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MEMO

Re: Comments on various issues raised on the HISP rollout & DHIS software

From: HISP

To: Whom It May Concern

Date: 29/1-2000 (revised 17/3-2000, 13/9-2000, and 10/10-2002)

Copyright and license issues:
HISP, a collaborative research & development project between five universities in SA and abroad, are fully committed to the Open Source Foundation principles for sharing and distributing software. Other examples of software adhering to the same principles in varying degrees are Linux, Samba, and EpiInfo. The key aspects of Open Source software are the following:

· The copyright legally resides with the software creator (e.g. HISP for the DHIS software or CDC for EpiInfo). For universities, this is equivalent to the principle followed for scientific work in general (including Master or Ph.D. dissertations) – the university retains the copyright in order to ensure free access for all potential users. Universities would consider e.g. a paper, a thesis, or a software application as equivalent in this context.

· The source code is always distributed with the software, and all users are actively encouraged to modify, enhance, or debug the software. Any enhancements should preferably also be made available to all other users and developers on the same Open Source conditions, directly or through future versions of the software. This is again adhering to normal academic traditions of freely sharing knowledge for mutual benefit.

· Note, though, that the international Open Source community usually base their licenses either on the full General Public License (GPL) – which demands that all derived works and applications also must be made available as Open Source – or on the Lesser General Public License (GPL) – which does not require that all derived work is Open Source, just the original application of source code distributed. The DHIS is distributed with a Lesser GPL type of license – users are free to develop add-ons or derived products that not necessarily will be distributed as Open Source. This option was mainly selected because many potential users, both within the public health sector and within academia, not yet are fully familiar and comfortable with the principles of Open Source. We did not want a Full GPL to become a barrier towards widespread use of the DHIS.

· Users can do what they want with the software, but not use it for commercial gain.
· Open Source software is also usually gratis, although some providers might charge a fee to cover reproduction and distribution costs. The DHIS software has so far been made available to all on CD without any such fees (HISP and EQUITY covered the cost of blank CDs, CD writers etc), but HISP is working with the provinces to develop provincial capacity for reproducing the software (see below). The software, upgrades and bug fixes will also be made available on the Internet for easy downloading as soon as possible.

· All users are granted a non-exclusive license to the software, i.e. they can re-distribute it to anybody else in any form (as it is, modified, packaged with other software) as long as the original license statement is included.
In the case of HISP being wound up some time in the future, the copyright is likely to be taken over by one or more of the participating universities. The crucial aspect will always be to ensure (a) optimum innovation and (b) Open Source access. It is also important for users to understand that these Open Source rights to use, re-distribute, modify, or enhance any released version cannot be revoked. Once it is released, it belongs firmly in the Public Domain.

Any other public or private organisation can in practice utilise it, develop it further, give technical support or similar – and any such add-on activities can be free or on a commercial basis. A provincial health department could, for instance, decide to hire a local company to provide training, technical support etc over and beyond what is currently provided by HISP with NUFU (Norway), EQUITY (US), or Dept of Health/EU funding. Another example: The Open Source operative system Linux has due to its skyrocketing popularity spawned a whole industry providing add-on functionality, technical support etc.

The bottom line: Users are free to use all or parts of the software, to modify or change it, to couple it with other software (Open Source or otherwise), and to re-distribute it as long as it is not used for commercial gain. HISP will retain the copyright in order to ensure these Open Source principles and to ensure optimum innovation and future development of the software (see below).

How can user Organisations ensure smooth implementation of new versions of the software?
Firstly, HISP would like the provinces (including National DoH, which can be seen as a “province” in this context) to take primary responsibility for replicating and distributing new versions of the DHIS software in their domain. Each province – or District/Municipality (Directorate) if the provinces decentralise the distribution further – can then also modify the software to fit themselves (e.g. using their own background map illustrations or logos, to mention a simple example) and they can include the latest and most complete versions of their data sets. HISP is therefore recommending that all provinces initially acquire CD-writers (for standalone users) and/or establish software servers (for all their networked users) to replicate the software.

