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Abstract

Evidence-informed decision-making is increasingly recognized as essential for health financing reforms. It can improve
effectiveness, equity, and accountability while supporting progress towards Universal Health Coverage (UHC). However, its
integration into decision-making to inform health policy processes remains uneven across different contexts. This review aims
to synthesise the available knowledge on the use of evidence in health financing decision-making, including international
experiences and lessons learned from Cameroon. A scoping review was conducted using the Arksey and O’Malley framework,
later refined by Levac et al. Reporting followed the PRISMA-ScR guidelines. Searches were conducted in PubMed, Scopus, and
Web of Science, as well as in institutional sources such as WHO and the World Bank. Studies published between 2000 and 2025
in English or French were considered. Eligible studies included empirical and conceptual work on the use of evidence in health
financing policies. Data were extracted using a standardized template and analysed thematically. A supplementary analysis of
the case of Cameroon was carried out. Twenty-eight studies were included. The use of evidence appears to be multidimensional,
encompassing quantitative, qualitative and economic data. Four main types of use were identified: instrumental, conceptual,
strategic and interactive. High-income countries showed more institutionalized processes. In contrast, low- and middle-income
countries faced fragmented practices, often influenced by external actors. The main determinants include governance structures,
stakeholder interests, institutional capacities and the political context. Reforms were generally associated with improved access
to care and financial protection, with varying effects on equity and quality. The use of evidence in health financing reforms is
progressing but remains uneven. To accelerate progress towards Universal Health Coverage, policymakers should institutionalize
evidence-informed decision-making. They should also strengthen national health information and financing data systems, invest
in local analytical capacity, and promote transparent multi-stakeholder governance mechanisms. In low- and middle-income
settings, reducing dependency on externally driven agendas and aligning reforms with national priorities will be critical to
achieving equitable, efficient and sustainable health financing outcomes.
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1. Introduction

Over the past few decades, health systems worldwide have
faced growing challenges in resource mobilization, equitable
access to care, and financial sustainability. Against this back-
drop, health financing reforms have emerged as a key strategic
lever for improving the performance of health systems and ad-
vancing towards Universal Health Coverage (UHC) [1]. Re-
cent analyses show that these reforms contribute significantly
to improved health outcomes, particularly in maternal health
in low- and middle-income countries [2]. These reforms en-
compass a wide range of interventions. They include health
insurance schemes, reduced out-of-pocket payments, strategic
purchasing, performance-based financing, and investment in
primary healthcare research and development. Primary
healthcare reforms are seen in particular as a key pillar of
health system transformation [3]. Their role in improving fi-
nancial protection and access to care is now well documented
in the literature [4].

However, these reforms are designed and implemented in
complex environments. Economic constraints, political dy-
namics, and institutional capacities vary across countries [5].
Several recent studies highlight that decision-making in
healthcare is strongly influenced by the multiplicity of stake-
holders and power dynamics within institutions, particularly
at the hospital level [6]. This complexity underscores that de-
cisions regarding healthcare financing are not solely a matter
of technical reasoning, but result from interactions between
stakeholders, institutions and socio-political contexts.

From this perspective, the integration of evidence into de-
cision-making processes (evidence-informed decision-mak-
ing) is increasingly recognised as a key lever for improving
the quality, effectiveness and legitimacy of health policies. In
this study, evidence is broadly defined as all information used
to inform decisions. It includes scientific research, administra-
tive and routine data, and the contextual and experiential
knowledge of stakeholders. This approach reflects the com-
plexity of health decision-making processes, where different
forms of knowledge interact.

The use of scientific, operational, economic, and contextual
data can improve policy choices. It can also optimize resource
allocation and support more effective and sustainable reforms.
Recent work shows that strengthening institutional platforms
dedicated to the use of evidence is a key factor in improving
health decisions [7], whilst international initiatives highlight
the growing role of global partnerships and mechanisms in
promoting evidence-based policies [8]. International
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organisations emphasise the need to establish transparent, in-
clusive and evidence-based decision-making processes to
strengthen the legitimacy of reforms [4, 9].

Nevertheless, despite this normative recognition, the effec-
tive use of evidence in health financing reforms remains une-
ven and often limited. Decisions are guided not only by scien-
tific and operational evidence. They are also shaped by politi-
cal, ideological, institutional, and contextual factors that influ-
ence how evidence is selected, interpreted, and used. [7]. Fur-
thermore, the literature highlights that the legitimacy of health
financing decisions also depends on compliance with criteria
of procedural justice, including transparency, stakeholder par-
ticipation and the fairness of decision-making processes [10].
The institutionalisation of evidence-based decision-making
thus remains a major challenge, as demonstrated by recent
studies on health prioritisation processes [11]. In many low-
and middle-income countries, particularly in sub-Saharan Af-
rica, constraints related to institutional capacity and stake-
holder dynamics continue to limit its systematic integration
[12]. Case studies on financing reforms, particularly in South
Africa and Zambia, indicate that technical expertise and avail-
able data are not always utilised consistently due to the com-
plexity of decision-making processes, the role of institutional
actors and the political environment [13].

In the face of this complexity, conceptual frameworks and
analytical theories play a central role in understanding how
decisions are made and how evidence is utilised in reform pro-
cesses. These frameworks enable the analysis of interactions
between actors, institutions, contexts and processes, and the
identification of the mechanisms through which evidence in-
fluences or fails to influence public policy decisions.

However, despite the abundance of research on health fi-
nancing reforms, the literature remains fragmented with re-
gard to the joint analysis of evidence use, the analytical frame-
works employed, and comparative experiences across coun-
tries. This fragmentation limits our understanding of the actual
dynamics of decision-making and the contextual factors that
shape the integration of evidence into financing policies.

In this context, this study aims to fill this gap by providing
a structured synthesis of the existing literature. Using a scop-
ing review approach, it systematically examines: (i) the types
of evidence used in health financing reforms, (ii) the concep-
tual frameworks and theories used to analyse these processes,
(iii) international experiences of integrating evidence into re-
forms, and (iv) the contextual factors facilitating or limiting
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the use of evidence in decision-making.

To complement this global analysis, a case study of Came-
roon is presented to illustrate, in a real-world context, the dy-
namics of evidence use in health financing reforms. Cameroon
is a particularly relevant case due to the recent reforms under-
taken towards universal health coverage, in an environment
marked by institutional, financial and political constraints.
The lessons drawn from this analysis offer useful insights to
inform health financing reforms, particularly in resource-con-
strained settings.

