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Abstract

Telemedicine has seen widespread adoption during the COVID-19 pandemic. The implementation of telemedicine projects can be
complex, with over 75% of telemedicine initiatives failing in the implementation phase. Health organizations that want to adopt
telemedicine as part of their healthcare delivery programs struggle to plan and implement sustainable and scalable initiatives effec-
tively. This paper presents the Telemedicine Program Design Canvas—a tool to guide health organizations in planning telemedicine
interventions and drive intervention success. It was developed and validated through six workshops with users and stakeholders of
telemedicine. Based on the workshops and the lessons learned from the subsequent interventions of these projects, we identified
the 14 key elements that must be addressed while planning and implementing a telemedicine project. We organized these into a
simple visual tool that health organizations could use. The 14 elements include the problem, ecosystem, patients, patient journey,
patient engagement and trust, providers, provider training, provider engagement, channels, technology, medicines and diagnostics,
desired outcomes, costs and revenues. The tool was then tested and validated by applying it with a new group of six telemedicine
projects. Overall, the perspectives of 108 users and stakeholders of telemedicine projects, including organizational leadership, doctors,
nurses, midwives, community health workers, patients, policymakers, technologists, legal and finance experts, were included in the
development of the tool. The Telemedicine Program Design Canvas provides a structured and straightforward method for the rapid
prototyping and holistic planning of telemedicine interventions.
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INTRODUCTION

In low- and middle-income countries (LMICs) with
insufficient resources and infrastructure to adequately
provide healthcare to every individual, telemedicine has
become an increasingly common approach to expand
access to treatment [1]. During the COVID-19 pandemic,
the need for physical distancing required a rapid shift
from in-person to remote care, galvanizing governments,
health systems and organizations to invest in mobile
health programs and technologies and accelerating the
adoption of telemedicine [2]. Thus, telemedicine has been
implemented to give patients in remote or low-resource
settings access to primary care [3], specialist care,
telesurgery, telementoring, chronic disease management
and prevention [4, 5], health education [6] and medical
services in disasters and other emergencies [7]. However,
despite these telemedicine programs’ large volume and
breadth, there are still many barriers to successful
implementation. It is estimated that 75% of telemedicine
initiatives fail during the operational phase [8], with

most ventures failing to scale beyond their pilot stage
[9]. Understanding key aspects that contribute to the
overall success of telemedicine initiatives is crucial to
allow telemedicine to reach its full potential [10].

In an analysis of 221 studies of telehealth interven-
tions, Granja et al. [11] defined 27 categories for reasons
that such interventions can fail. Quality of healthcare
was the most significant contributing factor to the suc-
cess of interventions, while cost was the most promi-
nent factor contributing to failure [11]. Additional fail-
ure modes include the lack of involvement of stake-
holders, reliability of equipment, health professionals’
opinions and the perceived need for telehealth [12]. In
another analysis of 35 entrepreneurial health ventures
and 17 publications on telemedicine and mobile health
(mHealth) projects, the significant reasons for failure
were: mismatch between the solution and ecosystem, for
example, limited access to technology and electricity in
the target geography and incompatibility of the solution
with local gender and cultural dynamics; inadequate

Received: September 17, 2022. Accepted: October 27, 2022
© The Author(s) 2022. Published by Oxford University Press.

This is an Open Access article distributed under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which
permits unrestricted reuse, distribution, and reproduction in any medium, provided the original work is properly cited.

G20z Iudy /| uo1sanb Aq GE08Y69/2000BbO/UPO0/EE0L 0 L/10P/a121LE/YPO0/ W00 dNo"olWapede//:sdny Woly papeojumoq


https://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1093/oodh/oqac002

2 | Oxford Open Digital Health, 2022

training of providers; mistrust among the patient popula-
tion and insufficient revenue to implement and sustain
the project [13]. Of these various failure modes, imple-
menters could avoid the majority by using a thought-
ful, thorough, and disciplined design process upfront.
By eliciting stakeholder feedback early and frequently
and rapidly iterating on the program design in response,
practitioners can avoid the many potholes on the road to
a successful telehealth project implementation [14].

