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	THE NEW ZEALAND HEALTH IT CLUSTER LTD

MINUTES OF THE ELABS REQUIREMENTS WORKSHOP

AT THE RGPG BOARDROOM, 1115 PUKAKI STREET, ROTORUA

commencing at  10.00pm 21/03/07




These minutes should be read in conjunction with the Cluster presentation.

1.0 In attendance 

	Organisation
	Attendees

	New Zealand Health IT Cluster
	Andrea Pettett

John Tailby

Malcolm Pollock



	HISAC
	Shayne Hunter

Dougal McKechnie

	GPs
	Dr Harry Pert

	RGPG
	Fiona Thomson

Chris Walmsley



	Advanced IT
	Scott Whitwell

	Diagnostic Medlab
	Dave Aarons

	Pathology Associates
	Dave Scarrow

	SimplHealth
	Paul Grealish

	Sysmex NZ Ltd
	Colin Mckenzie

	MedTech Global
	Peter Sergeant

	Gen-i
	Stephen Miller
Steve Nitschke

	Lakes DHB
	Alex Wheatley

	Bay of Plenty DHB
	Alison Davies

	Healthlink
	Tom Bowden

	iSoft
	Niqui Keen

	Intrahealth
	James Penfold


2.0 E-labs project review
The Cluster presented a review of the project history to date. The Key points are as follows.
· Cluster elabs reports

· Feasibility Study November 2004

· Clinical Data Repository Options report Feb 2006

· Project concept discussed at HISAC

· Harry Pert indicates RGPG interest in e-labs project.

· Sysmex, Pathology Associates Medtech and Simpl raise interest in e-labs project.

· March 23rd preliminary scoping meeting to gauge level of support

· Cluster seeks formal HISAC, MOH and DHBNZ support and funding

· HISAC agree to endorse project 

· MOH and DHBNZ agree to sponsor project.

· Additional stakeholders invited to participate. 

· Project Kick off meeting 28 June 07

These were discussed. It was noted that there had been discussions percolating about implementing an e-labs solution for a number of years but that with the involvement of the Cluster and the backing by HISAC and the Ministry there was now an opportunity to make real progress.
3.0 Project Funding

The Cluster presented an overview of the proposed project funding.

· MOH and the DHBs are co-funding The Cluster contribution to the project.

· Other project participants are requested to contribute their time and resources as part of their project participation.

· A pool of up to $10,000 has been provisioned to reimburse project participants out of region travel expenses.

· The Initiation Phase will identify implementation phase investment funding

This was discussed and noted by the project participants.

4.0 HIS-NZ Action Zone 5 E-labs
Dougal McKechnie and Shayne Hunter provided a HISAC overview on e-labs, outlining the HISAC vision for e-labs,  the relevant HISAC principles and the status of applicable standards.
The Preliminary Scope and approach document for eLabs can be found on the HISAC web site (www.HISAC.govt.nz) and outlines the vision for e-labs.

4.1 HISO Standards

· Pathology and radiology messaging

· New Zealand pathology observation code set (LOINC2) – progress underway
· Other standards that may be relevant

· SNOMED clinical terms.

· Online form server

· National systems interface and messaging – NHI & HPI
· Examples of candidate standards that could be developed

· A Labs shared repository information model and interfaces

· Reporting 
Discussion
These standards were discussed by the meeting.
It was agreed that NHI and HPI should be added to the list of relevant standards. 

It was noted that: 

· SNOMED is currently undergoing a review.

· The Online form sever standard is under development by HISAC

· The National systems integration and messaging is in progress by the Ministry of Health’s National Systems Development Programme (NSDP).
DML raised some concerns about the standards:

1. Potential delay in rolling out the standards into commercial operation. It was pointed out that the DHBs have set their capital programs 1-2 years in advance and will not have budgeted for implementing the standards. Alex Wheatley from Lakes DHB noted that they have set the budget for 2008-9 financial year and at this stage they do not have any budget allocated for eLabs.

