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Design
Methods for 
Health & Care

One day course 
Design methods have much to offer health & care professionals looking for new ways to innovate in 
the way they organise and deliver services. Taking a step back and identifying the right challenges, 
working collaboratively, thinking out of the box and most importantly putting patients, service-users 
and staff at the centre, are all aspects of improvement where design methods can add value. This one-
day course, which can be customised to suit participant needs, builds skills through a series of 
practical sessions. A full set of course notes with examples and templates will help learners embed 
learning within their own projects. 

cofink
collaborative thinking Patient 

Ecosystem
Mapping 
Supporting 
system-shifting 
in health and care
The majority of innovation in health & care is based on quality improvement methods developed in 
other sectors like manufacturing. These methods can deliver significant impact, but often they 

focus on ‘drilling down’ into a system, optimising individual pathways or specific elements within a 
service. Many of the emerging challenges in health & care, however, require us to see the bigger 

picture, to shift the emphasis to prevention, improve the interfaces between patients & service-
users and professionals and be more mindful of the population’s rapidly changing needs.

In the conventional quality improvement tool-box there are relatively few methods that support 
’zooming out’ to explore these more holistic challenges. Patient Ecosystem Mapping offers a way 

to see the system from above, from a service-user’s perspective. 

This summary explains what a Patient Ecosystem Map is, how it can be created and how it can be 

used to help a team deliver the system-shift needed within contemporary health & care, examples 
of recent mapping projects are provided to illustrate how the approach can add value.
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A summary of the service user’s thoughts & feelings 

at a particular point in the service user journey

PAINS
anxieties, fears & 

frustrations

GAINS
wants, needs, 

hopes & dreams

Physical feeling unwell, feeling pain & discomfort, having relief from symptoms

Psychological depression, worrying about next steps, having a future ambition
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Empathy Map  

Name stage in the journey:

‘What-Else 

is-Like-This?’

Ideas from healthcare?
Ideas from other departments, different trusts, other parts of the world of healthcare?

Describe the improvement areas for which you are seeking inspiration:
For example: How do others communicate appointment info to patients/ service users/ customers? How do others reduce waiting times? etc ...

Ideas from other sectors?
Ideas from other parts of the public sector? From industry, business and commerce? From charities 

and the third sector? etc ...

June 2019 – Date: 
Tayside Quality Improvement Programme (TQuIP)

Personas

Building Personas of service-users

Personas are fi ctional profi les, developed 

as a way of representing a particular 

group of patients or service-users based 

on their shared needs, treatment pathway 

or other signifi cant shared characteristic. 

The most common way of developing 

Personas is collate your groups 

understanding of service-users into 

common interest groups, these can then 

be developed into a workable ‘character’. 

It is useful to build personas as a group 

activity with colleagues. Effective 

Personas can help shift focus away from 

abstract demographics and towards the 

wants and needs of real people.

iDiscovery:

Personas Template

Like all the methods within the TQuIP programme the 

‘Persona’ framework is supported by a simple template that 

helps us organise ideas and share thoughts with our team 

members. (Based on a template devised by Stuart McAllan)

The template invites 

you to draw an image of 

the character you are 

building a Persona for.

You are then invited to 

provide a typical quote 

for the character you 

are considering. 

Finally the template 

invites you to suggest 

what the relative 

level of Technical 

Literacy mnight be for 

the chararcter - how 

familair are they with 

using internet or mobole 

phone based resources 

etc.

Discovery:	 Personas

Sketch	Your
Person

A	quote	from	your	person	about	their	situation

“

“

Sketch	Your
Person

Date	Created

Tech	Literacy

Devices	Owned

Medical	Knowledge

Numerical	Knowledge

Low			Fair			High

Name Age

Occupation Education

Routines

Goals/Needs

Motivations

Frustrations

When professional designers work on design projects they often 

fi nd it useful to build chararcter profi les for key customers or 

customer groups. These are called Personas, they are many 

different ways of clustering customers according to their shared 

needs from a product or service. The Personas shown describe 

the needs of three types of mobile phone user. 

The form on the right of the template ask for 

information about the character being developed 

in the Persona. What would their name be? 

Possible age, occuaption and education? Do we 

know what the goals, needs, motivations and 

frustrations of the character might be?

DESIGN METHODS
For health & care QI teams



Inns, T.G. & Mountain, R. 
Design Management Review, DMI, 2020
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For health & care QI teams



Design
Methods for 
Health & Care

One day course 
Design methods have much to offer health & care professionals looking for new ways to innovate in 
the way they organise and deliver services. Taking a step back and identifying the right challenges, 
working collaboratively, thinking out of the box and most importantly putting patients, service-users 
and staff at the centre, are all aspects of improvement where design methods can add value. This one-
day course, which can be customised to suit participant needs, builds skills through a series of 
practical sessions. A full set of course notes with examples and templates will help learners embed 
learning within their own projects. 

cofink
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Course Aims
B u ild  u n d e rs ta n d in g  o f h o w  d e s ig n  th in k in g  c a n  b rin g  
le ve ra g e  to  h e a lth  &  c a re  im p ro ve m e n ts  b y :
• E n h a n c in g  c re a tiv ity  a n d  in n o va tio n .

• P u ttin g  th e  s e rv ic e -u s e r a t th e  c e n tre .
• E n c o u ra g in g  te a m s  to  ta ke  a  s te p  b a c k .
• B rin g in g  s tru c tu re  to  th in k in g .
• F a c ilita tin g  c o lla b o ra tio n  a c ro s s  s ilo s .

L e a rn  h o w  to  a p p ly  a  ra n g e  o f d e s ig n  m e th o d s  in to  

im p ro ve m e n t p ro je c ts , w ith  a  fo c u s  o n :
• S u p p o rtin g  p ro je c t d is c u ss io n s  in  b o th  fa c e -to -fa c e  

a n d  o n lin e  e n v iro n m e n ts  u s in g  d e s ig n  m e th o d s  
te m p la te s .

• U s in g  d e s ig n  m e th o d s  a s  p a rt o f a  p ro c e s s  o f 

p ro b le m  s o lv in g  a n d  s o lu tio n  d e ve lo p m e n t.

Content
• H o w  d e s ig n  th in k in g  s u p p o rts  in n o va tio n .
• P rin c ip le s  o f d e s ig n  m e th o d s .
• Id e n tify in g  c h a lle n g e s  &  u n m e t n e e d s  in  h e a lth  a n d  

c a re .

• C a p tu rin g  in s ig h ts  Trigger Maps

• ‘How-Might-We’ S ta te m e n ts
• E n h a n c in g  Brainstorming
• U s in g  De Bonos’s 6 thinking hats
• E xp lo rin g  s o lu tio n s : What-Else-Is-Like-This
• T h e  u s e r p e rs p e c tive  Personas

• U n d e rs ta n d in g  n e e d s  Empathy Maps
• Service-User Journey Maps

• H o w  to  e n a b le  y o u r te a m  th ro u g h  fa c e -to -fa c e  &  
o n lin e  fa c ilita tio n

Facilitation
D e s ig n  m e th o d s  tra in in g  is  fa c ilita te d  b y  P ro fe s s o r 
T o m  In n s . T o m  s tu d ie d  a t th e  U n ive rs ity  o f B ris to l &  
th e  R o y a l o f C o lle g e  o f A rt a n d  h a s  a  P h D  e x p lo rin g  

th e  im p a c t o f d e s ig n  th in k in g  o n  o rg a n is a tio n a l 
in n o va tio n  c a p a b ility . H e  is  D ire c to r o f c o fin k  L td . a n d  
is  a  V is it in g  P ro fe ss o r a t th e  U n ive rs ity  o f S tra th c ly d e . 
T o m  h a s  ru n  D e s ig n  M e th o d s  tra in in g  fo r S E H S C T , 
N o rth e rn  Ire la n d , N H S  T a y s id e  &  N H S  L o th ia n  a n d  
U n ive rs ite ts sy ke h u s e t N o rd -N o rg e .

TRIGGER MAP: Problems – Unmet Needs - Challenges

Staff Patients

What are the challenges staff experience day-to-day?      What are the challenges patients experience day-to-day?

What are the trends? Increases & decreases over time?         What are the trends? Increases & decreases over time?

What are the system & structure challenges for staff?            What are the system & structure challenges for patients?

What staff mental models cause challenges?          What patient mental models cause challenges? 

Trigger Map

‘What-Else 

is-Like-This?’

Ideas from healthcare?
Ideas from other departments, different trusts, other parts of the world of healthcare?

Describe the improvement areas for which you are seeking inspiration:
For example: How do others communicate appointment info to patients/ service users/ customers? How do others reduce waiting times? etc ...

Ideas from other sectors?
Ideas from other parts of the public sector? From industry, business and commerce? From charities 

and the third sector? etc ...

COMMUNICATING VISUALLY: What-Else-Is-Like-This

What-Else
Is-Like-This

The blue Hat: Controls the session 

• White Hat: Brainstorm information you need
• Red Hat: Brainstorm your ‘gut feel’
• Grey Hat: Brainstorm your negative thoughts & ideas
• Yellow Hat: Brainstorm your positive thoughts & ideas
• Green Hat: Be super creative

WHITE GREY YELLOW GREENRED

DURING BRAINSTORMING: De Bonos Thinking Hats

1 2 :0 0

De Bonos

Contact
F o r m o re  in fo rm a tio n  c o n ta c t T o m  In n s  a t :
e m a il: to m @ c o fin k .c o .u k

L in ke d In : w w w .lin ke d in .c o m /in /to m in n s / 



Level 1

Level 2

Level 3

Level 4

An improvement or 

redesign project with 

poor system 

understanding

An improvement or 

redesign project with 

system awareness

A prioritised portfolio 

of improvement 

activity delivering 

system shift 

High-level speculation 

and modelling of 

system redesign

Increasing 

impact &

collaboration

NOTES: 

Level 1  = How a majority of healthcare improvement is currently delivered

Level 2 = Improvement activity that understands system consequences

Level 3 = A high impact approach for cross-system improvement

Level 4 = A speculative position which can help guide Level 3
Narvik Patient Ecosystem M ap
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PATIENT ECOSYSTEM MAPPING
The importance of systems awareness

95%?

