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ABOUT FROG

CARE PATHWAY BLUEPRINTEHD 2018

frog designs exceptional digital and physical customer 
experiences to transform businesses at scale.

frog advances the 
human experience 
through design.
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ABOUT FROG

 X

form follows emotion 
Hartmut Esslinger, frog founder 

The emphasis on the need for design to elicit a deep 
emotional response underpins frog entire portfolio of work 
over 4+ decades in industries as diverse as finance, mobile and 
telecommunications, technology, healthcare, energy, 
education, media, and social innovation.  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INTRODUCTION
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The Founder by John Lee Hancock - 2016

INTRODUCTION
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INTRODUCTION

Centre Georges Pompidou, Paris
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INTRODUCTION

Blueprint of an acute angioplasty care pathway in a Point of Care setting, by frog design
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INTRODUCTION

Care Pathway BlueprintArchitecture Blueprint
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Service Design for 
Value-Based Healthcare
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Human-Centered Design is 
an innovation process 
in which end-user needs, 
aspirations and context are 
given extensive attention at 
each stage of the product/
service development process.

SERVICE DESIGN FOR VALUE-BASED HEALTHCARE
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Value in the experience

For example 
+ 
Fun 
Useful 
Cheap 
Fast 
Easy 
Accessible

For example 
+ 
Health 
Wealth 
Social Connection 
Empowerment 
Knowledge 
Security

Value from the experience

IMPACT

SERVICE DESIGN FOR VALUE-BASED HEALTHCARE
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Design for healthcare

SERVICE DESIGN FOR VALUE-BASED HEALTHCARE

Value in the experience Value from the experience



 15CARE PATHWAY BLUEPRINTEHD 2018

PATIENT & 
SOCIAL CONTEXT

through Human-Centred Design

SERVICE DESIGN FOR VALUE-BASED HEALTHCARE
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SERVICE DESIGN FOR VALUE-BASED HEALTHCARE



HEALTHCARE 

ORGANISATION
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PATIENT & 
SOCIAL CONTEXT

through Service Design

SERVICE DESIGN FOR VALUE-BASED HEALTHCARE
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Service Design Network

Service design is the activity of planning 
and organizing people, infrastructure, 
communication and material components 
of a service in order to improve the 
interaction between the service provider 
and its customers. 

SERVICE DESIGN FOR VALUE-BASED HEALTHCARE
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SERVICE DESIGN FOR VALUE-BASED HEALTHCARE

PATIENT & SOCIAL 
CONTEXTPATIENT & 

SOCIAL CONTEXT

HEALTHCARE 

ORGANISATION

POPULATION 
 AT LARGE
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SERVICE DESIGN FOR VALUE-BASED HEALTHCARE

PATIENT & SOCIAL 
CONTEXTPATIENT & 

SOCIAL CONTEXT

HEALTHCARE 

ORGANISATION

POPULATION 
 AT LARGE

Through Service Design we  
co-create new care pathways 
that bring value to the 
individual patient, the 
healthcare organization and 
ultimately improve the 
population health.
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SERVICE DESIGN FOR VALUE-BASED HEALTHCARE

PATIENT & SOCIAL 
CONTEXT

PERSONAL VALUE: Value at the level of the Patient

TECHNICAL VALUE: Value at the level of the Intervention

ALLOCATIVE VALUE: Value at the level of the Population

PATIENT & 
SOCIAL CONTEXT

HEALTHCARE 

ORGANISATION

POPULATION 
 AT LARGE

Through Service Design we  
co-create new care pathways 
that bring value to the 
individual patient, the 
healthcare organization and 
ultimately improve the 
population health.

THE TRIPLE VALUE MODEL - MUIR GRAY



 22CARE PATHWAY BLUEPRINTEHD 2018

Introducing the 
Care Pathway Blueprint
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SERVICE DESIGN FOR VALUE-BASED HEALTHCARE

EMR Workflow Diagram example, by Tim Edlund

http://www.softworksgroup.com/synoptec-blog/improve-emr-implementation-with-emr-
workflow-diagrams/
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SERVICE DESIGN FOR VALUE-BASED HEALTHCARE

A Care Pathway Blueprint is a diagram 
that visualises the activities and 
relationships between different 
components in the care pathway of a 
patient — people, resources and 
processes. 