Acquiring software to rebuild their modified versions would be the next step. HISP uses “InstallShield 2000” (market leader) for software packaging, but Wise or other packaging software could be used. InstallShield costs about R 8,000 and requires some training (it uses a combination of easy-to-use objects and a scripting language), but HISP will be happy to provide anybody with copies of our set-up script, which then could be modified if necessary. A cheaper and easier option for the provinces would be to distribute the HISP CD together with a local update package that the user installs after installing the DHIS. The local update will then modify or replace some of the DHIS modules and/or data files.

Secondly, HISP has deliberately slowed down the release of new versions as more and more users are coming on board, in order to make implementation and training easier. Future developments will follow the same path as all other professional software: The big majority of users will use a stable “production” version of the software – not necessarily the most recent (see next paragraph). A smaller group of dedicated users and developers will voluntarily test out new Beta versions (or participate in developing it). Ideally, HISP would like to have Beta testers in all provinces / directorates to ensure the widest possible test environment before releasing new stable versions. 

Other countries are also coming on-board or expressing interest in the software, so it would be the same for them. Our colleagues in Mozambique has taken responsibility for adapting it and produce a version in Portuguese, those in Tanzania for translating it into Swahili, those in Mongolia to Mongolian, those in Cuba to Spanish, and so forth.

Thirdly, each organisation (province, District, Municipality or whoever is deciding on Health Information Systems for an administrative area) must obviously decide whether they need or can implement a new version. Let us say that all users are using version 1.3.x when HISP releases version 1.4.x with an extra module. Some provinces might then decide they want to implement the new version, whereas other provinces either don’t need the new module or they already have other (commercial) software that covers the same functionality. So they decide to continue using the old version. This is no different from other similar decision the departments continuously take on all other hardware and software issues: Is the upgrade needed? If yes, do we have the manpower etc to handle the distribution and training? The only difference between HISP and commercial providers is that HISP will endeavour to leave these choices with the users, and if possible avoid forcing users to upgrade through unnecessarily changes in data formats etc (we have no profit motive, anyhow). In practice, though, other changes in the user’s hardware/software often force us to provide upgrades or revised versions – one example is the differences between Office 97 and Office 2000/XP that forced us to change a number of things to ensure smooth running in both environments.

Finally, the provinces should adopt common positions where suitable (e.g. for data interchange standards, systems interfaces, data flow regulations, a national Data Dictionary, network protocols, or any similar strategic issues where standardisation provide clear benefits). This could be done through NHISSA, the PHRC or any other relevant co-ordinating body. HISP can only advise here, but our basic approach will always be to advocate a balance between innovation and standardisation – with innovation normally preceding standardisation to ensure that standardisation decisions are based on factual experience and not visions only.
Who decides what HISP should develop and/or include in future versions?
In principle, the users decide what should be included. Nearly all functions in the current modules are a result of user requests. As a general rule, the priority given to user requests will depend on the number of users demanding the same. A request for a certain module or function from many provinces, or from all provinces through NHISSA, would carry more weight than a request from a single district or sub-district.

The fact of the matter, though, is that requests currently outstrip the capacity of HISP to develop and support new modules. So we are exploring/following several routes when considering requests that do not fit in with modules already implemented or under development:

1. The user needing a module might be willing to also develop it and make it available as Open Source. HISP will always encourage such participation and sharing, and will include and/or redistribute such modules if relevant for others. It must be stressed here that many provinces and municipalities have staff or sections capable of such undertakings, but they have historically worked in isolation and not shared their software or solutions with others. Such cases are relatively easy for HISP to support, since the requester provides the module with only limited input (e.g. specification discussions, Beta testing) from us. Other users can later decide whether to adopt such modules or not. There is already one example of this: The British NGO TransAID, working with Health Transport Managers in 8 provinces, has developed software and made it available as Open Source. Processes are also underway in the Free State province and at National DoH to release software applications as Open Source – and these developments are increasingly supported by various government institutions like the National Advisory Council on Innovation or the Government Information Officers Council (GITOC).
2. Open Source software from other sources might be available that can fulfil the need, possibly with limited work to interface it with existing DHIS modules. We have made good progress here, in addition to the TransAID collaboration mentioned above: (a) Systec has expressed willingness to develop routines in their DISALAB software (now used by SAIMR in 8 of 9 provinces except KZN) enabling the exporting of laboratory data into district management software like DHIS; (b) staff from the Cape Metropolitan Council have developed a GIS interface between DHIS and the free desktop GIS viewer ArcExplorer, and (c) DoH and HST have developed a Client Satisfaction Survey tool that has been integrated with the DHIS. In other words, HISP do not want to develop software that others can provide. Note that this is a guideline – real life development decisions are often more complicated, as when suitable software is available but the price tag too high for many users.