Based on concepts from 

Mieke van der Biji-Brouwer [Medium 2023]

Systemic Design Lab – TU Delft



March 2020 – August 2020

Shobhan Thakore, NHS Tayside

Laura Allison, NES

Tom Inns, Cofink

Lessons learnt in real-time whilst responding to 

COVID

• Empower your teams

• Work across silos

• Develop shared aims, innovate across the 

system

Jan								Feb								Mar							Apr								May									Jun						Jul						Aug					Sep				Oct				Nov				Dec			

PHASE	2
Reinstating	Tayside’s services	in	a	COVID-19	world
• Accommodating	pulsed	lockdowns
• Shielding	the	vulnerable
• Integrating	testing	&	tracing	regimes
• Ensuring	social	distancing	
• Managing	patient	expectations
• Supporting	staff	wellbeing

B
U
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A
S	

U
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A
L

2020 2021												2022				2023

PHASE	1
Tayside’s initial	response:
• Gold-Silver-Bronze
• New	collaborations
• Hubs	&	new	pathways
• Innovations	in	services
• Digital	platforms

B
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ID
-1

9

Tayside’s ongoing	COVID-19	journey

Lessons	learnt	from	an	evaluation	of	
Tayside’s Phase	1	response	to	COVID-19
Review	Report:	1st June	2020

‘People	cam e	together	to	find	the	
solution	to	w hatever	the	problem 	m ight	
be.	People	have	recognised that	nobody	
has	done	th is	before	- that	everybody	is	
on	a	learn ing	journey.’

‘At the highest level we 

need to get a single view of  

the ecosystem to 

understand the status of 

risks, change drivers and 

innovations’

PATIENT ECOSYSTEM MAPPING
Background: lessons from COVID



November 2020 – April 2022

Geographically correct

Stylised (but clear)

The bigger system

Individual Line

Harry

Beck

PATIENT ECOSYSTEM MAPPING
UKRI research grant
Transport Maps?



An iterative development process 
working with health & care teams

N inew ells

Stracathro

P erth/PR I

Pharmacy Groups
• Royal College of Pharmacists
• Royal Pharmaceutical Society
• NAPS, SPA3, DoP Group

Significant
Patient
Pathways

P a tien t

&  P ublic  

Fo rum  for 

M edicines

Pharmacy Education and Skills 
Training

• Undergraduate
• Robert Gordon 
University
• University of 
Strathclyde

• Postgraduate
• Skills
• Training

patient experience services policy & education

Pharmacy Guidelines & Protocols
• Named studies
• Research Projects
• Guidelines

H igh  leve l 
Ecosystem M ap

Legend

A rea/D ept: Issue:

Patients

Patient
Comms

Surgery
(sub)

HR

Pharmacy

Patient - GP

Theatre

Specialist Test

Ward

Out Patients

Trainee

Patient

Specialty

Professional Function

Health Professionals

Pharmacy Services M ap of core activities

Core Pharmacy Services

W a rd based  

P ha rm acy 

T ea m s

P harm acists

in  clin ics

P harm acists

in  M D Ts

Lo cality -ba sed

P harm a cistsCommunity
Pharmacists

Locality

P harm a cy

Tra inees

H ospita l

P h arm acy

Trainees

• Chronic Conditions
• Co-morbidities
• Shifting 

demographics
• Digital literacy
• Different lives
• 2020 – public 

health (COVID)

• Hom e to G P to Com m unity Pharm acy 
(& repeat)

• The ‘m edicine review ’ process

• Referra l to secondary care
• Discharge from secondary care

• From Pharm acy First into the system

• Pharmacy journey over the lifetim e of 
a  condition

• Facebook pages 
(condition)

• Medicines 
Information 
(sheets & google)

Pharmacist

NHS Tayside 
Pharmacy Team
• Recruitment
• Training 

Community
Pharmacist

Specia list

Services

P rison

H ealth care

MIRO-LINK

Medicines
Procurement 

& Logistics

Medicines
Supply

Medicines
Governance

Aseptic
Services

M urray

R oyal

C a rse

V iew

Pharmacy Services Ecosystem - ACTORS
Digital

Robert Gordon

University

University of

Strathclyde

Dundee Health & 

Social Care 

Partnership

(8 localities)

NHS Tayside &

DCC

Perth & Kinross

Health & Social 

Care Partnership

localities)

NHS Tayside &

P&KC

Angus

Health & Social 

Care Partnership

(4 localities)

NHS Tayside &

AC

NHS Boards 

of Scotland

Scottish

Government

Ninewells
Perth

Stracathro

Community

Pharmacy

Patients

Locality

Pharmacy

Patients

Board

&
Executive

Supply Chain

Medicines

Information

Aseptic

Services

Placement

Students

MDT

UK

Government

Logistics

GP

Practice

UK & Scottish

Forums & Groups

Community

Pharmacy

Patients

Prescribing

PHARMACY
SERVICES

Prison

Pharmacy

• ENT & Emergency Medicine (Tayside)
• Pharmacy Services (Tayside)
• Oncology Services (Tayside)
• Care Homes & NHS Services (Tayside)
• Viral & Non-Viral Pathways (Tayside)

• different needs 
(acute & chronic), 

• different 

locations,
• different lives

Perth Stracathro

Pathology
Labs

Radiology

Anaesthetics

OPD

Wards

Audiology

ENT

SALT

Dieticians
Physio

Audiology

Kings Cross
Audiology

OMFS

Neuro

Derm

Plastics

Haem

OPD

Theatres

Theatres

Theatres

HOM ES

HUBS

HOSPITALS

Health &  Social
Care Partnerships

GPs

GPs

GPs

A&E

GPs

• Laryngectomy
• HHT
• BAHA

• Acoustic neuroma
• Balance rehabilitation
• New?

ENT
Patient
Pathw ays

• GP’s
• Tertiary

• Elective
• Emergency

ENT Patients ENT 
Patient
Support 

G roups

ENT M DT ’s + Com bined Clinics
Specialty nurses
rhino/cancer/voice/TNO/derm

skull base/HHT/cleft/microtia
ENT Education and Skills Training

• Undergraduate and Postgraduate
• UOD and St.Andrews
• NHS Education for Scotland 

• National Training and Examinations
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PATIENT ECOSYSTEM MAPPING
Development



A high-level visual representation of a system of healthcare that shows. 

• Stages in the patient journey:  

• Who the patient interacts with: 

• Where interactions take place:

 

 Home – Care Home – General Practice – Hospital etc

• Connections between health and care pathways experienced by patients
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need for the 

pathway
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Call Handler 
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Carer
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Emergency Department
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PATIENT ECOSYSTEM MAPPING
Mapping Protocols



• Primary Care

• 3rd Sector
• Private Sector
• Community 

Services

• Home      
(rural/urban)

• Family, 
friends & 
carers • Secondary Care

Regional Hospital  

NHS 24

General Practice

Care at Home

1

Pathways / Wards / 
Specialties
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NHS Inform

3rd Sector Emergency Dept
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1
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1 2
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PATIENT ECOSYSTEM MAPPING
STEP 1: Co-creating an ecosystem map

14

Social Prescribing Service

Back to community

3

0 1 2

1

3

3

GP 
Reception
or website

Community

secondary care

NHS Inform
NHS 24

6

NP 5%

GP
14%

Referral to
SP Provider

INITIAL
APPOINTMENT
Review of need
• Telephone/F2F

REVIEW
APPOINTMENT
Managed 
Connection 
to resources:

3rd Sector 
Community 

Groups

Public
Health
Information

Social Prescribing In Angus

General Practice (15 Total)

TRIGGER
Interaction
with friends, 
network & 
family

Interaction
with care team

‘Community Link 
Workers’
8 WTE
1 funded through 
Macmillan
‘based in or aligned to 
General Practices

Employed through
Voluntary Access Angus
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REVIEW
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Subsequent
‘CONTACTS’

5 5 53

20+ resources 
(shown by relative uptake 21-22)

• Employment 14%

• Debt / Financial 27%
• General Wellbeing 21%
• Housing 12%
• Abuse 1%

• Carer 14%
• Alcohol 1%

• Drug misuse 1%

• Mental health 21%
• Bereavement 0.5%

4

4

4

Feedback to 
General Practice

Current modes of 
referral
- By ‘person’
- By ‘self’
- By ‘Nurse’
- By ‘GP’
- By ‘Agency’

Currently no referral 
/ signposting route 
from NHS Inform / 
NHS 24 or
Secondary Care

SP
Bookings

Back to 

community

Ulster Hospital

Campus

Ulster Hospital
Specialist 
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General Practice

OOH

Lagan Valley Hospital
URGENT CARE
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Discharge To  SEHSCT Intermediate Care (IC) Beds

‘Care 
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Service’

Direct Access for Patients Known to HUB

5000-6000 PCM Direct Access to Ulster ED

Rehabilitation Teams / Short-term Assess Macmillan UNIT
(Ulster Hospital)

Community
Inpatient
Ward

400 PCM Referrals to ED from OOHs

Frailty Hub

Patient or 
carer calls 
999

Enhanced Care @ Home Service 45/49 GPs
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Po st Codes

FRO M  
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People
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Patient 
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1200-1500 PCM  Referrals from NIAS to Ulster ED
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250 PCM??  
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2

URGENT
TREATED in ED
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1200 PCM Direct Access to Ulster ED (repeat attenders)
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AHP/ANP
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Member of 
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8 No-More-Silo HUBS
• Acute Medical Hub (80 PCM)
• Cardiology Hub (60 PCM)
• Diabetic Hub (12 PCM)
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• Neuro Hub (0 PCM)
• Neurovascular Hub (60 PCM)
• Paediatric Hub (10 PCM)
• Respiratory Hub (40 PCM)
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• Renal Unit
• Mental Health
• Substance Mis-use
• Palliative Care 
• Endocrine & Diabetes
• ‘ONE STOP HUB’ Frailty Hub
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• Early Pregnancy Unit
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???????

