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Foreword
Technology has been a dominant force in health and medicine, contributing to longer and healthier lives for many people. An early milestone is the aseptic technique, devised in the 19th century, which dramatically reduced avoidable deaths. Antibiotics and vaccines remain, to this day, among the most successful health technologies. Since then, medicine has been strongly associated with technological progress, as a visit to any modern clinic, pharmacy or hospital confirms. Some technologies – insulin, for example, or treatment for heart attacks and stroke – have been remarkably valuable. Others, however, have delivered fewer gains.
Adoption of technology is a major driver of health expenditure growth. Policy makers constantly seek to reconcile access to innovative treatments with affordability, while maintaining incentives for innovation. Therapies tailored precisely to an individual’s biology, digital innovations, and revolutionary technologies such as 3D bioprinting all present opportunities but also a complex set of technical, ethical, and financial challenges. Drugs tailored to a person’s genetics may be expensive and unaffordable. Other new treatments are highly cost-effective, even at high prices, but if the conditions they treat are common, financial sustainability becomes a concern. Use of personal health data creates massive opportunities for health system improvement, research and disease surveillance, but requires the right governance frameworks to realise these benefits while managing risks.
Making the most of this complex landscape requires new policies and approaches. Policy frameworks governing the development and use of health technologies are not designed for the 21st century. Decision makers should modernise these frameworks to make the most of new technologies while also protecting patients and the public, spending resources more wisely, and fostering the “right” type of innovation in the future.
Many biomedical technologies are approved and adopted based on limited evidence of safety and effectiveness. Assessment of their performance under real-world conditions is rare. Many technologies are sometimes used inappropriately for little or no health gain. This compromises safety, is wasteful and undermines value to society. It is also no longer sustainable. Collecting real-world evidence, smarter use of information, education and engagement of providers and patients, and more transparent reporting of outcomes, are some of the policy levers that can encourage appropriate use of health technologies and inform decisions about the scope to be covered by payers. The prices paid for technologies must reflect their real-world health benefits compared to alternatives, and be adjusted based on evidence about their actual impact. Payers must be equipped with the necessary powers to adjust prices and withdraw payment for ineffective technologies. And more debate is needed on ways to deal with the budget impact of highly effective, but very costly treatments.
Developing the “right” type of innovation – safe, effective and affordable, aligned to population health needs – must be actively encouraged. Strong regulation and payment policy play a key role. Efforts to look over the horizon, identify promising trends and foster development of products that benefit health and deliver value for money are also needed, requiring greater collaboration across health systems and countries.
Given the continuing evolution of health technology in new and unexpected directions, managing new health technologies will remain a priority. Faced with budget constraints and the desire to offer patients access to most effective innovations, policy makers should think anew about the health innovation model. Leveraging the power of Big Data to make the current system work better, reviewing technologies that bring only limited health benefits, and thinking through novel approaches to manage areas where the current model does not work, are just a few of the needed solutions.
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Executive summary
New technologies are entering health care systems at an unprecedented pace: remote sensors, robotics, genomics, stem cells, and artificial intelligence are on the cusp of becoming a normal part of medical care. Medicines can now be combined with nanotechnologies and digital tools. 3D printing is already used to manufacture implants, and bioprinting is expected soon to modify organ transplantation. Precision medicine, which establishes links between individuals’ biology and their diseases, promises to increase our understanding of diseases and help better target treatments. Vast amounts of electronic data related to health and wellness are being generated by health systems and by individuals. Collectively, these data hold valuable information that could foster improvement in all health system activities, from clinical care to population health, to research and development.
These new technologies provide immense opportunities but also raise novel challenges for all health stakeholders, including policy makers, regulatory authorities, payers, physicians and patients.
New technologies challenge regulatory pathways in many ways. New types of products often combine technologies (medical devices, diagnostics and medicines) that are typically assessed before market entry by separate entities. The development of precision medicine, especially in cancer, involves new forms of clinical trials, sometimes including very few patients, questioning current standards for market approval. Regulators are pressured to provide rapid access to medicines for severe conditions with no available alternative. 
Regulators recognise the need to strengthen regulation of medical devices, which has traditionally been less stringent than that of pharmaceuticals. The burgeoning field of mobile health (mHealth) is also a challenge for policy makers. The sheer volume and variety of new mHealth products, as well as the risks related to security of personal health data, calls for new regulatory models to determine what is safe and useful to patients, providers and the public.
More needs to be done after market entry to ensure sustainable access to innovative therapies while guaranteeing safety and efficient use of resources. Too often, products are only assessed for safety and performance at market entry. Monitoring these aspects as well as clinical utility in real life can manage risks for patients and identify devices that perform better than others.
In the pharmaceutical sector, the proliferation of high-cost medicines calls current pricing models into question. The launch prices of drugs for cancer and rare diseases are increasing, sometimes without commensurate increase in health benefits for patients. Payers increasingly struggle to pay for high-cost medicines targeting very small populations, which are becoming the “new normal” in the pharmaceutical sector. New treatments for hepatitis C, which are very effective and cost-effective, are unaffordable to many who would benefit in almost all OECD countries because of their high budget impact.
Despite much discussion about the potential of Big Data and information systems for public health goals of research, health system improvement and disease surveillance, progress is needed in many countries to set laws and policies that permit and enable use of health and health care data in a secure fashion.
Technology can only generate value in health care systems if the health benefits of these technologies outweigh the costs they impart. This can only be achieved by promoting access to and appropriate use of technologies that are safe, performant, effective and clinically useful.
This report analyses policies affecting the use of pharmaceuticals, medical devices, precision medicine, and digital technology (mainly the use of health data). It recommends policy makers to:
Steer investments in biomedical research and development (R&D) and prepare for upcoming technologies in the health sector
	Further co-ordinate efforts to identify gaps in global biomedical R&D and encourage research through co-operation between countries and stakeholders, with well-designed incentives.