2. Methods

2.1. Type and Scope of the Study

This study is a scoping review. It maps international expe-
riences of evidence use in health financing reforms and the
conceptual frameworks used to analyze these processes. The
Cameroon case was analysed alongside the scoping review
through a targeted literature review. This provided contextual
insight into how evidence is used in the design and implemen-
tation of reforms. The methodology adopted is based on the
framework proposed by Arksey and O’Malley (2005) [14],
expanded upon by Levac et al. (2010) [15]), which advocates
a multi-stage approach:

1) Definition of the research question

2) Identification of relevant studies

3) Selection of studies

4) Data extraction and organization

5) Analysis, synthesis and presentation of results

6) Consultation with experts (where relevant)

The conduct and drafting of this review followed the rec-
ommendations of the PRISMA-ScR (Preferred Reporting
Items for Systematic Reviews and Scoping Reviews) guide-
lines. A flowchart detailing the study selection process was
developed to ensure the transparency and reproducibility of
the approach [16].

2.2. Research Question

The review was guided by the following question: How is
evidence used in health financing reforms across different in-
ternational experiences, and how does this use manifest itself
in the context of Cameroon?

More specifically:

1) What types of evidence are used in health financing re-

forms?

2) What conceptual and analytical frameworks are em-

ployed to analyse the use of this evidence?

3) What international experiences exist regarding evi-

dence-based health financing reforms?

4) What factors facilitate or constrain the use of evidence

in decision-making processes?

5) How is evidence used in health financing reforms in

Cameroon?
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2.3. Eligibility Criteria

2.3.1. Inclusion Criteria

1) Scientific articles published in peer-reviewed journals

2) Empirical studies (quantitative, qualitative or mixed-
methods) or conceptual analyses

3) Publications explicitly addressing the process of design-
ing, implementing or evaluating health financing poli-
cies in relation to the use of evidence

4) Articles examining the effects of evidence on the design,
implementation or evaluation of reforms

5) Documents in English or French

6) Relevant grey literature (reports from international insti-
tutions, national policies, etc.).

2.3.2. Exclusion Criteria

1) Studies not directly addressing health financing reforms

2) Publications lacking usable data (editorials, commen-
taries, unsubstantiated expert opinions)

3) Articles for which the full text was not available

4) General theories or programme evaluation models unre-
lated to the analysis of the public policy process

2.4. Literature Review Strategy

We have developed a search strategy based on three dimen-
sions:

1) Thematic focus: health financing reforms; Keywords:
“health financing”, “health expenditure”, “health in-
surance”, “performance-based financing”, “user-fee
removal”, “community-based insurance”, etc. (with
corresponding French translations for French-language
databases).

2) Process and policy change focus: Terms related to policy
processes and governance: policy, political, decision-
making, reform, agenda-setting, implementation, evalu-
ation, actors, institutions, governance, etc. (translated
into French for French-language databases).

3) Geographical focus: The research covered international
experiences, with a particular focus on low- and middle-
income countries.

The search was conducted in the following databases: Pub-
Med, Web of Science, Scopus, MEDLINE, the Cochrane Li-
brary, the World Health Organisation (WHO) databases, those
of the World Bank, as well as Google Scholar and Cairn.info
for French-language literature. The period covered was 2000—
2025, and only publications in English or French were in-
cluded.

An iterative approach was used to develop the search strat-
egy, which was subsequently adapted to each database.Terms
were combined using Boolean operators (AND, OR) to opti-
mise the sensitivity and specificity of the results.

For example, the query used in PubMed was as follows:
(‘health financing’ [tiab] OR ‘health insurance’ [tiab] OR
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‘health reform’ [tiab] OR ‘health system reform’ [tiab] OR

‘health expenditure’ [tiab] OR ‘health systems’ [tiab] ) AND

(‘evidence’ [tiab] OR ‘evidence-based’ [tiab] OR ‘evidence-

informed’ [tiab] OR ‘data use’ [tiab] OR ‘research utilisation’
[tiab] OR ‘knowledge translation’ [tiab] ) AND (‘policy’ [tiab]
OR ‘public policy’ [tiab] OR ‘policy analysis’ [tiab] OR ‘de-

cision making’ [tiab] OR “governance” [tiab] OR ‘policy

process’ [tiab] OR ‘health policy’ [tiab] ).

An equivalent search query has been developed in French
for French-language databases: («financement de la santey
OU «assurance sante» OU «reforme du systeme de santey OU
«depenses de santey OU «systemes de sante») ET («donnees
probantesy OU «base sur les preuvesy OU «fonde sur les
preuvesy OU «informe par les preuves» OU «utilisation des
donnees» OU «utilisation de la recherche») ET («politiquey
OU «politiques publiques» OU «analyse des politiquesy OU
«prise de decisiony OU «gouvernance» OU «processus deci-
sionnely).

2.5. Study Selection Process

The selection of studies took place in several stages:

Deduplication of identified references

Screening of titles and abstracts against eligibility criteria

Reading the full text of potentially relevant articles

This selection was carried out independently by at least two
reviewers. Disagreements were discussed and resolved by
consensus or with the intervention of a third reviewer. A ref-
erence management tool was used to facilitate the selection
process and ensure the traceability of decisions.

2.6. Analysis of the Cameroon Case

The Cameroon case was analysed as a descriptive case
study based on a targeted literature review. The documents
analysed included institutional reports, public policy docu-
ments and empirical studies.

The analysis drew on institutional capacity-building initia-
tives and pilot experiences that generated evidence. It also re-
lied on analytical categories derived from the scoping review,
including types of evidence, modes of use, and conceptual
frameworks. This helped ensure consistency between the in-
ternational analysis and the national case study.

2.7. Data Extraction

A standardised template was used to collect:

1) General information: author, year, country, affiliation

2) Type of study and methodology

3) Type of funding reform studied

4) Conceptual frameworks and theories employed

5) Type and source of evidence used

6) Key findings regarding the integration of evidence

7) Contextual factors influencing the use of evidence (insti-
tutional, political, economic, etc.)

Data extraction was carried out by one evaluator and
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verified by a second to ensure consistency and reliability.

2.8. Data Analysis and Synthesis

The data were analysed using a narrative and thematic ap-
proach, appropriate for scoping reviews. Initial coding was
carried out inductively based on the extracted data, enabling
the identification of emerging categories. These categories
were then grouped into analytical themes aligned with the
study’s objectives.

The analytical process was iterative, involving a back-and-
forth between the data and the analytical categories to ensure
the consistency and validity of the classification.

The analysis identified:

1) A typology of the conceptual frameworks and theories em-
ployed

2) Geographical and contextual differences in the use of evi-
dence

3) Links between types of evidence and the success of health
financing reforms

4) Factors facilitating or limiting the integration of evidence
into financing reforms

2.9. Expert Consultation

A consultation with experts was carried out to validate the
methodology and initial findings. Participants included public
health researchers, health economists and multi-sectoral pol-
icy-makers involved in health financing reforms in Cameroon.
This consultation helped to enrich the interpretation of the
findings and strengthen the external validity of the study.

2.10. Ethical Considerations

As this study is based exclusively on secondary data from
the existing literature, no ethical approval was required. Con-
sequently, there was no patient or public involvement in the
study.

