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As part of the Health System Performance Assessment (HSPA) and Data Infrastructure project, OECD 

supported the Dubai Health Authority (DHA) in the development of its Academic Health System 

Performance Assessment (AHSPA) framework over the period from January 2021 to April 2022. This 

report describes Dubai’s final Academic Health System Performance Assessment (AHSPA) framework, 

reports preliminary findings on Dubai’s health system performance based on internationally comparable 

data and includes an assessment of Dubai’s health data infrastructure.  

Dubai’s AHSPA framework covers 15 dimensions and a substantial part of the Dubai framework aligns 

with the dimensions of the OECD’s Health at a Glance framework, which is regularly used to compare 

health system performance across OECD countries. Using a total of 50 health and health system 

performance indicators which are internationally comparable and readily available, an international 

benchmarking exercise was undertaken as an initial step, covering a subset of the 15 dimensions 

comprising the Dubai AHSPA, and comparing Dubai’s health system performance relative to that of OECD 

countries with a similar level of GDP per capita. = 

The preliminary analysis found that health outcomes in Dubai have improved significantly over recent 

decades but Dubai needs to tackle high health risk factors such as obesity and smoking (particularly among 

men), and the dual burden of communicable diseases, reflected in very high incidence rates for TB and 

Hepatitis B, and non-communicable diseases, particularly circulatory diseases such as heart attacks, other 

ischemic heart diseases, stroke, and cancer.  

Health spending remains relatively low although with few apparent financial barriers to access health care. 

Indeed, reflecting its specific demographics, Dubai seems to have sufficient health resources to meet its 

expected health care needs. There are, however, very large differences in health care use between Emirati 

and non-Emirati and this might suggest a lack of accessibility as well as reduced health care needs among 

non-Emirati. Dubai’s health system can seek higher value for money as international comparisons suggest 

that redundant diagnostic services and unwarranted emergency care and expensive care may be an issue 

in Dubai. 

Dubai has considerable strengths in its heath data infrastructure and has made significant progress 

towards the development of an integrated health information system when compared with other countries. 

Dubai has thus a strong information foundation that should support a learning health care system with 

effective, timely and high-quality data for continuous learning and further improvement of health system 

performance assessment. Investments in the Dubai health information system will also support other data 

uses that are within the health-related public interest, including empowering patients through access to 

their own data and fostering health research and innovation. In particular, the Dubai Health Information 

Exchange (HIE) development goals and priorities have always included both primary and secondary data 

use, and as a result, sufficient attention is being put upon implementing standardised data and data quality 

assurance that will support statistical and research uses. However, Dubai has not yet developed the secure 

mechanisms for both record linkages and access to data for research projects that are within the health-

related public interest, including both domestic and multi-country research and statistical projects. Further 

development of Dubai’s health data infrastructure should be accompanied by increased public 

transparency and stakeholder involvement, and multi-stakeholder involvement in governing HIE 

development and secondary data use should also be considered. 

1 Executive summary 
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The OECD recommends:  

 Dubai to embed the intelligence from AHSPA into Dubai’s governance structure to effectively 

govern its Academic Health System. Dubai could do so by using AHSPA findings to identify 

strengths and weaknesses of the health system and, with relevant stakeholders, collectively set 

strategic and operational health priorities and targets.  

 As indicated above, the preliminary results point to some of the policy areas that Dubai could 

already start focusing on in the short term, such as public health, primary care, inequalities in 

health care utilisation and quality of health care. To tackle these health system challenges, policy 

targets could be set collectively by the relevant stakeholders through transparent public 

consultation processes. As a result stakeholders feel part of a collective effort to achieve shared 

policy targets. 

 To support priority setting and decision making for strengthening health systems, the OECD 

recommends Dubai to undertake regular monitoring of AHSPA through trend analysis, 

international benchmarking and analyses of disaggregated data by population group such as 

socio-economic characteristics and native/foreign-born status from the equity perspective,  

Regular monitoring will help Dubai to develop an agile academic health system by regularly 

evaluating the progress made in relation to setting health policy targets, and recognising and 

responding to emerging health system challenges in a timely manner.  

 Reporting of AHSPA results could be made available to stakeholders including citizens and 

healthcare professionals and providers, health insurance industry and decision-makers to inform 

on the progress being made with regards to policy priorities and set targets and opportunities for 

improvement as the health system strengthening requires collective efforts by each of the 

stakeholders. The assessment results could be made available on a regular basis in the public 

domain by using the most suitable communication tools to each stakeholder, and need to be 

communicated effectively through adapted content and reporting format as key messages are 

different for each.  

 The OECD encourages Dubai to undertake a fully-fledged assessment covering all dimensions of 

Dubai’s AHSPA to provide a fuller picture on Dubai’s Academic Health System Performance and 

to more comprehensively identify health policy priorities. Dubai could further enhance international 

comparability of certain indicators in the area of mortality, health risk factors and health human 

resources for future AHSPAs. Dubai could also broaden the set of indicators to cover all 

performance assessment domains including Health Care Quality and Outcomes, Interested 

Parties Experience and Academic Education and Training based on internationally comparable 

data collected at the OECD.  

 The full implementation of the Network & Analysis Backbone for Integrated Dubai Health (NABIDH) 

can facilitate linkages of data sources across different health sectors and linked data can be used 

for regular performance monitoring of Health Care Quality and Outcomes domain such as “quality 

of prescribing”, “quality of hospital acute care”, “quality of mental health care”, “integrated care”, 

and “patient safety”.  

 As part of indicator development for Interested Parties Experience, Dubai could consider 

conducting surveys and collecting and monitoring patient-reported experiences and outcomes and 

patient-reported safety from patients themselves and patient safety culture from health care 

providers.  

 For the AHSPA domain of Academic Education and Training, Dubai could consider using 

internationally comparable statistics on graduates in different health specialisation, together with 

health workforce migration, as Dubai is heavily reliant on health care professionals from abroad, 

and education and training strategies will influence the flows of health care professionals. OECD 

indicators on stock and inflow of doctors and nurses could be analysed together to monitor health 
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workforce migration patterns, current and future supply of health care professionals and education 

and training needs in Dubai.  

 In the domains of Health Risk Factors, Health Care Resources and Utilisation, Academic Health 

Capacities and Health Care Access for which some internationally comparable data are identified 

for AHSPA, Dubai could also explore broadening the set of indicators by using other indicators 

developed and collected at the OECD.  

 The OECD could support Dubai further to strengthen and develop a full-fledged AHSPA and its 

full implementation.  
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Between January 2021 and April 2020, the OECD provided technical assistance to the Dubai Health 

Authority (DHA) to help develop a Health System Performance Assessment (HSPA) framework for the 

Emirate of Dubai, to strengthen the health data infrastructure of Dubai’s HSPA, to develop internationally 

comparable robust indicators and to establish an analysis and reporting mechanism for HSPA as outlined 

in Figure 2.1.  

Figure 2.1. Overview of OECD-DHA project and timeline 

 

Source: Authors. 

For Pillar 1, the OECD provided guidance to DHA and helped define the objectives, scope, and domains 

of the Dubai’s Academic Health System Performance Assessment Framework (AHSPA). Following 

OECD’s input and a series of internal and external review processes, Dubai’s AHSPA framework was 

finalised.  

For the assessment of Dubai’s health data infrastructure (Pillar 2), OECD surveys on Health Data 

Development and Governance, and Electronic Health Record System Development, Data Use and 

Governance were conducted and a workshop was held in September 2021 to collect additional relevant 

information and fill information gaps. In February 2022, DHA organised workshops on clinical registries 

and electronic health records platform to share ongoing international progress in health data infrastructure 

strengthening. The OECD provided technical input to improve administrative data sources, surveys and 

data linkages during different workshops and meetings held in 2021.  

As part of Pillar 3, OECD provided technical background information and organised a series of online 

workshops and meetings and followed up with written consultations in 2021 to share specifications of 

indicators used for international benchmarking of health system performance assessment and to inform 

related methodological and practical challenges in calculating these indicators in an internationally 

comparable manner. Given existing indicators in Dubai, the OECD’s guidance focused on indicators on 

health status, health risk factors, utilisation of health care, health care resources,  health expenditure, and 

2 Introduction 
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health workforce, although topics on quality of health care including effectiveness, safety and person-

centredness and equity were also covered. The OECD also helped identify and select internationally 

comparable indicators which already exist in Dubai for international comparisons of health system 

performance.  

Then, based on an initial 35 indicators selected for international benchmarking, Dubai’s health system 

performance was compared with those of its peers, for the first time in October 2021 and these preliminary 

findings were presented within Dubai in November 2021 and at an international conference in March 2022. 

By incorporating feedback and additional analyses, a preliminary assessment based on an enlarged set of 

50 indicators was finalised in March 2022.  

The remainder of this report describes each pillar of the OECD-DHA project and its outcome in more detail. 

Chapter 3 provides the theoretical background for developing a HSPA, which was presented by the OECD 

during the first OECD-DHA workshop in January 2021 and documents the process of Dubai’s AHSPA 

framework development and the final version of Dubai’s AHSPA. Chapter 4 assesses Dubai’s health data 

infrastructure to effectively monitor health system performance. Chapter 5 includes indicators selected for 

the AHSPA framework and provides preliminary findings on Dubai’s health system performance based on 

a limited set of internationally comparable data which currently exist in Dubai. Finally, the report is 

concluded by Chapter 6 which includes a set of recommendations for the further implementation of Dubai’s 

AHSPA and ways forward for monitoring and improving Dubai’s health system performance.  

DHA plans to use the Dubai AHSPA to assess its health system performance regularly as a mechanism 

for:  

 identifying strategic and operational health priorities for policy- and decision-making, 

 developing a rigorous and robust unified platform to assess health and non-health system 

determinants that fulfils any interested party requirement and ensures the integrity of the health 

system performance. 

 developing an agile and sustainable health system,  

 informing about the health system performance to stakeholders, including citizens and health 

sector workers and industry, and  

 benchmarking Dubai’s health system performance relative to international standards and health 

systems in other regions and member states of the OECD.  
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This chapter describes the overall concepts behind HSPA framework development, the processes needed 

to operationalise a HSPA framework, and the specific HSPA framework developed for the needs of the 

Emirate of Dubai. 

3.1. Concepts behind HSPA framework development and international practices 

HSPA has been developed and used across countries and regions in recent decades and has brought 

stakeholders in the health sector together to share common health system objectives and supported them 

in their common work towards attaining higher health system goals. The first initiatives to develop HSPA 

frameworks were commenced by the WHO, especially WHO/EUR (Murray and Frenk, 1999[1]; Fekri, 

Macarayan and and Klazinga, 2018[1]). More recently, the development of HSPA frameworks has been 

systematically supported by the European Union. Countries such as England (NHS) and the Netherlands 

have developed national HSPA frameworks, joined more recently by Croatia, Latvia, Portugal and 

Slovenia. In 2021, the Czech Republic and Estonia put in place initiatives to develop and implement HSPA 

frameworks. 

As countries and regions emerge from the COVID-19 pandemic, HSPA is gaining in importance, 

particularly as a mechanism to develop and monitor more resilient health systems. The COVID-19 crisis 

has led to increased inequalities and competing priorities between the various stakeholders within the 

health system. Health systems need support in collectively making the system more resilient to the 

pandemic and other shocks that may occur in the future. HSPA’s system-wide collaboration can bring all 

stakeholders together to shape a more resilient health system. 

Several steps need to be undertaken to make an operational HSPA framework. HSPA needs (1) to set its 

objectives, (2) to set a scope of Health, System, Performance analysis unit and tools, and Assessment 

functions, and (3) to develop a framework. Then, (4) HSPA needs to be substantiated by regularly updated 

data, and reported in a timely manner. This Chapter mainly describes the first three steps covered during 

the first phase of the OECD-DHA project. 

 Setting objectives 

First, clear objectives for HSPA need to be set. These objectives are set and shared among stakeholders 

involved—particularly those whose performance will be assessed through HSPA. For each HSPA, relevant 

stakeholders may vary depending on the scope and purpose of the HSPA (Section 3.1.2). Meetings 

represented by relevant stakeholders are usually held to set and share objectives and provide input. In an 

increasing number of countries, citizen and patient groups/representatives have also been involved in 

setting HSPA objectives as efforts are made to transform health systems into more person- and patient-

centred (e.g. HSPA Ireland in 2021).  

According to the HSPAs developed so far, objectives usually include the following: 

3 Development of the Dubai health 

system performance framework 
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 Public reporting on the performance of the health care system,  

 National and international benchmarking,  

 Identification of strategic priorities,  

 Monitoring of policy reforms, and 

 Increasing accountability of various parts/services that constitute the health care system. 

 Setting the scope of HSPA 

Second, the scope of HSPA needs to be set and it needs to clarify each of the following areas:  

 Health (i.e. whether to refer to poor health outcomes, disease prevalence, and mortality, or will it 

include disabilities and wellbeing) 

 Systems (i.e. whether to refer to health system, health care systems and/or social care)  

 Performance of overarching system, specific services and/or delivery systems  

 Assessment functions such as management, policy-making, accountability, and/or improvement  

Similar to objective setting, the scope of HSPA needs to be identified collectively by relevant stakeholders. 

A multi-stakeholder consultation process is particularly important to establish the level of performance 

assessment and assessment functions because buy-ins and engagement from relevant stakeholders bring 

about the successful operationalisation of HSPA and subsequently lead to health system strengthening.  

The rest of this section describes various elements to consider when deciding the scope of each of these 

areas. 

Health  

HSPA usually includes assessment outcomes, such as deaths and disease prevalence and severity, to 

assess health system performance. Mortality and life expectancy are classical parameters used to 

measure health system performance from a public health perspective. In order to use these measures, a 

well-functioning death registry is needed. Prevalence and incidence of diseases are another set of 

standard parameters of health system outcomes used to assess morbidity of diseases in a country. Related 

outcome measures of quality of life (e.g. Quality-Adjusted Life Years (QALYs)) aim to capture the reduction 

in morbidity and the outcomes due to specific diseases. Medical/clinical perspective is the dominant way 

of operationalising these outcome measures, and these measures are dependent on the availability and 

quality of clinical registries (such as on cancer and diabetes). These measures are often linked to costs 

(value) at the system level to assess the burden of diseases and to specific services and interventions to 

evaluate cost-effectiveness.  

HSPA can also assess disabilities as part of health systems’ outcomes. This is because many chronic 

diseases cause long-term disabilities, and HSPA could address the way that a health system deals with 

disabilities. At the system level, DALY (Disability Adjusted Life Expectancy) is the most well-known 

measure of disabilities, and at health services level, various instruments are available to assess disabilities 

(e.g. inter RAI initiative). These outcomes mainly use administrative databases and surveys as their data 

sources.  

Recently, HSPA includes well-being as part of health systems’ outcomes (OECD, 2019[1]). So far, health 

outcomes experienced by citizens/patients (PROMS, Patient-Reported Outcome Measures) are mainly 

tested for clinical procedures and treatments, and they are still under development for chronic conditions. 

Instead, EQ5D, a more generic measure not related strictly to a specific clinical procedure and treatment, 

is used as HSPAs’ health systems’ outcomes. PREMs (Patient-Reported Experience Measures) are also 
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used (Fujisawa and Klazinga, 2017[2]), although these instruments (e.g. CAHPS, Picker) have limited 

international validation.  

Countries are increasingly using Electronic Health Records for more detailed assessment of health 

system outcomes such as safe health care. Data linkage capabilities based on unique patient identifier 

(UPI) are increasingly enhanced in countries to assess more complex health systems outcomes such as 

care integration within health systems and between health and social care systems.  

System  

HSPA can assess different systems and the boundary of the system assessed in HSPA needs to be 

clarified. The health system as a whole is often assessed in HSPA. However, the performance of health 

care sub-systems such as public health, primary care, hospital care, mental health care, community care, 

long-term care can be also evaluated. Due to a growing number of populations in need of both health and 

social care, the performance of health systems including social care is sometimes included in an HSPA. 

The scope of the systems used for HSPA needs to align with the boundary used for health policy making 

and also health system priorities within countries and regions. 

Performance 

The performance of health system(s) can be assessed at various levels such as overarching system level, 

specific services or delivery systems levels, or specific provider or professional levels, and the unit of 

analysis needs to align with the objectives set for a specific HSPA (Section 3.1.1) and within the scope set 

for the system. Health system performance can be assessed at the overarching regional or national health 

system level if the objective of HSPA includes national and international benchmarking. HSPA often uses 

the analysis unit of health care services such as public health, primary care, hospital care, mental health 

care, community care and long-term care, and financing sub-systems such as health insurance providers 

for national and international benchmarking, to identify strategic priorities for the health system, and/or to 

monitor health policy reforms undertaken in these sub-systems. The OECD analyses as shown in its 

flagship publication, Health at a Glance, include both system-level assessment and analyses of priority 

health care services.  

The unit of analysis can be set as specific as provider and professional levels if public reporting 

commitment requires such details, for example, for population’s provider choice or to increase 

accountability of health care delivery at provider and/or professional levels.  

Since patients often seek care in various settings, such as primary care, acute care and long-term care, 

and they need a smooth transition of care and continuity of care, HSPA can assess the performance of 

integrated delivery systems. In order to make a crosscutting assessment on integrated care delivery 

systems covering various care settings, data from different providers and systems need to be linked. This 

requires UPI and appropriate privacy protection regulations so that the data are used adequately while 

protecting citizen’s privacy (OECD, 2015[3]; OECD, 2013[4]).  

Assessment 

HSPA needs to link measurements and reporting to health system management and policy-making. In 

order to do so, clear assessment functions need to be set based on the objectives identified (Section 3.1.1). 

HSPA usually has an accountability function towards citizens, financiers, policy-makers and a 

management function for the entity responsible for health care delivery such as Ministries of Health. HSPA 

can also have an improvement function for relevant stakeholders including citizens, health care providers, 

professionals, and industries to learn and improve health systems collectively through performance of each 

stakeholder. Assessment functions may need to be reviewed. For example, the United Kingdom has a 

history of developing separate outcome frameworks for public health, health care services and social care 
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that have been used for a mix of assessment functions to govern the various NHS services over time. The 

balance between formative (learning) and summative (accountability) functions has been changing over 

time. 

3.2. International practices in developing HSPA framework 

HSPA frameworks need to reflect the set objectives and scope (Sections 3.1.1 and 3.1.2) and need to lay 

out key domains for health systems assessment.  

HSPAs usually have a framework similar to the one shown in Figure 3.1. Many HSPAs use 

structures/inputs, processes, outputs and outcomes as key dimensions, and in each dimension, key 

domains that reflect health policy priorities are identified. Given the COVID-19 pandemic, recent HSPAs 

have started to include telemedicine as an important sub-domain under the health technologies domain. 

Given an increasing number of patients with chronic conditions needing care in different settings, care 

coordination, service integration and continuity of care are becoming common domains in the structure 

dimension. As part of output dimension, access and costs are classical domains included in an HSPA 

framework, but quality of care is also increasingly included, as health data infrastructures are strengthened 

and more complex data are becoming available to assess quality of health care (OECD, 2015[3]; OECD, 

2013[4]). Even when health systems mature, person-centered care delivery is still considered challenging 

and hence person-centeredness is also increasingly included as an HSPA domain.  

Figure 3.1. HSPAs have a largely similar framework 

 

Source: (Klazinga, Kringos et al, forthcoming[6])  

Across all domains, a health system aims to tackle and improve crosscutting themes such as equity, 

efficiency and/or sustainability. As the COVID-19 pandemic brought enormous shocks to health systems, 

and in order to manage the current crisis and prepare for future shocks, nowadays resilience is also 

considered an important crosscutting theme to be included in an HSPA framework.  
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3.3. International practices in substantiating and operationalising HSPA 

The assessment framework needs to be substantiated with measurements, which are updated regularly 

to capture changes in health system performance in a timely manner. Measurements can be drawn from 

existing health statistics and/or newly developed sources, for instance by administering surveys or by 

allowing secondary use of health data and linking data sources (which may require changes in legislation) 

(OECD, 2015[3]; OECD, 2013[4]). For national and international benchmarking, use of international 

indicators such as those developed at the OECD covering the whole spectrum of health care can be used 

(OECD, 2021[5]). Depending on the objectives and scope of HSPA, newly developed indicators including 

COVID-19-related statistics, person-centeredness, patient safety culture, patient-reported experience 

measures for specific conditions and on patient safety, integrated care, end-of-life care can be considered 

as measurements for HSPA.  

Different types of measurements can be used to communicate health system performance. HSPA can 

have a number of indicators, dashboards with key indicators, or a compound index, which summarises 

health system performance. A decision on the type of measurements depends on the objectives as well 

as the functions of the HSPA set (Sections 3.1.1 and 3.1.2). If an HSPA is meant to signal overall 

performance to policy-makers or for health system management, summarised tools such as dashboards 

or compound indices may communicate the message better, but if an HSPA is meant to serve many 

stakeholders, for example, to change practices, more detailed data catering to each stakeholder may be 

useful. A mix of measurement types can be used since HSPAs often have a mix of objectives and functions.    

3.4. Dubai AHSPA Framework 

In 2020, based on the OECD HSPA framework as used in Health at a Glance and the DHA’s existing 

balance scorecard, which were reported annually, DHA initially developed the following Performance 

Framework ( 

Figure 3.2).  

Figure 3.2. DHA’s initial Performance Framework  
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Source: DHA. 

Following a series of OECD-DHA workshops, which covered theories behind HSPA development and 

international practices as documented in the previous sections, DHA defined objectives of its Health 

System Performance Assessment as follows: 

 To identify strategic and operational health priorities for policy- and decision-making in the Emirate 

of Dubai, 

 To develop an agile and sustainable health system at the level of the Emirate of Dubai,  

 To fulfil the dynamic requirement of health system stakeholders in the Emirate of Dubai, and 

 To inform about the health system performance to stakeholders, including citizens and health 

sector workers and industry, and  

 To benchmark Dubai’s health system performance relative to international standards and health 

systems in other regions and member states of the OECD.  

In Dubai’s HSPA framework, health refers to deaths, diseases, disabilities and well-being, and system 

refers to Dubai’s health system including both public and private sectors and sub-systems including public 

health, primary care and hospital care. Private sector engagement is also considered critical to improve 

health system performance in Dubai. The system shall capture both health and non-health determinants 

to ensure integrated and comprehensive system. The performance will be assessed at the overarching 

health system level as well as care service levels, such as primary care and hospital care, in the Emirate 

of Dubai, and assessment aims to improve accountability among health stakeholders, strategic health 

system management related to both health and non-health determinants, and health system operation of 

DHA.  

Many of the Dubai’s AHSPA dimensions are consistent with international HSPA development framework 

and reporting initiatives as shown in Figure 3.3.  

Figure 3.3. Crosswalk between OECD HSPA framework and Dubai’s AHSPA Dimensions 
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Source: OECD-DHA.  

