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Abstract

Introduction: Improving the quality, safety and effectiveness of health care services is the most important
advantages of using the Public Health Information Exchange (PHIE) infrastructure. This infrastructure has
three centralized, decentralized, and hybrid architectures. This study sought to identify the most appropriate
technical architecture for the coronavirus disease (COVID-19) Information Exchange (CoVIE) based expert
panels.

Materials and methods: In order to identify the desired CoVIE technical architecture, a qualitative
approach was used and a number of meetings were held with experts in Health Information Technology
and Management (HITM) and Health Informatics fields working at Iran, Tehran and Shahid Beheshti
University of Medical Sciences (IUMS, TUMS and SBUMS). Basic concepts, including the type of
technical architecture and exchange context, were categorized and discussed in terms of themes, sub-
themes, and codes. Finally, the results were evaluated using content analysis and descriptive statistics.
Results: The universities of Iran and Tehran had chosen hybrid model in national context and Shahid
Beheshti University selected regional centralized model as the optimal technical architecture for CoVIE.
Conclusion: Hybrid model with implementation at national context was selected for CoVIE in lIranian
health system. Implementation of this architecture improves the effective management of information
exchange in the context of CoVIE.

Keywords: COVID-19, Public Health Information Exchange (PHIE), Technical architecture, Hybrid
model, Centralized model, Decentralized model

Introduction treatment (3). The high quality, safety, and

) ) ) effectiveness of care services are the major
Public health information exchange (PHIE) benefits of exchanging health information (4,
deals with the sharing of information 5). Prior to establishment of comprehensive
between health care facilities through PHIE models, the health sector faced
communication networks (1, 2). The HIE difficulties in delivering high quality services
aims to facilitate the access and retrieval of and in meeting the needs of patients (4, 6, 7).
information in order to provide safe, timely, Lack of information, poor documentation,
efficient, effective, and patient-centric inaccessibility of existing knowledge, and
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mere reliance on individuals' memory,
prevented the delivery of high quality
healthcare services (8, 9). Policymakers,
researchers, healthcare providers, and
industry groups suggested the exchange data
interoperability based on HIE infrastructure
to address these problems (4).

From a technical point of view, exchanging
health information models are categorized
into three types: Centralized, decentralized,
and hybrid (decentralized and decentralized)
models (10) .It is important to identify the
optimal PHIE model and implement it in a
context which is compatible with current
situation of organization (11, 12).
Communication context is the area that
information is managed in order to achieve
interoperability (12). These contexts include
three local, regional, and national areas for
PHIE (13).

Coronavirus disease (COVID-19) is a highly
contagious disease that rapidly spreads to
other countries. The World Health
Organization (WHO) has recently declared
the COVID-19 as a public health emergency
(14-16). Given the significant burdens
associated with COVID-19, decision was
made to adopt information technology and
data infrastructures to bolster efficient
research, surveillance, and treatment of this
emerging outbreak (17, 18).

Selecting a technical architecture for
COVID-19 Information Exchange (CoVIE)
on the each context, may be vary depending
on organizations' strategic planning, quality
promotion criteria, security requirements,
stakeholder expectations and their desire for
independence, level of service complexity,
internal health network infrastructure, and
cultures and policies governing the health
care system (10, 11, 19, 20). Stakeholders in
different geographic areas adopt HIE
architecture according to their local
conditions, infrastructure, facilities, and
needs (11).
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In Iran, due to the insistence on manual and
traditional methods of recording health
information and lack of a coordinated and
integrated infrastructure for information
sharing between different levels of health
care organizations, the process of efficient
sharing information at high level faced with
challenges (21). These conditions have led to
islanding performances of health care
systems and other related organizations;
practically, they have adversely affected the
inter-organizational cooperation(21, 22).
This study used experts’ survey to identify
the most optimal technical architecture for
CoVIE in Iran. It will pave the way for
establishment of a customized and integrated
infrastructure for exchanging COVID-19
information in  order to improve
interoperability between different
information systems.

Materials and methods

This research is a qualitative study that
conducted in 2019. At first, the meetings
were held with experts including faculty
members working in Health Information
Management and Health Information
Technology departments at three of the top
universities in Iran in the field of medical
sciences, including Iran, Tehran and Shahid
Beheshti universities where the best of the
above mentioned experts are working.

