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EXECUTIVE SUMMARY 

 
A Health Systems Evidence Base (HSEB) and Evidence Heat Map have been developed 
through a systematic, multi-step process of evidence sourcing, focusing on review articles 
covering various components of the national health system. Key steps used to construct 
the HSEB and Heat Map included: the development of a policy narrative and framework 
through an in-depth review of key global and national health system policy material; 
development of inclusion and exclusion criteria; implementation of a search strategy to 
generate 72 sets of review articles and over 52,000 non-unique records; filtering of articles 
based on target countries and regions; de-duplication and screening of articles to ensure 
relevance to the inclusion criteria; and a final stage of inclusion and data extraction in which 
a final set of 1695 articles was classified according to the policy framework interventions and 
outcomes.  
 
The main finding from the Evidence Heat Map is a high-frequency of articles in four clusters, 
namely: (1) Delivery models’ impact on the quality of and access to care; (2) Impact of roles, 
structure and training of the health workforce on the effectiveness of treatment; (3) Self-
reflection on the practice of health systems research, knowledge translation and M&E; (4) 
Impact of health communication and education on adherence to and utilisation of care.  
 
Additional medium and lower frequency clusters of review articles were identified in a range 
of other interventions and outcomes. There is a relatively low level of research in high-
interest policy domains relevant to South Africa, such as financing of healthcare, which 
points to a potential need for additional research in this (and other) areas.  
 
A key lesson and recommendation for the way forward with the HSEB and mapping is to 
enhance the value and relevance of the evidence base by improving parsimony of 
classification and to conduct a critical appraisal of review articles as part of potential 
synthesis activity.  
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1 BACKGROUND 

 
Whilst the problems in South Africa’s wider health system are complex, there is a substantial 
body of evidence that already exists, and can be drawn on to inform possible practice 
improvements as well as identify research gaps. This evidence is dispersed across a variety 
of domains including formal research, government outputs practitioner knowledge and even 
citizen experiences. Within the formal research community of universities, research councils 
and various healthcare NGOs and agencies, research findings are not easily shared and 
debated to provide credible inputs to policy processes. The need for sharing goes further, 
with calls for wider and deeper engagement on available evidence by involving a more 
diverse mix of knowledge producers and policy actors. 
 
An additional problem is that this evidence is packaged in forms that are not easily 
accessible or usable by policy actors. This is further complicated by the fact that very often 
parliamentary policy committees, policy advisors, government policy units and programme 
managers are not sufficiently aware of, or well-resourced and capacitated to be able to 
identify (1) research material and findings related to implementation of existing policies to 
assess the impact of current programmes, (2) research material and findings from other 
contexts which could inform the design of alternative approaches, and (3) research gaps 
which need to be filled. At the same time, the research community as knowledge producers  
does not receive the necessary signals on evidence needs for policy, which leads to low 
relevance of research, limited uptake and, ultimately, low impact on health system 
outcomes. 
 
To support the development and implementation of key health systems policies and 
programmes in South Africa, such as the National Health Insurance (NHI), this project maps 
existing evidence in this field to “illustrate clearly the current size and nature of the evidence 
base” as defined in the 2016 DPME Departmental Guidance Note1. Importantly, this means 
that the project does not seek to summarise the evidence or provide policy 
recommendations based on evidence findings, but rather to visually represent the availability 
and nature of evidence as a form of evidence synthesis. 
 
The project has sought to deliver on four main outputs: 
 

1. The first main output of the project is a Health System Evidence Base (HSEB) in 
which meta-data and key findings on over one thousand five hundred pieces of 
review evidence have been captured into a spreadsheet-based database. This 
database has been analysed to provide insights into the availability of different types 
of review evidence for different health systems interventions and outcomes. 

 
 
1 See p.3 in DPME and University of Johannesburg. (2016). Policy Relevant Evidence Maps: A 
Departmental Guidance Note. Pretoria: Republic of South Africa. 
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2. The second output of the project is for the spreadsheet-based data to be imported to 
the DPME’s Evidence Mapping tool, to allow for interactive browsing of the 
underlying review articles.  

3. The third output is this analysis of the evidence map to identify knowledge gaps 
related to policy interventions and outcomes, as an input to a wider health systems 
research agenda. 

4. The fourth output is engaged policy actors, researchers and publics on the HSEB 
mapping and analysis. 

 
2 DEFINITIONS 

 

The definitions below provide a background to the interventions and outcomes contained in 
the policy narrative and framework. 
 
2.1 Outcomes 

 

Health system and outcomes: This DPME project draws on the WHO definition of a health 
system and associated outcomes from 2007 (emphasis added): ‘A health system consists of 
all organizations, people and actions whose primary intent is to promote, restore or maintain 
health. This includes efforts to influence determinants of health as well as more direct 
health-improving activities. A health system is therefore more than the pyramid of publicly 
owned facilities that deliver personal health services. It includes, for example, a mother 
caring for a sick child at home; private providers; behaviour change programmes; vector-
control campaigns; health insurance organizations; occupational health and safety 
legislation. It includes inter-sectoral action by health staff, for example, encouraging the 
ministry of education to promote female education, a well-known determinant of better 
health.’2 In this definition, the providers of services in the wider health system may include 
schools (with oversight from the Department of Basic Education) and social assistance 
programmes (with oversight from the Department of Social Development), and would seek 
certain outcomes related to health that a Department of Health may not be directly 
responsible for. Importantly, a system view looks not only at the activity of multiple 
components, but also at the relationships between them and the various inputs and enablers 
or disablers of effective functioning of the system. The overall health system goals or 
outcomes defined by the WHO are: ‘(1) improving health and health equity, in ways that 
are (2) responsive, (3) financially fair, and make the best, or most (4) efficient, use of 
available resources.’3 
 

Healthcare system and outcomes: The healthcare system is a subset of the wider health 
system and focuses on those components related more directly to the delivery of promotive, 

 
 
2 WHO. 2007. p.2 
3 Ibid. Emphasis and numbering added. 
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preventative, curative, rehabilitative and palliative care services discussed below. The 
providers of these healthcare services would typically include general practitioners, 
specialists, nurses, pharmacists, allied health professionals (e.g. therapists, dieticians, 
optometrist, etc.), care givers based at clinics, hospitals and private practices as well as 
community health workers. Almost all of these functions - supported by relevant finance, 
infrastructure and management functions – and associated healthcare outcomes would fall 
under the responsibility of a national or provincial Department of Health. The ultimate 
healthcare system outcomes are the same as those introduced in the definition above, 
although the means to achieving these goals are slightly narrower. 
 
Quality: In terms of the Donabedian model used in South African policy discussions noted 
below, quality is addressed both as an intervention (structure and process) as well as an 
outcome. As an outcome, the WHO identifies four main elements: 4  

• Effective: is the extent to which a specific intervention, procedure, regimen or service, 
is appropriate or relevant to the clinical needs, given the best current evidence, and 
whether it produces the intended result.5  

• Safe: is concerned with preventing, avoiding and ameliorating unintentional adverse 
outcomes or injuries for patients as a result of the health care itself.6 It seeks to 
address areas of risk such as hygiene practices or use of medicine. 

• Responsive/ person or patient-centred: Responsiveness is used synonymously with 
patient-centredness, and is concerned with people’s non-health and non-financial 
experience of healthcare.7 It focuses on elements such as dignity, confidentiality, 
choice of provider8 as well as continuity of care across providers and institutions.9 
Responsiveness can therefore be measured by gauging user or patient ‘satisfaction’ 
with the service they have received.10 In certain health system frameworks, 
responsiveness is a sub-category of quality11, whilst in others responsiveness is a 
final outcome or goal.12 In this project, responsiveness is included as a sub-category 
of quality. 

 
 
4 WHO. 2010. Monitoring the building blocks of health systems: a handbook of indicators and their 
measurement strategies. See p.3, but also various international and South African quality guidelines 
and discussion documents referred to in the narrative below. 
5 WHO. Health Systems Strengthening Glossary. 
https://www.who.int/healthsystems/hss_glossary/en/index4.html 
6 OECD. 2006. Health Care Quality Indicators Project Conceptual Framework Paper 
7 OECD. 2006 
8 WHO. 2000. WHO Strategy on Measuring Responsiveness 
9 OECD. 2006 
10 WHO. 2010. p.90 
11 See OECD HCQI project focus in WHO. 2018 
12 WHO. 2007. Strengthening Health Systems to Improve Health Outcomes: WHO’s Framework for 
Action. 
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• Timely: has a clinical element (length of time from admission to treatment) and a 
patient-centredness element (patient’s perception of their ability to get an 
appointment for care as quickly as they wanted).13 

• Adherence/ utilisation: For the purposes of the HSEB, a fifth outcome was included 
under quality indicating adherence, utilisation or uptake (such as by patients, to 
medication or a series of treatments; and by providers, to guidelines and protocols). 
Utilisation in particular may be seen as a component of effectiveness,14 however, for 
this evidence mapping process the large volume of material speaking explicitly to 
utilisation and adherence justified separating it out as a standalone term. 

 
Equity: can be operationalised in two ways: (1) horizontal equity which refers to ensuring 
that all people - regardless of race, gender or income – receive similar care for similar need; 
and 2) vertical equity which refers to those with unequal needs receiving different or unequal 
care. Overall, it is about ensuring fair treatment based on the needs of beneficiary 
populations. 
 
Coverage: needs to be understood in terms of multiple dimensions that include; which 
populations are covered (population coverage), range of services (service coverage) and 
services accessible without financial barriers (financial coverage). The term ‘coverage’ has 
different emphases in different countries. In some countries there is a stronger emphasis on 
‘broadening the package’ of services available to citizens. In other countries more emphasis 
is placed on extending access to excluded groups.15 For this project, universal health 
coverage (UHC) aims to achieve: 

• Access: is mainly concerned with the physical availability of services for all 
population groups with no financial barriers, especially at a primary care level. For 
the WHO ‘accessibility’ is defined as: ‘Services are directly and permanently 
accessible with no undue barriers of cost, language, culture, or geography. Health 
services are close to the people, with a routine point of entry to the service network 
at primary care level’.16 

• Services: expanding the basket of services to meet the healthcare needs of all 
population groups. The ultimate aim is to avail comprehensive services to all. 