In 2021, DHA revised the agility of its HSPA framework (Figure 3.4) to adopt two critical updates. The first 

update was to reflect the four new perspectives issued as key for corporate performance assessment by 

H.H. Mohamed Bin Rashid AL-Maktoum, the Vice President and Prime Minister of the United Arab 

Emirates (UAE), its Minister of Defence, and ruler of the Dubai on March 11, 2021. These perspectives 

are (1) Health Vision & Leadership, (2) Corporate Development, (3) Results Achievement, and (4) 

Interested Parties Relationship. These new perspectives replaced the original classical four perspectives 

of the balanced scorecard in the Emirate of Dubai. The second update was to adopt the new academic, 

research and philanthropy functionalities within the scope of Dubai Health Care Corporation. This update 

is reflected in the dimensions under the four perspectives (Figure 3.4). Accordingly, the HSPA framework 

is entitled “Academic Health System Performance Assessment (AHSPA)”.  

 

Figure 3.4. Dubai Academic Health System Performance Assessment Framework – Dubai AHSPA 

 

Source: DHA.  
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Under each of the four perspectives, Dubai’s Academic Health System Performance Assessment (AHSPA) 

defined dimensions as described in the following subsections. From existing indicators in Dubai based on 

the current health data infrastructure, 50 indicators were identified as internationally comparable and as 

potential measurements to monitor AHSPA, and these indicators are highlighted in red below.  

The scope of each perspective and dimension is described below to ensure the transparency of the 

selection and for linking to the appropriate indicators to be used to monitor AHSPA and for the international 

benchmarking.  

 Health Vision and Leadership: to achieve the Emirate of Dubai’s vision and strategy through the 

future shaping of a high quality health system to promote community health in relation to mortality, 

morbidity, health risk factors affecting health status, and self-rated health by the population. In addition, to 

show the impact on the structure of the demographics of the Dubai Community. 

 Health Status: to promote community and population health including self-evaluation of health by 

citizens themselves and the causes of mortality, morbidity and health risk factors. 

o Self-Rated Health: health status reported by citizens themselves. 

o Mortalities: life expectancy, causes of mortality, maternal and child mortality, preventable 

(preventable or treatable) deaths, and potential years of life lost. 

o Morbidities: health status, low birth weight, communicable and non-communicable 

diseases, cancer, road accident injuries, and absence from work due to illness. 

 Health Risk Factors: non-medical determinants of health related to physical activity, overweight, 

obesity, food intake, alcohol consumption and smoking that have an impact on health of the 

population and can lead to morbidity, mortality and reduce citizens’ self-rated health status 

 Health Future Shaping: health trends, shaping and accelerating based on health and economic 

references. 

o Health References: public health demographic indicators such as the demographic 

structure and productive employment in the Emirate of Dubai. 

o Health future shaping portfolio: includes projected, probable, plausible and possible 

programs and projects to achieve the health sector strategy in the Emirate of Dubai. 

 Corporate Development: of all administrative levels of DHA, enablers and capabilities (manpower, 

infrastructure and supplies, technologies, and governing controls) that enable the academic health system 

to operate and provide services efficiently, effectively and safe for both faculty staff, employees and 

interested parties in addition to health innovation, creation and research that align with the academic health 

vision and strategic objectives. 

 Academic Health Operational Excellence: Covering dimensions of quality, excellence and 

innovation for business processes and health services in accordance with related best practices, 

specifications, standards, benchmarking locally and globally (not including the quality and 

outcomes of health care). 

o Academic Health Operational Processes Quality: The level of quality and excellence - 

in terms of efficiency, effectiveness, productivity, safety, resilience, agility, efficiency etc. - 

in implementing operational processes and providing academic health services in 

accordance with local and international requirements and standards. 
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o Academic Health services Quality & Excellency: obtaining and maintaining local and 

international standards, certificates, accreditations and awards in academic health 

facilities at the emirate level. 

 Academic Health Governance: clinical, research, financial, operational and legislative 

governance, which ensure adherence to the values and principles of corporate governance during 

the implementation of business and the provision of health services that meet the requirements of 

interested parties, compliance with laws and legislation related to the health field, and compliance 

with public, corporate and operational policies in the Emirate of Dubai. 

o Clinical Governance: the ability of clinical governance to monitor the implementation of 

the individual and the provider during the provision of health services in accordance with 

sound health standards and practices to ensure that the health requirements of community 

members in the Emirate of Dubai are met. 

o Health Research Governance: the effectiveness of the legislations, regulations and 

policies that govern the compliance of health research in the Emirate of Dubai. 

o Academic Health Financial Governance: monitor the financial performance of health 

providers and services for the community of the Emirate of Dubai in accordance with the 

approved financial policies. 

o Academic Health Operational Governance: monitor the health processes and 

procedures to provide health care to the Dubai community in accordance with corporate 

and operational policies to ensure the quality and safety of health care for the Dubai 

community. 

o Academic Health Regulation Governance: compliance with laws and legislations to 

provide the health and the insurance services to members of the Dubai community. 

 Health Innovation, Creation and Research: covering all issues related to health innovation, 

creation and research from all aspects of health, disease and healthcare - from basic laboratory 

science to epidemiological studies, health services research. Health sciences research includes 

all fields that aim to develop knowledge, interventions and technology to improve health outcomes 

in population of the Emirate of Dubai 

o Health Research Resources Utilisation: the efficient utilisation of health research 

human and non-human resources and funds. 

o Health Research & Innovation Outcomes: the outcomes of health innovations, creation 

and research and their impact to achieve the strategic direction of the health sector in the 

Emirate of Dubai. 

 Academic Health Enablers: all types of corporate capabilities such as workforce, infrastructure, 

health supplies, and technical systems that enhance the agility and robust business 

implementation and the sustainability of academic health research provision in the Emirate of 

Dubai. 

o Academic Health Workforce: healthcare workers and volunteers in health facilities within 

the Emirate of Dubai, enabling environment to carry out work and provide services 

according to the requirements of those concerned, the faculty workload and productivity, 

staff turnover and tenure, and staff-to faculty ratio. 

o Academic Health Physical and Technical Resources: all matters related to health 

facilities, supplies, medical technologies, health informatics, automation, smart 

transformation and artificial intelligence to implement business and provide health services 

at the level of the Emirate of Dubai. 
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o Pharmaceutical Market: consumption and sales of pharmaceutical products with regard 

to the generic name of medicines, dispensing in community pharmacies and in hospitals, 

and compensation for third parties. 

 Results Achievements: to achieve higher value for money through efficient and effective delivery 

of health services, as well as to improve the economics of health, health social protection through insurance 

coverage and the value-adding of health services, and the impact on the Emirate’s GDP, through all health 

care activities including all the academic health education and training. 

 Academic Health Economics & Financing: all issues related to the provision, financing and 

consumption of health services by the public and private sector to individuals in the Emirate of 

Dubai in order to preserve health, respond to the provision of required health care, achieve equality 

in access to it, and protect against financial risks associated with providing health services. 

o Health Expenditure: expenditure on curative and preventive care and expenditure on 

health as a share of the GDP of the Emirate of Dubai. 

o Academic Health Financial Performance: the financial efficiency of the academic health 

system to secure the necessary funding for spending on academic education, training, 

research and health through utilisation, development of financial resources and limiting 

financial risks. 

 Health Care Access: timely, financial and geographic accessibility of health care for the residents 

of the Emirate of Dubai, supported by adequate insurance coverage. 

o Access to Health Care: equal access to health care with appropriate waiting times 

according to the financial capacity and the geographical distribution of health resources in 

the Emirate of Dubai. 

o Health Insurance Coverage: social protection through government/social health 

insurance and private health insurance to ensure universal insurance coverage for the 

residents of the Emirate of Dubai. 

 Health Care Resources Utilisation: efficient use of health care resources such as consulting 

services, surveys, examinations, vaccinations, length of stay in hospitals, surgery, and patients’ 

discharge of diagnoses. 

o Preventive Health Care Resources Utilisation: efficiency of the use of health care 

resources in vaccinations and surveys for the prevention and early detection of diseases. 

o Curative Health Care Resources Utilisation: efficiency of the use of health care 

resources within health facilities, such as the length of stay in hospitals, the rate of patient 

discharge, performing surgeries, etc. 

 Health care Resilience, Quality and Outcomes: The resilience, effectiveness and quality of 

health care outcomes to achieve sustainability and agility of healthcare services, equality of quality 

among patients, enhance their participation in care, maintain patient safety and improve patient 

reported outcomes. 

o Health care Effectiveness and Sustainability: The sustainability and achievement of 

health care outcomes for patients' requirements and improving their health status, which 

helps them to lead life in the best way and to be productive individuals. 

o Health care Safety & Resilience: protection of the patient from medical errors and the 

health workforce and community from exposure to health and non-health risks while 
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providing health care. In addition to the health business continuity and response to crisis 

and disasters. 

o Patient Reporting Outcomes: patients’ participation during the provision of health care 

to them and for their experience during the journey of care. 

o Health Services Agility: the ability of the supportive and managerial business and 

services to fulfil the requirement of the health care quality and excellency.  

 Academic Education and Training: academic health learners and utilisation of the facilities and 

resources to understand how an institution, programs, department, course or even a learner is 

progressing efficiently and effectively toward their goals. 

o Learners› Success & Engagement: learners’ success rates such as graduation, course 

success, persistence, engagement, transfer, acceptance, and enrolment. 

o Academic Facilities & Resources Utilisation: efficient utilisation of academic facilities and 

resources such as section fill, classroom utilisation and their sustainability to create 

greener campus. 

 Interested Parties Relationship: to build and strengthen relationships with all interested parties 

both internally and externally (patients, society, government, external bodies and institutions, partners, 

suppliers, and employees) to raise the level of satisfaction in the health sector, to promptly deal with their 

complaints and suggestions to further improve health sector, and to enhance collaboration in integration 

of academic research health system at all levels of healthcare in the Emirate of Dubai. 

 Interested Parties’ Experience & Happiness: all issues related to surpass interested parties’ 

requirements (needs and expectation) and improve their experience and journey within the 

academic research health system 

o Stakeholders’ Happiness Results: raising happiness level for all kinds of stakeholders; 

patients, community, government, formal and official authorities and organisations, 

partners, suppliers, employees) who are affected, affect or interested in health business 

and services in Dubai through surveys, receiving, solving complaints and suggestions and 

dealing with requests, suggestions and complaints promptly and to meet the requirements 

of the stakeholders to achieve their happiness.  

o Interested Parties’ Experience: improvement in the experience of interested parties such 

as patients, customers, and other stakeholders during their journey to get the health, 

academic and social services by the way they required and expected. 

 Academic Health Collaboration Resilience: all issues related to the collaboration between the 

interested parties in provision of the academic, research, health business and services within the 

Emirate of Dubai from the effective communication to any type of service level and contractual 

agreements. 
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o Integrated Academic Health System: the level of integration between academic health 

system and the levels of prevention and levels of health care, as well as the level of 

horizontal integration between levels of health care at the level of health and non-health 

facilities to achieve more efficiency, effectiveness, sustainability and flexibility to meet 

societal needs in Dubai. 

o Academic Health Communication: effectiveness of internal and external communication 

between organisational units and academic health and non-health facilities to ensure the 

provision of high-quality academic health services and fulfil the requirements of interested 

parties. 

o Academic Health Contractual Issues: efficiency and effectiveness of all forms and types 

of contracts, whether memoranda of understanding, partnerships, service level 

agreements, or external contracts to contribute, carry out works, or provide academic 

health and non-health services that meet the needs of the community in the Emirate of 

Dubai. 

 Academic Health Philanthropy: all issues related to the charity activities from community 

engagement and in financing of the academic research health business and services in the 

Emirate of Dubai  

o Philanthropy Stakeholders’ Engagement: engagement of community and other 

stakeholders in charity activities related to academic health research and business in 

Dubai 

o Philanthropy Financial Management: efficiency and effectiveness of charity financial 

management related to academic health research and services in Dubai 

Dubai’s AHSPA framework will be used as the unified platform for all performance indicators that assess 

health system at the Emirate of Dubai level and ensures the framework’s agility to set the causality 

relationships between the indicators and to eliminate the redundancies, duplications and the non-value 

added usage of the indicators. Annual reports will be published to monitor the strengths and priority areas 

for advancing health system performance in the Emirate of Dubai and to develop and monitor Dubai’s 

future Health Plans. 
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4.1. 21st century health systems are powered by integrated health information  

Twenty-first century health systems are built around data and information. An integrated health information 

system enables the secure exchange and movement of data to where they can be used to create 

information and knowledge that advances policy objectives. Integrated health information systems include 

data assets, technology, agencies and institutions needed for the collection, storage, maintenance, 

distribution and (re)use of data by different end users in a manner that protects data security and the 

privacy of data subjects.  

An integrated health information system provides the information needed to improve care quality (including 

safety, effectiveness and efficiency) and health outcomes. Secondly, it improves patient empowerment by 

enabling people to access their own health information and for this information to ‘follow the patient’ 

wherever they seek care in the health system. Thirdly, it increases the capacity to use data for other 

important secondary purposes, such as informing continuous assessment of health system performance, 

and enable learning and improvement cycles from the national level to the clinician’s office (create a 

learning health system). It enables more effective and efficient: 

 Public health monitoring and surveillance, 

 Resource allocation and reimbursement to reward value, 

 Biomedical research and development, and 

 Innovation such as big data analytics and artificial intelligence that will enhance knowledge-based 

decisions for patient care and health system governance. 

A range of data assets are relevant to an integrated health information system. This includes data 

generated during acute- and long-term health care, data on public health and social care as well as other 

relevant data sources such as social, economic and environmental data where necessary (Figure 4.1).  

The OECD has been supporting countries in developing integrated health information systems for over ten 

years. Key to developing such systems is meeting the requirements of the 2016 OECD Recommendation 

on Health Data Governance which calls for national health data governance frameworks and sets out the 

principles to develop and evaluate these frameworks (OECD, 2019[6]). The OECD completed its monitoring 

of the implementation of this Recommendation in 2022 (OECD, 2022 forthcoming[7]). Dubai participated in 

the OECD surveys monitoring health data development, use and governance, including the development 

4 Dubai health information system 

readiness to support KPIs and 

other secondary uses 
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and governance of data within electronic clinical health records1. This chapter reports on the development, 

use and governance of health data within Dubai and identifies areas of strengths and limitations in health 

data governance. It compares progress in Dubai to other countries who participated in the same surveys 

and identifies areas for further work toward an integrated and well-governed health information system. It 

begins with a discussion of the importance of an integrated health information system to improve health 

system performance and describes health data governance and its essential role in an integrated health 

information system. 

4.2. Using data to improve performance 

Data and their efficient exchange to generate useful information (such as metrics and indicators) are 

fundamental to inform any effort to improve and optimise health system performance. Key performance 

indicators (KPIs) are necessary to assess how well the health system is achieving its goals, and to identify 

where improvement is needed. Because system objectives typically cover various domains ranging from 

technical efficiency to equity and sustainability, a range of data from various sources will be needed to 

generate the necessary metrics and indices (Figure 4.1).  

A ‘learning health system’ leverages its data to improve performance through continuous cycles of 

reflection, adjustment and evaluation. Learning health systems aim to deliver health services that are of 

high quality and value, that improve health and well-being and, at the same time, provide innovative and 

rewarding workplace environments for health professionals (AHRQ, 2019[8]). Moreover, performance 

domains will include areas that benefit from the sharing of information (prevention and care co-ordination, 

for example).  

                                                

1 Respondents to the 2019-20 OECD Survey of Health Data Development, Use and Governance were Australia, Austria, Belgium, Canada, 

Czech Republic, Denmark, Germany, Estonia, Finland, France, Ireland, Israel, Japan, Korea, Latvia, Luxembourg, the Netherlands, Norway, 

Singapore, Slovenia, Sweden, the United Kingdom (Scotland) and the United States. Respondents to the 2021 OECD Survey of Electronic 

Health Record System Development, Data Use and Governance were Australia, Belgium, Canada, Costa Rica, Czech Republic, Denmark, 

Estonia, Finland, Germany, Hungary, Iceland, Israel, Italy, Japan, Korea, Lithuania, Luxembourg, Mexico, the Netherlands, Norway, Portugal, 

the Russian Federation, Slovenia, Sweden, Switzerland, Turkey and the United States. 
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Figure 4.1. The main data types in a nation-wide health information system 

 

Image credits: © Shutterstock.com/Moab Republic, Shutterstock.com/Cube 29, Shutterstock.com/Millering, Shutterstock.com/Qualit Design, 

Shutterstock.com/BSD Studio. 

This concept -- a learning health system – is only possible with an integrated health information system 

that covers all key performance domains. Empowered by health information, a learning health care system 

goes beyond answering the questions of “What went wrong (or right)?” to the more important questions of 

“Why did this happen?” and “What changes are needed to minimise risks and maximise value fairly across 

a domain or the system as a whole?” Dubai has started building a learning health system through the 

development of the Academic Health System Performance framework, encompassing different 

performance domains, and identifying KPIs from the existing health data infrastructure (see Chapter 3).  

A learning health care system enables regulatory and policy mechanisms that incentivise better 

performance and more optimal resource allocation. For example, moving from a fee-for-service 

remuneration model to one that rewards value for money is only possible with granular data on inputs and 

outputs (activity) as well as outcomes (including patient-reported outcomes) and costs across entire care 

cycles that span the acute, non-acute and long-term care settings. This is only possible with a fully 

integrated health information system. Granular data also enables the identification of KPIs which are most 

suitable for a specific health system performance assessment.  

 Health data governance supports secure and privacy-protective data development, 

sharing and use 

Every data point should serve many uses, from informing a physician caring for a patient to helping patients 

manage their care, to health system performance assessment, health care quality monitoring indicators, 

value-based payments, real-world evaluation of the effectiveness of therapies and contributing to clinical 

decision support tools (artificial intelligence).  

Personal health data are “microdata” which are data pertaining to individuals where each data record 

represents a person. Such data are personal data even in cases where there are no direct identifying 
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variables, such as a national ID number or names, addresses and birthdates. This is because it is 

increasingly easy to match data across multiple datasets to reveal the identities of individuals.  

Personal health data are fundamental to an integrated health information system. When data are available 

about individuals’ characteristics, diseases, experiences of care and outcomes of care; they can be 

analysed for health-related public interest purposes, such as improving health care quality, safety and 

responsiveness; reducing public health risks; discovering and evaluating new diagnostic tools and 

treatments to improve health outcomes; managing health care resources efficiently; contributing to the 

progress of science and medicine; improving public policy planning and evaluation; and improving patients’ 

participation in and experiences of health care. Thus, an integrated health information system supporting 

health system performance monitoring and improvement, can also support other secondary uses of data 

within the health-related public interest and can yield health, economic and societal benefits.  

Key to the development of integrated health information systems is the ability to share data and efficiently 

and accurately link data from different sources. Fostering data sharing and linkage increases the risk of 

data loss or misuse that can bring personal, social and financial harms to individuals and can diminish 

public trust in health care providers and governments. Appropriate reconciliation of the risks and benefits 

associated with health data use is necessary if the interests of both individuals and societies are to be best 

served. 

The OECD Recommendation on Health Data Governance is an international standard providing the 

framework conditions within which health data can be appropriately governed to enable health data 

processing to take place both domestically and transnationally (OECD, 2019[6]). The OECD 

Recommendation is compliant with the European General Data Protection Regulation which places 

personal health data in a special category with the highest standards of protection. 

The 2016 OECD Recommendation on Health Data Governance provides policy guidance to: 

• Encourage the availability and use of personal health information, to the extent that this enables 

significant improvements in health, health care quality and performance and, thereby, the development of 

healthy societies while, at the same time, continuing to promote and protect the fundamental values of 

privacy and individual liberties; 

• Promote the use of personal health data for public policy objectives, while maintaining public trust 

and confidence that any risks to privacy and security are minimised and appropriately managed; and 

• Support greater harmonisation among the health data governance frameworks of Adherents so 

that more countries can benefit from statistical and research uses of data in which there is a public interest, 

and so that more countries can participate in multi-country statistical and research projects, while 

protecting privacy and data security. 

Governments adhering to the Recommendation agree to establish and implement a national health data 

governance framework to encourage the availability and use of personal health data to serve health-related 

public interest purposes while promoting the protection of privacy, personal health data and data security.  

The Recommendation sets out twelve key elements of the development and implementation of national 

health data governance frameworks (See Annex B). The elements encourage greater cross-country 

harmonisation of data governance frameworks so that more countries can use health data for research, 

statistics and health care quality improvement. 

It recommends supporting trans-border co-operation in the processing of health data for purposes that 

serve the public interest. It further recommends that Adherents engage with relevant experts and 

organisations to develop mechanisms that enable the efficient exchange and interoperability of health data. 

Further developments of health data infrastructure based on the OECD Recommendation will help 

strengthen the newly developed Dubai Academic Health System Performance Assessment (AHSPA) and 

support timely, effective monitoring of Dubai’s AHSPA.  
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 Dubai compares well with OECD countries in many aspects of health data 

development, use and governance 

The OECD Survey of Health Data Development, Use and Governance identified a small cluster of countries 

with policies, regulations and practices that foster the development, use, accessibility and sharing of key 

national health datasets for research and statistical purposes while also having a high degree of 

recommended health data governance policies and practices in place. Adherents reporting the strongest 

national health data availability, maturity and use and health dataset governance policies and practices 

were Denmark, Finland, and Korea. These countries were followed by Australia, Canada, France, Latvia, 

the Netherlands, Slovenia, Sweden and the United Kingdom (Scotland). 

Figure 4.2. Health dataset maturity, use and governance in Dubai and other countries 

 

Source: (OECD, 2022 forthcoming[7]) and data provided by Dubai. 

Dubai’s overall performance in health data development, use and governance is situated within the range 

of the majority of OECD countries (Figure 4.2, Annex A Supplementary Tables). Dubai is particularly 

advantaged compared with many other countries because of its electronic clinical record system which 

provides detailed clinically-relevant data that are used for statistical purposes. Further, Dubai has 

developed its information system with strong health data governance elements such as authorising 

legislation, data protection officers, staff training in data protection, staff data access controls and data de-

identification.  
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Dubai is relatively weaker than most OECD countries in developing secure and privacy-protective access 

to data for statistics and research within the health-related public interest. Without secure access to data 

for research and innovation, the potential for the health information system to support the advancement of 

Dubai’s medical and scientific research and digital health sectors will be limited. In the OECD survey, 11 

countries out of 23 provided secure access to all or most de-identified national health datasets via remote 

data access, a research data centre or both (Austria, Denmark, France, Israel, Korea, Luxembourg, the 

Netherlands, Singapore, Slovenia, United Kingdom (Scotland) and the United States). 

The development of secure and privacy protective access to data for research in Dubai requires planning 

for the potential to grow a large domestic research sector and to participate in multi-country collaborative 

work. Many countries are supporting a high volume of external researchers in research data centres or via 

remote data access services. The highest number of annual external data users was reported by Korea 

and France. Korea reported over 3 000 external analysts accessing the national health care data of NHIS 

and HIRA (1 500 each) per year. Since 2017, France has received 450 applications for access to the 

national linked health administrative data (SNDS). Other countries with hundreds of external analysts per 

year include Australia, the United States, the Netherlands and Sweden. Singapore reported that the 

number of external analysts per health care dataset annually is below 100. 

