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Abstract

Background Universal health coverage (UHC) is central to the global health agenda. South Africa is in the process of devel-
oping a single financing system for UHC through a National Health Insurance (NHI). The NHI Act legislates the establish-
ment of a health technology assessment (HTA) body to develop and, over time, add to an explicit package of health services
funded by the NHI. This study aims to identify data that is publicly available for conducting HTA using the South African
Values and Ethics for Universal Health Coverage (SAVE-UHC) framework.

Methods A targeted literature review was conducted to identify data sources for conducting HTA using the SAVE-UHC
framework. The SAVE-UHC lists 12 domains that can be used to conduct HTA. We searched for published literature on
PubMed using the following search terms: ‘South Africa’, ‘healthcare’, ‘data sources’, ‘databases’ and ‘evidence’ in the Title/
Abstract fields. We also used our experience in the field to search for existing data from local and international organisations.
We then mapped the data sources to the SAVE-UHC domains.

Results South Africa has some data to conduct HTA using the SAVE-UHC domains. Data for six of the domains (burden
of disease, harms and benefits, cost effectiveness, budget impact, personal financial impact and equity) is available from
local and international databases. Some data for the domain ‘system factors and constraints’ is available from the Office of
Health Standards Compliance and the Human Resource Strategy for Health. Data on the five remaining domains (respect
and dignity, solidarity and social cohesion, impact on personal relationships, impact on safety and security and ease of suf-
fering) is limited.

Conclusion There are a number of data sources available to inform health technology assessment in South Africa. However,
the data sources available only measure some of the value elements in the SAVE-UHC framework. Thus, South Africa needs
to invest in healthcare data collection and management under the NHI to ensure healthcare decisions are made using relevant
and recent evidence.
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Key Points for Decision Makers

South Africa is in the process of institutionalising health
technology assessment, yet it is not clear what data are
available to inform the process.

The review shows that some data exist from local and
international organisations that can be used for health
technology assessment.

There is, however, a need to invest in more data collec-
tion and management under the National Health Insur-
ance to ensure that decisions are informed by relevant
and recent data.

1 Background

Achievement of Universal Health Coverage (UHC) is central
to the global health agenda. South Africa aims to achieve
UHC through a National Health Insurance (NHI) system.
The NHI is a single-payer financing system that aims to pro-
vide quality, affordable personal services to all South Afri-
cans, regardless of their socioeconomic status [1]. According
to the NHI Act of 2023, funding of services will be based on
the existence of cost-effectiveness evidence as determined
by health technology assessment (HTA) [2].

The NHI Act legislates the establishment of an HTA
body to develop and, over time, add to an explicit package
of health services. HTA is a systematic process for evaluat-
ing the properties, effects and impact of health technologies
including medicines, devices, as well as procedures for the
purpose of informing decision making in health [3, 4]. The
idea behind HTA is to inform the adoption of health tech-
nologies that satisfy various pre-determined criteria such as
cost effectiveness, clinical efficacy, safety, as well as moral
and ethical considerations, among others [5].

The adoption of HTA for use in decision making can be
traced back to 1976 following the first publication on the
subject by United States Office of Technology Assessment
(OTA) [6]. The use of HTA has since spread to Europe,
Asia, and Latin America, with the support mainly of inter-
national bodies such as the World Health Organization and
the World Bank [7-10]. While HTA is well established in
high-income countries, HTA remains intangible in many
low- and middle-income countries. In sub-Saharan Africa,
the establishment of HTA has struggled to gain traction,
due to the dearth of skills, low awareness of HTA and lack
of data and evidence [11]. While efforts are being made to
institutionalise HTA in various parts of sub-Saharan Africa
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such as Kenya, Ghana [12] and South Africa [13], avail-
ability of data remains an issue of concern for researchers
and policymakers. In Ghana, a study by Hollingworth et al.
has shown that while data for some domains for conducting
HTA exist, the data vary in extent and quality [14]. Similarly
in Kenya, the availability of quality data, HTA methods and
process guidelines have been identified as barriers to full
implementation of HTA processes [15, 16].