3. Results

3.1. Study Selection

Studies were identified using a structured search strategy
combining the concepts of health financing, evidence-based
practice and policy-making.

The study selection process was conducted in accordance
with the recommendations of the PRISMA-ScR guidelines. A
total of 559 records were identified across the various data-
bases consulted. After removing duplicates, 482 unique arti-
cles were selected for the initial screening.

Titles and abstracts were screened against predefined inclu-
sion criteria. Eligible studies focused on health financing or
insurance systems, examined evidence use, and addressed de-
cision-making processes or health policy development.
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This stage led to the exclusion of 389 articles for the fol-
lowing main reasons:

1) Focus on strictly clinical or biomedical topics, unrelated to
funding policies (e.g. therapeutic trials or pharmaceutical
studies),

2) Lack of explicit reference to evidence in the decision-mak-
ing process,

3) Or lack of connection to health reforms or policies.

At the end of this phase, 93 articles were selected for full-
text evaluation.

The 93 selected articles were read in depth to assess their
final eligibility. This stage aimed to verify:

1) The presence of an explicit analysis of the links between
evidence and funding decisions,

2) The contribution to understanding health system reforms,

3) And analytical relevance in relation to the study’s objec-
tives.

During this phase, 71 articles were excluded for the follow-
ing reasons:

1) Lack of in-depth analysis of decision-making processes,

2) Primarily descriptive content without an analytical frame-
work,

3) Or a focus on peripheral themes (e.g. clinical interventions
unrelated to funding).

At the end of this selection process, 28 studies were retained
for the final qualitative synthesis. These studies demonstrate
diversity in terms of: geographical contexts, types of health
systems and methodological approaches. They provide a ro-
bust analytical basis for examining: the types of evidence uti-
lised, the conceptual frameworks employed, international ex-
periences, and the factors influencing their use in health fi-
nancing policies.

The reduction from 559 identified records to 28 included
studies reflects the specificity of the research question. Few
studies simultaneously address health financing, evidence use,
and decision-making processes.

3.2. Overview and Characteristics of the
Included Studies

The 28 selected studies exhibit significant diversity in terms
of publication period, geographical contexts, methodological
approaches and the themes addressed.

Although many studies were initially identified, few met all
inclusion criteria. This confirms that the field remains emerg-
ing and insufficiently structured.

3.2.1. Temporal Distribution of the Studies

The included studies cover the period from 2010 to 2025,
with a notable concentration between 2016 and 2021. This
temporal pattern highlights:

1) A gradual increase in scientific output on the use of evi-
dence to guide health financing reforms,

2) A growing interest in issues related to universal health cov-
erage (UHC) and insurance mechanisms,
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3) An intensification of research in the context of health sys-
tem reforms in low- and middle-income countries.

For example, several studies published after 2015 analyse
health insurance system reforms and their link to evidence [17,
18]. More recent work also forms part of this trend, analysing
the effects of reforms aimed at universal health coverage on
health outcomes, particularly maternal health in low- and mid-
dle-income countries [2].

This trend suggests that, although there is a wealth of sci-
entific output, studies explicitly integrating the dimensions of
evidence use into financing reforms remain relatively recent
and are still taking shape.

3.2.2. Coverage of Studies by Country and Income
Group

The studies cover a variety of contexts, allowing for a com-
parative analysis of evidence integration practices.

1) Low- and middle-income countries (LMICs): the majority
of studies concern sub-Saharan Africa and certain regions
of Asia. In Africa, the influence of donors on financing pol-
icies is often documented, which may limit national own-
ership of the evidence [19]. Studies such as that by
Kiendrebeogo et al. in 2021 highlight the importance of lo-
cal solutions in the implementation of universal health cov-
erage [20].

2) Middle-income countries (focus on China): Several studies
focus on China, illustrating a context of rapid and struc-
tured reforms. This research highlights: the central role of
governance, the growing use of empirical data to guide pol-
icy, and efforts to expand insurance coverage [17, 21, 22].

3) High-income countries: Studies conducted in high-income
countries, particularly in the United States, offer a different
perspective. They are characterised by a stronger institu-
tionalisation of the use of evidence, but also by significant
political constraints. Analysis of the reform of the US
healthcare system shows that even in advanced contexts,
decisions remain influenced by political factors [23].

The results show that low- and middle-income contexts are
characterised by a strong influence from international partners
and donors, which can affect how evidence is used. Con-
versely, high-income countries demonstrate a more advanced
institutionalisation of evidence use, although decisions remain
strongly influenced by internal political dynamics.

3.2.3. Types of Studies and Methodological
Approaches

The included studies exhibit considerable methodological
diversity, dominated by secondary data analysis approaches.
1) Systematic reviews and meta-analyses: A significant pro-

portion of the studies are systematic reviews, which enable

the synthesis of existing knowledge [24-26]. These studies
play a key role in identifying factors influencing health pol-
icies.

2) Public policy analyses: Several studies directly analyse
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decision-making processes and reforms [23, 27]. This work

helps to understand the interactions between evidence and

policy decisions.

3) Empirical studies (quantitative and qualitative): Some stud-
ies are based on empirical data. Quantitative analyses using
databases and health indicators, and qualitative studies us-
ing interviews and institutional analyses. For example,
Andoh-Adjei et al. (2018) use a mixed-methods approach
to analyse retention in insurance systems [28].

This methodological diversity highlights the absence of a
single approach to analysing the use of evidence in health fi-
nancing reforms, and underscores the need for interdiscipli-
nary approaches to capture the complexity of decision-making
processes.

3.2.4. Main Themes of the Studies

The included studies address several central themes:

1) Health financing and health insurance,

2) Health system governance,

3) Health policy reforms,

4) Evidence use in decision-making,

5) Equity and access to care.

These themes are closely interconnected and align with the
study's objectives.

3.2.5. Justifications for Studies and Health
Financing Reforms

The studies included and the reforms analyzed are primarily
motivated by objectives to improve access to care, strengthen
financial protection for populations, and advance toward uni-
versal health coverage (UHC).

In low- and middle-income countries, these reforms partic-
ularly aim to reduce out-of-pocket payments and improve eq-
uity in access to health services.

Beyond health objectives, they also respond to imperatives
of efficiency, financial sustainability, and improvement in the
performance of health systems. In certain contexts, they are
also influenced by national political dynamics, institutional
priorities, and the agendas of technical and financial partners.

3.2.6. Indicators and Outcomes of Health Financing
Reforms

The included studies use a variety of indicators to evaluate
the effects of health financing reforms, including:

1) Access to health services,

2) Financial protection for households,

3) Quality of care and health outcomes,

4) Efficiency and performance of health systems,

5) Equity in access to health services.