• Financial: health system financing aims to raise sufficient funds in ways that 
people can access the services they need without risk of financial catastrophe 
from having to pay for them.17   

 

 
 
13 OECD. 2006. 
14 For example, see Cinaroglu, S. and Baser, O. 2018. Understanding the relationship between 
effectiveness and outcome indicators to improve quality in healthcare. Total Quality Management & 
Business Excellence, 29(11-12), 1294-1311. 
15 WHO. 2007. p.4 
16 WHO. 2010. p.3 
17 WHO. 2007. p.21 
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For this evidence mapping we approach equity and universal coverage as linked outcomes, 
as the concern is for fairness and justice in access to services and, ultimately, health 
outcomes. 
 
Efficiency: In general, two forms of efficiency are considered in relation to health systems 
outcomes. Technical efficiency is concerned with how healthcare resources are being used 
to get the best value-for-money. It is concerned with the relationship between resource inputs, 
intermediate outputs and final health outcomes. It is about answering the questions: can we 
get the same output/outcomes with less resource endowment or proportional more from 
investing additional resources. Allocative efficiency is concerned with the broader trade-offs 
across the system, when deciding which interventions or services (and combinations) will have 
the largest impact on priority outcomes. Efficiency is also associated with accountability in this 
definition by the WHO: ‘Health services are well managed so as to achieve the core elements 
described above with a minimum wastage of resources. Managers are allocated the 
necessary authority to achieve planned objectives and held accountable for overall 
performance and results. Assessment includes appropriate mechanisms for the 
participation of the target population and civil society’.18 For this evidence mapping process, 
accountability is separated out as a specific outcome of interest, given the high importance 
attached to this goal in local policy discussions. 
 
Capability: As an outcome, capability is concerned with improvements (or decline) in the 
skills and competence of the health workforce involved with care management and practice; 
as well as the broader network of providers (including community-based health workers) 
involved in shaping health outcomes. It includes aspects related to technical competence as 
well as cultural competence; in being able to assess, treat and communicate with clients.19 
 

Accountability: Accountability is often associated with improved leadership and 
governance in the health system, and may be an intervention and an outcome (as with 
quality above)20. For the WHO, accountability is concerned with management of 
relationships between a wide variety of stakeholders in health; from internal management-
staff interactions to wider societal interactions involving service providers, NGOs, individuals 
and citizens (such as through local clinic committees). Ultimately, accountability involves: 
delegation of responsibility for providing services, allocation of resources to perform tasks, 
and monitoring and managing performance.21  
 
For this evidence mapping we view capability and accountability as a linked outcome, given 
that the main concern is for ensuring providers involved in shaping health outcomes has the 

 
 
18 WHO. 2010. p.3 
19 OECD. 2006. 
20 See South African policy documents discussed in sections below. 
21 WHO. 2010. p.86 
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necessary ability, resources, support and oversight to perform their roles. At the same time, 
we separate the narrower, internal capabilities and accountability of the health workforce to 
management and peers, from the wider accountability of healthcare providers, management 
and policy actors to (and support from) society and communities. 
 
Health outcomes (equity and level): Is concerned with the impact of the health system on 
the overall disease burden, morbidity and mortality of a population. There has been an 
expansion in the measurement of indicators related to morbidity and quality of life (disease 
and discomfort).22 Equity of health outcomes looks at differences in health outcomes for 
different population groups or geographies.   
 
2.2 Interventions 

 
Promotive, preventative, curative, rehabilitative and palliative (PPCRP) services and 

outcomes: Within the health system there are various individuals and organisations 
providing specific PPCRP services. Whilst there is some overlap, PPCRP services (and their 
providers) are mainly concerned with improvement in the health of individuals or a 
population, rather than the operation of the system. These interventions and outcomes are 
only included in the evidence mapping process to the extent that it relates to system 
operation and no explicit intervention category is created for these activities. 
 

Service delivery: Service delivery in the context of health systems discussions is mainly 
concerned about the mechanisms of provision, but also encouraging adoption, of healthcare 
services (although broader aspects related to the health system may be involved). The WHO 
definition in this case is: “The service delivery building block is concerned with how inputs 
and services are organized and managed, to ensure access, quality, safety and continuity of 
care across health conditions, across different locations and over time.”23 This includes 
raising demand for services through social engagement, packaging integrated services 
based on population needs, organising the network of (public and private) providers to 
enable integration/ continuity of services for users without duplication, designing 
management models including appropriate levels of decentralisation, and ensuring 
availability of infrastructure and logistics around health facilities. As part of service 
delivery we include explicit initiatives aimed at quality and safety improvement/ 
assurance such as the development and adoption of treatment protocols and clinical 
management schedules; supportive supervision, performance assessment, training and 
continuing education for the health workforce; and procedures for registration, licensing and 
inspection of facilities, processes and practices.24 

 
 
22 WHO. 2018. Health system performance assessment in the WHO European Region: which 
domains and indicators have been used by Member States for its measurement. WHO Health 
Evidence Network Synthesis Report 55. 
23 WHO. 2007. p.14 
24 WHO. 2007. p.16 
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Health workforce: This includes those involved in providing PPCRP services to users, as 
well as those involved in health management and governance, in both the public and private 
sector. A key action related to the health workforce is the long-term policy development 
and planning, taking into account changing demographics and disease burden, socio-
economic events and political changes (locally and internationally); as well as changing skills 
needed for using health-related technologies; amongst others. Incorporated under this is the 
important role played by multi-sector health workforce governance structures (such as 
professional councils) in collecting workforce information, coordinating certification and 
training, and shaping plans. Additional issues including training and skills development, 
which looks at education and mentoring but also professional registration and skills 

standards; the roles and structure in which the workforce is arranged, such as through 
task-shifting, multi-disciplinary teams and with community health workers; how to recruit 
and remunerate healthcare workers including retention plans and managing im/emigration, 
and how workforce motivation and health may be enhanced. Norms, standards and data 
related to the health workforce are incorporated under HR policy and planning as well as 
training and skills development. Explicit intervention categories were also identified for 
performance management which includes supervision, and for initiatives that aim to 
increase cultural sensitivity and awareness, such as through language courses. 
 
Information: This is concerned with the information systems used to support integrated 
service delivery (continuity), enabled by, for example, secure and reliable sharing of patient 
records. It also relates to the data gathered about how the system is functioning or 
operating, as well as the outputs and outcomes; and finally impact to enable decision-
making related to care management (increasingly through self-care), in facility management 
and policymaking. In addition to the almost-daily collection of data on facility and health 
workforce activity; there are also regular surveys with users on facilities and service to 
understand responsiveness; as well as tracking of health system safety and quality, usually 
in terms of treatment outcomes; and finally longer term and larger scale monitoring and 
surveillance programmes to track to track changes in health outcomes in the population.  
Key issues to be addressed include, amongst others, availability of information infrastructure 
and system support skills, data governance and standards including information privacy, and 
the skills and motivation to use information (and associated research/ insights) as a part of 
decision-making. 
 
Medical products, vaccines, and technologies: This is category of interventions is mainly 
concerned with ensuring the availability of medicine, vaccines, technologies and related 
commodities across the healthcare system. This includes ensuring ‘quality, safety, efficacy 
and cost-effectiveness, and their scientifically sound and cost-effective use’. The key actions 
identified by the WHO include: 
 

• ‘National policies, standards, guidelines and regulations that support policy; 
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• Information on prices, international trade agreements and capacity to set and 
negotiate prices; 

• Reliable manufacturing practices and quality assessment of priority products; 
• Procurement, supply, storage and distribution systems that minimize leakage and 

other waste; 
• Support for rational use of essential medicines, commodities and equipment, through 

guidelines, strategies to assure adherence, reduce resistance, maximize patient 
safety and training.’25 

 
Of additional interest in this category is the research, development and manufacturing of 
products and related concerns such as around intellectual property, trials and approval 
processes, supporting research and manufacturing infrastructure and skills. Finally, we are 
concerned with how health technology assessments are performed and used as part of 
decision-making about the introduction of new health products (and practices). 
 
Financing and financial management: As noted above, health system financing aims to 
raise sufficient funds in ways that people can use needed services without risk of financial 
catastrophe from having to pay for them. The key mechanisms for achieving this include: 
‘the (1) collection of revenues – from households, companies or external agencies; the (2) 
pooling of pre-paid revenues in ways that allow risks to be shared – including decisions on 
benefit coverage and entitlement; and (3) purchasing, or the process by which interventions 
are selected and services are paid for or providers are paid.’26 Mechanisms for funding and 
risk pooling are therefore of particular interest, especially in South Africa where there is an 
unequal allocation of healthcare resources; so too is evidence related to strategic or 
effective purchasing and procurement methods which can improve the efficiency and 
effectiveness of healthcare delivery. There are a number of complementary and enabling 
actions such as improving financial management and contracting skills within the public 
service to reduce wastage, which is closely associated with accountability and efficiency as 
noted above. In addition, a significant category of interventions relates to financial subsidies 
and protection for the vulnerable, such as through vouchers, free and subsidised 
services, as well as more targeted incentives for adherence to treatment regimes.  
 
Leadership and governance: Is one of the WHO’s key health system building blocks, and 
is concerned with health sector policies; harmonization and alignment; oversight and 
regulation.27 The South African Lancet National Commission’s28 definition of a High Quality 
Health System views effective leadership and governance as critical to a more accountable 

 
 
25 WHO. 2007. p.20 
26 WHO. 2007. p.21. Emphasis and numbering added. 
27 Ibid. p.14 
28 South African Lancet National Commission. 2018. Confronting the Right to Ethical and Accountable 
Quality Healthcare in South Africa: Lancet National Commission Consensus Report. 
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and high quality health system. Similarly, the ‘Presidential Health Summit’ Compact29 aims 
to strengthen governance and leadership to improve oversight, accountability and health 
system performance at all levels. For this evidence mapping project, these aspirations reflect 
the desire for a broad sector vision supported by feasible policies and plans, that is 
aligned internally but also to international commitments. Moreover, policies and governance 
interventions need to consider relationships and linkages with other sector departments 
as well as mechanisms that can support sustainable partnerships with the private and 
civil society sectors. Part of the leadership and governance building block relates to broad 
oversight and regulation of providers active in the healthcare sector, and performance 
management of various spheres of policy and provider actors. Of increasing interest is the 
decision-making approach used in the development of policies and plans, including the 
authenticity of community consultations and the use of evidence and data, as well as 
mechanisms for ensuring integrity and preventing corruption.   
 