The availability of data for populating HTA models has a
direct bearing on the outcome of analyses. Without data or
a clear understanding of which data exist, and the reliability
thereof, HTA processes could be undermined, leading to
suboptimal resource allocation and consequently below-par
health outcomes. This study therefore aims to comprehen-
sively identify, explore, and evaluate data that are publicly
available for conducting HTA in South Africa.

2 Methods

A targeted literature review was conducted to identify data
sources for measuring different domains in HTA. Our HTA
domains were based on the South African Ethics and Val-
ues for Universal Coverage (SAVE-UHC) framework. The
SAVE-UHC framework was developed by a multidiscipli-
nary team of experts in South Africa to guide priority set-
ting and the allocation of scarce healthcare resources [17].
The framework sought to transcend beyond the traditional
domains of cost effectiveness, burden of disease, health
gains, and budget impact, to include equity, respect and
dignity, personal financial impact, personal relationships,
safety and security, ease of suffering, social cohesion and
solidarity. We started by first identifying the data needs for
measuring the SAVE-UHC framework. For this we relied
on the SAVE-UHC domain definitions [17], and the work
done by Murphy et al. [18]. Table 1 shows the SAVE-UHC
domains, and the key data needed to measure each one.

2.1 Literature Search Methods

We employed a targeted literature review to ascertain the
most relevant and useful data sources to measure each of
the SAVE-UHC domains. A targeted review was consid-
ered appropriate given the need to identify policy-relevant
evidence and grey literature. We searched for published lit-
erature (between September and October 2025) on PubMed
using the following search terms: ‘South Africa’, ‘health-
care’, ‘data sources’, ‘data bases’, ‘cost-effectiveness’ and
‘evidence’ in the Title/Abstract fields. Articles were included
if they contained relevant data sources or databases which
could be useful for decision making in South Africa. Arti-
cles were excluded if they did not provide any data sources
or databases which could be used in further research on
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Table 1 SAVE-UHC domains and the relevant data required

SAVE-UHC domains

Key data needed

Burden of the health condition—provides information on scale, severity, and distribu- Incidence and prevalence rates

tion regarding who is affected by the health issue with respect to age, sex, geographi-

cal location, and other population characteristics

Mortality rates

Population affected

Disease severity indicator
Preventable cases

Rarity/unmet need indicator
Population distribution of health

Expected health benefits and harms—information about the intervention, evidence of Clinical effectiveness

its effectiveness, and size and duration of health improvement(s) as well as any harms

or side effects, based on international and local studies

Cost effectiveness—information about the additional cost per output

Risk reduction
Health-related quality of life
Adverse events

Direct cost

Indirect cost

Effectiveness

Budget impact—information about the total cost for the payer to cover the intervention Target population

Equity—information about an intervention may promote equitable distribution of

resources

Respect and dignity—information about ways an intervention may either positively or

Resource use and utilisation

Unit costs

Socio-demographic data

Disease burden by subgroup

Coverage

Distribution of health gains and financial protection

Patient experience

negatively affect people’s experience of self-respect, dignity and personal identity and/ Cultural and religious appropriateness
or their opportunities to make meaningful decisions about their wellbeing in line with

their personal values, beliefs and life plans

Personal financial impact—information about how much people may have to pay out

Out-of-pocket payments

of pocket to receive care, and ways in which health interventions may reduce financial Productivity loss

hardship by enabling people to work and earn income

Financial risk protection through insurance
Catastrophic health expenditure averted

Impact on personal relationships—information about how an intervention may impact Social function measure

on important personal relationships, for better or worse

Ease of suffering—information about any benefits, beyond what is counted in the

health benefits section, that relate to easing pain and suffering

Impact on safety and security—information about whether covering a given health

Reduction in physical or emotional pain levels

Exposure to unsafe environments

intervention has any considerations that relate to people’s exposure to unsafe environ-

ments or dangerous encounters

Solidarity and social cohesion—information about whether an intervention has the

potential to unify people within a society or drive them apart

System factors and constraints—factors such as relevant health facilities, healthcare
worker capacity and availability, medical equipment and supplies, and other broader

