 ——Planned —ztro;ect:d Der:'uand
supply 0 - - S—— 7anri\e Tsuppv, |
1,000 —r— — T — N M T W WM 0O O N Mo oW
o S R S T S ggggsg8eEegsg8s8gggs
oy Dy N N, Ny N 5 ¥ 4 ¥ NN N N N N N NN N NN NN

D DT D ’f{,ea;\g’ ® A o Year

Notes:: 1. Based on NPTD population projections (up to 2025)

2. Assumes 80% Bed Occupancy Rates



Ambulance Ratios

Pegging ambulance ratios to population growth
— US 5 per 100,000

— HK 4.2 per 100,000

— Taipei 2.9 per 100,000

— Japan 2 per 100,000

— Singapore 0.8 per 100,000

Proposal to peg to 2 ambulances/100,000
* 60 ambulances 2020
138 ambulances by 2030

Improves EAS ability to plan for growth of services
Ratio can be adjusted according to ability to meet KPls




Frame of Survival
for improving OHCA outcomes in developing EMS systems

Political Healtcare Legislative Basicstateof ~__ Traffic congestion
commitment expenditure environment preventive health solutions
Culture of Relationship w/ government, Quality Emergency care
excellence police, fire, hospitals improvement network
Strong EMS Field to facility
leadershi ommunication
P Chain of Survival ‘ e
W1 TN, wosPIT,

Cost-efficient Motivation

smart technologie: g oWATCny, Mﬁ' eRANID, @ of staff
\f b
Good Samaritan T Q\ %% v Ambulance/

population ratio

laws
o -y -y
EMS specialty
Research
development :
. ; o projects
Health seeking behavior Willing and competent Practice of giving
Appropriate use of EMS Pool of bystanders CPR/AED way to ambulance
Cultural views of Cultural willingness Research Road Reliable
death and resuscitation ~  to helpstrangers ~ environment conditions telecommunications




Strengthen

PEC 5 Year Plan

oversight and
leadership

Medical oversight

Emergency medical Ambulance with
i . A&E at the
Patient dispatch through EMS personnel RH
collapse 995 calls nearest

e Delayed

e Need for sufficent

1
_ : i e Increasing call volumes
: recognition of i | (6.7%/ year on average) ambulances Improved
| symptoms i - o (1/80,000) Technology
: : i ri(fr(iatisa?ciror:e Ica e Need for efficient
: ® Poor + P ambulance
: bystander i @ Need for pre- deployment
: response i arrival instructions

Ambulance
regulation

Lack of training and continuing education for EMS

Increase Public personnel including dispatcher

Education and
Training

Skills
Development




Current model is linear
Nearly all 995 get conveyed to hospital

A proportion of calls could be better managed in
the community

Inefficient

Use of resources (eg: stable chronic, mild
COVID19 pt)

Overcrowding
Suboptimal care
Low satisfaction




Current Linear Pathway

Sick patient in
the community

v v 1__$__$

GP Polyclinic Walk to ED Pvt 995

\ Z ambulances
‘ i ED <= t

v
Triage @ ED
v

Treatment @
ED

v

Disposition

v v v

Discharged Death Admitted
i |

v v .4 v v v
GP\Polyclinic SOC Partner Ward HD/ICU ED - Observation
Institute




Remodelling EMS

[ IMMEDIATELY LIFE
THREATENING

URGENT & EMERGENCY
NON LIFE THREATENING

N —ET—

o —EET—

TRANSFERS
HEDULED CARE

Figure 1: SAS Onical Modsl

Figure 1 Ilustrates the key components of the new clinical and offers some exampiss within
each of the Identified patient fiow groups.

PECIALIST!

AMEDIC
ALTERMATIV!
PATHWAY:

INTEGRATED
AUNITY CARE
TEAM:

PRIMARY AND

INTERMEDIATE
CARE

MINOR INJURY

SPECIALIST CARI

.y
e kb =

LE ST R

LR N N
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Alternate Care
Pathways

Caller dials

99

Current dispatch
receives call

Various other
helplines (Eg: WHC
urgent centre)

Caller dials
09

Emergency
ambulance

To appropriate ED with
treatment enroute

Need to
go to ED?