	Engage in co-operative horizon scanning to better prepare for new technologies that have the potential to be disruptive or to raise financing challenges.



Adapt policies to regulate market entry of new technologies
	Ensure that quicker access to promising pharmaceuticals for severe unmet needs does not unduly compromise patient safety. Patients should be adequately informed about the quasi-experimental status of products with incomplete pre-market evidence.

	Strengthen regulation of medical devices to improve safety and performance, especially for those associated with higher patient risk. Improve post-market surveillance, notably through the implementation of a system that enables product identification. Increase efforts to monitor performance of medical devices in routine clinical use by leveraging health data, and share information across countries and regions.

	Adapt regulation to new technology types, including hybrid technologies, by promoting co-ordination between entities that typically manage separately different types of technologies.

	Adopt a regulatory framework for mHealth products, which ensures safety and manages risks to privacy and security, encourages high-value innovation, and prevents ineffective, unsafe and low-value products from flooding the market and crowding out the more beneficial ones.



Use health technology assessment, coverage and pricing policies to encourage value-for-money
	Use new methods to guarantee quicker access to treatments where effectiveness is uncertain or very different across indications, while also seeking to reduce uncertainty about the impact of treatments. Coverage with evidence development schemes, that have been used for pharmaceuticals (e.g. in the Netherlands, Sweden, and the United States) or for medical devices (e.g. in Australia, France, Germany, the Netherlands, Switzerland, the United Kingdom and the United States), can be used, provided that new evidence is produced on time and coverage conditions are revised accordingly.

	Promote a “lifecycle approach” for Health Technology Assessment (HTA) across all types of biomedical technology, whereby coverage and pricing decisions are not set only once at market entry, but regularly re-assessed.

	Develop methods to produce evidence on safety and effectiveness of treatments in real life (so-called “real-world evidence”), especially based on routinely collected data. Use these data to compare effectiveness and cost-effectiveness of treatments and influence care processes, complementing information collected from clinical trials.

