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Abstract

Research and innovation in biomedicine and health care increasingly depend on electronic data. The emergence of data-driven
technologies and associated digital transformations has focused attention on the value of such data. Despite the broad consensus
of the value of health data, there is less consensus on the basis for that value; thus, the nature and extent of health data value
remain unclear. Much of the existing literature presupposes that the value of data is to be understood primarily in financial terms,
and assumes that a single financial value can be assigned. We here argue that the value of a dataset is instead relational; that is,
the value depends on who wants to use it and for what purposes. Moreover, data are valued for both nonfinancial and financial
reasons. Thus, it may be more accurate to discuss the values (plural) of a dataset rather than the singular value. This plurality of
values opens up an important set of questions about how health data should be valued for the purposes of public policy. We argue
that public value models provide a useful approach in this regard. According to public value theory, public value is created, or
captured, to the extent that public sector institutions further their democratically established goals, and their impact on improving
the lives of citizens. This article outlines how adopting such an approach might be operationalized within existing health care
systems such as the English National Health Service, with particular focus on actionable conclusions.

(J Med Internet Res 2020;22(3):e15816) doi: 10.2196/15816
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Background

Research and innovation in biomedicine and health care
increasingly depend on electronic data. Health care systems are
data-rich environments, within which data are collected, used,
and shared. The emergence of data-driven technologies and
associated digital transformations has brought the value of such
data into focus; in particular, the “value proposition” focuses

on better patient outcomes relative to cost [1,2]. Despite the
broad consensus on the value of data, the basis for that value,
and thus its nature and extent, is not clear. It is essential that
the conceptual framework within which any valuation of data
can be coherently couched is clarified. We here argue that the
idea of public value holds much promise for elucidating the
value of public sector data. We further highlight how such an
approach might be operationalized within health care systems
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such as England's National Health Service (NHS), with
particular focus on reaching actionable conclusions.

Defining Value

To clarify the value of data, it is useful to begin by focusing on
the elements of data and value as separate entities. Most familiar
everyday goods such as cars and tables are rival goods: they
can only be in one place at a time, and may only be possessed
or used by a single user. Moreover, many rival goods in health
care research and innovation (eg, tissue or DNA samples) are
nondurable such that consumption destroys the good and allows
only one user to enjoy it. In contrast, data are a nonrival and
durable good: the same data items can simultaneously be used
(and subsequently copied for reuse) by many different agents
for multifarious purposes without difficulty. For example, the
same underlying data can be used to provide direct care to
patients, help plan future services, conduct multiple health care
research projects, and realize economic benefits through
commercialization. Although datasets themselves are nonrival
in use and are durable, these same properties may not apply to
their value [3]. Data that provide a competitive advantage will
lose much of their value or usefulness if they become common
knowledge. Data used for location-sensitive advertising while
an individual is in a particular shop will quickly depreciate in
value. Thus, the fact that data can be used for an infinite variety
of purposes simultaneously does not necessarily mean that they
will be, or even that they should be.

There are several ways in which access to goods that are
intrinsically nonrival can be governed for reasons of social
policy. Commonly used models conceive of data as: (1) a private
good, in which a dataset that could be shared much more widely
is not, perhaps for ethical or legal reasons, or due to a
competitive advantage (as in test data exclusivity in clinical
trials); (2) a licensed good, in which access to the data is
controlled and managed via approval processes that stipulate
factors such as the purposes for which the data can be used; or
(3) an open commons, in which the data are openly accessible
for anyone to reuse or add value [4]. The optimal governance
solution for data in each case will require balancing the ability
to generate the data, the opportunity to make use of it, and
maintaining the underpinning social license.

The starting point for considering value within the framework
of public policy is often economic or market value. This may
be driven by an assumption that cost-benefit analysis is the best
way to approach public sector decision making, but may also
reflect the perceived importance of commercial imperatives
within public sector data policy. In any case, this framing
naturally excludes valuations for which there is no market, and
degrades those where commodification is difficult or impossible.
In addition, some aspects of value can be difficult to assess

financially. For example, innovation in health care technology
from data can create intangible assets that are not physical in
nature, such as patents, copyrights, software, goodwill, and
brand recognition. Although such intangibles are frequently
difficult to value, they nevertheless are considered to represent
a significant proportion of the value that can be created from
data [5].

It is important to consider values other than financial value as
relevant to health care. For example, patients value being treated
with respect by health care professionals, and also value being
told candidly when something has gone wrong in their care or
treatment, but it would be a mistake to consider either of these
values as primarily financial. In the context of health care,
nonfinancial values are often grouped together under the heading
of social value judgments [6].

