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1. BEEEBRE A Y54 v CELEBRADHES (2008 4E vs 2017 4F)

Percentage of adults who sought health-related information online, 2008 and 2017
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Source: OECD (2020), "ICT Access and Usage by Households and Individuals",
OECD Telecommunications and Internet Statistics (database accessed on 02 April 2020).
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Investment in software, databases and ICT services by the health sector

VI F T 2T BIVTF— 2 _R—2~0HE JEETE GFCF ic 5» 2E4) . FRAICT +— v 2 0lEA (4

FEEIC D 5 EIA),

60 3

5 Software & databases % GFCF 28 ICT services % output

40 2 r

30 + 15

20 r 1+

10 05

0 2 O \\ N 2 & W) &

&é?' e%‘é (& &5 & é‘ﬁ&%\‘\ﬁ@@ ,2‘@\ & && & \9’\&\@0 & '(&Q&%.“p&<ﬁ§@ s@
& & & & P E @ & &P & & P& P
AR AR ESCA S R S
,535{. & (@s .@0 Q& \Sg& Q@ .'é{o .5‘5;6 Q‘Q

@@ QX v @@Q X

Note: Gross fixed capital formation (GFCF) is a measure of spending on fixed assets. Countries covered: Australia, Austria,
Denmark, Finland, France, Italy, Japan, the Netherlands, Norway, Sweden, the United Kingdom, and the United States.
Source: Calvino, F., et al. (2018), "A taxonomy of digital intensive sectors", OECD Science, Technology and Industry Working
Papers, No. 2018/14, OECD Publishing, Paris.
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S O |[REEBsIUTY 2RI | O O
WE - ~AXT A4 THA
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Ministry of Digital
Development,
Communications and Mass
Media

AaR=T O |HEZx~R#@AEWEM O O NRAETEY )
National Institute
of Public Health
(NTJZ)

El& LU L~ o gk | O O | gl L SR D eHealth 4 =+ 7 F 7 0 #if#
D B & # BY Multiple
agencies involved at
national and regional levels
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#£3. UHCH¥—€vRA Ly Y - 4 vFv 2R (UHCI)

L BFRE- ) e L5747~V
Reproductive, maternal, newborn and child health = (D - @ -® - @) 1/4
O fEETHE  Family planning
@JEEM 7 7 Antenatal care, 4+ visits
Q/NREFPi#EfE  Child immunization
@/NR DB Care seeking suspected pneumonia

I BRYPSEa v ba—n

Infectious disease control= (5 ® - @D - ®) 1/4

B fELiBEE  TB effective treatment

(6 HIV i##E  HIV treatment
(@D~ Z Y 7 FFi Insecticide-treated nets for malaria prevention
@7k & &4 At least basic sanitation

IIL. FERRGMEIR

Noncommunicable disease = (9 - @ - @D) 1/3
OLIME REEDFELF  Normal blood pressure
OBEPRIF OEHE  Mean fasting plasma glucose
D& ~a oHH]  Tobacco non-smoking

IV. ERER B

Service capacity and access = (@ - @ - @) 1/3
QR EEE  Hospital bed per 10000 population
O A Z L Health worker density
iR fERERTE  THR core capacity index

UHC service coverage index = (I - I - IIT - IV)1/4

(x(D=Z Y 7F¥iconwTlE, =T Y 7TEEETIZRIN)
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WHO Tlix UHC ZLATFD L HICEFRKL TV
Uc), or
(UHC), is

defined as ensuring that all people can

5o “Universal coverage

universal health coverage

use the promotive, preventive, curative,
rehabilitative and palliative health

services they need, of sufficient

quality to be effective, while also

ensuring that the use of these services
does not expose the user to financial
Z L T, “QUALITY AS A
FUNDAMENTAL FEATURE OF UNIVERSAL HEALTH
COVERAGE” (K) & LTwa, Alh, it
SHDERD
B (BELE

hardship.”

Delivering quality
health services
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F72 <, FEAERZDEN - RfE—E
APMREIND AT LOBETH L Z &

wBEETLHE, BELEOREMD Z &
X, EREE K OESEROERR Y AT L -
IR DRI O R 2 0 2 Skt & 72 D
= 2T ARG EEFZECIX, FEIC OBCD JnE
[ECh 5 EHEEE X ZIT, UHC O MHEFR
ThOHEROY - BEZEOM EICET S
ICT (2B 2 B AT DWW THEHRINEE 217
5o ZHUTX ST, UHC 1T%f L CHEEEEED
B ICT A 6z L, (R BARSEEE
D UHC FER D 7= & 0 Foh7e 1CT iR
WCETHZEEANET D,

B. BTk

OECD 23 FMe ¥ D EFROE - BEZRIET
% HCQO ( Healthcare
Outcomes) =iE~DOHNRL 0ECD &t H
BREVREROE - BELZRIIETLHERT
b HmEY vLrY THMES LK
I1SQua (International Society for Quality
in Health Care) 7z E¥~DO&IMNT L - T,
THEHINE 2T o 72,

ZE R

® (OECD Healthcare Quality and Outcom

Quality and

€S
https://www. oecd. org/health/healt
h—-care—quality—and—
outcomes. htmhttps://www. oecd. org/
health/health-care—quality-and-
outcomes. htm
® Health at a Glance 2023
https://www. oecd. org/health/health-at—
a—glance/
® the International Society for Qual
ity in Health Care (ISQua)

https://isqua. org/

C. HratfmR IIREREZZ2R)
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1= 72 Health System Performance Assessment Framework

(HSPA7 L — A7
‘fo_l

population health

V'

Healthcare services and public

EFFICIENCY
EQUITY

People’s

needs and
preferences

N\

navisusiana | P QR
‘ Social and demographic

T TR

Health system resources, characteristics and policies

Copmatre nery 1 woiose

[ Data and digital ] Technologies and phamacevicals

Governance Knowledge and innovation

— 77 20244EHK)
h++

Health system context

Economic and commercial

A

health interventions

ALITIGVNIVLSNS
JONIINIS3A

L 2 ZA |

https://www.oecdilibrary.org/sociakissues-migration-health/rethinking-health-system-performance-assessment_107182c8-en

UHC [Z&T 5 ICT O%E|#EE S5 LT
BELRDLUTOBEREIGLNT
® LHE S7=H7-720ECD Health System
Performance Assessment Framework
(HSPAZ L — LU —7 20244FEhR) (X
Z )
-REENT7L—AU—27 %, UHC 128
THEEY AT LORED -0 DEEH
BV a VERET DO ORI A R
ELCHERET D, ZAUT HSPA 7 L— AU
— 7 ® 2015 FBETR. Az Fl& L7fk
@ AT LT L —LU—r LYYz
ARevayl P AINTL—LET—T
&', OECD OIRMEICBIT HIEE OFEEH & 72 5
BFO7 L— AU —7 2 L LT 5,
H7-72 HSPA 7 L— LU —271%, A& &A%
AT LOHLITEE, Bz fjiEs A
TLAOEEALE (B L BRE DM D