	Regularly update provider payment schedules and introduce ad-hoc payments, as necessary, to encourage adoption of value-adding and cost-effective technologies.

	Rebalance negotiating powers of payers and manufacturers in the pharmaceutical sector. This could be achieved through increased transparency and cooperation between payers and international joint procurement initiatives – tested in Europe and Latin America. In the case of oncology, innovative pricing methods could be developed, such as bundled or indication-based payment. Performance-based pricing agreements (used in Italy and England) should be applied parsimoniously to avoid high administration costs and make sure that new evidence generated is made available to the community.

	Re-assess orphan drug legislation to make sure incentives are not diverted from their initial vocation to encourage R&D investments in areas that would not be explored otherwise.



Harness the potential of health data while managing risks appropriately
	Implement sound, fit-for-purpose governance frameworks to make the most of health data, while managing the risks appropriately. While no country has, to date, implemented the ideal information infrastructure and health data governance, potential models for harnessing opportunities include Denmark, Finland, Iceland, Israel, Korea, New Zealand, Norway, Singapore, Sweden and the United Kingdom (England and Scotland).

	Ensure strong data governance and technical and operational readiness to capitalise on the opportunity presented by Electronic Health Record (EHR) systems. A recent OECD survey suggests that Canada, Denmark, Finland, New Zealand, Singapore, Sweden, the United Kingdom (England and Scotland) and the United States are advanced in putting EHR data to work.






Chapter 1. New health technologies: Managing access, value and sustainability1



by
Paris Valérie

Slawomirski Luke

Colbert Allison

This chapter presents an overview of the analytical report prepared by the OECD Secretariat for the 2017 Health Ministerial on “New Health Technologies: Managing Access, Value and Sustainability”. The report discusses the need for an integrated and cyclical approach to managing health technology to mitigate clinical and financial risks and to ensure acceptable value for money. This synthesis chapter considers how health care systems and policy makers should adapt in terms of the development, assessment and uptake of health technologies. Following a brief examination of the past adoption and impact of medical technology, this synthesis chapter focuses on opportunities linked to new and emerging technologies as well as current challenges faced by policy makers. It concludes with a suggested new governance framework to address these challenges.



Introduction

Technology has profoundly affected the way medicine is practised and health care delivered. Thanks in large part to innovations in medical technology, modern health service is virtually unrecognisable from a few decades ago. While technology has delivered undisputable benefits to human health, however, it has done so at considerable cost. As such, the value – the health benefits compared to the costs2 – of health technology is often called into question. Seen in these terms, not all technology, new or existing, may be worth the expenditure.

The health technology landscape is continually changing, with innovation moving in new directions: artificial intelligence, remote sensors, robotics, 3D printing, “Big Data”, genomics, stem cells and more (Box 1.1). Introduction of these new technologies into health care systems sometimes represents disruptive changes in processes, relationships and resourcing. In a context of limited resources as well as rising public expectations for effective and affordable health care, policy makers must think pro-actively about the potential impact of new technology on sustainability, health gains and costs. Changing market dynamics for health technology necessitate new regulatory models and incentives. Existing institutions, regulatory pathways and reimbursement systems may no longer be fit for purpose.



Box 1.1. Health technology – a basic taxonomy

Health technology and innovation is defined as the application of knowledge to solve practical clinical and health problems, including products, procedures and practice styles that alter the way health care is delivered. Such a definition includes biomedical technology – such as medicines, medical devices and diagnostics (Dx) – as well as enabling technology such as mobile health (mHealth) and “Big Data”. The definition also includes innovations in processes and care delivery. Process innovation is addressed in this report when it is a product of, or related to, the development and introduction of other types of technology. For example, single-day surgical procedures were enabled through development of medical equipment that permitted minimally invasive access to internal bodily structures, while digital technology has driven process redesign across all care settings.



