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Nationales Vorwort 

Diese Norm enthält unter Berücksichtigung des Präsidialbeschlusses 13/1983 den englischen Originaltext der 
Europäischen Norm EN 13606-4:2007. Diese Europäische Norm wurde in der WG I „Information Models“ in 
Kooperation mit der WG III „Sicherheit“ des CEN/TC 251 „Medizinische Informatik“ (Sekretariat: NEN, 
Niederlande) erarbeitet. Die Arbeitsausschüsse NA 063-07-02 AA „Interoperabilität“ und NA 063-07-04 AA 
„Sicherheit“ des Fachbereiches 7 „Medizinische Informatik“ des Normenausschusses Medizin (NAMed) im 
DIN haben an der Erarbeitung mitgewirkt. 

 

Änderungen 

Gegenüber DIN V ENV 13606-3:2000-09 wurden folgende Änderungen vorgenommen: 

a) Die gesamte Norm wurde vollständig neu strukturiert (5 Teile statt 4 Teile) und technisch überarbeitet; 

b) vorliegender Teil 4 basiert auf der ehemaligen ENV 13606-3 „Distribution Rules“; 

c) der Vornormcharakter wurde aufgehoben; 

d) Reduktion der Beschreibung auf den Kontext des Zugriffs auf eine EGA-Komponente. 

 

Frühere Ausgaben 

DIN V ENV 13606-3: 2000-09  
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Nationaler Anhang NA 
(informativ) 

 
Zusammenfassung 

Die Kommunikation einer Elektronischen Gesundheitsakte (EGA), ganz gleich ob komplett oder nur in Teilen, 
ganz gleich ob innerhalb einer Organisation oder zwischen Organisationen, ist im Hinblick auf die 
Sicherheitsanforderungen eine Herausforderung. Die entsprechenden Daten müssen in einer sicheren und 
vertrauenswürdigen Umgebung erhoben, gespeichert, übertragen und genutzt werden. Teil 4 der EN 13606 
legt daher fest, in welcher Art und Weise der Zugriff auf Komponenten einer EGA gesteuert und kontrolliert 
werden kann. Dabei verweist er, wann immer möglich, auf bereits bestehende Normen aus dem Gebiet von 
Datenschutz und Datensicherheit und beschränkt sich auf die Spezifikation der Aspekte, die im Bezug auf den 
Zugriff auf eine EGA speziell betrachtet werden müssen. So basiert der Entwurf auf der Annahme, dass alle 
beteiligten Systeme auf Basis der allgemeinen Sicherheitsnorm ISO/IEC 17799:2005 „Information technology 
— Security techniques — Code of practice for information security management“ arbeiten. Auch werden die 
Ergebnisse anderer relevanter Arbeitsgruppen wie der WG 4 „Security“ des ISO/TC 215 teilweise 
berücksichtigt. Hier sind die momentan in Arbeit befindlichen Technischen Spezifikationen ISO/TS 22600 
„Privilege Management and Access Control (PMAC)“ sowie ISO/TS 21298 „Functional and Structural Roles“ 
zu nennen, die EN 13606-4 maßgeblich beeinflusst haben. Die neuen Erkenntnisse der genannten 
ISO-Arbeiten spiegeln sich aber nicht komplett im vorliegenden Teil 4 wider. Auch die bisher noch 
unvollständige Ausarbeitung der Referenzmodelle in prEN 13606-1:2006-05 trägt nicht zur Übersichtlichkeit 
bei. 

Das generische, logische Modell für die formale Beschreibung von Zugriffsrechten fußt auf einem rollen-
basierten Ansatz, der auch den genannten neuen Spezifikationen von ISO/TC 215 eigen ist. Jedem 
Teilnehmer an der EGA-Kommunikation werden strukturelle und funktionale Rollen zugewiesen. Erstere 
spiegeln im Wesentlichen die Zugehörigkeit zu Organisationen der Gesundheitsversorgung mit 
entsprechenden Kompetenzen wider (z. B. eine examinierte Krankenschwester auf Station X), Letztere sind 
eher auf individuelle Behandlungsprozesse bezogen (z. B. die Bezugspflegekraft für Patient Y). Im Anhang A 
des Entwurfs wird versucht, anhand eines Beispiels aus dem medizinischen Umfeld (EHR eines 15-jährigen 
Mädchens) die funktionellen Rollen darzustellen und ihre Bedeutung im Sinne des Zugriffs (Zuordnung) zu 
erläutern. Die vorgestellten Beispiele mischen allerdings strukturelle und funktionale Aspekte und sind somit 
eher irreführend als hilfreich. Im Beispiel wird John als Pfleger (strukturelle Rolle) die funktionale Rolle des 
„Clinical Care“ zugewiesen. Dies ist jedoch nur dann — und genau so lange — eine funktionale Rolle, wenn 
sie sich explizit auf die Patientin bezieht. Dieser Zusammenhang fehlt jedoch. 