AR 2 ~

Free nlhEME 72 &) AN, 72 DR
VAT LOWIE - M (R & NP
Bt & N2 Wik, Bt rlRetE L LYY
TUADNT AR E) O A BN L
fEH) N L— R4 7 % X 0 B LT
5o Flo, BRES AT LADOT U NI AE,
AN L ~L R L~V O T THEE S,
REES 2T L OTEE), BUR, MARER O
BRI G 2 2 B EZ T, L. AB#
R, RRER. BRENRE R EASE
FHORERETZ T T <, EN b &2 1 DR
VAT NI BES 2, $EEBEZITC
Wb, LTENR->T, INb6NT7b—LAT—
7 DIEFERER LTS, A& OFEFEIZK
TH=— XL, 7L —LATU—27 DO
BaRTboTHY, RIE AT LD
Th 5 LRI, MOBORBELZZERT S
THDOERETHLELZEZLNLTWND, R
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s A7 ML, BOBWREER S —E R
ENBIFENAANDT 7 X242 % 2
EERERE LTS, ZhIZiE, AR
7. BT T AU BNV RIET TR
<, TRIORREERHEZ & fREES AT AT
FUT LT RTOEHREFEND, RES
N7 L—LTU—7 TiL, REV AT LD
N7 =< AT 4 o0 TR )
A, TR, — I TIRERME & AF
PE. 5 CIEFE R REME L RIS (LY
TUR) ICHEEEABE L TS, e
AT LOEPREFEEIX, REV AT LD
R | BR, TRbLREE AT A
HEEET B DIC B2 A Ty MR L
Tn5,

MO E-DT —~Th D ICT 5T
TR ETFTENE, ZDOHT7e HSPA 7
L—AU—7 (20244F) Tk, EREVRAT
Lo TR | BEEO—DTHY | EFET

—ZDAT7T kX2 VT EHED
N=F2,

® OFECD Digital health readiness (5
DAL Z DY) (20234F)

- T UV ADOYERIE S X, B, H
itk ARBEOT U M AESHETD
eI, i, 7—4 . BN &2 RAITE
AT DEWHRY AT LORES) OGN 72 RE
Th D, HTHERME, 7 — % B, Bl
Hefigtk, ANMERYEfED 4 SO RO
EORR A REL TV D,
INHDASDEFZLHREG LT, ICT 12X
DR EM®E BR/ANRICIMZ 2R 6| @Y ¥
N bR kT 5 (BlD UHC ZH#EdET %)
ToOlz, HEET 2 L 91T ICT ZEkEHT 2%
ERDDH, LT entr, ieshi
fEEET — %, = L CEHETE 2 HINA—#E

Integrated Digital Health Ecosystem
BESNETOAN - ALR - TIAVRTLA

Human factors AMER

Robust technology

RGBT

Source: Sutherland, E., “Policy checklist for integrated digital health ecosystems”.
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Recommendation on health data governance

Dimensions of digital
readiness

Engagement and participation of stakeholders in the development of a national health data governance framework

Co-ordination within government and co-operation among organisations processing personal health data to encourage common
data-related policies and standards

Reviews of the capacity of public sector health data systems to serve and protect public interests

Clear provision of information to individuals about the processing of their personal health data including notification of any significant
data breach or misuse

The processing of personal health data by informed consent and appropriate alternatives

The implementation of review and approval procedures to process personal health data for research and other health-related public
interest purposes

Transparency through public information about the purposes for processing of personal health data and approval criteria

Maximise the development and use of technology for data processing and data protection

Mechanisms to monitor and evaluate the impact of the national health data governance framework;, including health data availability,
policies, and practices to manage privacy, protection of personal health data and digital security risks

Training and skills development of personal health data processors

Implementation of controls and safeguards within organisations processing personal health data including technological, physical,
and organisational measures designed to protect privacy and security

Requiring that organisations processing personal health data demonstrate that they meet the expectations set out in the national
health data governance framework

Human factors
Human factors

Human factors
Technology

Data
Data

Human factors
Technology
Human factors

Human factors
Data
Technology
Human factors

Source: OECD (2016yg), Recommendation of the Council on Health Data Govemance, https:/legalinstruments.oecd.org/en/instruments/OECD-LEGAL-0433.

R, MAESNT=T VXL« ~JLA -
T aVRAT A (“ /,m) ﬁ)ﬁ/ﬁkéhé

® OECD Recommendation on Health Data
Governance (™LA « F—H « HN
FUREE)  (20164F) (KRB
- 2017 4, OECD MNEAEIZX, EDO~LA -
T K e FNF R DPEE ZC@V#%H%L
®12@%ﬁ%$\ﬁﬁ S O E
%?5%ﬁ®?%%ﬁ%?éTﬁ

VA« =B NG R D EN )
AR LT, BB, ZoBEET U
NIV AZBET 5 K0 IREER R A B 3 —
LTREY, TOETHRT VLI - ~JL A%
IS EwET 2, LTORIT, BIEDEDH
BYINT DB« ~ L RYE( D E OIS
MENLENE~ v EL T LD TH DN,
ETORENREKEINTT VX)L« ~IL AT
VETH D,

TORI X1 TADIRIIRD AR

Recommendation on digital o Dimensions of digital
P Description 5
security risk management readiness

Digital security culture: All stakeholders should create a culture of digital security based on an understanding of Technology

awareness, skills, and digital security risk and how to manage it

empowerment

Responsibility and liability All stakeholders should take responsibility for the management of digital security risk based ~ Technology
on their roles, the context, and their ability to act

Human rights and fundamental All stakeholders should manage digital security risk in a transparent manner and Technology

values consistently with human rights and fundamental values

Co-operation All stakeholders should co-operate, including across borders Technology

Strategy and governance Leaders and decision makers should ensure that digital security risk is integrated in their Technology
overall risk management strategy and managed as a strategic risk requiring operational
measures

Risk assessment and treatment Leaders and decision makers should ensure that digital security risk is treated based on Technology
continuous risk assessment

Security measures Leaders and decision makers should ensure that security measures are appropriate to and Technology
commensurate with the risk

Resilience, preparedness and Leaders and decision makers should ensure that a preparedness and continuity plan based = Technology

continuity on digital security risk assessment is adopted, implemented, and tested, to ensure resilience

Innovation Leaders and decision makers should ensure that innovation is considered Technology

Source: OECD (2022;11)), Recommendation of the Council on Digital Security Risk Management, https://legalinstruments.oecd.org/en/instruments/OECD-LEGAL-

0479,
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® Digital Security Risk Management
(TVEN X2V T A DI RT~
XA L) (EBR)

- 2022 4F, OECD sf[IX7 Y H v - EF o

U7 1« VAZERIZET 2852 KR L

7zo OJRHIZE S, OECD MEAEICR L

TIOEN XY T g - URITEROT

TUHN X2 T g URT T RTA
>~ FOJFERNIE, OECD D~V A « F—H « H
NF 2T 2BECERL, Zhal
SETHHDTH D,

® Governance of Digital Identity (&
VAN TAT T AT A DIINT

DOEBT 7 u—F 2T 5 L 58E L 2) (FBWR)

TW5, ZHbiE, A A=K Th4 - 202346 H, OECD (X [TV &L -

HY AT & miﬂz%ﬁiﬁmwﬁé\@ TAT VT AT 4 DHNF AT
L FEIMET 2 DICEIO LD TH D, THEE] ZRINLTZ, Z0EIEIT,

MAERLTEETELTVZ 0 -

FTORILIDDAHINF R

Recommendation on digital identity

Description

Dimensions of digital
readiness

User-centred and inclusive digital identity
systems

Strengthening the governance of digital
identity

Cross-border use of digital identity

Designing and implementing digital identity systems that are effective, usable, and

responsive to the needs of users and service providers, while prioritising inclusion,

reducing barriers to access, and preserving non-digital ways to prove identity
Defining roles and responsibilities and align legal and regulatory frameworks
across the digital identity ecosystem(s). Protecting privacy and prioritising security
to ensure trust in digital identity systems

Co-operating internationally to establish the basis for trust in other jurisdictions’
digital identity systems and issued identities. Understanding needs of users and
service providers in different cross-border scenarios

Data

Data

Data

Source: OECD (2023;12;), Recommendation of the Council on the Governance of Digital Identity,