Reforms generally improved access to care and financial
protection. However, effects varied across settings and were
sometimes limited for equity and quality of care, depending
on implementation and the extent of evidence use.
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3.3. Typology and Sources of Evidence
Mobilized in Health Financing Reforms

The selected studies show that the use of evidence in health
financing reforms is multi-dimensional, reflecting the com-
plexity of health systems and public policies. The evidence
mobilized can be classified into four main types:

1) Quantitative data from administrative databases and health
information systems,

2) Systematic reviews, meta-analyses, and literature synthe-
ses,

3) Qualitative data from field studies, interviews, and policy
analyses,

4) Performance indicators and economic or epidemiological
evaluations.

Overall, evidence use relies on multiple complementary
sources. This reflects the multidimensional and context-spe-
cific nature of health financing decisions.

3.3.1. Quantitative Data and Administrative
Databases

Quantitative data form the primary basis for decision-mak-
ing in financing reforms. They mainly come from:

1) National health insurance databases [29],

2) Public health or hospital databases [30],

3) Coverage and health performance indicators [18].

These data are particularly useful for measuring: access to
health services, population coverage, quality of care, and fi-
nancial outcomes of insurance systems.

For example, a 2017 study demonstrated how data collec-
tion from rural insurance systems in China identified coverage
gaps and allowed local policies to be adapted [17].

3.3.2. Scientific Syntheses and Literature Reviews

Systematic reviews and meta-analyses provide a global
overview of intervention effectiveness, facilitate international
comparisons, and identify best practices that can be locally
adapted.

For example:

1) Dror et al. (2016) synthesized factors influencing voluntary
enrollment in community-based health insurance in Africa
and Asia [24].

2) Dwicaksono et al. (2018) evaluated the impact of decen-
tralization on health system performance in several low-
and middle-income countries [25].

These syntheses enable decision-makers to rely on a robust
scientific corpus while reducing biases associated with iso-
lated studies.

3.3.3. Qualitative Data and Policy Analyses

Qualitative studies provide an in-depth understanding of
decision-making processes and the political context, often ab-
sent from quantitative data. They include:

1) Semi-structured  interviews  with  policymakers,
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managers, and healthcare providers [27],

2) Discourse and public policy analyses,

3) Field observations and case studies [19].

These data are essential for understanding institutional and
cultural barriers, power dynamics, and the conditions for suc-
cess or failure of reforms. Some studies specifically analyze
health decision-making processes, particularly in hospital set-
tings, highlighting the multiplicity of actors involved [6].

3.3.4. Performance Indicators and Economic
Evaluations

Finally, the studies include impact measurements and eco-
nomic evaluations that often combine quantitative data and
statistical models.

These evaluations cover the cost-effectiveness of interven-
tions, financial protection, and the efficiency of health cover-
age [18, 31].

They allow decision-makers to prioritize policies based on
performance and cost-effectiveness criteria.

3.4. Modalities of Evidence Use in Health
Financing Reform Processes

The included studies describe four main approaches to evi-
dence use in financing reforms: instrumental, conceptual, stra-
tegic, and interactive/co-constructive. These categories reflect
how policymakers mobilize evidence to guide or legitimize re-
forms. This classification aligns with approaches described in in-
ternational guides for evidence-informed decision-making [9].

This demonstrates that evidence use is not limited to a tech-
nical application but is embedded in complex political, insti-
tutional, and social dynamics. It also confirms that evidence
can be mobilized differently depending on the contexts and
actors involved.

3.4.1. Instrumental Use of Evidence

Instrumental use refers to the direct application of evidence
to guide the design, implementation, or adjustment of reforms.
For example, a study in Rwanda showed that the results of a
randomized impact evaluation were used to adjust financial
incentive mechanisms in the health system [32]. Similarly, in
China’s rural health insurance system, data on coverage and
service utilization enabled targeted policy adjustments [17].

This approach optimizes the relevance and operational ef-
fectiveness of reforms by directly linking evidence to concrete
decisions.

3.4.2. Conceptual Use of Evidence

Conceptual use refers to the indirect application of evidence
to structure problem understanding, guide debates, and influ-
ence policymakers’ cognitive frameworks.

For instance, economic studies and burden-of-disease anal-
yses have redefined financing priorities and guided policy
choices toward universal coverage [33]. Systematic reviews

show that this type of use is common in the early stages of

reforms, during agenda-setting and strategy definition [34].
This approach informs decisions conceptually without imposing

immediate action, enriching the decision-making framework.

3.4.3. Strategic or Symbolic Use of Evidence

Strategic (or symbolic) use involves mobilizing evidence to
justify or legitimize pre-existing decisions or to support polit-
ical positions.

Several studies report this type of use in sensitive reform
contexts, particularly those involving changes in financing
mechanisms or resource redistribution. In some sensitive Af-
rican reforms, evidence was used to reinforce the credibility
of already-decided actions rather than directly guiding them
[35]. In the United States, some analyses were used to defend
modifications to the Affordable Care Act (ACA) before Con-
gress and stakeholders [36].

This approach highlights the political and symbolic role of
evidence, complementing direct and conceptual uses.

3.4.4. Interactive Use and Co-construction of
Evidence

Some studies describe an interactive and co-constructive
use of evidence. This involves continuous exchanges between
researchers, policymakers, and other stakeholders.

This type of use relies on the establishment of knowledge
translation platforms, which adapt scientific data to the con-
textual needs of policymakers and promote local appropria-
tion of results.

In sub-Saharan Africa, Fillol et al. (2020) show that these plat-
forms facilitate the co-production of evidence and enable sus-
tained dialogue between researchers and policymakers, making
decisions more informed and contextually relevant [27].

Other international examples illustrate this interactive ap-
proach. For instance, in Ghana, the establishment of a national
platform for evaluating health financing policies enabled gov-
ernment officials and researchers to co-construct recommen-
dations for universal coverage [19].

These experiences demonstrate that interactive evidence
use enhances the local relevance of policies and fosters better
adoption of reforms. This approach promotes local ownership
of data, sustainable adoption of reforms, and contextualization
of recommendations.

3.5. Conceptual Frameworks and Theories
Mobilized for Analyzing Evidence Use in
Health Financing Reforms

The studies included in this review (n=28) employ a variety
of conceptual frameworks and theories to analyze the pro-
cesses of health financing reform and the integration of evi-
dence. These frameworks primarily fall into two broad cate-
gories: (i) frameworks for analyzing public policies and (ii)
frameworks for knowledge translation and evidence use.
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The Walt and Gilson framework emerges as the most fre-
quently used framework due to its ability to integrate the con-
textual, institutional, and political dimensions of health fi-
nancing reforms.

However, the results show that these frameworks are often em-
ployed partially, without systematically linking theoretical dimen-
sions to empirical data, which limits their explanatory capacity.

The studies included show an evolution in the theoretical
frameworks used to analyze health financing processes, with
increasing attention paid to the procedural dimension of deci-
sions. Recent studies also highlight the importance of trans-
parent and inclusive decision-making processes in health fi-
nancing, considered essential for ensuring the legitimacy, ac-
countability, and social acceptability of reforms [4].