In 6.2 der Norm wird eine Mindestmenge von funktionalen Rollen festgelegt. Sie umfassen Subject of Care 
(i. d. R. der Patient), Subject of Care Agent (z. B. Angehöriger), Personal Healthcare Professional (z. B. der 
Hausarzt), Privileged Heathcare Professional (für bestimmte Behandlungsaspekte des Patienten von 
hervorgehobener Bedeutung, z. B. ein Psychiater), Halthcare Professional (in direkter Behandlungsbeziehung 
zum Patienten stehend), Heath-related Professional (indirekt in Beziehung zum Patienten stehend) und 
Administrator (Verwaltungspersonal). 

Neben Rollen können den Komponenten einer EGA Sensitivitätsebenen zugeordnet werden. In 6.1 der Norm 
ist eine Mindestmenge von Sensitivitätsstufen festgelegt: Care Management, Clinical Management, Clinical 
Care, Privileged Care und Personal Care (mit zunehmender Sensitivität der derart klassifizierten Daten). 

In 6.3 werden die vorab definierten funktionalen Rollen und die Sensitivitätsebenen im Sinne einer 
allgemeinen Zugriffsmatrix verbunden, wobei lediglich drei verschiedenen Zugriffslevel differenziert werden. 

Neben der Zugriffsregelung ist die nachträgliche Zugriffskontrolle Gegenstand der Norm. Eine Kontrolle im 
Sinne der Nachverfolgung, wer auf welche Daten wann zugegriffen hat, soll insbesondere dem Patienten 
ermöglicht werden. In Gestalt von Zugriffsaufzeichnungen (Audit_Logs) soll eine zugelassene Prüfinstanz 
jederzeit die entsprechenden Informationen abrufen können. Auch hierbei beruft sich der Entwurf auf 
bestehende Normungsbemühungen (IETF RFC 3881:2004).  
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Für EGA-Systeme sind in Bezug auf die Umsetzung der beschriebenen Maßnahmen und Mechanismen der 
Zugriffskontrolle Konformitätsprüfungen mit drei aufeinander aufbauenden Konformitätsstufen vorgesehen: 
Minimum Conformance (rollen- und sensitivitätsstufenbasierte Zugriffskontrolle), Conformance (Umsetzung 
individueller Zugriffsregelungen, z. B. mit einem Access-Policy-Archetype) und Extended Conformance 
(inklusive Audit_Log). 

Die teilweise recht deutlichen Veränderungen in der Rollenvergabe der EN 13606-4 zum Vorgänger 
ENV 13606-3:2000 sind in Anhang B dargestellt. Im Wesentlichen ist eine Reduktion der Beschreibung des 
Kontextes eines Zugriffs auf eine EGA-Komponente vorgenommen worden. 

Dieser Teil 4 der EN 13606 adressiert im Zusammenhang mit dem Austausch patientenbezogener, 
medizinischer Information besonders wichtige Aspekte des Datenschutzes und der Datensicherheit. Durch 
Vorgabe sowohl einfach umzusetzender Sicherheitsfestlegungen und darauf basierender allgemeiner, teils 
sehr ausführlicher Beispiele als auch einiger fein granularer individueller Regelungen ist sowohl für das 
Verständnis der Norm als auch für die spätere erstmalige Implementierungsmöglichkeit der Sicherheits-
funktionen eines entsprechenden EGA-Systems der Boden bereitet. Der Bezug auf den EGA-Extrakt anstelle 
der kompletten EGA erleichtert die Handhabung der Rollen und der zugehörigen Zugriffe. Allerdings fehlt dem 
vorliegenden Entwurf die Klarheit, die entsprechende ISO-Spezifikationen wie ISO 22600 und ISO 21298 
zeigen. Dies macht die Umsetzbarkeit der EN 13606-4 im Vergleich zu den ISO-Normen schwieriger. 
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Foreword 

This document (EN 13606-4:2007) has been prepared by Technical Committee CEN/TC 251 “Health 
informatics”, the secretariat of which is held by NEN. 