0491,

https://legalinstruments.oecd.org/en/instruments/OECD-LEGAL-

ZE {5 1% (readiness) B 181E D S EE

Dimension of
digital health readiness

Indicator or proxy presented in this chapter

Leading countries

Dataset availability, maturity, and use score (OECD)
Patient access to their own health data (OECD)
Global Al Index (third party)

Dataset governance score (OECD)

Digital Government Index (OECD)
Interoperability standard adoption (OECD)

Analytic readiness

Data readiness

Internet connectivity for individuals (OECD)
Digital security (OECD)

Technology readiness

Certification of vendors (OECD)

Strategic governance
Literacy, capacity, and capability

Human factor readiness

Public, provider, and stakeholder involvement

Denmark, Korea, Sweden, Finland, Latvia

Denmark, Italy, Lithuania, Luxembourg, Sweden, Tirkiye
United States, the United Kingdom, Canada, Korea, Israel
Denmark, Finland, France, United States, United Kingdom
Norway, United Kingdom, Colombia, Denmark, Japan
Australia, Belgium, Finland, Korea, Netherlands, Norway,
Sweden

Japan, Estonia, Finland, Denmark, Netherlands

Australia, Canada, Czech Republic, France, Germany, Ireland,
Israel, Korea, Netherlands, Norway, United Kingdom,

United States

Belgium, Denmark, Finland, Hungary, Japan, Korea, Portugal,
Slovenia, Switzerland, Turkiye, United States

35 countries have a digital health-related strategy
Netherlands, Finland, Ireland, Denmark, Sweden

Estonia, Korea, Latvia, France, Lithuania

Note: Items in bold are non-health specific. Leading countries identified in the respective analyses presented earlier in the chapter, listed by ranking or alphabetical

when in a top category.
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TATT 474 (FTVHELID, K
NWER) OENT 7o —F 238 +
HltmABKWELTWS, TUX
Ve TAT T 4T 4 IZET L8
L, ~IVR e T —HF TR F U R(T
BH99-% OECD & LA MRH D, =
NEMETL2HL0TH D,

® EfFME (readiness) FIEIEED JEiEE
(RZSH)
- TRTOFFEITRBNT, Tr~v—7 2%k
HEEE L TROBEBEICHEGL (12 52 7
fFIEET), 747 K, #E, Ay =z—
Ty BAR, KE, 7 U FRENICHL,
OECD MNERE D 95% LA B3, /e & H 1D
DAT AY =T TEFIEFRIEO SR o
A ZR7E LT DE (AF T axfr<
TRTCOE), 2O L, OECD &R TZ
DZENEELBIRRETHY . ERNA
bNHZ EERLTVD,
JERREEET, 12 $FaEEd 10 FREE (Fe—n
VAL LT VE L X2 T 4 R
<FRTC) T TEFHHEREOER] AY
L. X TOME CHAZFEL TWND,
THUE, ERRE & ISR T A EAT S
Hi g [ AT O REFEME L o Tk ST B,
TIUHN e VAL, TR, BRES IR
fREEF Y — © R IRHE I D BB R B L R
HEZEZLILTNWS,

® [E Y UL ThME S 71SQua THIT
SNTZICTREE D EREFEL (patient h
arm)

— Diagnostic ultrasound: Due to input

of incorrect settings, signals

indicating mitral valve insufficiency

were not observed on cardiac

ultrasound Doppler delaying diagnosis
The patient later died

— Mammography: Incorrectly entered
data resulted in a patient requiring
biopsy markers to be

surgically removed after they were
placed in the incorrect location.

- Radiotherapy planning: Due to data
input errors by users, some patients
were overdosed and some had radiation
delivered to the wrong location.

- Insulin dosing: A patient suffered
hypoglycemia when given insulin
without the carbohydrates recommended
by insulin dosing software.

— Consumer ECG: Consumers reported
their over—the—counter ECG devices
indicated a 'normal sinus rhythm’
while they experienced a heart attack,
a condition the device was neither
indicated nor capable of detecting.
Some delayed seeking medical care

based on the device result

® Co-production ladder (B3 24
1) EEEY UL CRE S 72 1SQua
THIIT ST - I L B3 %
ot A,

-UToREERT, B - FIHE L DX

AR K IR/ S S (V)

coercing>educating>informing>consultin

g>egaging>co—designing>co—producing
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Coproduction

The co-production ladder

1 ]

DOING WITH

[ ]
__ENGAGING _

CONSULTING

EDUCATING
COERCING

D. B
OECD JNEE [E 2 Fin i BE S dujc~ LA -
VAT KAl DA, ICT A A,
BORSLZRA . MIERMGRE . koM T
DEFE, B, HBOHEM AR5 2 &
2R, EHEM R A RET S, e
DHIRBT | ARFFREIZ BN THERE L
2%, ZOMHHATAHED UHC IZH DD
ANIVA e VAT BEFHIT DRSS, T
— X, BURSHT. FIEk DA D= D
R0 THD, —F T, I
FE L OB OREES 2T 2« N7
— < VARl OFHLAIZEL > TR D H D
TR, EBRRRFv—F 7 L4
HEEBEAREICT 2O THL E ST
Do

ICT 2 F TV H )« ~JLADT AL A
F AT, FTUHI - ~JL AN UHC OHEREC
BT DRI R 2 ETHE L
%, OECD ORI HEMFIEDBIEIEIC L D & |
AARDOEBHAAIZIBNTHEEL T D &S
TWHMHEBIZL T TH - =

DOING FOR

DOING TO

: Data

readiness M Digital Government Index.

Technology readiness @  Internet

connectivity for individuals &
Certification of vendors, Human factor
readiness @ Strategic governance T Y
IS DOBHRLAZOWTIE, KV FE L
GEYURE

— 7 THARDMUO SR & b L THGE A
BDENTODHLTOSEIZONTE, &
FTFE 2 S est AME L Lo, s s
LCTE HITHV b CIRR R 2 a3 2
ZLbirrESn D (BEER) - ERSE
CBILT =4ty b~DT 7 REREY
7 HERE. BENBH O HER ICLRICT 7
ATE DA, HELES D TN A E
FEffATERT — 4 & b, HLT-FHIR
( Fast Interoperability
Resource) & SMART fHAJEMM:, 72 &,
ICT Z2iEH L CTF o2 nfbz it L, UHC
DD TDIZIE, S 5 EROE N
kS, LETHLILBBETH D,
WHO PE K s 5 =) (WPRO) Tk, UHC
 FZ B 3 B 7= ¥ @ Health System
Attributes & LT, £9 Quality Z4F T
[AZSINCINEE 98