Existing telemedicine frameworks call out the need for
a multiphase approach to telemedicine: one comprising
data collection, needs assessment, accessibility, percep-
tion and affordability, with a second phase balancing
the demand for health services with an implementation
plan that meets the needs of the intended population
[15]. Others call for strategic planning of telemedicine
interventions that include needs assessment and anal-
ysis, strategies for business, marketing, communication,
detailed implementation plans and the development
of criteria for evaluation [16]. A framework by Broens
et al. [17] highlights the determinants of successful
telemedicine interventions as technology, acceptance,
financing, organization and policy. The Model for
Assessment of Telemedicine Applications highlights
how one may evaluate telemedicine interventions to
determine their level of success. However, it does not
offer guidance in the design of the telemedicine program
[18]. Another paper used the Osterwalder Business
model canvas to review existing telemedicine business
models [19]. Other program planning frameworks used
in digital health, such as ‘Planning an Information
Systems Project: A Toolkit for Public Health Managers’
by the World Health Organization and PATH [20] and
‘The mHealth Planning Guide: Key Considerations for
Integrating Mobile Technology into Health Programs’ by
USAID [21] provide resources for public health program
managers to understand key aspects of implementing
digital health programs, but are not specific to the
implementation of telemedicine.

These frameworks are helpful and call out some
critical aspects of telemedicine program design; however,
they are not explicitly built to aid implementers in
project design and planning. Without an active and
intentional effort to the contrary, those involved in
project design end up in isolated silos. Doctors tend to
focus on the clinical aspects, engineers on software and
hardware, managers on funding and little or no cross-
fertilization of ideas [22]. This paradigm is not conducive
to successful telemedicine design, as it is critical that all
of the individual components are synergistic and con-
ceived as part of a comprehensive whole. Furthermore,
interdisciplinarity has been demonstrated to be crucial
for project success in business, healthcare, technology
and research [23-25]. A framework is thus needed
to systematize and operationalize the comprehensive
design of early-stage telemedicine programs by all team
members and overcome organizational and individual
tendencies to isolate expertise.

OBJECTIVES

Here, we propose a framework for designing telemedicine
interventions in which all the necessary factors for the
success of a project can be considered, visually commu-
nicated, iterated upon and evaluated. The framework,
titled the Telemedicine Program Design Canvas, is a con-
cise yet comprehensive tool for rapid prototyping that
includes a systems-level view of the critical elements
required to thoroughly and intentionally design success-
ful design telemedicine programs.

METHODS

We developed the Telemedicine Program Design Canvas
through workshops with stakeholders and users of
telemedicine. We conducted six workshops with various
implementing organizations in five LMICs globally.
We conducted five workshops in person and one
virtually due to restrictions introduced by the COVID-
19 pandemic. Each workshop was 16 to 20 hours long.
Three projects were with non-profit organizations and
three with government organizations. The workshops
were conducted by a trained facilitator (authors VB or
NV) and covered various topics to plan the telemedicine
implementation. The facilitator guided the participants
by developing a theory of change and an implementation
model for their specific telemedicine intervention. A
notetaker took notes during the workshop. Participants
used whiteboards and post-its for brainstorming. The
primary language of the workshops was English, and the
locallanguage with translators present at each workshop
as needed. A document with the project implementation
plan was prepared at the end of every workshop.

The authors of this paper analyzed the materials from
each workshop and the project implementation plans.
In addition, five out of the six projects moved forward
into the implementation stage. The authors reviewed
project progress reports of these projects and identified
deviations from the project implementation plan. Since
the projects were implemented in various geographies
and healthcare areas, the authors considered the trans-
ferability of intervention components and the relation-
ship to the country and implementation context. The
authors discussed these insights over several meetings
conducted both in-person and online. The insights from
these design workshops led to the Telemedicine Program
Design Canvas development.