 
 
29 Presidential Health Summit. 2018. Strengthening the South African health system towards an 
integrated and unified health system. Pretoria: Republic of South Africa. 
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3 PROCESS FOR DEVELOPING HSEB AND EVIDENCE MAP 

 
The full project plan for development of the HSEB is outlined in the updated scope of work 
and SLA. A summary of the key steps followed is outlined in the figure below. Overall, 
adjustments were made to timing and type of evidence collected to ensure that relevant and 
useful insights were provided into the health systems evidence field, whilst ensuring that 
project activities were feasible and achievable within the available time. Two adjustments 
are important to note: 
 

• Inclusion: As outlined in more detail during later sections, due to the high volume of 
research on health systems globally, a decision was made to focus the evidence 
base and map on review-type (e.g. systematic and scoping reviews) research articles 
formally published and available on public databases (e.g. Scopus, EBSCO). As a 
result, primary studies and grey literature were not included in the final search 
process. 

• Appraisal: Again, due to the high volume of research material a decision was made 
to not conduct full critical appraisal of articles. Instead, the filtering process involved 
screening of abstracts and full-text articles based on inclusion and exclusion criteria. 
In addition, during data extraction, the research articles were classified according to 
the type of review (e.g. systematic review or literature review) which the project team 
sees as providing a proxy – although tentative - indication of the article quality.  
 

 

 
Figure 1 Project stages 
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4 POLICY NARRATIVE AND FRAMEWORK 

 
South Africa has made significant progress in achieving significant health outcomes since 
1994. However, a number of challenges persist, and the country is now at a critical juncture 
in its health policy cycle. Given the experience of past national health crises and current 
COVID-19 pandemic, health systems are put to a test to perform at its maximum.  With 
constant pressure to improve the quality of healthcare services in all parts of the country, to 
address the burden of disease and to respond effectively to emerging health crises; much of 
the current policy attention is now on the implementation of National Health Insurance (NHI) 
as a funding mechanism for delivering universal health coverage (UHC) to all South 
Africans.   
 
The imminence of NHI has led to a new level of interest in how the healthcare ‘system’ is 
functioning; including, amongst others, how it is financed, how services are provided, and 
the governance of these activities. At the same time, there has been increasing recognition 
by practitioners, researchers, the World Health Organisation (WHO) and most other 
countries of the interconnection between various health services, enablers and outcomes; as 
well as between broader social and economic services and outcomes. As a result, a 
systems perspective has become a prominent feature of policy, research and interventions 
in this field. 
 
4.1 International Health System Perspective 

 
Since the WHO’s ‘Framework for Action’ was published in 2007,30 the concept of health 
system ‘building blocks’ and outcomes has become a key organising framework for many 
countries’ health policy and planning activities. The framework identifies a series of 
interventions (Building Blocks) which drive a number of intermediate outcomes (Access, 
Coverage, Quality, Safety) and a set of Overall Goals/Outcomes. These interventions and 
(intermediate and final) outcomes provide a useful template for understanding how policy 
actions and goals in South Africa relate to international thinking. 
 

 
 
30 WHO. 2007.  
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Figure 2: WHO Health System Building Blocks and Outcomes 

 
The WHO then lists priorities by building block31 which point to possible interventions: 

1. Service delivery: packages; delivery models; infrastructure; management; safety & 
quality; demand for care 

2. Health workforce: national workforce policies and investment plans; advocacy; 
norms, standards and data 

3. Information: facility and population based information & surveillance systems; global 
standards, tools 

4. Medical products, vaccines & technologies: norms, standards, policies; reliable 
procurement; equitable access; quality 

5. Financing: national health financing policies; tools and data on health expenditures; 
costing 

6. Leadership and governance: health sector policies; harmonization and alignment; 
oversight and regulation 

 
Several variations and updates to the WHO framework have been developed independently 
or as extensions of the building blocks. For example, a 2019 paper32 draws on a review of 
literature and international consultations (including in South Africa) to propose an ‘expanded’ 
framework, summarised in the figure below. This framework incorporates a more explicit 
reference to community health interventions and outcomes. A similar framework developed 
for an evidence mapping on primary health care highlights community engagement aspects, 

 
 
31 Ibid. p.14 
32 Sacks E., Morrow M., Story W.T., et al. 2019. Beyond the building blocks: integrating community 
roles into health systems frameworks to achieve health for all. BMJ Global Health. 
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closely linked to social accountability and transparency, which aligns with the narrative of 
South African health policy below.33 
 

 
Figure 3: 'Beyond the building blocks' expanded framework34 

 
In addition to these high-level perspectives on health system components, a large number of 
commentaries, guidelines and frameworks have been developed by the WHO and other 
global health system stakeholders which provide more detailed insights into a system-based 
approach to health governance. Three key perspectives are noted below which are relevant 
to understanding potential interventions, outcomes, relationships and evidence types that 
may be included in an evidence mapping process. 
 
(1) Operationalising systems thinking: To operationalise systems thinking as part of 
health programme decision-making, policy actors may follow a series of steps; from 
convening stakeholders, and developing and updating a design to planning an evaluating 
approach.35 By adopting these steps, those involved in designing an intervention may take 
into account the more complex network of dependencies shaping health outcomes, as 
summarised in the before and after graphics of the figure below. This perspective is 

 
 
33 Rahman, et al. 2019. Identifying gaps in primary health care policy and governance in Low and 
Middle Income Countries: Protocol for an evidence gap map. BMJ Open. 
34 Ibid.  
35 WHO. 2009. Systems thinking for health systems strengthening.  
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important for developing an evidence mapping framework in that it highlights process and  
relationships between interventions as an area of research which should be reflected in the 
analysis. 
 

 
Figure 4: Before (left) applying systems thinking and after (right) applying systems thinking to 'Pay-for-

Performance' programme design36 

 
(3) Monitoring health systems: Monitoring and evaluation (M&E) is a key action in health 
systems strengthening. In the figure below, a framework for M&E ‘shows how health inputs 
and processes (e.g. health workforce and infrastructure) are reflected in outputs (e.g. 
interventions and available services) that in turn are reflected in outcomes (e.g. coverage) 
and impact (morbidity and mortality)’. 37

 Importantly the framework suggests how elements 
or ‘building blocks’, outputs and outcomes of the system are related, and what evidence 
(and data) may be used to evaluate them.  
 
 

 
 
36 Ibid. p.53 and p.60 
37 WHO. 2010. 
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Figure 5: Monitoring and evaluation of health systems strengthening38 

Later guidelines on health systems M&E place the various elements at different stages of 
the ‘value chain’. For example, the WHO’s Global Reference List of 100 Core Health 
Indicators lists the majority of ‘health system’-related indicators as inputs and outputs, 
although an additional category - ‘Financial risk protection’ - is listed under impact 
indicators.  
 

 
 

 
 
38 Ibid. p.viii 
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Figure 6: 100 Core Health Indicators by results chain39 

 
 
39 WHO. 2015. Global Reference List of 100 Core Health Indicators. p.20 
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The OECD has developed similar frameworks for health and healthcare system performance 
measurement which are useful for identifying and understanding health system outcomes.40 
As has the European Commission, including relatively recent work on a Joint Assessment 
Framework in the Area of Health by the Social Protection Committee.41 Of potential 
relevance to South Africa is an influential paper and framework synthesising approaches to 
health systems performance assessment in developing countries which is more explicit 
about equity components.  
 

 
 

Figure 7: Framework for health systems performance measures42 

In South Africa, researchers and policy actors in the NDoH collaborated to develop the 
framework below, which is anchored in a desire to improve the quality of care, whilst drawing 
on the WHO building blocks and a life course perspective for a holistic approach.43 The 

 
 
40 OECD. 2000. 
41 See https://ec.europa.eu/social/main.jsp?catId=758 
42 Kruk, M. and Freedman, L. 2008. Assessing health system performance in developing countries: A 
review of the literature. Health Policy. 
43 Begg et al. 2018. Development of a National Strategic Framework for a High-Quality Health System 
in South Africa. In South African Health Review. Durban: Health Systems Trust 
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anticipated health system outcomes and impact reflect similar concerns identified earlier; 
from safe, timely and effective healthcare services to equitable access and an efficient 
system.  
 

 
Figure 8: Proposed National Strategic Framework for a high-quality health system with a metrics matrix, South 

Africa, 2018 

The South African Lancet National Commission’s44 definition of a High Quality Health 
System identifies similar outcomes, including; addressing South Africa’s disease burden 
through a functioning health system; accountable – through effective leadership and 
governance; people-centred – through strengthened patient and community participation; 
responsive – through timely, respectful and safe care; adaptive – through information and 
evidence-informed decision-making; committed to equitable allocation and distribution of 
resources; effective in the delivery of quality care; collaborative – in seeking to address 
social determinants of health. 
 
(2) Researching health policy and systems: Importantly for an evidence mapping process 
we need to consider what forms of health systems research are valid. An influential 
commentary on health policy and systems research (HSPR) recommends looking at health 
systems from a more diverse set of perspectives45, including: 
 

 
 
44 South African Lancet National Commission. 2018. 
45 WHO. 2012. Health policy and systems research: a methodology reader. Gilson, L. (ed.) 
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• Levels: from macro-level national and global to meso and micro-level district and 
local. System roles at national level include, for example, "balancing policies, 
strategies, resource allocation and health worker reward systems in line with overall 
system goals" or "interactions with other national agencies that influence health as 
well as international agencies and processes". At local level system roles may 
include “coordination among local actors; management of health services, activities 
and health workers”. 

• Knowledge paradigms (see figure below): is concerned with how different 
researchers, knowledge producers and custodians (as well as policy actors and 
users of health services) measure, understand or experience the system. These 
perspectives are important for defining and qualifying the scope of evidence 
included in the mapping process. 

 

 
Figure 9: Extract from table on ‘Key elements of knowledge paradigms as applied in HPSR'46 

 
In the South African context, an HSEB would need to recognise research covering different 
and intersecting levels or spheres of governance (along with different roles); as well as, 
amongst others, the role that community-based actors and indigenous knowledge plays in 
the wider health system. 
 