healthcare

UHC Attributes by WHO/WPRO

Health System

) Action domains for UHC
Attributes

1.1 Regulations and regulatory environment

1.2 Effective, responsive individual and population-based
services

1.3 Individual, family and community engagement

2.1 System design to meet population needs

EFFICIENCY 2.2 Incentives for appropriate provision and use of services

2.3 Managerial efficiency and effectiveness

3.1 Financial protection

EQuITY 3.2 Service coverage and access

3.3 Non-discrimination

4.1 Government leadership and rule of law for health

ACCOUNTABILITY | 4.2 Partnerships for public policy

4.3 Transparency, monitoring and evaluation (M&E)

iy | 5:1 Public health preparedness

AND RESILIENCE | 5-2 Community capacity

5.3 Health system adaptability and sustainability

E BRI 7R =R DY -
= T o 5 ISQua

BELGEEHwmT DF
B W T H ., AL
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(Artificial Intelligence) Z&desr o
B NMAGIZ O W TEAICE R BRI ST
Wiz, £ LT, EROEZ & D 5 ARtk
bo—hHT, BELEDY AT k@md, &
BRICAR 2 2R i3 A LT D 2 & bR
Shic, TV MIE, EROE OB
EMND, EADORERVEDLZ LaBET
REThH D,
FLEROE LM TS LT, BF -
A& PLOBEE & LA 25, JRE S 4T
%o OECD DETIZIR~IV AL AT LDINT 5
—~ U AT A A BN T, H
Tl e L CES T O TWD, £ L
T, BRMZ2E ML LT, B - iR
&L BIThR2 g E), BORIZHG A, Jkic
AlY L1F 2 2 &3 ISQua &1 Lo, kR~ 72
70— VIRETRIE STV D,
LinLen s, AARZETEERICEN
THORBALRELENRT D2 LIRS TiE
WV, D7 a— LI RE R (EE
H4) ORFFAADO—> L LT, HRSED
TREEREL N0 & 725 T, WHO 722 & D[EBE
HEBI & B/ L. Annual Global
Ministerial Summit on Patient Safety]
DMEIEEBEE S LTV D, 2016 4F
WZideyr R (A% R), 2017 FFTiER
v (FA4Y), ZLT2018FITITAARNE
fEE & LT T35 3 IR pRk i R E 224
Ty b ERAEUTRRMKE L
(https://www. mhlw. go. jp/psgms2018/)
ELOY I v ML 2024 4F 4 AIZF U 0
YFT ATHES NI, DT —< D
— DL LT, NIV ITRALBEY BiF D
L T35 : [Expert Dialogue:
Information Technologies, Artificial
Intelligence and Patient Safety:

opportunities, threats, and

challenges. |. & L CH&A « Kk & O H
HLEELRT—~vDO—2E LT, BV EiFh
U7z : [Round Table: How do we involve
patients in the safety of care?]
(https://psschile. minsal. c1/?1lang=en
)
F 72, % 74 18] World Health
Assembly (2021 /5 B) 2R\ T,
Global action on patient safety 23ERIR
S, 2021 D 2030 EE TIZ, BAK
OME AT 2 5 T4 7C 0 WHO IR ] A3 HL

g GLOBAL PATIENT SAFETY ACTION PLAN 2021-2030 2
Towards eliminating avoidable
harm in health care

A e () Yttt
FTe R EJEB DR S AL
(https://www. who. int/publications/i
/item/9789240032705)
- Vision

A world in which no one is harmed
in health care and every patient
receives safe and respectful care,
every time, everywhere

- Mission

Drive forward policies, strategies

and actions based on science
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patient experience, system design

and partnerships to eliminate all

sources of avoidable risk and harm

to patients and health workers

- Goal

Achieve the maximum possible

reduction in avoidable harm due to

unsafe health care globally

- Guiding principles

1) Engage patients and families as par
tners in Safe Care

2) Achieve results through collaborat
ive working

3) Analyze and share data to generate
learning

4) Translate evidence into actionable
and measurable Improvement

5) Base policies and action on the nat
ure of the care setting

6) Use both scientific expertise and p
atient experience to improve safety

7) Instill a safety culture in the des
ign and delivery of health care

ZIH D Guiding Principles IZBW T, &

< 1z T3.Analyze and

generate learning| D FEEIZIL, ICT O

IR, Eio, BE - FiELOW

WOV TIE, EFROICERE R EL

THIEENTND

and families as partners in Safe Care]

share data to

[1.Engage patients

o

AARDBHLAIZB N T, K FTEREOS
ELRVEDLEE LT, EEOY - B
LEDD D, BIZIE 2024 42 A 14 A»
52 H 23 BIZ, WHEnHEE OFEHS 2 — R
Y—HF—L LT, JICA L EBIZ, v —
7 EORMEE L BEERE O E 10 4 2%t

LIZLL T O MHE % 1T - 7= : HOSPITAL
QUALITY AND  SAFETY  PROGRAMMES &
INTERGRATED DATA MANAGEMENT (45 [
g 2eEEN ERORE SN T — 2 E
), ICT R E&IEH LIcEROY - &L
BADTY IR DONT, HEE L B R
ATV, BE L o0= 80 ) @R & 5
72

F 7o o> JICA WFfE (Health Policy
Development and Implementation toward
UHC) 2B\ TH (RBE: 794 A, 7+«
Ve, b, GanEy H—F, a—
NIRRT =, XTI, =T LARD
ERATECE) . WHEB DN A RO ERK 55 B
WZBITFS Al R o —r0iFERREITo0
TORLNRE RS, BRZMEITT2,
SEEOAH LT RTEFREGEO T,
UHC DEEREHRD—D>ThHERDY -
BELRE~OELBEE-> TR, £D3E
BUZHBWT S ICT Z2 &R ERIER S A
T ADEFNKOER2NZ EIFHLNTH
Do

(BFFE DR

EROYE - BEREORSEND, RoNTE
B X DERNETH LD, +HollE
HWNETE TRV AEEL H D,

E. #&#

FR O HEIC L D EBINE TIEH 275,
SeEE O BT b PTIRPFEEIZE N TS,
UHC ODEERERTHLEROY - BEL
EA~DELBAEE> TS, FLT, ER
DY - BERZEOR EICBWT, ICT 24
T URAE IR > AT L OFHIT RO 7
WA, TUX NI L DBRELED Y AT
DEmE L AREtEbfEfsnTns, ICT &
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2 Digital health at a glance

Health at a Glance 2023

\\k
) §
"/ OECD INDICATORS

OECD countrias are struggling to maximisa the value from digital health becausa technol
This plores the concapt of dig

g
ey, analytic, tachnical

The concept s
determinant of health. The chapt
f digial health

digital health costs and improve

@) OECD T

Integrated Digital Health Ecosystem
HMESHITOHL - AR - TaVRTL

Human factors AmER
Robusttechnology == HiR

Source: Sutherland, E., “Policy checklist for integrated digital health ecosystems”.
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Recommendation on health data governance Dimensions of digital
readiness
Engagement and participation of stakeholders in the development of a national health data governance framework Human factors

Co-ordination within government and co-operation among organisations processing personal health data to encourage common = Human factors
data-related policies and standards

Reviews of the capacity of public sector health data systems to serve and protect public interests Human factors
Clear provision of information to individuals about the processing of their personal health data including notification of any significant = Technology
data breach or misuse

The processing of personal health data by informed consent and appropriate alternatives Data

The implementation of review and approval procedures to process personal health data for research and other health-related public = Data

interest purposes

Transparency through public information about the purposes for processing of personal health data and approval critena Human factors
Maximise the development and use of technology for data processing and data protection Technology
Mechanisms to monitor and evaluate the impact of the national health data governance framework, including health data availability, = Human factors
policies, and practices to manage privacy, protection of personal health data and digital security risks

Training and skills development of personal health data processors Human factors
Implementation of controls and safeguards within organisations processing personal health data including technological, physical, = Data

and organisational measures designed to protect privacy and security Technology
Requiring that organisations processing personal health data demonstrate that they meet the expectations set out in the national = Human factors
health data governance framework

Source: OECD (2016g), Recommendation of the Council on Health Data Governance, https:/legalinstruments.oecd.org/enfinstruments/OECD-LEGAL-0433.