To test the Canvas, we applied it to the design and
planning of six new telemedicine interventions with
seven implementing organizations between 2020-21. Five
were NGO projects, and one was a government project.
Since the COVID-19 pandemic was at its peak during this
period, the projects were primarily focused on mitigating
the effects of the pandemic. We conducted these
workshops online via videoconferencing due to travel
restrictions. Through inputs from the collaborators in
the testing and validation phase, we modified the canvas
to make it as user-friendly and as widely applicable as
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TELEMEDICINE PROGRAM DESIGN CANVAS oozt e o
i ————— .
. .
. . ; oo
« Problems @ :| Patients a Providers a Channels i
. .
% What problem am | solving for patients? . Who are my patients? Who are my providers? How might | reach patients?
+ What problem am | solving for the ] Whatis mytarget population - Rural patients, Urban patients, What are the types of providers | will need to recruit? Directly (D2P)- IVR, Call center; mobile app, website, chat
i health system? o chitdren, women, eiderty? (eg: nurses, midwives, community health workers, (Whatsapp / Facebook)?
W WhakaS the cols/oonsehnces of | Describe the persona of your target patients groups general physicians, specialists, counsellors) Via an intermediary (HW2D) - health worker assisted telemedicine
% not solving this problem? : What kind of access do they have to the internet, mobile devices, Where would they be based? Indirectly (P2P) - doctor consulting with specialist
. » power? Ideal characteristics (eg: speak the same language, retired doc-
. s Whatis their level of technical literacy? tors, international specialists)?
L ] Dotheytrust/accept telemedicine?
. .
. .
. .
. .
. .
. .
. .
H :| Patient workflow 9% Provider training [""_ﬁ] Technology =l
. .
. " What will the teleconsultation workflow be? What training will they need? What technology will | use?
: : How will | manage patient consent? What is their current level of training and education? What key features do | need in my software?
u il whatis the patient journey? What skills do they need - clinical skill, technology skills? What point of care diagnostics will need?
. . What will be the indications for referral, i.e. what cases will not What refresher/continuous training will they need? What clinical protocols will be needed?
[ 2| bemanaged over telemedicine? Who will maintain the technology?
4 Ecosystem 3 Where willthey be referred to? What safeguards do | need to maintain data privacy & security?
. .
®  Where willthis project be implemented? .
+  (eg ruralvillages, conflict zones, urban 9
»  areas) .
% Describe the current health system - how .
1 dopatients currently access care for this 1
u issue? . '] . s 3 .
* Whatis the avaiabltyof interet & : Patient engagement & trust a+ Provider engagement a* Medicines & Diagnostics ,@
2
. ’;/:"‘r’e °°’;"fc”v"y & | Howwillpatients find out about the telemedicine project? How will | keep & ready pool of health providers? How will patients get medicines after the teleconsultation?
o a{h’eg“ “ ";"’”’5; : o 2| Howwilll generate trust and acceptability so that they will use How will | recruit them? Where will they be able to access diagnostic tests?
H L i delf::f:::g;a”f ;‘ﬁf” ol theservicer How will I retain them? Will the project require any point of care diagnostic devices?
o g 5 Py o] Howdo! keep them coming back? (eg: providing patients with a blood pressure monitor at home,
i E providing a local health worker with a point of care diagnostic kit)
. .
. .
. .
. .
. .
. .
. .
....................... .
Costs ik Revenue 10} Desired outcomes &
What are the various cost components of the project? Who pays? What will success look like?
Patient / Insurance / Government / Donor? How will | monitor that the project is meeting its goals?
How will  monitor and maintain clinical quality?
eg: Reduction of time, distance, money to access healthcare
Improvement in hypertension status of patients
Increase in number of children receiving treatment for iliness
Number of patient visits
Profit per teleconsultation
Population covered

Figure 1. The telemedicine program design canvas.

possible by redesigning various aspects or adding more
elements.

RESULTS AND DISCUSSION

We present a combined results and discussion section
that shares the planning canvas developed through these
workshops and discuss the individual components of
the canvas. A total of 12 telemedicine case studies and
perspectives of 101 stakeholders from various health
organizations contributed to the overall design of the
telemedicine canvas. A diverse mix of stakeholders,
including public health program managers/organiza-
tional leadership, healthcare providers including doctors,
nurses, community health workers, engineers/technol-
ogy staff and business leaders, participated in the work-
shops. In the first phase, we conducted six workshops
that led to the development of the canvas. In total, 69
key stakeholders of telemedicine programs attended
the workshops. Four workshops were conducted in the
second phase for testing and validation of the canvas
with a multidisciplinary group of stakeholders. These
workshops were attended by 39 participants.

We identified 14 key domains across six broad
categories that project implementers must consider for
successful telemedicine program execution. The final
canvas is depicted in Fig. 1.

Visually, the Telemedicine Program Design canvas
consists of 14 boxes (described in detail in Fig. 1).