In addition to these system-level perspectives, key global stakeholders in health systems 
governance have developed commentaries on the implementation of specific components. 
For example, under the ‘Information’ building block, the WHO has proposed a framework 
covering six key elements of a country health information system: resources (incl. legislative 
and planning frameworks, personnel, financing, technology, coordinating mechanisms); 
indicators and targets for health determinants, inputs/ outcomes and status; data sources 
and standards; data management; information products (evidence to inform action); 
dissemination and use.47  
 

 
 
46 Ibid. p.35 
47 WHO. 2008. Framework and Standards for Country Health Information Systems. 
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To support the development of a research agenda and identification of research gaps, the 
HSEB will need to be cognisant of international practices and guidelines related to health 
systems strengthening, which means that the current formulation of a narrative and 
framework should take into consideration broader dimensions beyond national perspectives. 
It is also clear from the review of the above material that the WHO and other international 
stakeholders anticipate that countries will develop their own approach to health system 
governance. Key aspects of the South African perspective on health systems strengthening 
are reviewed below.  
 
4.2 South African Health System Perspective 

 
4.2.1 Wider Health System  
 
The importance of a system perspective on health outcomes is highlighted in the lead quote 
of Chapter 10 of the National Development Plan (NDP): 
 

‘Health policy was once thought to be about little more than the provision and 
funding of medical care: the social determinants of health were discussed only 
among academics. This is now changing. While medical care can prolong 
survival and improve prognosis after some serious diseases, more important for 
the health of the population as a whole are the social and economic conditions 
that make people ill and in need of medical care in the first place. Nevertheless, 
universal access to medical care is clearly one of the social determinants of 
health.’48 

 
The Chapter defines a series of nine targets - five of which are related to promotive, 
preventative, curative or rehabilitative outcomes – and another four which are related more 
to system outcomes. There is no initial target related to social determinants affecting health, 
but this is raised under challenges and critical actions. The four, plus one, system targets 
are summarised below: 
 

• Complete health systems reforms/ Strengthen national health system 
• Primary health care teams provide care to families and communities 
• Universal health care coverage/ Implement the NHI Scheme 
• Fill posts with skilled, committed and competent individuals/ Build human resources 

• Address social determinants affecting health and disease/ Address social 
determinants of health 

 

 
 
48 NDP. 2012. Chapter 10:  Promoting Health. The Presidency. Pretoria: Republic of South Africa. 
quoting Wilkinson, R. G. and Marmot, M. 2003. Social Determinants of Health: The Solid Facts. World 
Health Organisation. 
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Prior to the NDP, and subsequently, a number of additional health and healthcare system 
policies have been developed by the South African government. These policy milestones are 
summarised in the Figure below. 
 
For the development of the HSEB and evidence map, the focus of analysis for development 
the policy narrative and framework was on the items highlighted in dark blue. Future 
development of the narrative and expansion or refinement of the narrative and framework 
may look at material highlighted in light blue (short term) and grey (medium term). 
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Figure 10: Health system policy map (2003 - 2020) (Dark blue: analysed, Blue: future analysis (short term), Grey: future analysis (medium term))
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The current administration and its Executive Authority, which started a new five-year term in 
2019, has sought to establish stronger partnerships with the private sector and non-
governmental entities through a series of summits and ‘social compacts’. The ‘Presidential 
Health Summit’ of 2018 concluded with a report and a Compact aimed at ‘Strengthening the 
South African health system towards an integrated and unified health system’.49 In this 
Compact, a diversity of private and public sector entities have made a series of 
commitments to certain interventions and outcomes. Importantly, the report recognises that, 
 

‘Health outcomes are poor, and health expenditure is high due to focus on 
hospital- based curative services rather than addressing the health determinants 
such as environmental determinants of health. Interventions require collaboration 
with other sectors to manage the key social determinants of health. The 
interventions include addressing health aspects in other sectoral policies or what 
is known as ‘Health in All Policies’.’50 

 
The compact is positioned alongside two other key actions to expand access to quality 
healthcare, as outlined by the Minister of Health: 
 

‘As we move to implement National Health Insurance (NHI), we need a fully 
functional quality health system. This Compact, coupled with the National 
Quality Improvement Plan and the NHI Implementation Office, will take us 
very far in our effort to make quality health care a reality for all South Africans’51 

 
The compact breaks down the response into nine pillars (with specific sub-interventions and 
accountable entities): 
 

1. Augment Human Resources for Health (HRH) 
2. Ensure improved access to essential medicines, vaccines and medical products 

through better management of supply chains, equipment and machinery. 
3. Execute the infrastructure plan to ensure adequate, appropriately distributed and 

well-maintained health facilities. 
4. Engage the private sector in improving the access, coverage and quality of health 

services 
5. Improve the quality, safety and quantity of health services provided with a focus 

on primary health care 
6. Improve the efficiency of public sector financial management systems and 

processes 

 
 
49 Presidential Health Summit. 2018. 
50 Ibid. p.24 
51 Ibid. p.3 – emphasis added 
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7. Strengthen the governance and leadership to improve oversight, accountability and 
health system performance at all levels 

8. Engage and empower the community to ensure adequate and appropriate 
community-based care. 

9. Develop an information system that will guide the health system policies, strategies 
and investments. 

 
The final Medium Term Strategic Framework (MTSF)52 for the new administration focuses on 
a more limited number of elements including: 

• Improve quality of services, by implementing the National Quality Improvement 
Plan (NQIP) as well as the Ideal Clinic Realisation and Maintenance Programme, 
and to reduce the scale of medico-legal claims. 

• Implement the Human Resources for Health (HRH) plan, including filling critical 
vacant posts, establishing provincial nursing colleges, and integrating community 
health workers (CHWs) into the public health system. 

• Address health infrastructure needs including for information infrastructure 
• Create a legal framework for, and implement, the NHI Bill. 
• It also notes the importance of a social-determinants of health perspective, and calls 

for greater collaboration with other sector departments. 
 
4.2.2 National Healthcare System 
 
As may be expected, the NDP, health compact and MTSF assign the large majority of 
responsibility for health-related interventions and outcomes to the National and Provincial 
Departments of Health (for which healthcare is a concurrent function), the district-level 
healthcare delivery system, and a regulated private healthcare sector. The roles and 
responsibilities of different healthcare entities were first substantially re-defined post-1994 in 
the White Paper and National Health Act53 and associated amendments. Whilst focused on 
healthcare components, the Act adopts a holistic perspective on health by: 
 

• Placing a responsibility on the Minister (as the ‘cabinet member responsible for 
health’) to, amongst others, ‘promote the inclusion of health services in the 
socio-economic development plan of the Republic’  and ‘determine the policies 
and measures necessary to protect, promote, improve and maintain the health and 
well-being of the population’ 

• Seeking to ‘regulate national health and to provide uniformity in respect of health 
services across the nation by – (a) establishing a national health system which – 
(i) encompasses public and private providers of health services; and (ii) 
provides in an equitable manner the population of the Republic with the best 

 
 
52 Medium Term Strategic Framework (MTSF) 2019-2024. Pretoria: Republic of South Africa. 
53 National Health Act 61 of 2003. Republic of South Africa. 
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possible health services that available resources can afford…’. A large proportion of 
the Act is concerned with defining the responsibilities of different spheres of 
government (national, provincial, district and municipal), human resource 
planning and the associated health governance structures and relationships.  

• Providing for the establishment of clinic and ‘community health centre 
committees’ and recognising and regulating the provision of health services through 
‘non-health establishments’ such as schools and initiation schools. 

• Defining research objectives and governance structures, closely linked to a 
‘comprehensive national health information system’ which spans all spheres of 
government and public and private sectors. 

• Defining standards compliance requirement and procedures for Office of Standards 
Compliance, including inspections. 

• Defining powers of the Minister to issue regulations and establish relevant 
committees related to healthcare services, but also to any items prescribed by the 
Act (which would likely include broader health promotion items noted above). 

 
National and provincial departments of health are required to develop five-year Strategic 
Plans supported by Annual Performance Plans (APP), with the current National Department 
of Health (NDoH) Strategic Plan coming to an end in 2020.54 The NDoH Strategic Plan 
prioritises the following key items related to health system functioning: 

• Improve the ‘readiness’/ quality of health facilities in preparation for NHI, including 
implementing relevant standards. 

• Develop the NHI towards UHC 
• Improve financial management including better supply chain management. 
• Re-engineer or improve primary health care, including through stronger district-

based management, expanding ward-based community outreach, and involving 
schools in public health activities. 

 
In the figure below, the more detailed NDoH Strategic Goals are mapped to the NDP Goals. 
 

 
 
54 NDoH. 2015. Strategic Plan 2015/16-2019/20. Pretoria: Republic of South Africa. 
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Figure 11: Alignment between NDP Goals, Priorities and NDoH Strategic Goals55 

As noted above, the anticipated National Quality Improvement Plan (NQIP) is a key 
component of healthcare reform in South Africa, and a 2018 draft NQIP outlines a process 
for increasing compliance with key standards, such as the National Core Standards for 
Health Establishments in South Africa56, Quality Improvement Guide57 and Ideal Clinic 
framework.58 The Core Standards align broadly with the WHO building blocks, and are 
broken down into seven domains and six priorities.  

 
 
55 Ibid. p.22 
56 NDoH. 2011. National Core Standards for Health Establishments in South Africa. Abridged Version. 
rPretoria: Republic of South Africa. 
57 NDoH. 2012. Quality Improvement Guide. Pretoria: Republic of South Africa. 
58 NDoH. 2018. Ideal Clinic Definitions, Components and Checklists. Pretoria: Republic of South 
Africa. 
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Figure 12: National Core Standards – seven domains and six priorities59 

4.2.3 National Health Insurance towards Universal Health Coverage 
 
The current national health policy focus is on implementing National Health Insurance (NHI) 
with a view to addressing the ‘high degree of fragmentation in funding [which] undermines 
efforts towards improved efficiency in the management of available resources, reinforces 
inequality in their distribution, and prevents the provision of financial risk protection’. The 
fragmented funding structure ultimately limits citizens’ rights to ‘health care services’ and 
social security,60 and affects South Africa’s commitment to the values of equity and solidarity 
as a signatory to the UN Resolution on universal health coverage.61 62 The NHI Policy/ White 
Paper63 and associated National Health Insurance Bill64 are therefore aimed at ‘moving 
South Africa towards universal health coverage (UHC) through the implementation of 
National Health Insurance (NHI) and establishment of a unified health system.’ 65To a large 
degree the Policy and Bill seek to address financial aspects of the health system: 
 

• ensure financial protection from the costs of health care for citizens; 
• pool public revenue and create a single framework for strategic purchasing of 

health services, medicines, goods and related products; 
• promote sustainable, equitable, appropriate, efficient and effective public 

funding for the purchasing of services, medicines, goods and related products;  

 
 
59 NDoH. 2012. Quality Improvement Guide p.6 
60 Section 27 (1)(a) and (1)(c) of Constitution of the Republic of South Africa. Act 108 of 1996. 
61 United Nations, General Assembly. 2012. Final resolution (A/67/L.36): Global health and foreign 
policy. 
62 Socio-Economic Impact Assessment System (SEIAS). DPME. 2017. Initial Impact Assessment: 
National Health Insurance Fund. Pretoria: Republic of South Africa. 
63 NDoH. 2017. National Health Insurance Policy: Towards Universal Health Coverage. Pretoria: 
Republic of South Africa. 
64 National Health Insurance Bill. B-11 – 2019. Republic of South Africa. 
65 National Health Insurance Policy p.1 
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• ensure continuity and portability of financing and services across the Republic 
(levels and sectors); 

• all whilst providing access to quality health care services. 
 