This European Standard shall be given the status of a national standard, either by publication of an identical 
text or by endorsement, at the latest by September 2007, and conflicting national standards shall be 
withdrawn at the latest by September 2007. 

According to the CEN/CENELEC Internal Regulations, the national standards organizations of the following 
countries are bound to implement this European Standard: Austria, Belgium, Bulgaria, Cyprus, Czech 
Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Iceland, Ireland, Italy, Latvia, 
Lithuania, Luxembourg, Malta, Netherlands, Norway, Poland, Portugal, Romania, Slovakia, Slovenia, Spain, 
Sweden, Switzerland and United Kingdom. 

This document supersedes ENV 13606-3:2000. 
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Introduction 

Challenge addressed by this Part Standard 

The communication of electronic health records (EHRs) in whole or in part, within and across organisational 
boundaries, and sometimes across national borders, is challenging from a security perspective. Health 
records should be created, processed and managed in ways that guarantee the confidentiality of their 
contents and legitimate control by patients in how they are used. Around the globe these principles are 
progressively becoming enshrined in national data protection legislation. The EU Data Protection Directive 
[95/46/EC] and the Council of Europe Recommendation on the Protection of Medical Data R(97)5 provide an 
important legal basis for the requirements for security services as described in this standard. These 
instruments declare that the subject of care has the right to play a pivotal role in decisions on the content and 
distribution of his or her electronic health record, as well as rights to be informed of its contents. The 
communication of health record information to third parties should take place only with patient consent (which 
may be "any freely given specific and informed indication of his wishes by which the data subject signifies his 
agreement to personal data relating to him being processed"). For international health record transfers EN 
14484 (Health informatics - International transfer of personal health data covered by the EU data protection 
directive - High level security policy) and EN 14485 (Health informatics - Guidance for handling personal 
health data in international applications in the context of the EU data protection directive) provide policy 
guidance on how this may lawfully and safely be carried out. 

Ideally, each fine grained entry in a patient's record should be capable of being associated with an access 
control list of persons who have rights to view that information, which has been generated or at least approved 
by the patient and that reflects the dynamic nature of the set of persons with legitimate duty of care towards 
the patient through his or her lifetime. The access control list will ideally also include those persons who have 
rights to access the data for reasons other than a duty of care (such as health service management, 
epidemiology and public health, consented research) but exclude any information that they do not need to see 
or which the patient feels is too personal for them to access. On the opposite side, the labelling by patients or 
their representatives of information as personal or private should ideally not hamper those who legitimately 
need to see the information in an emergency, nor accidentally result in genuine health care providers having 
such a filtered perspective that they are misled into managing the patient inappropriately. Patients' views on 
the inherent sensitivity of entries in their health record may evolve over time, as their personal health anxieties 
alter or as societal attitudes to health problems change. Patients might wish to offer some heterogeneous 
levels of access to family, friends, carers and members of their community. Families may wish to provide a 
means by which they are able to access parts of each other’s records (but not necessarily to equal extents) in 
order to monitor the progress of inherited conditions within a family tree. 

Such a set of requirements is arguably more extensive than that required of the data controllers in most other 
industry sectors. It is in practice made extremely complex by: 

• numbers of health record entries made on a patient during the course of modern health care; 

• numbers of health care personnel, often rotating through posts, who might potentially come into 
contact with a patient at any one time; 

• numbers of organizations with which a patient might come into contact during his lifetime; 

• difficulty (for a patient or for anyone else) of classifying in a standardized way how sensitive a record 
entry might be; 

• difficulty of determining how important a single health record entry might be to the future care of a 
patient, and to which classes of user; 
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• logically indelible nature of the EHR and the need for revisions to access permissions to be rigorously 
managed in the same way as revisions to the EHR entries themselves; 

• need to determine appropriate access very rapidly, in real time, and potentially in a distributed 
computing environment; 

• high level of concern expressed by a growing minority of patients to have their consent for disclosure 
recorded and respected; 

• low level of concern the majority of patients have about these requirements, which has historically 
limited the priority and investment committed to tackling this aspect of EHR communications. 