Implementers may fill out the canvas in any order.
Within each box, example questions to be answered are
indicated. These are merely intended to be a starting
point for the discussion and may not be relevant to
all interventions. The first section (gray) is the project
background—namely, the problems to be solved and
the program’s environment. Telemedicine interventions
are multisided market models connecting patients with
providers. The second section (blue) addresses demand-
side factors—the target patient population, the patient
workflow, patient engagement and trust. Supply-side
factors (orange) come next, including providers, provider
training and provider engagement. The following section
(vellow) includes the tools needed in the program—
the channels that may connect patients and providers,
technology, medicines and diagnostics required. The
following sections go through costs and revenues
(purple), followed by the project’s desired outcomes
(green).

Problems

This section describes the pain points that the tele-
medicine program seeks to solve, such as reducing
geographic access barriers, inequitable distribution of
healthcare providers, improving support and training for
frontline health personnel, increasing convenience for
patients, reducing costs, improving health system effi-
ciency, provide care during off-hours, provide continuous
monitoring at home for chronic patients and reducing
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exposure to infections in the context of the COVID-
19 pandemic. It is essential to consider the problems
and the target beneficiaries. Does the program address
pain points experienced by patients, providers, health
systems or, as is often the case, all three? What are the
consequences and costs associated with this problem
not being solved for these stakeholders? If the issues to
be solved are well and thoroughly described, it will be
easy to define the value of your telemedicine program
to each stakeholder. The range of healthcare problems
that the implementing organizations want to solve can
be diverse, including maternal health, child health,
sexual reproductive health, elderly care, mental health,
demonstrating the applicability of telemedicine to a
range of medical specialties at the primary, secondary
and tertiary care levels.

Ecosystem

It is crucial to describe the context where the project will
be implemented in terms of location and critical char-
acteristics of the setting (for example, urban vs. rural).
Your intervention must consider the existing systems
and regulations in place, how the current health system
works, how this problem is currently solved and what
laws related to telemedicine, digital health or data pri-
vacy you need to consider. It is also essential to describe
the status of the internet and mobile connectivity in
the region to provide more background on what your
potential solution can utilize.

Patients

Describe who your solution will be targeting as the
patient population and define the characteristics of the
target patient group. Define their level of experience
with, and acceptance of technology and telemedicine as
these will shape your choice of channels and technology.

Patient journey

Consider the individual parts of your intervention and
how they relate to each other to define how your inter-
vention will work. It is also valuable to examine this
from a patient’s viewpoint to describe precisely how they
would move through your intervention and the steps
they would take. Aim to answer important aspects of the
patient journey, such as how they would learn about the
project, connect with a provider immediately after initi-
ating a virtual consultation request or book an appoint-
ment, and how patient consent would be recorded. There
must also be a mechanism in place to make the proper
referrals if a patient’s condition is outside the scope
of the telemedicine program, either due to urgency or
complexity.

Patient engagement and trust

Patient adoption and acceptability are vital to the suc-
cess of an intervention and often the most challeng-
ing aspect of the intervention. You should iterate upon

how you plan to make patients aware of your interven-
tion and generate the trust required for them to utilize
it. Accordingly, projects came up with different strate-
gies for patient outreach, such as posters, pamphlets,
murals, advertisements on radio, television and news-
papers, marketing on social media, door-to-door flyer
distribution, word of mouth marketing by local health
workers, volunteers or key opinion leader marketing,
outbound marketing calls to name a few. Each method
has associated costs, reach, scalability and effectiveness
tradeoffs, so it is important to consider multiple options
and deliberate as part of the program and business sus-
tainability design.

Providers

Different types of healthcare providers may participate
in telemedicine-based care delivery, resulting in clini-
cal practice implications. These may include specialist
doctors, general physicians, community health workers,
nurse midwives and other healthcare professionals. The
level of training and skill of the health provider impacts
the range of services offered to patients and the cost
of the intervention. Various models for recruitment of
remote physicians across the projects that participated
in the design workshops included using pro-bono vol-
unteer doctors, paid full-time virtual doctors, identifying
doctors already on the payroll of the health organization
and creating a blended schedule of in-person and vir-
tual clinic days, working with senior retired physicians
or medical students with low bono stipends or using
paramedical staff, such as nurses and counselors to han-
dle patient cases.

Provider training

You need to consider who needs to be trained, what their
startinglevel of training s, what skills they need to obtain
and what kind of continuous training they will need to
undergo. Training may include but is not limited to the
use of technology, ‘web-side manner’, soft skills, care
practice guidelines for telemedicine, legal and ethical
norms, data privacy and the limitations of telemedicine.