Furthermore, equity issues are closely tied to principles of
procedural justice in financing decisions. These principles in-
clude transparency in decision criteria, stakeholder participa-
tion, and the possibility of contesting or revising decisions,
thereby strengthening the legitimacy of choices made within
the framework of health financing reforms [10].

These analytical frameworks thus help to better understand
not only the outcomes of reforms but also the quality of the
decision-making processes underlying them.

3.5.1. Walt and Gilson Analytical Framework

The Walt and Gilson analytical framework (1994), frequently
used in studies analyzing health policies, identifies four main di-
mensions: content, context, process, and actors [37].

1) Content: Characteristics of financing mechanisms, objec-
tives pursued, and target populations.

2) Context: Institutional, socio-economic factors and the in-
fluence of international actors.

3) Process: Steps of formulation, adoption, and implementa-
tion of reforms.

4) Actors: Individuals and institutions involved, such as min-
istries, insurers, providers, civil society, and financial part-
ners.

In the retained articles:

1) Yuan et al. (2017) used this framework to analyze the gov-
ernance of the rural health insurance system in China, ex-
amining the role of actors and institutional context [17].

2) Gautier & Ridde (2017) applied the content-context-actors
triangle to study financing policies in sub-Saharan Africa,

identifying the influence of donors and local dynamics [19].

3) Kiendrebeogo et al. (2021) combined this framework with
a logic model to examine universal coverage mechanisms
in Benin, Namibia, and Uganda [20].

3.5.2. Adaptations and Extensions of the Walt and
Gilson Framework

Several studies have enriched the Walt and Gilson
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framework to better capture the complexity of reforms:

1) Integration of Temporal Dynamics and Evolutionary Pro-
cesses: The literature emphasizes the importance of observ-
ing changes over time and iterative interactions between
actors, context, and content [38].

2) Articulation with Technical Dimensions of Financing:
Kutzin (2013) proposes a framework structuring financing
around three key functions (resource mobilization, risk
pooling, and strategic purchasing) complementing the op-
erational reading of the Walt and Gilson framework [33].

3) Political Economy Perspective: Savedoff et al. (2012) show
that reforms toward universal coverage involve trade-offs
and political resistance, necessitating the integration of this
dimension into analyses [39].

3.5.3. Frameworks from Public Policy Analysis

Other frameworks from political science have been used to
study reforms and evidence use:

1) Multiple Streams Model (Kingdon, 1984): Distinguishes the
streams of problems, policies, and solutions. Used by Gautier
& Ridde (2017) to identify moments of reform adoption [19].

2) Advocacy Coalition Framework (Sabatier & Jenkins-
Smith, 1993): Analyzes interactions between groups of
actors sharing common beliefs, applied in studies on
community-based health insurance policies [24].

3.5.4. Knowledge Translation and Evidence Use
Frameworks

Knowledge translation frameworks have been widely used
to analyze how evidence influences decisions:
These frameworks are applied in studies on sub-Saharan

Africa:

1) Tambo et al. (2016): Knowledge Translation Platforms fa-
cilitate the co-construction of evidence adapted to policy-
makers [40].

2) Fillol et al. (2020): Analyzes evidence use to inform public
policies in African contexts [27].

3.5.5. Combinations and Modalities of Framework
Use

The studies reveal a combined use of frameworks:

1) Governance + Knowledge Translation: To capture both po-
litical and technical dimensions [41].

2) Financing + Institutional/Governance: To analyze the im-
plementation of reforms [28].

3) Some articles use frameworks only partially, such as Phil-
lips et al. (2015), to evaluate the integration of technologi-
cal innovation into health systems [42].
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Table 1. Overview of empirical and conceptual studies on the use of evidence in health financing reforms, by country context, study design,
and analytical framework.

Conceptual / theoretical

Objective related to evi-

Author (year) Country / Region Type of study framework dence
Yuan et al., 2017 China Emp.mc.al study, Walt & Gilson quernance, integration of
qualitative evidence
Velez et al.,, 2014 LMICs Literature review Policy & social change Use of data for child survival
Tambo et al., 2016 Africa Descriptive study Knowledge Translation Knowledge translation
Platform
Mwisongo & Africa Scoping review Governance & policy Integration of evidence in

Nabyonga-Orem, 2016
Herrera et al., 2017

Gautier & Ridde, 2017

Kiendrebeogo et al.,

Low-income coun-
tries

Sub-Saharan Africa

Benin, Namibia,

Systematic review

Scoping review

Walt & Gilson

Kingdon, Walt & Gilson

global initiatives
Governance and organization

Adoption of reforms

. + oo . .
2021 Uganda Case study Walt & Gilson + logic UHC implementation
g)(;i le ; emi & Nixon, Nigeria, Ghana Comparative review Financial framework Equity in health insurance
Fenny et al., 2021 Africa Comparative analysis ~ Walt & Gilson + financing SHI strategies
Dror et al., 2016 LMICs Systematic review Ade)cacy Coalition, Walt CBHI adoption
& Gilson
?(;1 ld 80 h-Adjei etal, Ghana Mixed study Walt & Gilson Impact of capitation payment
He, 2017 Hong Kong Quantitative survey Financial framework Voluntary private insurance
Liu et al., 2017 China Systematic review Walt & Gilson Health reforms
Obama, 2016 USA Review Kingdon ACA reform
French et al., 2016 USA Review Kingdon, Walt & Gilson ACA analysis
. . . R o s
Dwicaksono & Fox, LMICs Systematic review Financial framework + gov-  Decentralization and perfor
2018 ernance mance
Contreary et al., 2017 USA Narrative review Evidence-based practice Use at point of care
Phillips & Merrill, 2015 USA Integrative review Innovatll on /knowledge Technological transformation
translation
Mues et al., 2017 USA Database study Knowledge translation Use of Medicare data
Fillol et al., 2020 Africa Documentary analysis Knowledge translation Policy and evidence

Ansu-Mensah et al.,
2021

Sub-Saharan Africa

Scoping review

Governance & policy

Financing & access frame-

Quality of maternal care

Amimo et al., 2021 Africa Review COVID-19 and UHC
works
. . M 1 health

Aden et al., 2025 LMICs Scoping review UHC + system reform U;:Itéma calth outcomes and
Shirjang et al., 2025 Global Scoping review PHC reforms Primary health care reforms

. Scoping review + . Decision-making process in
Zomorrodi et al., 2024 Global . Hospital governance .

meta-synthesis hospitals

World Bank, 2023 Global Institutional report Fair financing / UHC Equitable financing processes
PAHO, 2022 Global Technical guide Evidence-informed Evidence-based decision-
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Author (year) Country / Region Type of study

Dale et al., 2023 Global Scoping review

3.6. International Experiences in Integrating
Evidence into Health Financing Reforms

The analysis of the 28 articles included in this review high-
lights several international experiences where evidence inte-
gration has been a central element of health financing reforms.
These experiences span different economic and institutional
contexts, including high-income countries (USA), middle-in-
come countries (Mexico, Ghana, Benin), and low-income
countries (sub-Saharan Africa).

