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Scope
• Overview of healthcare system in Singapore
• History of palliative care in Singapore
• Needs of patients at the advanced stages of 

chronic illness
• Challenges faced in managing non-cancer 

patients
• Initiatives taken to improve EOL care for non-

cancer patients
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• Land area: 710.2 sq km
• Total population: 4.84 million 

(2008)
• 65 years and above:  8.7%
• Race:     Chinese 74.7%

Malay 13.6%
Indian 8.9%
Others 2.8%

• Doctors to population ratio: 
1.2 per 1000

• Nurses to population ratio: 
4.2 per 1000

Population Statistics



4

Life Expectancy of Singaporeans

• At birth: 81.89 yrs 

– male: 79.29 yrs 

– female: 84.68 yrs
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Major Causes of Death
Year 2006 2007 2008

Total no. of 
deaths

16,393 17,140 17,222

% of total deaths

1 Cancer 28.5 27.7 29.3

2 IHD 18.5 19.8 20.1

3 Pneumonia 13.7 13.9 13.9

4 CVA 8.9 8.7 8.3

5 Accidents, violence and poisoning 6.3 6.0 5.8

6 Other heart diseases 4.3 4.3 4.0

7 DM 3.3 3.6 2.7

8 COPD 3.3 2.6 2.5

9 UTI 2.0 2.2 2.1

10 Nephritis, nephrotic sundrome and 
nephrosis

1.7 2.0 2.1
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Cancer vs Non-cancer deaths

Cause of death in Singapore
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This trend is not only in Singapore…
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Healthcare System in Singapore
• Public sector healthcare system re-organized in 2000 into 2 

clusters:
- Singapore Health Services (SingHealth) in the East
- National Healthcare Group (NHG) in the West

• Each cluster comprised of primary healthcare polyclinics, 
regional hospitals and tertiary institutions

• Regional general hospitals:
NHG SingHealth
- Alexandra Hospital (AH) - Changi General Hospital (CGH)
- National University Hospital (NUH)  - Singapore General Hospital (SGH)
- Tan Tock Seng Hospital (TTSH)      - KK Women’s & Children’s Hospital
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Healthcare System in Singapore
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Healthcare Funding

• Healthcare expenditure: 4% of GDP

• 3M framework: Medisave, Medishield and 
Medifund

• Primary healthcare polyclinics, regional hospitals 
and tertiary centres are heavily funded by the 
MOH, with co-payment from patients

• Step-down facilities eg. community hospitals, 
private NH, hospices are run by VWOs
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Hospice Funding
• Home hospice: 

- free of charge 
- means-tested
- government subsidy based on means-testing

• Inpatient hospice: 
- patient co-pays 
- means-testing
- Medisave-deductible; government subsidy based on means-tesing

Expenditure of hospices only partially funded by the
government, remaining shortfall raised through charity
drives
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History of Palliative Care 
in Singapore
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History of Palliative Care in Singapore

• Palliative care services - originated from the hospice 
movement in 1985

• 1985: St Joseph’s Home (home for the aged, run by the 
Roman Catholic Canossian Sisters) set aside 16 beds 
for terminally-ill patients

• 1987: A group of volunteers formed the Hospice Care 
Group of the Singapore Cancer Society and started a 
charitably funded hospice home-care service
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History of Palliative Care in Singapore

• 1988: Assisi Hospice started 
by the Franciscan 
Missionaries of the Divine 
Motherhood

• 1989: Hospice Care 
Association started by 
volunteers from the Hospice 
Care Group

• 1995: Hospice Centre 
formed, comprising an 
inpatient hospice (Dover 
Park Hospice), home 
hospice organisation
(Hospice Care Association) 
and hospice day care
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History of Palliative Care in Singapore

• 1995: 5 charities providing hospice service 
formed an umbrella body called the Singapore 
Hospice Council

• Currently: 
- 4 inpatient hospices
- 5 hospice home care
- 2 hospice day care
- 5 hospital-based palliative care services
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Needs in the advanced stages 
of chronic disease
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How different is chronic 
disease from cancer?

