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CHI Learning & Development (CHILD) System 

Aims 

To increase the acceptance rate of patients with *MORS 5 by Community Partners 

(CPs), for cases referred by Community Mental Health Team (CMHT), from 20% to 

60% in 6 months. 

*MORS: Milestones of Recovery Scale of level 5 (Ineffective coping & engaged with healthcare provider) 

Project Attachment 

See poster attached/below 

Background   

See poster attached/below 

Methods 

See poster attached/below 

Results  

 See poster attached/below 

Conclusion  

See poster attached/below 

Additional Information  

Accorded the NHG Quality Day 2022 (Category D: Building Strong Partnerships in 

Improvement Work) Merit Award 

Project Category  

Care & Process Redesign 

Value-Based Care, Discharge Planning 
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Name: Ms Sng Siok Yen, Melissa 

Email: siok_yen_sng@imh.com.sg  
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Evidence for Problem Worth Solving

Right-Siting of Care 
to Community Partners

NC Sng Siok Yen, Melissa
Community Mental Health Team (CMHT)

To increase the acceptance rate of patients with *MORS 5 by Community
Partners (CPs), for cases referred by Community Mental Health Team
(CMHT), from 20% to 60% in 6 months.
*MORS: Milestones of Recovery Scale of level 5 (Ineffective coping & engaged with healthcare provider)

Cause and Effect Diagram

Flow Chart of Process

Pareto Chart

Team Members

Mission Statement

Implementation

Results

Cost Savings

Problems Encountered

Strategies to Sustain

Name Designation Department 
Team Leader Sng Siok Yen Melissa Nurse Clinician CMHT East Region

Team 
Members

Dr Pamela Ng Mei 
Yuan

Consultant East Region 

Wong Pei Sze 
Angeline 

Nurse Educator Nursing 

Poo Kuei Poi Reena Senior Case Manager Case Management Unit

Ang Kai Yee Clare Senior Occupational 
Therapist 

West Region

Choo Lai Peng Senior Medical Social 
Worker

Medical Social Work 

Valentina Deputy Head Singapore Association 
of Mental Health

Sherlyn Seah Executive West Region
Sponsor Dr Wei Ker-Chiah Head CMHT West Region

Facilitator Doris Koh Assistant Director of 
Nursing 

Nursing 
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CMHT continue 
perform home 
based 
interventions for 
those patients if 
required support

Referral sent via email / 
AIC portal to CP

Discharge Planning Completion of CP referral

Patient referred to CHMT 
after inpatient discharge

CHMT nurses assess 
whether patient qualify 

the criteria for CP 
support

Fulfil at 
least 1 of 

the 
criteria

Referral accepted by CP

MDT discussion and 
discharge patient from 

CMHT to CP

Macro flow
Referral to CMHT from 

inpatient and outpatient

CMHT perform home 
based intervention

Referral by Medical Social 
Worker

Referral by Community 
Nurses

Completion of  CP referral

To qualify for CP support: must fulfill one of criteria below
• Patient has been compliant with treatment for one year and above
• Patient has been working for 6 months and above
• Family/patient requests for discharge from CMHT program

Yes, consent obtained

Referral sent via email 
directly to CP

Referral accepted by CP?

Referral sent via AIC portal

A Joint visit with CP and
handover of caseDischarge planning

MDT endorsement and discharge patient 
from CMHT IMH case tracker

CMHT continue 
perform home 
based 
interventions for 
those patients if 
required support

YesNo

Micro flow

“Patients are most vulnerable to relapses after they have recovered and are 
discharged from hospitals”.1

A survey conducted showed that 80% of the existing CMHT patients were 
satisfied with the services provided by Community Partners (CP). Some of 
the benefits were:
• Decreased symptoms
• More fulfilling lifestyle
• Positive relationships, gained employment etc.