Coverage of marginalised groups

Social cohesion indicator

Facility readiness and availability of essential supplies
Workforce capacity and training

systems factors, such as access to electricity, oxygen, inadequate or unreliable internet Supply chain alignment

connectivity, clean water, transportation and road infrastructure

Sources: Blaauw et al. [17] and Murphy et al. [18]

health in South Africa. Further searches were conducted on
Google using ‘cost-effectiveness’, ‘economic evaluation’,
and ‘budget-impact analysis’ as search strategies. No date
restriction was applied but only articles in English were
considered. Grey literature searches were conducted with
the following prompt: ‘Health related data sources in South
Africa’. Grey literature sources included government reports,
institutional websites, and international data platforms. Each
data source, research article and website was assessed for
relevance and was only included if the site provided any data
which could be used in research or had been used in research

in South Africa. Two researchers (junior—CH and senior—
ET) undertook data collection. The senior researcher further
assessed the suitability of inclusion for each data source or
database. Given the exploratory and policy-oriented nature
of the study, selection was purposive and iterative, prioritis-
ing relevance to HTA decision making.

2.2 Data Extraction and Synthesis

Data extraction tables were generated in Microsoft Excel to
record the data sources. In the first table, data sources known
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to the authors based on previous work was recorded. In this
table, the data name, source, collection dates, type of data
collected, population, accessibility and website links were
recorded. In the second table, databases and sources were
captured based on Google searches. Similar to the first table,
data name, source, collection dates, type of data collected,
population, accessibility and website links were recorded.
In the third table, data sources from research articles were
recorded. In this table, the article type, year of publication,
type of data collected, data source, population, website link,
data accessibility, and availability were recorded. This was
followed by a synthesis of the data availability and mapping
against the SAVE-UHC framework domains.

3 Results

The results of our targeted review for relevant data sources
for the SAVE-UHC framework are summarised in Fig. 1
and Table 2. Figure 1 summarises the data sources for each

To be collected Solidarity &
Social
Cohesion

personal

To be collected LR

SAVE-UHC domain. Table 1 summarises the key data
needed, data sources, institution that produces the data, the
methods for collecting the data and frequency, data avail-
ability, and the website where the data is stored.

3.1 Burden of the Health Condition

The SAVE-UHC states that the ‘burden of the health condi-
tion’ domain provides information on the scale and severity
of a health condition by age, sex, and geographical loca-
tion. We identified the Global Burden of Disease (GBD)
database, the WHO Global Health Observatory (GHO),
the General Household Survey (GHS), the South African
Medical Research Council (SAMRC), and the South Afri-
can Demographic Health Survey (SADHS) as possible data
sources. The GBD database by the Institution for Health
Metrics and Evaluation IHME) provides data (incidence,
prevalence, mortality) on the burden of diseases, injuries and
risk factors by different countries, including South Africa.
The database allows filtering of the indicator by different age

RCT, systematic reviews,
GBD

Equity

To be collected

Fig. 1 Linking South African Values and Ethics for Universal Health
Coverage (SAVE-UHC) framework with data sources. DHB District
Health Barometer, DHIS District Health Information System, GBD
global burden of disease, GHCEAR Global Health Cost Effectiveness
Analysis Registry, GHS General Household Survey, HRSH Human
Resource Strategy for Health, /ES Income and Expenditure Survey,
LCS Living Conditions Survey, MHPL Master Health Product List
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UPFS, MPR, MHPL, WHO-
CHOICE, Patient surveys, RCT,
Systematic reviews, GBD,
GHCEAR, LCS, IES, published
studies

Budget
impact UPFS, MPR, MHPL, WHO-

CHOICE, DHIS, GHS, DHB,
primary data collection

GHS, DHIS, NIDS,
SADHS, IES, DHB, IES,
LCS

ae—"