Need

ambulance
2

MOH dispatches
993 ambulance

993 brings pt to
nearest ID
screening area:

Hospital
Poly

GP

“Korean type
care centre”

First aid & return
advice (hear &
treat)




Target Populations /

CATEGORY OF
CASES EXAMPLES RESPONSE

Population with chronic medical conditions including the elderly

Cardiac arrest, unconciousness, Highest priority
EHE&E"‘EI;‘E&EENING breathlessness, active seizure, Fastest response . . N . . & 3
major trauma and stroke. SRR e Population with minor injuries/ailments

Population with psychological and social issues

Resources
Primary Care

’4 National Healthcare Group National University
4/ POLYCLINICS 8 Polyclinics + GPs

Intermediate Care
»
/
\’ '

Other resources

0
NCSS
91@ 6‘ e

integrated

Fon) AT
mn "HEALTH

Social service agencies — mental health/social Acute /severe mental health

home-based care, centre-based care,  jssyes, community nurses, person-centred
befriending services for seniors primary healthcare practice



RESTRICTED

MOH STANDARDS FOR EMERGENCY AMBULANCE SERVICE (2014)

These standards are for the reference of agencies operating or intending to
operate an emergency ambulance sernvice.

The standards spell out the minimum requirements which the agency must
comply with when operating an emergency ambulance service.

Contents:

DefinONS. s
Emergency Ambulance Service Provider ...
Emergency Ambulance Service Vehicle. ...
Emergency Ambulance Service Crew........ ...
A 1Composition. ...
4. 2Medical Transporter/Ambulance Driver.....................
4 3Emergency Medical Technician..._._._..__......_._...._.. ..
4 4Ambulance Paramedic................. ..
A0Ambulance NUrSe. ..
46Ambulance Doctor...........
5. Ambulance Vehicle Equipment and Medical Equipment.........

PP =

e S o [ S S N A i L L

APPENDIX 1: Definition of Medical Emergency........................ 8
APPENDIX 2: List of Approved Qualifications........_....__.._._..._. 10
APPENDIX 3: List of Medical Equipment for Ambulances...__....._. 11



PARAMEDIC TRAINING & EDUCATION

The Singapore Armed Forces (SAF) works closely with the Singapore Civil Defence Force (SCDF) and the Ministry of Health (MOH) to equip both SAF
and SCDF medical personnel with professional skills and knowledge relevant for peacetime training and cperations. The MNational Paramedic Training and
Education Roadmap, leveragestihe four thrusts of SkillsFuture! initiative and provides career paramedics with many pathways to success, regardless of
their educational background.

THE NATIONAL PARAMEDIC TRAINING AND EDUCATION ROADMAP

The multi-agency Paramedic Professional Standards Committee, together with various paramedic training stakeholders,
established this roadmap that allows paramedics to make well-informed choices about opportunities for career development.

A INIERMEDIATE ADVANCED

EMT m—- Advanced Diploma
in Paramedicine

Who are Paramedics?

+ Allied Health Profecsionals

* First responders to the injured
and sick

» Operate with a crew
comprising a medic and
a transporter, and in
pre-hospital setting,
often with limited
resources

EMS

Paramedic Professional Standards Committee
SAF and 5COF

ndustry stakeholders

Diploma in
Paramedicine

Regulatory bodies Unit for Prehospital Emergency
Care (UPEC), Ministry of
Education (MOE) and Workforce
Developmental Agency (WDA)

Degree with minor

Higher NITEC in Paramedic —
in Paramedicine

and Emergency Care

Training educaticnal nztitute of Technical Education
providers {ITE}, Manyang Polytechnic
({MNYP) and SIM University

Looks at defining training competencies for Prehospital

Emergency Care providers EMT: Emergency Medical Technician EMS: Emergency Medical Specialist MNITEC: Mational Institute Of Technical Education Certificate

