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	THE NEW ZEALAND HEALTH IT CLUSTER LTD

MINUTES OF THE ELABS CLINICAL WORKSTREAM WORKSHOP

AT THE LAKES DHB SURGICAL CONFERENCE ROOM, ROTORUA HOSPITAL, ROTORUA

commencing at  3.00pm 06/11/07




1. In attendance 

	Organisation
	Attendees

	New Zealand Health IT Cluster
	Andrea Pettett

John Tailby

Malcolm Pollock

	HISAC Office
	Dougal McKechnie
Shayne Hunter

	RGPG
	Harry Pert
Clem Le Lievre
Chris Walmsley

	Pathology Associates/ Diagnostic Medlab
	Richard Massey

Stewart Hague

	Lakes DHB
	Alex Wheatley
Lisa Hughes

Keith Wright

Ross Bohm
Dominique Eggermont

Nick Crook

Johan Morreau

	iSoft
	Niqui Keen


2. Introduction

The involvement of clinicians in health IT projects has been identified as one of the factors to ensure the project’s success. A number of organisations with an interest in the Midlands region are committed to participating in the e-labs project. To enable the project to progress efficiently, the project has been divided into a clinical and architectural workstream.

This meeting is the initial meeting of the Clinical Workstream for the e-labs project. This meeting was held to discuss the level of support for and interest in the e-labs project; to begin the process of identification of the key business requirements and to discuss how best the project team can engage with the clinicians.
3. Background

3.1. The Role of HISAC

HISAC has already undertaken work to define the nature of the problem, the likely key features of e-labs, and the benefits that would accrue from the implementation of the e-labs solutions. This is encapsulated in an Action Zone Initial View and the Preliminary Scope and Approach document. As part of developing the documents there was some high level modelling of the lab processes.

The Initial Views and the Preliminary Scope and Approach for the Action Zones can be found here. http://www.hisac.govt.nz/moh.nsf/indexcm/hisac-actionzones
4. Issues with Existing Lab Orders and Results Processes.
4.1. Patient Handover Process.

The existing clinical hand over process can leave gaps in the continuum of patient care. 

If a lab test comes back and the ordering clinician is not available the test results need to be escalated to the supervising clinician.

The return of lab test results needs to trigger work practices

Data needs to follow the patient along the process. 
The context of the test can be as important as the test result itself. Why was the test ordered? And what was the expected result? These are important to other clinicians reviewing the test. 
Process for handover needs to be technologically robust and not rely on the current handover process.

4.2. Current process workflow

The current business processes have limitations. The clinicians use workarounds to overcome the shortcomings in the processes. These workarounds expedite the processes but introduce risk. The existing processes are not well documented and may not be consistently applied.

Need to define current state, current practice and workflow analysis.

The system should make “handover” redundant.

5. Project risks
· Loading test results in a repository will mean a large growth annually of the data volumes in the repository.

· There are a lot of other projects underway at Lakes DHB including another lab project and a rebuild of the hospital. This could make resources for the e-labs project scarce. However the clinicians considered that it was important that the e-labs project included the Lakes DHB and described the current situation as an opportunity.
6. Privacy and security
6.1. Background

Lab test orders and results have been stored on physical forms or held in isolated computer systems. The physical isolation has formed the primary barrier to accessing the information. 
6.2. Current situation
Now with patient information being made available on a connected network the physical barriers are being removed and the technology is proceeding in advance of the development of legal and ethical frameworks.
6.3. Issues for the project
Who should be able to indicate whether a lab test result should be able to be viewed by other clinicians?
The patient is not sophisticated and may not make the decisions about sharing of test results with a good understanding of the clinical implications and potential impact on their care.

The local ethics committee should be involved in the development of the privacy framework.

7. Project Scope
7.1. Geographic scope

How wide an area should the pilot implementation look to cover? The wider the area the more benefit to clinicians but the greater cost complexity and length of implementation time.

Do we want to include another  PMS/PHO into the project? 
Should a Locum be included in the clinical workstream?

· An implementation covering a larger area will be more clinically robust.

· Clinicians often work in multiple locations within the region and will find it frustrating if the solution only covers a portion of the locations.

· The Southern part of the region includes several additional stakeholders.

· Extra DHB

· Extra Lab

· Extra PMS systems.

GP systems in the Midlands region: Medtech, Houston, Intrahealth.