MPR Medicine Price List, NIDS National Income Dynamics Study,
OHSC Office of Health Standards Compliance, RCT randomised
control trial, SADHS South African Demographic Health Survey,
SAMRC South African Medical Research Council, UPFS Uniform
Patient Fee System, WHO-CHOICE World Health Organization—
Choosing Interventions that are Cost-Effective, WHO-GHO World
Health Organization—Global Health Observatory
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https://ghdx.healthdata.org/record/ihme-data/gbd-2019-disability-weights
https://ghdx.healthdata.org/record/ihme-data/gbd-2019-disability-weights
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https://ghdx.healthdata.org/record/ihme-data/gbd-2019-disability-weights
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groups. The GHO was also identified as a possible source of
leading causes of death, incidence data, and mortality data
by different age groups. Locally, surveys (GHS, SADHS) by
Statistics South Africa (Stats SA) were identified as possible
sources of self-reported prevalence of different conditions.
The GHS, which is conducted annually, provides data on
individuals’ self-reported illnesses and chronic conditions.
The SADHS, which was last conducted in 2016, also pro-
vides self-reported health conditions. Data from these sur-
veys is available on the University of Cape Town’s DataFirst
open portal. The SAMRC also collects data on population
health and socioeconomic data including vitals events such
as births and deaths and cause of deaths. The mortality and
causes of death reports by Stats SA and SAMRC were also
identified as a source of data on mortality by gender and
different age groups in South Africa [19].

Local data on positive
and caring attitudes,
patient safety and
security, cleanliness,
availability of medi-
cines and supplies,
waiting times

Notes

Data availability
Available online

3.2 Health Benefits and Harms

https://www.hst.org.
za/publications/
HST%20Publicat
ions/NHFA_webre
ady_0.pdf

Website

This domain provides information about the effectiveness,
size, and duration of health improvements and harms and
or side effects of an intervention. We identified randomised
controlled trials (RCT), systematic reviews, and other pub-
lished studies as possible sources of effectiveness data.
For this we identified ClinicalTrials.gov and the Cochrane
Library as possible sources of RCT and systematic reviews
respectively. Other published studies that have generated
or used effectiveness data were also identified as possible
sources. To measure benefits such as quality of life, we iden-
tified current published data and new surveys as possible
sources of data.

Collection method
and frequency
2011-2012

3.3 Cost Effectiveness

Institution

NDoH

Health care costs and effectiveness data are required to
measure the cost-effectiveness domain. We identified
different sources for the healthcare costs. The Uniform
Patient Fee Schedule (UPFS), the Master Health Prod-
uct List (MHPL), the Medicine Price Registry (MPR),
and the WHO-CHOICE cost database were identified as
sources of unit cost data for a cost-effectiveness analy-
sis. The UPFS is published by the National Department
of Health (NDoH) and contains tariffs for different ser-
vices such as professional fees and facility fees in the
public sector. The MHPL, also published by the NDoH,
includes price points for products approved for procure-
ment within the public health sector. We also identified
the MPR as a source of unit cost data for pharmaceuti-
cal products not offered in the public sector. Similar to
the harms and benefits domain, ClinicalTrials.gov and
the Cochrane Library were identified as sources for the
effectiveness measure. The Global Burden of Disease dis-
ability weights by IHME was identified as a source of data

Facilities Baseline

National Health Care
Audit

Data source

Facility readiness
and availability of
essential services

Key data
Survey, IHME Institution for Health Metrics and Evaluation, LCS Living Conditions Surveys, MHPL Master Health Product List, MPR Medicine Price Registry, NDoH National Department of

Health, NIDS National Income Dynamics Study, OHSC Office of Health Standards Compliance, OOP out-of-pocket, RCT randomised control trial, SADHS South African Demographic Health
Cape Town, UPFS Uniform Patient Fee System, WHO-CHOICE World Health Organization—Choosing Interventions that are Cost-Effective, WHO-GHO World Health Organization—Global

Survey, SAMRC South African Medical Research Council, SAVE-UHC South African Values and Ethics for Universal Health Coverage, Stats SA Statistics South Africa, UCT University of
Health Observatory

DHB District Health Barometer, DHIS District Health Information System, GBD global burden of disease, GHCEAR Global Health Cost Effectiveness Analysis Registry, GHS General House-
hold Survey, HRSH Human Resource Strategy for Health, HST Health System Trust, HTA health technology assessment, ICMS Ideal Clinic Monitoring System, /ES Income and Expenditure

Table 2 (continued)
SAVE-UHC/HTA-
related domain
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for estimating disability-adjusted life years (DALYSs). For
quality-adjusted life years (QALYSs), we identified Euro-
Qol as a source of data for utility weights from other coun-
tries as utility weights for South Africa do not exist. We
also identified Tufts Medical Centre as a source of data for
published cost-effectiveness studies.