TR X)) TAD)RIIRD AR

Recommendation on digital

Description Dimensions of digital

security risk management readiness

Digital security culture: All stakeholders should create a culture of digital security based on an understanding of Technology

awareness, skills, and digital security risk and how to manage it

empowerment

Responsibility and liability All stakeholders should take responsibility for the management of digital security risk based = Technology
on their roles, the context, and their ability to act

Human rights and fundamental All stakeholders should manage digital security risk in a transparent manner and Technology

values consistently with human rights and fundamental values

Co-operation All stakeholders should co-operate, including across borders Technology

Strategy and governance Leaders and decision makers should ensure that digital security risk is integrated in their Technology
overall risk management strategy and managed as a strategic risk requiring operational
measures

Risk assessment and treatment Leaders and decision makers should ensure that digital security risk is treated based on Technology
continuous risk assessment

Security measures Leaders and decision makers should ensure that security measures are appropriate to and Technology
commensurate with the risk

Resilience, preparedness and Leaders and decision makers should ensure that a preparedness and continuity plan based = Technology

continuity on digital secunity risk assessment is adopted, implemented, and tested, to ensure resilience

Innovation Leaders and decision makers should ensure that innovation is considered Technology

Source: OECD (2022;11)), Recommendation of the Council on Digital Security Risk Management, https:/legalinstruments.oecd.org/en/instruments/OECD-LEGAL-
0479,
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Recommendation on digital identity

Description

Dimensions of digital
readiness

User-centred and inclusive digital identity
systems

Strengthening the governance of digital
identity

Cross-border use of digital identity

Designing and implementing digital identity systems that are effective, usable, and
responsive to the needs of users and service providers, while prioritising inclusion,
reducing barriers to access, and preserving non-digital ways to prove identity
Defining roles and responsibilities and align legal and regulatory frameworks
across the digital identity ecosystem(s). Protecting privacy and prioritising security
to ensure trust in digital identity systems

Co-operating internationally to establish the basis for trust in other jurisdictions’
digital identity systems and issued identities. Understanding needs of users and
service providers in different cross-border scenarios

Data

Data

Data

Source: OECD (2023;12;), Recommendation of the Council on the Governance of Digital Identity, https://legalinstruments.oecd.org/enfinstruments/OECD-LEGAL-

0491,
~ s . b il >
#E{E 1% (readiness) B IEIED L EE
Dimension of Indicator or proxy presented in this chapter Leading countries
digital health readiness
Analytic readiness Dataset availability, maturity, and use score (OECD) Denmark, Korea, Sweden, Finland, Latvia

Data readiness

Technology readiness

Human factor readiness

Patient access to their own health data (OECD)
Global Al Index (third party)

Dataset governance score (OECD)

Digital Government Index (OECD)
Interoperability standard adoption (OECD)

Internet connectivity for individuals (OECD)
Digital security (OECD)
Certification of vendors (OECD)

Strategic governance
Literacy, capacity, and capability
Public, provider, and stakeholder involvement

Denmark, Italy, Lithuania, Luxembourg, Sweden, Turkiye
United States, the United Kingdom, Canada, Korea, Israel
Denmark, Finland, France, United States, United Kingdom
Norway, United Kingdom, Colombia, Denmark, Japan

Australia, Belgium, Finland, Korea, Netherlands, Norway,
Sweden

Japan, Estonia, Finland, Denmark, Netherlands

Australia, Canada, Czech Republic, France, Germany, Ireland,
Israel, Korea, Netherlands, Norway, United Kingdom,
United States

Belgium, Denmark, Finland, Hungary, Japan, Korea, Portugal,
Slovenia, Switzerland, Turkiye, United States

35 countries have a digital health-related strategy
Netherlands, Finland, Ireland, Denmark, Sweden
Estonia, Korea, Latvia, France, Lithuania

Note: ltems in bold are non-health specific. Leading countries identified in the respective analyses presented earlier in the chapter, listed by ranking or alphabetical

when in a top category.
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Figure 2.2. Checklist of policies for an integrated digital health ecosystem (IDHE)
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Figure 2.3. Ability to access and link datasets in healthcare
2.3. ERIZBITEZT—2EY bADTIRREY VY O
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Note: Lithuania and Spain have reported this capability, but no data were available in the survey when it was conducted.
EMTZTEARA VFCOBEEZRELTVETH, AENRESAHRATET—2EHYELATL,
Source: OECD (2022[14]), Health Data Governance for the Digital Age: Implementing the OECD Recommendation on Health Data
Governance, https://doi.org/10.1787/68b60796-en.
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Table 2.2. Patient access to and interaction with their own EHRs through a secure internet portal

® 22

BERF, REBAVF—Fy bFR—2LZBLTAZOERIZZ VAL, HELET

Access via portal
Access to ALL records
Interaction with portal

FTRTOLA—FADT IR
R—4 L EDHBEER

11
Australia
Denmark
Germany

Italy
Lithuania
Luxembourg
Netherlands
Slovenia
Sweden
Switzerland

Tiirkiye

Access via portal
Access to SOME records
Interaction with portal

WEDADLIA—FADT I £ R
R—% L EDHAEER

9
Belgium
Canada

Costa Rica
Czech Republic
Finland
Iceland
Israel
Portugal

United States

Access via portal
Access to ALL records
NO interaction with portal

FTARATOLA—RFADT IR
R—2 )L EDBEFERIEHY FEA

3
Estonia
Hungary

Japan

NO access via portal

R—2 LRHDT 7 2 AR

3
Korea
Mexico

Norway

Note: Countries in bold reported that 100% of patients are covered. Some OECD countries, like the Netherlands, use multiple EHR
portals. Spain also has this capability, but no data was available in this survey.

EARFOEE, BEDIOMHAAN—SNTNDERELTVET ., 705G ED—EDOECDHEE TIE, MUDEHRA—FLEERALTVET ., ARSI VITH
COBEAHYETHN, COFETRT—INELAFELATL,

Figure 2.4. Dataset governance in healthcare
H 2.4 BERIZETIT—5tY bHIFIR

Dataset governance score #—4 4w k #3922 a7

8 L

5 L

4.

2.

g N D A Q& ¢ O ¥ & S ¢ &
C S O I S A I P I L I T N I

S F T EF PG I FFFFEST Y ¢ &
R A & @
S c§9 k. A

v
Note: Score calculated as a sum of proportions of national healthcare datasets with recommended governance elements (see
source).

D RATER, HERSNWDHANTUVREREHOEDERT -2ty FOEEOEHE LTHESNFET (V—XE38),

Source: OECD (2022[14]), Health Data Governance for the Digital Age: Implementing the OECD Recommendation on Health Data
Governance, https://doi.org/10.1787/68b60796-en.
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Figure 2.5. OECD Digital Government Index (2019)
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Source: OECD (2019]25]), Going Digital

Toolkit, https://goingdigital.oecd.org/indicator/58.
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Table 2.4. Adoption of recent HL7-FHIR and SMART interoperability standards across OECD countries
% 2.4. OECDREEII= &1+ 3 MiE DHLT-FHIRE & UASMARTAS ELE A1 AR A DR
EHROAEE B At
EHR interoperability
Not adopting HL7-FHIR
No SMART on FHIR

HL7-FHIR Z#RAL TV
FHIR < SMART A7%zLs

HEERAEOE=HOTAS Y ME
bYELA
No projects for interoperability
Not adopting HL7-FHIR
No SMART on FHIR

HL7-FHIR ZERAL TLVEL
FHIR (= SMART A%7Zz0y

EHROMEE:B A
EHR interoperability
Adopting HL7-FHIR
No SMART on FHIR

HL7-FHIRERA,
FHIR = SMART A%7%Ly

EHROE EEMAE
EHR interoperability
Adopting HL7-FHIR
Adopting SMART on FHIR
HL7-FHIR, SMART on FHIROD#RFA

10
Australia
Belgium

Czech Republic

Estonia 6
Finland Canada 5
Korea Denmark Hungary
Lithuania Iceland Japan 3
Netherlands Israel Slovenia Costa Rica
Norway Luxembourg Switzerland® Portugal®
Sweden Italy United States Tiirkiye?