Blueprint of an acute angioplasty care pathway in a Point of Care setting, by frog design
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Blueprint of an acute angioplasty care pathway in a Point of Care setting, by frog design

SERVICE DESIGN FOR VALUE-BASED HEALTHCARE
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SERVICE DESIGN FOR VALUE-BASED HEALTHCARE

Figure 1 Figure 2
Actors • recognizable,  

• distributed across the framework,  
• difficult to see the sequence of tasks for 

each actor

• recognizable,  
• organized vertically 
• easy to identify and count the sequence of tasks for each actor,

Time 
dimension

• Horizontal

Location (or 
context)

• Present, connected to each step
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How to use the  
Care Pathway Blueprint
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HOW TO USE THE CARE PATHWAY BLUEPRINT

Implementation process of Health Service Innovations

Immersion Scoping Co-creation Deployment

Identify an 
opportunity for 

Service Innovation in 

a Care Pathway. 

Consolidate the 
vision and detail 

the solution 

concept.

Iteratively co-
design the 

solution with the 

care team and 
other partners.

Test the solution 
with patients in a 

real-life 

environment. 
Assess outcomes, 

consolidate 

learnings.



Indentify the service innovation 

opportunity by leveraging the 
perspectives of internal and external 

stakeholders. 

Immersion 
phase

HOW TO USE THE CARE PATHWAY BLUEPRINT
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HOW TO USE THE CARE PATHWAY BLUEPRINT





Consolidate the selected solution and detail it 

based on the specific characteristics of the 
healthcare setting where it will be 

implemented.

Scoping 
phase

HOW TO USE THE CARE PATHWAY BLUEPRINT

Current Care Pathway

New Care Pathway
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Co-creation 
phase

HOW TO USE THE CARE PATHWAY BLUEPRINT

Prototype, test and co-create the service 

innovation with patients and the care team to 
gather feedback and ultimately define 

requirements for detailed design. 

UZ Leuven - Liver Tx Home Monitoring - Standard Scenario

LOCATIONS Hospital Patient home/daily life GP Practice/Lab/Referring CenterPatient home/daily life Hospital Hospital Patient home/daily life

PHASES 3. Dose Adjustment

1.1 Candidate Identification 1.2 Introduce 1.3 Recruit/sign-in 1.4 Patient File Update 1.5 Profile activation and 
Training

1.6 Profile activation and 
Training

1.7 Prescriptions & Discharge 2.1 Weekly Questionnaire 2.2 Weekly Monitoring 2.3 Reminder of Booking test 2.4 Booking test 2.5 Blood Test and visit 2.6 Results Input 2.7 Automated Review 2.8 Results Feedback Notification 2.9 Results Feedback Notification 2.10 Results Pre-Review 2.11 Results Review 3.1 Results Follow-up through platform 3.2 Results Follow-up via phone 3.3 Results acknowledgement 3.4 Acknowledgement Notification 4.1 Prescription 4.2 Introduction to Close Monitoring Regime 4.3 Close monitoring regime set-up on platform 4.4 Nurse remind 

conditions If the patient is a new user of 

the myNexuzHealth app.

If the patient already has a 

profile on the 

myNexuzHealth app.

Happening according to GP/Lab 

current protocols

if values are in-range if values are out-of-range (values 

TBD)

--> from this point, patient may: need a 

dose adjustment, be assigned to Close 

Monitoring Regime, or be sent to tx 

center.

(TBD if needed in routine or only as 

escalation path)

TDB how the prescription is delivered to the 

patient

 --> from this point, same process as for routine 

testing, repeated with shorter intervals until 

Immunosuppressant value stabilizes. First test to be done 

within 7 days from test results (Frequency of monitoring 

TBD case by case).

if patient doesn't do blood tests

ACTORS

GP/LabNurse/Referring 
Center

According to specific 

GP/Lab/Referring center current 

protocols 

(to be further investigated)

Patient The patient meets the 
hepatologist for routine visit.

The patient gets introduced to 
the pilot opportunity by the 
nurse.

The patient signs the 
paperwork.