The value of datasets should be understood in relational terms.
That is, the value is not intrinsic to the dataset itself, but rather
depends on the varied purposes for which it will be used.
Different agents may value the same dataset for different reasons
and to different extents. Access to vast datasets of patient-level
data will be mission-critical for a company whose main product
is health data analytics, but will be merely useful and
nonessential for a company with a different focus. Moreover,
the same agent may simultaneously value a given dataset in
multiple ways. For example, patients may simultaneously place
a nonfinancial value on their health data—insofar as they value
their privacy, and the assurance of confidentiality within clinical
encounters—and a financial value, insofar as they might be
willing to sell rights to use the data to researchers or commercial
companies. In summary, it may be less misleading to discuss
the values (plural) of a dataset than to imply that there is a
singular value of a dataset, regardless of the context.

The financial value of particular datasets will be determined by
a combination of supply-side and demand-side features. On the
supply side, these features will include: (1) data quality, (2) the
format in which the data are stored and the extent to which this
format is machine-readable, (3) the ability to link the data, (4)
the type of data (eg, identifiable, anonymized, or aggregate),
(5) the quantity of data, and (6) the degree to which the data are
actionable [7]. On the demand side, the main factors determining
the value will include: (1) the use of the data determined by an
organization, and the amount of data required to fulfill this
purpose; (2) the wealth and willingness to pay of the
organization; and (3) the relative cost of obtaining access to
data elsewhere [7]. While much attention is rightly devoted to
large-scale datasets that could be viewed as strategic assets,
questions about the value of data also need to be addressed
within locally implemented systems. Textbox 1 provides a
worked example of the value of data in an appointment
scheduling system.
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Textbox 1. The value of data in an artificial intelligence appointment scheduling system.

An innovative artificial intelligence (AI) solution to health care challenges such as optimizing hospital nonattendance [8] illustrates the intricacies of
valuing data. The value of reducing nonattendance is two-fold: first, it accelerates the delivery of care for patients, achieving better outcomes faster;
and second, it enhances the productivity of the institution, producing a greater health care impact for the quantity of dedicated resources. The problem
is too complex to be solved intuitively, and therefore requires a solution drawn from historical data, such as a predictive model of nonattendance that
enables appropriately focused reminding. The higher the predictive fidelity, the more efficient the interventions introduced will be to maximize
attendance.

The extent to which a datum contributes to the fidelity of the model will depend on the complexity of the underlying problem: simple problems are
data-efficient, requiring only small samples, whereas complex problems such as the present example are often profligate, requiring large, diverse
collections of data.

Although the marginal value of a single datum might be considered low, the value of a relatively small increase in predictive performance can be very
high. A large hospital trust could easily have around 1 million scheduled events a year; thus, savings of even a few pence per appointment could be
cumulatively substantial. Moreover, the social value of even a single instance of death or major disability thereby prevented is obviously far greater
than the cost of computational modeling and the increasingly inexpensive digital systems required for its implementation. Accordingly, the marginal
contribution of a datum needs to be contextualized by its ultimate impact.

Could we nonetheless assign a value to the data before the modeling work has been done? The answer in this case is clearly no, given that the complexity
of the problem is only revealed in the course of analysis once data of the necessary scale have been evaluated. Just as the statistical power of complex
models cannot be estimated from small, pilot samples, the maximum achievable predictive performance (ie, the determinant of value in this case) can
only be known once the modeling work is complete. Reflection on the multifactorial nature of hospital attendance could allow one to guess that models
of dimensionality only supported by large-scale data would be optimal, but this can only be confirmed in a post hoc context.

Even if the model is demonstrated to be stable over time at the source institution, generalizability to other institutions cannot be assumed. Indeed, a
more sophisticated model is likely to be closely tailored to the local population. Therefore, the features of a model that enhance its local value may
degrade its global value beyond the confines of the specific institution. This is not a reason to keep models simple, but rather highlights the need for
building a distributed machine-learning infrastructure that allows individual institutions to build their own models rather than relying on generic
models drawn from pooled data.

The Financial Value of Data

There is a widespread assumption that the value of public sector
data is not being realized to its full capacity, and that this value
needs to be optimized [2,9]. Nonetheless, how to measure the
value of data for the purposes of public policy is uncertain. It
is therefore unclear what a commitment to optimize this value
might mean.