Provider engagement

Like patient engagement, you need to maintain a ready
pool of health providers to deliver your intervention. You
must consider how you will find them and get them
involved in your program and how you can keep them
engaged as the project continues. Addressing provider
acceptance and adoption is essential to the success of the
intervention. We found this to be especially important in
government projects where motivation levels of health
providers may be low, where they may be overburdened,
or may be reluctant to adopt new technology.

Channels

A direct-to-patient approach connects a patient with
a provider. In contrast, a provider-to-provider approach
connects providers with a lesser skill level to those with
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Designed by~ Visilant Date 13/09/21 Version: 2

to access eye care due to distance and
opportunity cost of traveling to facilities,
lack of eye care professionals, and
‘awareness of eye diseases.

vision impairment
e Primarily elder adults, but we can screen all ages .
o Usually at least one mobile phone per household

e Elder adults may rely on a family member or caretaker

intensive, and therefore not broadly
implemented. Shortage of trained staff and
oophthalmologists (1:91,000 patients)

awareness is generally low

Consequences: Delay in care causes
significant vision impairment, leading to
decreased quality of life, reduced
‘economic productivity, increased risk of

Patient workflow 9%

image of both eyes
ion sent to jists to review

Some patients have access to rural Vision
Centers (primary eye care facilties)
Mobile connectivity and intenet is
inconsistent

screening locations
«  Partner with community organizations (places of worship,
existing non-profits) r

1 oo
Problems @ Patients a Providers n Channels Ly
Patient: Patients in rural India are unable e Patients are Indians living in rural communities who have Types of Providers: How might we reach patients?

+" Community workers o screen patints

ists to review clinical tion and make

magnmc and referral decisions
* Coordinators to manage referral and follow-up

for mobile phone access Where would they be based? the I tion st t offi
Hospital: Methods of providing care to rural o Multiple languages spoken «  Community workers based in the region they are g;c:;";? :,:,Z:f e
communities are expensive, resource- e Patients have some exposure to telemedicine, but health screening o Send follow-uplreferral reminders via SMS

o Ophthalmologists based remotely (at eye hospital)
« Coordinators based remotely, but may need to travel to
communities

Provider training

falls, social isolation, and mental health « Community Worker screens patient using mobile app Current Skills Patforms: Android mobile app for community workers, Portal
disorders, and reduced life expectancy. Create patient profile — Gather chief complaint and Community workers are typically 17-22 year old EMT or for ophthalmologist review, EMR for storing and managing patient
medical/family history — Measure visual acuity — capture Medical Students data

e Technical literacy and bedside manner

o Referral decision sent to patient via SMS or What Training Required Equipment: Phone attachment for imaging, torchiight

Ecosystem o If patient has refractive error or requires additional testing, they * App usage and navigation Key Software Features: Low bandwidth image transfer, image
are referred to Vision Center «  Communication skils for history taking processing % g )
Implemented in communities in rural o If patient has cataracts, they are referred to the base hospital o Anterior segment eye imaging & Visual Acuity " by: Visilant service providers and
South India for surgery. A coordinator will arrange periodic transport to the hospital IT department ) )
Different geographies (hills, coast, base hospital Refresher training Safeguards: Limited access to patient data, password protection,
mountains) and population densilies « Ifreferral is urgent, a coordinator will call the patient o Refresher training for imaging and technology updates data encryption
Access to primary care is poor
Currently access care through Eye " - .
Bl Patient engagement & trust * Provider engagement n‘ Medicines & Diagnostics =2
screening), but these are infrequent and * Generate patient awareness through free public screening o Recil : - o - . B
i ’ ecruit ophthalmologists from base hospitals receivin e O distributed by

not broadly implemented at common gathering places, word of mouth, and posters at Pt coamolos il B 9 Raloh Y y

o Integrate with existing hospital outreach programs
o Motivate ophthalmologists through program impact
Recruit community workers from local schools and volunteer

o Initially reach patients via an intermediary-
health worker assisted telemedicine
e Community workers stationed at common

or WhatsApp

?_] Technology H=l

Clinical Protocols: Routine eye exam, anterior segment screening,
posterior segment screening

o Prescriptions available at Vision Center
o Referral decision sent to patient via SMS or WhatsApp
o If patient has refractive error or requires additional