- The patient gets introduced to 
the pilot protocol and 
supporting tools, getting 
support to install the 
MyNexusHealth App on his 
mobile phone. S/he reviews 
the care plan with the nurse.

The patient gets introduced to 
the pilot protocol and 
supporting tools, reviewing 
the care plan.

The patient receives the 
prescriptions, the lab parameter 
test instruction document, the 
care plan summary and the 
discharge note covering his 
needs (medication, blood tests) 
for the next 1 year.

The patient fills out a weekly 
questionnaire that includes 
questions about weekly 
symptoms, general physical 
and mental health and the 
activities done during the week.

The patient receives a reminder 
for booking blood test according 
to care plan.

The patient books the blood test 
at GP/Lab/Referring Center, with 
the prescription. The list of 
examination is available to the 
patient within the app and on the 
the lab parameter test instruction 
document.

The patient inputs the blood test 
results into the app and gets 
confirmation of successful 
upload.

The patient receives an email (Verify 
compliance) informing results are 
ready to be reviewed. The patient 
checks results on the App. Results 
are in range.

The patient receives an email (Verify 
compliance) that results are under 
review by the clinical team and that 
s/he will receive a feedback from the 
nurse within xx days

The patient receives an email (Verify 
compliance) informing that changes on the 
plan have been made and are ready to be 
reviewed. Changes may include updated 
dosage and care plan and any eventual 
other planned or scheduled follow-up, with a 
link to review.

The patient receives a phone call 
(TBD) from the nurse to communicate 
the results assessment, required dose 
adjustments and any eventual followup 
(could trigger additional testing).

The patient reviews and accepts 
the updated dosage and care 
plan.

The patient receives a phone call (TBD) from the 
nurse informing about the temporary switch to Close 
Monitoring Regime; might occur in parallel to dose 
adjustment. (paired with the call communicating the 
results)

Hepatologist During routine visit the 
Hepatologist identifies 
qualified patients for the pilot 
and redirect them to the pilot 
nurse for further information 
and finalize onboarding.

The hepatologist confirms the 
patient-in-range parameters, 
signs the prescriptions and the 
discharge note covering the 
patient needs (medication, 
blood tests) for the next 1 year.

The hepatologist biweekly reviews with 
the nurse all the off-range cases, and 
takes or confirm decision on dose 
adjustments and eventual follow-ups.

The hepatologist signs a new prescription 
covering the patient needs (medication, 
blood tests) for the Close Monitoring 
Regime.

Pilot Nurse The nurse explains with 
further detail the Pilot to the 
patient, verifies elegibility 
against detailed criteria and 
exposes the necessary 
paperwork for signature.

The nurse opens the patient 
file on the KWS platform. She 
assigns the TX Home 
Monitoring tag to the patient 
file. She defines the patient’s 
in-range parameters, to be 
reviewed by the hepatologist. 

The nurse introduces the 
patient to the Pilot protocol, 
guides the Patient to install 
the myNexuzHealth App on 
his mobile phone, illustrates 
the main features and 
reviews the care plan with the 
Patient.

The nurse introduces the 
patient to the Pilot protocol 
and reviews the care plan 
with the Patient on the 
myNexuzHealth App.

The nurse prepares the 
prescription for the medication, 
4 prescriptions for the quarterly 
routine tests, the lab parameter 
test instruction document and a 
discharge note covering the 
patient needs (medication, 
blood tests) for the next 1 year. 

The nurse does her weekly/biweekly 
review of the patient dossiers.

The nurse receives a 
notification (channel TBD) for out-of-
range patient values.

The nurse reviews the patient 
results and prepares all the required 
patients' values out-of-range 
documents for discussion with 
hepatologist. The nurse can 
preparare dose adjustment 
proposals to confirm with the 
hepatologist.

The nurse biweekly reviews the patient 
cases that require attention with the 
hepatiologist. 

The nurse inputs any changes to the care 
plan on the KWS and patient instructions in 
the platform. 

The nurse communicates to the patient 
through phone call (TBD) the results 
assessment, required dose adjustments 
and any eventual followup (could trigger 
additional testing).

The nurse receives a notification for 
pateint change of 
status/aknowledgemnt of updated 
dosage and care plan.