Figure 1.1. Health technology – a basic taxonomy
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This report considers how health care systems and policy makers should adapt in terms of the development, assessment and uptake of health technologies. The ultimate objective of health policy is to improve population health, often under budget constraints. To act towards this objective, policy makers need to: 


	encourage development and adoption of technologies that help improve population health,


	ensure equitable access to these technologies, and 


	promote the sustainability of health care systems. 




This implies that technologies should be delivered at a price that offers value for money and is affordable. These principles guide the discussion and recommendations of this report.

Following a brief examination of past adoption and impact of medical technology, this synthesis chapter focuses on opportunities linked to new and emerging technologies as well as current challenges faced by policy makers. The chapter then suggests a new framework to address these challenges. The overarching theme is the need for an integrated and cyclical approach to managing health technology to mitigate clinical and financial risks and ensure acceptable value.





1. Impact of health technologies on health and health spending: Lessons from the past

The past provides some lessons for the development of policies to harness both emerging and existing technologies to achieve the objectives listed above. Progress in medical science has resulted in major advances in society’s understanding of disease and its ability to develop and improve treatments. Numerous examples exist of immense health benefits derived from medical technology. While the costs of these innovations vary, most have delivered a decent return on the resources invested in their development and use (i.e. value). But some innovations have delivered little or no health benefit (but incurred considerable costs) and some were even harmful.3

Technology has influenced how health care is delivered in many ways: by expanding the number of treatable conditions and patient types; by substituting for existing interventions or targeting them more accurately; by intensifying the level of treatment for given conditions; and by changing processes of care delivery. The diffusion of health technology in concert with other factors such as income levels, reimbursement systems, medical culture and demographic change – has been a strong driver of the remarkable rise in health care expenditure in OECD countries since the mid-20th century. Depending on the approach used, attempts to estimate the direct impact of health technology on expenditure range from one-fifth to as high as 70% (Chernew and Newhouse, 2012). Given the differences between health care systems and the incentives they provide to actors and stakeholders, no single figure can be applied across all health systems. However, given the rising share of national income spent on health care across OECD countries, any point within the range of estimates is likely to be considerable. As health spending invariably displaces other areas of expenditure that also generate welfare, such as education, housing and infrastructure, the opportunity cost of expenditure driven by the adoption of health technology must be considered.

Based on research focusing on a subset of high-impact illnesses such as cardio-vascular diseases (CVD), cancer and infectious diseases in the United States, the additional cost of introducing technology in the past appears to have delivered acceptable levels of value and can therefore be deemed “worth it”. Overall, the resources devoted to the development and application of health technology have yielded satisfactory results, generally measured through longevity gains and survival. However, this research is constrained by: 1) assumptions around attributing the health effect of the technologies examined against other, non-medical factors influencing human health; and 2) the absence of quality data on patient and population health outcomes extending beyond mortality into dimensions such as quality of life and function. Nevertheless, recognition is growing that in more recent decades, the escalating expenditure on technology-enabled therapies may not be matched by commensurate health gains. The cost-benefit function may be trending towards unfavourable territory, suggesting that a more prudent approach to implementation and adoption of technology is required in the future.

The impact of technology on patients, populations and health care systems is highly variable depending on the technology, its application, the disease or patient group, and the context in which it is used. Seen through the lens of value, health technology can be grouped into three types (Chandra and Skinner, 2008, 2012). The first type is technology that is effective in achieving its therapeutic aim and delivers high value. Cheap, “low-tech” technologies that can be broadly applied across populations feature strongly in this group. Costly interventions can also deliver considerable value if they are effective and their target population is clearly defined. Well-defined indication is a common characteristic of the costlier technologies of this type. Examples include the aseptic technique, vaccines, beta-blockers combined with aspirin, and antiretroviral treatment for HIV.

