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The COVID-19 pandemic overwhelmed health care 
systems worldwide, especially in acute care settings. In 
tandem with community mitigating measures, increasing 
the capacity in hospitals is of paramount importance. This 
necessitated the conversion of alternate care facilities to 
cope with the acute care load (COVID or non-COVID). 

One potential source of acute hospital beds are community 
care facilities where much of the healthcare infrastructure is 
already in place (1-3).

Singapore reported its first confirmed case of COVID-19 
on January 23, 2020 and subsequently saw a spike in 
the number of COVID cases in the population over the 
following months. National Alert Level was raised on 
February 7, 2020, indicating that the disease is severe and 
spreads easily from person to person. As of writing, the 
number of COVID-19 cases in Singapore had surpassed 50 
000 for a population of 6 million. 

Singapore General Hospital (SGH) is the largest 
academic tertiary hospital facility in Singapore with 1,773 
beds and one million patient visits annually. Despite having 
accumulated experience in the SARS outbreak in 2003, 
the emergence of COVID-19 seventeen years later was 
a challenge to our resources. The impact of segregating 
acute hospitals into acute respiratory illness (ARI) wards 
and non-ARI wards led to tremendous stress on space 
management. Despite having the highest rates of discharges 
rates in Singapore, the SGH was also having the highest 
rates of admissions. A contingency plan was executed 
immediately to cushion the impact of COVID-19 on our 

acute care hospital, with an aim to minimise impact on 
standard patient care. The Outram Community Hospital is 
a 468-bed-community facility which started operations on 
November 18, 2019 and was built to provide for step down 
care from our acute hospital. At the start of the pandemic, 
the building was not yet fully occupied and the urgent 
decision was made to mobilize the non-COVID wards from 
the acute hospital to the community hospital. This decision 
created a potential increase in hospital beds of more than 
20%. The two institutions are connected via a link bridge 
350 metres in length. 

We describe the strategies of preparation, substitution, 
adaptation, conservation, reuse, and reallocation of a 
community hospital to serve patients from an acute 
hospital setting as part of the surge capacity response to the 
unprecedented demands during this pandemic. 

Space 

Prior to the mobilization, the intended space was inspected 
for compatibility for use. As a community facility, not all 
of the bed spaces were constructed with oxygen panels. 
The building commission was activated for piping works 
and within a week, all of the beds had been equipped with 
an oxygen panel and a suction point. The nursing team 
inspected the wards before operation and checked the 
functionality of the oxygen points. 

As the general hospital and community facility use 
different telecommunication systems, the support 
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operations fixed the phone numbers of mobilized wards so 
as these remained the same and the speed dial to services in 
the acute hospital were not affected. 

Work for pneumatic tube system was accelerated and 
problems troubleshot. The system became fully functional 
just before the mobilization of first ward from the acute 
hospital so that biological specimens could reach the 
laboratory timely. Prior to that, the porters would have 
to walk for 20 minutes to transport the specimens to the 
laboratory building. 

The community facility also did not have an automated 
medication dispensing area due to the planned lower acuity 
of patients and treatment rooms had to be converted for 
this purpose. 

Because of the mobilization of various teams into the 
facility, there was an increased need for on-call rooms so 
that medical personnel could rest during overnight duties. 
Tutorial rooms were initially converted into on call rooms 
but were found to be inadequate in terms of ventilation and 
access to showering facilities. Single bedded isolation rooms 
were temporarily converted into on-call rooms for the 
doctors. 

This movement into the new space occurred in stages 
of one-week interval; and by the fourth week, eight wards 
had been relocated to this facility (Figure 1). Clear signages 
were present along the corridor and lift lobby exits and 

temporary signages were added to better direct the new 
occupants. Frequent inspections of the building safety and 
compliance with infection prevention control standards 
were conducted from time-to-time. 

The lifts, lift-waiting areas, activity areas and pantries 
were marked out to ensure compliance with safe social 
distancing measures. 

Staff 

At baseline, there are code blue team present in the 
community hospital to attend to sudden cardiac arrests. 
As more medically complex patients were moved to the 
community facility, the risk of an acute medical emergency 
was judged to be higher. The code blue workgroup modified 
the composition of code blue on-duty team from a three-
person-team into a five-person-team. This ensured that the 
code teams arrived at the code scene in the shortest time 
possible to initiate acute cardiac life support (ACLS) while the 
first responders continued basic cardiac life support (BCLS).