To support interoperable EHRs, and seamless communication of EHR data between health care providers, 
the negotiation required to determine if a given requester for EHR data should be permitted to receive the data 
needs to be capable of automation. If this were not possible, the delays and workload of managing human 
decisions for all or most record communications would obviate any value in striving for data interoperability. 

The main principles of the approach to standards development in the area of EHR communications access 
control are to match the characteristics and parameters of a request to the EHR provider’s policies, and to any 
access control or consent declarations within the specified EHR, to maintain appropriate evidence of the 
disclosure, and to make this capable of automated processing. 

In practice, efforts are in progress to develop international standards for defining access control and privilege 
management systems that would be capable of computer-to-computer negotiation. However, this kind of work 
is predicated upon health services agreeing a mutually consistent framework for defining the privileges they 
wish to assign to staff, and the spectrum of sensitivity they offer for patients to define within their EHRs. 

This requires consistency in the way the relevant information is expressed, to make this sensibly scalable at 
definition-time (when new EHR entries are being added), at run-time (when a whole EHR is being retrieved or 
queried), and durable over a patient’s lifetime. It is also important to recognize that, for the foreseeable future, 
diversity will continue to exist across Europe on the specific approaches to securing EHR communications, 
including differing legislation, and that a highly prescriptive approach to standardization is not presently 
possible. 

This European standard therefore does not prescribe the access rules themselves (i.e. it does not specify who 
should have access to what and by means of which security mechanisms); these need to be determined by 
user communities, national guidelines and legislation. However it does define a basic framework that can be 
used as a minimum specification of EHR access policy, and a richer generic representation for the 
communication of more fine-grained detailed policy information. This framework complements the overall 
architecture defined in Part 1 of this multipart standard, and defines specific information structures that are to 
be communicated as part of an EHR_EXTRACT defined in Part 1. 

NOTE  Some of the kinds of agreement necessary for the security of EHR communication are inevitably outside the 
scope of this standard. The complete protection of EHR communication requires attention to a large number of issues, 

many of which are not specific to health information. CEN/TC 251/WG III has been developing a series of standards 
related to health care security services and management, which should be applied when building EHR systems. Much of 

this work is now being done in co-operation between CEN and ISO/TC 215/WG 4 Health informatics/Security. There are a 
number of ongoing work items that have not been published at the time of writing this draft version of standard but which 

should become available before this standard is published, and will prove useful for the implementers of EHR systems. 
Some of these are: 

• Joint CEN-ISO Work Item: ISO/TS 22600 Privilege Management and Access Control (PMAC), 

• ISO Work Item: ISO/TS 21298 on Functional and Structural roles. 
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Communication scenarios 

The interfaces and message models required to support EHR communication are the subject of Part 5 of this 
multipart standard. The description here is an overview of the communications process in order to show the 
interactions for which security features are needed. The diagram below illustrates the key data flows and 
scenarios that need to be considered by this standard. For each key data flow there will be an 

 

Figure 1 — Principal data flows and security-related business processes coved by this part-standard 

The EHR Requester, EHR Recipient and Audit Log Reviewer might be healthcare professionals, the patient, a 
legal representative or another party with sufficient authorization to access healthcare information. Both the 
EHR_EXTRACT and the audit log, if provided, may need to be filtered to limit the disclosure to match the 
privileges of the recipient. This aspect of access control is discussed later in this introduction. 

Request EHR data 

This interaction is not always required (for example, EHR data might be pushed from Provider to Recipient as 
in the case of a discharge summary). The request interface needs to include a sufficient profile of the 
Requester to enable the EHR Provider to be in a position to make an access decision, to populate an audit log, 
and provide the appropriate data to the intended Recipient. In some cases the EHR Requester might not be 
the same party as the EHR Recipient – for example a software agent might trigger a notification containing 

acknowledgement response, and optionally a rejection may be returned instead of the requested data.  
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EHR data to be sent to a healthcare professional. In such cases it is the EHR Recipient’s credentials that will 
principally determine the access decision to be made. 

An EHR request may need to include or reference consents for access and mandates for care, e.g. by 
providing some form of explicit consent from the patient, or a care mandate. 

The negotiation between Requester and Provider of EHR data will increasingly be automated, and the 
information included in this interaction must be sufficient to enable a fully computerised policy negotiation.  