The second type includes technologies that, while effective in some indications, are prone to expanding their application across a population and to cases where their clinical utility is diminished. The decreasing marginal benefit dilutes the value derived from these technologies. Many diagnostic technologies (e.g. radiology and endoscopy) feature in this category. Cardiac catheterisation and angioplasty are other examples of a medical technology proven to benefit a certain category of patient, but whose application crept into patient types that could be better managed in other, often more conservative and less costly ways. Considerable geographic variation in the use of these technologies is often observed, partly driven by factors other than population health need. This is one of the reasons why even technologies that are cost-saving at individual level end up having an expansionary effect on aggregate expenditure: they are eventually applied to cases where they produce little benefit, thus undermining value.

The final type comprises technologies for which evidence of therapeutic benefit is weak or non-existent, and that are clinically equivalent to “watchful waiting” or less complex, conservative interventions. Many such interventions are costly in financial terms as well in the clinical risk posed by iatrogenic harm. They include some spinal surgery, a range of diagnostics such as liver function testing, and devices such as those that measure pulmonary artery pressure. Remarkably, provision (and reimbursement) of these interventions continues, despite decades of evidence for their lack of effectiveness in some cases. 

The past indicates that the value of health care technology is undermined by its suboptimal and inappropriate application, diffusion and implementation. Similar benefit at lower cost could be generated from the therapeutic arsenal at society’s disposal if more appropriate use was encouraged. Chapter 2 provides a number of examples. For example, wide variation in admissions to intensive care is observed, with little effect on clinical outcomes but a considerable inflation of costs. Aggressive medical interventions at the end of life can impose great financial costs with not only little benefit but – in many documented cases – disutility and suffering for patients and loved ones. Another example is antimicrobial resistance (AMR), to a large extent the result of unfettered application of the “miraculous” technology of antibiotics. Had more effort been made to ensure appropriate and prudent use of this technology – in both human and agricultural domains – the world would now perhaps not be facing the considerable cost of AMR.

The lesson for the future is that technology must be developed and applied intelligently, in a way that is based on evidence and with health benefits for individuals and populations the principal objective. The right policy settings can help maximise value derived from health technology. This will be critically important to ensure the financial and institutional sustainability of health care systems as more complex – and potentially costly – technology comes on stream in the next few years and decades. Enabling technology such as ICT (information and communications technology) is urgently needed to collect and provide better information for more rational deployment of treatment, interventions and health care system resources more generally.





2. Promises and challenges of new and emerging technologies

The flow of new technologies comes with many promises of future benefits for patients but also a number of challenges for policy makers. Some technologies blur the traditional frontier between medicines and medical devices or integrate digital technologies, requiring new regulatory pathways. Some are marketed at very high prices, impairing access to treatment and threatening the sustainability of current financing models.


2.1. New types of technologies challenge regulatory pathways

In the past, medical technologies were distinct from one another and used at discrete points of the care pathway. Today, technology categories increasingly converge in ways that profoundly alter the delivery of health care. Many of these technologies challenge regulatory systems, which traditionally address a single type of technology (medicines, medical devices).

Treatments are increasingly tailored to individual patients

Precision medicine (PM) holds the potential to radically transform medicine. Current research initiatives in this field are increasing the medical community’s knowledge and capacity to predict, prevent and treat diseases (Box 1.2). So far, PM has mainly found concrete applications in the development of personalised or stratified medicines, which provide safer and more effective treatments to patients. 



Box 1.2. Precision medicine: some definitions

Precision medicine (PM) is defined by the United Kingdom’s Programme Coordination Group as “[refining] our understanding of disease prediction and risk, onset and progression in patients, informing better selection and development of evidence-based targeted therapies and associated diagnostics. Disease treatment and other interventions are better targeted to take into account the patient’s genomic and other biological characteristics, as well as health status, medications patients are already prescribed and environmental and lifestyle factors” (Innovate UK, 2016). PM holds the potential to radically transform medicine, with a change of paradigm from “a medicine of organs (heart, liver)” to a medicine targeting cells, molecules, genes, etc. As an example, a few decades ago, blood cancers were grouped in five categories: chronic leukaemia, acute leukaemia, preleukaemia, indolent lymphoma and aggressive lymphoma. Today, medical science recognises 94 types of blood cancers (WHO, 2016), a refinement that contributed to the development of treatments that have improved five-year survival rates from virtually zero to as high as 82% for some subtypes (American Cancer Society, 2016).

