HITSP International Standards Landscape
Information Gathering Questionnaire

1. Contact Person(s)
· Baptist, Joseph.J.M.
· Senior Adviser Standardisationprocesses
· +31703173450 (NICTIZ office) +31651170292 (mobile)
· baptist@nictiz.nl
· Beun, Johan.G.
· Ambassador 

· +31703173450 (NICTIZ office) +31651340516 (mobile)

· johan@beun.nl

2. Organization
· National ICT Institute for Healthcare in The Netherlands
· NICTIZ
· PO Box 262, 2260 AG Leidschendam, The Netherlands
· www.nictiz.nl
3. Categorization
· Organization Category (check all that apply):
( Healthcare Data Content and Information Model
( Healthcare Information Interchange
(Healthcare Terminology
( Healthcare Content Definition
( Healthcare Security
( Healthcare Privacy
( Identifiers for Healthcare Entities
( Healthcare Functionality and Process (Workflow)
( Other ____________________________________________

· Knowledge Domains (check all that apply):
( Biosurveillance 
( Chronic Care 
( Consumer Empowerment, e.g., personal health records 
( Electronic Health Records
( Other ____________________________________________
· Scope (check one): (International  (Regional  (National   (Local 
· Charter/Vision/Mission (text or web-address reference): www.nictiz.nl
4. Sustainability

· Sources of funding with expected duration of funding

Ministry of Health in The Netherlands. Present plans end Dec 31st 2006 with an extra year in 2007, while the new five year period starts Jan 1st 2007 and ends Dec 31st 2011.

5. Activities (one or more per organization)
· AORTA
 The National Switch Point (Landelijk SchakelPunt, or LSP) forms the heart of the basic IT infrastructure for the Dutch healthcare sector. It is the "control tower" that enables and ensures the secure nationwide electronic exchange of patient information. Via the switch point, or the LSP as it is known in Dutch, healthcare practitioners can request up-to-date patient information from the systems used by other hospitals, pharmacies and GPs. A well-functioning LSP is a crucial precondition for the nationwide introduction of the electronic medication record (EMR) and the patient summary record for GPs, the first two chapters of the national electronic patient record (EPR).

· EPR: step by step

Calling it a national Electronic Patient Record makes it sound as if all the information about a patient will be stored at one central location. But the EPR is a virtual record. A healthcare practitioner can use a search engine - a sort of 'healthcare Google' - to call up important details from the records kept by other healthcare practitioners. The national EPR will be built up, step by step, from the various partial records which are linked via the national infrastructure. NICTIZ has defined two priority topics for the first step: the introduction of the Electronic Medication Record (EMR) and the Electronic Locum Record (ELR) for GPs. These will be the first milestones on the road to a comprehensive, national EPR. 

· Electronic Medication Record (EMR)

Thanks to the medication record, a healthcare practitioner will have a complete and up-to-date overview of the medication that has been prescribed and supplied to a patient. He will then be able to avoid prescribing other medication which is not compatible with the medicine a patient is already using on the prescription of another doctor. 

· Electronic Locum Record (ELR) for GPs

Thanks to the locum record, a GP who has evening, night or weekend duty and sees someone else's patient at an after-hours medical post, can easily call up the information about that patient which is kept by the patient's own GP. In many cases, this will enable the locum to assess the situation more quickly, make a more accurate diagnosis and treat the patient accordingly. 

· EPR / EHR continued …

New plans for the next 5 years will be published in autumn of 2006.
6. Experiences

· What process have you used to select standards for the electronic exchange of clinical and administrative health information?  Specific use cases of immediate concern to HITSP
· Biosurveillance NOT applicable for NL
Transmit essential ambulatory care and emergency department visit, utilization, and lab result data from electronically enabled health care delivery and public health systems in standardized and anonymized format to authorized Public Health Agencies with less than one day lag time. 

· Consumer Empowerment, e.g., personal health records NOT applicable for NL
Deploy to targeted populations a pre-populated, consumer-directed and secure electronic registration summary. Deploy a widely available pre-populated medication history linked to the registration summary.  

· Electronic Health Records NOT applicable for NL
Deploy standardized, widely available, secure solutions for accessing laboratory results interpretations in a patient-centric manner for clinical care by authorized parties. 
· Other use cases (identity and describe)
· How was the business/clinical case presented such that the specific fit and function of standards could be understood (i.e., discovering the sockets where standards plug in)?

The development of the infrastructure under architecture took a couple of years. The architecture design of the basic infrastructure is now described and accepted. Based on this document the specifications of the basic infrastructure were described.
In these two documents it is all about standards.

· How have you dealt with use cases for which there is a choice among standards to use?
Choices? There is not so much to choose from once you have decided which direction to go. Most of the time we found out that existing standards could not fit our demands, were obsolete, but most of all were incomplete or even not existing yet. To support the industry wishes to choose for international standards we heavily contributed to the developments in e.g. HL7 version 3. 

· What standards for the electronic exchange of health information have you selected?
HL7 version 3 for new developments, version 2 for existing, and CDA for document exchange where messaging is impossible because the applications can not yet handle it.

· What criteria were used to measure standards readiness?

Strange question. You have to learn how to cope with whatever standards.

· Has it been important to select international standards?
Yes, mainly the ICT industry says so and asks that. It works in two ways: now that we have chosen for international standards, they have to adopt them. No excuses.

· How were standards designated as to their impact on application architectures:
( Largely external to application architectures: e.g., data interchange standards?
( Typically internal to application architectures: e.g., data content, vocabulary/terminology, identifier, security, function/work flow standards?
( Other _____________________________________________________ 

Both situations exist.

What criteria were used to designate standards as to their applicability for: 

· Point to point interchange: e.g., transient message exchange between back-end interfaces?

Best used international standards or having the potency to become that.

· End to end persistent, indelible and legally qualified electronic health records; i.e., from point of record origination (point of service, point of care) to each ultimate point of record access/use? 

Hardly any, because that is not an issue in our architecture.

· How do you address licensing costs for implementations of standards?
Very easy: free of costs and open. All efforts and investments to develop these have been paid by NICTIZ out of the government funds.

· How do you support maintenance of standards?
We are for instance benefactor member of HL7 and also contribute in manpower to standardization developments that are of interest for us. But there is also the maintenance on the installed base, but that is a national / local problem like in all other IT projects.

· What processes do you use to manage your work products?
You are asking for our secrets of success? Very easy: they are not ‘our’ work products, but they are the products of the entire healthcare sector and for instance medication becomes a built in part of procedures for prescribing now.

· How do you assess conformance with standards?

The beauty of IT is, that it does not work properly if you use the standards in a wrong way. Assessment is very easy: either it does not work or it works properly. And of course it is not that black and white, but doctors are most of the time intelligent enough on one hand and suspicious enough on the other. That is a perfect combination to test the results day in, day out.

· Self-evaluation of processes: what has worked, what needs to change?
The last years brought many of us  a lot of frustration and a little bit of success. What has worked is a success now and we will score in the future too. Sometimes you have to be very, very creative in thinking of working around solutions. 
What needs to change, has been changed (and now it works) or not (and we gave up or are still waiting). Mainly external factors that can hardly be influenced by content or by time schedule proved to be hard preconditions for success. For instance: legislation around using an unique identification number for persons with healthcare information delayed our projects with at least 1½ year. The same number is already in use for years in the social and fiscal arena. Soit, so be it.
Leidschendam, The Netherlands, August 17, 2006
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