4 5

150 PCM  
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to HUBS 

1500 PCM Referrals to ED from GP
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3
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Patient 
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URGENT
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Referral
To Specialist 

Wards

5

5

5

5

5

1
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150 PCM
Referrals
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ED

Patient with 
‘Passport’ calls
HUBs

Hospital @ Home Service 4/49 GPs

3 4 5

3 4 5

1

1

1

3

Domiciliary Care (7000 people)

Prisons

20
 PCM  

GP

75
 PCM  

GP

3 4 51

3 4 51

1700
 PCM  

1600
 PCM  

Other 
ED/MIU
130 PCM

UCC
M-F 9-5 3 4 5

3 4 5

3 4 5

3

3

3

UCC 
M-F 8-6

MIU 
M-F 9-5

Discharge To Hospital @ Home & Enhanced Care @ Home

1

Patient 
Visits
Dentist
Etc

3 4 51

3 4 51

3rd Sector Organisations

3

4

3

3

3

3

3

5

Discharge 
To 
SEHSCT
Post 
Codes

RAC

2500 PCM 
Referrals admitted

35 pts / day
cap 1000pcm
Under by 60%

2700 PCM 
Discharges pcm

1100
 PCM  

3. Support for specialists
& Genomic Lab Services through MDTs

General
Practice

Specialist 
Pathways 
(Regional)

Self-Referral

(triggered by

home testing)

1

Self-Referral

(triggered by

Relative)

1

2Self- Referral 

to GP for 

wide range

of conditions

Referral 

Triggered

By advisory 

letter from 

GP or Clinical 

Genetics

Direct Referral by 

GP to secondary 

care specialist 

services

1

1

GP

Practice

Nurse

Clinical Genetics  Support for 
National Services Division 

Genomic
Laboratory
Services

Ecosystem of Regional Clinical Genetics                         National Activity

Advisory comms from Clinical Genetics

Other Specialist Pathways where Genetics has/is being mainstreamed

H aem ophiliaPathways with In-house Genetics Expertise
Cystic Fibrosis

Clinical Genetics National Policy 
Support for Mainstreaming

Specialist 
(ie Rare Disease)
Pathways (National)

2

Direct Referral 

by GP to 

C lin ica l G enetics

Clinical Genetics Support for 
National Rare Disease 
Strategy/Policy for Scotland
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National Specialist  Pathway 
Development

National 
Training

Referral to 

Laboratory 

Services for 

Genetic testing

Direct Referral 

from Specialist to

C lin ica l G enetics

3
3

3

3

3

3
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Paediatrics
Foetal
Oncology
Neurology
Cardiology
Rheumatology 
Endocrinology
(& Others)

C lin ica l G en etics 

Collaboration 

through specialist 

MDT support 

(regional)

3

3

3

3
C lin ica l G enetics 

Collaboration 

through specialist 

MDT / pathway  

support (national) Clinical Genetics  Support for 
National Genomic Test Directory

Clinical Genetics support for 
National guidelines, policy & 
benchmarking

Clin ica l G enetics 

M D T Support for

Genomic Labs 

National
Policy & Service
Development

1. Advice, Advocacy
Policy & Training

2. Clinics &  
Services

Booking

2 3

Triage

3

Specia list Clinical G enetics C linics

Clinica l G enetics Services:

Clinica l G enetics A dvice &  A dvocacy

Clinica l G enetics 

Regional Tra ining

Clinica l G enetics 
N ational Tra ining

Training 

O thers

Appointm ents

Patient

Counselling

Pedigree

Mapping

Consultation

Examination

Testing

Diagnosis

Prevention

Management

3 3 3 Named 

Clinical Genetics

Clinics

• Face-to-face

•Near-me

• Phone

33 3

SOUTH REGION
[Edinburgh]

900k        116k          370k

TO T A L P opulatio n  =  1 ,386,000

R egional Staffing

4.5  Consultant (5 consultants)

Clinical Psychologist 8 sessions

1.2  Trainees (2 trainees)

1.0  Sp  N urse  Neuromusc B7

1.0  G en etic N urse B5

1.0  C lin ica l Su pport B3

1.0  Pr G enetic C o

6.6  G en etic C o  B7s

6.0  FT E A dm in

 

1 2Initial
Trigger

Signposting
& Referral 2 Diagnosis / MDT

Treatment etc

• Primary Care

• 3rd Sector
• Private Sector
• Community 

Services

• Home      
(rural/urban)

• Family, 
friends & 
carers • Secondary Care

Regional Hospital  

NHS 24

General Practice

Care at Home

1

Pathways / Wards / 
Specialties

Care Homes

Local Pharmacy

NHS Inform

3rd Sector Emergency Dept

1

1

1

1

1

4

5

3

2

1 2

43

2

43

2

543

2

Out of Hours
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2

Ambulance
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21

Emergency Dept 

Local Hospital 2
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2

Local Hospital 1

Emergency Dept 
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Emergency Dept 

Local Hospital 3
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21

543

2

Medical Ass Unit
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Ambulatory Hubs

543
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1

1
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543

5
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1. Define Scope
Decide scope of the map by 

establishing:

• Geography: Region, trust/board, 

community or specific locality.

• Patient / User Groups: All patients 

/ users or specific demographic or 

conditions.

• Pathways: All pathways or 

emergency-urgent-elective 

pathways, specialist pathways, in-

hours, out-of-hours etc.

2. Co-create Map

• Identify key ecosystem 

stakeholders.

• Decide how mapping is to be 

choreographed (face-to-face or 

online).

• Build the map iteratively, through 

collaborative workshops using 

icons and colour coded arrows.

• Mark-up using local pathway and 

service vocabulary & local data.

Start with ‘Generic’ Map.             Customise as required .... 

Face-to-Face      TEAMs supported by 

MIRO



PATIENT ECOSYSTEM MAPPING
STEP 2: Exploring 
challenges & needs

Mark up:

• What was 

challenging

• What worked 

well

• Patient / service-

user ideas for 

ecosystem 

improvement.

1. Invite service-users to talk through their own journeys



PATIENT ECOSYSTEM MAPPING
STEP 2: Exploring 
challenges & needs

EVENTS
patients & staff 

experiences day-to-day....

PATTERNS & TRENDS
Patient trends?
Staffing trends?
Clinical trends?

SYSTEMS &
STRUCTURES
The way primary, 

secondary & social care?

MENTAL 
MODELS & 
MINDSETS
Patients, staff

society

Increasing leverage
on the system 
But also increasingly 
difficult to influence!

2. Use iceberg-model to identify:

Regional Hospital  

NHS 24

General Practice

Care at Home

1

Pathways / Wards / 
Specialties

Care Homes

Local Pharmacy

NHS Inform

3rd Sector Emergency Dept

1

1

1

1

1

4

5

3

2

1 2

43

2

43

2

543

2

Out of Hours

543

2

Ambulance

543

2

Hospital @ Home

543

21

Emergency Dept 

Local Hospital 2

543

2

Local Hospital 1

Emergency Dept 

543

2

Emergency Dept 

Local Hospital 3

543

2

Specialist run services

543

21

543

2

Medical Ass Unit

543

2

Ambulatory Hubs

543

2

1

1

0

543

5

1

1

1

1 2

• Observable day-to-

day challenges.

• Trends (with data)  

that are having impact 

over time.

• The structures, 

systems & interfaces 

that create disruption.

• The mental models, 

mindsets and policy 

decisions that 

influence behaviours.



Identify Multiple Improvement Projects Record as:

How-might-we statements?

• Take an action (redesign, improve, reduce)

• For (Patients, staff, demographic group)

• Desired Outcome (to enhance equity etc)

What are the selection criteria?

What are weightings?

PATIENT ECOSYSTEM MAPPING
STEP 3: Planning & delivering system-shift

Level 1

Level 2

Level 3

Level 4

An improvement or 

redesign project with 

poor system 

understanding

An improvement or 

redesign project with 

system awareness

A prioritised portfolio 

of improvement 

activity delivering 

system shift 

High-level speculation 

and modelling of 

system redesign
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As-Is

To-Be
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What is primary aim?

What are secondary 

aims?

If you had a blank 

sheet what would the 

system look like?



PATIENT ECOSYSTEM MAPPING
STEP 3: Planning & delivering system-shift
• Models of Collective Impact

• Establish & resource a ‘back-bone’ team to deliver change across the system

Characteristics of successful 

‘backbone’ change support teams:

• Visionary: Ensure aim(s) shared by all projects

• Results orientated: Ensure measures of 

progress shared by all projects.

• Facilitate collaboration Build relationships 

across silos.