The nurse prepares a new prescription 
covering the patient needs (medication, 
blood tests) for the Close Monitoring 
Regime. 

The nurse communicates to the patient 
through phone call (TBD) the decision of assignment 
to the Close Monitoring Regime (in some cases 
might be paired with Dose Adjustment). 

The nurse inputs changes to the care plan and patient 
instructions in the platform. 

The nurse receives a notification on the app about the 
missing tests.The nurse calls the patient and reminds him 
to do blood test.

NexusHealth Platform The patient profile is created 
and the Home Monitoring TX 
care plan gets activated.
Reminders to book quarterly 
tests are set.

The Home Monitoring TX 
care plan is activated. 
Reminders to book quarterly 
tests are set.

The system delivers a Reminder 
to book the blood testing at the 
GP/Lab/Referring 
Center xxx days before the 
planned date.

The system delivers an email (Verify 
compliance) to the Patient informing 
results are ready to be reviewed on 
the App. App confirms results are in 
range and to keep up with healthy 
behaviours and adherence to 
current dosing. Email can include 
the link to the dosage and the 
schedule for next blood testing.

The system delivers an email (Verify 
compliance) to the Patient informing of 
updated dosage. System shows updated 
dosage and care plan and any eventual 
other planned or scheduled follow-up.

The system delivers an email (Verify compliance) to the 
Patient informing of updated plan. System shows updated 
care plan.

After xx missed tests, the system can deliver a message or 
a call to the nurse, to act.
-
The system displays the patient as "missing close-
monitoring checks" within nurse view.

KWS The patient file is updated 
with new Home Monitoring 
TX Pilot tag, the care plan 
and the in-range parameters 
(in ‘pending confirmation’ 
mode).

All the documents are saved on 
and printed from the patient file 
on the KWS.

KWS screens patient-uploaded 
results values, and initiate 
protocols according to values.

KWS displays the patient as "in-
range". The system can notify the 
nurse with in-range resutls summary 
every xxx days.

According to out-of-range values, the 
KWS can deliver a message or a call 
to the nurse, to act.
KWS displays the patient as "slightly 
out of range". The system notifies 
the nurse with in-range values 
summary every xxx days.

As the patient reviews the dosage 
update and care plan, KWS displays 
the patient as "results-aknowledged".

1. Onboarding to Pilot

Patient home/daily life

4. Close Monitoring Regime for out-of-range values

Hospital

2. Routine Regime 

UZ Leuven - Liver Tx Home Monitoring - Standard Scenario

LOCATIONS Hospital Patient home/daily life GP Practice/Lab/Referring CenterPatient home/daily life Hospital Hospital Patient home/daily life

PHASES 3. Dose Adjustment

1.1 Candidate Identification 1.2 Introduce 1.3 Recruit/sign-in 1.4 Patient File Update 1.5 Profile activation and 
Training

1.6 Profile activation and 
Training

1.7 Prescriptions & Discharge 2.1 Weekly Questionnaire 2.2 Weekly Monitoring 2.3 Reminder of Booking test 2.4 Booking test 2.5 Blood Test and visit 2.6 Results Input 2.7 Automated Review 2.8 Results Feedback Notification 2.9 Results Feedback Notification 2.10 Results Pre-Review 2.11 Results Review 3.1 Results Follow-up through platform 3.2 Results Follow-up via phone 3.3 Results acknowledgement 3.4 Acknowledgement Notification 4.1 Prescription 4.2 Introduction to Close Monitoring Regime 4.3 Close monitoring regime set-up on platform 4.4 Nurse remind 

conditions If the patient is a new user of 

the myNexuzHealth app.

If the patient already has a 

profile on the 

myNexuzHealth app.

Happening according to GP/Lab 

current protocols

if values are in-range if values are out-of-range (values 

TBD)

--> from this point, patient may: need a 

dose adjustment, be assigned to Close 

Monitoring Regime, or be sent to tx 

center.

