[image: image2.jpg]%52 Jembi healthsystems .





RHEA Project Meeting Minutes – March 2012 

Date and Time

September 24th, 2012

Agenda | Day One – AM session
	MONDAY

	24th September 2012

	AIM
	

	
	
	

	9:00
to 9:10
	 Welcome and Introduction
	Emmanuel Rugomboka

	
	
	

	10:30:00 to 11:00
	COFFEE BREAK 

	

	
	
	

	12:00 to 13:30
	LUNCH
	

	
	
	

	
	
	

	15:00 to 15:30
	TEA BREAK 
	

	
	
	

	
	
	


Meeting Resources

rhea.jembi.org – Jembi RHEA wiki

notes,Jembi.org/rhea   - Notes Etherpad 

Key points of discussion:
Introduction by Emmanuel Rugomboka 

ER welcomed the delegates, which includes delegates from the Tanzanian MoH and the Global Fund. 

ER introduced CS who welcomed the team and thanked them for their contributions.
MG noted that patient-centric data is a key goal , as is the use of common central registries. The different organisations represented here today all bring their own perspective but have common goals. 

First goal is to support Dr Gakuba and the MoH in their eHealth program. Rwanda is the real test reference implementation of these ideals, and the hope is to leverage the work done here to inform the guidelines for interoperability for the WHO. 
Also there is an increasing need to align the effort s of the funders i.e. Global Fun and PEPFAR.
Richard Gakuba then officially opened the workshop. He gave apologies from Minister of Health who is unable to attend the meeting due to travel  commitments. This project started in 2008 at Bellagio meeting where a Health Information Exchange was first discussed as just an idea. Now in 2012 we have reached a milestone where the work has reached the clinics and a live system is being implemented  and is starting to be used by clinicians. 

Hopes that future meetings will show how patients themselves have benefited - Reminded us that the ultimate aim is to improve health and experiences of the patients.
1. RHEA Overview by Carl Fourie
Described the background of the project. This is a MOH initiative to develop a pilot implementation HIE in Rwanda focused on the maternal care system. 
RHEA is the enterprise architecture of Rwanda – the principles and requirements – the conceptual basis and modeling of the architecture.
The HIE is the Health information Exchange – the actual software.
Project has been active for over 3 years and has changed and  grown to include a number of different organisations. It is also a prime example of donor harmonization working towards  a common goal set i.e. IDRC and Rockefeller and PEPFAR (HI-PPP).
5 sub-projects are the pillars that support the project. They are: 
1. Implementation science research: 
Been re-adjusted and new planning is underway 
2. Technical Assessment : 
Complete 

3. Requirements and scoping: 
1st phase complete but requirements gathering and refinement is always ongoing 

4. Implementation 1st phase: 
Underway 

5. Capacity building and country office: Underway 

There are two separate tracks to consider:  

1. Development of the Rwanda HIE 

a. SHR,CR,FR,PR,TS,HIM,POC

2. Implementation in the health centres in the Rwamagana district 

a. Training and capacity development 
b. Workflow overview and analysis

c. Collaboration with MOH in rollout 
Has been a very exciting example of collaboration with multiple parties  and has shown an iterative and adaptive design philosophy

Has been input from  other projects such as the OASIS project.

Timeline:

In 2010 the Jembi team visited Canada to understand the architecture and this formed the basis of a demo at MedInfo conference in Cape Town in September 2010 where the first iteration of the system was demonstrated. 
In March 2011 – looked at EZ-Vida stack for the above-the-HIM stack
Demonstrated at RHEA meeting and this was followed by a visit to Brazil to train on this system and explore the technology. 
At the RHEA meeting in October 2011 initiated the LHF project and the Facility Registry development began 

At the March 2012 meeting we had a functioning FR  having worked closely with Randy and the MOH team. Importantly a  decision was made to move ahead with the new architecture. 

Today in September 2012 we can demonstrate that the HIE is functioning in the Rwandan National Data Centre and at the 2 sites where it is deployed. It has also been rolled out to the district hospital. 

On 20th September the first site at Ruhunda was switched on and we were able to show RG the working system on site.  
HIE Live demonstration by Liz Peloso, Wayne Naidoo and Desire and Ishimwe 
Liz Peloso gave the clinical care context 

Over last week ran 3 clinics at 2 separate sites.  Procedure is : – see new ANC patients on one day when they are registered , history taken, tested for HIV along with partners. They are examined and given information and so it is a long process. 
Repeat visits have a different workflow.  

1st clinic was at Ruhunda which only had intermittent power 

Women arrive and clinic starts at 7 am. There is  1 room for examinations and  in another room there is a registration area. Were not able to back enter data so had to register people as they arrive. 