• Number of patients with non-malignant disease 
greater than cancer

• Duration of illness longer and less predictable
-implications on planning services
-implications on caregivers

• Even at the advanced stages, patients may still 
benefit restorative care
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Illness Trajectories

Lynn and Adamson 2003
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Models of Palliative Care

“Bad old days”

“Cancer Care model”
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Model of Care for Chronic Diseases
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Official Statement of ATS
• Palliative Care should be available to patients at ALL

stages of illness and should be individualised based on 
the needs and preferences of the patient and the 
patient’s family.

• All clinicians who care for patients with chronic or 
advanced (resp) diseases and/or critical illnesses should 
be trained in basic competencies in palliative care.

• Recommends that these clinicians should consult with 
palliative care specialists as appropriate for managing 
palliative care situations beyond the clinician’s level of 
competence.
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It is not “Chronic Ds Mx” OR “Palliative Mx”

Heart Failure COPD ESRF

Ace-inhibitors
Βeta-blockers
Loop diuretics
Spironolactone
Anti-platelet agents
Statins

Steriods
Bronchodilators
Anticholinergics

Phosphate binders
Calcium replacement
Antihypertensive
Diuretics
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It is not “Chronic Ds Mx” OR “Palliative Mx”

Chronic Disease Management that may still
be useful:

Throughout disease phase:
• Fluid balance

In patients with acceptable functional status:
• Antibiotics
• Management of anemia
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Integrating Palliative Care 
into Chronic Diseases

• Discussion of illness limitations and prognosis

• Assessment of patient’s physical, social, 
psychological, and spiritual domains, their 
family and community setting

• Goal setting, and continuous goal adjustment 
as the illness progresses, including advance 
care planning

• Grief and bereavement care
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Dying from Chronic Diseases: Are 
the symptoms different?

Prevalence of symptoms among patients
with:

Non-malignant disease Cancer

Pain 67% 84%
Trouble breathing 49% 47%
Vomiting/nausea 27% 51%
Sleeplessness 36% 51%
Mental confusion 38% 33%
Depression 36% 38%
Loss of appetite 38% 71%
Constipation 32% 47%
Bedsores 14% 28%

Cartwright & Seale Study, 1991
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A large population based retrospective 
survey (Addington-Hall et al. 1995. 
Regional study of care for the dying) in the 
UK of deaths from all causes revealed that 
many people dying from conditions such as 
CHF, COPD, or strokes had un-met health 
and social care needs in the last year of life.
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SUPPORT Study: Severe Symptoms 
Three Days Before Death (by bereaved 

relative)

0

20

40

60

80

100

Severe pain Severe dyspnoea Severe confusion

CHF COPD Lung Cancer
L l 199



30

Challenges Faced in 
Palliation of Chronic Diseases

• Uncertainty of prognosis (implication on hospice 
funding)

• Appropriate timing of palliative care involvement 
given the limitation of resources

• Educating other healthcare professionals
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Issues in managing advanced chronic diseases

- Many patients in their last year of life have repeated 
hospitalisations

- Doctors not able to recognise terminal stage of diseases

- No discussion/proper documentation on advance care 
planning

- Long term residential homes (nursing homes) not 
equipped nor prepared to look after dying residents

- Hospice more selective in taking in patients with non-
cancer diagnosis

i. Uncertain prognosis
ii. Funding mechanism
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Referrals to Hospice and Pall Care

Referrals to HCA Hospice Care
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Non-cancer Referrals

In 2008:

• Hospital-based palliative care service 
(TTSH): 

22.6% non-cancer, 77.4% cancer

• Home Hospice (HCA): 
9.1% non-cancer, 90.9% cancer
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Referrals to major hospice 
organisations (Aug ’08- Jul ’09)

15429453Non-cancer

HCA (home care 
and day care)

Dover Park 
Hospice 
(inpatient)

Assisi Hospice 
(home care, day 
care and 
inpatient)

Cancer 2967 444 1029
Total 3420 473 1183
% of non-cancer 13.2% 6.1% 13.0%
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Steps taken to improve EOL care 
for cancer and non-cancer patients 

• Education of doctors and nurses to identify patients who 
require palliative care and to tailor management to their 
needs in the hospital (TTSH)