3. The request is regarded as relevant for HISP, but only at a later stage. This would depend on many factors, like availability of developers/programmers (which in the HISP case includes Master and Ph.D. students) and other work needed (e.g. training). As a general rule, HISP has been very cautious towards promising too much too fast – partly because of our own limitations, partly because we know the limited capacity in the services to absorb new systems (better to develop a few first-rate systems than many second-rate ones).

At the end of the day, of course, the buck has to stop somewhere – and in practice it stops with those that actually make it happen! Anybody can write wish lists or grandiose plans to develop this or that – it remains hot air until they or somebody else put in the effort (money, time, skills) to do it in practice.

As of October 2002, the DHIS module development situation is as follows. 

DHIS version 1.3.0.x, stable version in widespread use – the first three main modules are multi-language enabled and completely translated into Portuguese, Spanish, and Russian (other languages in the pipeline):
· Monthly Data module (Access 97/2000/XP & Excel 97/2000/XP)

· Quarterly TB Data module (Access 97/2000/XP & Excel 97/2000/XP)

· Integrated Report Generator (combines data & indicators) linked with a Data Mart

· Data Mart Query tool, including a GIS interface with the free desktop viewer ArcExplorer 2.0

· Data Mart conversion utilities from Access to ORACLE and SQL Server

· WEB-based query and reporting tools for such ORACLE and SQL systems

· Client Satisfaction Survey Database module

· Special Patient Module (web-enabled, prototype)

· Human Resource Development/Skills database module (web-enabled, prototype).

· Online Help system (web-enabled, Robohelp, Prototype)

· Knowledge Base (web-enabled, PHP+MySQL, Prototype)

· A range of utilities: Pivot Table Generator tool, anti-pivoting tool

· Web-enabled Data Dictionary (initially available only as external resource module) using XML

· Web-enabled Shell as a launch-platform for all modules as well as providing relevant web links

· Data Collection Form Templates (part of Monthly Data module) for printing data collection forms, tick-registers, tally-sheets and similar customised according to the local case-mix.

· Standard reports through Pivot Tables and the Report Generator

· Monthly data and TB data Primary Health Care Data Files for all provinces plus National

· Monthly data Hospital Data Files for all provinces plus National

· Population data mid-year estimates for 1995-2003, based on the Census 1996 and StatsSA official incremental growth model.

· Quarterly data for the National Tertiary Services Grant 

· Quarterly and annual data for the Hospital Revitalisation Programme

· Data file for Emergency Medical Services (prototype from Siyanda, Northern Cape)

· Monthly data files for Environmental Health 

· Data files for a range of other countries.

DHIS version 2.0 (modules under development, release not before July 2003):
· Platform independent (Windows, Linux, FreeBSD)

· Data Base Management System (DBMS) independent (Access, ORACLE, SQL Server, MySQL)

· Fully web-enabled

· OrgUnit Infrastructure (OU) Module, comprising a hierarchical but flexible tree-view of the organisational structure + tools for handling semi-permanent data elements (population data, equipment, services, personnel). Major work done, but changes necessary due to e.g. the Data Dictionary tool.

· Laboratory Data interface

· Interface to EpiInfo 2000

· Use of XML (HL7?) for message and data interchange

The above are just a few highlights of the specification for version 2.x.

Other aspects currently being investigated / worked upon and which might be included as sub-components or enhancements to other major modules relate to (a) District Expenditure (OU & MD modules), (b) Benchmark Data like Infant Mortality Rates from different countries, Demography and Health Survey data, or Cost Standards for PHC services, (c) Human Resource data not covered by Persal (e.g. staff training), (d) XML for data interchange, (e) proper integration and/or demarcation between PHC data, hospital OPD data, and hospital INPATIENT data.