Recently, federated data models are developing to facilitate secure and privacy-protective access to data 

for research. The European Health Data and Evidence Network (EHDEN) fosters trust with a distributed 

analytics framework, where software and statistical analysis programmes travel to where data are located, 

rather than data flowing to a central data lake for analysis (EHDEN, 2021[9]). With this method, data 

collectors retain control of their data at all times and data privacy and security remain protected by local 

legal requirements and operational practices. Data collectors also pseudonymise their own data before 

they are analysed. Further, because there is no transfer of record-level data, associated security risks are 

avoided. Key to the success of this method is the coding of data within the Federation to a common data 

model (OMOP) which permits the analytical programmes or software code to run smoothly at each node 

of the network. EHDEN is coding more than 327 million pseudonymised health records from 60 partners 

in 20 countries to the OMOP common data model. Recently, the European Medicines Agency has decided 

that health data necessary for its work will be coded to OMOP (Darwin Project).  

There were some applications of the OMOP reported by Australia and Israel in 2021. Korea coded linked 

health data, including national insurance claims data, for the purposes of encouraging secure access to 

timely data for global COVID-19 research as part of the global Observational Health Data Sciences and 

Informatics (OHDISI) project. France is coding data within the Health Data Hub to the OMOP common 

data model as part of the EHDEN project. 

Access to data for foreign researchers remains difficult in some OECD countries where data localisation 

regimes either explicitly forbid health data processors from approving the sharing of data with an 

organisation located outside of their country or create obstacles such as a lack of clarity about how health 

data sharing outside of the border might be approved (Svantesson, 2020[10]). The same challenge of data 

localisation requirements was reported by Dubai. In contrast, seven countries, Australia, Belgium, 

Denmark, Finland, Norway, Singapore and Slovenia reported that de-identified data from all health care 

datasets could be shared for approved research to take place outside of their country. Another six countries 

reported sharing data outside of their country was possible with the majority of health care datasets. Eight 

countries reported that such sharing was not possible with any of their health care datasets. The 

development of federated data models, such as EHDEN, are a solution to countries with data localisation 

policies because federated data models enable foreign researchers to analyse domestic data without 

visualising or accessing the data records. Thus the data remain with their custodians and under their 

national data protection laws at all times.  



   29 

 © OECD 2022 
  

 Record linkage capabilities are essential for health system performance 

monitoring 

A related area of limitation in Dubai relates to record linkage capabilities. While Dubai is advantaged with 

the development of integrated clinical data, such data on its own will never include all of the data necessary 

for health system performance assessment and for many other important health and medical research 

topics within the public interest. For example, to evaluate differences in access to health care or differences 

in health care outcomes for vulnerable sub-populations, it is typically necessary to link health care data 

with socio-economic data, such as education data, labour-market data and income data. To relate health 

care to patient-reported outcomes or experiences typically requires the linkage of survey data to health 

care data. Table 4.1 below presents examples of health care quality and performance indicators that are 

based on record linkage that were reported by countries and Dubai can learn from these examples for 

further establishing AHSPA as the current framework does not contain KPIs in the health care quality and 

outcomes domain but development of such indicators is forthcoming as is discussed later in this chapter 

Dubai reports that no key national health datasets are regularly linked for monitoring (indicators) or for 

research and there is no publicly available information regarding the procedure to request or be approved 

access to linked data. In contrast, over half of respondents to the OECD Survey of Health Data 

Development, Use and Governance reported that dataset linkages are conducted on a regular basis with 

most of their national health datasets (Figure 4.3).  

Figure 4.3. Dataset availability and regular record linkage 

 

Source: (OECD, 2022 forthcoming[7]) and data provided by Dubai. 

Dubai has a national ID number (MRN) for permanent residents that can support data linkages and this ID 

is within all of the key national health datasets included on the OECD survey.2 A challenge in Dubai is that 

92% of the population is non-Emirati who do not stay in Dubai on a long-term basis and 20-30% of the 

                                                
2 The OECD survey assessed 13 key national datasets including 10 health care datasets (hospital in-patient, mental 

hospital in-patient, emergency health care, primary care, prescription medicines, cancer, diabetes, cardiovascular 

disease, mortality and formal long-term care); patient experiences survey, population health survey and population 

census/registry. 



30    

 © OECD 2022 
  

population are strictly temporary residents (tourists and temporary workers) who do not have a national ID 

number (MRN). To integrate health data for temporary residents more effectively, it would be necessary to 

introduce a unique temporary resident ID. 

Table 4.1. Examples of health care quality and performance indicators based on record linkage 

Country Indicators 

Australia Unplanned hospital readmissions for selected surgical procedures; annual reporting of cancer survival 

Austria Hospital readmission rates; mortality rates following hospitalization; 30-day mortality for heart attack patients; 5-year relative 

cumulative survival after cancer diagnosis 

Belgium Monitoring Antibiotic prophylaxis in hospital; 30- and 90-day mortality for pancreas, oesophageal and rectal cancer 

Canada Urgent hospital readmissions for mental illness, and for medical, surgical, obstetric and paediatric patients; high user hospital beds; 

self-harm; hospitalisations entirely caused by alcohol; and predicted net cancer survival.  

Czech 

Republic 

30-day mortality indicators for hospital and cardiovascular disease patients; survival estimates for patients with cancer, diabetes, 

and other diagnoses. 

Estonia 30-day and 1-year mortality for patients with acute myocardial infarction; suicide among schizophrenic patients 

Finland Mortality following AMI, stroke, hip fracture; prescriptions of antibiotics for acute respiratory infections; vaccination coverage; 
survival from breast, colorectal and uterus cancer (and other cancers); number of days that hip fracture patients spend at home in 

the year following the fracture; and risk-adjustment of performance indicators 

Korea Mortality (at hospital, within 7 days after discharge, within 30 days after surgery) for coronary artery bypass grafting; injection rate of 
antibiotics within 8 hours after hospital arrival for pneumonia; readmission of mental hospital inpatients within 30 days after 
discharge; MRI or CT rate within 1 hour after arrival to emergency room; antibiotics prescription rate; number of drugs per 

prescription; relative cancer survival; cancer mortality; mortality following coronary artery bypass graft; and indicators for patients in 
long-term care including: percentages of patients with a reduced activities on daily living; prescription rate of atypical anti-

psychotics for schizophrenia; 30-day readmission to hospital after discharge from hospital for schizophrenia; Rate of overlapping 

prescription,  prescriptions of 4-or-more component anti-hypertensive, parallel administration of diuretics, prescription of not-
recommended parallel therapies, prescription days, and continued prescription group for hypertension; and  medication cost per 

administration day. 

Luxembourg OECD’s Health Care Quality and Outcomes (HCQO) indicators; 30 and 90-day mortality rates following initial treatment for cancer;  

annual indicators of cancer mortality and survival 

Netherlands Readmission, unexpected length of hospital stay, Hospital Standardised Mortality Ratios, generic prescribing, HCQO indicators 
(mortality after AMI or stroke, hip fracture, avoidable admissions, patient safety, prescribing); suicide rates and excess mortality 

rates; survival rates; cholesterol levels and eye exams among diabetic patients; and spirometry measures for lung patients. 

Singapore 30-day readmission for hospital patients; return to emergency department within 72 hours; 30-day mortality for cardiovascular 

patients 

Slovenia HCQO indicators; cancer incidence, prevalence, mortality, and survival by region 

Sweden Appropriate prescribing of drugs among persons with heart failure;  deaths and prescribing in mental health populations; mortality 
following hip fractures; benzodiazepine prescriptions; cancer survival; AMI and stroke case fatalities; suicides in various 

populations; and prescription rates for long-term care patients. 

Source: (Oderkirk, 2021[11]) 

 Data timeliness is increasingly important for decision-making 

Reliance on electronic data, as well as upon clinical professionals for coding, have had a positive impact 

upon the timeliness of data within key national datasets across countries. Data that are available in real 

time or near real time open the possibility of monitoring health care quality and performance in time to 

detect and address issues as they are emerging, including a rapid detection and response to adverse 

events. Denmark, Estonia, Korea and Latvia stand out for having a very short time lapse, of one week or 

less, between when a data record is first created and when it is included in the national dataset used for 

analysis for all or most key national datasets. 

OECD surveyed countries in 2021 regarding their COVID-19 response and found that timeliness is the 

area where countries have made the greatest improvement to national health data. For example, while 

only 2 countries had weekly mortality data in 2019/20, by September 2021, 8 countries were reporting daily 
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mortality data and another 5 countries were reporting this data weekly. Timeliness gains were also made 

in national health care data, particularly hospitalisations data. 

Dubai has the potential to develop daily and even real-time health care data through its electronic clinical 

record system. However, because the system was initially designed to capture data only upon the 

discharge of a case, the data timeliness is limited. In the longer term, Dubai plans to link the Health 

Information Exchange (HIE) to the e-claims data and then with virtually all the electronic data linked, 

compare transactions which will streamline data quality checking. A challenge, however, is that the e-

claims clearinghouse for administrative data that was established 2015-16 was developed to exchange 

documents and not data. A lesson learned from this experience that Dubai is applying to the HIE project 

is to make sure that all hospitals can report data (in the right way).  

 Patient-reported outcomes measures (PROMs) 

A new area of national health data development is the measurement of patient-reported outcomes of health 

care. PROMs are an important part of health system performance assessment, providing the patient’s 

perspective on their own health status and functioning as they progress through a cycle of health care 

services. PROMs are the main mechanism to assess improvement in patients’ health status following 

health care. On an OECD survey, fifteen countries reported having patient-reported outcomes data at 

some geographic level in their country and twelve countries reported national patient-reported outcomes 

data (Oderkirk, 2021[11]). Countries with national PROM data are Australia, Canada, Denmark, Finland, 

France, Ireland, Israel, Japan, the Netherlands, Norway, Sweden and United States.  

Dubai has not yet developed PROMs and the experiences of other countries may be useful in considering 

next steps. Dubai has started to develop KPIs for priority health conditions and is developing PROMs to 

assess outcomes for patients with asthma and low-back pain. The experiences of other countries may be 

useful to consider as PROMs work develops further. 

 Patient-reported experiences measures (PREMs) 

Countries were also asked about data at the national level about patient-reported experiences measures. 

Content domains can include accessibility of care, coordination of care, communication quality, adherence 

to clinical guidelines, and patient satisfaction. Seventeen countries reported national PREMs data. In these 

countries, PREMs are measured on a sample of patients or of service users through a survey instrument. 

Dubai reports that patient-reported experiences measures (PREMs) are available at the national level, 

however, we understand such data are under consideration for further development and are not yet 

available.  

4.3. Challenges in developing national health data governance 

All countries are on a journey toward an integrated health information system and there are many 

challenges to overcome. Virtually all respondents reported experiencing one or more data governance or 

technical challenges at the national level. The most commonly experienced challenges were legal 

restrictions or policy barriers to public authorities undertaking data linkages (17 countries and Dubai); 

concerns with the quality of data that limit their usefulness (16 respondents and Dubai); and legal 

restrictions or policy barriers to sharing data among public authorities (14 respondents and Dubai) 

(Table 4.2). As in Dubai, a group of respondents reported experiencing a high number of health data 

governance and technical challenges: Australia, Belgium, Canada, Germany, Ireland, Luxembourg and 

the Netherlands. 
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An additional challenge is to expand the health information system developed for Dubai to the whole of the 

United Arab Emirates. At present there are three health information exchanges with one in Dubai, a second 

in Abu Dhabi and a third covering the rest of the country.  

Table 4.2. Challenges to the development of national health data governance 

Respondent  Legal or 

policy 

barriers to 

sharing 

data 

among 

public 

authorities 

Legal or 

policy 

barriers to 

public 

authorities 

undertaking 

data 

linkages. 

Legal or 

policy 

barriers to 

public 

authorities 

extracting 

data from 

electronic 

clinical 

records? 

Legal or policy 

barriers to 

sharing de-

identified data 

with university 

or non-profit 

research 

organisations 

in your 

country. 

Legal or 

policy 

barriers to 

sharing de-

identified 

data with a 

foreign 

government 

or a foreign 

researcher 

Lack of 

person 

identifiers 

to link the 

data 

Concerns 

with the 

quality of 

the data 

that limit 

their 

usefulness 

Lack of 

resources 

or technical 

capacity to 

process 

data or 

make data 

accessible 

for research 

and 

statistics 

Other 

challenges 

Australia Yes  Yes  Yes  No No Yes Yes Yes No 

Austria Yes Yes No No n.r. No Yes No n.r. 

Belgium Yes Yes Yes Yes No Yes Yes Yes Yes 

Canada Yes Yes Yes No Yes No No No No 

Czech 

Republic 

Yes  Yes No No No No Yes No No 

Denmark Yes Yes No No Yes No No No No 

Dubai Yes Yes No No Yes No Yes Yes No 

Estonia No No No No No No Yes Yes n.r. 

Finland No No No No No No Yes Yes n.r. 

France No Yes¹ Yes No No Yes  Yes No n.r. 

Germany n.r. n.r. Yes Yes Yes  Yes  Yes No No 

Ireland Yes Yes No No Yes Yes Yes Yes No 

Israel Yes  Yes  Yes  Yes  No No No No No 

Japan Yes Yes Yes No Yes Yes No No No 

Korea No Yes Yes No Yes No No No n.r. 

Latvia Yes Yes No No No No Yes Yes n.r. 

Luxembourg Yes Yes Yes No No Yes Yes Yes n.r. 

Netherlands Yes Yes Yes Yes No Yes Yes Yes Yes 

Norway n.r. n.r. n.r. n.r. n.r. n.r. n.r. n.r. n.r. 

Singapore 

(non-

Adherent) 

No No No No No No Yes Yes No 

Slovenia Yes Yes No No No No No No No 

Sweden No No No No Yes No Yes  n.r. n.r. 

United 

Kingdom 

(Scotland) 

Yes Yes No No No No No No No 

United 

States 

Yes Yes Yes No Yes Yes Yes No n.r. 

Note: n.r. not reported. 

1. Legal restrictions to dataset linkages were eased through legislation introduced in 2019. 

Source: OECD (2022 forthcoming), Health Data Governance for the Digital Age: Implementing the OECD Recommendation on Health Data 

Governance; and data for Dubai reported to the OECD. 
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4.4. Data quality concerns 

Overall, 16 respondents to the survey and Dubai reported that there are concerns about the quality of 

national data that limit their usefulness. Respondents reported concerns with the quality of administrative 

data when they are used for purposes beyond their original intent (Latvia and Australia); as well as with 

the quality of data entered/coded by health care practitioners in electronic records, which has not yet been 

widely assessed (Australia, Estonia and Dubai). There is a problem with the usability of data within medical 

records in France due to multiple software providers and a lack of data standards; there is also a problem 

of lack of structured data and use of free text data capture in health records (Austria and France). The lack 

of common data standards across provinces and territories in Canada and inconsistent application of 

standards are emerging issues. 

In the United States, lack of data standards, inconsistent data formats and inaccuracies in demographic 

data across different data sets diminish the accuracy of dataset linkages. Patient identity matching across 

datasets is usually reliant on patient demographic data as record linkage uses technologies such as a 

master or community patient indices and deterministic and probabilistic linkage methods. Studies have 

found that errors in data matching often result from the quality of patient demographic data, where the 

quality issues arose when the data were first collected during the patient registration process.  

Dubai also is challenged to link data, including to identify and remove duplicate records. The challenge 

relates to a lack of a consistent unique identifier for temporary residents which constitute a significant share 

the overall population. 

Timeliness is an issue, as are a lack of quality control mechanisms and sanctions for poor quality data 

(Belgium). In the Netherlands, medical care data from medical specialists in hospitals and ambulatory 

settings is not timely due to a long delay in billing data and the coding system used by these providers is 

difficult to analyse. There are health care sectors (including general mental health care, long-term care 

and health care for children and youth) where datasets are not available, are incomplete or are missing 

diagnosis. Coverage of diagnosis in the registry of primary health care visit and the coverage of secondary 

diagnosis in hospital data are data quality concerns in Finland. There are concerns in Germany about the 

quality of cause of death information in mortality data as in Dubai particularly for unspecified causes of 

deaths (see Chapter 6). 

4.5. Building trust in health data use through transparency and inclusion 

OECD countries are fostering public trust of individuals, communities and societies in the collection, use 

and sharing of health data for uses within the public interest through inclusion and transparency. This 

includes public consultation from a wide range of stakeholders with a view to ensuring that the processing 

of personal health data is consistent with societal values and the reasonable expectations of individuals. 

This also includes transparency with the public regarding health data processing and access to data and 

the safeguards protecting data privacy and security. These efforts to build trust in health data us are also 

essential for strengthening health systems through health system performance assessment.   

 Public consultation about health data governance 

Through open and public dialogue about potential benefits, risks and risk mitigations, it is possible to 

promote a balanced approach to the governance of personal health data within society. In response to the 

survey, 14 of 23 respondents and Dubai reported that a public consultation had taken place or was planned 

around the elements of a national health data governance framework (Annex B Supplementary Tables). 

Dubai reported consulting stakeholders within the healthcare ecosystem stakeholders, such as private 

sector healthcare providers and patient groups regarding the development of Dubai’s health information 
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exchange and population health programme. A particular effort was made to develop buy-in among health 

care organisations and professionals including both training opportunities and communications. Moving 

forward, consultation mechanisms and public transparency across a broad range of stakeholder 

communities and the public will be very important to the integration of health data across the whole of the 

United Arab Emirates. Below are a few examples of consultation practices in other countries. 

Australia reported undertaking a stakeholder and public consultation as part of the steps toward developing 

a Framework for the Secondary Use of My Health Record system data. The My Health Record system is 

a nation-wide electronic health record system that contains a summary of patients’ health information.  

Netherlands includes client and patient federations as members of the National Health Information Council. 

Further, an open public consultation takes place in the Netherlands to review documents presenting data 

governance concepts.  

Israel reported an on-going public consultation process of the Ministry of Health and the Innovation 

Authority using social media, public conventions and public feedback through a website. Similarly, Slovenia 

gathers public input to its health data governance framework through an e-Democracy portal.  

The United States Department of Health and Human Services provided a long open public comment period 

on the proposed rule within the 21st Century Cures Act to support seamless and secure access, exchange 

and use of electronic health records. 

 Fair and transparent project approval process 

Fair and transparent project review processes are important to meet public expectations regarding 

appropriate uses of their personal health data. Review and approval procedures should involve an 

assessment of whether the processing is within the public interest; be robust, objective and fair; be timely; 

promote consistency in outcomes; be transparent while protecting legitimate interests; and be supported 

by an independent multi-disciplinary review. 

Sixteen respondents and Dubai reported on the survey that a central authority for the approval of requests 

to process personal health data is established or planned. In Dubai, the Health Informatics & Smart Health 

Department within the Health Regulation Sector has been assigned the role of granting requests to process 

personal health data. In Dubai, patients are the owners of their own health care data under the ICT law 

that regulates health care providers’ use of data and sets the regulations regarding access to data. Under 

the ICT law, Dubai can provide access to anonymised (de-identified) data for projects within the health-

related public interest. The ICT law protects patient data from non-health related uses. 

In France, the Health Data Hub (HDH) was launched in 2019 to support France in becoming a leader in 

Artificial Intelligence in health and to overcome barriers to the secondary of health data for research (See 

Box 4.1 France: Health Data Hub). 



   35 

 © OECD 2022 
  

Box 4.1. France: Health Data Hub 

The HDH is a public interest group that was authorised by law and funded by the government to expand 

upon the existing national health data system (SNDS) to encompass all existing databases concerning 

publicly funded health activities (e.g. hospital electronic health records warehouses, cohorts, and 

registries). HDH was built on the infrastructure of the SNDS, the French administrative health care 

database that covers 99% of the population. The HDH catalogue unifies a collection of pseudonymised 

databases which the HDH is authorised to make available for research. 

HDH’s primary goal is to support research and innovation in health and health care by providing a 

unique entry point for secure and privacy-protective data linkage services and access to health 

microdata for research projects that contribute to the public interest, while respecting patient rights and 

ensuring transparency with civil society. The second goal was to design a state of-the art platform at 

the highest level of security, offering data storage, computing, risk mitigation and analysis capabilities. 

Finally, the third goal was to create a documented data catalogue built in a progressive manner to make 

priority data known to the scientific community. 

The legal reform that launched the HDH aims to allow better visibility of common data assets for the 

entire ecosystem and to harmonise data access rules. Access to data is regulated and is carried out 

with respect for the rights of individuals. There is no obligation to process health data in France within 

the technological platform of the HDH and it is still possible to conduct research in other partnerships. 

HDH has so far launched 27 pilot projects, 9 of them COVID 19 related, after HDH received a specific 

mandate to accommodate COVID 19 related projects. 

Permanent access to the HDH is granted to health authorities by decree of the French Ministry of Health. 

Other research requests for data are submitted to the “access team” that conducts a scientific and 

ethical assessment. If the request is found eligible, it is sent to the independent Scientific and Ethical 

Committee (CESREES). CESREES verifies that the purpose of the study is relevant and of public 

interest, that the data requested are in line with the study objective and that the proposed methodology 

is robust. If found positive, the project is submitted for authorisation of the French Data Protection 

Authority. 

HDH consults with civil society by carrying out studies and consultations on the relationship that citizens 

have with health data and on their perceptions, needs and expectations. This knowledge is necessary 

to orient and adapt public communications, and to evaluate them and ensure they are clear. HDH also 

contributes to the implementation of a “health data culture” by providing educational tools to enable 

citizens to understand the data and to learn how to use them and how to carry out projects with them. 

(CNIL). 

Source: (Magazanik, 2022[12]) 

In Korea, the Health care Big Data Policy Deliberation Committee supervises and manages the Korea 

Health Industry Development Institute, which is responsible for information strategy planning, and the 

National Evidence-based Health care Collaboration Agency, which is responsible for undertaking dataset 

linkages. 

Australia’s data governance framework for the My Health Record system, as well as the legislation 

authorising the system, provide for a central Data Governance Board to manage requests for data from 

the My Health Record system. The Governance Board is not involved in requests for other national health 

data; and most of these requests are approved by the Australian Institute of Health and Welfare.  
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Finland has established a Health and Social Data Permit Authority (Findata) to approve data processing 

requests (See Box 4.2 Finland: FinData). Denmark has established the Danish Health Data Authority.  

Box 4.2. Finland: FinData 

Findata is authorised by law to support the secondary uses of health and social data in Finland for 

projects that contribute to the public interest. Findata is the only authority that can issue permits for the 

secondary use of health and social data when the data is compiled from more than one data custodian. 

Findata provides for the secure linkage and research access to publicly funded datasets and registries 

including the data holdings of the Finnish Institute for Health and Welfare (THL), the Social Insurance 

Institution of Finland (Kela), the Population Register Centre, the Finnish Centre for Pensions and 

Statistics Finland. From 2021, Findata will expand to include data within the national EHR system 

(Kanta). 

Findata is a centralised system issuing permits and a one stop shop for the secondary use of health 

and social care data in Finland. It grants data use permits when data are requested from multiple 

registries or from the private sector; collects, links and prepares the data; provides the data in a secure 

IT-environment for data users; offers electronic tools for data permit applications; offers a help desk for 

data users; and works in collaboration with the controllers of the data. 