3.4 Budget Impact

Estimating the budget impact of healthcare interventions
requires data on healthcare costs, population under consid-
eration and eligibility, as well as utilisation. For healthcare
costs, similar sources as those of the cost-effectiveness
domain were identified. For population and eligibility, we
identified the district health information system (DHIS) as
a possible source of data on the population currently in need
and the population eligible for intervention. The DHIS by
the NDoH collects data on monthly utilisation of health ser-
vice at the district level. Similar data is analysed and pub-
lished by the Health Systems Trust (as district health barom-
eter) to show overall performance of different districts. The
GHS was also identified as a possible source as it contains
data on self-reported illnesses, which give an indication of
the prevalence rates and their gender differences.

3.5 Equity

The equity domain requires information about how an inter-
vention may promote equitable distribution of resources.
Measuring equity requires sociodemographic data, disease
burden by different subgroups, intervention coverage, and
possible distribution of health gains and financial protec-
tion. For the sociodemographic indicator, we identified the
GHS, the DHIS, National Income Dynamics Study (NIDS),
SADHS, and the Income and Expenditure Survey (IES)
as possible data sources. These sources were identified as
equity requires combining socioeconomic, health, and ser-
vice delivery data across multiple sources. Key equity vari-
ables identified in the GHS included education, employment
status, geography, access to services, and demographics
data. From the NIDS survey, key equity variables include
detailed income and consumption, wealth indicators, edu-
cation, employment dynamics, household composition, and
health variables in a longitudinal format. Similar equity vari-
ables (wealth index, education, geography, gender) are col-
lected in SADHS. The IES, which is conducted every 5-7
years (latest 2022/23), was also identified as a source of data
as it collects household spending data on health. The Living
Conditions Survey (LCS), which collects data on household
consumption, expenditure, and out-of-pocket (OOP) spend-
ing, was also identified as a possible source of data.
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3.6 Respect and Dignity

This domain requires information about ways an intervention
may affect self-respect, dignity, and personal identity. While
we identified surveys as a way of collecting the required
data, no specific data sources were identified for this domain.
Patient group discussions would also be appropriate to dis-
cuss whether an intervention is appropriate considering cul-
tural and religious norms.

3.7 Personal Financial Impact

Information about OOP payments to receive care and the
impact of an intervention on personal finances is required
for the personal financial impact domain. We identified the
IES (2022/23) as a possible source of spending as the survey
collects data on household spending on health. This baseline
data can be used to estimate the impact of a new intervention
if it were to be paid out of pocket.

3.8 Impact on Personal Relationships

The impact on personal relationships domain requires infor-
mation on whether an intervention will worsen or better per-
sonal relationships. No specific data sources were identi-
fied for this domain. This domain will require surveys with
patients as well as caregivers to collect data on the impact
of a specific intervention.

3.9 Ease of Suffering

This domain prompts consideration of interventions that
ease pain and suffering beyond what is offered in the health
package. Key data needed include the intervention’s ability
to reduce physical or emotional pain levels and patients’
reported comfort and relief. This domain will also require
surveys with patients as well as caregivers using instruments
such as the EQ-5D to collect data on specific interventions.

3.10 Impact on Safety and Security

This domain encourages decision makers to assess whether
covering a given health intervention has any considerations
that relate to people’s exposure to unsafe environments or
dangerous encounters. We identified the Routine Inspection
by the Office of Health Standards (OHSC) as sources of
baseline data for this domain.

3.11 Solidarity and Social Cohesion
This domain addresses questions about whether an inter-

vention has the potential to unify people within a society or
drive them apart. No specific data sources were identified.
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Observation could, however, be used to see if interventions
encourage solidarity or social cohesion.