. Equipment for community workers: $5 each
. SIM Data for community worker: $1/mo each
Community worker salary: mostly volunteer, a few full-time staff hired at

glasses or cataract surgery)
® Patients pay if they are able

«  Posters/marketing materials
*  Cloud computing storage: $40/mo
. Transportation of cataract patients to base hospital: $1/patient
Cost of goods for treatment: variable (§1 for glasses, $40 for cataract
surgery)

patient in poverty

w ) ) ) organizations testing, they are referred to Vision Center
T lstrete e e S DSt i Rt on-qual iy cate rovidertliy Be) o Motivate through fair pay, good working conditions, and o If patient has cataracts, they are referred to the base
gu hospitals and patient surveys program impact hospital for surgery. A coordinator will arrange periodic

gt 2 transport to the base hospital
®  Maintain patient base through SMS and WhatsApp follow- o Ifreferral is urgent (i.e. comeal infection), a coordinator will
up reminders call the patient
TErreeeETeve s R CrmTTeae

Costs Bl Revenue 0] Desired outcomes &

®  Screening is free, all revenue comes from treatment (primarily

$500/mo ®  Government scheme provides $100 for cataract surgery for

®  Cross-financing from patients who are able to afford surgery

Our goal is to identify patients with preventable blindness and connect them to treatment resources.
Monitoring will occur through a monthly EMR search. Image quality wil be reviewed per community
worker by Visilant team. Random patient surveys will be conducted by coordinator.

We will validate this approach in 2 phases:

Phase 1: Paired validation study against gold standard in-person ophthalmologist exam
Key Indicators: Diagnostic concordance, Accuracy of community worker information

Phase 2: Long-term monitoring
Key indicators: # of patient visits, # of referrals, # of health providers, Time per screening, Cost per
screening. Referral compliance (follow-up rate), Quality of eye images (good, acceptable, poor),
Patient satisfaction via surveys

Figure 2. A completed telemedicine program design canvas for Visilant—delivering eye care to rural India through Teleophthalmology, a project by
Johns Hopkins Center for Bioengineering Innovation & Design, Global Institute for Vision Equity, & Aravind Eye Care.

a higher skill level. Channels may include app-based
or web-based video consultations, phone helplines or
chatbots. The interactions may be synchronous (in real-
time) or asynchronous (store-and-forward). The choice
of channel largely depends on the earlier sections of the
canvas.

Technology

Technology is at the core of a telemedicine program. This
includes the software and hardware that patients and
providers use to interact and transmit information and
any diagnostic tools and protocols. In this section, it is
critical to ensure that the chosen technology is compati-
ble with the ecosystem in which the program will be oper-
ating. For example, in a location with unreliable internet,
the technology should function offline, perhaps with
store and forward functionality. Implementers should
also consider infrastructure for tech support, mainte-
nance, ease of use, cost, adaptability, interoperability,
security and use of appropriate standards.

Medicines and Diagnostics

Beyond diagnosis, to achieve the desired outcome of
improved health, many telemedicine programs will need
to provide a pathway for patients to access tests and
medicines. Therefore, the program designers must work
out where, when and who will supply medicines and how
they will be prescribed and paid for. If patients need to

conduct additional diagnostic tests, the project designers
must identify if the tests can be conducted via point of
care diagnostic devices or referrals to other facilities.

Costs

In this box, designers should consider elements, such
as capital and operational expenses, that fall into the
various categories involved in a program, including tech-
nology, supplies, upfront training fees and more. While
telemedicine programs may reduce costs for patients,
they may increase costs for health organizations due to
additional technology, training and staffing.

Revenue

Here, the user describes all revenue streams that will off-
set the costs outlined in the previous section. This should
include who is funding the project and how and their
motivations for doing so. For example, patients may pay
out-of-pocket because the telehealth program provides a
desirable service, while non-governmental organizations
may fund a project through grants because it aligns
with their stated mission. Depending on the healthcare
ecosystem, third-party payers, such as insurance compa-
nies, the government and employers may also be part of
the revenue structure, in which case implementers must
account for their purviews and policies.
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Problems Q

Regular care at rural health
facilities affected due to
Covid-19

Remote rural populations in
Morbi district do not have
access to specialist
medical care for NCDs,
High Risk ANC, geriatric
and pediatric illness.
Quality medical care only at
private facilities in faraway
town - high cost, time and
distance to travel

Ecosystem

Morbi District in Gujarat, India

Designed by.