• They celebrate success: Externalise & share

• Charismatic They are optimistic & energise

• Politically adept: They draw down resources

• Humble: They let projects in the system take the 

limelight
https://ssir.org/articles/entry/underst
anding_the_value_of_backbone_orga
nizations_in_collective_impact_2

https://www.glc.org/wp-content/uploads/2016/10/Collective-Impact-Stanford.pdf

https://ssir.org/articles/entry/understanding_the_value_of_backbone_organizations_in_collective_impact_2
https://ssir.org/articles/entry/understanding_the_value_of_backbone_organizations_in_collective_impact_2
https://ssir.org/articles/entry/understanding_the_value_of_backbone_organizations_in_collective_impact_2
https://www.glc.org/wp-content/uploads/2016/10/Collective-Impact-Stanford.pdf


Ulster Hospital

Campus

Ulster Hospital
Specialist 

Wards

NIAS

Downe Hospital
URGENT CARE & MIU

General Practice

OOH

Lagan Valley Hospital
URGENT CARE

Ards Community Hospital MIU 

Care Homes / NI Hospice (2000 residents)

ULSTER 

ED

0

POLICE

24/7
RO U TES

INTO

SEHSCT
URGENT

CA RE
FO R 

PUBLIC

FRO M
HO M E

Health & Care Profs  in the community 
Community Pharmacy, Dentistry, Opticians

Medical 

Assessment

Unit / Ward

GP/Nurse
Refers or Treats

Police officer suspects
urgent care need

ED Team
Decide
Pathway

999
Triages
Call

Discharge 
To 
Other
TRUSTS

Discharge to Care Home 
SEHSCT Dom Care  / Hospice

Referrals to NIAS from GPs / 
OOHs Hospital at Home services 
etc 

STAGE 0
PREVENTING NEED FO R 

URGENT CARE

URGENT CARE ECOSYSTEM
Preventing
Need for
Urgent 
Care

Urgent 
Care 
Need 
Suspected

Signposting 
To Urgent
care

Triage by
Qualified
Professional

Urgent 
Care 
Treatment

Discharge
10 2 3 4 5

Discharge To 
Downe Hospital / 
Lagan Valley 
Hospital / Ards 
Community 
Hospital

Domnall Intermediate & Other IC Beds 

Discharge To  SEHSCT Intermediate Care (IC) Beds

‘Care 
Navigat

or 
Service’

Direct Access for Patients Known to HUB

5000-6000 PCM Direct Access to Ulster ED

Rehabilitation Teams / Short-term Assess Macmillan UNIT
(Ulster Hospital)

Community
Inpatient
Ward

400 PCM Referrals to ED from OOHs

Frailty Hub

Patient or 
carer calls 
999

Enhanced Care @ Home Service 45/49 GPs

DNs & AHP in Comm FCP/MSK /SALT/Podia

FRO M  
O THER

TRUSTS
Po st Codes

FRO M  
SEHSCT

Post Codes
350,000

People

TRIGGER to TREATMENT in 24 hrs

RA C

70-80  PCM Signposts from Police to Ulster ED

Patient 
goes to 
Ulster 
Hospital ED
[NO Phone 
1st]

3

PEO PLE LIVING
IN A CA RE SETTING

9  to 5

1200-1500 PCM  Referrals from NIAS to Ulster ED

3 4 5
250 PCM??  

1

4

2

URGENT
TREATED in ED

3

1200 PCM Direct Access to Ulster ED (repeat attenders)

1
2

1

Paramedic 
Refers or treats

2

Patient 
calls OOH

120 PCM  
Referrals 
from NIAS 
to LV and DWN + ‘6’ other Referral Pathways

1 2 3 4 5

3

3

GP/Nurse
AHP/ANP
MDT
Refers or Treats

OOH?
Triages
Call

GP
Reception
Triages
Call

2

Patient Calls 
‘Phone 1st’

1

Member of 
Public calls  
GP

8 No-More-Silo HUBS
• Acute Medical Hub (80 PCM)
• Cardiology Hub (60 PCM)
• Diabetic Hub (12 PCM)
• Gastro Hub (65 PCM)
• Neuro Hub (0 PCM)
• Neurovascular Hub (60 PCM)
• Paediatric Hub (10 PCM)
• Respiratory Hub (40 PCM)

Other Hubs/Units
• Renal Unit
• Mental Health
• Substance Mis-use
• Palliative Care 
• Endocrine & Diabetes
• ‘ONE STOP HUB’ Frailty Hub
• GYNAE ASSESSMENT
• Early Pregnancy Unit

4

???????

4 5

150 PCM  
GP Referrals 

to HUBS 

1500 PCM Referrals to ED from GP

4

3

3

Patient 
calls 
General
Practice

1

4

3

Transitio
n

Ward

Discharge.    
Lounge

5

URGENT
TREATED On
Wards

3

3

5

Referrals
To ED from 
Hubs

3

3

URGENT
TREATED In
MAU

Referral
To Specialist 
Wards

Referral
To Specialist 

Wards

5

5

5

5

5

1

4 5

150 PCM
Referrals

HUBS from 
ED

Patient with 
‘Passport’ calls
HUBs

Hospital @ Home Service 4/49 GPs

3 4 5

3 4 5

1

1

1

3

Domiciliary Care (7000 people)

Prisons

20
 PCM  

GP

75
 PCM  

GP

3 4 51

3 4 51

1700
 PCM  

1600
 PCM  

Other 
ED/MIU
130 PCM

UCC
M-F 9-5 3 4 5

3 4 5

3 4 5

3

3

3

UCC 
M-F 8-6

MIU 
M-F 9-5

Discharge To Hospital @ Home & Enhanced Care @ Home

1

Patient 
Visits
Dentist
Etc

3 4 51

3 4 51

3rd Sector Organisations

3

4

3

3

3

3

3

5

Discharge 
To 
SEHSCT
Post 
Codes

RAC

2500 PCM 
Referrals admitted

35 pts / day
cap 1000pcm
Under by 60%

2700 PCM 
Discharges pcm

1100
 PCM  

PATIENT ECOSYSTEM MAPPING 
Urgent & Unscheduled Care: SEHSCT



Basic Needs
1 2 3

1 2 3

Care Homes

Hospital

End of
Life

6

Residential Care

Respite / Nursing Care

Emergency Care

Urgent Care

Elective Care

Dom Care 
Packages 
from SEHSCT 

or Independent  
Sector Providers

Community Health & Care

Dentistry

Optometry

Domiciliary Care Delivery Teams

Hospital
Admission

Care Home
Admission

Hospice 
Admission

SEHSCT
Pharmacy

Mental

Health Nursing GPs
Social

Work

AHPs: OT, SALT, Physio, Podiatory etc 3rd Sector

- Marie Curie
- Macmillan etc

- Red Cross

Possible
Default if
No Dom 
Care
Is Available

SEHSCT 
Care Teams

Independent 
Sector Provider
Teams
• Scale
• Geography & 

reach
• Specialism

Intermediate Care Beds

Hospices

1 2 3

Referral for Palliative Care at Home

NIAS

Red Cross

Self
Directed
Service

4 6

Package
Start

Short-Term
Assessment

Scaling-up
Scaling-down

Complex Needs

Return to Non-supported Living

Referral to Dom Care
From Community

Key Worker

1 2

Referral to 
Dom Care from

Entry / Emergency
Department

Referral to 
Dom Care 
from the 
wards

3
Key 
WorkerTelecare

6

Periodic
Reviews

Brokerage
Teams

Exit

Urban & Rural 
Communities

6

Technology Enabled Services
Longer
Term Basic Needs
Care
Package Complex Needs5

5

5

5

5

5

Interim
Care
Package

4

4

4

5

Care by family member or family contracted care team

5

5

5

55

4

1 2 3

PATIENT ECOSYSTEM MAPPING 
Domiciliary Care: SEHSCT



14

Social Prescribing Service

Back to community

3

0 1 2

1

3

3

GP 
Reception
or website

Community

secondary care

NHS Inform
NHS 24

6

NP 5%

GP
14%

Referral to
SP Provider

INITIAL
APPOINTMENT
Review of need
• Telephone/F2F

REVIEW
APPOINTMENT
Managed 
Connection 
to resources:

3rd Sector 
Community 

Groups

Public
Health
Information

Social Prescribing In Angus

General Practice (15 Total)

TRIGGER
Interaction
with friends, 
network & 
family

Interaction
with care team

‘Community Link 
Workers’
8 WTE
1 funded through 
Macmillan
‘based in or aligned to 
General Practices

Employed through
Voluntary Access Angus

30 1 2 4 5 6 0

Preventing the 

need for the 

pathway

Trigger 

for the

pathway

Signposting 

to the

pathway

Diagnosis /

Assessment

Treatment /

Intervention

Review Exit /

Discharge

Preventing the 

need for the 

pathway

2

2

Statutory
Services

Health & Social 
Agencies

EXTENDED
REVIEW
APPOINTMENT

Subsequent
‘CONTACTS’

5 5 53

20+ resources 
(shown by relative uptake 21-22)

• Employment 14%

• Debt / Financial 27%
• General Wellbeing 21%
• Housing 12%
• Abuse 1%

• Carer 14%
• Alcohol 1%

• Drug misuse 1%

• Mental health 21%
• Bereavement 0.5%

4

4

4

Feedback to 
General Practice

Current modes of 
referral
- By ‘person’
- By ‘self’
- By ‘Nurse’
- By ‘GP’
- By ‘Agency’

Currently no referral 
/ signposting route 
from NHS Inform / 
NHS 24 or
Secondary Care

SP
Bookings

Back to 

community

PATIENT ECOSYSTEM MAPPING 
Social Prescribing: Angus HSCP



3. Support for specialists
& Genomic Lab Services through MDTs

General
Practice

Specialist 
Pathways 
(Regional)

Self-Referral

(triggered by

home testing)

1

Self-Referral

(triggered by

Relative)

1

2Self- Referral 

to GP for 

wide range

of conditions

Referral 

Triggered

By advisory 

letter from 

GP or Clinical 

Genetics

Direct Referral by 

GP to secondary 

care specialist 

services

1

1

GP

Practice

Nurse

Clinical Genetics  Support for 
National Services Division 

Genomic
Laboratory
Services

Ecosystem of Regional Clinical Genetics                         National Activity

Advisory comms from Clinical Genetics

Other Specialist Pathways where Genetics has/is being mainstreamed

H aem ophiliaPathways with In-house Genetics Expertise
Cystic Fibrosis

Clinical Genetics National Policy 
Support for Mainstreaming

Specialist 
(ie Rare Disease)
Pathways (National)

2

Direct Referral 

by GP to 

C lin ica l G enetics

Clinical Genetics Support for 
National Rare Disease 
Strategy/Policy for Scotland

Clinical Genetics Support for 
National Specialist  Pathway 
Development

National 
Training

Referral to 

Laboratory 

Services for 

Genetic testing

Direct Referral 

from Specialist to

C lin ica l G enetics

3
3

3

3

3

3

3

Paediatrics
Foetal
Oncology
Neurology
Cardiology
Rheumatology 
Endocrinology
(& Others)

C lin ica l G en etics 

Collaboration 

through specialist 

MDT support 

(regional)

3

3

3

3
C lin ica l G enetics 

Collaboration 

through specialist 

MDT / pathway  

support (national) Clinical Genetics  Support for 
National Genomic Test Directory