The CoVIE architecture in present study
included suitable communication models and
contexts. In total, 17 experts were surveyed
in three separate sessions. The results were
recorded using audio recordings and notes.
The data was analyzed using qualitative
(content  analysis) and  quantitative
(descriptive statistics) methods. At first step,
the content analysis was done. The results
were categorized into 3 theme, 9 sub-themes,
and 17 codes. The axial coding was then used
to correlate the concepts. A total of 24
subcategories were extracted from 4 main
categories in interview content. Finally, the
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results were evaluated by descriptive
statistics.

Results

The number of participants in each expert
session at the universities of Iran, Tehran and
Shahid Beheshti was five, six and six experts,
respectively. The demographic
characteristics of participants and their
workplace are presented in Table 1.

In order to facilitate the classification and
analysis of data, the main themes, synonyms,
and sub-themes were extracted from research
content (Table 2).

The findings are presented in two ways: a)
Qualitative findings from separate meetings
and b) Frequency of findings of three
sessions. The themes were categorized based
on identification of PHIE model and their
implementation from experts' opinions.

a) Qualitative findings from separate
meetings

This section summarizes all findings from
experts’ interviews which were recorded
during each session through audio recordings

Table 1. Demographic characteristics of surveyed experts.

and notes. At the beginning of meeting, from
five experts of IUMS, two experts suggested
the centralized model as suitable technical
architecture for CoVIE in Iran. They argued
that Centralized model benefits such as,
"integrated information management™" (IE3)
and "applicability at large geographical
areas" (IE5). But in continuation of
discussion, all participants agreed on
selecting the hybrid model, and finally
considered national information exchange
context as suitable for implementing the
hybrid model. In conclusion, the hybrid
architecture and national context were
selected. Their reasoning for selecting hybrid
model were "information access
management™ (IE1), "customer satisfaction
management™ (IE2), “incremental and
gradual implementation " (IE2), "proper
integration” (IE3), "acceptable security and
privacy" (IE4), "high interoperability " (IE5),
and "information independence and conflict
resolution™ (IE5). Also their reasoning for
selecting national context for implementing
hybrid architecture was "central management
leverage for Iran" (IE2) and “centralized
policymaking at Ministry of Health” (IE4).

Row University Code Sex Age Education field / degree

Work experience

(years)
1 - IE1  Female 41  PhD of Medical Informatics 8
2 g _ IE2 Female 51  PhD of Health Information Management 24
3 D g IE3  Male 53  PhD of Health Information Management 25
4 f<£ IE4  Male 47  PhD of Medical Informatics 9
5 IE5 Male 38  PhD of Health Information Management 5
6 TE1 Female 42  PhD of Health Information 15
- Management
7 g = TE2 Male 34 PhD of Health Information Management 9
8 = TE3 Female 39  PhD of Health Information Management 12
9 f<£ 5 TE4 Female 43  PhD of Health Information Management 18
10 TE5 Male 52 PhD of Health Information Management 23
11 TE6 Male 36  PhD of Medical Informatics 4
12 n BE1 Male 47  PhD of Health Information 7
c B Management
13 2 = BE2 Female 39  PhD of Health Information Management 11
14 e BE3 Male 54 PhD of Health Information Management 24
15 f<£ =3 BE4 Female 42  PhD of Health Information Management 28
16 = Code Male 57  PhD of Medical Informatics 6
17 B IE1  Female 61  PhD of Medical Informatics 15
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Table 2. Themes, synonyms, and sub-themes extracted from research content.

Theme Synonyms Sub-theme
Centralized model contexts’ categorization geographical segmentation
Central model Implementation of a central database in each province's local health
Indirect model information organizations (centralized local architecture)
. Database based implementation a central database at the level of the categorized provinces
Centralized ; ; . . ;
model model (centralized, inter-regional or regional architecture)

Centralized model

Implementation of a central and national database at macro level (national
centralized architecture)

Indirect model
Peer to peer model
Decentralized

Decentralized model contexts categorization by geographical
segmentation

Peer-to-peer communication between all centers in each province
(decentralized local architecture)

model Peer-to-peer communication between all centers at the level of
Decentralized Decentralization categorized provinces (decentralized inter-provincial or regional
model model architecture)
Direct model Establishment of a national health information network for peer-to-peer
Not central model  connection of all centers at macro level (nhational decentralized
architecture)
Classification of hybrid model contexts by geographical segmentation
Integrated Model ~ Communication across all provincial centers and creation of a central
Dual model database to store a copy of all information (local hybrid architecture)
Linked model Communication across all provincial centers and creation of a central
Mixed model database to store a copy of all information (inter-provincial or regional
Hybrid model ~ Complex model hybrid architecture)
Multiple model Communication between all centers at macro level and create a central

database to store a backup of all information (national hybrid architecture)

All experts were unanimously opposed to
using decentralized model because of "costly
and time - consuming direct cabling™ (IE1),
and "disrupting information integration and
islanding of operation™ (IE5).

