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Panel Session II 

EFFECTIVE ELECTRONIC MEDICAL RECORDS: MOVING 
BEYOND THE TECHNOLOGY 
 
www.globalphat.com/panel2.html 
 
Saturday, May 1, 2:00pm – 3:15pm 
Nye, Taubman Building 
 

SUMMARY 
Electronic medical records (EMR) are growing in prevalence and beginning to change the way medicine is 
practiced in the developing world, but positive impact on outcomes has been minimal. This panel will discuss 
technical and ideological differences between the 3 EMRs represented, practical implementation strategies, 
return on investment, and critical non-technological factors that ultimately determine the success or failure of 
an implementation. Insights gathered during this session will serve as a starting point for developing framework 
to guide implementers in the field. 
 

MODERATOR 
 

Jonathan Payne is a graduate student at the Harvard School of Public Health, Department of 
Health Policy & Management. Jon's academic focus is the utilization of health information 
systems to improve population health outcomes and promote economic development. Jon 
recently worked in Honduras designing the technical specifications for a nationwide orphan case 
file management system. 

 
 

PANELISTS 
 

Hamish Fraser, MBChB, MRCP, MSc is an Assistant Professor at Harvard Medical School (HMS) 
and Associate Physician at Brigham and Women's Hospital. As the Director of Informatics and 
Telemedicine at Partners In Health he leads the development of web-based medical record 
systems and data analysis tools to support the treatment of drug-resistant tuberculosis and HIV. 
Dr Fraser is also co-founder of the OpenMRS collaborative. 

 

Bobby Jefferson is Senior Health Informatics Advisor at Futures Group in Washington, DC. He 
provides information communication technology (ICT) technical leadership providing innovative 
solutions to support resource limited, rural hospitals treating those most affected by diseases. 
He provides technical expertise in developing electronic data collection and reporting solutions 
using cost effective, freely available software tools, as part of the technical solution. 

 

Mike McKay aspires to be a social justice hacker (think MLK + MacGyver). He lived in Malawi 
from 2005 until 2009, where he was the Country Director for Baobab Health. With one million 
people living with HIV and fewer than 300 doctors, Malawi needed a new approach to fighting 
the epidemic. Mike led a team that created an open source, touch screen-based, HIV treatment 
system to guide minimally trained healthcare workers through the complicated process of 
treating HIV. This point of care system now provides more than 42,000 Malawians with their HIV 
treatment. 
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Session Summary 

Panel II – Effective EMR: Moving Beyond the Technology 
Contributors: Prerna Srivastava, Jonathan Payne, Sugam Bhatnagar 

 

We heard from three different panelists: Mike McKay, former Country Director, Baobab Health; Hamish Fraser, Director of 

Informatics and Telemedicine, Partners in Health; and Bobby Jefferson, Senior Health Informatics Advisor, Futures Group. 

This session explores design differences between the three EMR systems, and the attendant impact on quality of care and 

availability / usability of information, as well as factors related to financial viability. The video and presentations are 

available at www.globalphat.com/panel2.html. 

  

The three EMR platforms presented – Baobab Health, OpenMRS, and IQCare – have marked design differences, both on the 

front-end and the back-end. As described by Mike McKay, Baobab’s vision is to put a touch screen-based clinical care 

workstation at every point of care. Through this system, critical data (ie. WHO protocols) is entered real-time, enabling both 

real-time decision support and data quality checks. The number of data elements recorded is relatively small. Currently, 

approximately 25% of the population on an ARV drug regimen receives care through the Baobab system, and over a million 

patients have been registered using the Baobab system over the past 10 years.  

  

Compared to the Baobab system, OpenMRS operates on a larger scale – in 34 countries – and is customizable based on user 

specifications – for example, additional forms and modules can be added to the platform in order to meet country-level data 

requirements. Clinical data is typically recorded on paper forms and entered into OpenMRS retrospectively by data entry 

clerks. Forms often range from 1 to 5 pages, depending on the type of visit and setting. OpenMRS is used primarily for ART 

and TB care, but several sites are either piloting or already using it for primary care. 

 

Finally, IQ Care is a patient management and monitoring system that informs decision-making at the clinician and program 

manager level. For example, based on patient data, IQ Care can perform a workload analysis, and provide data that can then 

inform decisions regarding how best to allocate human resources to various tasks. IQ Care utilizes GoogleMaps in order to 

track geographical drug adherence patterns, and provides decision support regarding which geographic regions to target for 

future drug adherence related interventions. IQCare is used in 10 countries at 244 sites and hospitals. 