Clinical Genetics support for 
National guidelines, policy & 
benchmarking

Clin ica l G enetics 

M D T Support for

Genomic Labs 

National
Policy & Service
Development

1. Advice, Advocacy
Policy & Training

2. Clinics &  
Services

Booking

2 3

Triage

3

Specia list Clinical G enetics C linics

Clinica l G enetics Services:

Clinica l G enetics A dvice &  A dvocacy

Clinica l G enetics 

Regional Tra ining

Clinica l G enetics 
N ational Tra ining

Training 

O thers

Appointm ents

Patient

Counselling

Pedigree

Mapping

Consultation

Examination

Testing

Diagnosis

Prevention

Management

3 3 3 Named 

Clinical Genetics

Clinics

• Face-to-face

•Near-me

• Phone

33 3

SOUTH REGION
[Edinburgh]

900k        116k          370k

TO T A L P opulatio n  =  1 ,386,000

R egional Staffing

4.5  Consultant (5 consultants)

Clinical Psychologist 8 sessions

1.2  Trainees (2 trainees)

1.0  Sp  N urse  Neuromusc B7

1.0  G en etic N urse B5

1.0  C lin ica l Su pport B3

1.0  Pr G enetic C o

6.6  G en etic C o  B7s

6.0  FT E A dm in

 

1 2Initial
Trigger

Signposting
& Referral 2 Diagnosis / MDT

Treatment etc

PATIENT ECOSYSTEM MAPPING 
Scottish Clinical Genetics Services



Basic Needs
1 2 3

1 2 3

Care Homes

Hospital

End of
Life

6

Residential Care

Respite / Nursing Care

Emergency Care

Urgent Care

Elective Care

Dom Care 
Packages 
from SEHSCT 

or Independent  
Sector Providers

Community Health & Care

Dentistry

Optometry

Domiciliary Care Delivery Teams

Hospital
Admission

Care Home
Admission

Hospice 
Admission

SEHSCT
Pharmacy

Mental

Health Nursing GPs
Social

Work

AHPs: OT, SALT, Physio, Podiatory etc 3rd Sector

- Marie Curie
- Macmillan etc

- Red Cross

Possible
Default if
No Dom 
Care
Is Available

SEHSCT 
Care Teams

Independent 
Sector Provider
Teams
• Scale
• Geography & 

reach
• Specialism

Intermediate Care Beds

Hospices

1 2 3

Referral for Palliative Care at Home

NIAS

Red Cross

Self
Directed
Service

4 6

Package
Start

Short-Term
Assessment

Scaling-up
Scaling-down

Complex Needs

Return to Non-supported Living

Referral to Dom Care
From Community

Key Worker

1 2

Referral to 
Dom Care from

Entry / Emergency
Department

Referral to 
Dom Care 
from the 
wards

3
Key 
WorkerTelecare

6

Periodic
Reviews

Brokerage
Teams

Exit

Urban & Rural 
Communities

6

Technology Enabled Services
Longer
Term Basic Needs
Care
Package Complex Needs5

5

5

5

5

5

Interim
Care
Package

4

4

4

5

Care by family member or family contracted care team

5

5

5

55

4

1 2 3

Continuity of key worker can be 
challenging – creates 
communication issues

Constant Challenge of 
‘medically fit but need 
Dom Care’ patients  on 
wards

Care Staff Recruitment
Care Staff Recruitment Challenges particularly in very rural areas ‘The Peninsula’

Trust Boundaries
Challenges at the boundaries when 
discharging into NE and Belfast Dom 
Care systems. Variance in policies.

Communication Challenges
Challenge of Independent Care Providers 
not have very detailed information on 
service-user needs at point of taking on a 
care package 

Public Expectations
Challenge of managing what is reasonable? 
Is this defined? Do public have realistic 
expectation? Public often not ready to have 
Dom Care conversations, better awareness is 
needed.

Political Vacuum
Not having a government in place that can 
action additional funding, change policies 
etc.  This came up as a key issue impacting 
long term planning

Vocabulary & Terminology
Why do we call it domiciliary Care? Should we call it ‘care at home’ the public would 
understand this better. Should Periodic Review be called ‘Assessments’, would this 
make things more transparent?

Transport Scheduling
Challenge of scheduling transport back to 
home, family / care teams not always given a 
clear discharge time

‘Over-prescription’ of care packages
Hospital-based discharge teams tend to 
‘over-prescribe’ to mitigate anticipated 
risks that might not be relevant

Limited Feedback Routes
Very limited feedback routes for 
service-users  – either a complaints 
process (which some find 
intimidating –will I lose my care 
package?)  Or online ‘Care Opinion’ 
service (has only been operating 
since 2020).

Clarification of key worker role
4-5 years ago the role of the key 
worker was emphasized – now it is 
fragmented – involvement in the 
procurement of services seems to 
have been taken away from key 
workers

Direct Payment Route from Hospital
Lack of clarity as to whether Direct 
Payment Route is available to service-
users being discharged from hospital

Self-Directed Support
Taken as a direct payment (cash)
• A managed budget (held by 3rd party)
• Trust brokered service 
Lots of questions about whether  these 
pathways are clear to service-users and 
professional teams ?

Referrals into domiciliary care from the 
community
Perception that care packages from the 
community are not prioritized due to 
hospital discharge pressures. What is the 
real data on this? Could better access reduce 
hospital admissions?

Challenge of Care Home Provider 
Continuity
Arises when service-user goes to hospital, 
care home or hospice and is then 
discharged, previous care provider cannot 
be guaranteed

Challenge in variance in care 
package delivery – are all reviews 
done systematically? Etc? Are 
Care Packages being reduced 
when they should be?

Clarification of ‘what is care’ and 
‘what is support’

Variation in pay and conditions 
between staff working in 
different teams

No system wide approach to 
training, career development 
and improvement across all 
teams working within the 
system

SEHSCT Domiciliary Care Challenges 
Through the online workshops held in Nov 2022 and the face-to-face workshop on 6th Dec 2022 a wide range of current challenges were identified

Lack of interaction with other community teams
Opportunities for better ‘holistic’ care being 
missed due to lack of communication between 
teams
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1 2 3

1 2 3

Care Homes
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Life
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Emergency Care

Urgent Care
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Packages 
from SEHSCT 
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Sector Providers

Community Health & Care
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Optometry

Domiciliary Care Delivery Teams

Hospital
Admission

Care Home
Admission

Hospice 
Admission

SEHSCT
Pharmacy

Mental

Health Nursing GPs
Social

Work

AHPs: OT, SALT, Physio, Podiatory etc 3rd Sector

- Marie Curie
- Macmillan etc

- Red Cross

Possible
Default if
No Dom 
Care
Is Available

SEHSCT 
Care Teams

Independent 
Sector Provider
Teams
• Scale
• Geography & 

reach
• Specialism

Intermediate Care Beds

Hospices

1 2 3

Referral for Palliative Care at Home

NIAS

Red Cross

Self
Directed
Service

4 6

Package
Start

Short-Term
Assessment

Scaling-up
Scaling-down

Complex Needs

Return to Non-supported Living

Referral to Dom Care
From Community

Key Worker

1 2

Referral to 
Dom Care from

Entry / Emergency
Department

Referral to 
Dom Care 
from the 
wards

3
Key 
WorkerTelecare

6

Periodic
Reviews

Brokerage
Teams

Exit

Urban & Rural 
Communities

6

Technology Enabled Services
Longer
Term Basic Needs
Care
Package Complex Needs5

5

5

5

5

5

Interim
Care
Package

4

4

4

5

Care by family member or family contracted care team

5

5

5

55

4

1 2 3

Data-Dashboard
Project to explore opportunities 
and value of tracking data in 
new ways across the Dom Care 
Ecosystem

Keyworker 
Roles 
Key Workers play an important role as a 
point of contact for Domiciliary Care 
service-users. A review of the role could 
lead to Dom Care service improvements

Through the online workshops held in Nov 2022 and the face-to-face workshop on 7th Dec 2022 a wide range of possible improvement projects were identified

Opportunities for Domiciliary Care Improvement

Scale new Digital
Service Tools and
Approaches
The SEHSCT Dom Care teams are now 
all supported with digital tools to track 
Dom Care package delivery. These 
approaches and similar approaches 
within the independent sector need to 
be aligned with suitable interfaces and 
data sharing to allow the ecosystem to 
be monitored effectively. 

technology enabled 
Services Expansion
Everybody being referred from the 
community could be  given a trial 
period with technology enabled 
services (unless their care needs require 
require immediate Interim Care 
Package)Project exploring 
effectiveness of 
Care Package 
Review Process
Project to establish whether all l 
Longer Term Care Packages are being 
reviewed at a fixed point to 
determine whether scaling up or 
scaling down is required.  What does 
the data tell us about the 
effectiveness of this process in 
different contexts

Care+ Pilot Project

Project to develop, pilot and evaluate new  Care+ Packages . For 
example Care + 15 minutes of mobility per day. Would 
potentially deliver more cost effective health and care with 
greater impact than current strategies.

Domiciliary Care 
System 
Service-User guide
It would be very useful to have a clear 
regularly updated user guide (printed 
and online). ‘This is how the system 
works’ (from a service-user 
perspectives)
• Stages in your care journey
• Choices that are available to you
• How you will be assessed
• How you can give feedback

Domiciliary Care 
System 
Health & Care 
Professional guide
A similar regularly updated guide 
(probably online) could be developed 
for health and care professionals

Service-User  
Panel
There is a n opportunity to establish a 
‘Service-User Panel’. People with lived 
experience of using the system who 
could contribute to the co-design of 
future care system - all improvement 
projects would benefit from user 
feedback.

Project Mapping alternatives to Domiciliary Care
Community support and services provided by the 3rd sector that 
could either prevent the need for a domiciliary care package or 
support somebody exiting from domiciliary care would be 
mapped and clear guidelines for signposting would be published

Pan-Northern Ireland
Dom Care Improvement 
Network
There is an opportunity to establish a network for HSCTs 
to share their challenges and experiences and outcomes of 
Dom Care Improvement Projects

Assessment Criteria
used in Hospital
environment
Anecdotal evidence suggests hospital-
based teams are ‘over-prescribing’ 
Dom Care requirements. The extent 
and possible mitigations of this 
practice could be assessed.