The NHI implementation was defined by a 2015 regulation66 as being guided by six 
workstreams: 
 

(a) Prepare for the establishment of the NHI Fund; 
(b) Design and Implementation of NHI Health Care Service Benefits; 
(c) Prepare for the purchaser-provider split and accreditation of providers; 
(d) The role of medical schemes in an NHI environment; 
(e) Complete NHI Policy paper for public release; and 
(f) Strengthening the District Health System. 

 
Policy imperatives are required to be translated into effective strategies and plans for 
successful implementation. Setting the framework for Evidence Mapping aims to capture 
relevant implementation evidence to measure progress (or lack thereof) of interventions 
against their outcomes when synthesizing and reporting on the evidence. Whilst focusing on 
financing aspects, it is clear that NHI policy and implementation has implications for how the 
wider health system operates due to changes in how the allocation of funding and 
procurement of services will be managed.  
 
4.2.4 Subnational Healthcare System (SA District Health System) 
 
Significantly, the NDP, Compact, MTSF, Health Act and NQIP note that the backbone of 
healthcare service delivery is through the district-level system. The majority of funding for 
public health services is decentralized via the nine Provincial departments of health to 
district-level health services. 
 
Provincial departments of health are required to develop five-year strategic plans, which take 
into account Provincial governments’ concurrent role and regional differences; whilst 
providing a framework for district-level action. For example, the KwaZulu-Natal strategic plan 
up to 2019 notes that the Province ‘carries the largest burden of HIV and related infections in 
South Africa’.67 The plan’s strategic goals include: 
 

(a) Strengthen Health System Effectiveness: including long term planning, improving 
financial management and PFMA compliance, improving SCM, improving information 
systems, accelerating ‘re-engineering’ of primary health care (PHC) with ward-based 
outreach, implementing the ideal clinic plans, improving hospital efficiencies, 

 
 
66 NDoH. 2015. Terms of Reference for the National Health Insurance Work Streams 
67 KwaZulu-Natal Department of Health. 2015. Strategic Plan 2015-2019. p.26 
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improving emergency service efficiencies and ‘strengthen health system 
effectiveness’.  

(b) Reduce the Burden of Disease: focuses on improvements in health outcomes, 
such as reduction in mortality rate. For the purposes of this HSEB, these outcomes 
are not considered directly, but will emerge in what evidence is available at local 
levels. 

(c) Universal Health Coverage: aims to ensure ‘all people’ receive the ‘full spectrum’ of 
health services, from promotion to palliative care. The focus is on ensuring 
infrastructure availability. 

(d) Strengthen Human Resources for Health: including long term plan, community-
based training, bursaries and training for specific skills.  

(e) Improved Quality of Health Care: focuses on improved patient experiences at 
public health facilities and compliance with standards related to stock availability 
amongst others. 

 
At a more local level, district-level health plans (DHPs) are three-year rolling annual plans 
(i.e. updated on an annual basis), which align with national and provincial Medium Term 
Expenditure Framework (MTEF) timing and budget allocation. In 2017, the NDoH developed 
a framework to guide the development of District Health Plans (DHPs), to inform District 
Operational and Implementation Plans (DOPs/ DIPs).68 This framework outlines a series of 
steps to develop the DHPs including setting goals, diagnosing current coverage and quality, 
defining interventions and allocating resources – by addressing three related elements: 
 

(a) Clinical: What clinical interventions do we need? 
(b) Community: What community interventions do we need? 
(c) Systems: What management processes and systems do we need? 69 

 
Effective planning instruments used at all spheres of government demonstrates that district 
plans must be aligned to provincial and National, but at the same time, National plans must 
be able to monitor sector progress in addressing locally relevant socio-economic realities. 
Outcomes and interventions reflect this type of alignment and thus need to be inclusive. For 
the purposes of this HSEB evidence mapping, we are directly concerned with (b) and (c), 
and only indirectly concerned with (a), where it relates to and influences the functioning of 
health systems. 

 
 
68 NDoH. 2017. District Health Planning and Monitoring Framework. Pretoria: Republic of South 
Africa. 
69 Ibid. p.17 
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Figure 13: District Planning Alignment (DHP and DOP with Provincial APP) and DHP Framework 
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4.2.5 COVID-19 and the South African Health System 
 
The need for health systems to enable an effective response to COVID-19, as well as the 
impact of COVID-19 on how health systems function during a crisis of this kind and into the 
future, suggest the need for explicit recognition of its impact in the type of evidence 
collected. Whilst this was not explicitly addressed during the core project, the following 
interventions and outcomes may need to be added or elevated as part of updates to the map 
and possible synthesis: 
 

• Physical isolation, virtual interaction and care provision  
• Access to services and medicine  
• Non-pharmaceutical interventions and related health promotion initiatives  
• Disease surveillance including cross-border collaboration/ information sharing  

 
4.3 Updated Framework of Interventions and Outcomes 
 
An updated framework of interventions and outcomes has been developed based on the 
draft framework, incorporating feedback from the search process and fields used in data 
collection (in black text), along with dominant classifications used in the ‘Other’ free text 
descriptions during article classification (in dark blue text).    
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Figure 14 Full Evidence Map Framework 

 
Figure 15 Evidence Map Framework Outcomes 
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Figure 16 Evidence Map Framework Interventions 
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5 CONSTRUCTING THE HEALTH SYSTEMS EVIDENCE BASE AND MAP 

 
The health systems evidence base and evidence map generated through this project focus 
on review-type articles (e.g. systematic reviews, meta-analysis, scoping reviews) related to 
health systems components in developing countries and selected benchmark developed 
countries. The following sub-sections explain the broad scope of evidence and inclusion and 
exclusion criteria, the evidence sourcing approach, and, finally, the PRISMA stages by which 
the final evidence base and map were created. 
 
5.1 Scope of Evidence and Inclusion/ Exclusion Criteria 
 
As outlined in the figure below, the focus of the project is on evidence related to 
interventions and outcomes in the South African healthcare system (largely shaped by 
policies and practices in the National and Provincial Departments of Health and the district 
healthcare system); whilst recognising that this intersects with interventions in the wider 
health system which speak more to the social determinants of health and associated 
stakeholders (such as social assistance programmes to improve living conditions, with 
oversight from the Department of Social Development).70  
 
As this project aims to provide a forward-looking perspective on potential research needs, it 
seeks to map the availability of evidence related to health interventions and outcomes 
related to South Africa, but also from an international perspective by including material from 
selected comparative regions and countries. 
 
Following initial testing of the search strategy it was decided that, due to the high volume of 
research in the global health systems field, the inclusion/ exclusion criteria (see Annexure A) 
and search approach (see Annexure B) would be narrowed to focus on review-type 
evidence only from selected developing and developed countries based on socio-economic 
and health policy similarities or relevance. The included evidence types are outlined in the 
table below. 
 
 
   
 

 
 
70 See above for more detailed definitions of ‘health’ and ‘healthcare’ systems  
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Figure 17 Scope of evidence 

 
Table 1 Review evidence types and definitions 

Review of reviews Systematically and transparently* collect and review findings from a set of 
review articles of different types listed below.  

Scoping review Systematically and transparently collect research material to develop a 
broad understanding of the interventions, outcomes and associated research 
in a field. Is not concerned with the relationship between specific 
interventions and outcomes, although it may speak to some of them.  

Evidence gap map Systematically and transparently collect research material to develop a 
mapping of what research exists according to specific interventions and 
outcomes.  

Systematic review 
with meta-
analysis 

Systematically and transparently collect research material, covering all 
literature within specified boundaries. Meta-analysis is limited to a 
quantitative synthesis of findings to understand relationship between 
intervention and outcome. Meta-analysis may also form part of an integrative 
review together with a narrative synthesis of qualitative studies.  

Individual 
healthcare 

system 
components

Healthcare 
system 

Health system 

Broader socio-
economic 

system(s) of 
developmental/ 

welfare state 

Formal research Formal evaluation Operational 
reporting

Expert and 
practitioner 
knowledge

Stakeholder 
knowledge

Mapping of 
formal research 
on healthcare 
system (90%)

Mapping of evidence 
exploring links between 
healthcare system and 
wider socio-economic 

system (10%)

Do
m
ai
n

Type
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Systematic review 
without meta-
analysis 

Systematically and transparently collect research material and conduct a 
narrative synthesis of qualitative and quantitative findings.  

Meta-analysis 
(without 
systematic 
review) 

Transparently but purposively select certain research material (e.g. country 
general household surveys) to conduct quantitative meta-analysis. 

Rapid review and 
evidence 
summaries 

Transparently but purposively select certain research material relevant to a 
topic. Implemented in a short time. 

Literature review Purposive and relatively opaque (i.e. process and inclusion/ exclusion 
criteria not reported) collection of research material for narrative synthesis 
related to a topic of interest. 

*E.g. using PRISMA and explicit inclusion and exclusion criteria. 
 
5.2 Search Approach 
 
The search strategy is outlined in a detailed document, but summarised at a high level in 
Annexure B. For each intervention and outcome an initial set of search terms and strings 
was generated. These strings were then used to identify between 5 and 10 seed or ‘pearl’ 
articles sourced from one of three reputed sources of health systems review articles (i.e. 
Cochrane Library Reviews, MEDLINE systematic reviews, McMaster Health Systems 
Evidence Systematic Reviews). The terms used in the abstracts from these seed articles 
were then used to expand and refine the initial search strings. These final search strings 
were then formatted according to the syntax rules for each global ‘public research database’ 
listed in Annexure B as well as SA-specific and WHO and other databases. A search was 
run, and abstract-title records downloaded to a reference manager, Zotero. 
 