From an economic perspective, it might initially be tempting
to think that the correct value of data is its price within a market,
which will be determined by the operation of supply and
demand. Optimizing the value of public sector health data might
then be equated with maximizing the resale value of the data.
However, such an approach is too narrowly focused on
economic value, and completely disregards some of the
nonfinancial ways in which data are valued.

Even in narrow financial terms, there will be circumstances in
which making the data available for free or on a cost-recovery
basis will be a more successful strategy, if doing so stimulates
markets to build services on top of the data, which then create
employment and tax revenue. For example, the US government’s
investment in the Global Positioning System, which it makes
freely available, created new private markets by adding value
to smartphones and to satellite navigation systems, which far
outweighs the cost of the initial investment [10].

Thus, there is no reason to think that maximizing the amount
that a business pays for access to public sector health data would
also maximize the amount of economic value created. Moreover,
asymmetric information might dominate health care markets
for data, by which the commercial parties involved in such
transactions are likely to possess much greater material
knowledge of the potential uses of health care data and the likely

future products. This could lead to suboptimal pricing of the
data, moral hazard, or poor selection of market opportunities.

Governments should be primarily concerned with the economic
value created through the use of the data over a life cycle rather
than what could be gained from its initial sale. The success of
data repositories such as the European Nucleotide Archive [11]
illustrates this point vividly, as the biological sequences are
made available to researchers free of charge, thereby vastly
increasing the efficiency of related research. There is a
consensus within the omics community that such curation and
repositories are effective ways of creating value, despite (and
partly because of) the fact that the sequences are given away
free of charge.

Working out the optimal price and commercial strategies for
public sector health care data will be complex, even in narrow
financial terms. There will rarely be a matter of a single
monolithic entity that controls all of the public sector health
data in a particular state; rather, there is likely to be
fragmentation at a regional or functional basis. This greatly
complicates the economic picture. First, in cases with multiple
potential sources for data—for example, if a company requires
a clinical dataset from 1 million patients to build a tool, but
could obtain a dataset from distinct regional
bodies—competition between these bodies could significantly
reduce the market price, leading to a less than optimal capture
of the value by the public sector. This is one reason why the
UK government’s Office for Life Sciences has proposed that
any commercial arrangements made by local NHS organizations
should not be allowed to “undermine, inhibit or impact” the
ability of the system at a national level to maximize the value
of NHS data [12].
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Second, to the extent that access to health data is
commercialized, there is room for disagreement about where
the money should go (ie, individual patients, hospitals, regional
bodies, or the health care system as a whole) and the extent to
which this income should be used for delivery of care or to
further enhance the system’s ability to commercialize data.
Third, there may be no guarantee that the value created through
the release of a particular dataset for free or on a cost-recovery
basis can be captured within its territory of origin. Even if these
issues can be addressed, the data under control of health care
systems will be derived from both the patients and from the
operation of the health care system and its employees. Therefore,
determining the ultimate recipient of reimbursement for any
value remains to be resolved.

Public Value

Any policy that aims to optimize the value of public sector
health data also needs to give due weight to the nonfinancial
values that health systems are seeking to promote and protect.
Health systems most obviously aim to restore those who are
sick back to normal functioning, and to prevent the onset of
disease. However, they also embed other values such as
confidentiality and respect for autonomy. These values can be
realized through role-based access controls that ensure access
to patient data is only on a need-to-know basis, and in the ways
in which health systems allow patients to choose how their
identifiable health data will be shared. These values of
confidentiality and respect for autonomy may come into
potential conflict with the financial value to be realized through
the commercialization of data; thus, any attempt to optimize
value will need to take this into account in such cases.

In brief, the kind of value that public sector organizations should
be seeking to optimize is not in any straightforward sense a
financial value. Because of the interplay of financial and
nonfinancial values, concepts such as “value chain,” “adding
value,” and “value proposition” need to be translated, and
partially transformed, from a business context. The public
management theorist Mark Moore labels the kind of value that
the public sector should be aiming to create as public value [13].
Public value is created, or captured, to the extent that public
sector institutions further their democratically established goals
or improve the lives of citizens [14].

Discussion of the factors contributing to enhancement of public
value thus requires clarity about the purposes of different parts
of the public sector, and how they fit together into an overall
conception of the public good. Although realizing this type of
clarity will require the public articulation and discussion of
value judgments, this is a virtue rather than a vice in any account
of value that will guide public policy.