Challenging 
Conversations
Project
Project to establish the challenges 
faced by staff and service-users in 
discussing scaling-down of Dom Care 
support. How should these 
conversations be reframed? What 
alternative support could be put in 
place? Etc.

New ways of Deploying  Resources
Project to explore impact of using 
resources in new ways (for example 
delivering all Interim Care via SEHSCT 
teams)

Research into the lived experience 
and changing needs to service-users
An academic study (funded through 
research bodies). Building insights 
into the realities of Domiciliary Care 
and future needs.

Workforce Development Strategy & Actions
A strategy needs to be developed to look at all aspects of workforce 
development. Exploring how working cultures can be improved, 
career paths developed, recruitment expanded. The true contribution 
and value added by domiciliary care staff needs articulating. 

£



Patient 
Ecosystem
Mapping 
Supporting 
system-shifting 
in health and care
The majority of innovation in health & care is based on quality improvement methods developed in 
other sectors like manufacturing. These methods can deliver significant impact, but often they 

focus on ‘drilling down’ into a system, optimising individual pathways or specific elements within a 
service. Many of the emerging challenges in health & care, however, require us to see the bigger 

picture, to shift the emphasis to prevention, improve the interfaces between patients & service-
users and professionals and be more mindful of the population’s rapidly changing needs.

In the conventional quality improvement tool-box there are relatively few methods that support 
’zooming out’ to explore these more holistic challenges. Patient Ecosystem Mapping offers a way 

to see the system from above, from a service-user’s perspective. 

This summary explains what a Patient Ecosystem Map is, how it can be created and how it can be 

used to help a team deliver the system-shift needed within contemporary health & care, examples 
of recent mapping projects are provided to illustrate how the approach can add value.

30 1 2 4 5Preventing the need 
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Trigger for 
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Assessment
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Exit /

Discharge

cofink
collaborative thinking 

Project Examples
Urgent & Unscheduled Care

S o u th  E a s t H e a lth  &  S o c ia l C a re  T ru s t, 

A  d e ta ile d  P a t ie n t E c o s y s te m  M a p  fo r  U rg e n t &  
U n s c h e d u le d  c a re  w a s  b u ilt  u p  th ro u g h  f iv e  
9 0 -m in u te  o n lin e  w o rk s h o p s  w ith  o v e r 6 0  
p a rt ic ip a n ts . A v a ila b le  d a ta  w a s  u s e d  to  m a rk -u p  
re la t iv e  p a t ie n t f lo w  ra te s  th ro u g h  th e  
E c o s y s te m  ( in d ic a te d  b y  a rro w  w id th ) . D u r in g  a  
o n e -d a y  fa c e -to -fa c e  w o rk s h o p  p a t ie n t jo u rn e y s  
w e re  m a p p e d , c h a lle n g e s  w e re  e x p lo re d  a n d  a  
p o rtfo lio  o f  im p ro v e m e n t p ro je c ts  a c ro s s  th e  

s y s te m  w e re  id e n t if ie d  &  p r io r it is e d .

Commissioned Services
N H S  T ays id e  &  A ng us  H S C P  C are  T rust

D e ta ile d  P a tie n t E c o s y s te m  M a p s  w e re  b u ilt fo r 
a  ra n g e  o f n e w ly  c o m m is s io n e d  s e rv ic e s  
e s ta b lis h e d  to  a lle v ia te  p re s s u re  o n  G e n e ra l 
P ra c tic e , (in  re s p o n s e  to  re v is io n s  to  th e  2 0 18  
G M S  C o n tra c t), th e s e  in c lu d e d  S o c ia l 
P re s c rib in g , P h a rm a c o th e ra p y , C T A C  a n d  F irs t 
C o n ta c t P h y s io th e ra p y . T h e  m a p s  h a ve  b e e n  
u se d  to  in fo rm  p o te n tia l im p ro ve m e n t p ro je c ts  
a n d  m o re  e ffe c tive  w a y s  o f m o n ito rin g  s e rv ic e  
p e rfo rm a n c e .

Scottish Clinical Genetics Service
A ll N H S  S c o tla n d  R e g io n a l B o a rd s .

T h ro u g h  a  s e rie s  o f o n lin e  a n d  fa c e -to -fa c e  
w o rks h o p s  P a tie n t E c o s y s te m  M a p s  h a ve  
b e e n  b u ilt  fo r S c o tla n d ’s  4  re g io n a l C lin ic a l 
G e n e tic s  S e rv ic e s  (W e st, N o rth , S o u th  &  
E a st). T h e  m a p s  h a ve  e n a b le d  th e  te a m s  to  
c o m m u n ic a te  th e  ro le  o f C lin ic a l G e n e tic s  to  
o th e r s ta ke h o ld e rs  a t a  re g io n a l a n d  n a tio n a l 
le ve l. V a ria n c e  in  re g io n a l d e live ry  s tra te g ie s  
h a s  b e e n  m a p p e d  –  in fo rm a tio n  th a t is  
h e lp in g  in  th e  d e ve lo p m e n t o f N a tio n a l 
S e rv ic e  S p e c ific a tio n s .

Ulster Hospital

Campus

Ulster H ospital
Specialist 

W ards

NIAS

Dow ne Hospital
URGENT CARE & MIU

General Practice

OOH

Lagan Valley Hospital
U RGENT CARE

Ards Com munity Hospital M IU 

Care Homes / NI Hospice (2000 residents)

U LSTER  

ED

0

POLICE

24/7
RO U TES

IN TO

SEHSCT
U RG EN T

CARE
FO R  

PU BLIC

F R O M
H O M E

Health & Care Profs  in the com munity 
Community Pharmacy, Dentistry, Opticians

Medical 

Assessment

Unit / Ward

GP/N urse
Refers or Treats

Police officer suspects
urgent care need

ED Team
Decide
Pathw ay

999
Triages
Call

Discharge 
To 
Other
TRUSTS

Discharge  to C are Home 
SEHSCT Dom Care  / Hospice

Referrals to NIAS from GPs / 
OOHs Hospital at Home services 
etc 

ST AG E 0
PR EVEN TIN G  NEED  FO R 

UR G EN T  CAR E

URGENT CARE ECOSYSTEM
Preventing
Need for
Urgent 
Care

Urgent 
Care 
Need 
Suspected

Signposting 
To Urgent
care

Triage by
Qualified
Professional

Urgent 
Care 
Treatment

Discharge
10 2 3 4 5

Disch arge To 
Down e Hospital / 
Lagan Valley 
Hospital / Ards  
Comm unity 
Hospital

Domnall Intermediate & Other IC Beds 

Discharge  To  SEHSCT Interm ediate Care (IC) Beds

‘Care 
Navigat

or 
Service’

Direct Access for Patients Known to HUB

5000-6000 PCM Direct  Access to Ulster ED

Rehabilitation Teams / Short-term Assess Macmillan UNIT
(Ulster Hospital)

Community
Inpatient
Ward

400 PCM Referrals to ED from OOHs

Frailty Hub

Patient or 
carer calls 
999

Enhanced Care @  Home Service 45/49 GPs

DNs &  AHP in Comm FCP/MSK /SALT/Podia

F RO M  
O T HER

T RU ST S
Po st Co d es

F RO M  
S EH SCT

Po st Cod es
3 50 ,000

Pe op le

TRIGGER to TREATM EN T in 24 hrs

R A C

70-80  PCM Signposts from Police  to U lster ED

Patient 
goes to 
Ulster 
Hosp ital ED
[NO Phone 
1 st]

3

PEO PL E LIV IN G
IN A  CARE SET TIN G

9  to 5

1200-1500 PCM  Referrals from  NIAS to Ulster ED

3 4 5
250 PCM??  

1

4

2

URGENT
TREATED in ED

3

1200 PC M Direct Access to  Ulster ED (repea t attenders)

1
2

1

Paramedic 
Refers or treats

2

Patient 
calls OOH

120 PCM  
Referrals 
from NIAS 
to LV and DWN + ‘6’ other Referral Pathways

1 2 3 4 5

3

3

GP/Nurse
AHP/AN P
MDT
Refers or Treats

OOH?
Triages
Call

GP
Reception
Triages
Call

2

Patient C alls 
‘Phone 1s t’

1

Mem ber of 
Public calls  
GP

8 No-More-Silo H UBS
• Acute Medical Hub (80 PCM)
• Cardiology Hub (60 PCM)
• Diabetic Hub (12 PCM)
• Gastro Hub (65 PCM)
• Neuro Hub (0 PCM)
• Neurovascular Hub (60 PCM)
• Paediatric Hub (10 PCM)
• Respiratory Hub (40 PCM)

Other Hubs/Units
• Renal Unit
• Mental Health
• Substance Mis-use
• Palliative Care 
• Endocrine & Diabetes
• ‘ONE STOP HUB’ Frailty Hub
• GYNAE ASSESSMENT
• Early Pregnancy Unit

4

???????