5.3 PRISMA 
 
The project used a modified PRISMA Flow Diagram71 which provides guidance on how to 
manage the identification, exclusion and appraisal of articles through a systematic review or 
similar systematic synthesis process (such as the creation of an evidence map) (See 
Annexure C). In summary: 

• 18 search strings were run on 4 public research databases, generating 72 sets of 
article records. In addition, reduced searches were run on WHO, OECD and UN 
databases, and review articles were manually retrieved from 3ie, Campbell 
Collaboration, EPPI Centre. The total number of non-unique article records was 
52605. 

 
 
71 http://www.prisma-statement.org/PRISMAStatement/FlowDiagram 
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• The database of article records was filtered using inclusion countries, regions and 
categories which reduced the number of article records to 11332. 

• Duplicate records were removed from the database reducing the number of article 
records to 5150. 

• Titles and abstracts were screened for inclusion using the inclusion criteria in 
Annexure B, which reduced the number of article records to 2481.  

• Full-text articles were downloaded. 221 articles were not available for download, so 
2260 articles were retrieved. 

• Full-text articles were screened during the extraction process, and 565 were excluded, 
meaning that a final total of 1695 articles were included in the evidence base and 
map. 

• The eligibility or critical appraisal stage of the PRISMA Flow Diagram was not 
completed for the included articles, and will need to be done should material be 
included in a synthesis process. 

 
Note 1: Due to the nature of the filtering process, which focused on title and abstract terms, 
much of the WHO and evidence database content would have been excluded, and so there 
is a need to return to these databases as indicated in Annexure B, along with potential grey 
literature sources also noted. 
 
Note 2: For the abstract and full-text screening steps, the inclusion and exclusion decision is 
not always clear depending on how clearly the method is described, mixed-method 
approaches, geographical coverage and uncertain relevance to health systems. The 
screening team intentionally erred on the side of inclusion using the ‘Core+’ category of 
inclusion criteria in Annexure A. This bias was aimed at ensuring potentially relevant but 
relatively limited amount of South Africa and developing country material was not excluded 
from the evidence map, for which critical appraisal will still need to be conducted. 
 
5.4 Data Extraction and Import into HSEB Spreadsheet and HSEB Evidence Map 
 
Once full-text articles had been downloaded, a data extraction tool PDF (Annexure D) was 
used to identify and record identifier meta data (e.g. title, authors, DOI) from each article. At 
the same time a classification of each article was recorded for, amongst others, (1) the 
review type or ‘method’ (e.g. systematic review with meta-analysis), (2) the author affiliation 
(e.g. university or public research organisation), (3) the intervention category and sub-
categories that the article speaks to (e.g. Service delivery à Infrastructure and facilities), 
and (4) the outcome category and sub-category that the article speaks to (e.g. Quality à 
Effectiveness). This data was then imported from the 1695 data extraction tool PDFs into an 
HSEB Spreadsheet from which we are able to develop an HSEB Evidence Heat Map. The 
data from the HSEB spreadsheet can then also be imported into the DPME Evidence 
Mapping tool to create an interactive HSEB Evidence Map which allows for access to 
individual records and articles.   
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6 ANALYSIS OF EVIDENCE MAP 

 
Based on the data that is now contained in the HSEB Spreadsheet, it has been possible to 
create an HSEB Evidence Heat Map. This Heat Map is created by running a count on the 
number of times an intervention or outcome is selected for an article record in the HSEB 
Spreadsheet. Please refer to the updated definitions section of this document for an 
explanation of the various interventions and outcomes.  
 
In each cell of the HSEB Evidence Heat Map the number of articles classified for the 
relevant intervention or outcome is indicated: 
 

• Dark red cells: Where there are a large number of articles, the cell colour is dark red 
(e.g. there are over 200 articles that investigate the relationship between the Delivery 
models intervention and the Effectiveness outcome). Note that an intervention count 
may be reflected in multiple outcomes so summing the row counts will not reflect the 
intervention proportion accurately, although it does give a sense of popularity.  

• Light red cells: Where there are few articles, the cell colour is light red or white (e.g. 
there are less than 10 articles that investigate the relationship between Recruitment 
and retention of health workforce intervention and the Technical efficiency outcome) 

• Intervention only cells: Some article only investigate the characteristics or 
performance of an intervention, without considering the relationships to an outcomes. 
These articles are classified under the Intervention only column (e.g. the Research 
and knowledge translation methods intervention has over 170 articles that investigate 
how research and translation activities are being performed). 

• Outcome only cells: Similarly, some articles only investigate an outcome, without 
considering whether there are any interventions that influence the outcome. These 
articles are classified under the Outcome only row. (e.g. the Level outcome under 
Health outcomes has over 90 articles that only consider the mortality or morbidity of 
a population, or the prevalence of disease). 

 
By looking at the count and colour of the cells we are able to assess the relative availability 
of evidence in each intervention or outcome. This is discussed in the following sub-sections. 
 
6.1 HSEB Evidence Heat Map 
 
For the discussion of the Heat Map we look at individual cells, but also clustering of adjacent 
cells, to get a sense of the availability of research that is closely related to each other from a 
policy perspective. 
 
 
 



 
  
 
 
 
 
 
 
 

Human Sciences Research Council, South Africa | 134 Pretorius Street, Pretoria, South Africa, 0002 
 

DPME HSEB   45 
 

6.1.1 High Frequency Clusters (110+) 
 
 
 
Under Service delivery, the Delivery model sub-category is the intervention with the highest 
frequency of articles. This intervention is typically concerned with how health service delivery 
is structure and, for developing countries especially, there is a strong interest in community-
based approaches, such as home-based care, involving community-health workers, or 
expanding the role of clinics and pharmacies in primary health care. In addition, more care is 
being provided through technology-mediated platforms, such as telehealth. 
 

• Quality – Effectiveness: Many articles look at how changes to the delivery model 
result in improved treatment outcomes and reduced visits or stays in clinic and 
hospital environments. See Annexure E for an example article for this cluster. 

• Quality - Adherence/ utilization: A large number of articles investigate how changes 
to the delivery model increase adherence to treatment a treatment regime, such as 
completing a series of TB follow-up visits, or improved utilisation of available health 
services. For example, community-linked services may be more accessible and seen 
as more friendly or accommodating of language differences and therefore result in 
higher utilisation.  

• Equity and universal coverage – Access: Many articles are also concerned with 
whether the delivery model increase the accessibility of services, such as reduced 
travel distance for accessing maternal care. This outcome overlaps significantly with 
Adherence/ utilisation. 

• Capability and accountability - Care management and practice: As can be seen, 
changes to the delivery model often involve changes in roles for pharmacists or 
nurses, and is therefore closely associated with changes in care management and 
practice as an outcome such as practitioners and providers’ sense of empowerment 
and effectiveness (as a positive outcome) or work overload and feeling of 
inadequacy (as a negative outcome). 

• Health outcomes – Level: The Effectiveness of treatments is closely linked to health 
Level of the population of interest, and it is therefore associated with the Delivery 
model. The same link between Effectiveness and Level is evident in most other 
interventions. 

 
The delivery model intervention is closely associated with Integrated care incl. referrals as a 
more specific description of how delivery activities are combined. 
 
 
 
 
 

Delivery model’s impact on quality, access, care practice and health outcomes 
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The Health workforce as intervention category benefits from a large amount of research. 
Two closely linked rows of the Health Evidence Heat Map are of particular importance: 
 

• Health workforce – Roles and structure: The changing (often expanding) roles and 
responsibility of certain members of the workforce, especially nurses, community 
health workers and pharmacists, is widely researched in many countries. So too is 
the structure of workforce teams (e.g. multi-disciplinary) and issues such as team 
leadership and supervision. A number of reviews look at how changing roles and 
organisational structures influence the Effectiveness of care as outcome; and, as 
expected, Care management and practice, such as how practitioners interpret their 
role, and their sense of skill and effectiveness. Community-based roles are of 
particular interest in relation to a more decentralised Delivery model as intervention 
and the potential for expanding Access to services as an outcome.  

• Health workforce – Training and skills development: How education and training of 
the health workforce is implemented and its impact on Care management and 
practice is a major area of research, along with the link to Effectiveness of treatment.  

 
See Annexure E for an example article for this cluster. 
     
 
 
A large body of research work considers how health systems research is done, and how it is 
adopted (or not adopted) by policy actors as part of public health decision-making 
processes.  
 
Importantly, many reviews are aim to identify research gaps (topics and method) in a 
specific field and are likely to contribute a large portion of these types of articles.  
 
These objectives are reflected in the number of articles looking at Research and knowledge 
translation as an intervention only, i.e. without considering a potential impact on one of the 
listed outcomes. The spectrum of articles included in the Research and knowledge 
translation intervention is broad and ranges from more typical academic qualitative and 
quantitative research studies, to more closely policy-linked health technology assessments 
(HTA) and monitoring and evaluation (M&E) practices – although there are separate 
categories for these in the data collection tool and evidence map, there does tend to be 
significant overlap with Health systems M&E/ indicators and Technology assessment 
interventions only both showing a high count of articles. 
 

Roles, structure, training and skills development impact on effectiveness and care 
practice 

Research and knowledge translation practices, and M&E 
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The review articles in this cluster often compare a series of studies to ‘industry’ standards 
and benchmarks for how research (and reviews) should be performed and associated 
quality. Examples of these standards include Grading of Recommendations Assessment, 
Development and Evaluation (GRADE)72 for systematic reviews or the NICE guidelines for 
HTAs73. See Annexure E for an example article for this cluster, including a review of M&E 
tools assessed in other studies and a traditional research gap analysis. These articles may 
also look at how researchers have communicated their research findings to the wider public 
or how they have engaged with policy actors, such as through the development of policy 
briefs or via institutionalised policy platforms. As a result, there is a likely link between the 
articles in this intervention and a relatively small but not insignificant number of articles in the 
Decision-making approach/ methods intervention under Leadership and governance.  
 
Additional filtering and review may be needed to isolate articles that have been classified in 
this intervention because they include a research gap analysis (which most review articles 
do) from those that are explicitly focused on research and knowledge translation methods.  
 