The results show that countries with formalized institu-
tional mechanisms, such as knowledge translation platforms
or policy evaluation systems, exhibit more systematic, struc-
tured, and sustainable use of evidence.

Conversely, in contexts where these mechanisms are under-
developed, evidence use appears more fragmented, often op-
portunistic, and strongly influenced by political or external
factors.

The experiments can be classified according to three main
axes:

1) Reforms based on health insurance and universal cover-

age

2) Innovative financing policies and technical adjustments

3) Platforms and institutional mechanisms to promote the

use of evidence

3.6.1. Reforms Based on Health Insurance and
Universal Coverage

Several articles illustrate how evidence has been used to de-

sign and adapt health insurance systems:

1) United States: Patient Protection and Affordable Care
Act (ACA). The adoption of the ACA was guided by
quantitative and comparative analyses of existing sys-
tems, integrating data on access to care, costs, and cov-
erage [23, 43]. Evidence supported the calibration of
Medicaid expansion mechanisms and subsidies for in-
surance markets, illustrating a direct integration of evi-
dence into the reform’s design.

2) China: Rural Health Insurance Reform. Yuan et al.
(2017) demonstrated that governance and financing de-
cisions were adjusted based on data on service utilization,
coverage gaps, and feedback from local managers [17].
Policies included incentive payment mechanisms, with
adjustments informed by the analysis of local evidence.

Conceptual / theoretical
framework

Objective related to evi-
dence

decision-making making

Procedural justice in health fi-

Procedural fairness .
nancing

3) Sub-Saharan Africa: Community-Based Health Insur-
ance (CBHI) and Social Insurance Programs. Fenny et al.
(2021) and Dror et al. (2016) emphasized the importance
of using evidence to identify barriers to enrollment and
to design subsidy mechanisms tailored to local contexts
[18, 24]. The results show that evidence integration im-
proved the design of premiums, population awareness,
and member retention.

3.6.2. Innovative Financing Policies and Technical
Adjustments

Health financing reforms often integrate technical elements

based on empirical evidence:

1) Performance-Based Financing (PBF): Andoh-Adjei et al.
(2018) evaluated capitation payments in Ghana, integrat-
ing data on member retention and provider performance
[28]. Evidence analysis guided adjustments to incentives
and monitoring mechanisms.

2) Cost-Effectiveness Analysis and Targeted Interventions:
Pandey et al. (2021) demonstrated that economic data
guided resource allocation for targeted treatments in in-
termediate health systems [44]. Evidence integration en-
abled prioritization of interventions with high health and
economic impact.

3.6.3. Platforms and Institutional Mechanisms
Supporting Evidence Use

Certain experiences highlight the use of formal platforms to
facilitate evidence integration:

1) Knowledge Translation Platforms (KTPs) in Sub-Saharan
Africa: Tambo et al. (2016): These platforms support the
co-production of evidence tailored to policymakers and fa-
cilitate evidence flow between researchers and policymak-
ers [40].

2) Observatories and National Databases: Mues et al. (2017):
The Medicare database was used to guide financing poli-
cies and resource allocation for elderly populations [30].

3) Systematic Integration into Governance: Fillol et al. (2020)
and Ansu-Mensah et al. (2021) describe how systematic ev-
idence use in advisory councils and steering committees in-
fluences reform implementation [27, 45].

These experiences demonstrate that successful evidence in-
tegration depends as much on the quality of the evidence as
on institutional structures, coordination platforms, and stake-
holder participation.
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3.6.4. Specific Experiences in Sub-Saharan Africa

African countries face particular challenges in using evi-
dence, but several innovative initiatives deserve documenta-
tion:

1) Cameroon and Uganda: Knowledge Translation Plat-

forms (KTPs) such as EVIPNet Cameroon and REACH-
PI Uganda have been established to bridge research and
policy, produce knowledge briefs, and organize policy
dialogues based on evidence syntheses tailored to poli-
cymakers’ needs [46].

2) Ghana: The integration of evidence into health financing
reforms, particularly the national health insurance
scheme, was supported by quasi-experimental impact
evaluations measuring the effects of reforms on health
outcomes. These evaluations informed adjustments to
technical mechanisms and national priorities [47].

3) Rwanda: Performance-based financing (PBF) programs
were developed and adjusted based on rigorous evalua-
tions showing measurable results in maternal and child
health, which reinforced the continued adoption of these
reforms in national planning [32].

3.6.5. Specific Experiences in High-income
Countries

High-income countries have often relied on evidence-in-
formed decision-making processes to guide complex financ-
ing reforms, leveraging economic analyses, impact evalua-
tions, and robust institutional frameworks:

1) United States: The adoption and adjustment of the Pa-
tient Protection and Affordable Care Act (ACA) heavily
relied on evidence from comparative analyses of costs,
access to care, and health expenditure projections. These
elements guided both the design of the reform and sub-
sequent modifications to expand coverage, reduce cata-
strophic expenses, and improve access to health services
[36].

2) International Analysis: A review of recent reforms in 31
high-income countries shows that governments increas-
ingly rely on evidence to structure reforms around four
priority areas: expanding insurance coverage, renewing
payment mechanisms, strengthening governance, and re-
structuring hospital care. This systematic use of evidence
(through comparative analysis and consultation with na-
tional experts) illustrates the evolving integration of evi-
dence into decision-making in developed countries [36].

3) Economic Evaluations: In many developed countries,
formal economic evaluation mechanisms (cost-effec-
tiveness evaluations, prospective modeling) are system-
atically used to revise financing policies, particularly in
public expenditure allocation and technical decision-mak-
ing processes within health insurance agencies [48].

3.6.6. Middle-income Countries

Middle-income countries have also made notable progress
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in integrating evidence into financing reforms, particularly in
advancing universal health coverage (UHC) and optimizing
financing mechanisms:

1) China: China represents a major example where health
financing reform has been supported by empirical eval-
uations to improve equity and financial protection. Re-
cent studies show that reforms in health insurance and
payment adjustments (including the introduction or ex-
pansion of systems like diagnosis-related groups) influ-
ence equity and household expenses, providing evidence
to guide national policies [49]. Comparative evidence
from East Asia further indicates that well-designed pool-
ing and subsidization mechanisms can significantly en-
hance financial protection for low-income populations,
highlighting the importance of targeted equity-oriented
reforms in middle-income countries (Zhang et al., 2025).

2) Other Middle-Income Countries (e.g., Indonesia, Tur-
key): Research on financing mechanisms in middle-in-
come countries highlights that resource pooling and
fund-merging approaches have been considered or im-
plemented based on evidence from comparative analyses
and impact studies to improve access and resource redis-
tribution [50].

