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RHEA Project Meeting Minutes – September 2012
Date and Time

September 24th, 2012

Agenda | Day One – PM session
	MONDAY

	24th September 2012

	8:30 to 9:10
	 Registration
	

	
	Welcome and Introductions
	

	
	Presentation of Rwandan Health Information Exchange
	Carl Fourie, Wayne Naidoo, Liz Peloso

	10:30:00 to 11:00
	COFFEE BREAK 

	

	
	Presentation of Rwandan Health Information Exchange
	

	12:00 to 13:30
	LUNCH
	

	14:00 to 15:30
	Q&A Discussions
	

	15:00 to 15:30
	TEA BREAK 
	

	
	Q&A Discussion 
	


Meeting Resources

rhea.jembi.org – Jembi RHEA wiki

notes.jembi.org/RHEA – Etherpad 
Key points of discussion:
Maternal Use Case – from time of patient becoming pregnant to delivery – left child registration issue unclear 
System running and connected to HIE at Ruhunda, system running in Musha and in Ramagwana clinic and hospital- have a plan to rollout – main issue is unable to have remote access so each change requires a site visit 
RapidSMS development was completed a while back – running on a test server and tested against HIE – now move to deployment environment at UNICEF and approval process is in place at the moment to do this – is sending test messages via HIE 

PB asked: Are pregnancy registration happening in Rwamagana yet? LP said No as this only happens after visiting a clinic – CHW do not perform this task.

RapidSMS can create a new record in SHR – there does need to be a record in the CR 

RapidSMS is technically ready but need permission to deploy 

No change to CHW workflow as message now goes to SHR as well as to the RapidSMS server

PB asked if there any deal breakers re: rollout to 12 sites.
WN – no, system can cope with limited internet connectivity and other issues identified but can work through

LP – there are minor differences in workflow between clinics. Most difficult issue is lack of resources. Data managers have had training but do not have ability to provide support. 

CS feels biggest challenge going forward is the change management process and adoption of the system. We need nurses who can provide support on an on-going basis. 

RG – intention is to do whole district but not realistic to do well by deadline.  Aim to plan this as next steps. 

LP – use case in hospital is primarily referrals. Aim is to acknowledge this referral with simple data. Also must fill in delivery summary. Are computer literate as are computer literate and are consumers of the data more than entering data. 

PB asked about the technical issues?

WN said we did had an issue with messaging – added a fix for that particular version of OpenMRS. Would like to work with Gilbert to upgrade OpenMRS to version 7 as this will also resolve issue. 

RC – overall the services above the HIM working well.  Security issues will need addressing and want to make it more robust – have this security in place per instance.  Can check IP.  

CF – Need more advanced security for central registries – backup, security for servers and networks, how can we use remote access and what security do we need then?

Some metadata not protected information but CR and SHR these are very sensitive data that require robust security. 

HIM is a mediator between two trust networks  so must prove these systems are who they purport to be – need to be able to set up safe connections between above-the-HIM components. Must ensure that all systems are forced to go via the HIM to access the registries.

SG said from a practical use case aspect, need to monitor and validate system in terms of accuracy and performance. Also need to test RapidSMS as comes online – provides only an NID while other systems produce NID and/or demographics.

A message comes in – if matches then adds to SHR – if does not match CR then can create one 

Odysseus suggested 
Services running apps and API on one server so how can we restrict access to each part ? Separate ports?

On CR can filter using IP addresses – just configure web service to do so in order to lock down. 
DR – put all the above-the-HIM in a firewalled area – not publicly available to the world

MW – Must prioritise what we need for a functioning system and decide how long until we deem it to be stable – what is the time limit we want to set?

PB – We need to define what we mean by this maternal use case in Rwamagana being completed? How will we know when we are done?

SG – Can have parallel tracks – 1 team developing further use case while another team implements 

RhC – if considering rotation of health workers (8-12 workers @ 2 clinics per week) will take a least a month to cover and then another 2 months of actual use. 

Rolling out to 9 health centres in iterations up to December break with last 3 sites in January – which will allow MOH to set up these 3 sites which were not included in OpenMRS rollout plan.

DR – also consider usage over a year to see actual use of quarterly annual reports 

WN – Have one staging environment in EC2 

LP – there are some services which make sense to work together i.e.  immunization and lab

Luke – would like to have a better system of updating versions of provider registry from systems that supply this data – an automated means of doing so. Need to think about how to make better use of the interoperability layer with the HRS system. Believe we have a good technical foundation. 

Bob- our applications shouldn’t know much about other applications – purpose is to create a clean and expected interface as possible.