Milestones of Paramedic training in Singapore

¢ 1996 0 1998 2008 2009
The Defence and Home Affairs Miniztries The first lacal TE starts the Higher NITEC in SAF Paramedic
collaborated with the Justice Institute Paramedic Paramedic and Emergency Care COurse
of Britizh Columbia (JIBC) to launch Matriculation Programme gainz JIBC
the Paramedic Training Programme in COUrsE Was E‘J . ,r‘ [ accreditation
Singapore. SAF became the national conducted at = for medic and
institution rezponzible the School of q- N paramedic
for all Paramedic training Military Medicine (SAF) to a group of @ e training
SAF and SCDF madics - ! 20Mm
1996 ~ + MYP starts the ~] SAF and JIBC co-develop the
SAF and SCOF zent I’:@ 1998-2009 Advanced Diploma in , Diploma im Health Sciences
7 officers and combat ) SAF and SCDF continued to send operational Paramedicine courze (Emergency Medical Services)
medics to JIBC for ™ 0 paramedics to JIBC for enhanced training and Primary Care Paramedic
training (A Frogramms

| The four key thrusts of SkillsFuture are: (7} help individuals make well-informed choives in education, training and careers, (i) develop an integrated high-guality system of education and fraining that responds o constantly evolving needs,
(i) promaole employer recognition and career development based on skills and mastery and (iv) foster a culture that supports and celebrates lifelong learning.




. . - Y -
Competency levels A Level2 ™ | A Leveld | |© Leveld

18 Perfoam suction of aral cavity [ . "||, i Y \ . |
Fil Place patientsmia the recovery posihon | 5 %
0. Perform amway ohstractionremeval techmques, « 2 Hembich 4 | v .
3l [nset oropharyngeal airsay % 3 .|[ .
32 Admunister oxy pen therapy fia Mon-rebreather mask (MEA) 4 4 4
i3, Perform manual/assisted ventlation via bag valve mask (BVM)or

resuscitators '\ A .Hr' 3 A
3. Admumuster oxy pen therapy via miranasal canmila \\_ / IL 3 4
35. Insert supraglotic airway device o \ y A
36, Manape airway of pasdiatic pagems . A
37 Perform Endotrachesl (ETT) Intubation I\ “
38 Performneedle thoracosionmy ) ,"ﬂll A
e Perfiorm trachescbrondual suchicnme of alreadymiubate dpatent — A
40, Administer oy pen therapy via Venhzi Mazk A

ko W
N_ S

C. Manage Circulation o
42 Apply automatsd extemal defibrillator on adul
43, Prefomm CPE compressions foradult, child & mfant ul ul
44 Perform peripheralinravenme carmiation
43. Perfomm Intraosseons infosion (101, .l
46 Apply automatsd extemal defibnllator on chald
47, Apply mecharical assisted CPR device
4. Parformmanal cardorerzion
49. Perform tranecid amecus pacing {




PEC IT Blueprint and Analytics

Manage Calls and Dispatch ’ Manage EMS Transition and Return
Emergency Call m Conveyance Handover to ED Return to Service
Locate/Treat/Deliver

Operations Centre Smart Amb,ulance Device Mobile Devices Participating EDs
(SGH, KTPH and TTSH)

995 call/ Incident m Clinical cEIec:omcd
situational Details on I!r“ cData ase Recor
data IBCR @ @ apture

Comms between J €PCR
Paramedics and # NEHR

My Responder Dispatch Tape Review
ED

'
IBCR

Extract, Transform, I

Reporting Gnd Analytlcs Ser == hnlﬂszde/ 2. -

mnm.