4 5

150 PCM   
GP Referrals 

to HUBS 

1500 PCM Referrals to ED from GP

4

3

3

Patient 
calls 
General
Practice

1

4

3

Transitio
n

Ward

Discharge.    
Lounge

5

URGENT
TREATED On
Wards

3

3

5

Referrals
To ED from 
Hubs

3

3

URGENT
TRE ATED In
MAU

Referral
To Specialist 
W ards

Referral
To Specialist 

Wards

5

5

5

5

5

1

4 5

150 PCM
Referrals

HUBS from  
ED

Patient with 
‘Passport’ calls
HUBs

Hospital @  Home Service 4/49 GPs

3 4 5

3 4 5

1

1

1

3

Domiciliary Care (7000 people)

Prisons

20
 PCM  

GP

75
 PCM  

GP

3 4 51

3 4 51

1700
 PCM  

1600
 PCM  

Other 
ED/MIU
130 PCM

UCC
M-F 9-5 3 4 5

3 4 5

3 4 5

3

3

3

UCC 
M-F 8-6

MIU 
M-F 9-5

Discharge To Hospital @ Hom e & Enhanced C are @ Hom e

1

Patient 
Visits
Dentist
Etc

3 4 51

3 4 51

3rd  Sector Organisations

3

4

3

3

3

3

3

5

Discharge 
To 
SEHSCT
Post 
Codes

R A C

2500 PCM 
Referrals admitted

35 pts / day
cap 1000pcm
U nder by 60%

2700 PCM  
Discharges pcm

1100
 PCM  

Contact
If  y o u  w o u ld  lik e  m o re  in fo rm a tio n  a b o u t P a t ie n t E c o s y s te m  M a p p in g  c o n ta c t P ro fe s s o r T o m  In n s . 
e m a il: to m @ c o fin k .c o .u k     L in k e d In : w w w .lin k e d in .c o m / in / to m in n s /    w e b s ite : w w w .c o f in k .c o .u k  

T o m  re g u la r ly  ru n s  w o rk s h o p s  in tro d u c in g  h e a lth c a re  p ro fe s s io n a ls  to  P a t ie n t E c o s y s te m  
M a p p in g . H e  a ls o  fa c ilita te s  p ro je c ts  d ire c t ly  w ith  H e a lth  B o a rd s  a n d  T ru s ts  u s in g  th e  P a t ie n t 
E c o s y s te m  M a p p in g  a p p ro a c h  to  p la n  fu tu re  d e v e lo p m e n ts . T o m  h a s  w o rk e d  w ith  S E H S C T , 
N o rth e rn  Ire la n d , N H S  E d u c a tio n  fo r S c o tla n d , N H S  T a y s id e , N H S  B o rd e rs , N H S  L o th ia n , N H S  
L a n a rk s h ire , N H S  H ig h la n d s  a n d  U n iv e rs ite ts s y k e h u s e t N o rd -N o rg e .

3. Support for specialists
& Genomic Lab Services through MDTs

General
Practice

Specialist 
Pathways 
(Regional)

Self-Referral

(triggered by

home testing)

1

Self-Referral

(triggered by

Relative)

1

2Self- Referral 

to GP for 

wide range

of conditions

Referral 

Triggered

By advisory 

letter from 

GP or Clinical 

Genetics

Direct Referral by 

GP to secondary 

care specialist 

services

1

1

GP

Practice

Nurse

Clinical Genetics  Support for 
National Services Division 

Genomic
Laboratory
Services

Ecosystem  of Regional Clinical Genetics                         National Activity

Advisory comms from Clinical Genetics

Other Specialist Pathways where Genetics has/is being mainstreamed

H ae m o p h iliaPathways with In-house Genetics Expertise
C y st ic F ib ro s is

Clinical Genetics National Policy 
Support for Mainstreaming

Specialist 
(ie Rare Disease)
Pathways (National)

2

Direct Referral 

by GP to 

C lin ica l G e n etics

Clinical Genetics Support for 
National Rare Disease 
Strategy/Policy for Scotland

Clinical Genetics Support for 
National Specialist  Pathway 
Development

National 
Training

Referral to 

Laboratory 

Services for 

Genetic testing

Direct Referral 

from Specialist to

C lin ica l G e n etics

3
3

3

3

3

3

3

Paediatrics
Foetal
Oncology
Neurology
Cardiology
Rheumatology 
Endocrinology
(& Others)

C lin ica l G e n etics 

Collaboration 

through specialist 

MDT support 

(regional)

3

3

3

3
C lin ica l  G e n e tics 

Collaboration 

through specialist 

MDT / pathway  

support (national) Clinical Genetics  Support for 
National Genomic Test Directory

Clinical Genetics support for 
National guidelines, policy & 
benchmarking

C lin ica l G e n etics 

M D T Support for

Genomic Labs 

National
Policy & Service
Development

1. Advice, Advocacy
Policy & Training

2. Clinics &  
Services

Bo o k in g

2 3

Tr iag e

3

Sp e cia l is t C lin ic a l  G e n e t ic s  C lin ic s

C l in ic a l G e n e tics  S e rv ic e s:

C l in ic a l G e n e tics  A d v ic e  &  A d v o ca c y

C l in ic a l G e n e tics  

R e g io n a l  T ra in in g

C lin ica l G e n e t ic s  

N a tio n a l T ra in in g
T ra in in g  

O th e rs

A p p o in tm e n ts

Patient

Counselling

Pedigree

Mapping

Consultation

Examination

Testing

Diagnosis

Prevention

Management

3 3 3 Named 

Clinical Genetics

Clinics

• Face-to-face

•Near-me

• Phone

33 3

SOUTH REGION
[Edinburgh]

900k        116k          370k

T O T A L  P o p u la tio n  =  1,386 ,000

R eg io n a l Sta ff in g

4 .5  Consultant (5 consultants)

Clinical Psychologist 8 sessions

1 .2 Trainees (2 trainees)

1 .0 Sp  N u r se Neuromusc B7

1 .0 G en e tic  N u rs e  B5

1 .0 C lin ica l Su p p o r t B3

1 .0 P r  G en e tic  C o

6 .6  G en e tic  C o  B7s

6 .0 FT E A d m in

 

1 2Initial
Trigger

Signposting
& Referral 2 Diagnosis / MDT

Treatment etc

14

Social Prescribing Service

Back to community

3

0 1 2

1

3

3

GP 
Reception
or website

Community

secondary care

NHS Inform
NHS 24

6

NP 5%

GP
14%

Referral to
SP Provider

INITIAL
APPOINTMENT
Review of need
• Telephone/F2F

REVIEW
APPOINTMENT
Managed 
Connection 
to resources:

3rd Sector 
Community 

Groups

Public
Health
Information

Social Prescribing In Angus

General Practice (15 Total)

TRIGGER
Interaction
with friends, 
network & 
family

Interaction
with care team

‘Community Link 
Workers’
8 WTE
1 funded through 
Macmillan
‘based in or aligned to 
General Practices

Employed through
Voluntary Access Angus

30 1 2 4 5 6 0

Preventing the 

need for the 
pathway

Trigger 

for the
pathway

Signposting 

to the
pathway

Diagnosis /

Assessment

Treatment /

Intervention

Review Exit /

Discharge

Preventing the 

need for the 
pathway

2

2

Statutory
Services

Health & Social 
Agencies

EXTENDED
REVIEW
APPOINTM ENT

Subsequent
‘CONTACTS’

5 5 53

20+ resources 
(shown by relative uptake 21-22)

• Employment 14%

• Debt / Financial 27%
• General Wellbeing 21%
• Housing 12%
• Abuse 1%

• Carer 14%
• Alcohol 1%

• Drug misuse 1%

• M ental health 21%
• Bereavement 0.5%

4

4

4

Feedback to 
General Practice

Current m odes of 
referral
- By ‘person ’
- By ‘self’
- By ‘Nurse’
- By ‘GP’
- By ‘Agency’

Currently no referral 
/ signposting route 
from NHS Inform / 
NHS 24 or
Secondary Care

SP
Bookings

Back to 

community



Patient
Ecosystem
Mapping

Patient Ecosystem Mapping (PEM): 

Supporting system-shifting in health & care.

Tom Inns

COFINK LTD (tom@cofink.co.uk)

DMEM, University of Strathclyde (tom.inns@strath.ac.uk)

Ulster Hospital

Campus

Ulster Hospital
Specialist 

Wards

NIAS

Downe Hospital
URGENT CARE & MIU

General Practice

OOH

Lagan Valley Hospital
URGENT CARE

Ards Community Hospital MIU 

Care Homes / NI Hospice (2000 residents)

U LSTER  

ED

0

POLICE

24/7
R O UT ES

INT O

SEH SCT
U R GEN T

CA RE
FO R 

PU B LIC

FR O M
H O M E

Health & Care Profs  in the community 
Community Pharmacy, Dentistry, Opticians

Medical 

Assessment

Unit / Ward

GP/Nurse
Refers or Treats

Police officer suspects
urgent care need

ED Team
Decide
Pathway

999
Triages
Call

Discharge 
To 
Other
TRUSTS

Discharge to Care Home 
SEHSCT Dom Care  / Hospice

Referrals to NIAS from GPs / 
OOHs Hospital at Home services 
etc 

ST A GE 0
PR EVEN TIN G NEED  FO R  

UR G ENT  CA R E

URGENT CARE ECOSYSTEM
Preventing
Need for
Urgent 
Care

Urgent 
Care 
Need 
Suspected

Signposting 
To Urgent
care

Triage by
Qualified
Professional

Urgent 
Care 
Treatment

Discharge
10 2 3 4 5

Discharge To 
Downe Hospital / 
Lagan Valley 
Hospital / Ards 
Community 
Hospital

Domnall Intermediate & Other IC Beds 

Discharge To  SEHSCT Intermediate Care (IC) Beds

‘Care 
Navigat

or 
Service’

Direct Access for Patients Known to HUB

5000-6000 PCM Direct Access to Ulster ED

Rehabilitation Teams / Short-term Assess Macmillan UNIT
(Ulster Hospital)

Community
Inpatient
Ward

400 PCM Referrals to ED from OOHs

Frailty Hub

Patient or 
carer calls 
999

Enhanced Care @ Home Service 45/49 GPs

DNs & AHP in Comm FCP/MSK /SALT/Podia

FR O M  
O T H ER

T RU STS
Po st Co des

FR O M  
SEH SCT

Po st Co de s
350,000

Peo ple

TRIGGER to TREATMENT in 24 hrs

R A C

70-80  PCM Signposts from Police to Ulster ED

Patient 
goes to 
Ulster 
Hospital ED
[NO Phone 
1st]

3

PEO PLE LIV IN G
IN  A  CA R E SETT IN G

9  to 5

1200-1500 PCM  Referrals from NIAS to Ulster ED

3 4 5
250 PCM??  