In some cases, a public sector organization will have already
articulated a set of values or principles that together express
what is needed for the institution to do its job well. England's
NHS offers a good example of such an organization. The
constitution of the NHS establishes seven core principles: (1)
the aim is to provide a comprehensive service, available to all;
(2) access to those services will be based on clinical need not
ability to pay; (3) care should be delivered with the highest

standards of excellence and professionalism; (4) care should be
patient-centered; (5) the NHS should be integrated across
organizational boundaries; (6) the NHS should be committed
to providing good value for tax payers’money; and (7) the NHS
should be accountable to the public, communities, and patients
[15].

These principles could be used to help specify a model of public
value for the NHS, which could inform questions about the
value of data. For example, public value would be created if
investing in interoperability and linkage of datasets allows for
a system of care that is better integrated across organizational
boundaries (principle 5). Similarly, implementing changes that
improve value for money would create public value (principle
6).

Crowding Out, Perverse Incentives, and
the Optimization of Public Value

There are good reasons for considering that, all else being equal,
reducing the costs of a service to citizens while maintaining its
quality will increase public value, even in public sector
organizations that are not as explicit as the NHS in adopting
this as a core principle. However, some or many citizens will
not accept that the importance of value for money provides a
reason to commercialize access to goods that were previously
either not available or available on a noncommercial basis. The
introduction of commercial motives may be resisted for many
reasons, including that it may crowd out altruistic or solidaristic
motivations [16,17]. Other citizens may worry that such
commercialization could undermine the system’s core focus on
meeting patient needs: in a system that is chronically short of
money, managers are likely to take an opportunity to make extra
money to cover shortfalls. Over time, the system may change
so that rather than being perceived as extra cash, this resource
would become part of the core budget. The system could then
develop incentives to improve its ability to sell access to the
data through employment of skilled professionals.

To the extent that such concerns are widespread—and a public
sector organization is committed to a principle similar to the
NHS’s seventh principle of accountability to the public,
communities, and patients—they will need to be taken seriously.
Citizens’ reasonable expectations about how the system should
(and does) operate are an important force shaping public value,
not least because of the need to maintain a social license [18,19].
These debates will require particular nuance and sensitivity in
cases where—as perhaps in the NHS—there is a significant gap
between the reality of the commercially funded and supplied
nature of pharmaceuticals and medical devices, and the picture
that some citizens have of a proudly noncommercial system.

However, completely avoiding commercial entanglements would
cause conflict with other aspects of public value. The public
sector will rarely have the skills to optimally innovate on its
own, and to insist on complete lack of commercial involvement
would result in delivering suboptimal care. Of course, the other
extreme possibility—adopting a blanket policy of allowing
commercial access to data without charge—would be in conflict
with further aspects of public value. Although there will be
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circumstances in which making data available without charge
to commercial companies will be reasonable from the
perspective of public value, if those data will be used to design
devices or services that will then be sold back to the public
sector, there is room for concern about the fairness of the
exchange.

Conclusion

If implemented without adequate thought, the attempt to realize
the financial value of public sector health data through
commercialization could destabilize the broader nonfinancial
values that public sector health organizations aim to promote.
Introducing the idea of public value provides a more clearly
expressed overview of the challenge governments face in
optimizing the value of health data, but cannot by itself resolve
conflicts within competing conceptions of the public good.

Detailed discussion of what a successful public value account
will look like is beyond the scope of this article; however, it is
important to note some key elements that will be shared by all
such accounts. First, public value presupposes a background
public political culture, which shapes the conventions within
which democratic deliberation takes place [20]. Political
cultures, and their animating values, typically shift much more
slowly than specific policy choices. The core elements of the
public culture of most Western societies that profoundly shape
the conceptions of public value include transparency, democratic
accountability, due process and the rule of law, human dignity,
using resources efficiently, and maintaining public trust.

Second, public value approaches require domain-specific goals
and values for different elements of public services, which
specify the requirements for the service to do its job well. Here,
we have provided examples of the NHS constitution and the AI
appointment scheduling system that represent these values at a
high level and at a more specific level, respectively. These goals
and values gain their legitimacy from their congruence with the
background values that structure the public political culture,
the agreed direction of government policy, and the results of
public deliberation. In cases requiring changes to the balance
or specification of domain-specific values (eg, rapidly shifting
possibilities as a result of the opportunities created by AI), public
deliberation will be needed within the framework set by the
background values on how best to specify the approach taken
for a particular domain or institution. Public value approaches
have been worked out in more detail in some cases outside of
the realm of data policy, such as for priority setting in health
care [21,22].