Note: Countries in bold also reported working on developing public application programming interfaces (APIs).
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Figure 2.6. Internet use across OECD countries and use of the internet for public authorities
2.6. OECDEXEICEITH A »2—xy MR EARMBDS > 2 —3 v FHIA
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Source: OECD (2019[25]), Going Digital Toolkit, https://goingdigital.oecd.org/indicator/58, based on the OECD Broadband
Portal www.oecd.org/sti/broadband/broadband-statistics and the ITU World Telecommunication/ICT Indicators Database, www.itu.int/en/ITU-
D/Statistics/Pages/publications/wtid.aspx.

Table 2.6. Certification requirements of vendors of EHR system software
# 2.6. EHRYRTLY I FY 7 DR —ORIEER

Messaging standards Messaging standards Messaqing standards
Clinical terminology Clinical terminology No cl 9 Igt inol
National EHR requirements No EHR requirements 0 clinica er'mlno 0gy No standards identified
Ayb—UL Bk, BERME. Ay oEe Nf E:R f?ﬂu";*f:_;ms BREBESATOELA
EMEHRE 4 S FRFIEE. 1 Y E—DUTRE,
FRIRFARE. EHREfE L BRERAIES L. EHREMA L
11
Belgium
Denmark 9
Finland Costa Rica
Hungary Czech Republic
Japan Estonia
Korea Iceland
Portugal Israel
Slovenia 3 Italy
Switzerland Australia Lithuania
Tiirkiye 1 Canada Luxembourg
United States Netherlands Sweden Norway

Notes: EHR requirements refers to standards for national EHR interoperability. Spain also implements standards to facilitate interoperability, but no
data were available in this survey. Countries in “No standards identified” might have organisations responsible for the infrastructure of EHR

software but not necessanly settmg standardsfor cllnlcaltermlnolog and electronic messaging.
LAl AR R AUS L =l 1= [EEAE X TN EEE EHRY




2024/5/12

Table 2.7. Digital health strategies across OECD countries
% 2.7. CECDREELEDT P8I~ R

No digital health-related strategy

Digital health-related strategy found
T UL AL R EE A T ORI RBEEDHER
Ronbimotz
3
Latvia
Mexico
Tiirkiye
Table 2.8. Summary of country digital health strategy goals
% 2.8 EEOTSHENANAEKEROBE
Ensurin Moving toward
coherenge Supporting Improving s Improving Improving o )
between regions learning health resilience and People-centric security and data productivity of |DVESt|"9 n Focusing on
d g systems sustainability system protection health workforces innovation  health prevention
and operators  wmpgszzig LUUTVREREE  ABBDLOVRTA~  EFaUTF EREFED (/A VAUNORA  REFHISNEANSD
A L% — f AhEHEDRE OB F—sREOAE EEMERE
HD—BiEnHER
24 24
_ Hungary Denmark 13
| Korea o lsrael  oeland o Hungary  Finland  Austia
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Figure 2.7. Digital skills of populations in Europe
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Source: CBS, Eurostat, adapted from ILA (2023[31]), Digital Health Literacy Country Reports, www.ilabour.eu/results/digital-health-literacy-country-reports/.

Figure 2.8. Digital Citizen Engagement Index (2022)
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Source: The World Bank (2022[34]), GovTech Maturity Index (GTMI) Data Dashboard, accessed August
2023, www.worldbank.org/en/data/interactive/2022/10/21/govtech-maturity-index-gtmi-data-dashboard.
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1. Surveillance for digital health
contribution to universal health coverage
1.1. What have motivated you to
digital health?
1.2. Do you think digital health can
contribute to universal health coverage
(UHC)? If yes, what is the benefit of
digital health to UHC?

1.3. What have you focused on digital
health to contribute universal health
coverage?

1.4. What would you request the
governments or other stakeholders to
support your project?

2. Surveillance for secondary use of
health data

2.1. About Collected Data and Its
Management

2.1.1.  List of Available Data

2.1.2.  Coding Rule and Management
(Responsibility)

2.1.3.  Cost for coding and Data
Management

2.2. About Collection Process

2.2.1. Is it mandatory for healthcare
providers to provide data?

2.2.2. Informed Consent strategy /
policy

2.3. Utilization of Data

2.3.1. Is de-identified data available /

how de-identified?
2.3.2.
Big Pharma) accessible for development

Are international players (like

research?
2.3.3.
researcher (selection criteria such as data

How to examine accessing

management environment etc)
2.4. How EHDS effect your strategy,
and how will you modify your system.
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Sweden Summary:

1. Discussion:
1.1. Swedish healthcare system is mainly controlled “regions” which is political level
between municipality and nation. (Just like states of US)
1.1.1. Regions collect tax and can decide healthcare policy (spending) independently. So, it
is difficult for national government to initiate change. (It IS politicians’ issue--*)
1.1.2. For example, regions can manage their own healthcare system including primary care
either by themselves or via contract with private providers.
1.1.2.1. Primary care is provided by 50% of private bodies and 50% of regions (public).
1.1.3. Around 2015, new legislation to let people to have healthcare via a medical doctor who
is not registered as one’s GP.
1.1.3.1. GP’s cost is reimbursed by registered number of patients. On the other hands, once
a patient took treatment from a MD who is not registered as GP, MD’s care is
reimbursed under fee-for-service system. It looks double payment for one patient.
1.1.3.2. This legislation boosts online primary doctor movement. Big private healthcare
providers start online primary care services. Their care is reimbursed by fee-for-
service system.
1.1.3.2.1. Several regions don’t take “premium” to access online-doctor as poltical decision
to increase inhabitants. But usually, the premium is between 100-150 SEK per
“visit.”
1.1.3.2.2. 99.7% of prescriptions are e-prescriptions. All pharmacies must be connected with
National Database to receive e-prescriptions. So, it is not a problem for online-
doctor.
1.2. National ID system start from 60’s.
1.2.1. The ID is mainly Bank-ID.
1.2.2. People can access to their own data via portal (1177) using Bank-ID.
1.2.2.1. Access is controlled bar-cord + mobile-phone + biometrics (FIDO) system.
1.2.3. Medical specialists (MD, Ns, Pharm--+) access right is declared by that person with
certain commission and approved by national healthcare ID authority.
1.3. MD’s has free access right to patients’ data for primary use with patient’s consent.
1.4. Talking about secondary use, several academic activities to develop repositories goes
under regions, but it is not connected with national database.
1.4.1. Detailed regulations and strategy for secondary use is not clear, as Ms. Tellinger is not

specialized in that field.



2. Questions arouse to me after the discussion.

2.1. Do you think digital health can contribute to universal health coverage (UHC)? From
your discussion, you may feel it can be big thread. If so, what kind of limit should be
introduced for digital health?

2.2.  EHDS looks very optimistic from this aspect. How Swedish authority deal with EHDS
optimistic view and realistic challenges?

2.3. Please provide any possible document to understand the current system and strategies.



Summary: Interview with Denmark

The interview revolves around Denmark's digital journey in the healthcare sector, primarily
focusing on the transition to Electronic Health Records (EHR) and the subsequent steps
taken to make healthcare data more accessible to citizens. Initially, the focus was on
improving efficiency within hospitals, general practitioner (GP) offices, and municipalities by
digitizing health records. Later, an e-health portal was introduced to provide citizens with
access to their healthcare data from all sectors, aiming to make patients more active
participants in their treatment. Concerns about privacy and reactions from clinical workers,
particularly GPs, regarding patient data accessibility are discussed, with emphasis on the
importance of GPs in Denmark's healthcare system. Additionally, the role of municipalities in

providing primary care and the shift towards more patient care at this level are highlighted.

The interview covers also several key aspects of Denmark's healthcare system, including
electronic identification for professionals, data privacy concerns, access to patient data,
management of lab test results, and the administrative structure of healthcare services. It
highlights the importance of standardized documentation and regional oversight for
maintaining data quality. Additionally, the growing responsibilities of municipalities in

healthcare, driven by demographic shifts, are discussed.