7.2. Inclusion of Pharmacy

The ability to integrate lab orders with pharmacy would be very useful especially as part of an e-pharmacy implementation. 

The logical architecture being developed by the architectural workstream is compatible with a vision for e-pharmacy and other e-enabled services.

7.3. Evaluation framework needed – clinical and financial.

The project will need to include a workstream to evaluate the benefits of implementation. This will need to include an analysis of both the clinical and financial benefits.
8. Requirements

· Audit process needs to be built in to the system

· Abnormal results need to be alerted back to the clinician as a priority. 

· However defining an abnormal result can vary from patient to patient. 

· The clinician may require the capability to indicate the expected test result and the abnormal result when ordering the test to assist the alerting process.

· Sometimes only the orderer may be able to diagnose the result as abnormal for that patient.

· Access to longitudinal trends in the patient’s results may assist in the diagnosis and identification of abnormal results.

· Lab test results must be able to be stored in the patient’s EHR as data elements so they can be used in longitudinal records and trend analysis.
· Need to ensure the EHR covers the continuum of care, to include patient history and prepare for future health events

· Critical lab tests are to be alerted to the clinician. 

· The capability to define critical for individual patient may well be required. 

· The system could provide some default alerts on test results for life threatening test results.

· Lab tests need to be acknowledged by the ordering clinician and the system needs to escalate to a supervising clinician if the test result is not acknowledged in time.

· The length of time before escalation may need to vary depending on the nature of the test and the test result.

· Especially in a secondary care setting, the order for the lab test takes place at the same time as the specimen collection. Need to be able to order at the point of care (mobile order systems?)
· The context of the test can be as important as the test result itself. Why was the test ordered? And what was the expected result? These are important to other clinicians reviewing the test. The context of the test, including the reasoning behind the ordering of the lab test ideally needs to be included in the order form.

· Process for handover needs to be technologically robust and not rely on the current handover process.
· Query regarding centralised vs. distributed records. There needs to be one place where all lab info is held (this is a solution not a requirement).

· Decision support needs to facilitate:

· The making of the right order based on current diagnosis and assist the ordering process by population of patient information and prompts for key information

·  The right display of the results of the test including comparison with previous tests for the patient and expected norms together with guidance as to the implications of the test result.

· could be challenging

9. Action plan – next steps

9.1. Clinician engagement
The wider group of clinicians needs to be engaged in the project. Clinical champions need to represent the interest of their colleagues.

It was agreed that a good idea would be to have brain storming sessions at the Friday clinical meetings.

· Harry to lead the discussions

· One of the December meetings will be used for the clinician brainstorming session. This will include junior doctors.
The issue of how clinicians can best contribute to and monitor project discussions was raised. Harry suggested the idea of a web based project forum, whereby clinicians could contribute and review ideas with more flexibility around their schedule.

Action Point
Harry Pert to arrange the brainstorming session with the lakes clinicians for their December meeting.
9.2. Key informant interviews

It was discussed that interviewing clinical thought leaders would be a good way to gather additional information.

HISAC advised that they had already undertaken this work at a high level when developing their initial and preliminary scope and approach document.  These should be used at an appropriate time.

Action Point
Shayne Hunter to make available the HISAC interview template to Dominic for use in interviewing clinicians.

Action Point
Dominic Eggermont to interview the lakes DHB clinicians and then prepare a summary report. (Recommendation that the scope of the interview includes pathologists)
9.3. Project schedule
The project schedule of activities needs to be updated based on the timetable of activities from the clinical workstream.

9.4. Funding

In order to succeed the project will need to be funded.
9.5. Updates to stakeholders 

It was discussed that Lakes has a quarterly ISSC meeting and that the project should provide update reports for this meeting.

9.6. Patient involvement

It was desirable that the project involve patients. How best to involve patients will need to be considered by the project team.

9.7. Process flow design
It was discussed that implementing technology changes need to be matched with changes to the business processes to enable the benefits to be realised. Documentation of the existing business processes needs to occur as a project workstream. This needs to identify the workarounds in the existing processes so as to highlight the existing process weaknesses. 
· Scope current practices and practice variations

· Every decision point is a risk

· Identify the current workarounds

· Look to ‘lean thinking’ principles
· Clinical governance will be required

· Johan suggested that they should find an RMO to assist with this project for the next 12 months.