2. HPI is not currently accessible and this will be critical.

3. The LOINC codes do not cover the full range of lab tests and what to do about tests that do not have a LOINC code. 
It was pointed out that the 200+ LOINC codes defined so far represent about 70% of ordered tests.  This issue was discussed with a range of opinions about the types of tests GPs order. Harry Pert states that he only orders a limited range of common tests.

It was noted that standards development benefits from an operational implementation to test the standards, prior to full implementation.

5.0 Current lab ordering practices.

The Cluster presented an overview of the current practices in ordering lab tests. The key weaknesses and issues with the current situation were identified as:

· Information is fragmented between different health providers:

· The solution components are not well integrated

· Standards are not widely adopted.

· There is little agreement about the provision of consolidated reporting and research

Discussion
It was noted that there were instances of patients arriving at a lab with 2 orders for lab results. The test orders may be similar with common tests but not identical. In these circumstances a lab may chose to amend and combine the orders eliminating the duplicate tests.

6.0 High Level Business Requirements

Each group was given the opportunity to present their perspectives in relation their stake holding position in this e-labs project.

6.1 HISAC Perspective

· Comply with HISAC’s principles 

· Must enable primary / secondary data sharing

· Capture data once and use many times

· Enable patient choice

· Scalability

· Quality of service

· Persistence of data.

· Comply with relevant standards

· Meet the clinical and business objectives of the provider organisations

· Be scalable and capable of replication within the Midland region and in other regions.

· Be based on open standards and non-proprietary technologies.

6.2 DHB Perspective.

Lakes DHB and Bay of Plenty DHB identified their requirements as.

· Ability to be able to track test results in longitudinal studies (comparisons over time) for individual patients. 

· Population based reporting identifying patient cohorts (at risk groups) that have not had a specific test. E.g. men over 40 that have not had a prostate function test.

· Population based trend analysis.

· Need to be able to view the tests ordered by GPs, specialists or hospital doctor into the PAS, alert on abnormal results.

· Need to be able to define the retention period of records. The Clinical Retention Archive New Zealand rules define the requirement to store lab results for 40 years. 

· Want reporting on duplication
· Information to be sharable between primary and secondary care clinicians.

· Needs a security and privacy framework covering access to patient records

· Patients have the right to chose to opt out.

· Clinicians have the right to “break glass” to gain emergency access to information.
· Will need a business case outlining the benefits and funding to implement the full solution.

Discussion

It was noted that:

· Long term there may well be fewer DHBs and fewer hospitals, leading to centralisation of surgery and specialised treatment.

· There will need to be strong policy frameworks to support this.

· The role of PHOs may be reviewed and changed.

· There is likely to be an increasing amount of predictive testing and there will be moral and legal issues arising from this. It was noted that insurance companies already do this to some extent.

· It was agreed that it would be beneficial if the processes for ordering lab tests were compatible with and ideally integrated with ordering of pharmaceuticals. Pharmacists would benefit from having access to lab test results and labs would benefit from having access to patient medication regimes.

6.3 GP Perspective

Harry Pert presented the business requirements from a GP perspective.

· Lab tests can be ordered by a number of different healthcare providers. The e-labs project needs to cater for all these scenarios.

· Lab test ordered by GP

· Lab test ordered by pharmacy (or at least access to test results) to facilitate titration of correct dosage for complex drugs.

· Practice nurses and district nurses ordering e.g. testing of wound swabs or urine. This may be done outside of a PMS system.

· Information exchange:

· Specialists accessing lab tests ordered by GPs for a referred patient.

· GPs accessing tests ordered by specialists

· Secondary care health providers accessing lab test results ordered by primary health care providers and vice. versa.

· Bedside / point of care testing capture of results and uploading into repository.

· Performance. 

· It was noted that access to the lab information needs to be rapid and not slow down the ordering process or GPs will not utilise it.

· Ordering needs to be integrated with the work flow of the ordering system.

· The ordering process should be generic rather than lab specific.

· Security

· Some practices, including RGPG, allow nurses to order lab tests under the GPs authority. Care needs to be taken with allowing multiple users shared access to the ordering system via another users sign on.

· Reporting
· GPs want access to lab test results and system tools for

· Trend analysis of patients long term

· Reminder systems for truancy of patients that have had tests ordered but have not completed.