Team gave a live demo from the system at Chez Lando which is linked to the central registries in the NDC. 
Login to system  using a touch screen on the primary care module. 
Select health centre 

Search for patient  using the National ID as the primary identifier – people are encouraged to bring in their NID although this is not compulsory. Can also search by name and by village. Look first for a local match. 

Have loaded the Ubedehe database for the district already as expect majority of patients should be there 

If do not find a match  locally, will look for a match in the CR. It finds a match and this can be validated with patient and then update information in CR. 
Can now print a barcode sticker with patients name and number so that on subsequent visits can just scan this barcode and enable much quicker access. 
Select service (ANC clinic) 
Ask for insurance number – this is integrated with primary care system in use already 

Can edit info / can enter vital signs 

Then the clinician logs in 

Can now see a waiting queue of people waiting to see the clinician who can now view their data on the  maternal summary 

Can enter clinical forms  e: Obstetrical history 

Key point – the clinician is entering data in real time whilst seeing the patient. This is very significant and is not even in common practice in developed countries.
Can add risk factors e.g.: small pelvis / asthma which are then added  to the maternal care summary 

This is a long process and best case is that the time taken for first care will be the same as the paper based system 

Currently entering on paper too but aim to switch to online only as soon as this is feasible.,
On the second visit will be able to see an improvement by suing this system much more quickly. 
Scan in barcode which is placed on their appointment card and this adds the patient to the queue. 
The clinician used to have to search through the paper filing of several hundred papers to find correct one but now can call patient off list and can  view the summary and can enter findings straight way.
This is much faster than the paper based visit 

May want to refer for a doctor’s consultation so will fill out a referral form. Demonstrated this by having Ishimwe at the clinic in Ruhunda enter a form, and can then view it as it updated the SHR.
Patients do not always go to the referral / follow up appointments and the nurse at clinic will not know if they go or not, so the system puts a time stamp on it depending on the urgency of the referral.  

Data entry is into local system. If the internet is not available the messages will queue up and when connectivity restored all data will flow across. 
Now at hospital – when patient arrives scans in barcode and find patient and the provider/doctor can view their maternal care summary . The provider must acknowledge receipt of information so then staff at the clinic knows that patient attended their appointment. This provides a feedback loop which is very important for process control.
System generates a report that flags appointments missed and can then send notification to CHW via RapidSMS so CHW can speak to the patient and woman and remind her to go. 

This is something that cannot be done with paper system and so will assist with care of patient. 

All information is audited so for all changes can see who made changes and when  
Question: Are changes to demographic information done in CR or in local instance only?
SG – Yes, changes are made to the “golden record” in the CR if more recent data is available from the clinic 

Technical Component Overview 
The SHR by Wayne Naidoo
CR stores patient data, PR stores authorized providers, FR uniquely identifies healthcare facilities participating in the HIE, TS stores codes and allows message content to be validated 
POC systems:

· OpenMRS – leading open source medical record system 

· RapidSMS is an SMS-based reporting tool used by CHW looking after patients

Key point: below the HIM can support any number of different applications that support the standards

The interoperability layer provides a means of allowing interchange of data between systems nationally using HL7 messaging

Key workflows:

· CR uses a set of matching algorithms to search for patient data – can resolve local identifiers used in local apps to national identifiers

· Allows sharing of patient data across facilities  and validates data in message against the registries and the clinical content using the code systems stored in the terminology service. 
· Allows alerts to be generated e.g. referral triggers an alert and if confirmation does not come in within specified time period will trigger a reminder from SHR to RapidSMS via HIM . CHW can also send confirmation back via SMS. 
Facility Registry Overview by Eduardo Jezierski 

Simple functionality : keeps track of different healthcare facilities e.g. clinics, hospitals 

Built on Ruby on Rails, MySQL, Elasticsreach, Google Maps

This building block was built by the Cambodian lab and was adapted for use in Rwanda

Led to a group called FRED – Facility Registry Expansion Project
The local team can define what information to store for each facility – no developers needed as no coding required so aim is to empower local users.
Has many search functions

User Interface allows for easy use – can also download and use this information e.g. in an excel spreadsheet 

Can set permissions to enable different layers of access – to control visibility and data quality 

Has an API that allows very easy development

Other systems can subscribe to changes 

Next Steps: 

· Within RHEA 

· integrating data with DHIS data – develop single source of data premise 

· How can support workflows in the field 

· Further capacity development 

· Within FRED 

· expansion of the facility registry and aim to leverage this tool for further development and use in other countries 

HIM Overview by Ryan Crichton 

Function: To maintain a person-centric longitudinal record – a back-end service which does have a user interface 

SHR is built on OpenMRS and used that to store the clinical information. Wrote custom modules to expose web services to be able to read in HL7 messages 
Much of the work done by Suranga who is based in Sri Lanka
Storage and retrieval of patient data