1

4

2

URGENT
TREATED in ED

3

1200 PCM Direct Access to Ulster ED (repeat attenders)

1
2

1

Paramedic 
Refers or treats

2

Patient 
calls OOH

120 PCM  
Referrals 
from NIAS 
to LV and DWN + ‘6’ other Referral Pathways

1 2 3 4 5

3

3

GP/Nurse
AHP/ANP
MDT
Refers or Treats

OOH?
Triages
Call

GP
Reception
Triages
Call

2

Patient Calls 
‘Phone 1st’

1

Member of 
Public calls  
GP

8 No-More-Silo HUBS
• Acute Medical Hub (80 PCM)
• Cardiology Hub (60 PCM)
• Diabetic Hub (12 PCM)
• Gastro Hub (65 PCM)
• Neuro Hub (0 PCM)
• Neurovascular Hub (60 PCM)
• Paediatric Hub (10 PCM)
• Respiratory Hub (40 PCM)

Other Hubs/Units
• Renal Unit
• Mental Health
• Substance Mis-use
• Palliative Care 
• Endocrine & Diabetes
• ‘ONE STOP HUB’ Frailty Hub
• GYNAE ASSESSMENT
• Early Pregnancy Unit

4

???????

4 5

150 PCM  
GP Referrals 

to HUBS 

1500 PCM Referrals to ED from GP

4

3

3

Patient 
calls 
General
Practice

1

4

3

Transitio
n

Ward

Discharge.    
Lounge

5

URGENT
TREATED On
Wards

3

3

5

Referrals
To ED from 
Hubs

3

3

URGENT
TREATED In
MAU

Referral
To Specialist 
Wards

Referral
To Specialist 

Wards

5

5

5

5

5

1

4 5

150 PCM
Referrals

HUBS from 
ED

Patient w ith 
‘Passport’ calls
HUBs

Hospital @ Home Service 4/49 GPs

3 4 5

3 4 5

1

1

1

3

Domiciliary Care (7000 people)

Prisons

20
 PCM  

GP

75
 PCM  

GP

3 4 51

3 4 51

1700
 PCM  

1600
 PCM  

Other 
ED/MIU
130 PCM

UCC
M-F 9-5 3 4 5

3 4 5

3 4 5

3

3

3

UCC 
M-F 8-6

MIU 
M-F 9-5

Discharge To Hospital @ Home & Enhanced Care @ Home

1

Patient 
Visits
Dentist
Etc

3 4 51

3 4 51

3rd Sector Organisations

3

4

3

3

3

3

3

5

Discharge 
To 
SEHSCT
Post 
Codes

R A C

2500 PCM 
Referrals admitted

35 pts / day
cap 1000pcm
Under by 60%

2700 PCM 
Discharges pcm

1100
 PCM  

24th DMI: Academic Design Management Conference

TU Delft, Netherlands, 6-7 August 2024

Patient Ecosystem Mapping (PEM)

Tom Inns



Regional Hospital  

NHS 24

General Practice

Care at Home

1

Pathways / Wards / 
Specialties

Care Homes

Local Pharmacy

NHS Inform

3rd Sector Emergency Dept

1

1

1

1

1

4

5

3

2

1 2

43

2

43

2

543

2

Out of Hours
543

2

Ambulance

543

2

Hospital @ Home
543

21

Emergency Dept 

Local Hospital 2

543

2

Local Hospital 1

Emergency Dept 

543

2

Emergency Dept 

Local Hospital 3
543

2

2nd care services
543

21

543

2

Medical Ass Unit

543

2

Ambulatory Hubs

543

2

1

1

0

543

5

1

1

1

1 2

Annotate the model below to mark-up how YOUR  patient pathways connect (use local vocabulary & terminology)

Name:
Age:

Situation:

Walk the patient through the Ecosystem Map. Mark-up what was challenging, what worked well and patient ideas for Ecosystem improvement.

1. Define Map   
Scope

 

What is the Geography of 
the Ecosystem? 
 

Who are the Patient  
Groups in the Ecosystem?
  

What Pathways are in the 
Ecosystem?

3. Profile a 
Patient

2. Map your 
Patient 
Ecosystem

S
H

H
E

T
 A

:
1. Define Map Scope

Decide scope of the map by establishing:
• Geography: Region, trust/board, community or specific 

locality.
• Patient / User Groups: All patients / users or specific 

demographic

• Pathways: All pathways or emergency-urgent-elective,, 

specialist pathways, in-hours, out-of-hours etc.

3. Engage with patients

• Invite patients / service-users to talk through 

their own journeys. 

• Mark up what was challenging, what worked 

well and patient / service-user ideas for 

ecosystem improvement.

Patient
Ecosystem
Mapping

2. Map the Ecosystem

• Identify key ecosystem stakeholders.

• Decide how mapping is to be choreographed 

(face-to-face or online).

• Build the map iteratively, through 

collaborative workshops using icons and 

colour coded arrows.

• Mark-up using local pathway and service 

vocabulary & local data.

cofink
collaborative thinking 

Annotate the model below to mark-up how YOUR  patient pathways connect (use local vocabulary & terminology)



4. Challenges and Drivers in your Ecosystem

What are the day-to-day challenges?

  

What are the trends? What is going up? What is going down? How quickly? 

  

What are the structures, systems & interfaces that create disruption?

  

What are the mental models, mindsets and policy decisions that influence behaviours?

5. System-Shift ideas for your Ecosystem 

‘How-Might-We’ Projects that will overcome day-to-day challenges:

‘How-Might-We’ Projects that will respond to the challenges of current & future trends:

‘How-Might-We’ Projects that will overcome challenges of systems and structures:

‘How-Might-We’ Projects that will influence mental models and mindsets:

6. Delivering 
System-Shift

What are the high-level aims of your ‘System-Shift’?                  Which Projects would you prioritise?             

Who would be in your ‘System-Shift Back-Bone’ team? 1 2 3 4 5

Patient
Ecosystem
Mapping

cofink
collaborative thinking 

4. Identify Drivers

Use iceberg-model to identify:

• Observable day-to-day challenges.

• Trends (with data)  that are having impact over 

time.

• The structures, systems & interfaces that 

create disruption.

• The mental models, mindsets and policy 

decisions that influence behaviours.

5. Plan System-Shift

• Agree future system aims.

• Model a preferable 2030 Patient 

Ecosystem to act as a ‘polestar’.

• Define a ‘system shifting’ portfolio of 

potential improvement projects, recording 

each as a ‘How-Might-We’ statement.

• Develop criteria for evaluation & develop a 

prioritised plan.

6. Deliver System-Shift

Establish & resource a ‘back-bone’ team to deliver 

change across the system through:

• Agreed initiative aims.

• Agreed measures of progress.

• Pooling of expertise.

• Celebration of  successes. 

• Being politically adept.

• Drawing down required resources.

S
H

E
E

T
 B

:



Tom Inns
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University of Strathclyde, Glasgow

Visiting Professor
Heriot-Watt University, Edinburgh & Dubai
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‘I am a design & systems 
facilitator & educator 
working with 
health & care professionals’



Raigmore (452 beds)

NHS 24

General Practice

Care at Home

1

32,500 km2

320,000 people

Care Homes

Local Pharmacy

NHS Inform

3rd Sector For 

example Chest & 

Heart Stroke 

Scotland

Emergency Dept

1

1

4

5

3

2

1 2

43

2

1

43

2

Out of Hours

SAS

Emergency Dept 

Caithness Wick

3

Emergency Dept 

Belford Fort William

3

Emergency Dept 

Lorn & Islands Oban

MAU

Ambulatory Hubs

1

0

5

Minor Injuries Units

1

1

2. NHS Highlands – Patient Pathways – ‘elective’ referral to secondary care specialists from General Practice

Oxygen @ Home 

Service
40% of referrals from GP

60% of referrals from Secondary Care

Annual Review for Oxygen @ Home patients  through 
Community Respiratory Nursing Team (organised from 
Raigmore)

(Currently 3 pilots in the Highlands)

90% of ‘breathlessness’ 
patients GP treated 

GP access to a range of tests: 
Blood tests, ECG, Spirometry, CT 
scans, XRay (local hospital)

Highlands 

Hospice

Lorn & Islands will make 
specialist referrals to 

Glasgow GGC

Patients can be discharged into a range of community health teams, 
managed from secondary care 

Patients can be discharged with remote 
monitoring from secondary care

3

Social Prescribing

1 2

Cardiac Pathways

543

Respiratory Pathways

543

Respiratory Nurse Team

43

2

Heart Failure Nurse Team

43

2

Rehabilitation Team

43

2

Patients can be discharged into a range of community health teams, 
managed from secondary care 

Remote Monitoring

Community Hosp

543

21

Atlas of modelling approaches
• Causal loop models
• ‘Stock & flow’ models
• Hard systems modelling
• Soft systems modelling

Systems Engineering
Modelling MLTC Pathways (Breathlessness) 



Design Thinking
Gamification
Systems Modelling

The challenge: NHS Urgent Care
ENSURING: right care, right time, right place
Whilst:
1. Reducing resource consumption
2. Building climate resilience

Design Tools to support modelling/training
Developing understanding through gaming



Design Tools to support local action
How do you help a ‘QI team’ go green

Regional Hospital  

NHS 24

General Practice

Care at Home

1

Pathways / Wards / 
Specialties

Care Homes

Local Pharmacy

NHS Inform

3rd Sector Emergency Dept

1

1

1

1

1

4

5

3

2

1 2

43

2

43

2

543

2

Out of Hours

543

2

Ambulance

543

2

Hospital @ Home
543

21

Emergency Dept 

Local Hospital 2

543

2

Local Hospital 1

Emergency Dept 

543

2

Emergency Dept 

Local Hospital 3

543

2

2nd care services
543

21

543

2

Medical Ass Unit

543

2

Ambulatory Hubs

543

2

1

1

0

543

5

1

1

1

1 2

A toolkit for Local action
• Seeing the bigger system
• Exploring challenges & Opportunities
• Tools & Process for sustainability action
• Contributing to System-Shift
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