The requirements for this interaction will be reflected in the EHR_Request interface model defined in Part 5 of 
this standard. 

Acknowledge receipt of EHR_Request  

No unique security considerations. 

Make access decision, filter EHR data 

When processing the EHR request, policies pertaining to the EHR Provider and access policies in the EHR 
itself all need to be taken into account in determining what data are extracted from the target EHR. This part 
standard cannot dictate the overall set of policies that might influence the EHR Provider, potentially deriving 
from national, regional, organisation-specific, professional and other legislation. 

This part standard however does define an overall framework for representing in an interoperable way the 
access policies that might relate to any particular EHR, authored by the patient or representatives. These 
might not be stored in the physical EHR system in this way; they might instead, for example, be integrated 
within a policy server linked to the EHR server. 

This access decision is discussed in more detail in clause 6 of this part standard. 

Deny EHR_EXTRACT  

If the access decision is to decline, a coarse-grained set of reasons needs to be defined in order to frame a 
suitable set of responses from the EHR Provider. However, it is important that the denial and any reason 
given does not imply to the recipient that the requested EHR data does exist – even the disclosure of its 
existence could itself be damaging to a patient. 

No unique security considerations – the interface model will be defined in Part 5 of this standard. 

Provide EHR_EXTRACT  

It must be noted that the EHR Recipient need not be the same as an EHR Requester, and indeed the 
provision of an EHR need not have been triggered by a request. It might instead have been initiated by the 
provider as part of shared care pathway or to add new data to an existing EHR. 

The EHR_EXTRACT is required to conform to the Reference Model defined in Part 1 of this standard, and to 
the interface model defined in Part 5. 

The EHR_EXTRACT must include or reference any relevant access policies, represented in conformance with 
this part standard, to govern any onward propagation of the EHR data being communicated. Policies may only 
be referenced if the EHR recipient is known to have direct access to the same information by another means. 

Acknowledge receipt of EHR_EXTRACT  

No unique security considerations. 
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Generate EHR access log entry  

This is assumed practice in any EHR system, but it is not specified as a normative interface because of the 
diverse approaches and capabilities in present-day systems. 

The internal audit systems within any EHR system are not required to be interoperable except in support of 
the interfaces below. 

Request EHR access log view  

This is now considered to be desirable practice, to enable a patient to discover who has accessed part or all of 
his/her EHR in a distributed computing environment. The scope of this interface, as defined in this standard, is 
to request a view of the audit log that informs the recipient about who has accessed what parts of a given 
EHR, and when. This interface is not intended to support situations where a full inspection of an audit log is 
required for legal purposes or for other investigations. This interface is discussed in clause 6 of this part 
standard. 

The interface model will be defined in Part 5 of this standard. 

Provide EHR access log view  

This is desirable practice, and requires an interoperable representation of such an entry (or set of entries). 
This interface is discussed in clause 6 of this part standard. 

Although a legal investigation will require that an audit log is provided in a complete and unmodified form, the 
presentation of an audit log view to a patient or to a healthcare professional might require that some entries 
are filtered out (e.g. those referring to EHR data to which the patient does not have access). 

The interface model will be defined in Part 5 of this standard. 

Deny EHR access log view 

If the request is not to be met, a coarse-grained set of reasons needs to be defined. However, it is important 
that the denial and any reason given does not imply to the recipient that the requested EHR data does exist – 
even the disclosure of its existence could itself be damaging to a patient. 

No unique security considerations – the interface model will be defined in Part 5 of this standard. 

Acknowledge receipt of EHR access log view 

No unique security considerations. 
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Requirements and technical approach 

The vision of research, industry and previous European standards on interoperable electronic health 
record communication has been to enable diverse clinical systems to exchange whole or parts of a 
patent's EHR in a standardized way that can rigorously and generically represent the data values, 
contextual organization and medico-legal provenance of the information in any originating EHR system.  
Sensitive information, such as that in EHR systems, has to be recorded, stored, processed, and 
communicated in a secure, safe, and trustworthy way. EHR communication has therefore also to meet 
security requirements such as:  

• authentication of entities (people, software, devices etc.) that might legitimately require or provide 
EHR data; 

• authorization, privilege and access control management; 

• integrity of the EHR information that is stored, processed, and communicated; 

• security classification of EHR information; 

• definition, negotiation, and bridging of policies between the entities requiring and providing EHR 
data; 

• auditability and traceability of information accessed, processed, and communicated; 

• overall safety and quality procedures. 