The interview goes beyond various aspects of Denmark's healthcare system, including
MedCom, which is a publicly funded non-profit organization financed and owned by the
Ministry of the Interior and Health, Danish Regions and Local Government. Medcom is tasked

with coordinating and certifying IT systems for data sharing standards across the country.

The interview illustrates also the complexity of agreeing on standards due to diverse opinions
and data intricacies.

It highlights the need for structural adjustments in healthcare delivery to accommodate digital
solutions and address resource allocation challenges. They touch upon the separation
between primary and secondary data use and the complexities involved in utilizing healthcare

data for research purposes.

In conclusion, the discussion also touches upon the European Health Data Space (EHDS)
proposal and its potential impact on data sharing across borders. Trust, security, and
certification criteria for accessing identified data are key considerations, with a focus on
balancing access and maintaining public trust in the system. The importance of purpose-
driven access to data and the need for rigorous criteria for researchers seeking access is

noted.



Key points:

o Denmark's digital healthcare journey focuses on transitioning to Electronic Health

Records (EHR) and improving accessibility of healthcare data.

e Introduction of e-health portal for citizens to access healthcare data aims to enhance

patient participation in treatment.

e Concerns about privacy and reactions from clinical workers, especially GPs,

regarding patient data accessibility are discussed.

e Municipalities play a crucial role in providing primary care, reflecting demographic

shifts towards more patient-centered care at this level.

e Key aspects discussed include electronic identification, data privacy, access to

patient data, lab test result management, and regional oversight.

e MedCom, is a publicly funded non-profit organization financed and owned by the
Ministry of the Interior and Health, Danish Regions and Local Government. Medcom
coordinates IT implementation across the country with different actors in healthcare
and certifies vendor systems for data sharing standards, highlighting challenges in

standardization.

o Structural adjustments are needed in healthcare delivery to integrate digital solutions

and address resource allocation challenges.

e Separation between primary and secondary data use and complexities in utilizing

healthcare data for research.

e Access to data for research purposes involves an application and approval process.

e European Health Data Space (EHDS) proposal's potential impact on cross-border

data sharing is discussed, emphasizing trust, security, and certification criteria.

e Balancing access and maintaining public trust is crucial, focusing on purpose-driven

access and rigorous criteria for researchers.



Summary: Iceland

The Interview illustrates the implementation of e-health solutions in Iceland, particularly
focusing on the national e-health strategy, access to electronic health records, and the patient

portal called "My pages” on Heilusvera.is.
Here's a summary of the key points covered:

® E-Health Strategy: Iceland's e-health strategy aims to provide seamless and
coordinated healthcare by ensuring health professionals and patients have access
to electronic health records. The strategy supports innovation, research, and quality

of care.

® Infrastructure and Access: Iceland has a comprehensive infrastructure for e-health,
with 96.7% coverage across healthcare institutions. The unique ID system allows
for seamless access to patient information across different databases and

healthcare settings.

® Heilusvera.is & My Pages: My Pages is a national citizen portal offering information
about health and diseases, promotion, and online chat with nurses. It allows patients
to access their health information, renew prescriptions, communicate securely with

healthcare providers, and view test results and vaccination certificates.

® Implementation Challenges: Implementation faced resistance from medical
professionals initially, but legislation mandates patient access to health records.

There were concerns about security, but overall satisfaction with the portal is high.

® Usage and Impact: My Pages has seen significant utilization, with over 90% of
citizens accessing it. It has contributed to increased access to healthcare services,
saved time and money, and enabled better monitoring and management of health

conditions, including during the COVID-19 pandemic.

® Future Plans: The focus is on expanding access to electronic health records,
integrating patient-reported outcomes, and improving services on the patient portal.

Plans include giving patients access to doctor's notes and expanding services for



various health conditions.

In summary, Iceland's e-health initiatives, particularly the My Pages portal, have greatly
enhanced patient access to healthcare services, facilitated communication with healthcare
providers, and improved health outcomes through better monitoring and management of

health conditions.

The interview shows the process of e-prescription renewal, emphasizing its simplicity for both
patients and doctors through electronic systems. It also discusses the payment structure for
medical services in Iceland, highlighting that e-prescription renewal does not incur direct

charges for patients, who typically pay small fees for healthcare visits.

The use of health data for research is regulated, with strict guidelines for access and
anonymization. Ownership of health data, including opt-out options for patients, and

discussions about the European Health Data Space (EHDS) are also covered.

The conclusion drawn from this interview is the recognition of the intricate nature of managing
health data, which involves balancing patient privacy, facilitating medical research, and
adhering to stringent regulations. Key points highlighted include the simplicity and efficiency
of the e-prescription renewal process, the payment structure for medical services in Iceland,

and the strict regulation surrounding the use of health data for research purposes.

Additionally, the interview touches on the ownership of health data, the implementation of the
European Health Data Space (EHDS), and the process for adding new data to health

registries.

Overall, the text underscores the importance of careful data management, collaboration
among healthcare stakeholders, and alignment with regulatory frameworks to ensure the

effective and responsible use of health information.



Summary: Interview with Finland, Oulu

In the first half of the interview, a discussion was held from Prof. Kuroda's presentation;

They discusse the importance of data identification and acquisition for research purposes
with a representative from Finland, Oulu explains that data management is essential,
especially when gathering data from multiple sources. They highlight the process of obtaining
data from specific entities like universities or hospitals for research purposes, emphasizing
the need for proper permissions and data management protocols. However, they
acknowledge challenges such as resource limitations and high costs for researchers. They
also discuss the complexities of timing and data interpretation in the medical field.
Interviewer raise concerns about potential conflicts between data providers, government
bodies, and users, particularly regarding data privacy and compliance. Finland, Oulu
mentions the necessity of informed consent and the implications of secondary data use.
Regarding data access for research, Finland, Oulu

explains that access depends on the type of research and data requested, with academic
researchers needing to follow specific protocols and provide clear research purposes.
Finally, they discuss criteria for researchers and users accessing data, highlighting the
importance of protocol adherence and research purpose justification. They conclude that
once access is granted, ongoing oversight may not be necessary if proper protocols are
followed.

The second half of this interview begins with a discussion about the challenges faced by
European countries, particularly in healthcare services and integration. They discuss the
difficulties in healthcare delivery systems and reforms, focusing on Finland's situation. The
conversation covers various aspects such as public health services, primary care, hospital
districts, and data management systems.

One topic of discussion is Helsinki University Hospital's role in providing primary care, which
prompts a broader conversation about healthcare funding and taxation.

The conversation delves into the complexities of data management, especially regarding
patient records and prescriptions. They discuss the challenges and responsibilities
associated with data sharing and system integration, including issues of technical stability
and user experience.

They also touch upon initiatives for digital transformation in healthcare, such as the MEDigi
project aimed at harmonizing and digitizing medical education across universities in Finland.
The conversation concludes with reflections on data protection laws like GDPR and the
implications for healthcare data usage and exchange.

Overall, the discussion highlights the intricate challenges and ongoing efforts in improving
healthcare systems, data management, and digital transformation in European countries like

Finland.



Norway summary:

In the context of Norway's involvement, despite not being an EU member but part of the
European Economic Area (EEA), the proposed EHDS would affect Norway due to its EEA
membership. The Interview touches upon challenges faced in aligning national systems with
European standards, particularly regarding authentication of healthcare professionals for

data access.
Key Points:

® European Commission's initiative: Focuses on improving accessibility and use of

healthcare data through the European Health Data Space (EHDS).