Personalised or stratified medicines are pharmaceutical products whose approval is linked to the use of a biomarker1 diagnostic test to determine the target population. Such a test is used to identify before or during treatment patients who are most likely to benefit from the corresponding medical product or patients likely to be at increased risk of serious adverse reactions. It is essential for the safe and effective use of the product. It is performed with an in vitro companion diagnostic device, whose use is stipulated in the instructions for use in the labelling of both the diagnostic device and the corresponding therapeutic product.

While biomarker diagnostics have been thought of so far in terms of “one test – one therapeutic strategy”, the landscape is changing with the development of next-generation sequencing (NGS). NGS refers to a number of different modern sequencing technologies to sequence DNA and RNA much more quickly and cheaply than before. Multiplex tests – testing several biomarkers at the same time – are also being developed. For instance, three diagnostic tests in breast cancer now allow simultaneous testing for 12, 21 and 70 genes. NGS is expected to become more effective and potentially more cost-effective than current biomarker tests (Bücheler et al., 2014; Van den Bulcke et al., 2015) and may be preferred to individual biomarker tests associated with select treatments.

Whole genome sequencing (WGS – sequencing a person’s entire genetic code) and whole exome sequencing (WES – limiting investigation to 1% of the genome) are also developing. In contrast with other types of tests, these tests are not designed to capture pre-defined data points (Evans et al., 2015). They can be used for several purposes and may also reveal incidental findings (information that was not sought), including “actionable” information (i.e. information that can be used to prevent or treat a disease). In France, the National Cancer Institute projects that by 2019, single gene tests will be totally replaced by multigene approaches for oncology patients (INCa, 2014).

1. A biomarker is a biological molecule found in blood, other body fluids, or tissues that is a sign of a normal or abnormal process, or of a condition or disease.



PM challenges regulatory pathways in many ways. First, new designs of clinical trials are tested out. In oncology for instance, trials where patients’ treatment is selected according to the molecular characteristics of their tumour sometimes replace the traditional randomised controlled trial (RCT), which compare a treatment to a placebo. These trials have so far produced heterogeneous results, which suggests that prospective studies are still needed. In some cases, target populations are very small, trials cannot recruit hundreds of patients, and results must be inferred from very small samples. In addition, personalised medicines often target severely debilitating or life-threatening conditions for which no treatment is available. As a result, regulators are often under pressure to provide quick access to these medicines. While controlled, comparative trials will likely remain the gold standard for pre-market evidence generation, these changes invite the development of new methods to assess the safety and efficacy of new medicines.

Second, as the safety and efficacy of personalised medicines depends on the performance and predictive value of the diagnostic test mentioned in their label, the approval of such medicines needs to take the latter into account. Today, regulatory requirements for the approval of biomarker diagnostic tests differ across countries but also depend on who develops and performs the test. In Europe and the United States, commercial in vitro diagnostics (IVD) need regulatory approval while laboratory-developed or in-house tests are not subject to the same level of requirements (Garrison and Towse, 2014). Without streamlined regulatory oversight of the quality and performance of all tests, health care systems may in turn struggle to effectively evaluate the costs and benefits of tests coming from varied sources and settings of care.

Finally, the development of multiplex tests and whole genome sequencing in clinical practice will require a number of adaptations to address technical and ethical challenges, such as: How will regulators and Health Technology Assessment (HTA) agencies determine the clinical utility of such diagnostic tools? What sort of patient consent should be sought and who is the owner of the information? Who will be responsible if “actionable” information provided by the test is not used to prevent or treat a disease in a given patient?

