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Adults Disability Homes (ADHs) often face challenges to manage residents who present
with behavioural challenges that overwhelms staff’s ability to manage care. This often
results in a knee jerk reaction to send them to the hospital’s emergency services which
has a negative impact on staff’s morale and residents’ adjustment & recovery from the
episodes which is often out of their control.

Failure to address this also results in reluctance of ADHs to accept these patients back
to the home or admit new cases for fear that similar episodes would recur or believe
that residents would or could change. Overall, this results in hospitals facing challenges
in right siting this group of patients who face prolonged & unnecessary stay in
hospitals, hence inappropriate use of resources.

BACKGROUND

ASSESSMENT OF PROBLEM 

A care coordination framework was implemented
between IMH and Thye Hua Kwan – Adult Disability Home
(THK-ADH) to reduce readmissions of their residents
when faced with challenges in managing challenging
behaviours. THK-ADH was identified for this project as
58.5% of their residents are known to IMH and
readmissions rates as well as average length of stay (LOS)
were on the increase.

In 2021, there was 18 admissions from THK-ADH and 9
(50%) required psychologist (PST)’s interventions to
address their behavioral challenges. These 9 residents
also had a longer inpatient LOS with average duration of
stay between 136 to 179 days.

In view of these observations, there was concurrence
between both institutions as equal partners to co-manage
ID residents with challenging behaviours and to explore a
partnership to work on the issue together.

The following root causes were identified as contributory to high readmissions:

ROOT CAUSES

To address the root issues, the care coordination framework was proposed to guide the
partnership between IMH and THK-ADH, and to help both parties to concur on the
problem statement and targeted outcome.

The framework involves regular networking, training and joint management of complex
cases between staff from both the hospital and THK-ADH alongside with the
identification of single point of contact, with the aim of developing a comprehensive
care plan for the patient.

By working together, staff can share information, expertise, and resources to ensure
that patients receive the best possible management and care.
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3 shared outcomes were achieved from this project: 
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