PB – Need to understand human process of maintaining lists if facilities, providers etc.   
RG – For public facilities there is a process where facility applies to obtain services and get a code, which also enables access to funds. Can update both the FR and the HMIS; there is a HR information system which includes all staff including non-clinicians, so PR contains a sub-set of that data.  The HR system will be the single source of truth. The PR should then pull the information from the HR system. 

DS- Asked about CHW and private providers? 

RG – CHW not in any single registry – in two systems in use. Plan to create a module in HRIS to contain all CHW and also adding private facilities to the HR system and ask them to update provider information for them. Saves the burden of creating additional inerter operability that is not actually needed. 
Aim to make CR complete i.e.  If a child is born at health centre, how do we register them and generate a unique identifier without waiting for full NID registration process. 

The TS will be maintained at a central level in dept. of eHealth to ensure it is available and codes are kept updated 
 CS – aim is to make the HIM openly available for development so can be keep current code base for Rwanda and then make a more generalized framework. Two tracks – an open source generalised one and a Rwandan code-base which will also be contributed to. 
RG – Asked about strategy of advertising this and building the community around it. Will discuss this in depth on Wednesday session  re: OpenHIE project.

CF – Thinks counter-intuitive to NOT do updates via the OpenHIM

MG noted that admin tasks were not in original scope so now must consider adding these as well as more use cases. 

RG – is the OpenHIM robust enough to handle all updates? RC yes it is robust enough for Rwamagana district but for national rollout need to do more load testing. 

SG – the OpenHIM does not need to handle every single transaction. There are many backend processes in the HIE re: administrative functions like updates to registries that do not come thru the interoperability layer. 

DR – Should consider not forking the code and rather invest in the core. Should not hardcode what is unique to Rwanda but use a mechanism to do this by configuration.

 RC – would need to for initially to lift out a separate framework (Generalise) and Rwandan workflows, that means require both to work together i.e. a pluggable architecture.

Bob- in India saw benefit in forking for their but then took 4 years to get the forked code back into the core or will lose out on ongoing innovation.

PB – Should expect significant technical modifications to the code as process continues. Need to commit to a model and technologies may change. Vision is to have a general framework that is configurable for other environments. Rwanda is now a consumer of an open-source platform that is now implemented.  In the future Rwanda will not be the only input to this process.  
DS – opens up possibility of inter-country collaboration which is exciting.

EJ – Require governance capacity as well as development capacity. 
CF – What is the contribution base going forward for an open source tool? In early stage needs much support and ongoing to ensure it matures to a stable. 

Need to productize some of the tooling for the vendor community. May have large groups in private sector in other countries that need the connectors to be able to connect to national HIE.

There is an innovation centre which came about after identifying the challenge that there is no facility for young people post-university to build communities and work together, so now have this centre funded from various sources and the private sector federation is assisting with this. The centre opened in June this year. SO far have had 10 innovations, 2 of which were for health.  How do these young developers plug into this system that has been developed?

CF – currently at innovation stage and testing new APIs but cannot release to wider community yet as need to define policy with the MOH – should applications be accredited by MOH – What are issues of privacy , data protection, data quality? 
RG – said no policy prohibiting access to code, although should not have access to the actual HIE 

MG – this is donor-funded project and USG is investing in the specifications – the software is a by-product and should be available to the public domain. 

PB – the APIs for some components may be made available soon and source code will definitely be available – would love Rwandan developers to come and do more development around the HIE 

Bob – stimulating innovation also requires access to information (such as facilities’ opening hours etc.) which will enable useful apps to be built by entrepreneurs– instinct is if we can open it, we should open it but must tread carefully around what is appropriate. 

CF – Explained there will be breakout groups tomorrow and listed topics the group is interest in.
After Action Review by Carl Fourie 

What did you expect to happen today?
· The Live demo 

· Review of the registries

· Share experiences of development and implementation of registry in terms of best practice 

· Building a common language 

What actually happened?

· DR – a live demo that was “wicked cool”

· MG – hoped to see a live demo but did not expect to see a live demo so exceeded expectations 

· PB – Felt like had a more formal decision to move forward to next phase

· RG  - very pleased to see the live demo 

What can we do differently?

· PB – not real enough yet – need to get “down and dirty” 

· No working groups breakout 

· Didn’t point out easy targets 

· Need to share experiences with others 

· Must follow up on “parking lot discussions” – must clarify and prioritise the work to be done now 
· No introductions 

· Start earlier at 8.30am 

· Registry Track

ER closed the first day. 
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