F{Epnr!s




Technology and Dispatch







Culture of Excellence

e' _| @ http:/fwww.resuscitationacademy.org/tool/welcome/dashb L~-c || g Marcus Ong Eng Hock (SHHQ ... @ Resuscitation Academy Ass.. * | | {,'-D "'“‘ €::=
File Edit View Favorites Tools Help
< @ sing.. 5)DEM... G Google &) Onli.. &)56H K Sign... (0] Outl... &) Web .. = G- v [ g v Pagev Safety> Took~w @+
& ? . - . .
~ ~ .
Q RESUSCITATION ACADEMY
Average € Score
Registry
Cardiac Arrest Registry € 27.71 31.25 Retake
Culture T-CFR
Telephone-CPR © 11.48 13.25 Retake
High-performance CPR € 12.39 4.00 Retake
Accountabiy [ Rapid Dispatch € 6.65 5.50 Retake
Measurement of Resuscitation using 3.84 3.795 Retake
Defibrillation Recording €
/ \ AED Program for First Responders € 3.10 225 Retake
-\'_"“'--..._/. Smart Technologies for Public CPR and 213 275 Retake
CPRIAED o AED ©
ispatch
Mandatory CPR and/or AED training € 2.88 3.00 Retake
Accountability @ 2.72 2.50 Retake
Smart Messurement Culture of Excellence € 5.00 5.00 Retake
1st Responders

For further program information supporting the Assessment Tool,
edownload apraying wal from Out-of-Hospital Cardliac Arrest

Home | About Us | Blog | Contact Us

016 The Resuscitation Academy. All rights reserved. v
#100% ~

& |- a6 g
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THE AMBULANCE CREW

EMS and
COVID-19




Redesign of
SGH
Emergency
Department
Workflow

T

T

GOVERNMENT ] SYSTEMS
COMMUNITY PRIMARY HEALTHCARE FACILITIES Centralised
Surveillance
Via ambulance or referral for
Self-conveyed (Walk-ins) swabs Central online

Portal

Outdoor area, Apply up-to-date screening criteria, Single entrance to ED with security enforcem:

|

TRIAGE TRIAGE

Low suspect area
(Low risk zone)

Patients who do not fit the
national suspect case definition
AND has no respiratory symptoms

EMERGENCY DEPARTMENT

PRE-TRIAGE SCREENING

103dsNS.
JAVIGINEILNI

Intermediate suspect
area (Intermediate
risk/Buffer zone)

Patients who do not fit the national
suspect case definition but has
respiratory symptoms or fever with an
unknown source or fits the hospital’s
internal screening criteria.

High suspect area
(“Dirty” or High risk
zone)
Patients who fit the national
suspect case definition
. Negative pressure rooms
. Aim for high turnover

- Community
swabbing facility

- General
practitioners
performing swabs

- Telemedicine
facility

- ED Wait time & ED
protocols

TRIAGE
Central

Al-driven
Database
Data from the
screening, triage,
ED & hospital
entered to help

identify clusters

Critical Trolley | Walker Critical | Trolley | Walker Critical | Trolley | Walker
(P1) (P2) (P3) (P2) (P3) (P2) (P3)
Observation Observation Observation
g Disposition criteria defined in ED workflow g
g &
INPATIENT WARD COMMUNITY

With information on:

INTERMEDIATE

LOW RISK WARD

GW HD ICU GW

WARD

HD

RISK COHORT

ICU

HIGH RISK

ISOLATION WARD

GW| HD | ICU

. High risk and/or unable to self-
isolate: Community Isolation
Facility

. Mandatory self
isolation (Legally binding)

outpatient management as per
usual indications

SingHealth Duke
ACADEMIC MEDICAL CENTRE




Health Footprint

of Pandemic

Next impacts in the aftermath of

COVID-19

1st Wave
Immediate mortality
and morbidity of

COVID-19

25t Wave
. Impact of resource
’ . restriction on urgent
¥ non-COVID conditions
=

31 Wave

\ Impact of
| interrupted care on
] 'b ; r? chronic conditions

15t Wave Tail
/ Post-ICU recovery

4™ Wave
» Psychic trauma

* Mental illness
+ Economic injury
* Burnout
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Let’s save lives
together!
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O hotnews

New device could help save
more cardiac arrest victims
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