Can have a form of decision support running e.g. alert for urgent referral 

Has a full audit log 

Replaces any identifiers with an ECID – an enterprise client unique identifier 
Showed the demo transactions from the 2 sites (demo site and Ruhunda site) that are now stored in the SHR 

Next Steps :
· Performance testing and tuning for 11 million people 

· Link to indictor reporting systems 

· Advanced business alerting 

HIM – Health Information Mediator by Ryan Crichton
Function is to facilitate the exchange of data between different systems and central registries and also lower the barrier  to entry to connect to the HIE 

Built on Mule ESB, Java, MySQL (database), Python, CherryPy. Mako, Twitter bootstrap (error management console)
Functions: 

· Exposes an interface for the client 
· Orchestration of transactions to other services (check registries and terminology service to see if data is valid)

· Transformation of messages – aim is a standard interface e.g. HL7 but may be some systems which do not use these standards, so HIM transforms these messages so client system can understand these messages 

· Security – using https 

· Error management – a user interface which allows access to view and manage errors

Next steps: 

· Performance and load testing for full national deployment 

· Extend to support other clinical services 

· Generalise into a re-usable framework 

Terminology Service by Hannes Venter 

Function: To promote semantic interoperability between systems 

· Supports system by storing common data sets such as LOINC, ICD10 and enables validation 

· Also enables developers to see what concepts are in use and to then use those to promote common language between systems 

Uses technology from Apelon (DTS Editor), a website and a web interface developed by Jembi

Also storing administrative units so not just clinical code sets 

3 types of users:

· HIM 

· For day to day use - Clinicians or developers 

· Maintenance user – update service with new code sets etc.

Demonstrated the live terminology service by searching for an admin unit i.e. Musha district , and the  browse function by browsing the ICD10 codes, as well as the DTS Editor used for maintenance of the coding sets.

Client Registry by Shaun Grannis 

3 settings – the CHW, clinics for ANC visits, and district hospitals

At each setting the patient may have a different identifier so the function of CR is to use these different identifiers to recognize the patient (client)  

Built on OpenEMPI and uses Postgres, Java, IHE PIX/PDQ standards 

Uses sophisticated algorithms to perform matching and there are different means of interacting with it 

Odysseus described the user interface with its management functions 

Showed the Advanced Search capability

Next Steps:  (to be decided by the community)

· Scalability 

· Customisation 

· Match Intelligence 

· Workflow 

Provider Registry by Dykki Settle 
Function register providers from multiple sources and validate provider data from POC applications before they enter the SHR 

Uses LDAP– IntraHealth International al and Capacity plus and RHEA team 

Stores and retrieves provider data  and consolidates key info from multiple sources 

Has updates from the national HRIS 

Allows additions and edits via a user interface which has used twitter bootstrap for consistency between components and a common user experience 

Next Steps:
· Performance testing 

· Expose messages in exception queue 

· Expanding LDAP to support centralized user management for POC applications 

· Development of Organisation registry

· Interlinked with Facility Registry 

· Adding scheduling for referrals 

· IHE implementation guide and connect-a-thon

Q and A Session
1. Q: Are we doing 2 sided authentications? 

RC-  Yes, are using http basic authentication – must have entered a username and password 

2. Q: SHR – how do we get access to the historical data?

CF-Do not have back entry of data so are entering as we go along. 

RG- Have historical information for some types of  at the clinic level e.g. HIV, but not all  e.g. malaria 

The aim is to enter historical data clinic by clinic as the rollout continues. 
3. Q: How did you choose your standards?

HV – Chose ICD10 AND LOINC for the terminology service as these are currently in use already 

SG – is an important question and the project chosen on basis of whether standard has content to support specific maternal care use case and also has a longstanding track record of use 

RC- Using coding(data) standards (LOINC,ICD10) and message standards(syntax)  (HL7 – version 2). 

HL7 – been in use for about 30 years and has a simple content 

SDMX-HD not applicable now as for aggregated data 

RG said capacity building and knowledge transfer is a very important part of this project 

The MOH is planning an eHealth open day for private sector to meet the public sector to get them involved in the projects. Need private sector involvement for long term sustainability.

4. What about role-based authentication in the HIM?
CF – Have taken stand that for now will have role-based access at the POC only – have discussed this but a complex function that will need elaboration.

5. Q: What about authentication for admin tasks?  

Derek Ritz – will largely be MOH staff for now. Must ensure that a “trust network” exists i.e. if you have logged in as provider in OpenMRS we then trust that they should have access – rudimentary access role at the basis  

Bob Joliffe – Q: The trust issue: it is more a policy question then a technical question?  How do you certify users. 

Derek Ritz – Recommend against it as very difficult to implement at scale.

6. Q: Provider Registry ? Why is a separate registry  needed if I have a HRIS system?

Dykki Settle – The HRIS will fulfill different use cases for different customers – the PR is a simplified central repository – Also most HRIS systems are not engineered to be a central registry.
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