Findata is not a permanent data repository, but a hub in which the data flows. It exists to streamline and 

secure the secondary use of health and social care data for four main purposes: 1) enabling effective 

and safe processing and access to data; 2) enhancing data protection and security; 3) eliminating 

overlapping administrative burden; and 4) improving data quality. 

The Act on the Secondary Use of Health and Social Data (enacted in May 2019) gives Findata the 

authority to grant secondary use for research within Finland. It is noteworthy that this is made possible 

due to Finland’s personal identification code that remains unchanged throughout an individual’s life and 

is the key to linking personal information from various registries. 

As a rule, the data are always disclosed to Findata’s secure operating environment. However, the Act 

empowers Findata to make the data available in another environment as well, if it is necessary for the 

research purpose. These other environments will be audited for compliance with the regulation. 

Source: (Magazanik, 2022[12]) 

In Belgium, the Information Security Committee is responsible for approving requests to process personal 

health data; in Luxembourg, the National Commission for Data Protection grants approvals; and in France 

the data protection authority (CNIL) approves the creation of datasets and the processing of data. Similarly, 

in Estonia, the Data Protection Inspectorate approves requests to process personal health data. There are 

research ethics committees in Estonia that are also involved in project approvals. In Israel, the Ministry of 

Health’s Data Delivery Committee approves requests in coordination with the Privacy Protection Authority 

of the Ministry of Justice.  

In the Netherlands, organisations can create datasets and can undertake dataset linkages under the 

precondition that their activities meet the requirements of the EU’s General Data Protection Regulation 

(GDPR) and the Netherlands’ Medical Treatment Act. The Data Protection Authority evaluates whether 

datasets meet GDPR requirements. Further guidelines regarding necessary elements of quality registries 

are also provided by the national body overseeing the electronic health record system (NICTIZ). 
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 Transparency through public information 

Public information mechanisms are essential to build public trust. Public information should include the 

purpose of the processing, the health-related public interest served, the legal basis for the processing, the 

procedure and criteria used to approve the processing, a summary of approval decisions taken, and 

information about the implementation of a national health data governance framework and how effective it 

has been. 

Clarity and transparency supports protecting individual’s privacy and autonomy while also ensuring that 

data processors and data users are aware of the authority under which data may be used and can plan 

the development of research programmes accordingly.  

Twenty-one respondents reported that for all or most key health care datasets there is a publicly available 

description of the dataset purpose and content and most provided a web-link to this public information. 

Similarly, Dubai reported that a public description was available for disease registries (cancer, diabetes 

and CVD) and mortality data. However, the more specific information supporting public transparency 

investigated in this survey was not publicly available in Dubai.  

Seventeen respondents reported that the description of all or most health care datasets includes the health-

related public interests served by the data (See Annex A Supplementary Tables). Fifteen respondents 

reported that the description for all or most datasets includes the legal basis for the processing. The 

procedure to request access to the data and the criteria used to approve access to the data are publicly 

available for all or most health care datasets in seventeen respondents. Fourteen respondents reported 

that the procedure to request a record linkage or other further processing of all or most health care datasets 

and the criteria used to approve these requests are publicly available. When asked if there is a summary 

of approval decisions for the record linkage or further processing of the datasets that is publicly available, 

10 respondents answered yes for all or most key health care datasets: When asked whether the summary 

describes or identifies the data recipient of an approved record linkage or further processing of the 

datasets, only eight respondents said yes for all or most health care datasets. 

4.6. Clinical data are fundamental to an integrated health information system and 

a strength of Dubai 

Clinical data are a fundamental component of any health information system looking to improve care quality 

and system performance as well as to foster research and innovation and patient empowerment. While a 

core group of OECD countries are successfully developing integrated health information systems founded 

upon clinical data, many countries are still confronting obstacles to the effective use of clinical data. This 

section outlines the current situation in Dubai and OECD countries regarding the exchange and 

interoperability of electronic health records data, and the key elements of successful integration. 

Overall, Dubai’s performance is among the top performing OECD countries and provides a strong 

foundation for an integrated health information system that is ready to support statistical and research uses 

of clinical data (Figure 4.4). 



38    

 © OECD 2022 
  

Figure 4.4. Readiness of EHR systems to support monitoring and research uses of clinical data 

 

Note: Technical and operational readiness is the cumulative score of 9 indicators each valued at one point: EMR coverage, information sharing 

among physicians and hospitals, defined minimum dataset, use of structured data, unique patient and provider ID, national standards for clinical 

terminology and exchange, legal requirements for adoption, software vendor certification, and financial incentives for adoption and maintenance. 

Data governance readiness is the cumulative score of 5 indicators each valued at one point: Legislation or patient consent authorises EHR data 

use for government statistics and monitoring, Legislation or patient consent authorises EHR data use for medical/health research, EHRs are 

audited for data quality, EHR data are used to create health/healthcare datasets for monitoring and analysis, EHR data contribute to 3 or more 

monitoring or research domains (public health, health system performance, patient safety, clinical trials, physician decision support and 

health/medical research). See Annex A Supplementary Tables. 

Source: OECD 2021 Survey of Electronic Health Record System Development, Data Use and Governance. 

Exchange of clinical data at the national level 

Most countries (21 of 27) surveyed and Dubai, are exchanging electronic clinical records among 

physicians, medical specialists and hospitals for the direct care of patients. Sixteen countries report that a 

single country-wide EHR system is in place. Thirteen countries reported that a nationally standardised 

patient summary is exchanged among health care providers at a national level, with a broader array of 

patient data exchanged among health care providers at the sub-national (state, regional) level. In three 

countries, Belgium, Canada and the Czech Republic, patient data is exchanged among health care 

providers only at the sub-national (regional, state) level.  

In Dubai, the Health Information Exchange (HIE) and population health programme is called the Network 

& Analysis Backbone for Integrated Dubai Health (NABIDH). NABIDH is a single Dubai-wide health 

information exchange. NABIDH is a “one patient, one record” system including hospital, clinic, laboratory 

and pharmaceutical data from both the public and the private sector. Data standards are required and 

there are data privacy and security measures. The HIE will be designed to support patient access to their 

own data through a single unified patient portal (PHR) and to support secondary uses of the data including 
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monitoring waste; and both of these areas are where Dubai can benefit from the experiences of other 

countries described in this section. 

NABIDH development began in 2016 and the system was ready for deployment in early 2020 and by the 

end of 2021, all hospitals implemented NABIDH. In 2022, NABIDH is being deployed within clinics.  

A single authority to oversee EMR development and interoperability  

Central coordination enhances the readiness of EMR systems to contribute to national performance 

monitoring and research. Twenty-three of the 27 countries reported a national organisation with the primary 

responsibility for national EHR infrastructure development (See Annex A Table A A.3). Twenty countries 

reported that their national organisation is also responsible for setting national standards for both clinical 

terminology within EHRs and standards for data exchange (electronic messaging). In Dubai, a unit within 

the Dubai Health Authority is responsible for NABIDH. 

Fourteen countries reported that the national organisation responsible for EHR infrastructure development 

had a multidisciplinary governing body with representation from various stakeholder groups. Multi-

disciplinary governance supports the development of standards that meet the needs of different 

stakeholders in the health information system. There is no multidisciplinary governing body for Dubai’s 

NABIDH and the development of such a body would be useful to support the successful integration of the 

three HIEs within the UAE. 

Convergence towards specific standards is occurring 

Global consensus regarding terminology standards for key clinical terms has not been reached yet. There 

are, however, a few international terminology standards that are used by a significant share of countries.  

In 2021, 17 respondents and Dubai reported using the International Statistical Classification of Diseases 

and Related Health Problems, 10th Revision (ICD-10) for diagnostic terms; 15 respondents reported the 

Anatomical Therapeutic Chemical (ATC) Classification System for medication terms; 13 respondents and 

Dubai reported the Logical Observation Identifiers Names and Codes (LOINC) for laboratory test terms; 

and 10 respondents reported DICOM standards for medical image terms. These results for 2021 are a 

small improvement from 2016, as the number of respondents adopting the ICD-10 diagnostic terms and 

ATC medication terms has grown by a few countries. 

Twelve respondents reported adopting the Systematized Nomenclature of Medicine-Clinical Terms 

(SNOMED CT) for at least one key term within their EHR. SNOMED CT is a comprehensive set of 

terminology standards covering key terms within EHR records. The cost of deployment; however, is a 

barrier to widespread adoption and the number of respondents is unchanged from 2016. 

However, there remain key terms within clinical records where there is no consensus among countries 

about which international standard could apply. These include surgical procedures, vital signs, healthy 

behaviours, socio-economic status, clinically relevant cultural and psychosocial characteristics, and patient 

reported outcomes and experiences. Further, there are often local standards that have been adopted or, 

in some cases, these elements are not coded to a terminology standard but recorded as free text.  

The legacy of fragmented deployment of EHRs has resulted in 11 respondents reporting clinical 

terminology standards are inconsistent among different networks or regions within their country. While this 

remains a significant problem, it has improved from 2016 when 20 respondents reported this issue. 

Twenty-one respondents and Dubai reported implementing policies or projects to improve the 

interoperability of data within electronic health record systems (EHRs). Eighteen respondents are adopting 

the HL7 Fast Healthcare Interoperability (Resource) standard and a further two respondents are 

considering adoption. The HL7 FHIR standard supports web-based applications in healthcare as they exist 

for other sectors such as for e-commerce, banking, and travel booking; and utilises commonly used web 
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development tools which allow for a larger pool of developers and faster development. Dubai is not 

adopting the HL7 FHIR standard because it took a decision in 2016-17 regarding the standard for health 

data exchange and it is difficult to pivot to deploying the HL7-FHIR standard. However, given the number 

of countries that are adopting this standard, this is a decision that merits some reconsideration. 

Thirteen respondents are also adopting SMART on FHIR standards (or similar) and a further 4 respondents 

are considering adopting SMART on FHIR. Substitutable Medical Applications and Reusable Technologies 

(SMART) is a standard used on top of FHIR to develop web-browser and mobile/smartphone apps that 

can be connected to/interact with any EHR system. For example, an app to assist patients with managing 

their medications or an app for secure communication with a health care provider. 

Fifteen respondents and Dubai reported developing public application programming interfaces (APIs) and 

an additional respondent is considering adopting this standard. Application programming interfaces (APIs) 

allow data sharing among different EHR software and Health Information Technologies, overcoming 

blockages to data interoperability (Annex B Table A A.7). 

Global collaboration towards common standards 

Encouragingly, respondents reported participation in global collaborative work toward agreed international 

standards for clinical terminology and data exchange (electronic messaging). In 2021, 15 respondents 

reported participating in the Integrating the Healthcare Enterprise International collaboration and 10 

respondents reported participating in the Global Digital Health Partnership (Annex A Table A A.8). Dubai 

is not participating in these two collaborations but is taking part in HL7 and HIMSS Analytics. 

There is extensive work underway within the European Union (EU) toward improving the accessibility, 

sharing and use of health data that, if successful, would have an influence on the evolution of global 

collaboration in the sharing, use and protection of health data. A key EU project is the eHealth Digital 

Service Infrastructure (eHDSI) for cross-border health data exchange under the Connecting Europe Facility 

(CEF) that is supporting EHR data exchange at the country level and the provision of core services at the 

EU level. Another the Joint Action Towards the European Health Data Space (TEHDAS). TEHDAS is 

developing European principles for the secondary use of health data, building upon successful 

development of health data hubs in a few countries and aiming to develop health data governance and 

rules for cross-border data exchange, improve data quality and provide strong technical infrastructure and 

interoperability (EC, 2021[13]).  

Approaches to data storage and management vary 

Surprisingly, given the mounting volume of data created, only 8 of 26 respondents in 2021 reported that 

EHR data are stored or processed using Cloud Computing services (Australia, Israel, Japan, Korea, 

Luxembourg, the Netherlands, Portugal and the United States). The majority of respondents are still 

managing EHR data on dedicated servers.  

Essential to data security, integration and patient safety are unique identifiers. In 2021, 25 of 27 countries 

and Dubai reported that they have a unique national number that identifies patients to build and electronic 

health record. However, as discussed earlier, the lack of an ID for temporary residents in Dubai remains 

an obstacle. Further, 24 countries and Dubai reported having a unique national number that identifies 

health care providers or other authorised persons who are entering data into an electronic health record. 

Fourteen respondents and Dubai reported that clinical data are encrypted when they are exchanged to 

protect privacy and data security. Nine respondents reported that clinical data are exchanged using a 

dedicated, secure network. Security measures for these networks included a digital signature for ID 

(Denmark), digital signature with smartcard (Luxembourg, Netherlands), multi-factor authentication 

(Canada, Italy, Netherlands, Switzerland), digital certificates for ID verification (Japan, Lithuania), virtual 

safeboxes for data exchange (Israel), channel encryption (Italy), and IP security and Internet key exchange 
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(Japan). A few respondents also noted data de-identification and pseudonymisation (Italy) and even data 

anonymisation (Costa Rica). 

Respondents reported methods they are using to secure EHR data from unauthorised access, hacking 

and malware. These include virus scanning, firewalls, controlled access, access logs, audit logs, 

automated log-out, timely software updates, network separation, auditing hardware and databases, 

physical security for networked hardware, staff training in data security including how to identify phishing 

schemes, malware and other malicious programs, penetration tests (ethical hacking), vulnerability 

scanning, national authorities supervising cybersecurity among data processors, and business continuity 

and disaster recovery planning. 

Legislation requiring adoption of Electronic Health Record Systems that conform to national 

standards 

Eighteen respondents and Dubai reported that there are laws or regulations requiring health care providers 

to meet standards for national electronic health record interoperability. Seventeen respondents and Dubai 

reported that laws or regulations require electronic messaging standards and clinical terminology 

standards (Annex A Table A A.7). 

Dubai has a legal mandate to set data terminology and exchange standards to be followed by all health 

care providers and that enforces usage of these standards. 

Certification of Electronic Health Record System Software Vendors 

Fifteen respondents and Dubai reported that they have a certification process for the vendors of electronic 

health record system software that requires vendors to conform to particular health information exchange 

(electronic messaging) standards. Thirteen respondents and Dubai reported a certification process that 

requires adherence to national standards for clinical terminology and thirteen reported certifying vendors 

for adherence to requirements or standards for national EHR interoperability (Annex A Table A A.7). 

While not a national certification of software vendors, reimbursement for medical expenditures requires 

that providers follow certain terminology and exchange requirements in Israel. In Luxembourg, there is a 

national labelling process for software vendors to access the national EHR system. In Italy, there are no 

national requirements for certification, but individual regions may impose requirements. In Slovenia, 

certification has been legally authorised, but it is not yet implemented due to resource constraints. 

However, to connect to the national EHR system in Slovenia, vendors must use nationally standardised 

APIs (Application Programming Interfaces).  

Auditing clinical records for quality 

Another mechanism to verify if health data meet national expectations for data quality is to conduct audits 

of clinical records. In the 2021 EHR survey, thirteen respondents and Dubai reported that the electronic 

records of physicians, medical specialists and hospitals are audited to verify quality (Annex A 

Table A A.9).  An additional three respondents indicated that at least one of these three groups are 

audited to verify quality. In most cases, it is a national authority that is responsible for undertaking quality 

audits.  

In Dubai, data quality audits are undertaken by the NABIDH data quality team dedicated to monitor data 

quality and to conduct data quality audits periodically. In the longer-run, Dubai plans to democratise the 

auditing process by contracting out the work to third parties. 

In Canada and Sweden, regional authorities conduct audits. In Switzerland, private sector organisations 

can be certified to then conduct audits as part of certifying the compliance of communities to national 

requirements including auditing clinical records for quality. Under law in the United States, health care 
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providers are responsible for generating auditing reports on the quality of their clinical records and ensuring 

data quality. 

Incentive payments or penalties to adopt and use EHR systems 

Eight countries and Dubai have incentive payments or penalties for health care providers to install EHR 

systems from a certified software vendor, 9 respondents and Dubai have these payments to health care 

providers to keep EHR systems up-to-date regarding changes to national standards over time and 11 

respondents and Dubai have incentives or penalties to meet national requirements for EHR interoperability 

(Table A A.12).  

While many countries have financial incentive payments, Dubai has severe penalties for non-compliance 

including that health care providers can lose their license to operate and will no longer be re-imbursed 

through public health insurance. While such penalties certainly promote adoption, they won’t overcome 

potential financial barriers to IT system upgrades for small and medium-sized clinics. To address this 

problem, Dubai developed a “pay-as-you-go” scheme for small and medium sized clinics. This includes a 

light EMR that is cloud-based. Dubai is contracting SMEs to support the integration of these clinics IT 

systems to the HIE and to provide them with maintenance services. The SMEs are licensed to sell these 

services and must meet criteria to be selected and certified (licensed). Deployment of the light EMR began 

in 2022 and is thusfar progressing well. 

In the longer-run, Dubai plans to increase the value of data within the HIE to health care professionals by 

developing key business indicators that help professionals and organisations to compare the quality of 

their services with one another and to provide quality and safety indicators for government monitoring. 

They should include quality indicators collected internationally so that health care quality in Dubai as a 

whole can be compared with their international peers.  

Patient portal to their own medical records 

In most countries, patients have access to and can interact with their own medical records within a secure 

Internet portal. 'Access' means patients can view information contained in their own record and ‘interact’ 

means that patients can amend information, upload data or interact with their health care provider. 

Seventeen countries reported that most patients have access to their own medical records through an 

Internet portal. Ten countries reported that most patients can interact with their portal. Sixteen countries 

reported that patients can view their own records from all of their current health care providers and 

containing their current medications, lab tests, and imaging results (Table A A.13).  

In the longer-term, Dubai plans to empower patients by providing easy access to their own personal health 

records including the capability to access and interact with their own data via a secure Internet portal where 

they can view their own records from all of their health care providers and containing their current 

medications, laboratory tests and medical imaging results. Personal Health Record (PHR) development 

will be challenging because there are already multiple communications channels with patients that are 

mostly operated by private sector health care organisations and they must all be unified/connected. 

Secondary use of EMR data 

Most countries are regularly extracting data from the EMR systems for public health monitoring (16 

countries). Such uses have been accelerating in response to the COVID-19 pandemic. Further, countries 

have been increasingly depending upon data with EHR systems for their superior timeliness, enabling 

analysis of the pandemic situation and response in near real time. Ten countries reported regularly 

extracting EHR data to monitor the performance of the health system including, treatments, costs and 

health outcomes. Twelve countries regularly rely upon EHR data to monitor patient safety, including post-

market surveillance of medications (Table A A.14). Ten countries report that EHR data are extracted for 
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health and medical research to improve patient care, health system efficiency or population health, such 

as long-term follow-up studies of patients experiencing different risk factors, health conditions and 

treatments. Five countries are regularly relying upon EHR data to facilitate and contribute to clinical trials, 

such as following clinical cohorts to measure health outcomes and health care encounters over time. Five 

countries also enable physicians to query the data to inform themselves about previous treatments and 

treatment outcomes when caring for patients. 

Priority areas for development of datasets from the HIE in Dubai are the development of datasets by 

disease (clinical registries). The three main disease areas are diabetes, CVD and cancers. Under the UAE 

genome project, the data in these three registries will be linked to genomic data to support research. In the 

longer-term, all of the secondary uses measured in this survey are anticipated in Dubai. 

Development of artificial intelligence algorithms, machine learning and analytics 

The Netherlands, Denmark and Israel are the three countries with the most applications of machine 

learning, artificial intelligence algorithm development and other more advanced analytics based on EHR 

data that were measured in the 2021 survey. Overall, 8 countries reported data mining to find or extract 

data from EHRs; 8 countries are using EHRs to develop messages and alerts for patient care or managerial 

decision-making; and 7 countries are using EHRs to develop predictive analytics trained on EHR data for 

patient care or managerial decision-making. Six countries and Dubai report national projects to integrate 

or link EHR data with genomic, environmental, behavioural, economic or other data. Dubai is part of the 

UAE Genome Project where EHR data are being linked to genomic data. Three countries are also using 

natural language processing to convert free text to standardised (coded) data (Table A A.15).  

More sophisticated uses of the data within the HIE, such as AI algorithms, will move forward in Dubai when 

the government finishes on-boarding hospitals and clinics to the HIE. However, a project to develop 

prediction models for the treatment of patients in Dubai hospitals was already conducted to provide an 

early warning alert about patients at-risk of developing sepsis. Further, there are a few prediction models 

in development for primary care to provide support to clinicians treating chronic diseases such as asthma 

and diabetes. 

4.7. Dubai’s strengths and areas for further development 

This chapter has presented the considerable strengths in and progress toward the development of an 

integrated health information system in Dubai when compared with progress in other countries. Dubai has 

a strong foundation that should support a learning health care system with effective, timely and high-quality 

data for continuous learning and health system performance assessment and improvement. Investments 

in the Dubai health information system will also support other data uses that are within the health-related 

public interest, including empowering patients through access to their own data and fostering health 

research and innovation. In particular, the Dubai HIE development goals and priorities have always 

included both primary and secondary data uses and, as a result, sufficient attention is being put upon 

standardised data and data quality assurance that will support statistical and research uses of these data. 

However, Dubai has not yet developed secure mechanisms for both record linkages and access to data 

for research projects that are within the health-related public interest, including both domestic and multi-

country research and statistical projects. Examples of progress in other countries that were presented in 

this chapter, including the development of the French Health Data Hub and the Finnish FinData; as well 

as the development of federated models for access to data, such as the European EHDEN project, should 

be considered to support secure and privacy protective services for both record linkage and access to 

health data in Dubai. These models support a high level of data privacy protection while, at the same time, 

fostering growth in health and medical research and innovation. Such models, with patient involvement, 

may meet the requirements of existing ICT law in Dubai.  
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The development of record linkage and access to data in Dubai should be accompanied by public 

transparency and stakeholder involvement, building on Dubai’s successful engagement of health care 

professionals in HIE development to including greater involvement of stakeholders in the secondary use 

of data, particularly patients and health and medical researchers. Multi-stakeholder involvement in 

governing HIE development and secondary data use should also be considered, building on examples 

from other countries included in this chapter. 

A next step for Dubai is to prioritise use cases for HIE development so that priority can be given to the use 

of HIE data for value-based care and clinical governance. Examples of use cases Dubai is considering 

include the development of an alert for physicians about potential harmful drug interactions; and 

development of privacy-protective access to data for pharmaceutical R&D. As this project advances, Dubai 

is seeking to identify the most important use cases/KPIs to ensure the HIE feeds the goals of health system 

performance monitoring. The OECD could support Dubai in identifying use cases. 
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Fifty internationally comparable indicators were identified for use in the Dubai Academic Health System 

Performance drawing from existing indicators in the Emirate of Dubai and covering the 7 dimensions circled 

in red in Figure 5.1. Dubai considered it useful to undertake an international benchmarking exercise with 

OECD countries with a similar level of economic development (as measured by GDP per capita) and other 

OECD countries geographically located close to the United Arab Emirate (namely, Australia, Austria, 

Belgium, Canada, Denmark, Finland, Germany, Iceland, Ireland, Israel, Luxembourg, the Netherlands, 

Norway, Sweden, Switzerland, Turkey and the United States). 