Morbl District Hestth 12 Dec 2010 non 'S

Patients o]
[}
Rural poor, elderly and high-risk pregnant women

Low access to mobile and internet connectivity

Low technical literacy

Accustomed with the traditional way to seeing local
doctors and faith healers.

Patient workflow 9%
- Patients visit HWCs OPD for consultation
- CHOs records patient details, symptoms, complaints,
examination and diagnostic data through the digital
assistant in the App

- CHOs uploads the case

- Backend doctors view the cse and provide prescription.

- CHO di the and afollow-up

- ASHA reminds of follow-up during home visits

Providers

- Community Health Officers are based in the Govt
facilities serving a population of about 4000 each

- CHOs are trained nurses

Rerrmedudnrs Generalpfvysuums G\/rveodogsts
Mﬂ'in(he§tate
- Doctors are fluent in local language and health context
- Doctors may be volunteers or paid

Provider training (,?X

CHOs receive training in clinical skills in a 1 year bridge
training program, Technical skill training on handling the
application and Soft skills training on communication,
counselling provided via a 1 day workshop.

oo

Channels ™

Specialist medical care is provided to patients through
intermediary Community Health Officers of Government
health sub-centres (health worker assisted telemedicine.
Patient case history, symptoms, diagnostics are
collected by the CHOs using a specialised digital
assistant in a mobile application and uploaded for the
Specialist doctor to view and provide prescription. It can
be asynchronous or real-time.

Technology d
Mobile application, Digital assistant with clinical
protocols, EHR, data dashboards,
Kay features: works omlnellnw bmdedlh Generanon

pahent consent capture, sﬁhedulmg of follow up

Doctors provided a 2 hour training in using the application and
a1 hour training in telemedicine guidelines

Continued medical education modules conducted at

regular intervals for both CHOs and Doctors

with other district data systems.
Privacy measures- As per the guidelines of ICMR and
IT Act 2000

Large rural (60%) and migrant
population

o] . 4 Y " " 2]
o o e e el Patient engagement & trust ) wm.’ Provider engagement n Medicines & Diagnostics =
local health centres ASHAwukersumteamenessl.r\Ameoommmty- CHOs recruiited by the Govt and retained on yearly CHOs dispense drugs as per State and National
‘of mouth, announcements, wall-writings, posters contract basis. CHOs are provided incentives for guidelines from HWC conduct basic

Low bandwidth internet The following aspects of the program would also promote ltations leted int of care di nosm:s(hkeBP Blood sugar,
! patient trust & adoption - Lkt
i - High quality care available via CHOs
Norms to follow: Telemedicine g e . Volunteer doctors recruited from a pool of known medical
Guidelines 2020, IT Act 2000 - Availability of medicines at the health centre community. Paid doctors provided from those already D\ecas&smvcambemmgedbyMeCHOsor
- Timely revert by Doctor empanelled by the state over telemedicine are referred to the nearest Govt
No other digital health systems or - Regular follow-up visits hospital.
telemedicine program. CME credits and certifications provided for training
Costs Bl Revenue 10 Desired outcomes e
- Medical devices, infrastructure, data (Govt expenditure) Palints Teceive 1ree setvices and medidnas fromithe - Reduction of time, distance, money to access healthcare
:.T,:‘j',‘ﬁng”"’gm”:s""g s reiienerce HWCs s India aims to have Universal Heaith Coverage. s ocea & management ;fngt;Ds =
7 ekl aixd heait s cation matarisls Project s allocated a budget by the District Health Bl il inp;'?m
: m ol - Early identification of high-risk pregnant women and timely treatment
= " . - Increase in number of geriatric patients with improved health outcomes
- Backend Doctors are volunteers and render their services free 2 5 = e
- CHOs are paid from Govt public expenditure - Increase in number of malnourished children with improved health outcomes

Figure 3. A completed telemedicine program design canvas for MyTeleDoc, a project by the District Health Department of Morbi.

