Patient personas

Euphemia

Orville

Euphemia was born in Bermuda but
has lived in Baltimore for the past
several years, where she worked as a
cashier. She has Stage Il CKD.

Wants, needs, behaviours:

» Sedentary job with little interest in
activity and sport

Very involved in her care, and
frequently does her own research
and asks questions

Lives with her daughter and has a
strong desire to stay on island for
treatment

Outspoken advocate about CKD in
the community

Uses mobility aids to get around,
and also has diabetes

No Insurance

Tyrone is 70 years old and retired. He
has Stage IV CKD, as well ad
hypertension.

Wants, needs and behaviours:
* Lacks a strong support environment

» Concerns about affording treatment as
aretiree

Rarely leaves the house

Is comfortable asking questions to his
physician, and his medical
background has given him decent
understanding of his condition.

Orville is a 64-year-old former pastry
chef. He has a history of kidney stones,
diabetes, and hypertension, and has
Stage V CKD.

Wants, needs and behaviours:

» Limited access to appointments as he
relies on his son for transportation.

Orville is uncomfortable asking
questions to his physician and prefers
to remain stoic.

Friends and wife are eager to support
him, but Orville is uncomfortable
accepting help and feels like a burden

Long-time pastry chef who is unhappy
to make dietary changes.

Loves to golf and travel, which he can
no longer do due to mobility
restrictions.

Concerns about affording treatment
as he only has access to basic health
coverage.

Private Basic Health Coverage

PHASE

TOUCHPOINT

EUPHEMIA’S
PATHWAY JOURNEY

EUPHEMIA’S
EMOTIONAL JOURNEY

An illustrative scale from -3 to
+3 to track the movements in
the citizens’ emotional journey
across the touchpoints

TYRONES
PATHWAY JOURNEY

TYRONES
EMOTIONAL JOURNEY

An illustrative scale from -3 to
+3 to track the movements in
the citizens’ emotional journey
across the touchpoints

ORVILLES PATHWAY
JOURNEY

ORVILLES
EMOTIONAL JOURNEY

An illustrative scale from -3 to
+3 to track the movements in
the citizens’ emotional journey
across the touchpoints

CHALLENGES

The negative experiences
where the system is not
meeting expectations from
the perspective of both
citizens and staff

OPPORTUNITES

High-level identification of
the core opportunity areas
that would have the greatest
impact on patient experience

Chronic Kidney Disease Pathway: Patient Journey Map
An illustrative current-state experience of the end-to-end CKD pathway, from the perspective of the three personas to bring it to life*