Across the various reported experiences, the studies de-
scribe several modalities of evidence use in health financing
reforms:

1) Use of economic evaluations to inform coverage deci-

sions,

2) Reliance on impact studies to adjust financing mecha-
nisms,

3) Mobilization of administrative data and surveys to guide
reforms,

4) Establishment of knowledge translation platforms to fa-
cilitate evidence use.

Some studies also report that multiple types of evidence are

combined within a single reform process.

3.7. Factors Facilitating or Limiting the Use of
Evidence in Health Financing Decisions

The analysis of the articles included in this review reveals
that the integration of evidence into health financing decisions
is influenced by a set of institutional, organizational, political,
and individual factors. These factors can be categorized as fa-
cilitators and barriers, often interconnected and dependent on
the national or institutional context.

3.7.1. Facilitating Factors

Governance and political leadership

Strong political leadership and transparent governance
structures promote the integration of evidence. Rural health
financing reforms in China illustrate that policymakers who
actively use evidence to adjust financing mechanisms improve
the efficiency and equity of health systems [17].

In sub-Saharan Africa, Knowledge Translation Platforms in
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Cameroon and Uganda facilitate the research—policy interface,
enabling decision-makers to access rapid syntheses tailored to
local contexts [46].

Organizational capacity and technical resources

Access to reliable databases, robust health information sys-
tems, and qualified research teams enhances both the produc-
tion and use of evidence. For example, Ghana’s national
health insurance system was preceded by pilot studies that al-
lowed adjustments to local contexts and improved access to
care [51].

Partnerships and networks

Collaboration between universities, research centers, and
government institutions strengthens evidence use. Rwanda,
following the genocide, established rigorous monitoring and
evaluation mechanisms to continuously adjust reforms, partic-
ularly performance-based financing [32].

Decision-support frameworks and tools

The availability of analytical frameworks and synthetic
tools (policy briefs, guidelines, economic evaluations) facili-
tates the translation of data into practical recommendations.
The experience of the Affordable Care Act in the United
States showed that policy briefs and cost—benefit analyses are
essential for guiding implementation and reform adjustments
[23].

3.7.2. Limiting Factors

Political and economic constraints

Reforms are often hindered by conflicts of interest, political
pressures, or budget constraints. In sub-Saharan Africa, de-
pendence on donors may reduce national autonomy and limit
the local use of evidence [19].

Insufficient institutional capacity

A lack of trained personnel or adequate IT infrastructure
limits the systematic use of evidence [18].

Data communication and interpretation

Even when data are available, inadequate dissemination or
overly technical language may hinder their uptake [52].

Cultural conflicts and perceptions of evidence

Decision-makers may prioritize political experience or so-
cial pressure over evidence. This dynamic is observed in some
African contexts, where the perceived legitimacy of data in-
fluences their adoption [41].

3.8. Cameroon’s Experience in the Use of
Evidence in Health Financing Reforms

Several health financing reforms have been implemented in
Cameroon in recent years, including performance-based fi-
nancing (PBF), demand-side financing mechanisms such as
health vouchers, interventions aimed at reducing user fees,
and initiatives related to Universal Health Coverage (UHC).
These reforms have often been introduced through pilot
phases accompanied by data collection and analysis systems.

These pilot phases have generated operational evidence de-
rived from health information systems, impact evaluations,
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qualitative and quantitative surveys, and administrative re-
ports, which have been used to document intervention effects
and inform decisions regarding scale-up.

3.8.1. Types of Evidence Used in Health Financing
Reforms in Cameroon

In Cameroon, evidence is primarily operational, produced
in pilot contexts, and complements quantitative data with
qualitative insights. The evidence generated during pilot
phases can be grouped into several categories:

Routine data and health information systems

Health facilities routinely produce data on activities such as
consultations, deliveries, vaccination services, and family
planning. These data are collected through national health in-
formation systems and are used for both monitoring interven-
tions and verifying results in performance-based financing
mechanisms (PBF) [53]. They constitute the main source for
tracking short-term operational effects.

Impact evaluation data

Some reforms have been accompanied by impact evalua-
tions using experimental or quasi-experimental approaches. In
the case of PBF, a randomized impact evaluation was con-
ducted with data collected from households, health facilities,
and communities. These data help measure the effects of in-
terventions on service utilization, quality of care, and health
expenditures [54], and serve as a basis for validating interven-
tions prior to scale-up.

Programmatic and administrative data from pilot experi-
ences

Health financing programs also generate administrative
data, including:

1) Financial data (payments, subsidies),

2) Program management data,

3) Implementation reports.

These data ensure operational monitoring and document
management mechanisms at different levels.

Qualitative data and field surveys

Collected through:

1) Interviews with healthcare providers,

2) Discussions with beneficiaries,

3) Field observations.

These data provide insights into implementation processes,
stakeholder perceptions, and operational constraints [55].

3.8.2. Pilot Phases, Evidence Generation, and
Scale-up of Reforms

Performance-Based Financing (PBF)

PBF was introduced in Cameroon through pilot phases im-
plemented in several health districts before scaling up. These
phases were accompanied by structured data collection sys-
tems including:

1) Baseline and follow-up household surveys,

2) Health facility surveys,

3) Routine data,
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4) Data verification mechanisms.

A randomized impact evaluation was conducted between
2012 and 2015 using a four-arm design (PBF, unconditional
financing, enhanced supervision, control group) [54].

Findings from these pilot phases documented:

1) Increased utilization of certain services (particularly

vaccination and family planning),

2) Improved availability of inputs and equipment,

3) Reduced out-of-pocket payments in some facilities.

These data were used to:

1) Compare the effects of different financing modalities,

2) Document implementation mechanisms,

3) Guide scale-up strategies.

Health Voucher Scheme (Demand-Side Financing)

The health voucher scheme is a prepayment mechanism im-
plemented in the Northern, Adamawa, and Far North regions
to reduce financial barriers to maternal and neonatal care, with
support from partners including GIZ and the French Develop-
ment Agency [56].

Evidence from the pilot phase includes surveys among ben-
eficiaries and non-beneficiaries, as well as operational data
from accredited health facilities, used to assess maternal
health service utilization [57].

Empirical analyses showed mixed effects on antenatal care and
assisted deliveries, highlighting implementation challenges [58].
Additional studies indicate increased access to obstetric care and
reduced neonatal mortality in some pilot areas [59]. These findings
informed decisions regarding program scale-up.

Reduction of User Fees for HIV Services

In Cameroon, HIV-related services (including testing, an-
tiretroviral treatment (ART), laboratory monitoring, and pre-
vention of mother-to-child transmission (PMTCT)) have un-
dergone progressive reductions in user fees, supported by
partners such as the Global Fund and PEPFAR.

Implemented approaches include:

1) Free provision of ART [60],

2) Subsidization of laboratory tests (CD4, viral load),

3) Financial compensation mechanisms for health facilities,

4) Equity incentives integrated into some PBF schemes.