10% of the 
discharged 
patients without 
CP showed 35% 
defaulted follow-
up and 9% were 
re-admitted

Source: Date collected by CMHT from Sep 2018 – Mar 2019 
Source: Data collected by CMHT from Mar to Jul 2019Reference

1. Singapore Mental Health Conference 2014

Root cause Interventions Date
Lack of established 
workflow process to 
community partners

PDSA 1a: Set criteria and assessment tool 
for discharged patients eligible for CP 
(MORs)

5 Aug -1 
Dec 2019

PDSA 1b: To included consent to share 
information in the workflow process

PDSA 1c: Develop referral package for 
clients during first visit

CP lack of skills to 
manage patients

PDSA 2a: Collaboration through joint visits 
with CP 

6 Jan 
2020-5
Mar 2021PDSA 2b: Conducted skills training and 

case conferences with CP
Lack of knowledge
on referral process 

PDSA 3a: Conducted MORS training with 
CMHT

24 May-30 
Aug 2021

PDSA 3b: Sharing of the updated 
community resources to CMHT

PDSA 3c: Created a simple chart of  
community resources mapped according to 
individual regional teamlet for CMHT
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M
HT Target 

PDSA 1a
MORs Tool PDSA 1b

Consent
to share
Information 

PDSA 1c
Referral 
Package 

PDSA 2a
Joint visit with CP
before discharge 

COVID 19 
Pandemic

PDSA 2b
Conduct case 
conference &
skill trainings

PDSA 3c
Teamlet
Community 
Resource Map

Post-Intervention
Median= 42%

Pre-intervention
PDSA 3a
MORs 
Training

PDSA 3b
Community 
Resource kit

Pre-Intervention 
Median=20.8%

Estimated cost per patient re-admitting:
(incl. operating costs from CMHT, Mobile Crisis Team & Emergency Room & C-
class ward expenses for 30-days) 

SGD 1350

Total number of MORS 5 patients successfully 
referred & accepted by CP:
Note: patients with CP support has no re-admission rate for next 6-months

42%-20.8%
=21.2% (46 patients)

Total Estimated Cost Savings: 46 patients x 
$1350=$62,100

1. Difficulty in getting consent from patients to share information with community 
partners 

2. Patients and caregivers declined community partners support
3. Limited physical joint visits with community partners during COVID pandemic
4. Limited staff available to support due to deployment during COVID pandemic

• Conduct annual MORS training for CMHT
• Conduct more skills training and networking session with community partners
• Orientate and precept new staff on the referral processes
• Update the community resource kits and chart yearly and conduct sharing
sessions to the team

Low
acceptance 
by CP, for cases 
referred by 
CMHT

Staff Client 

EnvironmentProcedure

Complete referral

Not Compulsory to 
report care plan CP not confident to 

handle case

Cost of service
Long travelling 
Time to CP 

No regular joint 
visit with CP

Limited CP/resources

Lack of 
knowledge on 

referral process

3rd party referral

Staff lack of  knowledge 
on community resources

Facilities are 
located far from 

client’s home

New inexperienced 
staff 

No Standard
Protocol of
CP referral

No proper handover 
case to CP

Chargeable 
Service

Different forms 
& criteria

Lack of skills 
to manage 

patients

Limited psychiatric 
Community 
resources

Non-
compliant to 

treatment 

Lack of knowledge 
of MORs 

Lack of training  
on MORs 

Lack of protocol & guideline
for  CP support 

No consent 
from client 

Client declined 
referral

Centers are 
spread far apart

Poor Insight 

Lack of caregiver 
support Client is unwell

Lack of continuity of care

Defaulted follow-upMobility 
problem

Default due 
to cost

Poor insight

Lack of knowledge to 
apply financial help 

Lack of info on 
illness management

No financial help

Poor 
Physical 
Health 
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36
10% of the 
discharged 
patients WITH 
CP support did 
not default 
treatment or 
readmitted

Limited trained staff

Not familiar with 
transportation

Lack of 
established work 

process to CP
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