Outpatient diagnostics Inpatient diagnostics

Diagnosis and discussion of treatment and

support options

Kidney transplant In-centre haemodialysis

Treatment and ongoing care m

At home haemodialysis At home peritoneal dialysis

e ey . 7 S\ oTmmmmmmme—————— ~, T ———————— N
(1.0) 2.1 2.2 2.3 3.0 3.1 3.2 3.3 3.4 3.5 a1 &2 )}— 4.3 44 4.5 5.0 5.3 5.4 5.5 5.6 5.7 5.8 5.9 5.1 5.11 5.12 £ 13 .14) 5.1 1 .17) 2i{5.19) X - ,' . .2 n (.2 5.23 3 . 5.21 .21 (6.2)
S U O O O \J Ny Ny N\ ~— N~ 7 7 N\ N\ N\ N\ ) \\g o/ N\ Ny J J i X Ay i! O A4 < i N N/ | O I Ny
) " . - . . i i . . 1 1 1 1
I learn about CKD and its Irecognise . The results of other | am visiting or My GP | visitmy GP | get a referral Urine and | am admitted | am acutely | meet my My lhavean  Idiscussthe | receive | have an I'apply diet Itakemy |attend support | attend regular | have an | take my | attend more | receive a I have an I have an I Ireceivea I'have an | | " i h i | admini i ; inister | | attend regular loptforonly | optforpalliative My life ends
risks through a public early CKD requested tests/  admitted to the arranges for  to discuss the toa blood testing intothe ICU  transported off- nephrologist  nephrologist ~appointmentat further testing  education appointment modifications  prescribed groups or check—upsgwith appointmentwith  prescribed regular check- referralfor  appointment  appointment ireferralforthe  appointment panz;?fv?mp: ol:r;?;rg: I ?,teteﬂ‘:oﬁzgyslta " i relf;er::;/;?n_ : atten_dlregulér T JJS;eilofm ha:ﬁ:g;:‘l‘;sris i c: retflve( hL:?n'gg;Iasltyes"is= check-upsgwith v?ledical v case or npo further Y
awareness programme, symptoms annual check-up hospital for me to get outcomesof  nephrologist aredoneat  orAcute Care island transport and discuss - arranges for me the with my about my with my GP to with a dietician  medications  psychological my GP, incl. my nephrologist  medications ups with my dialysisand  with the dialysis with the ! transplant with the testing for transplant che gk- s%ft o leentre dialysis ?ppc_nn meln T dminister at home i H e ; cato ? ° athome ! my nephrologist management treatment
through my personal are showing an experiencing bloodwork the bloodwork the Ward and admitted findings from  to get further endocrinologist  nephrologist treatment discuss nephrologist to counselling urine and blood to discuss with intensified  nephrologist, transplant nurse foran transplant 3 coordinator transplant transplant surgery and up; <l : 1 or in-centre : : N msier . "_‘""'5 elr ! to follow-up on
environment or through incidental findingof ~ symptoms done Emergency for care initial testing  testing done or other options treatment testing treatmentoptions  medication incl. urine and education education coordinator for ] coordinator to eligibility post-op care T;‘::sesla:t H ! YIS T at homey b H ! z?rl' D'.-'ea‘ I treatment
my primary care giver CKD signs Department overseas specialist options adherence blood testing session an education \ discuss options P H \ Y Fa 'ig:sea + options
session e e o o e e e e e e e e o e e N ———— o M ————— M e e P4
(1.0) (2.1) @ (2.3) @ 0 @ (33) (3.4) (3.5) 0 @ @ @ @ @ @ @ (55) @ (57) (5.8) (5.9) {5.10) {5.11) {5.12) G.13 5.14 g {5.17) {5.18) {5.19) {5.20) {5.21) 5.22 5.23 {5.24) {5.21) {5.22) (s2)
The results of other My GP Ivisitmy GP | get a referral | meetmy My I havean | discuss the | receive I'have an | apply diet | take my | attend regular
requested tests/ arranges for  to discuss the toa nephrologist  nephrologist appointmentat further testing  education appointment modifications  prescribed check-ups with
annual check-up me to get outcomes of nephrologist gnq discuss arranges for me the . with my about my with my GP to with a dietician  medications my GP, incl.
are showing an bloodwork the bloodwork ler{lngs f(om to ggt further ~ endocrinologist  nephrologist trea{ment discuss urine and blood
incidental finding of done initial testing  testing done or other options treatment testing
CKD signs specialist options
1.0 (2.1} @ (2.3) @ (3.3) (3.4) (3.5) 0 @ (43) @ @ (5.0) @ @ @ (5.5) (5.6) @ @ @ @ @ {5.12} {5.13) 5.14 5.15) {5.16) {5.17) {5.18) {5.19 {5.20) {5.21) {5.22) 5.23) {5.24) 5.21 @ @
The results of other My GP Ivisitmy GP | get a referral | meet my My | discuss the | receive | apply diet | take my Ihavean | take my | attend more I receive a I'have an
requested tests/ arranges for  to discuss the toa nephrologist  nephrologist furthertesting  education modifications prescribed appointmentwith  prescribed regular check- referral for appointment
annual check-up me to get outcomes of nephrologist _anc! discuss  arranges for me with my about my with a dietician medications my nephrologlst medications ups with my dialysis and with the dialysis
are showing an bloodwork the bloodwork f_lr!d_lngs fr_om to get further nephrologist treatment to d|scussl with intensified  nephrologist, transplant nurse fqr an
incidental finding of done initial testing  testing done options treatmentoptions  medication incl. urine and education education
CKD signs adherence blood testing session
® @ ——0 &—0 0 © 0 0 & 0 0 0 0 660 0 0 0 0 00 O—0—0 o
1.0 2.1 2.2 3.0 31 3.2 3.5 & 5.0 5.5 5.6 (5.13) 5.14) @ @ @ 5.18] 5.1 .20) 0-21, (5.21, @ @
| am visiting or Urine and I am admitted I meet my My I discuss the I receive ! ) 1 apply diet I take my Ihavean N | take my | attend more I receive a I have an I have an | receive I administer | attend regular
admitted to the blood testing into the ICU nephr9|0g|st nephrologist furth_ertestmg education appomtmentywth blood pressure modifications prescribed appomtmentv«{n prescribed regular check- referral for appointment  appointment with education to haemodialysis ~ check-ups with
hospital for are done at or Acute Care gnd_ discuss arranges for me with my about my my nephrologist to with a dietician  medications my neghrologlst medications ups with my dialysis and  with the dialysis  the transplant administer at home my nephrologist
experiencing the Ward f_ln_d_lngs fr_om to g_et further nephrologist treat_menl discuss treatment to dlscuss_ with intensified  nephrologist, transplant nurse foran  coordinator for an peritoneal to follow-up on
symptoms Emergency initial testing  testing done options options dication incl. urine and education education  education session dialysis at treatment
Department adherence blood testing session home options
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and Early Detection patients and service providers Between healthcare service providers in the affordability of CKD-related healthcare Organ Donation
pathway services