Figure 5.1. International benchmarking for Dubai Academic Health System Performance 

 

Source: DHA 

5 Dubai Academic Health System 

Performance Assessment Indicators 
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5.1. Health Vision and Leadership 

 Dubai’s population are mostly young and healthy migrants and their families  

In order to assess the performance of Dubai AHSPA, it is important to note the specific characteristics of 

the population composition of Dubai due to a large inflow of foreign workers and their families. The native 

Emirati account for only 8% of the population. Although the gender composition is almost equal among 

Emirati, 69% of the overall population in the Emirate of Dubai were male in 2019 (Figure 5.2), and the 

population are primarily young and healthy migrant workers in their late 20s and 30s and their families 

(Figure 5.3).  

Figure 5.2. Demographic structure, 2019 

 

Source: DHA Annual Health Statistics Book Dubai 2019. 
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Figure 5.3. Population by age and nationality, 2019 

 

Source: DHA Annual Health Statistics Book Dubai 2019. 

As a result, the elderly share of the population is extremely low, suggesting very low demands for health 

care. In 2019, the share of people aged 65 and over accounted for only 1.2% of Dubai’s population, far 

below Mexico, Colombia and Turkey, which reported the lowest shares in the OECD (7.4%, 8.3% and 

8.7% respectively), and the OECD average of 17.3% (Figure 5.4). The elderly share was significantly lower 

among non-Emirati (0.9%), although even the elderly share among Emirati (4.6%) was still lower than the 

lowest share in the OECD. 

Figure 5.4. Share of population aged 65 and over, 2019 (or nearest year available) 

 

Source: OECD Health Statistics 2021 and DHA. 

 Health outcomes in Dubai have improved substantially over recent decades  

Health outcomes in Dubai have improved substantially over recent decades. Life expectancy at birth for 
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system between 1970 and 2019. As a result, life expectancy at birth reached 81.5 years in 2019, slightly 

above the OECD average of 81.0 years (Figure 5.5). Life expectancy is relatively long for men, resulting 

in a very small gender difference in life expectancy in Dubai, compared to OECD countries (Figure 5.6). 

Life expectancy at birth for the Emirati population provides a good indication on the overall outcomes of 

the performance of the Dubai health system since Emirati tend to live and receive health care in Dubai 

throughout the whole of their lives while most non-Emirati only live and receive health care in Dubai 

temporarily.  

Figure 5.5. Life expectancy at birth, 1970 and 2019 (or nearest year) 

 

Note: 1. Data refer to Emirati only. 

Source: OECD Health Statistics 2021 and DHA. 

Figure 5.6. Life expectancy at birth by gender, 2019 (or nearest year) 

 

Note: 1. Data refer to Emirati only. 

Source: OECD Health Statistics 2021 and DHA. 
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As with life expectancy at birth, infant mortality and maternal mortality rates are around the OECD 

averages. In 2019, the infant mortality rate for Dubai was 4.0 per 1 000 live births, slightly lower than the 

OECD average (4.2) (Figure 5.7) and maternal mortality rate was nine per 100 000 live births in Dubai, the 

same rate as the OECD average (Figure 5.8). Unlike life expectancy at birth, infant and maternal mortality 

rates cover both Emirati and non-Emirati and these indicators capture overall outcomes of Dubai’s health 

system in caring for newly born babies and pregnant mothers.  

 Figure 5.7. Infant mortality, 2019 

 

Source: OECD Health Statistics 2021 and DHA. 

Figure 5.8. Maternal mortality rate, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 
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(1.3% for Colombia) (OECD, 2021[14]). However, it should be noted that international comparisons of self-

rated health status are challenging due to methodological differences such as questions and response 

categories used in the survey questionnaire and data collection modes, and cultural differences across 

countries. Dubai’s unique population which is mainly young and healthy may also result in an upward bias 

for good health status, since these self-reported indicators used for international benchmarking are not 

age-standardised.  

Figure 5.9. Adults rating their own health as good or very good, 2019 (or nearest year) 

 

Note: 1. Results for these countries are not directly comparable with those for other countries, due to methodological differences in the survey 

questionnaire resulting in an upward bias. 

Source: OECD Health Statistics 2021 (EU-SILC for EU countries) and DHA. 

Figure 5.10. Adults rating their own health as bad or very bad, 2019 (or nearest year) 

 

Note: 1. Results for these countries are not directly comparable with those for other countries, due to methodological differences in the survey 

questionnaire resulting in a downward bias.  

Source: OECD Health Statistics 2021 (EU-SILC for EU countries) and DHA. 
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 Dubai needs to tackle the dual burden of communicable and non-communicable 

diseases 

According to the Dubai Annual Health Statistics Book 2019 (DHA, 2019[15]), the highest causes of deaths 

based on crude mortality rates are cardiovascular diseases, cancers and external causes including 

accidents and poisoning. Although Dubai’s mortality data need to be interpreted with care (Box 5.1), age-

standardised rates, which take account of differences in the population structures between Dubai and 

OECD countries, also confirm that mortality rates for non-communicable diseases such as circulatory 

diseases including heart attacks and other ischemic heart diseases (40 deaths per 100 000 population; 

Figure 5.12 and stroke (13 deaths per 100 000 population; Figure 5.13), and cancer (76 deaths per 

100 000 population; Figure 5.11) were higher than other diseases in Dubai in 2019. Age-standardised rates 

were also high relative to OECD countries for diseases of the respiratory system (55 deaths per 100 000 

population; Figure 5.14), the genitourinary system (49 deaths per 100 000 population; Figure 5.15) and 

external causes (31 deaths per 100 000 population; Figure 5.16).  

Figure 5.11. Cancer mortality, 2019 

 

Note: 96 deaths per 100 000 populations for Emirati and 75 deaths per 100 000 populations for Non-Emirati.  

Source: OECD Health Statistics 2021 and DHA.  
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Figure 5.12. Heart attacks and other Ischemic heart disease mortality (ICD-19 I20-25), 2019 (or 
nearest year) 

 

Note: 29 deaths per 100 000 populations for Emirati and 49 deaths per 100 000 populations for Non-Emirati. 1. Three-year average. 

Source: OECD Health Statistics 2021 and DHA. 

Figure 5.13. Cerebrovascular mortality (ICD-19 I60-69), 2019 (or nearest year) 

 

Note: 21 deaths per 100 000 populations for Emirati and 12 deaths per 100 000 populations for Non-Emirati. 1. Three-year average. 

Source: OECD Health Statistics 2021 and DHA. 
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Figure 5.14. Mortality due to respiratory diseases, 2019 (or nearest year) 

 

 

Note: 63 deaths per 100 000 populations for Emirati and 50 deaths per 100 000 populations for Non-Emirati. 1. Three-year average. 

Source: OECD Health Statistics 2021 and DHA. 

 

Figure 5.15. Mortality due to diseases of genitourinary system, 2019 (or nearest year) 

 

Note: 68 deaths per 100 000 populations for Emirati and 39 deaths per 100 000 populations for Non-Emirati. 1. Three-year average. 

Source: OECD Health Statistics 2021 and DHA. 
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Figure 5.16. External causes of mortality, 2019 (or nearest year) 

 

Note: 19 deaths per 100 000 populations for Emirati and 37 deaths per 100 000 populations for Non-Emirati.  

Source: OECD Health Statistics 2021 and DHA.  
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Box 5.1. International comparability of Dubai’s mortality rates is challenging 

Unlike life expectancy data which refers only to Emirati, mortality rates by cause of death are available for 

both Emirati and non-Emirati, but international benchmarking of mortality statistics is challenging due to 

atypical population structure and dynamic migration flows in Dubai. The general population in Dubai is 

heavily reliant on healthy young migrants and most of them stay in Dubai on a temporary basis, leading to 

fewer deaths recorded in the Emirate of Dubai. Hence, even if mortality rates are age-standardised to take 

account of differences in age structure of populations with OECD countries, mortality rates for Dubai may 

be still lower than OECD countries. In 2019, all-cause standardised mortality rate was 577 per 100 000 

population in Dubai, as low as the lowest rate in the OECD (562 per 100 000 population in Japan) 

(Figure 5.17).  

Figure 5.17. All-cause mortality rates, by gender, 2019 (or nearest year) 

   

Note: 548 deaths per 100 000 populations for Emirati and 606 deaths per 100 000 populations for Non-Emirati.  

Source: OECD Health Statistics 2021 and DHA. 
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countries with the same level of life expectancy such as Finland and Ireland report much higher 

standardised mortality rates than that for Emirati, suggesting that the coverage of cause-specific death data 

in Dubai’s health system may not be complete (Figure 5.18).  
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Figure 5.18. For the level of standardised mortality rates for Emirati, their life expectancy at birth 
seems low 

 

Source: OECD Health Statistics 2021. 

For this preliminary assessment of Dubai Academic Health System Performance, age-standardised 

mortality rates for both Emirati and non-Emirati together are presented in figures and separate statistics are 

reported in the note below each figure.  

Figure 5.19. Type I and II diabetes prevalence among adults, 2019 (or nearest year) 

 

Source: IDF Atlas, 9th Edition, 2019 and DHA. 
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2019, age-standardised mortality due to infectious diseases was 29 per 100 000 population, more than 

twice as high as the OECD average (13 deaths per 100 000 population; Figure 5.20). The high burden of 

communicable diseases is reflected in very high incidence rates for TB (Figure 5.21) and Hepatitis B 

(Figure 5.22) although the incidence rate was lower than the OECD average for measles (Figure 5.23) and 

very low for pertussis and AIDS, compared to the OECD average (Figure 5.24 and Figure 5.25).  

Figure 5.20. Mortality due to infectious diseases, 2019 

 

Note: 42 deaths per 100 000 populations for Emirati and 22 deaths per 100 000 populations for Non-Emirati.  

Source: OECD Health Statistics 2021 and DHA.  

Figure 5.21. TB incidence, 2020 

 

Source: Global Tuberculosis Report 2020 (WHO) and DHA.  
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Figure 5.22. Hep B incidence, 2019 (or nearest year) 

 

Note: 1. Three-year average. 2. Hepatitis B includes Hepatitis B Acute, Chronic Carrier & Unspecified 

Source: OECD Health Statistics 2021 and DHA. 

Figure 5.23. Measles incidence, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA 
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Figure 5.24. Pertussis incidence, 2019 (or nearest year)  

 

Source: OECD Health Statistics 2021 and DHA 

Figure 5.25. Acquired immunodeficiency syndrome incidence, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA 

. 

The burden of infectious diseases is different between Emirati and non-Emirati. The age-standardised 

mortality rate due to infectious diseases was very high for the Emirati population (42 deaths per 100 000 

population), compared to non-Emirati (22 deaths per 100 000 population) in 2019. However, incidence 

rates were not always higher among Emirati. For TB, incidence rate was very high among non-Emirati (27 

new cases per 100 000 population), over three times higher than among Emirati (nine new cases per 

100 000 population) but the incidence rate for Hepatitis B was similar between Emirati (12 new cases per 

100 000 population) and non-Emirati (14 new cases per 100 000 population) (DHA, 2019[15]). Since both 
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targeted approaches can be taken to tackle the burden of communicable diseases for Emirati and non-
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 Dubai needs to reduce the prevalence of obesity, and smoking among men 

As suggested by its low spending on preventive care (1% of health spending in 2019 compared to the 

OECD average of 2.7%; Section 5.3.4), the political commitment in Dubai to tackle poor lifestyles may be 

low. Dubai could do more to promote healthy lifestyles, in particular overweight and obesity for both men 

and women, and smoking rates amongst men.  

In 2019, the share of people who were overweight (including obese) was 62.1%, higher than the OECD 

average of 59.6% (Figure 5.26). As in many OECD countries, the share was higher among men (64.7%) 

than among women (57.7%). The share was much higher among the Emirati population (70.3%), 

compared to the non-Emirati population (60.9%) (DHA, 2019[15]). It is notable that the prevalence of 

overweight among non-Emirati, who are mostly young, is also higher than the OECD average.  

In 2019, the share of Dubai’s population who smoke daily was 12.9%, lower than the OECD average of 

16.5% (Figure 5.27). However, this masks the large difference between women and men. Daily smokers 

account for 15.6% of men, almost three times higher than women (5.5%). The smoking rate among men 

was lower than the OECD average of 20.6% but the rate for women was much lower than the OECD 

average of 12.8% and close to the lowest in the OECD (3.1% in Costa Rica and 4.5% in Korea) (OECD, 

2021[14]). Although smoking rates are lower in Dubai than in many OECD countries. Dubai could do more 

to reduce smoking rates as has been done in many OECD countries, since the smoking rate in Dubai 

declined only by 1.3 percentage points between 2009 and 2019 while the share of daily smokers on 

average across OECD countries during the same period declined by 4.8 percentage points (Figure 5.28).  

 Figure 5.26. Measured overweight (including obesity) rates among adults, by gender, 2019 (or 
nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 
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Figure 5.27. Population aged 15 and over smoking daily, by gender, 2019 (or nearest year) 

 

Note: 1. Data refer to population aged 18 and over.  

Source: OECD Health Statistics 2021 and DHA. 

Figure 5.28. Population aged 15 and over smoking daily, 2009 and 2019 (or nearest years) 

 

Note: 1. Data refer to population aged 18 and over.  

Source: OECD Health Statistics 2021 and DHA. 
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Figure 5.29. Daily vegetable consumption among population aged 15 and over, by gender, 2019 (or 
nearest year)  

 

Note: 1. Data refer to population aged 18 and over. Data include consumption of potatoes which are excluded from data for other countries.  

Source: 1. Data refer to population aged 18 and over. Data include consumption of potatoes which are excluded from data for other countries.  
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Figure 5.30. Practising doctors per 1 000 population, 2000 and 2019 (or nearest year) 

 

Note: 1. Data refer to all doctors licensed to practice, resulting in a large over-estimation of the number of practicing doctors. 2. Data include not 

only doctors providing direct care to patients but also those working in the health sector as managers, educators, researchers, etc. (adding 

another 5-10% of doctors). 3. In Finland, the latest data refer to 2014 only. 

Source: OECD Health Statistics 2021 and DHA. 

Figure 5.31. Share of female doctors, 2000 and 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 
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Figure 5.32. Practising nurses per 1 000 population, 2000 and 2019 (or nearest year) 

 

Note: 1. In Switzerland, Iceland, Finland and Canada, about one-third of nurses are “associate professional” nurses with a lower level of 

qualifications. In the United States, this proportion is about 18%. In Switzerland, most of the growth in the number of nurses since 2000 has 

been in this category of “associate professional” nurses. 2. Data include not only nurses providing direct care to patients, but also those working 

in the health sector as managers, educators, researchers, etc. 3. In Finland, the data refer to 2014 only. 

Source: OECD Health Statistics 2021 and DHA. 

While both the number of doctors and nurses were low compared to many OECD countries, the number 

of nurses were significantly lower than the OECD average, resulting in a low ratio of nurses to doctor (2.0), 

compared to the OECD average of 2.6 in 2019 (Figure 5.33). In many countries, there was an acute need 

to recruit nurses in response to the COVID‑19 pandemic. In the United States, online job postings during 

the pandemic increased by 27% for registered nurses and 22% for licensed practical/vocational nurses. In 

Canada, they increased by 6% for registered nurses and 39% for licensed practical nurses (OECD, 

2021[16]). A similar same trend may be also observed in Dubai. 

Figure 5.33 Ratio of nurses to doctors, 2019 (or nearest year) 

 

Note: 1. For countries that have not provided data for practicing nurses and/or practicing doctors, the numbers relate to the "professionally 

active" concept for both nurses and doctors. 2. The ratio for Ireland is overestimated (professionally active nurses / practicing doctors).  

Source: OECD Health Statistics 2021 and DHA. 
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For the health care demands estimated by the share of the elderly, Dubai seems to have a high number 

of other health professionals such as dentists and pharmacists. In 2019, the number of practising dentists 

was 0.8 per 1 000 population, higher than the OECD average of 0.7 (Figure 5.34). Dubai also has a high 

number of pharmacists (1.2 per 1 000 population in 2019), higher than the OECD average of 0.9 

(Figure 5.35).  

Figure 5.34. Practising dentists per 1 000 population, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 

Figure 5.35. Practising pharmacists per 1 000 population, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 
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Figure 5.36. Hospital beds, 2009 and 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA 

Figure 5.37. Hospital employment, 2019 (or nearest year) 

 

Note: 1. Three-year average. 

Source: OECD Health Statistics 2021 and DHA 
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health workforce strategies in Dubai. With regards to physical resources, besides hospital beds, the 

availability of medical equipment such as CT scanners, MRI units and PET scanners could be also 

compared with those in peer countries. 

 Specialisation and allocation of doctors needs to align with health care needs of 

the population 

The share of doctors in general practice is low, perhaps suggesting a relatively small role for primary care 

in Dubai. In 2019, about one in four doctors in Dubai was a general practitioner while on average across 

OECD countries, the share was close to one in three doctors (Figure 5.38). Since data on general 

practitioners for Dubai include doctors in residency, the share of general practitioners alone may be even 

lower. Adequately skilled general practitioners could help tackle more effectively some of the challenges 

that Dubai is facing such as the prevalence of risk factors (obesity and smoking) and the high burden of 

communicable diseases and chronic non-communicable conditions including diabetes (OECD, 2020[17]). 

Figure 5.38. Share of general practitioners, 2019 (or nearest year)  

 

Note: 1. Three-year average. 2. Data includes doctors in residency. 

Source: OECD Health Statistics 2021 and DHA. 

The allocation of doctors should align with the health care needs of Dubai’s population. In 2019, the share 

of doctors among all hospital staff was 22.3%, higher than the OECD average of 15.1% (Figure 5.39), 

although it was still lower than the highest share in the OECD (Mexico: 27.2% and Greece: 22.5%; OECD, 

2021[9]). Given the very low level of hospital employment (Section 5.2.1) and the high allocation of doctors 

in hospitals, further assessment could be undertaken to identify an adequate level and skill-mix of hospital 

employment for Dubai.  

55.2

47.5 46.2 44.5

37.5 36.9
32.5

30.4 30.0 29.3 28.8
26.1 24.8 22.9

19.4 19.1

0

10

20

30

40

50

60

% 



68    

 © OECD 2022 
  

Figure 5.39. Doctors in hospital employment 

 

Note: 1. Three-year average.  

Source: OECD Health Statistics 2021 and DHA. 

5.3. Results Achievement 

 Health expenditure in Dubai remains low with few financial barriers access health 

care 
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Figure 5.40. Health expenditure as a share of GDP, 2019 (or nearest year) and 2020 

 

Note: 1. OECD estimates for 2019. 2. OECD estimates for 2020. 

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 

Figure 5.41. Health expenditure per capita, 2019 (or nearest year) 

 

Note: 1. OECD estimates 

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 
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Figure 5.42. Annual growth in per capita health expenditure (real terms), 2015‑19 (or nearest year) 
and 2019‑20 

 

Note: OECD average growth rate for 2019-20 is based on the preliminary estimates for 23 countries. 1. OECD estimates for 2020. 

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 

The majority of Dubai’s population are covered by compulsory private health insurance schemes (Box 5.2). 

In 2019, the share of total health expenditure paid under compulsory health insurance schemes was 89%, 

higher than the OECD average of 74% (Figure 5.43). As the share of population covered by private health 

insurance is high, the share of total funding for health expenditure coming from public sources was 36% 

in 2019, much lower than the OECD average of 71% (Figure 5.44). In order to inform an adequate level of 

government spending on health, health expenditure as a share of total government expenditure could be 

also assessed.  

Box 5.2. Health insurance schemes in Dubai 

All population in Dubai is covered by a compulsory health insurance. The majority of the population, 

both Emirati and non-Emirati, is covered by one of the Enhanced Insurance Plans, private health 

insurances, which vary width and depth of health care coverage, or Essential Benefit Plan, another 

type of private health insurance, which assures the minimal level of coverage required for all residents. 

People working in the government is covered by Government-Funded Employment-based Schemes 

and Emirati fulfilling eligibility criteria such as being unemployed and retired are covered by government-

funded Social Scheme. 
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Figure 5.43. Health expenditure by type of financing, 2019 (or nearest year) 

 

Note: 1. All spending by private health insurance companies reported under compulsory health insurance. Category “Other” refers to financing 

by NGOs, employers, non-resident schemes and unknown schemes. 

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 

Figure 5.44. Health expenditure from public sources as share of total, 2019 (or nearest year) 

 

Note: 1. Public funding is calculated using spending by government schemes and social health insurance. 

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 

Financial barriers to access health care appear low in Dubai as reflected in low out-of-pocket payments 

(OOP). OOP accounts for 11% of health expenditure in Dubai, well below the OECD average of 20%, and 

similar to the shares in Luxembourg and the Netherlands which have the lowest shares (10% and 11%, 

respectively) in the OECD (Figure 5.45). To further assess financial barriers to access health care, OOP 

as a share of final household consumption and the share of households with catastrophic health spending 

could be evaluated, including for the Emirati and non-Emirati populations separately, and by income 

quintile. Government and compulsory insurance spending as a proportion of total spending by type of care 

(hospital, outpatient and dental care and pharmaceuticals) should be also reported to further understand 

financial resource allocation.  
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Figure 5.45. Out-of-Pocket Payment (OOP) as a share of health expenditure, 2019 (or nearest year) 
and 2020 

 

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 

 The very large difference in health care use between Emirati and non-Emirati might 

suggest a lack of accessibility as well as reduced health care needs among non-Emirati  

Access to preventive health care among children seems high as shown in very high childhood vaccination 

rate in Dubai. In 2019, the vaccination rate for Diphtheria, tetanus and pertussis (97.7%), MMR (94.9%) 

and hepatitis B (97.7%) were all higher than the OECD average (95.1%, 94.8%, and 91.2% respectively) 

(Figure 5.46). The vaccination rate was similar but slightly higher among Emirati than non-Emirati; while 

the rate was 98.4% for Diphtheria, tetanus and pertussis, 95.8% for MMR and 98.4% for Hepatitis B for 

Emirati, the rate was 97.3% for Diphtheria, tetanus and pertussis, 94.6% for MMR and 97.3% for Hepatitis 

B for non-Emirati (DHA, 2019[15]). This is mainly because all new student both Emirati and non-Emirati 

should provide vaccination certificate prior to school entry. 
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Figure 5.46. Percentage of children at 1 year vaccinated for diphtheria, tetanus and pertussis, 
measles and hepatitis B, 2018 (or nearest year) 

 

Note: 1. DPT data estimated. 2. Measles data estimated. 

Source: OECD Health Statistics 2021 and DHA. 

However, the overall volume of curative care provided in Dubai is low. People in Dubai on average had 

3.4 consultations in 2019, around half the OECD average (6.8) (Figure 5.47). Access to inpatient care was 

also low in Dubai. In 2019, there were 95 hospital discharges per 1 000 population, well below the OECD 

average of 146 per 1 000 population (Figure 5.48).  

But these statistics hide substantial difference in health care utilisation between Emirati and non-Emirati. 