 
 
 
*In the data extraction process for this project, there was some overlap in how health 
education, promotion and/ or communication was classified as an intervention. For some 
evidence extractors, Demand/ utilisation of care was selected under Service delivery given 
that this intervention is concerned with how demand for care is stimulated or encouraged 
Demand/ utilisation stimulation overlaps with communication but also other mechanisms 
such as Subsidies/ protection for the vulnerable under which incentives for adherence may 
be included. For other evidence extractors, the Other category was selected under 
Information and noted as Health communication, education and promotion (as a new 
consolidated term in the updated policy framework). For this reason, it is seen as 
appropriate to consider both of these interventions together as a high frequency cluster 
(110+) as they have effectively become one intervention, although additional, detailed 
analysis may be performed to better isolate possible differences. 
 
For these two interventions there is significant interest in their impact on Adherence/ 
utilisation as a start. How public health messaging is constructed and delivered is seen as 
critical for prevention of both communicable and non-communicable diseases, with a large 
amount of work from the African continent and other developing countries looking at HIV/ 
AIDS behaviour-related communication; but also how reluctance to consult a physician or 
start treatment may be overcome by changing perceptions and stigmas related to various 
diseases and conditions. Ultimately, in the case of positive diagnosis, treatment 

 
 
72 https://www.gradeworkinggroup.org/ 
73 https://www.nice.org.uk/process/pmg19/chapter/acknowledgements  

Health communication and demand/ utilisation of care impact on effectiveness and 
adherence/ utilisation* 
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Effectiveness (and Health outcomes) depends on patient adherence with a regime of clinic 
or hospital visits and medicine use, such as for TB, and so much of the research also 
explores this issue. See Annexure E for an example article for this cluster. 
 
6.1.2 Medium-High Frequency Clusters (70 – 110) 
 
 
 
 
The large number of review articles exploring the impact of IT applications and infrastructure 
on several outcomes is closely associated with Health communication, education and 
promotion and Demand/ utilisation of care, largely due to interest in m-Health and the 
Internet as a way for delivering public health messaging. And so, IT applications and 
infrastructure is linked to similar outcomes of Adherence/ utilisation and Effectiveness (and 
Health outcomes). See Annexure E for an example article for this cluster. 
 
However, there is another significant association for IT applications and infrastructure with 
Care management and practice, largely because of interest in the impact of IT on how care 
is performed (such as through remote consultation via tele or m-Health applications) and 
how management and clinical decisions are being made (such as through the use of data 
and decision-support systems).  
  
 
 
How care is managed and done is a major issue, and involves a number of related topics 
such as the development and use of treatment guidelines, as well as medicine (e.g. 
prescribing practices) and technology. As a result, for this intervention there are likely to be 
links to the intervention on Use incl. guidelines and training under Medical products, 
vaccines and technology. As may be expected there is a strong associated with Care 
management and practice as an outcome, and also with treatment Effectiveness. See 
Annexure E for an example article for this cluster. 
 
Moreover, as noted above, there is strong interest in how IT applications and infrastructure 
influence Care management and practice, which has some overlap with Care management 
and protocols as an intervention. As there is growth in IT-related research, is it likely there 
will be continued interest in how this affects care activities as both intervention and outcome. 
 
From a mapping perspective, the classification of review articles into this category is very 
often as a secondary or tertiary intervention component. For example, m-Health 
interventions typically involve some changes to care practices and management, and hence 
articles are classified in this intervention together with the primary intervention which would 
be IT applications and infrastructure.  

IT applications impact on adherence/ utilisation and effectiveness – as well as care 
management and practice 

Care management and protocols impact on effectiveness and care practice 
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A substantial number of review articles looked at Care management and practice as an 
outcome only. This finding is a result of the widespread and ongoing interest in changing or 
expanding roles (such as of nurses and community health workers), skill levels, supervision 
and performance management arrangements, emigration, motivation levels, poor health and 
safety risks for the workforce itself - a common concern for South Africa. There is also 
interest in emerging issues such as whether immigrants are finding that care is sufficiently 
culturally sensitive, including being able to address language and gender differences; an 
important research issue in some of the developed countries included in the data extraction. 
See Annexure E for an example article for this cluster. 
 
 
 
For developing country research, Access to and Adherence/ utilisation of healthcare 
services is a major concern as an outcome only. A large number of studies investigate the 
availability of basic services for different (often marginalised) population groups, and these 
studies may also explore specific barriers to access such as transport distances and costs to 
the nearest health facility. For some groups there are more specific nuances that review 
articles look to diagnose, such as for maternal care, where men’s attitudes may have an 
influence on women being able to access care. See Annexure E for an example article for 
this cluster. 
 
 
 
Finally, there the Evidence Heat Map shows a large number of articles looking at Health 
outcomes. Typically, these studies are considering the prevalence of a certain disease or 
condition globally or in a specific region. During the screening and data extraction there was 
some uncertainty about whether these types of studies were relevant to the mapping 
process. As far as possible, the screening sought to include only articles that had some 
relevance to how the health system would need to operate and possible changes that could 
be needed going forward. For example, significant disparities in health outcomes for certain 
population groups or regions can help inform the design of targeted interventions; so too for 
the emergence of new disease categories. Due to the broad nature of this outcome, the 
search and screening process may need additional clarification about the objective of this 
outcome going forward, along with a more in-depth review and updates to the search, 
collection and data extraction steps. See Annexure E for an example article for this cluster. 
 
 
 

Care management and practice as outcome 

Access and utilisation as outcome 

Health outcomes 
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6.1.3 Medium-Low Frequency Clusters (30-80, selected clusters only) 
 
 
 
Although relatively low in terms of article count, there is a substantial clustering of articles in 
the Financing interventions category related to Funding and risk pooling models, Subsidies/ 
protection for the vulnerable and Procurement. All three of these have strong association 
with Access, Adherence/ utilisation, Effectiveness, Health outcome levels and Financing 
from an equity and coverage perspective. 
 
These three interventions confirm what the WHO sees as the main components or activities 
of financing introduced in the earlier definitions as ‘(1) collection of revenues – from 
households, companies or external agencies; the (2) pooling of pre-paid revenues in ways 
that allow risks to be shared – including decisions on benefit coverage and entitlement; and 
(3) purchasing, or the process by which interventions are selected and services are paid for 
or providers are paid.’74 In this Evidence Map, though, there is a more explicit interest in 
mechanisms for subsidising and protecting vulnerable groups from financial shocks 
associated with care (or not being able to access care due to financial limitations). 
Specifically, the Subsidies/ protection for the vulnerable intervention includes material 
related to targeted vouchers or subsidies to access health services, as well as broader 
social protection mechanisms such as ‘conditional cash transfers’ which may be used for a 
broader spectrum of activities which ultimately impact health outcomes. See Annexure E for 
an example article for this cluster. 
 
Clearly there is a strong interest in whether financing arrangements ensure more people can 
access care (Access), whether they stay on care (Adherence/ utilisation) which ultimately 
leads to effective treatment and improved outcomes. 
 
Procurement and the purchasing of services is mainly concerned with the models by which 
providers are contracted and reimbursed. There has been emerging interest in performance-
based contracting and payment (such as pay-for-performance) as well as the mechanics of 
public-private partnerships, with a likely dual classification of Procurement articles with the 
Performance and Partnerships incl. public-private interventions under Leadership and 
governance. Procurement is also closely linked to remuneration of practitioners, and 
therefore has likely links to Performance management as intervention under Health 
workforce as well as Care management and practice as outcome. 
 
 
 
 

 
 
74 WHO. 2007. p.21. Emphasis and numbering added. 

Financing impact on access, financial equity, utilisation and effectiveness 
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Another smaller but also significant clustering takes place around the use and safety of 
medical products, vaccines and technology. Specifically, interventions related to Safety 
mechanisms and Use incl. guidelines and training are associated with Effectiveness and 
Safety under Quality, as expected. Here, much of the concern is with potential adverse 
effects from incorrect use of medication, as well limited effectiveness due to incorrect 
prescribing practices and associated anti-microbial resistance (AMR). 
 
There is a particularly strong association between guidelines and Adherence/ utilisation. The 
reason for this is the concern, again in relation to diseases such as TB, for how medication 
is prescribed or administered and adherence by patients. See Annexure E for an example 
article for this cluster. 
 
 
 
For Infrastructure and facilities classification, there is some uncertainty about what is 
included or excluded from this intervention, and a possibility of over-classification. For 
example, an intervention related to the integration of care between clinic and hospital may 
be seen as a ‘facility’-based intervention. 
 
Nonetheless, as noted earlier, a relatively strong concern for developing countries relates to 
the Access to physical healthcare Infrastructure and facilities, usually because of long 
distances to the nearest clinic or hospital. Part of this concern is an interest in how patients 
are being transported between facilities as part of referral processes. Another important 
relationship related to facilities is the impact on Care management and practice – probably 
as it relates to the working environment for healthcare providers - as well as on the 
Effectiveness of treatment, probably through improved Access noted above (by having a 
facility located more closely to patients), but possibly also via improved working conditions 
for the workforce. 
 
As noted earlier, additional focus is needed on COVID-related themes and it is likely that 
more attention is going to be paid to whether facility design supports social distancing and 
workforce safety and health as example outcomes. 
 
 
 
Under Leadership and governance, a significant amount of work emerged around the 
Decision-making approach/ methods used by policy actors and healthcare managers. The 
review articles in this area have some association with the Research and knowledge 
translation intervention, as part of a broader interest in the role of evidence-informed 
decision-making, but also broader topics such as consultation with communities and the 

Use and safety of medical products, vaccines and technology 

Infrastructure and facilities access and effectiveness 

Decision-making approach/ methods 
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health workforce. There appears to be a number of articles concerned with the approach as 
an intervention only, whilst the other strong association is with Care management and 
practice as an outcome – which would be expected given that both the intervention and 
outcome are concerned with management methods.   
 
6.1.4 Low Frequency Clusters (less than 30, selected clusters only) 
 
 
 
 
Ensuring the availability of medical products and vaccines through Supply chain and 
logistics, Procurement, Research and development and Manufacturing interventions seems 
to have received a relatively small amount attention from review articles. Whilst medical 
product and vaccine availability issues have been an ongoing concern for South Africa and 
many developing countries, the recent public and policy attention related to COVID-19 
protective equipment as well as vaccines is likely to increase the amount of research and 
reviews in this area. 
 