3.12 System Factors and Constraints

The SAVE-UHC framework identifies relevant health facili-
ties, healthcare worker capacity and availability, medical
equipment and supplies, and other broader systems factors,
such as access to electricity, oxygen, inadequate or unreliable
internet connectivity, clean water, transportation, and road
infrastructure as constraints that can hamper the delivery
of an intervention. We identified facility audits and annual
reports as sources of data for some of these indicators. The
National Health Care Facilities Baseline Audit (2011-2012)
provides a baseline assessment of public sector facilities in
South Africa. The audit captures indicators for support ser-
vices (security, cleaning, catering, maintenance, technology
services), bulk supplies (water, electricity, waste removal)
clinical services (e.g., immunisation, contraceptive, cervi-
cal cancer screening), hospital services (cardiology unit,
high care unit, transplant unit), therapeutic services, human
resources, infrastructure, technology, medicine supplies, and
management. The Office of Health Standards Compliance
(OHSC) was also identified as a source of system factors
and constraints as it conducts statutory inspections against
defined norms and standards.

4 Discussion

The results of the targeted review show that some data exist
to measure the HTA domains captured in the SAVE-UHC
framework. The review shows that most of the quantitative
data that is required to assess six of the domains is collected
by different institutions at the local and international level.
At the local level, the SAMRC provides estimates of the
burden of disease in South Africa. The data is, however,
based mainly on modelled estimates, often combining dif-
ferent sources which may underestimate the prevalence of
diseases. Furthermore, estimates are often aggregated and
not stratified by age and sex, limiting their usefulness in
assessment of disease-specific interventions. This is specifi-
cally important when burden-of-disease data is required in
prioritisation of the most prevalent conditions and when esti-
mating affordability of interventions. Reliance on this data
may therefore introduce bias in HTA processes which may
misinform the allocation of limited resources. In the absence
of primary data, however, triangulation with other sources
and sensitivity analyses are recommended.

The national surveys (SADHS, GHS) conducted by Stats
SA were also identified as a source of data for prevalence
of disease. While the SADHS provides best available data
due to the use of biomarkers to test disease, the survey is

conducted every 7 years, limiting the usefulness of such
data in estimating current disease prevalence. For GHS, self-
reporting of disease was identified as a limitation which may
underestimate prevalence. The survey was, however, identi-
fied as useful as it is nationally representative and data is
collected annually. Data from this survey is also accessible
and has been used to conduct research on the cost of hyper-
tension [20] and obesity [21] in South Africa.

At the international level, the IHME provides estimates
of prevalence, incidence, mortality, and DALYs. The IHME
estimates are, however, based on modelling rather than
observed data which reduces their reliability for context-
specific decision making. The use of such data will require
triangulation with nationally representative surveys and local
studies to improve validity of HTA studies. The disability-
adjusted weights generated were identified as useful for con-
ducting HTA as evidenced by local studies that have used the
data to conduct cost-utility analysis [22]. Another source of
data identified was the WHO-GHO, which provides data on
the prevalence and incidence of some diseases. The lack of
consistency and transparency in terms of how prevalence is
derived was identified as a limitation for use in HTA.

For clinical effectiveness measures, systematic reviews
and RCTs from research publication sites such as PubMed,
Cochrane and ClinicalTrials.org were identified as reliable
sources for different interventions. In the absence of local
data, systematic reviews and RCTs are a gold standard for
effectiveness measures due to the reliability of the data col-
lection processes. Local economic evaluation studies have
used such studies as a source of effectiveness data. For out-
come measures, we identified academic literature, IHME and
EuroQol as sources of data for utilities, disability weights,
and utility weights. These data sources have been used to
estimate cost-utility studies on pregnancy grants [22], end-
stage kidney disease [23], and diabetes [24] in South Africa.

For the costing data, UPFS, MHPL, MPR, and WHO-
CHOICE were identified as sources of data for conducting
cost of intervention analysis. The local sources are mostly
published annually while the WHO-CHOICE was published
in 2010, requiring adjustments for current years. The UPFS
and MHPL contain standardised and transparent fee struc-
tures that have been used to estimate the cost of several con-
ditions in South Africa [20, 21, 25, 26]. While international
data can be useful in the absence of local evidence, reliance
on such data may introduce bias and reduce the policy rel-
evance of HTA findings. Locally derived data should there-
fore be prioritised over international data sources where
available.