 
The European R&D background work in these fields includes projects such as SEISMED, TrustHealth 
and HARP. 

Most healthcare organization information systems already have security systems and services in place to 
protect a wide range of health related data flows, of which EHR communications is only one example. 
Furthermore, the field of health informatics security is actively developing generic approaches to 
specifying, implementing, profiling and evaluating ever-enhanced security services. Many of the 
requirements that pertain to EHR communications are therefore also applicable to healthcare 
communications in general. 

Generic healthcare security requirements 

The most widely accepted requirements for an overall security approach in domains handling sensitive 
and personal data are published in ISO/IEC 17799. This specifies the kinds of measures that should be 
taken to protect assets such as EHR data, and ways in which such data might safely be communicated as 
part of a distributed computing environment. A health specific guide to this general standard has been 
developed by ISO in co-operation with CEN (ISO/DIS 27799) Health informatics – Security management 
in health using ISO/IEC 17799. This will facilitate the formulation of common security polices across 
healthcare, and should help promote the adoption of interoperable security components and services.  

For EHR communication across borders also to countries outside the European Union, guidance and 
security policy specifications are found in EN 14484 (Health informatics - International transfer of personal 
health data covered by the EU data protection directive - High level security policy) and EN 14485 (Health 
informatics - Guidance for handling personal health data in international applications in the context of the 
EU data protection directive). ISO 22857 provides similar information when an EU country is not involved. 

The exact security requirements that must be met to permit any particular EHR communication instance 
will be governed by a number of national and local policies at both the sending and receiving sites, and at 
any intermediate links in the communications chain. Many of these policies will apply to healthcare 
communications in general, and will vary between countries and clinical settings in ways that cannot and 
should not be directed by this standard.  

For example, any access to EHR data will require that the requesting party is appropriately authenticated, 
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that he, she or it is authorized to make the request and that, if met, the nominated recipient of EHR data 
(who might not always be the requester) is authorized to receive it. All communications must take place 
over protected networks, and an audit log must be kept of all EHR data flows. The infrastructure to 
provide for these security services will be generic to many secure domains, not just for health care, and 
this standard assumes that these services will be in place and used for every EHR communication.  

The approach taken in drafting this part standard has therefore been to assume that generic security 
policies, components and services will contribute to a negotiation phase (the access decision) prior to 
sanctioning the communication of an EHR Extract, and will protect the actual EHR data flows. 

This standard therefore assumes that an overall security policy or set of policies conforming to ISO/IEC 
17799 is in place at all of the sites participating in an EHR communication, and also that these policies 
conform to national or trans-border data protection legislation satisfying the provisions of EU Directive 
94/95. Additional polices may be required to conform to specific national, local, professional or 
organization regulations applicable to the communication or use of EHR data. Defining such policies is 
beyond the scope of this standard. 
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Generic healthcare access control architecture 

Legitimate access to EHR data will be determined by a wide range of policies, some of which might exist 
as documents, some will be encoded within applications, and some within formal authorization system 
components. It is recognized that vendors and organizations differ in how they have implemented access 
control policies and services, and the extent to which these are presently computerized. 

The ISO Privilege Management and Access Control (PMAC) standard, ISO/TS 22600, being developed in 
WG 4 of ISO TC/215, defines a generic logical model for the representation of the privileges of principals 
(entities), of access control policies that pertain to potential target objects, and of the negotiation process 
that is required to arrive at an access decision. The standard specifies a generic approach to tasks such 
as the assignment of roles to entities and the passing of roles between entities. 

Figure 2 depicts the key concepts of Role Based Access Control, as defined by PMAC.  

Figure 2 — Main concepts and policy types defined in Role Based Access Control 

Principals (persons, agents etc) are mapped to one or more Functional Roles, which will be influenced by 
the Structural Roles that they are permitted to hold. For example, a person who is medically qualified and 
a specialist in child health may hold one or more Structural Roles (such as Consultant Paediatrician at a 
hospital, Head of Child Screening for the region). Those Structural Roles may permit him at times to act 
with the Functional Role of Personal Clinician to a patient. The Functional Role might be persistent, or 
limited to a single user session. Functional Roles are mapped to permissions to perform particular 
operations (such as writing new entries in an EHR) and to particular objects (e.g. the EHR data which that 
role-holder is permitted to view). 