Mobile health applications are flooding the market

According to one estimate, more than 165 000 health apps were available in 2015, a figure that has doubled since 2013. These apps perform a constellation of functions: medication reminders, tracking movement and activity, monitoring fertility and progress of pregnancy, and analysing a person’s speech to help in the management of mental health problems. Mobile health (mHealth) has the potential to improve health care by: continuous monitoring and timely response; interactions between patients and health professionals beyond traditional settings; and communication with systems that can provide real-time feedback along the care continuum, from prevention to diagnosis, treatment and monitoring. Such potential is welcome at a time of rising prevalence and incidence of chronic diseases and multimorbidity. As people’s contact with the health care system shifts from short episodes of acute care to more sustained, long-term monitoring and management that requires a team-based approach, the utility of smartphones and portable devices will rise. In addition, mHealth favours patients’ empowerment and engagement in the management of their own conditions. mHealth has the ability to put people at the centre of managing their health, to bring care closer to them, and to connect them with the right information, services and institutions at the right time.

But existing frameworks, processes and institutions are not adequately equipped to address these new technologies. Passive adoption of mHealth will not guarantee success in terms of either clinical outcomes or value for money. Successful integration of mHealth in health care systems requires a number of adaptations: the performance and clinical utility of mobile applications must be assessed for reliable and efficient use in health care, and financial incentives are needed to encourage take-up of mobile applications that are effective and cost-effective. In addition, exchanges of information must be protected by appropriate levels of security, and the expected individual and societal benefits balanced with privacy and security risks. Chapter 4 examines mHealth in more detail.

Combination products increasingly blur the line between drug and device technology

Many emerging medicines are “smart” combinations of drug and device technology. Examples include drugs containing nanotechnology to target tumours or clots, or “digital medicines” that deliver information on patient adherence. The common aim is to improve targeting of treatment with medicines, to enable them to reach the right area of the patient’s body, for example, and to improve safety and effectiveness.

Combining the benefits of medicines and medical devices is not without risk. Evaluating such risks and benefits requires specialised expertise, which is why many countries have separate regulatory authorities for each technology type, or separate offices within the same agency. Evaluating evidence on a hybrid product therefore requires additional co-ordination and collaboration within and between health care systems.

Wearable devices and sensors employ digital communication tools

Traditional medical devices such as implantables (e.g. pacemakers) are employing digital communication tools to deliver and/or receive data, for example via a mobile application on patients’ or providers’ smartphone. Wearable devices and sensors can continuously transmit people’s vital signs to their providers in real time, permitting more effective and tailored management of their health problems.

Such technologies combine the existing challenges in regulating medical devices with the emerging regulatory challenges surrounding mHealth, each discussed above. In particular, the performance of digital communication tools is paramount, as is...
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			Éditions e-pub de l’OCDE – version bêta

			
			Félicitations et merci d’avoir téléchargé l’un de nos tout nouveaux ePub en version bêta.


			
			Nous expérimentons ce nouveau format pour nos publications. En effet, même si l’ePub est formidable pour des livres composés de texte linéaire, le lecteur peut être confronté à  quelques dysfonctionnements  avec les publications comportant des tableaux et des graphiques  – tout dépend du type de support de lecture que vous utilisez.


			Afin de profiter d’une expérience de lecture optimale, nous vous recommandons :


			
						D’utiliser la dernière version du système d’exploitation de votre support de lecture.


						De lire en orientation portrait.


						De réduire la taille de caractères si les tableaux en grand format sont difficiles à lire.


			


			Comme ce format est encore en version bêta, nous aimerions recevoir vos impressions et remarques sur votre expérience de lecture, bonne ou autre,  pour que nous puissions l’améliorer à l’avenir. Dans votre message, merci de bien vouloir nous indiquer précisément quel appareil et quel système d’exploitation vous avez utilisé ainsi que le titre de la publication concernée. Vous pouvez adresser vos remarques à l’adresse suivante :
			sales@oecd.org


			Merci !
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