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INTRODUCTION 

Policy makers in OECD countries are faced with ever-increasing 
demands to make health systems more responsive to the patients they serve, 
as well as improving the quality of care, and addressing disparities in health 
and in access to care. However, what patients and providers want often does 
not match what today’s health care systems are able to deliver with existing 
structures at least at reasonable cost. 

Although some countries have had some short term success in 
containing costs, reconciling rising demands for health care and public 
financing constraints in the context of rapid demographic and 
epidemiological change continues to be a dilemma. 

Figure 0.1. Total health expenditure as a share of GDP, 2007 
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1. Data refer to 2006. 
2. Data refer to 2005. 

Source: OECD Health Data 2009, June 2009.  
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From 1990 through 2009, an increasing share of the gross domestic 
product (GDP) of OECD countries has been devoted to the provision of 
health care. On average, total health care spending represented just under 
9% of GDP by 2007 – up from just over 5% in 1970 and around 7% in 1990 
(Figure 0.1). By 2010, this share is projected to average about 10% of GDP 
across OECD countries. 

Unrelenting growth in health care spending has put pressure on policy 
makers to improve their understanding of the root-causes of current 
inefficiencies, and to seek fundamental reforms of health care systems. 

Significant problems arise because of the fragmentation of the care 
delivery process and information failures 

A widely recognised source of inefficiencies is the fragmentation of the 
care delivery process and the poor transfer of information. Health care 
“systems” across OECD countries are largely organised in the form of 
separate “silos”, consisting of groups of large and small medical practices, 
treatment centres, hospitals, and the people and agencies that run them. At 
present, nothing really links these isolated structures into a system within 
which information is easily shared and compared. 

The efficient sharing of health information is indispensable for the 
effective delivery of care (Institute of Medicine, 2001). Health care 
provision is characterised by complexity and uncertainty. The timely 
availability of medical records of individual patients helps providers make 
appropriate medical decisions for their patients and organise referrals. This 
is particularly important for elderly people and those with chronic 
conditions, who often have several physicians, and are shuttled to and from 
multiple care settings. Chronically-ill patients may visit up to 16 physicians 
in a year (Pham et al., 2007). The provision of care by this multiplicity of 
providers must be co-ordinated if wasteful duplication of diagnostic testing, 
perilous polypharmacy, and confusion about conflicting care plans are to be 
avoided (Gandhi et al., 2000; Bates, 2002). 

Recent evidence indicates that the barriers to sharing patients’ clinical 
data have remained unacceptably high despite the many calls for reforms. In 
2007, an OECD survey reported that medical records of individual patients 
are “seldom” used in almost one third of the countries surveyed, and 
“frequently” used in less than half of them. A more recent survey of sick 
adults in Australia, Canada, Germany, New Zealand, the United Kingdom 
and the United States indicates that when discharged from hospital, a 
sizeable share of patients in all six countries were not told what symptoms to 
look out for and/or had no follow-up visit arranged (Schoen et al., 2009). 
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These studies provide examples of the kinds of difficulties in continuity of 
care that confront patients and their families and caregivers due to the lack of 
adequate and timely exchange of information. Furthermore, recent evidence 
also indicates that the co-ordination of care among multiple providers is often 
flawed, and medication errors are common (Levine, 1998). 

Information is essential to achieve a high-quality, value-for-money 
health care system 

Information sharing is also essential for a value-driven health care 
system, i.e. one based on both quality of care and value for money. 
Information can help to pinpoint which aspects of local health systems are 
underperforming, offer targets for improvement and identify best practice 
(Smith and Hakkinen, 2006). Research findings are essential for policy 
makers considering health system reform, and local practitioners seeking to 
improve their practice. 

Information also has a central role in guiding patient choice. It can, for 
example, enhance quality and transparency in a health system, helping 
patients exercise informed choice of provider. It can help national policy 
makers to pursue national objectives, such as providing “fair” and equitable 
allocation of resources, reducing disparities in health and health care, and 
enhancing public health supervision.  

The centrality of information in health systems and the diversity of uses 
to which it can be put, means that information and communication 
technologies (ICTs) that ensure the timely and accurate collection and 
exchange of health data are likely to foster better care, and the more efficient 
use of resources. It is, therefore, surprising to find that in many OECD 
countries, the health sector has been slow to embrace ICTs, and most 
physicians are still using their computers mainly for billing or other 
administrative tasks. 

Despite the promise they hold out, the implementation of ICTs in clinical 
care has proven to be a difficult undertaking with varying degrees of success 
in leveraging that potential. Adoption has remained remarkably uneven 
despite more than a decade of promotion and significant public investment. 

There are large variations particularly in the adoption and use of 
electronic health records (EHRs) by general practitioners (GPs). In the 
United States, a 2008 survey shows an uptake of only 13% of the most basic 
functions of an electronic health record system by primary care physicians. 
In Australia, the United Kingdom, the Netherlands and Norway, as in many 
other Scandinavian countries, EHRs are almost ubiquitous in primary care, 
but exchanging health information with other parts of the system remains 
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often largely paper-based. Some of the variations are due to the costs 
associated with adoption of these new technologies. This may be 
accompanied by a failure to achieve widespread understanding and 
acceptance of the benefits of electronic record keeping and information 
exchange. However, these factors cannot explain all the variations. 

The upshot is that in most OECD countries, governments are seeking to 
better understand what can motivate providers’ adoption and the conditions 
under which ICTs will deliver the anticipated efficiency improvement. 

Objectives of the report 

This OECD report presents an analysis of the range of incentives and 
institutional mechanisms that have been applied to influence introduction 
and successful adoption of ICTs in OECD countries. It is based on case 
studies in six OECD countries which all reported varying degrees of success 
in deploying ICT solutions that ranged from foundational communication 
infrastructure to sophisticated EHR systems, plus a broad overview of the 
current literature. Five key questions sum up the policy issues considered: 

• How can OECD countries reap efficiency and quality gains in the 
health sector through ICT? 

• What are the main barriers to the introduction and effective use of 
ICT? 

• What institutional measures can help to ensure that an ICT initiative 
is carried through effectively? 

• How can policy makers/project managers monitor and evaluate the 
uptake and impact of ICT? 

• Do the “success stories” provide examples of best practice that can 
be used elsewhere? 

Structure of the report 

The remainder of this report is divided into five parts. Chapter 1 
considers how investments in health ICTs can generate “value” for health 
systems. Drawing from case studies, Chapter 1 illustrates the types of 
benefits that can result from implementation of ICTs. It provides examples 
of how governments are exploiting these technologies as key building 
blocks in national health reform strategies and to enable innovation in 
health care delivery. The report then proceeds to review in Chapter 2 the 
most common barriers to successful adoption and use of ICTs: financial, 
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technical, legal and organisational. Chapters 3 and 4 report on how 
governments are intervening to overcome these barriers and the 
instruments adopted to promote secure exchange of information. The last 
chapter examines findings on the challenges associated with the 
measurement and evaluation of ICT use in health care. The report includes 
an executive summary of main messages and advice for policy makers 
seeking to accelerate adoption and effective use of these technologies. 
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