Similar findings were obtained from experts
of TUMS. All experts firmly considered the
hybrid architecture in national context as
suitable for Iranian CoVIE. From their point
of view, the centralized model could not meet
health care organization requirements in Iran
due to "mere dependency on a central
database" (TEL1), "perpetual accessibility
risks" (TE4), and "conflicts due to integrated
data storage™ (TE3). One expert quoted that
"The culture and spirit of interaction between
health care organizations have not yet
reached the suitable level that enable a
centralized model to be executed effectively"
(TE2). According to one expert, the
decentralized model (TE5) can overcome all
above problems, but the problem of this
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model is the "high cost of implementing it"
(TE3) and "time-consuming direct cabling
between all organizations "(TE1l). The
consensus among experts at Tehran
University of Medical Sciences on selecting
hybrid model achieved due to its "cost
effectiveness” (TE2), "high flexibility"
(TE3), "optimal information management"
(TE4), "greater adaptation to complex and
up-to-date healthcare needs" (TE5), and
"improvement in Interoperability” (TES).

The findings from experts at SBUMS were
somewhat different from findings of two
other universities. Four experts preferred the
centralized model. They cited the
"integrating information for complex and
multidimensional analysis" (BE1),
"improving  epidemiological  surveying
processes” (BE3), "experiencing Iranian
electronic health (e-Health) record system"
(BES), and "need for cost savings" (BEG6) as
the most important reasons for selecting this
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model in Iran. The experts did not reach a
consensus on information exchange context;
every expert agreed on a particular context.
Four experts agreed with regional centralized
model, one agreed with national hybrid
model, and one agreed with the local
decentralized model. Experts stated that:
"Since other countries have been successful
in establishing regional organizations to
manage information systems and integrating
all of them into a national information
infrastructure, the regional contexts will be

more efficient for HIE infrastructure
management" (BE4). This is one of the
reasons that the hybrid model was not
selected by experts at Shahid Beheshti
University: "The hybrid model requires more
sophisticated technologies and increases the
information exchange problems due to
separation of message text from its
identifiers” (BE3). The table 3 summarizes
expert statements on each of HIE
architectures.

Table 3. Participants' statements in discussing about information exchange architectures for health information

exchange (HIE).

Model Summary of participants' statements on HIE models Frequency
Dependency on a single database TE1, BE3
Complex and comprehensive analysis IE6, BE1
Integrated information management" IE3

Centralized model Vulnerability to hackers TE4, BE6
Lower updating TE4

Creating interference and conflict between organizations TE2, IE1, BE5

Risks of perpetual availability TE4, BE4
Accurate and efficient quick search IE1, IE3, BE2
High cost IE1, TE3
Fast exchange of information without interference BE3
. Disparate standards for information IE1, IE5, BE4
Decentralized model . .
Islanding operation IE1
Suitable for large geographical areas IE5, TE4
Business continuity despite failure of a subset BE4, BE6
Cost effectiveness IE1, TE2, TE4
Gradual and incremental execution IE2, BE6
Information independence and conflict resolution IE5, TE3
High Interactivity IE1, IE2, TE3, TE4
Hybrid model Acceptable security and privacy IE4, TE3
Proper integration IE3, BE4
Customer satisfaction management IE2
High flexibility TE3, BE1
Managing information access IE1
Increasing communication complexity BE3

b) Frequency of findings from three meetings

The three meetings highlighted that from the
perspective of experts, the hybrid model is
suitable for Iranian HIE. From 114 words that
used to represent HIE models in three
sessions, 55 items were the hybrid model, 38
items were centralized model, and 21 items
were the decentralized model. From 17
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participated experts, 12 experts selected the
hybrid model (70.58%), four experts selected
the centralized model (23.52%), and one
expert selected the decentralized model
(5.9%). However except the experts at
SBUMS who did not archive consensus, the
experts at other two universities selected the
national and macro contexts as suitable for
exchanging information. The repetition rate
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were analyzed. Table 4 shows the frequency
and repetition rate of selecting these terms.

