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Discussion Topics

• Why do we need standardization?

• Current situation

• How are terminologies used in electronic 
medical records (EMR)?



Standardization:
the use of a single, consistent  term to 
define what is typically described using 

a variety of words or phrases

Why Do We Need Standardization?
• Improve communication
• Support evidenced-based practice
• Improve standardization of care
• Develop curriculum in nursing programs
• Enable data mining
• Enhance research efforts
• Enable decision support
• Reduce costs
• Improve billing accuracy



Standardization Example

Pressure 
Sore

Decubitus Decubitus 
Ulcer

Pressure 
Ulcer

Bed Sore

What is the 
Standardized

Term?

“The problem is not a lack of 
information.  Rather, it is our 
seeming inability to capture, 

analyze, and disseminate the right 
information at the right time to the 

right people”

Bowie, J. (2002).  Moving to fact based care: Improve the flow of information be encouraging 
vendors to support standardized terminology in their product offerings.  Healthcare Informatics, 96.



Basic Standardized Terminology 
Ground Rules

• Clinically useful
• Systematic development methodology
• Concept based
• Concept performance
• Permanence

Variations Between Terminologies

• Domain focus (nursing, lab, medicine, etc)
• Level of granularity
• Development standards
• Structure
• Relationships between concepts



ANA Currently Recognized Nursing 
Terminologies

• North American Nursing Diagnosis Association (NANDA®)
• Nursing Intervention Classification System (NIC®)
• Nursing Outcomes Classification System (NOC®) 
• Nursing Management Minimum Data Set (NMMDS®) 
• Clinical Care Classification (CCC®) [formerly HHCC®] 
• Omaha System®

• Patient Care Data Set (PCDS®) 
• PeriOperative Nursing Dataset (PNDS®) 
• Systematised Nomenclature of Medicine, Clinical Terms 

(SNOMED CT®) 
• Nursing Minimum Data Set (NMDS®) 
• International Classification for Nursing (ICNP®) 
• ABCcodes 
• Logical Observation Identifier Names & Codes (LOINC®) 

Existing nursing vocabularies are 
inadequate due to lack of content coverage 

at the desired level of granularity, lack of 
consistent meanings for concepts and their 

relationships, and lack of explicit, formal 
concept-representation principles

Cho, I., Park, H. (2003).  Development and evaluation of a terminology-based electronic nursing 
record system.  Journal of Biomedical Informatics, 36, 304-312 



SNOMED CT®

• Not a formal ontology- is a reference terminology 
representing a broad array of health care concepts 
supported by formal ontologic principles and based on 
description logic 

• Multiple axes 
• Over 366,170 concepts with unique meanings and 

formal logic-based definitions
• Over 7 million defined relationships 
• Currently contains nursing content cross mappings from: 

– Nursing Interventions Classification (NIC)
– Nursing Outcomes Classifications (NOC)
– North American Nursing Diagnosis Association (NANDA)
– Clinical Care Classification (CCC, formerly HHCC) 
– Omaha System 

Current Situation
• No one common language describing 

precisely what nurses do 
• Federal government focusing on 

development/implementation of EHRs and 
RHIOs 

• SNOMED® poised to be the terminology 
used in the EHR

• True extent of nursing content coverage in 
SNOMED® is not known



Cross Mapping

Mycroft® browser of SNOMED CT®ICNP® browser of ICNP®

ICNP® Representation in SNOMED®
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Problems with the Current Situation

• Inadequate nursing representation in 
SNOMED®

• Lack of control of current terminology
• Ownership / responsibility
• Cost

Standardizing Terminology in the EHR
• improves documentation quality & integrity
• facilitates data retrieval

– research
– clinical use

• provides understandable documentation
• eliminates the need for manual searching  of records
• eliminates documentation redundancy 
• decreases processing errors
• can decrease documentation time
• improves billing
• lowers operating costs
• promotes perception of increased quality of care



CPT = 79035

ICD-9 = 193

Standardization in the EHR
• Predefined terms can be combined to 

create ‘structured notes’
• Can break down common language terms 

into standardized concepts for storage and 
retrieval

• System can extract terms/concepts from 
computerized text, analyze them and 
provide clinical decision support to user



Why Haven't We Done It?
• Lack of industry standards regarding language 

(systems are not intra-operable)
• Standardized language adoption is required 

within professions and across regions and 
countries-who’s in charge?

• Standardized and widespread education is 
needed

• Unique universal patient identifiers are required 
to access patient info

• Security/privacy/confidentiality

Recommendations for  Informaticists
• Ongoing training programs are needed for 

current & future classification systems
• Get involved in standards organizations
• Contribute to and take ownership for the 

creation and maintenance of a comprehensive 
language 

• Assume responsibility for clinical vocabulary 
implementation & maintenance within health 
care organizations
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