(TBD if needed in routine or only as 

escalation path)

TDB how the prescription is delivered to the 

patient

 --> from this point, same process as for routine 

testing, repeated with shorter intervals until 

Immunosuppressant value stabilizes. First test to be done 

within 7 days from test results (Frequency of monitoring 

TBD case by case).

if patient doesn't do blood tests

ACTORS

GP/LabNurse/Referring 
Center

According to specific 

GP/Lab/Referring center current 

protocols 

(to be further investigated)

Patient The patient meets the 
hepatologist for routine visit.

The patient gets introduced to 
the pilot opportunity by the 
nurse.

The patient signs the 
paperwork.

- The patient gets introduced to 
the pilot protocol and 
supporting tools, getting 
support to install the 
MyNexusHealth App on his 
mobile phone. S/he reviews 
the care plan with the nurse.

The patient gets introduced to 
the pilot protocol and 
supporting tools, reviewing 
the care plan.

The patient receives the 
prescriptions, the lab parameter 
test instruction document, the 
care plan summary and the 
discharge note covering his 
needs (medication, blood tests) 
for the next 1 year.

The patient fills out a weekly 
questionnaire that includes 
questions about weekly 
symptoms, general physical 
and mental health and the 
activities done during the week.

The patient receives a reminder 
for booking blood test according 
to care plan.

The patient books the blood test 
at GP/Lab/Referring Center, with 
the prescription. The list of 
examination is available to the 
patient within the app and on the 
the lab parameter test instruction 
document.

The patient inputs the blood test 
results into the app and gets 
confirmation of successful 
upload.

The patient receives an email (Verify 
compliance) informing results are 
ready to be reviewed. The patient 
checks results on the App. Results 
are in range.

The patient receives an email (Verify 
compliance) that results are under 
review by the clinical team and that 
s/he will receive a feedback from the 
nurse within xx days

The patient receives an email (Verify 
compliance) informing that changes on the 
plan have been made and are ready to be 
reviewed. Changes may include updated 
dosage and care plan and any eventual 
other planned or scheduled follow-up, with a 
link to review.

The patient receives a phone call 
(TBD) from the nurse to communicate 
the results assessment, required dose 
adjustments and any eventual followup 
(could trigger additional testing).

The patient reviews and accepts 
the updated dosage and care 
plan.

The patient receives a phone call (TBD) from the 
nurse informing about the temporary switch to Close 
Monitoring Regime; might occur in parallel to dose 
adjustment. (paired with the call communicating the 
results)

Hepatologist During routine visit the 
Hepatologist identifies 
qualified patients for the pilot 
and redirect them to the pilot 
nurse for further information 
and finalize onboarding.

The hepatologist confirms the 
patient-in-range parameters, 
signs the prescriptions and the 
discharge note covering the 
patient needs (medication, 
blood tests) for the next 1 year.

The hepatologist biweekly reviews with 
the nurse all the off-range cases, and 
takes or confirm decision on dose 
adjustments and eventual follow-ups.

The hepatologist signs a new prescription 
covering the patient needs (medication, 
blood tests) for the Close Monitoring 
Regime.

Pilot Nurse The nurse explains with 
further detail the Pilot to the 
patient, verifies elegibility 
against detailed criteria and 
exposes the necessary 
paperwork for signature.

The nurse opens the patient 
file on the KWS platform. She 
assigns the TX Home 
Monitoring tag to the patient 
file. She defines the patient’s 
in-range parameters, to be 
reviewed by the hepatologist. 

The nurse introduces the 
patient to the Pilot protocol, 
guides the Patient to install 
the myNexuzHealth App on 
his mobile phone, illustrates 
the main features and 
reviews the care plan with the 
Patient.

The nurse introduces the 
patient to the Pilot protocol 
and reviews the care plan 
with the Patient on the 
myNexuzHealth App.

The nurse prepares the 
prescription for the medication, 
4 prescriptions for the quarterly 
routine tests, the lab parameter 
test instruction document and a 
discharge note covering the 
patient needs (medication, 
blood tests) for the next 1 year. 

The nurse does her weekly/biweekly 
review of the patient dossiers.

The nurse receives a 
notification (channel TBD) for out-of-
range patient values.

The nurse reviews the patient 
results and prepares all the required 
patients' values out-of-range 
documents for discussion with 
hepatologist. The nurse can 
preparare dose adjustment 
proposals to confirm with the 
hepatologist.

