Narrative elements for the prototype
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User Stories:
1. As a general practitioner, I want to see an overview of all my T2D patients in one dashboard including the demographics, so that I can understand their status. (Main population dashboard view)
2. As a general practitioner, I want the SGED score to be calculated and visualized automatically, so that I can assess the quality of care and identify areas for improvement. (Overall SGED score view)
3. As a general practitioner, I want critical metrics to be flagged and displayed using a coloring system, so that I can prioritize those. (Overall SGED score view)
4. As a general practitioner, I want to filter my patient population by certain criteria, so that I can focus on specific subgroups during chronic care planning. (Patient subgroup view)
5. As a general practitioner, I want to track trends in the SGED score over time, so that I can evaluate whether recent interventions are effective or where systemic issues arose in the past. (Trends view)
6. As a general practitioner, I want to compare my practice’s diabetes care performance to other practices in my network or benchmarks provided by health insurances, so that I can assess how we are performing relative to peers. (Benchmarking view)
7. As a general practitioner, I want to export the dashboard data into a report format, so that I can use it during team meetings or quality audits. (Report export view)
8. As a general practitioner, I want my medical staff to access the dashboard with role-specific views. (Login & role-based access view)
9. As a general practitioner, I want to customize the dashboard to my preferences, so that it fits into my daily workflow and time constraints. (Settings/ customizability view)
10. As a general practitioner, I want to view information about the SGED score and its values, so that I know how it is composed and how it is calculated. (SGED information view)
Scenario:
On Friday morning, Dr. Meier logs into the clinical dashboard and he sees a high-level overview of the practice’s T2D population, broken down by key metrics. He sees that only 64% of patients meet the HbA1c target, which is highlighted in light blue. This prompts him to look at trends: over the past 6 months, that number has dropped by 8%, coinciding with the departure of their diabetes nurse. He applies a filter to view patients over 70 years old and notes that only 32% in this group are meeting LDL cholesterol targets, a red indicator. He generates a population subgroup report, adds a benchmark comparison with 5 other practices from his network, and exports the findings for a later scheduled discussion with his team.
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“I need to know how we're doing as a practice.
What are we doing well, and where do we need
to improve care for our diabetes patients?”

@ Workplace: Group Practice in a mid-sized Swiss town

Tech Affinity: Moderate, open to digital tools if they save time and improve care

@ Motivation: Monitor and improve the care quality of his entire type 2 diabetes population
briefly, without diving into individual patient records

Background:

Dr. Meier is a well-established GP
managing around 1,200 patients, of
whom nearly 80 live with type 2
diabetes. He works in a busy group
practice with two other general
practitioners and limited medical staff
support. Dr. Meier is committed to
delivering quality, evidence-based
care by following treatment guidelines
(such as those of the SGED score), but
is often overwhelmed by fragmented
patient data, lack of time and tools to
track how well his whole patient
population  aligns  with  these
standards.
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/@ Goals & Needs: \

o An overview of all type 2 diabetes patients
o Clear visualization of SGED scores for the overall T2D-population
o Alerts or flags using the traffic light system (e.g., when certain thresholds are not met)
o Filtering options for population subsets
o Export or reporting functions to prepare for quality audits or chronic care meetings
o See trends over time to evaluate if interventions are working
* Benchmarking options (e.g., compare against regional averages or peer practices)
K- Role-based access for staff to help prepare and manage patient contacts /
\

/® Pain Points:

« Lack of overview/ Data Silos: Lab results, specialist feedback, and diabetes metrics are
not unified in one place.

o Time pressure: Consultations are short, and preventive tasks like guideline checks often
fall behind.

/

\ o Unclear priorities: It is hard for him to know what needs to be improved. /