In 2019, Emirati on average had 11.0 outpatient care visits, five times higher than the average number of 

visits among non-Emirati (2.2 outpatient care visits). The number of consultations for the overall Emirati 

population was close to the level reported for Japan (12.5 visits) where people aged 65 and over account 

for 28.4% of the population, as opposed to only 1.2% in Dubai.  

Figure 5.47. Number of doctor consultations per person, 2009, 2019 and 2020 

 

Note: 11.0 outpatient care visits for Emirati and 2.2 outpatient care visits for non-Emirati.  

Source: OECD Health Statistics 2021 and DHA. 
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The difference in the utilisation of hospital care services is also significant between Emirati and non-Emirati. 

Hospital discharge rate was 323 per 1 000 Emirati, over four times higher than among non-Emirati (76 per 

1 000 population) and also much higher than the highest rate in the OECD (252 per 1 000 population in 

Germany) in 2019. Only Colombia, Mexico and Costa Rica had lower discharge rates than among non-

Emirati (OECD, 2021[14]). The rate was higher among women; 367 per 1 000 female Emirati compared to 

278 per 1 000 male Emirati and 125 per 1 000 female non-Emirati compared to 56 per 1 000 male non-

Emirati (DHA, 2019[15]).  

Some non-Emirati may seek outpatient and inpatient care in their home country, but health care sought 

abroad does not seem to explain a large part of the difference in health care utilisation in Dubai between 

Emirati and non-Emirati. This is because utilisation of emergency care is also very high among Emirati, 

more than five times higher than among non-Emirati (DHA, 2019[15]) while the likelihood of needing 

emergency care should not be very different between population groups, Hence, these data suggest that 

some barriers may exist to access health care among non-Emirati.  

Figure 5.48. Hospital discharge rates, 2009, 2019 and 2020 

 

Note: 323 per 1 000 Emirati and 76 per 1 000 non-Emirati. 1. Data exclude discharges of healthy babies born in hospital (3-10% of all 

discharges). 2. Data include discharges for curative (acute) care only. 

Source: OECD Health Statistics 2021 and DHA. 

However, since only supply-side data are available, it is not clear if health care demand and/or accessibility 

to health care is very low among non-Emirati, compared to Emirati. The majority of non-Emirati are young, 

and only 0.9% of them are over 65 years old, compared to 4.6% among Emirati. They are also sufficiently 

healthy to come to work in Dubai and hence, they may not need health care as much. In order to evaluate 

whether Dubai’s health system adequately provides health care demanded or not, demand-side data such 

as unmet care needs for different population groups (e.g. Emirati and non-Emirati and by income quintile) 

could be collected and monitored to help understand any barriers that they encounter in accessing health 

care. The utilisation of health care abroad could be also monitored for non-Emirati. 

To evaluate health care volume and access more comprehensively, additional volume data such as 

surgical cases and access data such as waiting time for elective care (e.g. cataract surgery, hip and knee 

replacement) should be monitored in the future. These data should be monitored also for Emirati and non-

Emirati separately. 
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 Health care resources need to be used more efficiently  

Utilisation of health care resources is low in Dubai, and this could mean either resources are not used in 

an optimal way or resources are surplus to the current health care needs. In 2019, the estimated number 

of consultations per doctor was 1 172 consultations per doctor in Dubai, about half of the OECD average 

(2 122 consultations per doctor) (Figure 5.49).  

Figure 5.49. Estimated number of consultations per doctor, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 

The utilisation of hospital care resources is even lower in Dubai. Although the occupancy rate of curative 

care beds increased substantially from 48% over the past decade, in 2019 it was still only at 56.0% in 

Dubai, lower than the OECD average of 76.2% and the Netherlands which had the lowest rate in the OECD 

(63.4%) (Figure 5.50), suggesting an underutilisation of hospital beds. While abundant health care 

resources relative to their utilisation could leave room to absorb large demands for health care during 

public health emergencies such as the COVID-19 pandemic, an underutilisation of health care resources 

under normal circumstances may be costly for health systems.  

 



76    

 © OECD 2022 
  

Figure 5.50. Occupancy rate of curative (acute) care beds, 2009 and 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 

In 2019, average length of stay (ALOS) was also very short at 3.2 days, less than half of the OECD average 

of 7.6 days and even shorter than Turkey which had the shortest ALOS in the OECD (4.2 days) 

(Figure 5.51). Since health care needs of Dubai’s population are very different from populations in its peer 

countries due to its atypical demographic structure, international comparisons of average length of stays 

for all hospitalisations including all diagnoses is not straightforward. An analysis of more disaggregated 

ALOS by diagnosis, which is not currently available in Dubai, would be more suitable for international 

benchmarking.  

Figure 5.51. Average length of stay in hospital (ALOS), 2009 and 2019 (or nearest year) 

 

Note: 1. Data refer to average length of stay for curative (acute) care (resulting in an under-estimation).  

Source: OECD Health Statistics 2021 and DHA. 

 Dubai’s health system should seek higher value for money 

Preventive care is considered cost-effective in improving health outcomes but its spending is very low in 

Dubai. In 2019, the share of collective services which includes preventive care was 10% of total health 

spending, higher than the OECD average of 6% (Figure 5.52). However this was due to a high overall 

administrative costs in Dubai (9.0% of total health spending) (Government of Dubai/DHA, 2019[18]), and 
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spending on preventive care was only 1% of health spending in 2019 (Government of Dubai/DHA, 2019[18]), 

very low compared to the OECD average of 2.7%, suggesting that political commitment to tackle poor 

lifestyles may be low. Since childhood immunisation rates were high, investment made for other preventive 

care such as healthy lifestyles and screening was even lower. 

Figure 5.52. Health expenditure by type of service, 2019 (or nearest year) 

 

Note: * Refers to curative and rehabilitative care in inpatient and day care settings. ** Includes home care and ancillary services. *** Includes 

preventive care, governance and health system and financing administration, and other health care services unknown. 

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 

Effective primary health care is key for a strong health system, but the low share of doctors working in 

general practice in Dubai (Section 5.2.2) suggests a relatively minor role for primary care in the health 

system. OECD countries face a dearth of data to make assessments of primary care, but the data 

availability is even more limited in Dubai. Resource allocation in primary care could be evaluated by 

collecting and analysing spending by type of primary care (general care, dental care prevention, home-

based curative care; OECD, 2018[13]). Furthermore, the quality of primary care services could be assessed 

by using hospital avoidable admissions for chronic conditions as proxies and adequate use of antibiotics 

and antipsychotic drugs. Indicators such as the share of primary care physicians using electronic medical 

records and the use of telemedicine could also be monitored to evaluate the extent of technological 

progress in primary care settings. 

Dubai should seek to provide health services with higher value for money. Even though the utilisation of 

inpatient care is much lower than OECD countries (see 5.3.3), spending in inpatient care amounts to 29% 

of total health spending, slightly higher than the OECD average of 28% in 2019 (Figure 5.52), suggesting 

that price of certain inpatient care services may not be appropriately set, the volume of unnecessary 

services may be high or both. Internationally comparable data on surgical procedures are limited for Dubai 

and only data on caesarean sections are available. In 2019, 468 caesarean sections were performed per 

1 000 live births in Dubai while the rate was 272 per 1 000 live births on average across OECD countries 

(Figure 5.53), suggesting that expensive care may be provided more while less expensive alternatives are 

available. In addition, as shown in Section 5.3.2, a very high volume of health care was provided to Emirati, 

and this suggests that Dubai may want to streamline unwarranted redundant health care services provided 

if they exist. 
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Figure 5.53. Caesarean sections, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA. 

Data also suggest that redundant diagnostic services and unwarranted emergency care may be provided 

in Dubai. In 2019, spending of ancillary service providers including medical diagnostic laboratories and 

providers of patient transportation, which is included as part of “Other” providers in Figure 5.54, was 14% 

in Dubai (Government of Dubai/DHA, 2019[18]), much higher than many OECD countries. Additional data 

on the volume of diagnoses and emergency care could help identify risks of overutilisation of these services.  

Figure 5.54. Health expenditure by provider, 2019 (or nearest year) 

 

Note: “Other” includes ancillary service providers (such as patient transport and laboratories); health system administration, public health and 

prevention agencies; households in cases where they provide paid LTC; and atypical providers, where health care is a secondary economic 

activity.  

Source: OECD Health Statistics 2021, OECD National Accounts Database and DHA. 
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5.4. Dubai AHSPA conclusion 

This preliminary AHSPA based on the currently available internationally comparable data, found that Dubai 

Academic Health System has improved health outcomes substantially over the past decades and almost 

all population perceive their health as good or very good. Given its demographic structure dominated by 

young and healthy population, health care needs can be expected to be low. Subsequently, the 

comparatively low numbers of doctors and nurses and the availability of hospital care resources would 

appear to be sufficient to respond to the health care needs of Dubai’s population, while the number of 

dentists and pharmacists seem high. The utilisation of health care is generally low, and as a result, health 

spending is low and has been growing only slowly. 

This analysis also found some challenges for Dubai. They include high prevalence of risk factors such as 

obesity and smoking, and communicable and non-communicable diseases. There is also room to seek 

higher value for money by utilising health care resources more optimally while reducing unwarranted health 

services, administrative costs and expensive care when less expensive alternative is available. A very 

large disparity in health care utilisation between Emirati and non-Emirati also became evident, although it 

is not clear if this reflects actual low health care needs, low accessibility or any barriers to access health 

care among non-Emirati. 

The analysis also shows that a broader set of indicators is needed to fully assess Academic Health System 

Performance.  
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Dubai could further strengthen its Academic Health System by embedding AHSPA intelligence into its 

governance structure and further developing its health data infrastructure to further feed the AHSPA. The 

AHSPA could assist further in this goal by broadening the set of reported indicators and improving the 

international comparability to become a fully-fledged assessment tool.  

6.1. Embedding AHSPA intelligence into the governance of the Dubai Academic 

Health System  

Dubai could embed performance intelligence acquired via the AHSPA to more effectively govern Dubai 

Academic Health Systems by  

1. Using AHSPA findings to identify strengths and weaknesses of the health system and collectively 

set strategic and operational health priorities and targets with relevant stakeholders, 

2. Regular monitoring of AHSPA through trend analyses and international benchmarking, and 

3. Regular reporting of AHSPA results to stakeholders including citizens and healthcare 

professionals and providers, the health insurance industry and decision-makers for further 

performance improvement. 

AHSPA could help identify strengths and weaknesses of the health system and support priority 

setting and decision making for health systems. Preliminary analysis based on existing internationally 

comparable data revealed strengths of Dubai’s Academic Health System but also shed light on some of 

the health policy areas that Dubai could focus on. A fully-fledged assessment covering all dimensions of 

Dubai’s AHSPA will provide a fuller picture on Dubai’s Academic Health System Performance to more 

comprehensively identify health policy priorities. However, preliminary results could inform decision makers 

on some of the policy areas that Dubai could already start focusing on in the short term. These include 

public health, primary care, inequalities in health care utilisation and quality of health care. To tackle these 

health system challenges , policy targets could be set collectively by relevant stakeholders through 

transparent public consultation processes so that all stakeholders feel part of achieving policy targets 

together and become committed to achieve shared policy targets.  

To continue developing the health system, monitoring of AHSPA needs to be conducted regularly 

based on trend analyses, benchmarking with comparable countries, sub-national regions and autonomous 

and city-states, if data are available, and analyses of disaggregated data by population group such as 

socio-economic characteristics and native/foreign-born status from the equity perspective. Regular 

monitoring will help Dubai to develop an agile health system by regularly evaluating the progress made in 

relation to set health policy targets and addressing emerging health system challenges by making needed 

changes in the health system.  

6 Towards a stronger Dubai Academic 

Health System 



   81 

 © OECD 2022 
  

Results of AHSPA need to be reported to all stakeholders including decision-makers, industry, health 

professionals, media and the citizens to inform on the progress being made with regards to policy priorities 

and set targets. In March 2022, Dubai already shared preliminary findings with stakeholders to share a 

common understanding of the strengths and challenges of Dubai’s Academic Health System. This effort 

could be further expanded by making the results available on a regular basis in the public domain and 

effectively communicating the results to each stakeholder using communication tools suited to each 

stakeholder. The content and reporting format of AHSPA needs to be adapted to each stakeholder as key 

messages are different for each.  

6.2. Further strengthening health data infrastructure for future AHSPA in Dubai 

Dubai has a strong health data infrastructure able to support a learning health care system with effective, 

timely and high-quality data for continuous learning and feed a regular AHSPA. Dubai’s health data 

infrastructure includes public health data systems for infectious disease surveillance, registries to monitor 

mortality, administrative data sources to assess resource availability, claims data to evaluate health care 

utilisation and survey data to monitor health status and risk factors. Besides the indicators used for AHSPA, 

Dubai also regularly analyses and reports a wide range of additional indicators. They include outpatient 

and inpatient care by type of provider and ICD-10 or specialty, dental care by type of services, emergency 

and scheduled operations by speciality. Some statistics, including bed capacity, average length of stay 

(ALOS), bed occupancy, and major/minor procedures are also analysed at the hospital level.  

Dubai could further invest in health information to support other data uses including empowering 

patients through access to their own data and fostering health research and innovation. Dubai could 

also seek to develop secure mechanisms for both record linkages and access to data for research 

projects that are within the health-related public interest, including both domestic and multi-country 

research and statistical projects including the AHSPA. Further development of Dubai’s health data 

infrastructure should be accompanied by public transparency and stakeholder involvement. This can 

build on Dubai’s successful engagement of health care professionals in the development of the Health 

Information Exchange (HIE) to include a greater involvement of stakeholders in the secondary use of data, 

particularly patients and health and medical researchers. Multi-stakeholder involvement in governing HIE 

development and secondary data use should also be considered. 

A next step for Dubai is to prioritise use cases for HIE development so that priority can be given to the use 

of HIE data for value-based care and clinical governance. Examples of use cases that Dubai is 

considering include the development of an alert system for physicians regarding potential harmful drug 

interactions; and the development of privacy-protective access to data for pharmaceutical R&D. As this 

project advances, Dubai is seeking to identify the most important use cases/KPIs to ensure the HIE feeds 

the goals of health system performance monitoring. The OECD could support Dubai in identifying such 

use cases. HIE data could also be used to identify redundant laboratory tests, unnecessary administrative 

costs and the delivery of expensive care when less expensive alternatives exist. This will help support 

Dubai to promote the optimal utilisation of health resources and seek higher value for money. 

6.3. Improving the international comparability of existing indicators for AHSPA 

The quality and international comparability of some data used for AHSPA could be further improved. For 

example, Dubai could further expand the coverage of cause-specific mortality data which seems currently 

incomplete (See Box 5.1). The share of deaths due to unspecified causes, which is very high compared to 

OECD countries (Figure 6.1. ), could be minimised to improve the comparability of cause of death statistics 

and avoidable mortality data for international benchmarking.  



82    

 © OECD 2022 
  

Figure 6.1. Mortality due to unspecified causes, 2019 (or nearest year) 

 

Source: OECD Health Statistics 2021 and DHA.  

Data on physicians could be also assessed by using age groups of <34, 35-44, 45-54, 55-64, 65-75 and  

75+ to assess differences in age distributions across countries. The comparability of data on daily 

vegetable consumption could also be improved by using the internationally used indicator definitions; 

excluding consumption of potatoes in vegetable consumption indicator.  

6.4. Broadening the set of indicators for AHSPA 

Dubai needs to identify KPIs for the AHSPA domains where indicators have not been identified yet (circled 

in blue in Figure 6.2). Among these eight domains, indicators collected at the OECD could be considered 

to measure the Health Care Quality and Outcomes, Interested Parties Experience and Academic 

Education and Training domains, and Dubai could explore monitoring these three domains by using 

indicators listed in (Table 6.1) for AHSPA. 
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Table 6.1. Suggested indicators for Health Care Quality and Outcomes, Interested Parties’ 
Experience and Academic Education and Training  

Domains Suggested indicators  

Health care 
quality and 

outcomes 

 Primary care (avoidable hospital admissions for chronic conditions (asthma, COPD, chronic heart failure, 

diabetes) and diabetes lower extremity amputation) 

 Prescribing in primary care (adequate use of cholesterol lowering treatment in people with diabetes, first choice 
antihypertensives for people with diabetes, long-term use of benzodiazepines and related drugs in older 

people, use of long-acting benzodiazepines in older people, volume of cephalosporines and quinolones as a 
proportion of all systemic antibiotics prescribed, overall volume of antibiotics for systemic use prescribed, any 
anticoagulating drug in combination with an oral NSAID, proportion of 75 years and over who are taking more 

than 5 medications concurrently, overall volume of opioids prescribed, proportion of the population who are 

chronic opioid, proportion of people 65 and over prescribed antipsychotics) 

 Acute care (30-day mortality rate following ischaemic and haemorrhagic stroke and AMI, and hip fracture 

initiated within 2 days after hospital admission)  

 Cancer (breast, cervical and colorectal cancer screening, 5-year net survival) 

 Mental health care (inpatient suicide rates, suicide within 30 days and 1 year after discharges, excess mortality 

for bipolar disorder and schizophrenia) 

 Integrated care (hospital readmissions, mortality after hospital discharge and prescription of appropriate 

medication for secondary care prevention) 

 Patient safety (retained surgical item or unretrieved device fragment, postoperative pulmonary embolism - hip 

and knee replacement discharges, postoperative deep vein thrombosis - hip and knee replacement discharges 
, postoperative sepsis - abdominal discharges, post-operative wound dehiscence, obstetric trauma vaginal 
delivery with instrument, obstetric trauma vaginal delivery without instrument, pressure ulcer prevalence, 

healthcare associated infections) 

 Patient experience (patient-reported safety) 

 Patient-reported outcomes (e.g. breast cancer, mental health, hip and knee replacement) 

Interested 
Parties’ 

Experience 

 Patient experience (ambulatory care, patient-reported experience of mental health care) 

 

Academic 
Education 

and Training 

 Graduates (medical, dentists, pharmacists, midwives, nursing (professional nursing and associate professional 

nursing)) 

 Stock and inflow of doctors and nurses (by foreign/native-trained/foreign/native-born, country of origin) 

Source: Authors 
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Figure 6.2. Dubai AHSPA Framework 

 

Source: DHA. 

In relation to the Health Care Quality and Outcomes domain of AHSPA, the full implementation of 

NABIDH, which enables healthcare professionals and patients to securely share and access unified 

medical records from all public and private medical facilities in Dubai, will facilitate linkages of data sources 

across different health sectors and linked data could be used for regular performance monitoring. Dubai 

has started to develop KPIs on quality of priority health conditions including gastroesophageal reflux 

disease, asthma and diabetes and lower back pain. Dubai could consider expanding KPIs for asthma and 

diabetes based primary care quality indicators - avoidable hospital admissions for asthma and diabetes, 

and a prescribing quality indicator - adequate prescription for diabetes patients, that are collected at the 

OECD. Based on other health care quality and outcomes indicators developed and collected at the OECD, 

Dubai could also explore developing and monitoring hospital acute care, cancer care, mental health, 

integrated care, patient safety (Table 6.1; Barrenho et al., 2022[19]), and patient-reported outcome 

measures (PROMs) for specific health conditions such as breast cancer, mental health care and hip and 

knee replacement. More recently, the OECD has developed internationally comparable indicators on 

patient-reported safety from patients themselves (OECD, 2019[6]) and patient safety culture from health 

care providers (de Bienassis and Klazinga, 2022[19]). The OECD could further support Dubai to develop 

these health care quality and outcome indicators for AHSPA  
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In order to improve patient experiences with health care and develop people-centred health system, 

Dubai could also consider developing and conducting patient surveys to collect and monitor patient-

reported experiences (PREMs). The OECD has been collecting PREMs in ambulatory care and patient 

experiences with mental health care (Fujisawa and Klazinga, 2017[2]; de Bienassis et al., 2022[20]) and the 

OECD could help Dubai to develop patient surveys to monitor internationally comparable PREMs.  

Furthermore, the Academic Education and Training domain of AHSPA could be analysed by using 

internationally comparable statistics on graduates in different health specialisation (medicine, dentistry, 

pharmacy, and nursing), together with health workforce migration, as Dubai is heavily reliant on health 

care professionals from abroad and education and training strategies will influence the flows of health care 

professionals. OECD indicators on stock and inflow of doctors and nurses (by foreign-born/native-

born/foreign-trained/native-trained, and country of origin) could be analysed together to monitor health 

workforce migration patterns, current and future supply of health care professionals and education and 

training needs in Dubai.  

In addition, Dubai could also explore broadening the set of indicators for the AHSPA domains which already 

use internationally comparable data by using other indicators developed and collected at the OECD, as 

shown in Table 6.2.  
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 Table 6.2. Broadening the set of indicators for AHSPA 

Domains Indicators 

Health risk factors  Consumption of sugar-sweetened beverages  

 Alcohol consumption (recorded alcohol consumption, proportion of alcohol consumed 

by heavy drinkers, weekly drinking by education and gender) 

 Physical exercises 

 Use of vaping products 

 Health risk factors (daily smoking, experience of drunkenness and obesity) among the 

young 

Academic Health 

Capacities 
 Total health and social employment,  

 Specialist medical practitioners (general paediatricians, obstetricians and gynaecologists, 

psychologists, medical group of specialists, surgical group of specialists, other specialists 

not elsewhere classified) 

 Midwives and physiotherapists 

 Hospital employment (total hospital employment, professional nurses and midwives 

employed in hospitals, associate nurses employed in hospitals, health care assistants 
employed in hospitals, other health service providers employed in hospitals and other staff 

employed in hospital) 

 Doctors (aged <34, 35-44, 45-54, 55-64, 65-74, 75+ by gender) 

 Remuneration (doctors and nurses) 

Health care resources and 

utilisation 

 Hospital beds by type of care (curative, rehabilitative, long-term care, psychiatric care and 

others),  

 Medical technologies (CT and PET scanners, mammographs, MRI units, gamma 

cameras, radiation therapy equipment) 

 Use of medical technologies (CT, MRI and PET scans) 

 Procedures (cataract surgery, tonsillectomy, transluminal coronary angioplasty, coronary 
artery bypass graft, stem cell transplantation, appendectomy, laparoscopic 
appendectomy, cholecystectomy, laparoscopic cholecystectomy, repair of inguinal hernia, 

laparoscopic repair of Inguinal hernia, open prostatectomy, transurethral prostatectomy, 
hysterectomy, laparoscopic hysterectomy, hip replacement, total knee replacement, 

partial excision of mammary gland, total mastectomy) 

 Hospital discharges by diagnostic categories 

 Hospital average length of stay by diagnostic categories 

 Pharmaceutical consumptions 

 Pharmaceutical sale 

 Generic market 

Health Care Access  Population coverage for health care  

 Government and compulsory insurance spending as proportion of total health spending by 

type of care 

 Unmet care needs (due to cost by income) 

 OOP as share of final household consumption 

 Share of households with catastrophic health spending 

 Waiting time (cataract surgery, percutaneous transluminal coronary angioplasty, coronary 

bypass, prostatectomy, hysterectomy, hip replacement and total knee replacement) 

Health financing  Government and compulsory insurance spending as proportion of total spending by type 

of care (hospital, outpatient and dental care and pharmaceuticals) 

 Health expenditure as a share of total government expenditure 

Source: Authors 

To monitor healthy lifestyle and health risk factors of the population more comprehensively in future 

AHSPAs, Dubai could collect additional data on health risk factors such as poor eating and drinking habits 

(sugar-sweetened beverages and alcohol consumptions), and the use of vaping products, and the 

prevalence of health risk factors (such as obesity, alcohol consumption and smoking) among youth. The 

Dubai Household Health Survey, which has been conducted three times, already collects the prevalence 

of some health risk factors, so the definitions of internationally comparable indicators could be used to 

develop survey questionnaires, and additional questions could be included in the future survey to broaden 

the set of internationally comparable indicators on health risk factors. The quality of survey questions could 
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also be improved, and misinterpretation of questions could be avoided, for example on vigorous versus 

moderate physical exercises, if question phrases and response categories are refined and finalised after 

cognitive testing conducted by citizens with different backgrounds.  