Desired outcomes

Clear goal setting provides orientation for the entire
telehealth project. You must clearly state what a
successful project would achieve, and these should be
aligned with the goals of the funders identified in the
previous section. Expected outcomes for telemedicine
projects include reduced cost and distance traveled
for patients, improved convenience and health-seeking
behaviors, reduced costs for the health system and
improved healthcare outcomes or comparable outcomes
to face-to-face care at lower prices. Telemedicine can be
used to increase the reach of a healthcare facility well
beyond its geographical limitations. Reach is necessary
to justify costs invested in the project. Defining these
success metrics at the outset of a project and regularly
monitoring them throughout implementation allows the
program to be agile and resource-efficient by rapidly
identifying and correcting issues as they arise.

Furthermore, these key indicators—objective evidence
that your project is effective in its stated purpose—
comprise the data you will present to future funders
to justify your work. Of note—and a step that is often
overlooked—is that reliable collection of these data
should be deeply ingrained in your project’s processes,
technology and infrastructure. For a program to be
effective, the measurement of intervention success
cannot be an afterthought in its design.

CASE STUDIES

Case study: Visilant—Increasing access to eye
care in rural India through teleophthalmology
This project uses a community-based, volunteer-driven
care model to enable broad, cost-effective and ongo-
ing eye screening in rural India. Volunteers are guided
through medical history taking, a physical examination
of the eye, measuring visual acuity and capturing clear
anterior segment images using a smartphone applica-
tion called Intelehealth [26]. A remote ophthalmologist
reviews this information. Patients with pathologies can
be prescribed treatment, referred to a rural vision center
for further testing or transported to a base hospital for
free or subsidized cataract surgery. Fig. 2 shows a com-
pleted Telemedicine Canvas for this project.

Case study: MyTeleDoc

The project connects nurses, called community health
officers, in government-run rural primary care clinics
called Health and Wellness Centers, with specialists at
secondary and tertiary health facilities. The project was
implemented in the Morbi district of Gujarat, India. The
goal of the program was to provide care for patients
who are typically referred, such as women with high-
risk pregnancies, children with severe malnourishment,
patients with musculoskeletal issues, dermatology
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issues. Fig. 3 shows a completed Telemedicine Canvas
for this project.

LIMITATIONS

While the canvas was designed through a case-study-
based approach using 12 telemedicine interventions, a
greater number of interventions would be needed to
prove the efficacy of this approach. We cannot show
whether using the telemedicine program design can-
vas would in a more successful intervention. Anecdo-
tally, our group believes that this canvas proves to be a
valuable tool for the rapid prototyping and iteration of
telemedicine programs. The case studies included direct-
to-patient and provider-to-provider telemedicine but did
not include other types of telemedicine, like telesurgery
and telementoring. The canvas can help stakeholders
from different backgrounds to collaborate and address
the factors that contribute to a successful intervention.
Still, our methods may not include the voices of each
stakeholder equally, especially those of patients.

CONCLUSIONS

The Telemedicine Design Canvas allows for com-
prehensive visualization of the critical factors that
implementers should consider to implement a telehealth
intervention successfully. This framework provides an
organized method for evaluating and iterating upon the
essential aspects of an intervention, as were defined
by experiences with past telemedicine program imple-
mentations, and visually communicating the program
design to team members and stakeholders. There are
notable similarities and differences in how different
implementing organizations approach a telehealth
program based on context. By rigorously approaching
the design process, organizations can mitigate the risk
of downstream failure. We then proved the relevance of
this canvas through the development and application
of the canvas to 11 telemedicine interventions that this
group has implemented. The Telemedicine Canvas was
helpful in rapid prototyping of programs and considering
various strategies to address the 15 key elements. The
Canvas also serves as a communication tool to align
internal and external stakeholders while considering
diverse viewpoints.

Taken together, the high failure rate of telemedicine
programs [8] and the increased use of telemedicine
in LMICs indicates that there is a gap between the
design and implementation of telehealth interventions
that need to be resolved swiftly Here, we present
the Telemedicine Program Design Canvas—a visual
framework for brainstorming, iteration and collaboration
on telehealth projects. The Telemedicine Program Design
Canvas contributes to narrowing this gap by providing
a robust framework for the holistic, intentional and
comprehensive design of telemedicine interventions that

Vermaetal. | 7

facilitates collaboration and rapid iteration. Through par-
ticipatory design workshops, implementer experiences
and application of the Canvas to multiple successful
global telehealth projects, we have identified 14 key
domains that implementers must consider during the
early-phase design process. Incorporating this tool
as part of a thorough, iterative design process may
enable organizations to avoid the pitfalls that cause
telemedicine programs to fail during the operational
phase.
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