Table 4. Repetition rate of terms representing CoVIE models and frequency of selecting them.

Terms representing three models Repetition . Frequency
rate (in percentage)
Centralized (central, indirect, and database-based) model 38 23.52
Decentralized (indirect, peer-to-peer, not central, and direct) model 21 5.9
Hybrid (integrated, dual, interconnected, mixed, complex, and multiple) model 55 70.58

Discussion

Rapidly distribution of accurate information
is an effective approach to better the public
health potential to handle COVID-19
outbreak. It is a main prerequisite to
providing  real-time  information to
researchers, epidemiologists, clinicians,
managers and policy makers(20, 23). The
lesson of the previous widespread prevalence
of corona like diseases (such as SARS and
MERS) and recently Covid-19, have
reinforced the need to expand the Public
Health  Information  System  (PHIS)
infrastructures for the active control and
monitoring of this disease. In this situation,
the design and implementation of customized
Public Health Information Exchange (PHIE)
and surveillance programs is necessary (24-
26).

Improvement information exchange among
health care stakeholders enabled the health
care organizations to provide their services
based on COVID-19 requirements and novel
scientific evidence(24, 25). Iran lacks a
comprehensive PHIE platform(21, 27).
Characteristics of Iran health care structure
require to adopt new information
technologies and design of an effective and
customized e-health infrastructure, especially
for monitoring and control of the public
health hazards(28). The establishment of a
system in accordance with social and cultural
conditions is one of the foremost issues to
establishment of e-health infrastructure that
demand major attention from health care
policy-makers(29, 30).
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CoVIE platform should be designed in such a
way that facilitates the sharing of information
between different health care organizations in
accordance with structure of healthcare(31,
32). It is necessary to conduct a proper and
targeted  planning  through  accurate
identification of criteria’s and factors
influencing  the  implementation  of
components of this system (27, 33). Various
technical, legal, resource, political, cultural,
and security criteria influence on the
selecting of information exchange model in
COVID-19 interoperability (9, 10, 23, 29).
Analyzing of first section findings was
concluded that hybrid model is capable for
centralized storage and peer-peer
exchange(3) and can be used for efficiently
to exchange health information in Iran. This
model operates based on decentralized
capacities’ using Record Locator Services
(RLS)(3, 4).

The decentralized model is not efficient for
operating in large geographic environments
and its implementation is expensive,
especially in the case of PHIE and massive
disease outbreak. At present study, the critics
of centralized model focused on conflict over
information  ownership,  difficulty  of
updating, and risks of continuing business.
Most  advocators of hybrid  model
acknowledged the cost-effectiveness and
qualitative improvements in information
management process of this model.
Execution of hybrid model is gradual and
incremental and it is highly flexible in using
latest technologies. "Using key identifiers
and read-only access to information play an
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important role in maintaining information
integrity", based on one experts opinion.

In this study, the data exchange context
consisted of local, regional, and national
areas. Analyzing of second section findings,
it was concluded that using the national
context where information is managed at
macro level, is more compatible with e-health
implementation in Iran. This context enables
the coordinated information management;
that requires integrated technical architecture
and legal agreements(12). At present study,
the national context was recognized as a
suitable platform for exchange information in
CoVIE infrastructure because of the low cost
for implementation, integrated infrastructure
and using same standards. "Because of
harmony in laws and regulations of all
provinces, it is more suitable to implement
the HIE model in national context”, said one
expert. Therefore In this study, hybrid model
and national context were selected as suitable
technical architecture for exchange of
COVID-19 information in Iranian health
system. In this regard, the findings of similar
studies are provided to highlight on the
scientific basis of findings in this study.

Ubri et al. (2009) introduced the hybrid
model as applicable in US e-health
infrastructure because of its high potential in
optimizing information sharing. They also
stated that the decentralized model is
inefficient due to its high cost and complexity
in  exchange information in EHR
infrastructure(34). In present study, the
hybrid model was also considered suitable
for exchange health information due to its
high cost-effectiveness, efficient
management of information sharing process,
and enhancement of security. In addition, the
information sharing process is best managed.
McCarthy study (2014) introduced the hybrid
and centralized architectures as suitable
technical infrastructures for exchange health
information in Beacon communities(35).
Pirnezhad et al (2007) emphasized on the
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efficiency of hybrid model in exchange
health information. They believed that
suitable management of information sharing
process depends on using a hybrid
model(11). Covich et al (2011) stated that
decentralized model is not suitable for
exchange information in HIE(19). Barrow
and their colleague (2011) determined the
centralized architecture as the first priority to
share health information. They also
introduced the hybrid model suitable for
HIE(36). In present study, the hybrid and
centralized model had the highest priority in
respectively.