To estimate the impact of interventions on healthcare
budgets, estimates of the size of the eligible population and
patterns of health service utilisation are required. We identi-
fied the DHIS, GHS, and DHB as key sources for estimat-
ing the budget impact of interventions. The DHIS provides
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detailed, facility-level data on service utilisation while the
DHB synthesises these data to highlight geographic varia-
tion in service delivery. In a study conducted by Thabethe
and Matthews in the Eastern Cape province, quality of the
DHIS data was estimated at 84.9% while internal consist-
ency was valued at 95.1%, demonstrating the high quality of
the data [27]. The GHS was identified as a source of data for
healthcare-seeking behaviour, access to services, and insur-
ance status, which are critical for estimating unmet need.
While these data can be useful, routine data systems such as
the DHIS capture only individuals who access services and
therefore underestimate the true eligible population. These
limitations underscore the need for transparent handling of
uncertainty and a triangulated approach to estimating popu-
lation eligibility and utilisation.

To measure the impact of an intervention on equity, we
identified GHS, NIDS, SADHS, IES, DHIS, and LCS as
sources of baseline data for the distribution of health. Data
from these surveys have been used in several studies in
South Africa. Koch and Thsehla used the GHS to estimate
the impact of diabetes on labour force participation [28]. In a
study to evaluate the distributional impact of South Africa’s
health promotion levy, Saxena et al. [29] and Boachie et al.
[30] used data from NIDS and the NDoH to estimate OOP
payment, income per capita, and labour force participation
rate by income quintile [28].

The SAVE-UHC domains, ‘respect and dignity’, ‘impact
on personal relationships’, ‘ease of suffering’, ‘impact on
safety and security’, and ‘solidarity and social cohesion’ had
limited sources of data. The lack of data for these domains
is not surprising as existing surveys and health information
systems are designed to collect epidemiological, clinical and
financial indicators. In the absence of routinely collected
data, qualitative evidence and stakeholder input should be
considered to complement the other domains. Such data
can also be used in deliberative processes and inform multi-
criteria decision analysis.

For the ‘system factors and constraints’ domain, which
is a cross-cutting domain to ensure the delivery of health
technologies, we identified routine inspections by the Office
of Health Standards Compliance as sources of data. While
these data sources provide baseline performance data on
user rights, clinical support services, facilities and infra-
structure, governance and human resources, the use of such
data without complementary data may lead to overestima-
tion of system readiness and feasibility. This is due to the
fact that such data are collected for compliance rather than
capacity and rely on categorical indicators that may over-
simplify complex service delivery realities. We also identi-
fied the Human Resource Strategy for 2030 as a source of
baseline assessment of human resource for health in South
Africa [31]. The use of the estimates should, however, be
interpreted within context as the estimates may not fully
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capture dynamic workforce availability, productivity, or dis-
tributional inequities at provincial and district levels. It will
be critical that data from this source be triangulated with
other sources to ensure no bias in the estimation of available
resources [14, 26, 32].

Access to some of the data identified also requires per-
mission. While surveys such as GHS, SADHS, NIDS, and
LCS generate valuable data, access is constrained by central-
ised ownership. As a result, researchers may face significant
delays and gaps in accessing timely datasets, undermining
the ability to conduct research.