 
 
 
 
 
 
 
 

Medical products, medicine and vaccine supply 



 
  
 
 
 
 
 
 
 

Human Sciences Research Council, South Africa | 134 Pretorius Street, Pretoria, South Africa, 0002 
 

DPME HSEB   53 
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Figure 18 Evidence map - heat map (most articles belong to more than one intervention and/ or outcome)
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6.2 HSEB Evidence Types and Sources 
 
As noted earlier in the report, evidence type and source information was captured during the 
extraction process. Analysing the evidence type data, we can see that the large majority of 
articles sourced were ‘Systematic review without meta-analysis’. These types of evidence 
typically involve a narrative synthesis of findings as quantitative data from articles cannot be 
pooled for meta-analysis. This finding does suggest that whilst there is a substantial amount 
of research, the impact of interventions on outcomes may not be easily compared across 
studies due to differences in methodology or context. It is also important to note that a 
substantial number of literature review articles were included at the fuzzy inclusion boundary 
discussed earlier.     
 

 
Figure 19 Number of articles by evidence type (some articles may belong to more than one evidence type) 

 
The data on evidence source has not been reviewed in detail so should be read with more 
caution than that on evidence types. Nonetheless, we see an expected dominance of 
‘University or public research organisation’ as article contributor. 



 
  
 
 
 
 
 
 
 

Human Sciences Research Council, South Africa | 134 Pretorius Street, Pretoria, South Africa, 0002 
 

DPME HSEB   56 
 

 
Figure 20 Number of articles by evidence source (many articles have more than one source) 
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7 LESSONS AND RECOMMENDATIONS 

 
Based on the HSEB project, a number of lessons and recommendations have been 
identified: 
 

1. Evidence clusters and gaps: The map analysis has highlighted clusters of review 
evidence in certain areas, such as service delivery models and the health workforce, 
as well as relatively low numbers of review articles in areas that are important to the 
current South African and COVID-19 policy context, such as financing, procurement 
and the manufacturing of pharmaceuticals. Further investigation may be needed into 
the availability of primary studies in these gaps to assess the extent and quality of 
research. 

2. Quality of articles and critical appraisal: The Evidence Base that has been 
developed is a broad collection of research with a relatively large count of articles in 
each intervention and/or outcome when compared to other Evidence Maps – even 
for health systems research. This count is largely because of the relatively inclusive 
classification approach, discussed in the next bullet point, as well as the lack of 
critical appraisal. As a result, we may expect the number of articles to reduce 
significantly once critical appraisal is conducted. 

3. Parsimony of the Evidence Map: During data extraction, articles were often 
classified into multiple interventions and outcomes of varying importance. For 
example, an intervention looking at the impact on m-Health on treatment adherence 
may also make reference to changes in care management practice as a secondary 
or tertiary outcome. As a result, Evidence Map users may find that the relevance of 
articles is not always clear, especially when they speak to (and have been classified 
according to) a variety of secondary and tertiary interventions and outcomes. As this 
project did not proceed to a critical appraisal stage, refining the classification may be 
an activity that can be performed when appraisal takes place. 

4. Social determinants of health: A decision was made to exclude interventions that 
focused on the social determinants of health. Nonetheless, many review articles, 
such as those that explore community-based interventions or broader social 
protection financing instruments, inherently touch on social determinants of health. 
Going forward, the relationship with, and relevance of, this broader body of work will 
need to be reflected on more carefully.   
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ANNEXURE A: INCLUSION AND EXCLUSION CRITERIA 
 

 
Figure 21 Inclusion and exclusion criteria 

Country and region inclusion (Abstract) - CORE: South Africa| Nigeria| Egypt| Algeria| Morocco| Kenya| Angola |Ethiopia |Ghana |Tanzania 
|Congo|Zambia|Zimbabwe|Rwanda|Uganda|Brazil|Russia|India|China|Thailand|Taiwan|Canada|Sweden|United 
Kingdom|UK|Britain|France|Chile|Mexico|Costa Rica|Cuba|SADC|Southern Africa|ECOWAS|West Africa|East Africa|BRIC|South-East
Asia|ASEAN|Central America|South America|Latin America|Sahara|Africa|LMIC|middle income|middle-income|developing
count*|Gauteng|Western Cape|Eastern Cape|Mpumalanga|Limpopo|KwaZulu Natal|Free State|North West Province|Northwest
Province|North-West Province|KwaZulu-Natal|Kwa Zulu Natal|KZN

Country and region inclusion (Abstract) – CORE+: CORE | Additional countries in CORE category classifications e.g. Pakistan = developing country

Country and region inclusion (Abstract) - EXCLUDED: Studies of migrants from developing countries in excluded countries

CORE

Date range inclusion - CORE: 01/01/2000 – 01/06/2020

Date range inclusion – CORE+: CORE

Date range inclusion – EXCLUDED: Other dates

Study type inclusion - CORE: systematic review with/ without meta-analysis | scoping 
review | evidence gap map | meta-analysis | rapid evidence assessment | research 
synthesis 

Study type inclusion – CORE+: CORE | SA-oriented comprehensive literature reviews | 
primary studies incorporating systematic or comprehensive literature review | expert 
or inter-governmental forum reviews and reports

Study type inclusion – EXCLUDED: primary studies | policy analysis | theoretical or 
conceptual discussions | opinion pieces | blogs and news articles 

Health system inclusion - CORE: 
Interventions: Leadership and governance | Health workforce (i.e. human resources) | Health 
financing | Medical products, vaccines and technology (incl. pharmaceuticals and med-tech 
research, approval, procurement, supply and use/ safety) | Service Delivery (incl. facilities, 
delivery models with community health workers/ PPPs, quality) | Information (incl. research, 
information technology, communication/ health promotion)
Outcomes: Quality (incl. timeliness, effectiveness, responsiveness, safety) | Equity and universal 
coverage (incl. access and financial risk protection) | Efficiency (incl. allocative and technical 
efficiency) | Capability and accountability (incl. skilled workforce, performance accountability, 
integrity) | Health outcomes (incl. mortality, morbidity, quality of life, NCDs)

Health system inclusion – CORE+: CORE | socio-economic determinants of health related to 
health system functioning | condition or treatment-specific interventions and outcomes with 
system relevance

Health system inclusion – EXCLUDED: socio-economic determinants of health related to health 
outcomes | condition or treatment-specific interventions and outcomes with limited/ no system 
relevance

CORE+

EXCLUDED

Health system 
interventions 
and outcomes

Countries and 
regions

Date range

Study types



 
  
 
 
 
 
 
 
 

Human Sciences Research Council, South Africa | 134 Pretorius Street, Pretoria, South Africa, 0002 
 

DPME HSEB   59 
 

ANNEXURE B: EVIDENCE SOURCING APPROACH 

 
Figure 22 Evidence sourcing approach 

Seed/ pearl references
1. Cochrane Library Reviews 
2. MEDLINE Systematic Reviews
3. McMaster Health Systems Evidence 

Systematic Reviews 

Public research databases
1. PubMed reviews (incl. MEDLINE, Cochrane)
2. Scopus reviews (incl. partial EMBASE) 
3. EBSCO reviews
4. Review databases: 3ie, Campbell, Prospero, EPPI [return]
5. Others: e.g. via ELDIS

SA-specific public research databases

1. SA ePublications
2. Research institutions: e.g. MRC, HSRC, HST

Commissioned research
1. WHO IRIS [return]
2. World Bank, OECD, UN [return]
3. DPME and other govt evaluations, studies 

and reports 

Evidence gap map
Systematic 
review with 

meta-analysis

Scoping review

Literature review

Systematic 
review without 
meta-analysis

Meta-analysis (not systematic review) Evidence summary or guide

Rapid evidence assessment
Policy brief

Primary studies 
incl. evaluations 

and reports

Expert analysis/ synthesis
1. Expert policy submissions
2. Evidence and policy review papers and 

chapters
3. Other evidence databases & platforms

Review of reviews
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ANNEXURE C: PRISMA FLOW DIAGRAM 

 
Figure 23 PRISMA Flow Diagram 

Records identified through database searching 
(n =  52605)

Study type: Review | Geography: All | Population: All | Date range: 2000 - 2020 

Additional records identified 
through other sources

(n =  0)

Titles/ abstracts screened
(n =  5150)

Records excluded
(n =   2669)

Full-text articles excluded, with 
reasons

(n =  565)
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Records after abstract country filter added
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Study type: Review | Geography: Target countries | Population: All | Date range: 2000 - 2020 

2481

Records after duplicates removed
(n =   5150)

Studies included in evidence base
(n = 1695)

Studies included in evidence map
(n =  TBC)

Full-text articles assessed for 
eligibility & summarised
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Full-text articles screened
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ANNEXURE D: DATA EXTRACTION TOOL – SAMPLE PAGES 
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Figure 24 Selected pages from data extraction tool 
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ANNEXURE E: SAMPLE ARTICLE FRONT PAGES FROM CLUSTERS 

 
Delivery Model and Effectiveness 
 
https://pubmed.ncbi.nlm.nih.gov/21813923/  
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https://pubmed.ncbi.nlm.nih.gov/32321610/  
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Roles, Structure, Training, Skills Development and Effectiveness 
 
https://pubmed.ncbi.nlm.nih.gov/31670215/  

 
 
  



 
  
 
 
 
 
 
 
 

Human Sciences Research Council, South Africa | 134 Pretorius Street, Pretoria, South Africa, 0002 
 

DPME HSEB   68 
 

https://pubmed.ncbi.nlm.nih.gov/22546595/  
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https://pubmed.ncbi.nlm.nih.gov/30068356/ 
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Research and Knowledge Translation Practices and M&E 
 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4421835/  
 

 
 
https://pubmed.ncbi.nlm.nih.gov/31023255/ 
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Health Communication and Impact on Adherence/ Utilisation 
 
https://pubmed.ncbi.nlm.nih.gov/19956160/ 
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IT Applications Impact on Adherence/ Utilisation 
 
https://pubmed.ncbi.nlm.nih.gov/28978495/  
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Care Management and Protocols Impact on Effectiveness and Care Practice 
 
https://pubmed.ncbi.nlm.nih.gov/25093720/ 
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Care Management and Practice as Outcome 
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Access and Utilisation as Outcome 
 
https://pubmed.ncbi.nlm.nih.gov/28587676/  
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Health Outcomes 
 
https://pubmed.ncbi.nlm.nih.gov/21808506/ 
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Financing Impact on Effectiveness and Health Outcomes 
 
https://pubmed.ncbi.nlm.nih.gov/21491414/ 
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https://pubmed.ncbi.nlm.nih.gov/24898173/ 
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Use and Safety of Medical Products, Vaccines and Technology 
 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4562676/ 
 

 
 
 
 