The High cost of direct cabling between all
institutions at macro level in decentralized
model was one of the main reasons for
disapproval it. In addition, this model is not
able to meet the complex and up-to-date
requirements of healthcare industry. The
following disadvantage was mentioned by
many experts about centralized model
creating interference and conflict over
information ownership in organizations.
Therefore, the benefits of centralized model
can be yielded through training and helping
to improve the culture and spirit of inter-
organizational  partnership; facility of
integration and macro analysis is the most
important benefits.

Larry et al. (2010) stated that in US,
decentralized model was used in early 1990s,
the centralized model was used from 1990 to
2000, and since 2000, the use of hybrid has
increased(4). In report by Champagne
(2013), most of the surveyed organizations
used centralized and hybrid model for
exchange health information (36%); only
28% of surveyed organizations adopted the
decentralized model (22). In present study, it
was concluded that hybrid model is of higher
priority  for exchange COVID-19
information; 70.58% of experts were
interested in this model. In this study, the
decentralized model had the least importance
for exchange information (about 6%). Rudin
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et al (2009) considered the strategic interests
of organizations and the expectations of
stakeholders of service quality as the criteria
for selecting HIE technical architecture(10).
Adoption of PHIE architecture may be
different depending on expectations, needs,
and features of target population and cultural,
financial, technical, political, and ethical
features(37). The research team assumed that
participated experts are aware from general
features of health system and above criteria’s.
These factors also affecting on the selection
of suitable technical architecture for
exchange COVID-19 information, have not
been directly addressed in present study.

Conclusion

Selecting the hybrid model in national
context may be effective in meeting the
COVID-19 information exchange
requirements. This means having a
centralized database at national level that
manages key identifiers of records and
distributes read-only information to its
stakeholders. In addition, all organizations
communicate with each other by an
intermediary  organization. Furthermore,
possible conflicts between organizations

References

1. Fontaine P, Ross SE, Zink T, Schilling
LM. Systematic review of health
information exchange in primary care
practices. J Am Board Fam Med.
2010;23(5):655-70. doi:
10.3122/jabfm.2010.05.090192.

2. Shapiro JS, Mostashari F, Hripcsak G,
Soulakis N, Kuperman G. Using health
information exchange to improve public
health. ~ Am J  Public  Health.
2011;101(4):616-23. doi:
10.2105/AJPH.2008.158980.

3. A HIMSS Guide to Participating in a
Health Information Exchange. HIMSS
Healthcare Information Exchange; 2009

43

regarding information ownership will be
reduced and stronger management of health
information will be achieved.
Implementation and maintenance of national
hybrid infrastructure will be  cost-
effectiveness without need to peer-peer
connection (decentralized model). On the
other hand, the problems related to storage,
security, business continuity, and updating of
information in central database (centralized
model) will be resolved.

Acknowledgements

This article is extracted from a research
project which supported by Abadan
University of Medical Sciences with the
contract no
IR ABADANUMS.REC.1399.049. We
appreciate Research Deputy of Abadan
University of Medical Sciences who
sponsored this project financially.

Competing interests
None declared.
Ethical approval

Not required.

Nov. Available at:
http://www.himss.org/sites/himssorg/file
s/HIMSSorg/Content/files/HIE/HIE_Gui
deWhitePaper.pdf. [cited 20 jun 2016].

4. Vest JR, Gamm LD. Health information
exchange: persistent challenges and new
strategies. J Am Med Inform Assoc.
2010;17(3):288-94. doi:
10.1136/jamia.2010.003673.

5. Kuperman GJ. Health-information
exchange: why are we doing it, and what
are we doing? J Am Med Inform Assoc.
2011;18(5):678-82. doi:
10.1136/amiajnl-2010-000021.


https://jbrms.medilam.ac.ir/article-1-511-en.html

[ Downloaded from jbrms.medilam.ac.ir on 2025-11-06 ]

Original article

J Bas Res Med Sci 2020; 7(3):36-46.

10.

11.

12.

13.