*All views captured in this document are those of stakeholders interviewed.

Prevention and early detection of CKD are hindered
by the lack of CKD-prevention strategies in
Bermuda, resulting in delayed diagnoses and
missed opportunities for intervention.

Establish registries for screening and data
analysis
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Develop targeted prevention programs

guidance

Promote achievable lifestyle modifications

Strengthen patient education in individual
and group settings

Educate GP’s on CKD-progression and
introduce formal management and referral

Provide clear, repetitive messages when
communicating to patients

Even though patients indicate they are provided
with enough information after they’ve been
diagnosed, healthcare service providers feel public
knowledge and awareness about CKD in Bermuda is
low. This can hinder prevention and management of
the disease.
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patients

Improve information sharing among
healthcare service providers

Establish a non-profit support organisation
for patients

Facilitate individual emotional support for

Inadequate coordination and communication among
healthcare providers, including primary care
physicians, specialists, and support services,
hamper seamless care delivery and optimal
outcomes for patients with CKD in Bermuda.
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modalities

Address barriers to care access

sustainability

Promote and incentivise home dialysis

Identify strategies for enhanced financial

Financial, cultural, and informational barriers pose
significant challenges to accessing CKD-related
healthcare services. High costs associated with
CKD-care, combined with cultural and informational
factors, such as a reluctance to visit healthcare
service, and inadequate education about CKD, form
barriers too access CKD-related healthcare services
for individuals with CKD.
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Establish uniform and equal access to
nephrology services

Include CKD-care in Universal Health
Coverage Core Benefits Package

campaigns

Organ Donation and Transplants - The scarcity of
organ donations and the absence of comprehensive
transplant facilities in Bermuda present obstacles in
providing timely and accessible organ
transplantation services, limiting treatment options
for individuals with end-stage renal disease.

Secure robust funding for organ donation
and transplants
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Introduce standard and appropriate
reimbursement or coverage for transplants

Promote organ donation through targeted



Chronic Kidney Disease (CKD) Pathway — Overall current state
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