The representatives from departments mobilizing to the 
new facility was engaged to allocate resources for the code 
blue team. The manpower for each discipline was organized 
and meetings were held to reach an agreement on the 
contribution of each discipline based on their functional 
manpower. As the COVID-19 load in Singapore increased, 
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week 3 to 4: Further openings of subacute community hospital wards (66 beds)

week 3: Mobilization of multidisciplinary and acute rehabiliation wards (99 beds)
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Figure 1 Mobilization of wards from acute hospital into community facility, further ramp-up of community hospital beds, and cumulative 
number of cases in Singapore.
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significant manpower had to be deployed to help in the 
fever screening areas in the emergency department and 
other COVID-19 related facilities in the communities (4). 
Many departments were facing dynamic changes in day-to-
day manpower and multiple changes to the daily roster had 
become a new norm. Teams were briefed about vigilance 
while holding the code blue phones, responding to test 
code phone testing, and the workflow of handing over to 
the next persons on duty. The code blue call centre was 
informed of the changes of composition of new members 
and the updated rosters. New members were also briefed 
on the workflow of the building and orientated to the new 
building. 

Validity of Advanced Cardiac Life Support (ACLS) 
certification for the newly joined members of the code 
teams is important. Physicians who had expired or near-
expiry ACLS certification were quickly registered for 
the next available training slots and an arrangement was 
made with the hospital management for extra sessions to 
accommodate these new members. Likewise, nursing staffs 
were checked for their validity in Life Support Courses for 
nurses certifications. 

Staff were also briefed on infection control and preventive 
measures so that the practices are in line with international 
and institutional guidelines. For instance, training for 
the different Powered Air-Purifying Respirator in the 
community facility was held. Although the community 
facility was initially designated for non-COVID patients 
decanted from the acute hospital, it became more difficult to 
maintain this demarcation as community spread increased in 
tandem with the jump in the disease prevalence. In addition, 
cardiopulmonary resuscitation, intubation and bag mask 
ventilation are all considered as aerosol generating procedures 
(5). During the staff movement process, each discipline was 
also segregated to allow for contact tracing in the event of an 
outbreak. Additional fire safety drills were conducted for staff 
who transferred to the community hospital. 

Supplies 

With the setting up of new wards in community facilities 
and the global disruption in supply chain, supplies and 
equipment were anticipated to be in short supply. We could 
not rely entirely on traditional procurement processes 
and had to both conserve current supplies and look for 
alternative sources. Medically-necessary, time-sensitive 
surgeries were postponed to minimise potential transmission 
and to reduce usage of personal protective equipment 

(PPE) (6). This move also enabled other products such 
medications, blood products and antibiotics to be conserved 
for existing and incoming inpatients. 

Some procedural workflows were also amended so as 
to streamline the manpower required. Innovations such as 
the creation of SG SAFE, a transparent swabbing booth 
that comes fitted with a pair of biosafety level 3 gloves, 
for COVID-19 swabbing came timely as it allowed for 
conservation of PPE (7). SARS-CoV-2 Real Time PCR 
(Roche COBAS using Roche 6800 system) was done on all 
patients prior to the transfer to community facility. 

Ensuring that equipment for transfer back to the general 
hospital in the event of an acute deterioration requiring 
critical care is necessary. This includes transport ventilators, 
syringe pumps, oxygen cylinders and a prescribed transfer 
route. 

Standards 

Most healthcare systems can accommodate an 20% increase 
in resource requirements without a drop in healthcare 
standards. Standards of care begin to be compromised when 
the surge exceeds 100% of normal capacity (8).

In view of the mobilization of staff into new environments 
and new medical graduates joining the workforce, supervisors 
strove to actively train and empower the new members of 
staff. Induction training was organized such that staff were 
familiar and comfortable with the newly adopted workflows 
as well as the new workplace. The support, information, 
and training were given not only to medical personnel but 
also to allied health personnel and support operations (9). 

Electronic platforms were used to minimize face to face 
contact for these training sessions. 

Continuous education about the pandemic and updates 
on practice guidelines, were disseminated daily to all staff 
via email. This kept the staff well informed on the latest 
recommendations and practice by the institution and also 
helped to reduce staff anxiety. 

Conclusions

The use of a community health facility for acute care is 
something that needs to be considered during a pandemic. 
As community health facilities already have much of the 
infrastructure and manpower for healthcare provision in 
situ, this provides a good avenue for absorbing some of the 
increased acute care resources required during a pandemic. 
Careful planning with rapid execution and constant checks 
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are integral to developing and maintaining an agile and 
proficient system.
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