The first three are rather simple, but we have advised users to await the outcome of various national or provincial processes (e.g. the simplification/modernisation of the notification system – which regrettably has taken a long time). The last two are considerably more complex and resource demanding – supporting thousands of clinics is very different from supporting provinces and districts – but they also fit closely with the long-term goals of the Department of Health (an integrated National Health Information System based on patient data, unique patient identifiers etc).

The following support systems / structures have been established or are being developed:
· A HISP/DHIS web-site with (a) downloads of software, upgrades, and hotfixes; (b) Frequently Asked Questions (FAQ); (c) sample data, sample reports, sample slide shows, and other freeware; and (d) other relevant information from HISP and its partners.

· An Online Help Desk located at the Public Health Programme (PHP), UWC – which also will be using support calls and problems presented to build up a 

The priority list inherent in the presentation above is under continuous revision. In particular, commitments by new groups of developers to produce requested modules and making them available to others on an Open Source basis could radically change the speed of progress on the software development side. On the other hand, it must be clearly recognised that software development is only part of the cost – the main cost is usually related to human resources, training, and institutional transformation. HISP is tentatively spending 70% of its efforts on the latter, with 10% going towards collaborative work (e.g. NHISSA meetings) and 20% towards software developments.

“Many users seem more willing to send data to HISP than to us!”
This type of complaint is not unusual, but it nearly always reflects the fact that the complainant is too lax in providing rapid and constructive feedback to the people sending data!!! Most users are more than willing to provide data, but they expect rapid and regular feedback (preferably positive or at least constructive criticism – not endless complaints about gaps or delays). 

HISP has during the last 4 years spent a huge amount of time assisting the provinces in transforming and bringing together old data sets, in giving feedback, identifying and correcting errors and so forth. This has been necessary to bring the process forward, but it is not a role that HISP can or want to sustain indefinitely.

Many users have up to now received data sets only through the HISP CDs, for various reasons (read: bottlenecks and internal rivalries). This must change through open and rapid distribution of data and information by the services themselves. The new Promotion of Access to Information bill reiterates this need, and we hope the Health Sector will firmly establish anonymous health information as belonging in the Public Domain, together with a lot of other municipal data vital for a dynamic democracy.

Isn’t there a need for an independent evaluation(s) of the HISP rollout and the DHIS software?
Yes, definitely. HISP was evaluated as a collaborative programme by one of our donors (the Norwegian University Council, NUFU) in late 1999 with positive results, but that evaluation does not cover the rollout, activities, and software in any depth or from a technical point of view.

Another evaluation was done by Randy Wilson from Management Sciences from Health (MSH) in early 2001, and presented to the RHINO conference in Maryland, Washington DC, in march 2001.

A properly conduced independent evaluation might not only provide an assessment of the HISP rollout – it should also provide or crystallise ideas for future developments. If the overall evaluation is positive, it might also be useful related to future Government budget allocations and/or donor support.

The HISP software used to be called “District Health Information System (DHIS)” – but is not a DHIS much more than software?
Yes, again. A DHIS is software, but also hardware, people, data, paper-based systems, and communication channels. We have been trying to find a shorter, catchy and “meaningful” name for the software for quite some time – so far nothing has brought universal acclamation.

As an interim solution, HISP decided to adopt a suggestion by the national Health Information Directorate to change the name to “District Health Information Software” from version 1.2. We are still looking for the “perfect” ear-catching name, though.

The name should be relatively short, it should somehow create associations of health, information, or knowledge, and it should preferably have some African roots. Many names of database or communication software – think of “Oracle”, “Access”, “Informix”, “Samba” (samba links Unix and NT systems, i.e. like two dancers in perfect step!), or “Excel” – somehow create those positive associations. What we certainly do not want is to use some difficult-to-grasp acronym like “GNU” or “DB2”.

Bottom line: We are open for good proposals!
HISP welcomes comments and views on the above issues, e.g. through email to hisp@uwc.ac.za or to chedberg@mweb.co.za.