4.1 Policy Implications

NHI implementation in South Africa relies on the assess-
ment of health technologies to ensure that services that are
adopted meet a set of predetermined criteria. The data chal-
lenges faced by South Africa are not unique. A systematic
review by Suharlim et al. found that lack of local data was
the most frequently cited barrier to HTA implementation
[33]. In Southeast Asia, gaps in local health and economic
data remains a major challenge [34], with Vietnam citing
the lack of local data as a key constraint in conducting HTA
[35]. Even though countries such as Thailand and the Phil-
ippines face similar challenges, this has not deterred them
from conducting HTA. In Thailand, the institutionalisation
of HTA and the adoption of transparent, iterative, and meth-
odologically robust approaches that incorporate multiple
data sources, expert input, and explicit handling of uncer-
tainty have helped build trust in the use of HTA to support
evidence-informed decision making. The experience of
Thailand highlights that the absence of perfect data should
not serve as a reason for delaying HTA. Rather, it highlights
the need for HTA practitioners and policy makers to agree
on the most appropriate data sources to ensure consistency
and to manage uncertainty under imperfect information.
Regarding outcome measures, the lack of utility values
for South Africa needs to be addressed. Current studies that
conduct cost-utility research rely on utility values from other
countries. According to Chootipongchaivat et al., HTA does
not always require locally generated data for all parame-
ters, as evidence from similar settings can be used where
appropriate [36]. For instance, countries such as Indonesia
and Vietnam have borrowed utility values from Thailand to
support economic evaluations. While it is currently recom-
mended that researchers adopt utility values of countries
similar to their own, such values should be adopted with cau-
tion as they may not reflect South African population prefer-
ences. For example, in Africa, the closest country that has
utility values is Zimbabwe, with values that were generated
in the year 2000. It is imperative therefore that the country
derives its own utility values that reflect the population’s
own values. Lessons can be learned from Thailand, where
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the Health Intervention and Technology Program (HITAP)
has conducted research to generate value sets based on
societal preferences of the Thai population. Policymakers
in South Africa would need to support research to generate
these value sets for South Africa [37].

South Africa, through Stats SA, conducts various surveys
that capture data at the individual level. It will be important
for policymakers to make the most out of these surveys and
incorporate additional data that might be needed to opera-
tionalise HTA. In addition, an HTA body would need to
be equipped to conduct additional surveys to collect health
technology-specific data that would not be suitable to col-
lect through the routine surveys. For the system factors and
constraints data, it would be useful for the OHSC to have an
online monitoring system with data that is publicly available
to inform research. To address persistent barriers to data use,
South Africa should establish a centralised data repository
or data access platform with linkages to other platforms. In
Thailand, HITAP developed the Thai national database for
HTA, and a standard cost list for HTA [38].

For policymakers, it is important to note that even though
there might be some gaps, the current data can be used to
conduct HTA. As with other research, there will always be
uncertainty when using data that is sometimes not gener-
ated specifically for the research in question. To address
such uncertainties, researchers have come up with ways to
conduct sensitivity analyses to vary input data and to test
the robustness of models for evaluating interventions. It is
important, therefore, that adoption of HTA not be delayed
due to perceived data challenges.

4.2 Strengths and Limitations

The lack of data has been cited as a hinderance for conduct-
ing economic evaluations and HTA in South Africa and the
rest of the African continent. According to our knowledge,
this is the first study to assess the availability of data for
HTA in South Africa. Our study points policymakers and
researchers to relevant data sources that could be used in
HTA, not only in South Africa but in other countries also as
some of the data sources identified capture data for multiple
countries. We have, however, noted some limitations with
our targeted review. We did not assess the quality of the data
sources; however, we have referenced some literature that
used some of the data sources that we identified.

5 Conclusion

A wide range of data sources are available to inform health
technology assessment in South Africa. However, the data
sources available only measure some of the value elements
in the SAVE-UHC framework. As the country embarks on

institutionalising HTA, it will be critical for policymakers to
develop a strategy to address data gaps to ensure that health-
care decisions are made using relevant and recent evidence.
Such a strategy should be balanced against new data col-
lection, strengthening existing data systems and improving
their usability for HTA to ensure sustainability and value for
money. Parallel to this should be an investment in a modern,
integrated health data infrastructure that improves accessi-
bility while maintaining security and compliance.

Existing challenges should however not deter South
Africa from institutionalising HTA. Experiences from other
countries suggest that HTA can proceed under conditions of
imperfect data, provided that uncertainty is explicitly man-
aged. Standardised methods for data triangulation and the
use of imperfect evidence should therefore be in place to
manage this constraint.

Advancing HTA in South Africa will therefore depend on
strengthening existing data collection platforms and improv-
ing their usability for HTA, investments in new data collec-
tion, and standardising methods for dealing with imperfect
information. This approach will require the participation of
different stakeholders such as policymakers, researchers, as
well as patients.
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