The AHSPA domain of Health Care Resources and Utilisation is currently analysed by a limited set of 

indicators, and additional KPIs could be identified from a broader range of indicators as shown in Table 6.2. 

The OECD plans to report age-standardised rates for discharges, ALOS and surgical procedures in coming 

years and these internationally comparable data will enable Dubai to compare their data to OECD peers 

more adequately. Abundant data are available on health care utilisation in Dubai and they could be 

analysed more from the equity perspective. For example, the volume of outpatient and inpatient care by 

diagnosis and speciality and provider, and the volume of emergency care could be further compared 

between Emirati and non-Emirati to evaluate the extent of variations between population groups and 

potential over- and under-utilisation of health care. 

The OECD has developed a wide range of indicators on human resources in health by specialisation, 

hospital human resources, and remuneration, as shown in Table 6.2 since an adequate supply and mix of 

health human resources and their planning are crucial for high performing health system. These indicators 

could be used to monitor the Academic Health Capacities domain of AHSPA to provide a fuller picture 

on the skill-mix of health care professionals available in Dubai, compared to those in OECD countries. 

In the domain of health care access, Dubai could consider monitoring indicators including unmet care 

needs, financial barriers to access care and waiting time. Dubai could analyse and report differences in 

health care access and utilisation between Emirati and non-Emirati to assure equitable delivery of needed 

health care. Household health survey could include questions on access to unmet health care and health 

care sought abroad by non-Emirati to evaluate if low health care access/utilisation among non-Emirati is 

due to low health care needs or any barriers in accessing health care. Financial barriers to access care 

(OOP as share of final household consumption and the share of households with catastrophic health 

spending) could be also evaluated for Emirati and non-Emirati separately and by income quintile.  

6.5. Final remarks 

This report summarises health system performance assessment framework development, health data 

infrastructure assessment, the preliminary findings of the Dubai Academic Health System Performance 

Assessment (AHSPA) and recommendations for the implementation of AHSPA based on the project 

undertaken between the OECD and Dubai between January 2021 and May 2022.  

In order to utilise the intelligence acquired through this project, Dubai may wish to use AHSPA findings to 

identify strengths and weaknesses of the health system, collectively set strategic and operational health 

priorities and targets with relevant stakeholders, and regularly monitor and report AHSPA to stakeholders 

including citizens and healthcare professionals and providers, health insurance industry and decision-

makers for further performance improvement. 

The OECD could assist Dubai to identify and develop further indicators (for example in health care quality 

and outcomes as illustrated in Sections 6.3 and 6.4) to strengthen AHSPA as part of its full implementation. 

Using the AHSPA as a springboard, the OECD could help DHA develop effective health policies adapted 

to Dubai’s specific context through a series of policy reviews. In addition to assessing the overall health 

system, the OECD has conducted a review of the policies and institutions underpinning the measurement 

and improvement of health care quality across 15 different health systems (OECD Health Quality Reviews). 

The OECD could also undertake specific reviews and analyses focussing on public health or primary care, 

for example, to tackle health risk factors of the population and the increasing burden of chronic conditions 

(Public Health Reviews - OECD; OECD, 2021[1]; OECD, 2019[1]). 

 

https://www.oecd.org/health/health-systems/health-care-quality-reviews.htm
https://www.oecd.org/health/public-health-reviews.htm
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 Supplementary tables 

Table A A.1. Key national health dataset availability, maturity and use 

Country % of key 

national 

health 

datasets 

available1 

% of 

available 

health care 

datasets 

with 

coverage 

of 80% or 

more of 

the 

population 

% of 

available 

health care 

datasets 

where data 

extracted 

automatically 

from 

electronic 

clinical or 

administrative 

records 

% of 

available 

health 

datasets 

where the 

time between 

record 

creation and 

inclusion in 

the dataset is 

one week or 

less 

% of 

available 

health 

datasets 

sharing 

the same 

unique 

patient ID 

% of 

available 

health care 

datasets 

where 

standard 

codes are 

used for 

clinical 

terminology 

% of available 

health datasets 

used to 

regularly report 

on health care 

quality or health 

system 

performance 

(published 

indicators) 

% of 

available 

health 

datasets 

regularly 

linked for 

research, 

statistics 

and/or 

monitoring 

(indicators) 

Sum 

Australia 92% 100% 56% 17% 17% 78% 83% 67% 5.09 

Austria 92% 100% 78% 0% 33% 89% 75% 42% 5.17 

Belgium 69% 71% 86% 11% 22% 71% 78% 33% 4.42 

Canada 85% 75% 75% 0% 64% 100% 91% 100% 5.89 

Czech Republic 77% 100% 100% 0% 90% 100% 90% 60% 6.17 

Denmark 100% 100% 100% 77% 100% 100% 100% 100% 7.77 

Dubai 100% 0% 90% 0% 100% 100% 100% 0% 4.90 

Estonia 92% 89% 78% 50% 83% 100% 92% 25% 6.09 

Finland 85% 100% 56% 36% 100% 100% 91% 100% 6.67 

France 92% 78% 56% 8% 58% 100% 83% 67% 5.42 

Germany 31% 100% 33% 0% 0% 100% 100% 0% 3.64 

Ireland 77% 86% 29% 0% 0% 29% 0% 0% 2.20 

Israel 85% 88% 100% 18% 64% 100% 100% 64% 6.18 

Japan 85% 100% 75% 0% 45% 88% 27% 9% 4.29 

Korea 92% 89% 89% 58% 100% 100% 92% 67% 6.87 

Latvia 77% 88% 63% 80% 80% 100% 90% 70% 6.47 

Luxembourg 77% 100% 71% 10% 70% 86% 100% 30% 5.44 

Netherlands 92% 70% 100% 0% 75% 100% 83% 83% 6.04 

Norway 100% 80% 90% 0% 77% 90% 85% 69% 5.91 

Singapore (non-

Adherent) 

100% 80% 100% 0% 62% 90% 31% 31% 4.93 

Slovenia 77% 100% 100% 0% 70% 100% 70% 60% 5.77 

Sweden 92% 100% 100% 8% 92% 100% 100% 92% 6.84 

United Kingdom 

(Scotland) 
92% 100% 67% 0% 0% 78% 67% 17% 4.20 

United States 54% 33% 17% 0% 14% 67% 57% 57% 2.99 

Note: The sum column is the sum of the preceding columns and the maximum is 8. n.a: not applicable 

1.Thirteen national datasets including ten health care datasets (hospital in-patient, mental hospital in-patient, emergency health care, primary 

care, prescription medicines, cancer, diabetes, cardiovascular disease, mortality and formal long-term care); patient experiences survey, 

population health survey and population census/registry. 

Source: OECD (2022 forthcoming), Health Data Governance for the Digital Age: Implementing the OECD Recommendation on Health Data 

Governance; and data for Dubai reported to the OECD. 
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Table A A.2. Proportion of key national health care datasets with recommended governance elements 
Country Legislation 

authorises 
datasets 

Data 
privacy/ 

data 
protection 

officer 

Staff are 
trained in 

data 
protection 

Staff data 
access 
controls 

Data 
de-identifie
d prior to 
analysis 

Testing 
re-identific

ation 
attack risk  

Data 
shared 
within 
public 
sector 

Data 
shared 

with 
academic/
non-profit 

sector 

Data 
shared 
with for-

profit 
sector 

Data 
shared 
cross-
border 

Standard 
data 

sharing 
agreement 

Either 
remote 

data 
access 

service or 
research 

data 
centre 

Public 
description 
of dataset 

Descriptio
n includes 
legal basis 

for the 
dataset 

Procedure 
to request 

and 
approval 

criteria for 
data 

linkage are 
publically 
available 

Sum 

Australia 67% 100% 100% 100% 100% 0% 78% 89% 89% 100% 78% 33% 100% 22% 100% 11.56 

Austria 100% 100% 100% 100% 100% 0% 89% 44% 33% 33% 0% 78% 78% 78% 0% 9.33 

Belgium 100% 100% 100% 100% 100% 43% 57% 100% 0% 100% 100% 29% 100% 100% 57% 11.86 

Canada 25% 100% 100% 100% 100% 0% 88% 88% 75% 75% 88% 25% 88% 75% 88% 11.13 

Czech Republic 100% 100% 100% 100% 100% 0% 0% 0% 0% 0% 0% 0% 100% 100% 0% 7.00 

Denmark 100% 100% 100% 100% 100% 90% 100% 100% 100% 100% 100% 100% 100% 100% 100% 14.90 

Dubai 100% 100% 100% 100% 100% 0% 80% 40% 50% 0% 100% 0% 40% 0% 0% 8.10 

Estonia 100% 100% 33% 100% 100% 0% 100% 89% 89% 89% 0% 0% 100% 33% 11% 9.44 

Finland 100% 100% 100% 67% 100% 0% 100% 100% 100% 100% 100% 11% 100% 100% 100% 12.78 

France 78% 100% 100% 100% 100% 78% 100% 100% 78% 78% 67% 67% 89% 67% 67% 12.67 

Germany 67% 67% 33% 33% 67% 33% 33% 67% 33% 67% 67% 33% 100% 100% 33% 8.33 

Ireland 100% 14% 14% 0% 0% 0% 0% 0% 0% 0% 14% 0% 14% 0% 14% 1.71 

Israel 88% 100% 0% 0% 100% 0% 88% 88% 0% 0% 100% 63% 63% 63% 100% 8.50 

Japan 100% 100% 13% 75% 88% 0% 0% 88% 13% 0% 75% 0% 100% 13% 88% 7.50 

Korea 100% 100% 100% 100% 100% 89% 89% 89% 0% 0% 78% 78% 89% 89% 89% 11.89 

Latvia 100% 100% 100% 100% 100% 0% 100% 100% 0% 38% 100% 0% 100% 100% 100% 11.38 

Luxembourg 100% 100% 100% 100% 100% 14% 100% 100% 0% 57% 100% 86% 57% 57% 14% 10.86 

Netherlands 80% 100% 100% 60% 100% 20% 70% 80% 20% 60% 100% 50% 100% 70% 60% 10.70 

Norway 90% 0% 0% 0% 0% 0% 100% 100% 100% 100% 0% 0% 100% 100% 0% 6.90 

Singapore (non-Adherent) 40% 100% 100% 100% 70% 80% 10% 100% 100% 100% 50% 100% 20% 20% 0% 9.90 

Slovenia 100% 100% 100% 100% 100% 0% 14% 100% 0% 100% 100% 100% 100% 100% 0% 11.14 

Sweden 89% 100% 100% 11% 100% 11% 100% 100% 0% 0% 100% 11% 100% 100% 100% 10.22 

United Kingdom (Scotland) 89% 89% 89% 89% 89% 89% 89% 89% 89% 0% 89% 89% 89% 89% 89% 12.44 

United States1 100% 100% 100% 100% 100% 100% 83% 100% 100% 0% 100% 100% 100% 17% 83% 12.83 

Note: The sum is the addition of the preceding columns and the maximum sum is 15. 

1. National health care datasets of the US National Centre for Health Statistics. 

Source: OECD (2022 forthcoming), Health Data Governance for the Digital Age: Implementing the OECD Recommendation on Health Data Governance; and data for Dubai reported to the OECD. 
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Table A A.3. Technical and operational readiness of electronic health record systems to support statistical and research uses of data 

Country At least 70% 
of primary 

care 
physicians 

and hospitals 
are using 
EMR/EPR 

National system 
includes 

information sharing 
among physicians 

and hospitals about 
treatment, 

medications, 
laboratory tests 

and images 

Minimum 
dataset 

has been 
defined 

Key data 
elements in all 

or most records 
are structured 

(coded to a 
terminology 

standard) 

Unique 
patient and 

provider 
identifiers 

in EHRs 

National 
organisation is 
responsible for 

clinical 
terminology and 

electronic 
messaging 
standards 

Legal requirement 
to adopt EHR 
systems that 
conform to 

clinical 
terminology and 

electronic 
messaging 
standards 

Certification 
requires vendors 

to conform to 
clinical 

terminology and 
electronic 
messaging 
standards 

Financial 
incentives or 

penalties to adopt 
and maintain 

EHRs conforming 
to national 

requirements 

Total 
(max=9) 

Australia 1 1 1 1 1 0 0 0.5 0.5 6 

Belgium 1 1 1 0 1 1 0 1 1 7 

Canada 0 0 1 0 1 1 0 0.5 0 3.5 

Costa Rica 1 0 1 1 1 0 1 0 0 5 

Czech 
Republic 

1 0.5 0 0 1 1 0 0 0 3.5 

Denmark 1 1 1 1 1 1 0 1 0 7 

Dubai 1 1 1 1 1 0 1 1 1 8 

Estonia 1 0.5 1 1 1 1 1 0 0.5 7 

Finland 1 0.5 1 0 1 1 1 1 1 7.5 

Germany 1 1 0 0 0.5 0 0 0 0 2.5 

Hungary 1 0.5 1 0 1 0 1 1 1 6.5 

Iceland 1 0 1 1 1 1 1 0 0.5 6.5 

Israel 1 0 1 1 1 1 0.5 0 0 5.5 

Italy 1 1 1 1 1 1 1 0 0.5 7.5 

Japan 0 0 1 1 0.5 1 1 1 1 6.5 

Korea 1 1 1 0 1 1 1 1 0 7 

Lithuania 1 1 1 0 1 1 1 0 0 6 

Luxembourg 1 0.5 1 0 1 1 0.5 0 0.5 5.5 

Mexico 0 0 0 1 1 0 0 0 0 2 

Netherlands 1 0 1 1 1 1 0.5 1 0.5 7 

Norway 1 0.5 1 1 0 0 0 0 0 3.5 

Portugal 1 0 1 1 1 1 0.5 1 0 6.5 

Russian 
Federation 

0 0 1 1 0 1 1 1 0 5 
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Slovenia 1 0 1 0 1 1 1 1 0.5 6.5 

Sweden 1 1 1 0 1 1 0 0.5 0 5.5 

Switzerland 0 0 0 0 1 1 1 1 0.5 4.5 

Turkey 1 1 1 1 1 1 1 1 0.5 8.5 

United 
States 

1 0 1 1 0.5 0 0 1 1 5.5 

Note: 1 is Yes, .5 is partly yes and 0 is no. 

Source: 2021 OECD Survey of Electronic Health Record System Development, Data Use and Governance. 

 

Table A A.4. Governance readiness of electronic clinical record systems to support statistical and research uses of data 

Country Legal authority or patient consent 
authorises data extraction to create a 
datasets for government statistics and 

monitoring 

Legal authority or patient consent 
authorises data extraction to create a 

datasets for approved medical or health 
research 

Auditing EHRs 
for data 
quality 

EHRs used to create 
databases for health or 

healthcare monitoring and 
analysis 

EHR data contributes to 3 
or more key monitoring or 

research domains 

Total 
(max=5) 

Australia 1 1 1 0 0 3 

Belgium 1 1 0.5 1 1 4.5 

Canada 1 1 1 1 0 4 

Costa Rica 1 1 1 1 1 5 

Czech 
Republic 

1 1 0 1 0 3 

Denmark 1 1 0.5 1 1 4.5 

Dubai 0 1 1 1 1 4 

Estonia 1 0 0 1 0 2 

Finland 1 1 0 1 1 4 

Germany 0 1 0 0 0 1 

Hungary 1 1 1 1 0 4 

Iceland 1 1 1 1 1 5 

Israel 1 1 1 1 1 5 

Italy 1 1 0 0 0 2 

Japan 1 1 0 1 1 4 

Korea 0 0 0 0 0 0 

Lithuania 1 1 0 0 1 3 

Luxembourg 1 1 0 0 0 2 

Mexico 1 0 1 0 0 2 

Netherlands 1 0 1 1 1 4 
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Norway 0 0 0 0 0 0 

Portugal 1 1 0.5 1 0 3.5 

Russian 
Federation 

0 0 1 0 0 1 

Slovenia 1 1 0 1 0 3 

Sweden 1 1 1 1 1 5 

Switzerland 0 0 1 0 0 1 

Turkey 1 1 1 1 1 5 

United States 1 1 1 1 0 4 

Note: 1 is Yes, .5 is partly yes and 0 is no. 

Source: 2021 OECD Survey of Electronic Health Record System Development, Data Use and Governance. 

 

Table A A.5. National organisation responsible for EHR system and its role 

Country National organisation 
with primary 

responsibility for 
national EHR 
infrastructure 
development 

Name of the organisation National 
organisation sets 

standards for clinical 
terminology in 

Electronic Health 
Records 

National 
organisation sets 

standards for 
electronic 
messaging 

Other major responsibilities of this national organisation 

Australia Yes Australian Digital Health 
Agency (ADHA) 

Yes No6 Coordinates and reviews Australia's National Digital Health Strategy.  

Belgium Yes eHealth Platform & FPS 
Health 

Yes Yes National eHealth services 

Canada Yes1 Canada Health Infoway Yes Yes Accelerates the development, adoption and effective use of digital health solutions. 
Independent, not-for-profit organization established in 2001 and funded by the federal 

government. 

Costa Rica No 
 

n.a n.a   

Czech 
Republic 

Yes Ministry of Health, 
Department of Informatics 
and Electronic Healthcare 

(ITEZ) 

Yes7 Yes7 Focuses on the e-health strategy and maintenance of national information standards.  
Implementation of the infrastructure is provided by UZIS. 

Denmark Yes Danish Health Data Authority Yes Yes National registries, secondary use of data, statistics in health and reimbursement 
schemes 

Dubai No  n.a. n.a.  

Estonia Yes Centre of Health and Welfare 
Information Systems 

Yes Yes Organises and co-ordinates the administration of ICT development and management of 
strategies, development plans and budgets. Role includes strategic planning of 
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information systems and e-services; advise to government; responsibility for information 
systems and databases; improvement of the interoperability and exchange of information 

of e-solutions; integrated management of the IT architecture; development and 
management of cross-border data exchange services; services, software and information 

systems procurement; implementation of best practices for the protection of personal data; 
implementation of the information security policy; monitors the use and security of 

information systems and compliance information security regulations; inspections, as 
necessary of information systems, data integrity and security. Responsible for ICT under 
the MoH including infrastructure, data communications, data security, backup, systems 
administration; software support for ICT, ICT governance and development, systems 

integration, maintenance and computer support, and user support services. data 
transmission formats, data control rules and data transmission systems related to 

information systems, development and management of classifications; management of 
technical data quality related to information systems; creates and manages a data 

warehouse which enables to fulfil the tasks assigned to the processor authorized by 
legislation 

Finland Yes Social Insurance Institution 
(Kela) 

Yes Yes National rules and mandatory requirements for systems 

Germany Yes Gematik GmbH n.r. n.r. 
 

Hungary Yes Ministry of Health and 
Director General of National 

Hospitals (OKFO) 

n.r. n.r. General country-wide responsibility for health care systems 

Iceland Yes Directorate of Health, 
National Centre for eHealth 

Unit 

Yes Yes Development and implementation of national digital solutions in healthcare, including the 
integrated electronic health record and the national patient portal, eHealth strategies, 

clinical terminology standards and the Icelandic HealthNet. 

Israel No2 Ministry of Health Yes Yes   

Italy Yes Ministry of Economy, SOGEI 
(in-house system integrator) 

Yes Yes Sets strategic objectives, evaluates the ongoing activities and results, and defines the 
functional and technical specifications for EHR documents. 

Japan Yes Health Insurance Claims 
Review and Reimbursement 

Services and All-Japan 
Federation of National Health 

Insurance Organisations 

Yes Yes Payments of medical fees, system implementation supports, etc. 

Korea Yes Korean Health Information 
Service (KHIS) 

Yes Yes Department responsible for developing EHR infrastructure including standardization, 
personal health records (PHR), health information data exchange, and certification 

(criteria development, business, education). A separate department is established for EHR 
data utilization. 

Lithuania Yes Ministry of Health and State 
Enterprise Centre of 

Registers 

Yes Yes Formulates state policy, organizes, coordinates and controls its implementation, including 
digitization of healthcare sector and is the controller of the State Electronic Health 

Services and Cooperation Infrastructure 

Information System (ESPBI IS) 
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Luxembourg Yes Agence eSanté  Yes Yes Set up and operate a national electronic platform for the exchange and sharing of health 
date; promote interoperability and security in health information systems; establish and 
maintain roadmap for health information systems; assist regulators and authorities on 

strategic choices related to health information systems; and disseminate information on 
operational procedures and security measures.  

Mexico n.r.   n.r. n.r.  

Netherlands Yes n.r. Yes Yes National Health Information Council (Informatieberaad zorg). In that council both health 
care organisations and the ministry of Health work on the sustainability of the information 
framework in health care. Four goals are: 1) safety of prescribing, 2) citizens can see their 

own medical data and link these to their own health data, 3) digital and standardized 
transfer of data between health professionals, 4) data is recorded once and then reused. 

Norway Yes Norsk Helsenett No8 No8 Develop, manage and operate national e-health solutions, core journal and e-prescription, 
as well as basic data in various registers and provide the national infrastructure for 

electronic communication in the health sector.  

Portugal Yes SPMS (Shared Services for 
the Ministry of Health, EPE)  

Yes Yes Public enterprise created in 2010 under the guardianship of the Ministries of Health and 
Finance. Provides shared services to health organisations: ICT, purchasing and logistics, 
financial services and human resources and centralises the procurement of goods and 

services within the NHS. SPMS is a corporate legal entity with administrative and financial 
autonomy and its own assets. SPMS is a Competence Centre with the main responsibility 

of implementation and operation of Health Information Systems to be used in the 
Portuguese Health System and it is the national authority for eHealth cross border 

cooperation. SPMS promotes the definition and use of standards, methodologies and 
requirements that guarantee interoperability and interconnection of health information 
systems with each other and with cross-sectional information systems of the Public 

Administration.  It iworks with other EU countries to share knowledge and to align and 
adopt common standards (e. g. HL7 and IHE). 