The nurse biweekly reviews the patient 
cases that require attention with the 
hepatiologist. 

The nurse inputs any changes to the care 
plan on the KWS and patient instructions in 
the platform. 

The nurse communicates to the patient 
through phone call (TBD) the results 
assessment, required dose adjustments 
and any eventual followup (could trigger 
additional testing).

The nurse receives a notification for 
pateint change of 
status/aknowledgemnt of updated 
dosage and care plan.

The nurse prepares a new prescription 
covering the patient needs (medication, 
blood tests) for the Close Monitoring 
Regime. 

The nurse communicates to the patient 
through phone call (TBD) the decision of assignment 
to the Close Monitoring Regime (in some cases 
might be paired with Dose Adjustment). 

The nurse inputs changes to the care plan and patient 
instructions in the platform. 

The nurse receives a notification on the app about the 
missing tests.The nurse calls the patient and reminds him 
to do blood test.

NexusHealth Platform The patient profile is created 
and the Home Monitoring TX 
care plan gets activated.
Reminders to book quarterly 
tests are set.

The Home Monitoring TX 
care plan is activated. 
Reminders to book quarterly 
tests are set.

The system delivers a Reminder 
to book the blood testing at the 
GP/Lab/Referring 
Center xxx days before the 
planned date.

The system delivers an email (Verify 
compliance) to the Patient informing 
results are ready to be reviewed on 
the App. App confirms results are in 
range and to keep up with healthy 
behaviours and adherence to 
current dosing. Email can include 
the link to the dosage and the 
schedule for next blood testing.

The system delivers an email (Verify 
compliance) to the Patient informing of 
updated dosage. System shows updated 
dosage and care plan and any eventual 
other planned or scheduled follow-up.

The system delivers an email (Verify compliance) to the 
Patient informing of updated plan. System shows updated 
care plan.

After xx missed tests, the system can deliver a message or 
a call to the nurse, to act.
-
The system displays the patient as "missing close-
monitoring checks" within nurse view.

KWS The patient file is updated 
with new Home Monitoring 
TX Pilot tag, the care plan 
and the in-range parameters 
(in ‘pending confirmation’ 
mode).

All the documents are saved on 
and printed from the patient file 
on the KWS.

KWS screens patient-uploaded 
results values, and initiate 
protocols according to values.

KWS displays the patient as "in-
range". The system can notify the 
nurse with in-range resutls summary 
every xxx days.

According to out-of-range values, the 
KWS can deliver a message or a call 
to the nurse, to act.
KWS displays the patient as "slightly 
out of range". The system notifies 
the nurse with in-range values 
summary every xxx days.

As the patient reviews the dosage 
update and care plan, KWS displays 
the patient as "results-aknowledged".

1. Onboarding to Pilot

Patient home/daily life

4. Close Monitoring Regime for out-of-range values

Hospital

2. Routine Regime 
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UZ Leuven - Liver Tx Home Monitoring - Standard Scenario

LOCATIONS Hospital Patient home/daily life GP Practice/Lab/Referring CenterPatient home/daily life Hospital Hospital Patient home/daily life

PHASES 3. Dose Adjustment

1.1 Candidate Identification 1.2 Introduce 1.3 Recruit/sign-in 1.4 Patient File Update 1.5 Profile activation and 
Training

1.6 Profile activation and 
Training

1.7 Prescriptions & Discharge 2.1 Weekly Questionnaire 2.2 Weekly Monitoring 2.3 Reminder of Booking test 2.4 Booking test 2.5 Blood Test and visit 2.6 Results Input 2.7 Automated Review 2.8 Results Feedback Notification 2.9 Results Feedback Notification 2.10 Results Pre-Review 2.11 Results Review 3.1 Results Follow-up through platform 3.2 Results Follow-up via phone 3.3 Results acknowledgement 3.4 Acknowledgement Notification 4.1 Prescription 4.2 Introduction to Close Monitoring Regime 4.3 Close monitoring regime set-up on platform 4.4 Nurse remind 

conditions If the patient is a new user of 

the myNexuzHealth app.

If the patient already has a 

profile on the 

myNexuzHealth app.