Constructing an adequate model of public value for public sector
data will require both articulation of the goals and values
implicit in different public services, and open public dialogue
about how best to specify these goals and values in light of
fast-changing circumstances. It is important to place a range of
social values on the table to best understand different publics’
attitudes to public sector organizations, along with their
perceived opportunities and threats, toward realizing the
financial value of health data. Facilitating such conversations
in a constructive manner will depend on gaining public trust.
Importantly, the limits of what policy makers can do to capture
the value of public sector health data while maintaining public
trust cannot be determined a priori.

Acknowledgments
This work was funded by the National Institute for Health Research, University College London Hospitals Biomedical Research
Centre, and the Wellcome Trust. The funders had no role in the design, implementation, interpretation, and reporting of the study.

Authors' Contributions
JW and DH performed the initial literature review, and wrote the initial draft. JW led the writing of subsequent drafts. PN
contributed the appointment scheduling textbox. GR, NM, and BW contributed examples, ideas, and textual clarifications to
various drafts.

Conflicts of Interest
GR undertakes paid consultancy work for DeepMind. JW provides advice as a Panel Member to England’s National Data Guardian.
The remaining authors declare no conflicts of interest.

References

1. Department of Health and Social Care. Code of conduct for data-driven health and care technology. London: Department
of Health & Social Care; 2019 Jul 18. URL: https://tinyurl.com/y9yxs65q [accessed 2019-08-08]

2. Her Majesty's Treasury. The economic value of data: discussion paper. London: Her Majesty's Treasury; 2018 Aug. URL:
https://www.gov.uk/government/publications/the-economic-value-of-data-discussion-paper [accessed 2019-08-08]

3. Prainsack B. Data Donation: How to Resist the iLeviathan. In: Krutzinna J, Floridi L, editors. The Ethics of Medical Data
Donation. Cham, Switzerland: Springer; 2019:9-22.

4. Benkler Y. Commons and Growth: The Essential Role of Open Commons in Market Economies. The University of Chicago
Law Review 2013;80(3):1499-1555 [FREE Full text]

5. Haskel J, Westlake S. Capitalism Without Capital: The Rise Of The Intangible Economy. New Jersey: Princeton University
Press; 2017.

J Med Internet Res 2020 | vol. 22 | iss. 3 | e15816 | p. 5http://www.jmir.org/2020/3/e15816/
(page number not for citation purposes)

Wilson et alJOURNAL OF MEDICAL INTERNET RESEARCH

XSL•FO
RenderX

https://www.gov.uk/government/publications/code-of-conduct-for-data-driven-health-and-care-technology/initial-code-of-conduct-for-data-driven-health-and-care-technology
https://www.gov.uk/government/publications/the-economic-value-of-data-discussion-paper
https://lawreview.uchicago.edu/publication/commons-and-growth-essential-role-open-commons-market-economies
http://www.w3.org/Style/XSL
http://www.renderx.com/


6. National Institute for Health and Care Excellence. Social Value Judgements: Principles for the development of NICE
guidance. London: National Institute for Health and Care Excellence; 2008.

7. Harwich E, Lasko-Skinnner R. Making NHS data work for everyone. London: Reform; 2018. URL: https://reform.uk/
research/making-nhs-data-work-everyone [accessed 2019-08-08]

8. Nelson A, Herron D, Rees G, Nachev P. Predicting scheduled hospital attendance with artificial intelligence. NPJ Digit
Med 2019;2:26. [doi: 10.1038/s41746-019-0103-3] [Medline: 31304373]

9. Her Majesty's Treasury. Getting smart about intellectual property and other intangibles in the public sector: Budget 2018.
London: Her Majesty's Treasury; 2018 Oct. URL: https://tinyurl.com/t2nok5n [accessed 2019-08-08]

10. Mazzucato M. The Entrepreneurial State: Debunking Public Vs. Private Sector Myths. USA: PublicAffairs; 2015.
11. European Nucleotide Archive. European Nucleotide Archive Browser. URL: https://www.ebi.ac.uk/ena/browser/home

[accessed 2020-02-06]
12. Department of Health & Social Care. Creating the right framework to realise the benefits for patients and the NHS where

data underpins innovation. London: Department of Health & Social Care; 2019. URL: https://tinyurl.com/y3nnqs5d [accessed
2019-07-15]

13. Moore MH. Creating Public Value: Strategic Management In Government. Cambridge, MA: Harvard University Press;
1995.

14. Moore MH. Public Value Accounting: Establishing the Philosophical Basis. Public Admin Rev 2014 May 28;74(4):465-477.
[doi: 10.1111/puar.12198]

15. Department of Health & Social Care. The NHS Constitution for England. London: Department of Health & Social Care;
2015. URL: https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
[accessed 2019-07-15]

16. Frey B, Oberholzer-Gee F. The cost of price incentives: An empirical analysis of motivation crowding-out. Am Econ Rev
1997;87(4):746-755.