Russian 
Federation 

Yes Ministry of Health and 
Ministry of Digital 

Development, 
Communications and Mass 

Media 

Yes Yes  

Slovenia Yes National Institute of Public 
Health (NIJZ) 

Yes Yes Public health authority 

Sweden Yes and No3 Multiple agencies involved at 
national and regional levels 

Yes Yes Coordination of eHealth initiatives among regional health authorities 

Switzerland Yes eHealth Suisse Yes Yes Creation and update of the conceptual basis for the EHR certification process; creation 
and update of the requirements of the central components / services necessary for a 

running EHR (metadata index, community portal index services, HP index service and 
others /run by the Federal Office of Information Technology, Systems and 

Telecommunication FOITT; and EHR information and coordination 

Turkey Yes Ministry of Health Yes Yes  
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United 
States 

No5 
 

n.a. n.a.  

 

Notes: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown     

     

1. Canada Health was in a lead role for the development and implementation but it is managed by each jurisdiction   

2. EHR are regulated by the Ministry of Health     

3. Some aspects are coordinated between a few authorities     

5. US Department of Health and Human Services adopts national standards and regulates the certification of EHR products.  Governance of the exchange infrastructure is currently being defined.  

6. ADHA specifies which messaging standards are required to allow other clinical systems and mobile applications to connect with the My Health Record System.     

7. MoH recommends standards. Legislation is in preparation to create a legal mandate to enforce e-Health related standards.  

8. Norwegian Directorate for e-health is responsible to set standards for clinical terminology and data exchange.      

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance.  

Table A A.6. National organisation has a multidisciplinary governing body 

Country Governing body of the 
national organisation is multi-

disciplinary with 
representation from various 

stakeholder groups 

Stakeholder groups represented within the governing body of the national organisation 

Australia Yes Governed by a Board and a person is eligible for appointment as a Board member only if the Health Minister is satisfied that the person has skills, experience or knowledge in at least one of 
the following fields: medical practice; health informatics, health technology standards and information management in large scale health settings; healthcare delivery; delivery of private 
health services; consumer health advocacy; designing, developing and delivering innovative uses of technology; developing, implementing and managing national digital health policies, 

strategies and services; developing, implementing and operating clinically safe work practices, methods and patient safety solutions in relation to digital health services; financial 
management; providing legal services and advice; managing and delivering digital health systems in State and Territory health facilities; and leadership and management in the delivery of 

traditional and digital health services that are managed, operated or provided by a State or Territory government. 

Belgium Yes Involves all health stakeholders: healthcare providers and organizations, patients, mutual funds, public institutions, Communities and Regions, etc. 

Canada No Membership of Infoway is Deputy Ministers of Health for the Federal, Provincial and Territorial governments.  Infoway is responsible for engaging a wide variety of stakeholders (clinicians, 
patients, governments, vendors, academia, etc.) 

Costa Rica n.a   

Czech 
Republic 

n.r.   

Denmark No 
 

Dubai n.a.  

Estonia No   

Finland Yes THL and Kela have, to some extent, a multi-disciplinary employee base and have multi-disciplinary stakeholder groups and steering mechanisms. 
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Germany Yes Shareholders are the Federal Ministry of Health (BMG), the Federal Medical Association (BÄK), the Bundeszahnärztekammer (BZÄK), the German Association of Pharmacists (DAV), the 
German Hospital Association (DKG), the Central Association of Statutory Health Insurance Institutions (GKV-SV), the Federal Association of Statutory Health Insurance Physicians (KBV), the 
Association of Statutory Dentists (KZBV) and the Private Health Insurance Association (PKV). 

Hungary No   

Iceland Yes Health professionals and relevant stakeholder groups are contacted to form working groups to work on different eHealth projects. Moreover, health professional surveys and citizen surveys 
are conducted on a regular basis. 

Israel Yes   

Italy Yes Representatives of the institutions (different Ministries and Regions) and stakeholders: doctors, nurses and apothecaries associations, and municipalities associations. 

Japan No  

Korea No  

Lithuania No  

Luxembourg Yes Agence eSanté GIE is established in the form of an Economic Interest Grouping which counts as members the major healthcare related stakeholders, namely: Luxembourg State 
represented by the Ministry of Health and the Ministry of Social Security; National Health Fund (Caisse Nationale de Santé); Social Security Office (Centre Commun de la Sécurité Sociale); 
Association of Doctors and Dentists (Association des Médecins et Médecins-Dentistes); Luxembourg Hospital Federation (Fédération des Hôpitaux Luxembourgeois); Confederation of long 

term and home care providers (Confédération des organismes prestataires d'aides et de soins; Luxembourg federation of laboratories (Fédération Luxembourgeoise des Laboratoires 
d’Analyses Médicales); the association of Pharmacists (Syndicat des Pharmaciens Luxembourgeois); Association for the Defence of Patients' Interests (Patientevertriedung).  

Mexico n.r.   

Netherlands Yes  

Norway Yes   

Portugal Yes It includes several workgroups including stakeholders. 

Russian 
Federation 

No   

Slovenia No It is a public institution, appointed by the Ministry of Health. Other stakeholders are involved indirectly. 

Sweden Yes Coordination of eHealth initiatives among regional health authorities 

Switzerland Yes All relevant stakeholders groups included such as political authorities (federal level and cantons), physicians, other HPs associations, hospitals, insurances and so on.  

Turkey Yes Personnel of the healthcare system that is developed and managed by Ministry of Health. 

United States n.a.   

 

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance.  
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Table A A.7. Interoperability standards 

Respondent Implementing 
policies or projects 

to improve EHR 

interoperability 

Developing public 
application programming 

interfaces (APIs) 

Adopting HL7 Fast 
Healthcare Interoperability 

Resource (FHIR) standard 

Adopting 
SMART on 

FHIR standards 

Australia Yes Yes Yes Yes 

Belgium Yes Yes Yes Yes 

Canada Yes Yes Yes No 

Costa Rica No No No No 

Czech Republic Yes n.r. Yes Yes 

Denmark Yes Yes Yes No 

Dubai Yes Yes No No 

Estonia Yes No Yes Yes 

Finland Yes Yes1 Yes Yes 

Germany n.r. n.r. n.r. n.r. 

Hungary Yes Yes No No 

Iceland Yes Yes Yes No2 

Israel Yes No Yes No2 

Italy Yes No Yes No 

Japan Yes No No2 No2 

Korea Yes Yes Yes Yes 

Lithuania Yes No Yes Yes 

Luxembourg Yes Yes Yes No 

Mexico n.r. n.r. n.r. n.r. 

Netherlands Yes Yes Yes Yes 

Norway Yes Yes Yes Yes 

Portugal No Yes No n.r. 

Russian 

Federation 
n.r. n.r. Yes Yes 

Slovenia Yes n.r. No n.r. 

Sweden Yes Yes Yes Yes 

Switzerland Yes No2 No2 No2 

Turkey No Yes No Yes 
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United States Yes Yes Yes Yes 

Notes: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

1. May not be open (public).2. In consideration for adoption. 

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 

Table A A.8. Global collaborations for exchange and terminology standards 

Respondents IHE (Integrating the 
Healthcare 

Enterprise) 

International 

Global Digital Health 

Partnership 

EU projects to facilitate sharing and 
utilising EHR data across EU member 

states 

Australia No Yes No 

Austria Yes Yes Yes 

Belgium Yes No Yes 

Canada n.r. Yes No 

Costa Rica No No No 

Czech Republic Yes n.r. Yes 

Denmark Yes No Yes 

Dubai No No No 

Estonia Yes Yes Yes 

Finland Yes No Yes 

Germany n.r. n.r. Yes 

Hungary No No Yes 

Iceland No No Yes 

Israel No No No 

Italy No No Yes 

Japan Yes Yes No 

Korea No Yes No 

Lithuania Yes No Yes 

Luxembourg Yes No Yes 

Mexico n.r. n.r. n.r. 

Netherlands Yes Yes Yes 

Norway n.r. n.r. Yes 

Portugal Yes Yes Yes 
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Russian Federation n.r. n.r. n.r. 

Slovenia No No Yes 

Sweden Yes No Yes 

Switzerland Yes Yes No 

Turkey Yes No Yes 

United States Yes Yes No 

Notes: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance.    

Table A A.9. Laws or regulations require standards for EHR interoperability 

Respondent Laws or regulations require clinical 

terminology standards   

Laws or regulations require electronic 

messaging standards 

Laws or regulations require health care 
providers meet standards for national 

EHR interoperability 

Australia No No No 

Austria Yes Yes Yes 

Belgium No No No 

Canada No No No 

Costa Rica Yes Yes Yes 

Czech Republic n.r. n.r. n.r. 

Denmark No No Yes 

Dubai Yes Yes Yes 

Estonia Yes Yes Yes 

Finland Yes Yes Yes 

Germany n.r. n.r. n.r. 

Hungary Yes Yes Yes 

Iceland Yes Yes1 Yes 

Israel Yes2 No No 

Italy Yes Yes Yes 

Japan Yes Yes Yes 

Korea Yes Yes Yes 
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Lithuania Yes Yes Yes 

Luxembourg No Yes Yes 

Mexico n.r. n.r. n.r. 

Netherlands Yes No No 

Norway n.r. n.r. Yes 

Portugal No Yes No 

Russian Federation Yes Yes Yes 

Slovenia Yes Yes Yes 

Sweden n.r. n.r. n.r. 

Switzerland Yes Yes Yes 

Turkey Yes Yes Yes 

United States Yes4 Yes4 Yes5. 

Notes: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

1. Law recommends the use of EHRs. 

2. For diagnosis. 

3. Varies among provinces and territories. 

4. ONC rule. 

5. CMS rule. 

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 

Table A A.10. Certification requirements of vendors of EHR system software 

Respondent Conform to particular clinical 

terminology standards 

Conform to particular electronic 

messaging standards  

Conform to national e-HR 
interoperability requirements or 

standards 

Australia No Yes  No 

Belgium Yes Yes Yes 

Canada No Yes Yes1 

Costa Rica No No No 

Czech Republic No No No 

Denmark Yes Yes Yes 

Dubai Yes Yes Yes 
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Estonia No No No 

Finland Yes Yes Yes 

Germany n.r. n.r. n.r. 

Hungary Yes Yes Yes 

Iceland No No No 

Israel No No No 

Italy No No No 

Japan Yes Yes Yes 

Korea Yes Yes Yes 

Lithuania No No No 

Luxembourg No No No 

Mexico n.r. n.r. n.r. 

Netherlands Yes Yes No 

Norway No No No 

Portugal Yes3 Yes3 Yes3 

Russian Federation Yes Yes Yes 

Slovenia yes yes Yes 

Sweden No Yes No 

Switzerland Yes2 Yes2 Yes2 

Turkey Yes Yes Yes 

United States Yes4 Yes4 Yes4 

Notes: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

1. Optional. 

2. Certification of communities using EHR software. 

3. E-prescription services are certified. 

4. Certification is voluntary but required for reimbursement of medical claims from national insurance programmes (Medicare, Medicaid). 

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 
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Table A A.11. Auditing clinical records for quality 

Respondent Physicians Medical specialists Hospitals All  

Australia Yes Yes Yes Yes 

Belgium No No Yes No 

Canada Yes Yes Yes Yes 

Costa Rica Yes Yes Yes Yes 

Czech Republic No No No No 

Denmark Yes Yes n.r. No 

Dubai Yes Yes Yes Yes 

Estonia No No No No 

Finland n.r. n.r. n.r. n.r. 

Germany n.r. n.r. n.r. n.r. 

Hungary Yes Yes Yes Yes 

Iceland Yes  Yes  Yes  Yes 

Israel Yes Yes Yes Yes 

Italy n.r. n.r. n.r. n.r. 

Japan n.r. n.r. n.r. n.r. 

Korea No No No No 

Lithuania No No No No 

Luxembourg No No No No 

Mexico Yes Yes Yes Yes 

Netherlands Yes Yes Yes Yes 

Norway n.r. n.r. n.r. n.r. 

Portugal Yes  n.r. Yes No 

Russian Federation Yes Yes Yes Yes 

Slovenia  No No No No 

Sweden Yes Yes Yes Yes 

Switzerland Yes Yes Yes Yes 

Turkey Yes Yes Yes Yes 

United States Yes Yes Yes  Yes 

Note: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 
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Table A A.12. Incentives or penalties to install EHR systems from a certified vendor, to keep standards up-to-date and to meet national 
interoperability requirements 

Respondent Incentives or 
penalties to 

install 

electronic 
record systems 
from a certified 

vendor 

Incentives or 
penalties to keep 
the EHR system 

up-to-date as 
terminology and 

electronic 

messaging 
standards change 

over time 

Incentives or 
penalties to adopt 
standards or other 

requirements for 
national e-HR 

interoperability 

Description of incentives or penalties 

Australia  No  No Yes The Practice Incentives Program eHealth Incentive (ePIP) aims to encourage general practices to keep up to date with 
the latest developments in digital health. In order to meet ePIP requirements, practices are expected to adopt compliant 
software for secure messaging and the My Health Record system and make use of e-prescribing and nationally 

recognised disease classification or terminology system.   

Belgium Yes Yes Yes As a general practitioner you are eligible for an integrated premium to support the practice and the use of E-services (= 

integrated practice premium). You must then meet a number of conditions. 

Canada No No No   

Costa Rica No No No   

Czech Republic No No No   

Denmark No No No We have incentives and penalties that are not in use, but yearly economic agreements regulate the requirements as well 

as the annual fiscal agreement. 

Dubai Yes Yes Yes Halting re-licensing and insurance-based payments 

Estonia No No Yes Data exchange between EHNIS and health providers is a mandatory requirement in the health service reimbursement 

contract between the Estonian Health Insurance Fund and health care providers. 

Finland Yes Yes Yes Legislation, decrees and rules, referring to more detailed specifications, and mandates for supervisory authorities (other 

organisations) to enforce compliance.  

Germany n.r. n.r. n.r.   

Hungary Yes Yes Yes The health care provider is bound to fulfil legal rules. National Authority can audit and investigate the adherence of rules. 

In cases of non-compliance, consequences can be warning, penalty or withdrawal of licence. 

Iceland No No No and Yes2  Primary healthcare clinics receive a refund based on the usage of the national patient portal. 

Israel No No  No   

Italy No Yes Yes Regions receive specific funds in order to implement the EHR according to defined objectives. Every year Regions are 
evaluated to verify their performance in providing healthcare services within the National Health Service. Among the 

indicators, the availability of specific EHR functionalities are included. 
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Japan Yes Yes Yes  Health care providers that introduce a standardized e-HR system can receive a subsidy from the fund to support 
digitalization of medical information. In addition, in the medical fee system, health care providers are evaluated regarding 

providing medical information using the standards. 

Lithuania No No No  

Luxembourg No No1 No   

Mexico n.r. n.r. n.r.   

Netherlands Yes Yes No Financial penalty; no incentives  

Norway No No No  

Portugal No No No   

Russian 

Federation 
n.r. n.r. n.r.   

Slovenia Yes No n.r. Major upgrades of hospital information systems are co-financed, e.g. via joint projects with software vendors 

Sweden No No No  

Switzerland No Yes Yes  

Turkey Yes No Yes  

United States Yes Yes Yes The US government has programs such as the Promoting Interoperability Program which provides incentives to health 
care providers to adopt certified electronic health record technology. As previously noted, these incentives are voluntary 
for providers participating in the major US public health insurance programs who benefit from payment incentives as a 

result of meeting program requirements regarding the use of certified health IT. For more information see: 
https://www.cms.gov/Regulations-and-Guidance/Legislation/EHRIncentivePrograms/Basics. Additionally, federal laws 
penalize vendors that engage in information blocking practices or fail to comply with certification program requirement. 

Penalties may include decertification and/or civil monetary penalties.  For more information on information blocking 

requirements see: https://www.healthit.gov/topic/information-blocking. 

Note: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

1. National terminology referential bases are put in place and maintained by Agence eSanté     

2. Incentive for primary healthcare clinics to use the national patient portal.     

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 
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Table A A.13. Patient access to and interaction with their own EHR through a secure Internet portal 

Respondent Patients can access 
their EHR via a secure 

Internet portal (Patient 

Portal) 

Proportion of 
patients who 

can access 

Patients view their own records 
from ALL of their current health 

care providers and containing 
their current medications, 

laboratory tests, imaging results 

within the Patient Portal 

Patients can interact with the 

patient Internet Portal  

Proportion of 
patients who can 

interact 

Australia Yes 90% Yes4 Yes 0% 

Belgium Yes 80% No No 0% 

Canada Yes 27% No d.k. d.k. 

Costa Rica Yes  33% No Yes 33% 

Czech Republic Yes 15% No Yes 8% 

Denmark Yes 100% Yes Yes 100% 

Dubai Yes 80% Yes Yes 80% 

Estonia Yes 100% Yes No n.a 

Finland Yes 100% No Yes 100% 

Germany Yes 100% Yes Yes target: 100 % 

Hungary Yes 40% Yes No 0% 

Iceland Yes  100% No Yes   100% 

Israel Yes 100% Most  No 100% 

Italy Yes 100% Yes Yes 100% 

Japan Yes 100% Yes No 100% 

Korea No n.a. n.a. n.a. n.a.  

Lithuania Yes 100% Yes Yes 100% 

Luxembourg Yes 100% Yes Yes  n.a.  

Mexico No n.a. n.a n.a n.a 

Netherlands Yes 75% Yes Yes 20% 

Norway No n.a. n.a n.a n.a 

Portugal Yes 25% No Yes 25% 

Russian 

Federation 
Yes 100% Yes Yes 100% 

Slovenia Yes  5% Yes Yes3 None 

Sweden Yes 100% Yes6 Yes 100% 
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Switzerland Yes n.r Yes Yes2  100%2 

Turkey Yes 100% Yes Yes 100% 

United States Yes 51% No Yes n.a.  

Note: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

1. Regional (state/province) level differences. 

2. All patients can upload PDF files to the portal. 

3. To some extent. 

4. When providers upload files to the national system. 

5. Two regions and certain hospitals. 

6. Some private providers not included. 

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 

 

Table A A.14. Regular secondary analysis of EHR system data 

Respondent Public health 

monitoring 

Monitoring health 
system 

performance 

Monitoring 

patient safety 

Facilitating and 
contributing to 

clinical trials 

Supporting physician 

treatment decisions 

Research to improve patient care, health 

system efficiency or population health 

Australia No No No No No No 

Belgium Yes Yes Yes d.k. No Yes 

Canada No No No No No No 

Costa Rica Yes Yes Yes Yes No Yes 

Czech Republic Yes Yes No No No No 

Denmark Yes Yes Yes Yes Yes Yes 

Dubai Yes Yes Yes Yes Yes Yes 

Estonia Yes No Yes No No No 

Finland Yes Yes Yes No No Yes 

Germany n.r. n.r. n.r. n.r. n.r. Yes  

Hungary Yes No No No No No 

Iceland Yes  No Yes   No Yes, partly1 Yes  

Israel Yes No Yes  No No Yes 

Italy No No No No No No 

Japan Yes n.r. Yes Yes n.r. n.r. 
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Korea No No No No No No 

Lithuania Yes Yes Yes No No No 

Luxembourg No No No No No No 

Mexico No No No No No No 

Netherlands Yes Yes Yes No Yes Yes 

Norway n.r. n.r. n.r. n.r. n.r. n.r. 

Portugal Yes Yes d.k. No  No  No  

Russian 

Federation 

n.r. n.r. n.r. n.r. n.r. n.r. 

Slovenia Yes  n.r. n.r. n.r. n.r. n.r. 

Sweden Yes    Yes    Yes  Yes    Yes  Yes    

Switzerland No No No No No No 

Turkey Yes Yes Yes Yes Yes Yes 

United States No No  No No No No 

Note: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

1. Physicians can query their own data.   

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 
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Table A A.15. Machine learning, artificial intelligence and analytics with EHR system data 

Respondent Data mining to 
find or extract 

data from the 

EHR system 

Natural language 
processing to 

convert text based 

data to coded data 

Automated alerts 
and messages 

for patient care 
or managerial 

decision-making 

Predictive 
analytics for 

patient care or 
managerial 

decision-making 

(trained on EHR 

data) 

Other applications of 
machine learning/AI 

developed with EHR 

system data 

National projects to integrate or link EHR 
data with genomic, environmental, 

behavioural, economic or other data 

Australia No No No No No No 

Belgium No No No No No Yes 

Canada No No No No No No 

Costa Rica Yes No Yes Yes No No 

Czech Republic No No No No No No 

Denmark Yes Yes Yes Yes Yes No 

Dubai No No No No No Yes 

Estonia No No Yes No No Yes 

Finland Yes No Yes No n.r. No 

Germany No No n.r. No n.r. Yes 

Hungary No No No No No No 

Iceland  No No Yes   No No No 

Israel Yes Yes Yes Yes Yes  Yes 

Italy No No No No No Yes 

Japan n.r. n.r. n.r. n.r. n.r. No 

Korea No No No No No No 

Lithuania No No No No No No 

Luxembourg Yes2 No1 No Yes2 No No 

Mexico No No No No No No 

Netherlands Yes  Yes Yes Yes Yes Yes 

Norway n.r. n.r. n.r. n.r. n.r. n.r. 

Portugal Yes  No  No  Yes Yes No  

Russian 

Federation 

n.r. n.r. n.r. n.r. n.r. n.r. 

Slovenia No No  No No No No 
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Sweden No No Yes Yes No No 

Switzerland No No No No No No 

Turkey Yes No No No No No 

United States No No No No No No 

Note: n.r. Not Reported // n.a. Not Applicable // d.k. Unknown 

1. Physicians can query their own data.   

Source: OECD 2021 Survey of Electronic Health Record System Development, Use and Governance. 
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  OECD Recommendation on Health Data 

Governance 

The work of the OECD to support strengthening health data infrastructure and governance and to protect 

privacy and data security culminated in the OECD Recommendation on Health Data Governance 

[OECD/LEGAL/0433], which provides guidance for building national governance frameworks that enable 

personal health data to be both protected and used towards public policy goals.  

The Recommendation applies to the access to, and the processing of, personal health data for health-

related public interest purposes, such as improving health care quality, safety and responsiveness; 

reducing public health risks; discovering and evaluating new diagnostic tools and treatments to improve 

health outcomes; managing health care resources efficiently; contributing to the progress of science and 

medicine; improving public policy planning and evaluation; and improving patients’ participation in and 

experiences of health care. 

The Recommendation recommends that Adherents establish and implement a national health data 

governance framework to encourage the availability and use of personal health data to serve health-related 

public interest purposes while promoting the protection of privacy, personal health data and data security.  

National health data governance frameworks should provide for: 

 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;  

 Maximising 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 

digital security; and   

 Requiring that organisations processing personal health data demonstrate that they meet the 

expectations set out in the national health data governance framework. 

https://legalinstruments.oecd.org/en/instruments/OECD-LEGAL-0433
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These twelve principles set the parameters to encourage greater cross-country harmonisation of data 

governance frameworks so that more countries can use health data for research, statistics and health care 

quality improvement. 

The Recommendation also recommends that Adherents support trans-border cooperation in the 

processing of health data for purposes that serve the public interest. It further recommends that Adherents 

engage with relevant experts and organisations to develop mechanisms that enable the efficient exchange 

and interoperability of health data.  

Finally, it encourages non-governmental organisations to follow the Recommendation when processing 

personal health data for health-related purposes that serve the public interest and invites non-Adherents 

to take account and to adhere to the Recommendation.  
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