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Conclusion

Instead of creating new processes, CHL has redefined the existing care delivery

structure to bridge the gaps within the hospital-to-home system. It is important to



CENTRE FOR
FALTHCARE
INNOVATI@N CHI Learning & Development System (CHILD)

create a self-sustaining ecosystem that is scalable, and can further benefit patients
with post-discharge needs. Strengthened partnerships with community providers also
ensure that care is delivered holistically and sustainably, as we move towards our
nation’s vision of “Beyond Hospital to Community, Beyond Healthcare to Health,

Beyond Quality to Value”.
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Supporting the Nation’s vision of

‘Beyond Hospital to Community, Beyond Healthcare to Health, Beyond Quality to Value”