17. Sandel M. What Money Can't Buy: The Moral Limits Of Markets. USA: Farrar, Straus And Giroux; 2013.
18. Carter P, Laurie GT, Dixon-Woods M. The social licence for research: why care.data ran into trouble. J Med Ethics 2015

May;41(5):404-409. [doi: 10.1136/medethics-2014-102374] [Medline: 25617016]
19. Taylor M, Wilson J. Reasonable Expectations of Privacy and Disclosure of Health Data. Med Law Rev 2019;27(3):432-460

[FREE Full text] [doi: 10.1093/medlaw/fwz009] [Medline: 31220873]
20. Rawls J. Political Liberalism. New York: Columbia University Press; 2005.
21. Wilson J. Public Value, Maximization and Health Policy: An Examination of Hausman’s Restricted Consequentialism.

Public Health Ethics 2016 May 15:phw020. [doi: 10.1093/phe/phw020]
22. Rumbold B, Weale A, Rid A, Wilson J, Littlejohns P. Public Reasoning and Health-Care Priority Setting: The Case of

NICE. Kennedy Inst Ethics J 2017;27(1):107-134 [FREE Full text] [doi: 10.1353/ken.2017.0005] [Medline: 28366905]

Abbreviations
AI: artificial intelligence
NHS: National Health Service

Edited by G Eysenbach; submitted 09.08.19; peer-reviewed by B Prainsack, E Khajeh; comments to author 22.10.19; revised version
received 14.11.19; accepted 15.12.19; published 27.03.20

Please cite as:
Wilson J, Herron D, Nachev P, McNally N, Williams B, Rees G
The Value of Data: Applying a Public Value Model to the English National Health Service
J Med Internet Res 2020;22(3):e15816
URL: http://www.jmir.org/2020/3/e15816/
doi: 10.2196/15816
PMID: 32217501

©James Wilson, Daniel Herron, Parashkev Nachev, Nick McNally, Bryan Williams, Geraint Rees. Originally published in the
Journal of Medical Internet Research (http://www.jmir.org), 27.03.2020. This is an open-access article distributed under the terms
of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits unrestricted use,
distribution, and reproduction in any medium, provided the original work, first published in the Journal of Medical Internet
Research, is properly cited. The complete bibliographic information, a link to the original publication on http://www.jmir.org/,
as well as this copyright and license information must be included.

J Med Internet Res 2020 | vol. 22 | iss. 3 | e15816 | p. 6http://www.jmir.org/2020/3/e15816/
(page number not for citation purposes)

Wilson et alJOURNAL OF MEDICAL INTERNET RESEARCH

XSL•FO
RenderX

https://reform.uk/research/making-nhs-data-work-everyone
https://reform.uk/research/making-nhs-data-work-everyone
http://dx.doi.org/10.1038/s41746-019-0103-3
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31304373&dopt=Abstract
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/752003/Getting_smart_about_intellectual_property_and_other_intangibles_in_the_public_sector_-_Budget_2018.pdf
https://www.ebi.ac.uk/ena/browser/home
https://www.gov.uk/government/publications/creating-the-right-framework-to-realise-the-benefits-of-health-data/creating-the-right-framework-to-realise-the-benefits-for-patients-and-the-nhs-where-data-underpins-innovation
http://dx.doi.org/10.1111/puar.12198
https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england
http://dx.doi.org/10.1136/medethics-2014-102374
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=25617016&dopt=Abstract
http://europepmc.org/abstract/MED/31220873
http://dx.doi.org/10.1093/medlaw/fwz009
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=31220873&dopt=Abstract
http://dx.doi.org/10.1093/phe/phw020
http://europepmc.org/abstract/MED/28366905
http://dx.doi.org/10.1353/ken.2017.0005
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=28366905&dopt=Abstract
http://www.jmir.org/2020/3/e15816/
http://dx.doi.org/10.2196/15816
http://www.ncbi.nlm.nih.gov/entrez/query.fcgi?cmd=Retrieve&db=PubMed&list_uids=32217501&dopt=Abstract
http://www.w3.org/Style/XSL
http://www.renderx.com/