  

A comparison of these 3 platforms raises further questions regarding the strengths and drawbacks of data entry at the point of 

care vs. retrospective data entry, out-of-box solutions vs. modular platforms that enable significant customization and 

adaptability. What settings are most suited for Baobab as opposed to OpenMRS or IQCare and how does an implementer 

make this choice?  

  

The second issue that was raised during the panel was related to financial viability - for example, how is the break-even point 

defined in the context of the above three systems? Is there a financial reason for implementing EMR, in terms of cost-

savings, and at what point in terms of patient-load / staff ratio? In response to these questions, Mike McKay provided 

concrete figures – for example, it costs $4 / patient / year in order to implement the Baobab system, and the government of 

Malawi has $300 / ARV patient / year through the Global Fund for HIV care. The Global Fund dictates that 10% of this 

funding, or $30 / patient, should go towards M&E. Dr. Fraser did not provide the panel with concrete figures, but he raised 

some interesting points regarding costs – for example, data entry costs represent the bulk of overall costs for implementation, 

as well as redundancies related to multiple entries of the same information. Dr. Fraser also differed on the point of when 

clinics start to struggle with the scalability of a paper-based system in terms of report generation, patient data tracking, and 

drug report generation. He claimed the breakeven point for implementing EMR is closer 500 patients, as opposed to McKay’s 

number, which was 2000 patients. 

  

Additional Questions for further discussion: 

How do country-level or donor-specific data requirements dictate the type of electronic medical record (EMR) system that is 

implemented on a national level? How does EMR fit into the monitoring and evaluation (M&E) framework? What are the 

implications of real-time data entry v. back-end data entry, or a standardized EMR platform v. an adaptable, customizable 

EMR platform? How do we determine the break-even point for EMR systems in terms of financial viability? How is M&E 

defined in the context of EMR? How can cost savings realized as a result of EMR be quantified, both in the short-term and 

the long-term? What are the major cost drivers, and how can these be addressed? 

http://www.globalphat.com/panel2.html
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Consortium

Nigeria, Kenya, Uganda, Tanzania, Rwanda, Zambia, South Africa, Haiti   

Guyana, Ethiopia 244 ART sites 112 Satellites 400 PMTCT sites

Rural, remote, faith based mission hospitals “serving poorest of poor” 

No power, intermittent power, No IT staff,  No internet, Sparse mobile coverage

Nurses, Clinicians, Adherence Counselors, need  health data, M&E program 

data in knowledge repository 

Lack of referrals or linkage to existing technology systems 

Cost effectiveness and sustainability  -- no funds for proprietary licenses, or 

yearly maintenance fees





Futures Group
eHealth mHealth approach

creative common approach               Use of freely available, 
reusable, tools

Offline Solutions, Disconnected model

Reusable software and technology across 
countries and programs

Programmers and IT staff in country

Low costs, Inexpensive $200-$300 Netbooks
Solar mobile phones, SMS,  







Workload Analysis : Over worked Uganda Example
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LPTF

Data management workload at LPTFs 
3 month average (Jan- March 2009)

per M&E Officer

Should consider hiring additional 
M&E Officer soon. Congratulations 

to the current M&E Officers for 
successfully coping with the high 

Note: A competent M&E Officer should easily 
manage at least 1260 forms / month   (~60 

forms/day)

LPTFs have made great efforts to 
clear their backlog and maintain real 

timely  data entry. Well done

LPTFs urgently needs an aditional 

M&E Officers, It is fond of backlogs

MTCT+ & Private Clinic 
Enter other programs 

Competent M&E Team, 
Congratulations and keep up 

LPTF Should start entering all HIV Care and urgently needs an additioal full time M&E Officer



Data Clerk Surge Team



Example: Impact of Staff Attrition at 
LPTF A

During the past 18 months Site A 
has lost several staff:

o 2 doctors (1 doubled as the 
Project Coordinator )

o2 Clinical Officers 

o1 adherence nurse 

o2 M&E officers 

o1 counselor

Many of these have just been 
replaced and receiving orientation & 
training 

As a result of the attrition one Area 
affected by the departure of long 
serving, trained staff - adult 
enrolment has gone down 
tremendously as seen on graph to 
the right.



Example: M&E Staff Workload Analysis 
Tanzania

Muheza DDH Data clerk Entry activities (July0Sept 09)
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Example: M&E Staff Workload Analysis (cont.)

Muheza DDH Monthly Workload Analysis
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Rwanda Team
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ARV pick-up analysis: Reduction in number of missed 
appointments (Uganda)
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(Kenya) # Defaulters per village – Green <5, Yellow 5-10, Red >10