EHDS Objectives:
e Create a joint European market for health data.
e Enable data sharing for secondary purposes like research and policy making.
e Empower citizens for personal health management.

e Improve cross-border healthcare, efficiency, and research opportunities.

Impact on Norway: Despite not being an EU member, Norway's involvement is

inevitable due to its EEA membership.

® Challenges in aligning with European standards: Include authentication of

healthcare professionals for data access.

® Coordination and collaboration: Key to addressing challenges and achieving

common healthcare goals effectively.

® Implementation of EPR System (Electronic Patient Record):
e Referral communication between GPs and hospitals is facilitated through
messaging and referral letters.
e Both messaging and document sharing (including lab results and images) are
integral parts of the system.
e Updated medication lists are crucial for accurate communication between

medical actors to avoid errors in prescriptions.



The interview revolves around the challenges and considerations regarding data sharing
systems in healthcare, comparing perspectives from Japan and Norway. In Japan, concerns
arise about physicians' responsibility and liability if critical information is missed in shared
data, driven partly by high patient expectations and fear of lawsuits. Norway, on the other
hand, emphasizes a balanced approach, where critical information is prioritized for sharing,
and there's a growing trend toward patient empowerment and shared decision-making. Both
countries discuss the complexities of data access, security, and patient consent, with Norway

highlighting ongoing efforts to structure and regulate data for research and development.

In conclusion, the interview touches on different aspects in healthcare systems: insurance,
government roles, and public expectations, with an emphasis on gradual improvements and

collaboration between stakeholders to address challenges and optimize healthcare delivery.



Summary: Estonia TUT

The interview insights into Estonia's health system:

® Taxation and Social Payments: Estonia boasts a flat tax system with a low tax rate of
20%.
® General Practitioner (GP) System: Estonia's GP system is controlled by the

government, with individual entrepreneurs or companies managing GP practices.

® Healthcare Financing and Incentives: Healthcare services, including emergency care
and post-hospital care, are reimbursed by insurance. Incentives, such as bonuses for
GPs using e-health systems and e-consultations, aim to encourage adoption of digital

healthcare tools.

® Digital Health Infrastructure: Estonia has implemented e-health systems like e-
prescriptions and patient summaries, facilitating data exchange between healthcare

providers. These digital tools enhance efficiency and patient care.

® Challenges and Solutions: Resistance to digital health initiatives exists. However,
legislative changes and improved controls aim to overcome these challenges and drive

healthcare system modernization.

The discussion revolves also around Japan's healthcare system, insurance structure, and
data management practices compared to Estonia's. They discuss the challenges of
implementing e-health systems, resistance from medical associations, and the role of
government in regulating healthcare data. Issues such as e-signatures, data sharing for
research, and patient data ownership are explored in detail, highlighting differences in

approach between the two countries.

Overall, the discussion emphasizes the importance of user experience, legal frameworks,

and institutional collaboration in advancing healthcare technology and data management.

In conclusion, Estonia's healthcare system demonstrates a commitment to digital innovation

and overcoming challenges to improve patient care and system efficiency.



Summary: Interview with Estonia Ministry

Both Estonia and Japan emphasize the importance of open data and efficient healthcare
delivery. Estonia sees digitalization as a means to improve efficiency and reduce costs in
healthcare, although concerns about income reduction for healthcare providers persist. The
goal is to ensure data integrity and privacy in healthcare analytics. Overall, both countries
grapple with balancing the need for data accessibility with privacy and security concerns in

healthcare data management.

The challenges and strategies associated with transitioning healthcare systems from paper-
based to digital formats, particularly focusing on Electronic Health Data Systems (EHDS).

Here's a summary:

¢ Introduction of Digitalization in Healthcare: Estonia gives the example of the
resistance case encountered when introducing digitalization in healthcare systems.
They highlight the need for a "silver bullet" to convince stakeholders to adopt digital
systems, similar to how a database management solution convinced hospital staff to

transition to digital systems in one example provided.

o Political Decisions and Healthcare Policies: the role of political decisions in driving
healthcare policies and the need for bold government initiatives to modernize
healthcare services. The importance of considering healthcare as a service industry

and advocate for the availability of digital healthcare services for citizens is supported.

¢ Challenges in Digital Transition: Challenges in the digital transition include resistance
from healthcare professionals, concerns about data flow and management, and the
need for consensus-building among stakeholders. Examples from Estonia's
experience is given, where initially skeptical doctors eventually embraced e-

prescription systems, leading to improved transparency and patient outcomes.

e Legislation and Consensus-Building: The need for supportive legislation and
consensus-building to facilitate the transition to digital healthcare systems is
advocated. Concerns about data privacy, financial burden, and aligning with societal
expectations are discussed, along with the importance of transparency and trust in

government initiatives.



e Technical and Legislative Considerations: Discussion about technical challenges,
such as fitting EHDS into existing systems, and legislative challenges, such as
implementing necessary regulations. They also emphasize the importance of
maintaining trust and transparency in managing health data, including the

development of consent mechanisms for data use.

Overall, the interview underscores the complex nature of transitioning healthcare systems to
digital formats, highlighting the need for careful planning, stakeholder engagement,
supportive legislation, and a focus on maintaining trust and transparency throughout the
digitalization process.



Summary: Finland 1

The interview highlights Finland's healthcare system, particularly focusing on its digitalization

efforts through the Kanta system and Findata.
Here are the key points:

® Healthcare Reform: Finland is undergoing a significant healthcare and social
care reform, consolidating responsibilities under 23 welfare counties. This aims

to combine health and social care aspects efficiently.

® Digitalization Efforts: Digitalization is a major focus post-reform, aiming to
modernize processes, improve services, and facilitate policymaking. The Kanta
system is a national digital platform used by citizens and professionals for

accessing health records, prescriptions, and soon, social care records.

® E-Prescription as a catalyst for Digital Health Adoption: E-prescription
systems, such as Finland's Kanta system, are seen as key drivers for digital
health adoption among citizens. The ease of use and direct benefits to patients
have contributed to their success integrating various systems and data sources,
including those from different healthcare providers and national registers, poses

challenges such as duplicate information and standardization issues.

® Findata and Digital Services: Findata, an independent authority, oversees
data management. Efforts are made to expand digital services, such as personal
health records accessible via Kanta, and discussions around data utilization for

Al-driven services.

® APIs and Data Accessibility: APIs are provided to healthcare providers for
accessing and uploading data to Kanta, with a focus on standardization and

interoperability among local systems.

® Future Directions: Discussions are ongoing regarding improving data
structuring for better utilization by professionals and patients, including
integrating data from personal health devices. Other initiatives like Health

Village offer specialized services for post-treatment monitoring.



Regarding the secondary usage ecosystem, Finland has established permitting authority for
accessing data, with universities and enterprises as end users. This initiative aligns with
Finland's health sector growth strategy to promote innovation and business activities. The
Act on the Secondary Use of Health and Social Data aims to facilitate access to data while
ensuring data security and protection. Findata serves as the single point of contact for data

permits, streamlining the process for researchers and other users.

The conversation also touches on European initiatives like the European Health Data Space
(EHDS), which mirrors Finland's system but with modifications for EU-wide implementation.
Despite high political commitment, challenges persist in achieving seamless data exchange
across borders within the EU. Additionally, Finland and Estonia lead in cross-border
prescription exchanges, highlighting successful regional cooperation despite being small

countries.

Overall, Finland's healthcare system is undergoing digital transformation, leveraging
technology to enhance accessibility, efficiency, and quality of care while addressing

challenges in data management and integration.

In conclusion, the conversation underscores the complex interplay between technology,
policy, ethics, and healthcare delivery in the digital age, with different countries adopting

varied approaches based on their contexts and priorities.
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