• Improve EOL care and ACP in step-down care facilities 
to reduce unnecessary hospitalisations (Project CARE)

• Home hospice care program for non-cancer patients 
(NHG ACP)

• Introducing and facilitating ACP with the help of 
Respecting Choices®
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EOL Initiatives in TTSH

• EOL Taskforce set up in 2006 to look into 
improving care of the terminally-ill in the 
hospital

• Initiative: Project Omega
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Project Omega

• Improvement in EOL care in TTSH 
through the implementation of the EOL 
bundle

• 1 Mar 2007 - 31 Jun 2009
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Objectives
1. Improvement from baseline (50%) to 

70% in the following areas:
a. Assessment of psychosocial and spiritual 

needs of dying patients
b. Assessment of survival risk factors
c. Assessment of caregiver respite needs

2. Increase in bereaved family’s satisfaction
with EOL care by 25%
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The “surprise” question

Would we be surprised if this 
patient died in the next 12 months?

Murray S, Boyd K, Sheikh A. Palliative care in chronic 
illness. BMJ 2005 ; 330: 611-612

Joanne Lynn
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EOL Bundle

• Determination of extent of care and resuscitation 
status with the use of the Extent of Care/DNR form

• Comfort care order set

• Focused nursing patient care record (modification of 
the Liverpool Care of Dying pathway)

Complemented with educational initiatives 
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Education of hospital staff

1. Symptom control 

2. Psychosocial support when patient is 
DIL/DNR

3. Terminal discharges 

4. Communication of bad news/discussion 
of extent of care
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Symptom Control

• Concentrate on 4 most common 
symptoms.
– Deliberate attempt to assess for these 

symptoms (Not wait for patient to volunteer 
information / complain).
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Patient is not agitated

Patient is not breathless or rattling

Pain is satisfactorily controlled

Nausea and Vomiting are satisfactorily controlled
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Symptom Control

• Treatment plans in place if symptoms are 
present.
– “stand-by” or “breakthrough” medication 

ordered if necessary (a guide is on page 2 of 
our ExOC form)
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Symptom Control

• Review regularly.

• Ask for help if still poorly controlled
– Escalate to next level
– Refer to specialty teams



48

Aims: 
• Concentrate on common symptoms at the EOL
• Psychosocial-spiritual care

• for patient
• for family

DOCTOR

“Automatic” Process

If the patient
is DIL and DNR
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Psychological status

The 4 Cs of “psycho” status

Nursing – Comfort Care PCR
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“Why is the modern 
healthcare system 
failing in meeting 
the preference of 
the dying? I believe 
we should facilitate 
dying at home for 
the terminally ill if 
this is their 
preference.” - Health 
Minister Khaw Boon Wan
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NHG ACP
• National Healthcare Group Advance Care 

Programme (NHG ACP)

• 3-year pilot program fully funded by the Ministry 
of Health

• Provide home hospice care to a group of 
patients with non-cancer diagnoses

• End-stage heart failure, end-stage renal failure 
and advanced COPD
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NHG ACP

• Program was initiated because of unmet 
needs of patients with chronic diseases 
like COPD and chronic heart failure

• Emphases of program: home medical and 
nursing support, telephone surveillance, 
advance care planning, terminal care at 
home, and grief and bereavement support 
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Project CARE

• 3-year pilot project to improve EOL care 
in NH

• Shortlisted 9 nursing homes around the 
hospital

• Team consists of doctors, nurses and 
counsellors
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Project CARE

• Aims:
1. Educate and train NH staff (changing 
mindsets)
2. Conduct ACP discussions with 
residents and their NOK 
3. Manage acute medical conditions in NH 
(24/7)
4. Manage terminally-ill patients in NH
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Advance Care Planning
Engaging Respecting Choices® from Wisconsin, US

1. Train facilitators to conduct ACP discussion with 
patient/family

2. Look into system change to incorporate ACP as part of  
medical care and to ensure that this is portable across 
all care settings

3. Educating both healthcare workers and the public on 
importance of ACP as part of good EOL care
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Components of ACP discussion

General ACP

Disease-specific
ACP

POLST

POLST: Physician Order for Life-Sustaining Treatment
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Thank you