Happening according to GP/Lab 

current protocols

if values are in-range if values are out-of-range (values 

TBD)

--> from this point, patient may: need a 

dose adjustment, be assigned to Close 

Monitoring Regime, or be sent to tx 

center.

(TBD if needed in routine or only as 

escalation path)

TDB how the prescription is delivered to the 

patient

 --> from this point, same process as for routine 

testing, repeated with shorter intervals until 

Immunosuppressant value stabilizes. First test to be done 

within 7 days from test results (Frequency of monitoring 

TBD case by case).

if patient doesn't do blood tests

ACTORS

GP/LabNurse/Referring 
Center

According to specific 

GP/Lab/Referring center current 

protocols 

(to be further investigated)

Patient The patient meets the 
hepatologist for routine visit.

The patient gets introduced to 
the pilot opportunity by the 
nurse.

The patient signs the 
paperwork.

- The patient gets introduced to 
the pilot protocol and 
supporting tools, getting 
support to install the 
MyNexusHealth App on his 
mobile phone. S/he reviews 
the care plan with the nurse.

The patient gets introduced to 
the pilot protocol and 
supporting tools, reviewing 
the care plan.

The patient receives the 
prescriptions, the lab parameter 
test instruction document, the 
care plan summary and the 
discharge note covering his 
needs (medication, blood tests) 
for the next 1 year.

The patient fills out a weekly 
questionnaire that includes 
questions about weekly 
symptoms, general physical 
and mental health and the 
activities done during the week.

The patient receives a reminder 
for booking blood test according 
to care plan.

The patient books the blood test 
at GP/Lab/Referring Center, with 
the prescription. The list of 
examination is available to the 
patient within the app and on the 
the lab parameter test instruction 
document.

The patient inputs the blood test 
results into the app and gets 
confirmation of successful 
upload.

The patient receives an email (Verify 
compliance) informing results are 
ready to be reviewed. The patient 
checks results on the App. Results 
are in range.

The patient receives an email (Verify 
compliance) that results are under 
review by the clinical team and that 
s/he will receive a feedback from the 
nurse within xx days

The patient receives an email (Verify 
compliance) informing that changes on the 
plan have been made and are ready to be 
reviewed. Changes may include updated 
dosage and care plan and any eventual 
other planned or scheduled follow-up, with a 
link to review.

The patient receives a phone call 
(TBD) from the nurse to communicate 
the results assessment, required dose 
adjustments and any eventual followup 
(could trigger additional testing).

The patient reviews and accepts 
the updated dosage and care 
plan.

The patient receives a phone call (TBD) from the 
nurse informing about the temporary switch to Close 
Monitoring Regime; might occur in parallel to dose 
adjustment. (paired with the call communicating the 
results)

Hepatologist During routine visit the 
Hepatologist identifies 
qualified patients for the pilot 
and redirect them to the pilot 
nurse for further information 
and finalize onboarding.

The hepatologist confirms the 
patient-in-range parameters, 
signs the prescriptions and the 
discharge note covering the 
patient needs (medication, 
blood tests) for the next 1 year.

The hepatologist biweekly reviews with 
the nurse all the off-range cases, and 
takes or confirm decision on dose 
adjustments and eventual follow-ups.

The hepatologist signs a new prescription 
covering the patient needs (medication, 
blood tests) for the Close Monitoring 
Regime.

Pilot Nurse The nurse explains with 
further detail the Pilot to the 
patient, verifies elegibility 
against detailed criteria and 
exposes the necessary 
paperwork for signature.

The nurse opens the patient 
file on the KWS platform. She 
assigns the TX Home 
Monitoring tag to the patient 
file. She defines the patient’s 
in-range parameters, to be 
reviewed by the hepatologist. 

The nurse introduces the 
patient to the Pilot protocol, 
guides the Patient to install 
the myNexuzHealth App on 
his mobile phone, illustrates 
the main features and 
reviews the care plan with the 
Patient.

The nurse introduces the 
patient to the Pilot protocol 
and reviews the care plan 
with the Patient on the 
myNexuzHealth App.

The nurse prepares the 
prescription for the medication, 
4 prescriptions for the quarterly 
routine tests, the lab parameter 
test instruction document and a 
discharge note covering the 
patient needs (medication, 
blood tests) for the next 1 year. 