44

Bailey JE, Wan JY, Mabry LM, Landy
SH, Pope RA, Waters TM, et al. Does
health information exchange reduce
unnecessary neuroimaging and improve
quality of headache care in the
emergency department? J Gen Intern
Med. 2013;28(2):176-83. doi:
10.1007/s11606-012-2092-7.

Kern LM, Barron Y, Dhopeshwarkar RV,
Kaushal R. Health information exchange
and ambulatory quality of care. Appl Clin
Inform. 2012;3(02):197-209.  doi:
10.4338/ACI1-2012-02-RA-0005.

Masys DR. Effects of current and future
information technologies on the health
care workforce. Health Aff (Millwood).
2002;21(5):33-41. doi:
10.1377/hlthaff.21.5.33.

Walker J, Pan E, Johnston D, Adler-
Milstein J. The value of health care
information exchange and
interoperability. Health Aff (Millwood).
2005;24:W5. doi: 10.1377/hlthaff.w5.10.
Rudin RS, Simon SR, Volk LA, Tripathi
M, Bates D. Understanding the decisions
and values of stakeholders in health
information exchanges: experiences from
Massachusetts. Am J Public Health.
2009;99(5):950-5. doi:
10.2105/AJPH.2008.144873.

Pirnejad H, Bal R, Stoop AP, Berg M.
Inter-organisational communication
networks in healthcare: centralised versus
decentralised approaches. Int J Integr
Care. 2007;7:e14. doi: 10.5334/ijic.185.

Scholl M, Stine K, Lin K, Steinberg D.
Security architecture design process for
health information exchanges (HIEs): US
Department of Commerce, National
Institute of Standards and Technology;
20009.

Maenpaa T, Suominen T, Asikainen P,
Maass M, Rostila I. The outcomes of
regional healthcare information systems
in health care: a review of the research
literature. Int J Med Inform.

14.

15.

16.

17.

18.

19.

20.

2009;78(11):757-71. doi:
10.1016/j.ijmedinf.2009.07.001.

Tabata S, Imai K, Kawano S, Ikeda M,
Kodama T, Miyoshi K, et al. The clinical
characteristics of COVID-19: a
retrospective analysis of 104 patients
from the outbreak on board the Diamond
Princess cruise ship in Japan. medRxiv.
2020.

Wan S, Xiang Y, Fang W, Zheng Y, Li B,
Hu Y, et al. Clinical Features and
Treatment of COVID-19 Patients in
Northeast Chongging. J Med Virol.
2020;92(7):797-806. doi:
10.1002/jmv.25783.

Wang L, Duan Y, Zhang W, Liang J, Xu
J, Zhang Y, et al. Epidemiologic and
Clinical Characteristics of 26 Cases of
COVID-19 Arising from Patient-to-
Patient Transmission in Liaocheng,
China. Clin Epidemiol. 2020; 12: 387-91.
doi: 10.2147/CLEP.S249903.

The Novel Coronavirus Pneumonia
Emergency Response Epidemiology
Team. The Epidemiological

Characteristics of an Outbreak of 2019
Novel Coronavirus Diseases (COVID-
19) — China, 2020[J]. China CDC
Weekly  2020;2(8): 113-22.  doi:
10.46234/ccdcw2020.032.

de Lusignan S, Bernal JL, Zambon M,
Akinyemi O, Amirthalingam G, Andrews
N, et al. Emergence of a novel
coronavirus (COVID-19): protocol for
extending surveillance used by the Royal
College of general practitioners research
and surveillance centre and public health
England. JMIR Public Health Surveill.
2020;6(2):e18606. doi: 10.2196/18606.
Covich J , Morris G, Bates M.
Governance  Models  for  Health
Information Exchange. Truven Health
Analytic; 2011 Jan.

Reeves JJ, Hollandsworth HM, Torriani
FJ, Taplitz R, Abeles S, Tai-Seale M, et
al. Rapid response to COVID-19: health


https://jbrms.medilam.ac.ir/article-1-511-en.html

[ Downloaded from jbrms.medilam.ac.ir on 2025-11-06 ]

Original article

J Bas Res Med Sci 2020; 7(3):36-46.

21.

22.

23.

24,

25.

26.

217.

45

informatics  support  for  outbreak
management in an academic health
system. J Am Med Inform Assoc.
2020;27(6):853-859. doi:
10.1093/jamia/ocaa037.

Sharifi M, Ayat M, Jahanbakhsh M,
Tavakoli N, Mokhtari H, Wan Ismail
WK. E-health implementation challenges
in Iranian medical centers: a qualitative
study in Iran. Telemed J E Health.
2013;19(2):122-8. doi:
10.1089/tmj.2012.0071.

