Delivering Person-Centric, Seamless Care: NUHS
The NUHS Patient Appointment Consolidation (PAC) oo
Programme

Team: National University Health System (NUHS) Regional Health System (RHS) Planning Office, National University Hospital (NUH) Care Integration and Alliance (CIA), Participating NUH Specialist Outpatient Clinics (SOCs),

NUH One-Stop Internal Medicine (IM) Clinic, NUHS-Frontier Family Medicine Clinic (FMC), St Luke’s Hospital (SLH)
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Lessons Learnt

§ i 3
ﬁ,% Importance of leadership alignment to lead and execute mindset change.

D PCCs play an important role to gain both clinicians and patients’ buy-in.

Relationships between hospital specialists, primary care partners and management are strengthened
through regular engagements and information exchange (enabled by a shared IT system).

! Findings are based on a outcome analysis with propensity matched controls performed in 2016, by the Ministry of Health, for all RHS clusters with similar programmes implemented under RHS programme funding for Priority 4: ‘Deliver person-centric, seamless care’.
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