· Reminders for patients that need to undergo regular tests

· Patient self testing and self reporting.

· Access to regional result summary information to enable comparison of practice performance and clinician performance against other patient population groups. E.g. what percentage of a target population in the practice has had a test against regional or national averages. 
· Identify target patients that have not had a recommended test.

· Identify patients who have had an abnormal test result and had not been actioned.

Discussion

It was noted that:

· Microsoft have developed a common user interface as part of their work for the NHS and that this could be considered as part of the solution architecture.

· Google are also believed to be developing personal electronic health records.

· There could be tension around the ownership of information between clinicians.
Patient access to e-labs records

There was some discussion about the challenges around patients’ accessing lab results as part of a personal electronic health record.
· Patients are increasingly moving towards self management.

· It was agreed that patients have a right to see their own lab tests and results but that lab tests need to be put in context by the clinician and presented as part of a diagnosis and treatment plan.

· It was agreed that it was not appropriate for a patient to receive notification of an adverse lab test result via an email. So there needs to be a review and publication of results process and a framework to determine when a patient’s view is updated.

· Most patients expect that all clinicians involved in their healthcare have access to all their information.

6.4 Lab Perspective

Dave Aarons from DML presented the Lab requirements.

Background

· Labs are on a fixed funding contract, to provide the best patient care within the fixed funding available.
· Labs are a commercial business. .

· Labs are looking to take cost out of their business.

Requirements

· E-labs must be able to be implemented within the existing operational lab budgets. i.e. it must cost no more to run, and preferably less, than the current practice.

· Labs would like a solution that can be implemented quickly.

· Looking to automated entry to speed the ordering process and improve accuracy of orders.

· Want to implement demand management to identify and reduce potentially unnecessary tests.

· Labs want the ability to control the design of the order form. Evidence has shown that a redesign of an order form can influence the number of times a test is ordered.

· Clinical details of the patient should be provided at the time test are ordered.
Discussion
The Labs expressed concern about the number of stakeholders present at the meeting that this may pose a risk to their requirement for a rapid implementation. It was explained that the project will be divided into a number of work streams and that not all the stakeholders will be participating in all phases of the proof of concept.

Harry Pert questioned the reaction of GPs to the labs introducing a demand management regime. Decision support advising best practice tests and advisories about other recent tests are likely to be viewed favourably by GPs if this process is clinician led. 

6.5 PHO perspective 

RGPG did not add any additional business requirements. They were interested in the requirements for population health raised by the DHBs and reporting and analysis raised by Harry Pert.
7.0 Project team structure

The Cluster presented a project team structure, as follows:

· Project Governance

Steering committee consisting of representatives from:

HISAC, NZHITC, BOP DHB, Lakes DHB, GPs, Pathology Associates, DML, RGPG

· Project management

NZHITC

· Project team 

· User / Clinical work stream
BOP DHB, Lakes DHB, GPs, Pathology Associates, RGPG, Advanced IT

· Solution architecture group
Gen-I, MedTech, Simpl, Sysmex, iSoft, Healthlink.

· Proof of concept solution development
(provisional initial membership) Gen-I, MedTech, Simpl, Sysmex, 

Discussion

Harry Pert and RGPG noted that there was poor clinical representation in the project team. It was agreed that lack of clinician involvement was a project risk. It was agreed to add a clinical work stream to the project team. This work stream would be led by RGPG leveraging their clinical advisory group.
It was discussed and agreed that the clinical principles should drive the business requirements.

Action item

RGPG to establish clinician group and work to identify the clinical principles. These can then be used to test the HISAC PS&A.
8.0 Project next steps

· Confirm project participation

· Finalise and agree the project terms of reference (4 weeks)

· Establish business/ clinical requirements and solutions architecture work streams and finalise requirements and solution architecture. (3 months)

Business Stream

· Define user/clinicial requirements – ideal and priorities

· Quantify Business Benefits

Solution architecture stream

· Design solution architecture to address priorities but to ensure longer terms needs are generally catered for  – HISAC sign off

· Compile business care for proof of concept development.

· Seek implementation phase investment funding
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