The nurse does her weekly/biweekly 
review of the patient dossiers.

The nurse receives a 
notification (channel TBD) for out-of-
range patient values.

The nurse reviews the patient 
results and prepares all the required 
patients' values out-of-range 
documents for discussion with 
hepatologist. The nurse can 
preparare dose adjustment 
proposals to confirm with the 
hepatologist.

The nurse biweekly reviews the patient 
cases that require attention with the 
hepatiologist. 

The nurse inputs any changes to the care 
plan on the KWS and patient instructions in 
the platform. 

The nurse communicates to the patient 
through phone call (TBD) the results 
assessment, required dose adjustments 
and any eventual followup (could trigger 
additional testing).

The nurse receives a notification for 
pateint change of 
status/aknowledgemnt of updated 
dosage and care plan.

The nurse prepares a new prescription 
covering the patient needs (medication, 
blood tests) for the Close Monitoring 
Regime. 

The nurse communicates to the patient 
through phone call (TBD) the decision of assignment 
to the Close Monitoring Regime (in some cases 
might be paired with Dose Adjustment). 

The nurse inputs changes to the care plan and patient 
instructions in the platform. 

The nurse receives a notification on the app about the 
missing tests.The nurse calls the patient and reminds him 
to do blood test.

NexusHealth Platform The patient profile is created 
and the Home Monitoring TX 
care plan gets activated.
Reminders to book quarterly 
tests are set.

The Home Monitoring TX 
care plan is activated. 
Reminders to book quarterly 
tests are set.

The system delivers a Reminder 
to book the blood testing at the 
GP/Lab/Referring 
Center xxx days before the 
planned date.

The system delivers an email (Verify 
compliance) to the Patient informing 
results are ready to be reviewed on 
the App. App confirms results are in 
range and to keep up with healthy 
behaviours and adherence to 
current dosing. Email can include 
the link to the dosage and the 
schedule for next blood testing.

The system delivers an email (Verify 
compliance) to the Patient informing of 
updated dosage. System shows updated 
dosage and care plan and any eventual 
other planned or scheduled follow-up.

The system delivers an email (Verify compliance) to the 
Patient informing of updated plan. System shows updated 
care plan.

After xx missed tests, the system can deliver a message or 
a call to the nurse, to act.
-
The system displays the patient as "missing close-
monitoring checks" within nurse view.

KWS The patient file is updated 
with new Home Monitoring 
TX Pilot tag, the care plan 
and the in-range parameters 
(in ‘pending confirmation’ 
mode).

All the documents are saved on 
and printed from the patient file 
on the KWS.

KWS screens patient-uploaded 
results values, and initiate 
protocols according to values.

KWS displays the patient as "in-
range". The system can notify the 
nurse with in-range resutls summary 
every xxx days.

According to out-of-range values, the 
KWS can deliver a message or a call 
to the nurse, to act.
KWS displays the patient as "slightly 
out of range". The system notifies 
the nurse with in-range values 
summary every xxx days.

As the patient reviews the dosage 
update and care plan, KWS displays 
the patient as "results-aknowledged".

1. Onboarding to Pilot

Patient home/daily life

4. Close Monitoring Regime for out-of-range values

Hospital

2. Routine Regime 

HOW TO USE THE CARE PATHWAY BLUEPRINT



Deployment 
phase

HOW TO USE THE CARE PATHWAY BLUEPRINT

Pilot the solution with patients in a real life 

environment, assessing outcomes and 
consolidating learnings. 
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Service Designer 
Super Powers



Start from the 
people’s needs

SERVICE DESIGN SUPER POWERS

#empathy



Decipher the 
complexity

SERVICE DESIGN SUPER POWERS

#system thinking 



Make the intangible 
tangible

SERVICE DESIGN SUPER POWERS

#visual communication  #rapid prototyping



Make everyone 
part of the change

SERVICE DESIGN SUPER POWERS

#facilitation #co-creation
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SERVICE DESIGN SUPER POWERS

Illustration by Mercedes Bazan
http://mechibazan.com
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SERVICE DESIGN SUPER POWERS
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