For the purposes of this standard, the Target_Component class shown in Figure 2 is the EHR data held 
by the EHR Provider. The Target_Policy class contains information that defines rules to permit or deny 
access to part or all of the EHR. If an EHR_EXTRACT is created and communicated with these EHR data, 
the pertinent Target_Policies need also to be communicated to the EHR Recipient. This requires an 
interoperable representation of a Target_Policy that can be included within an EHR_EXTRACT. 

Because individual vendors and organizations may differ in their engineering and technology 
implementations to achieve this infrastructure, the PMAC standard defines these processes and models 
at the information and computational viewpoint levels. Its specifications are therefore open, platform-
independent, portable, and scalable to support a wide range of clinical settings and use in different 
countries where national and professional regulations may be different.  

This part-standard assumes that the PMAC approach is logically applied to govern access decisions in 
response to an EHR request. However, it is not in its scope to define the actual policy models, attributes 
or attribute values that are needed to represent individual policy instances, or the way in which the PMAC 
logical approach is technically implemented in any organization or region. 
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The PMAC standard is expected to define a generic (interoperable) policy model for Target Policies, but 
that part of the standard is not expected to be published until 2006 to 2007. This part standard for EHR 
Communications security therefore includes an informative model that may be used until that part of the 
PMAC standard is published and widely adopted.  

As a complement to that emerging standard, a new Work Item within ISO proposes to define sets of 
Structural Roles and Functional Roles that can be used internationally to support policy negotiation and 
policy bridging (e.g. during the negotiation phase of an access decision). This standard recognizes that 
these and other standardized vocabularies will increasingly support rich interoperability of access policies, 
but cannot at this stage mandate the use of any particular controlled vocabulary since none exists in a 
standardized form. 

Security requirements specific to EHR Communications 

A large number of EHR-specific medico-legal and ethical requirements are expressed within ISO/TS 
18308, although compliance with these is primarily met through specific classes and attributes of the EHR 
Reference Model (published in Part 1 of this standard). The following table lists those requirements that 
apply most specifically to this part standard. 

Table 1 — List of requirements published in ISO/TS 18308 that relate to the security of EHR communications 

COC1.2 EHRA shall support consumers’ right of access to all EHR information subject to 
jurisdictional constraints. 

COC1.3 EHRA shall support consumers being able to incorporate self-care information, their 
point of view on personal healthcare issues, levels of satisfaction, expectations and 
comments they wish to record in EHRs. 

COM2.4 EHRA shall provide an audit trail of exchange processes, including authentication, to 
enable identification of points of EHR extract transmittal and receipt. This needs to 
account for merging processes.  

PRS1.2 EHRA shall support the labelling of the whole and/or sections of the EHR as 
restricted to authorized users and/or purposes. This should include restrictions at the 
level of reading, writing, amendment, verification, and transmission/disclosure of 
data and records. 

PRS1.3 EHRA shall support privacy and confidentiality restrictions at the level of both data 
sets and discrete data attributes. 

PRS2.2 EHRA shall support obtaining, recording and tracking the status of informed consent 
to access the whole and/or sections of the EHR, for defined purposes. 

PRS2.4 EHRA shall support recording of the time frames attached to each consent. 

PRS3.1 The EHRA shall support measures to define, attach, modify and remove access 
rights to the whole and/or sections of the EHR. 

PRS3.3 EHRA shall support measures to enable and restrict access to the whole and/or 
sections of the EHR in accordance with prevailing consent and access rules. 

PRS3.4 EHRA shall support measures to separately control authorities to add to and/or 
modify the EHR from authorities to access the EHR. 

PRS5.1 EHRA shall support recording of an audit trail of access to and modifications of data 
within the whole or sections of the EHR. 

PRS5.2 EHRA shall support recording of the nature of each access and/or modification. 

STR2.10 EHRA shall allow for comprehensive information storage and retrieval regarding 
patient care. The EHRA shall at a minimum allow for the recording of all structured 
and unstructured data on: 
 - [others]  
 - Disclosures and consent 

 

Generic EHR Access Policy model 

In addressing these requirements within this standard, it is recognized that most clinical and EHR systems 
deployed today incorporate relatively simple access control measures, usually to support needs within a single 
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