Langarizadeh M, Gholinezhad
Kamarposhti M. Designing a Conceptual
Model of Laboratory reporting system
For Data Exchanging with Iranian
Electronic Health Record System
Abstract. JHA. 2017; 20 (68) :10-22.
Gong M, Liu L, Sun X, Yang Y, Wang S,
Zhu H. Cloud-Based System for
Effective Surveillance and Control of
COVID-19: Useful Experiences From
Hubei, China. J Med Internet Res.
2020;22(4):e18948. doi: 10.2196/18948.
Sust PP, Solans O, Fajardo JC, Peralta
MM, Rodenas P, Gabalda J, et al. Turning
the crisis into an opportunity: digital
health strategies deployed during the
COVID-19 outbreak. JMIR Public Health
Surveill. 2020;6(2):€19106. doi:
10.2196/19106.

Vokinger KN, Nittas V, Witt CM,
Fabrikant SI, von Wyl V. Digital health
and the COVID-19 epidemic: an
assessment framework for apps from an
epidemiological and legal perspective.
Swiss Med WKkly. 2020;150:w20282. doi:
10.4414/smw.2020.20282.

Holmgren AJ, Apathy NC, Adler-
Milstein J. Barriers to Hospital Electronic
Public Health Reporting and Implications
for the COVID-19 Pandemic. J Am Med
Inform Assoc. 2020: ocaall2. doi:
10.1093/jamia/ocaall?2.

Mirani N, Ayatollahi H, Haghani H. A
survey on barriers to the development and

28.

29.

30.

31.

32.

33.

34.

35.

adoption of electronic health records in
Iran. J Health Administr.
2013;15(50):65-75.

Rezai-Rad M, Vaezi R, Nattagh F. E-
health readiness assessment framework
in iran. Iran J Public Health. 2012;
41(10): 43-51.

Fang Z, YiF, Wu K, Lai K, Sun X, Zhong
N, et al. Clinical Characteristics of 2019
Coronavirus Pneumonia (COVID-19):
An Updated Systematic Review.
medRXxiv. 2020. doi:
10.1101/2020.03.07.20032573.

Li K, Wu J, Wu F, Guo D, Chen L, Fang
Z, et al. The Clinical and Chest CT
Features Associated with Severe and
Critical COVID-19 Pneumonia. Invest
Radiol. 2020 Jun;55(6):327-331. doi:
10.1097/RL1.0000000000000672.

Riazi H, Bitaraf E, Abedian S.
Establishing the Health Information
Technology System [Thesis in Persian].
Tehran: Ministry of Health and Medical
Education; 2011.

Das AV, Rani PK, Vaddavalli PK. Tele-
consultations and electronic medical
records driven remote patient care:
Responding to the COVID-19 lockdown
in India. Indian J Ophthalmol.
2020;68(6):1007-1012, doi:
10.4103/ijo.1J0_1089_20.

Ayatollahi H, Mirani N, Haghani H.
Electronic health records: what are the
most important barriers? Perspectives in
health information management. Perspect
Health Inf Manag. 2014 Fall; 11(Fall):
1c.

Dullabh P, Ubri P, Hovey L. The State
HIE Program Four Years Later: Key
Findings on Grantees’ Experiences from
a Six State Review; 20009.

McCarthy DB, Propp K, Cohen A,
Sabharwal R, Schachter AA and Rein
AL. Learning from Health Information
Exchange Technical Architecture and
Implementation in  Seven Beacon


https://jbrms.medilam.ac.ir/article-1-511-en.html

[ Downloaded from jbrms.medilam.ac.ir on 2025-11-06 ]

Original article

36.

46

Communities. EGEMS (Wash DC).
2014;2(1):1060. doi: 10.13063/2327-
9214.1060.

Barrows RC, Ezzard J, editors. Technical
architecture of ONC-approved plans for
statewide health information exchange.
AMIA Annu Symp Proc. 2011: 88-97.

J Bas Res Med Sci 2020; 7(3):36-46.

37. Champagne T. The Development of
Community-Based Health Information
Exchanges: A Comparative Assessment
of Organizational Models
[Thesis].Texas: Univ. of Texas, School of
Public Health; 2013.


https://jbrms.medilam.ac.ir/article-1-511-en.html
http://www.tcpdf.org