Data collected include:

1) Remaining out-of-pocket expenditures for people living

with HIV,

2) Trends in service costs,

3) Access to testing, treatment, and follow-up,

4) ART initiation and retention rates.

Findings show that user fees remain a significant barrier
even in subsidized contexts [61]. Reducing these fees has led
to:

1) Increased ART access,

2) Improved retention in care,

3) Reduced financial barriers, though with contextual vari-

ations.

Despite free ART, residual costs (transport, additional tests)
persist. These data have been used to adjust policies, identify
residual costs, and inform sustainable financing strategies,

particularly within the UHC framework.

Universal Health Coverage (UHC)

The progressive implementation of UHC in Cameroon re-
lies on evidence generated from multiple health financing re-
forms, including PBF, voucher schemes, user fee reductions,
and disease-specific programs such as HIV.

Data sources include:

1) Routine health information systems (service utilization,

coverage),

2) PBF program data (service volume, quality, provider

payments),

3) Impact evaluations and program analyses,

4) Financial and economic data (costs, subsidies, out-of-

pocket spending),

5) Disease-specific data systems (e.g., HIV testing, treat-

ment, retention).

These data inform key UHC dimensions:

1) Definition of essential service packages,

2) Cost estimation and financing design,

3) Identification of financial barriers,

4) Development of strategic purchasing mechanisms,

5) Testing and comparison of financing models,

6) Planning for financial sustainability and transition from

donor funding.

Cameroon’s experience shows that UHC implementation
relies on the combined use of operational evidence generated
across multiple reforms. These data contribute to:

1) Structuring health financing policies,

2) Guiding strategic decisions,

3) Improving resource allocation,

4) Reducing financial barriers to care,

5) Supporting the progressive scale-up of UHC.

4. Discussion

This section contextualizes the main findings within the
broader scientific and operational landscape. It draws on stud-
ies from different countries, income levels, and health systems.
This diversity enables a comparative understanding of health
financing reform dynamics. This heterogeneity helps shed
light on the implementation dynamics of health financing re-
forms and the conditions under which evidence is mobilized.
Recent post-COVID-19 literature reinforces these findings. It
shows that the pandemic disrupted health financing systems,
increased out-of-pocket spending, and accelerated emergency
and adaptive financing mechanisms in both low- and high-in-
come countries [62, 63]. These studies highlight that resilience
and flexibility of financing systems have become central ana-
lytical dimensions in the post-pandemic era.

This convergence toward more integrated health systems is
also reflected in recent literature. However, the literature does not
present a fully homogeneous convergence: some studies empha-
size the technical effects of reforms, while others highlight the
decisive role of institutional and political factors in the effective
implementation of health financing policies [2, 3].
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For example, reforms aimed at universal health coverage
(UHC) show overall positive results on health indicators, but
their effectiveness is highly dependent on governance capaci-
ties and resource allocation mechanisms within health systems
[2]. Complementarily, primary healthcare reforms emerge as
a major structural lever, but their impact is conditioned by the
effective integration of evidence into national decision-mak-
ing cycles [3].

The discussion also considers the methodological ap-
proaches used in the included studies. These combine quanti-
tative, qualitative, and review methods. This diversity reflects
the complexity of health financing reforms and the need for
multiple sources of evidence. This methodological diversity
enriches the understanding of the mechanisms through which
evidence is used in health policies, while also highlighting a
significant tension in the literature: quantitative approaches
enable the measurement of policy effects, while qualitative
approaches reveal the underlying mechanisms of decision-
making and power, often invisible in purely statistical anal-
yses.

The results show that the use of evidence in health financing de-
cision-making processes is far from linear. It is rather the result of
an interactive and political process, in which scientific data are fil-
tered, interpreted, and sometimes reappropriated by institutional
actors according to their interests, constraints, and room for maneu-
ver [6].

Finally, this section highlights the main implications of the
findings for improving health financing and advancing toward
universal health coverage (UHC). It specifically analyzes how
evidence is used in decision-making processes, the factors that
facilitate or limit its integration, and its potential contribution
to more effective, equitable, and resilient health systems.

The findings of this review align with recent literature on
health financing reforms and the mobilization of evidence in
health systems. Recent studies indeed show a convergence to-
ward an integrated approach combining universal health cover-
age, strengthening primary healthcare, improving governance,
and using evidence in decision-making processes [2-4]. Recent
scoping evidence also confirms that health financing reforms in-
creasingly combine governance transformation, equity objectives,
and evidence-informed decision-making [64].

4.1. Mobilization and Role of Evidence in
Health Financing Reforms

The analysis of the selected studies highlights that the use
of evidence in health financing reforms is not limited to a sim-
ple technical transfer of information to decision-makers. It is
rather embedded within a complex negotiation space between
data producers, political decision-makers, and technical insti-
tutions, which explains the significant variations in the actual
use of evidence across national contexts. On the contrary, data
are mobilized within complex configurations, reflecting both
scientific imperatives, institutional constraints, and political
dynamics specific to national contexts.
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This observation is consistent with previous studies. They
show that the use of evidence in public health decisions de-
pends more on perceived relevance, organizational structures,
and power relations than on simple data availability. [65].
While this review includes evidence from countries such as
the United States and China, these cases are not used for direct
economic comparison but rather as “system-level benchmarks”
to illustrate how institutional maturity, governance structures,
and data infrastructure shape the integration of evidence into
financing decisions. Similar comparative logics are widely
used in health systems research to contrast institutional path-
ways rather than economic size per se. Decision-making dy-
namics are also strongly influenced by actor interactions and
complex organizational structures, particularly at the hospital
level, where decisions are both technical and political [6]. Re-
cent analyses further reinforce this perspective by showing
that health financing systems operate as politically embedded
structures where technical evidence interacts with institutional
and governance constraints, shaping reform trajectories across
countries [66]. Furthermore, recent European evidence (e.g.
reforms in France, Germany, and the United Kingdom)
demonstrates similar post-COVID trends toward strengthened
strategic purchasing, increased public spending on health, and
reinforced use of economic evaluation in coverage decisions,
highlighting that evidence-informed financing is a shared
global trajectory across diverse welfare regimes [67].

The diversity of data sources (quantitative, qualitative, and
synthetic) shows that evidence cannot be reduced to a single
type. Quantitative data from health information systems and
administrative registers are useful for measuring coverage, ac-
cess, and service performance. However, they are insufficient
on their own to explain policy trajectories. However, their in-
terpretation remains strongly dependent on the political and
institutional frameworks within which they are produced and
used. This limitation is also reflected in empirical evidence
showing that variations in health expenditure levels and struc-
tures are closely associated with differences in health system
performance, highlighting those financial inputs alone do not
automatically translate into improved outcomes without effec-
tive governance and allocation mechanisms [68]. As shown
by Campbell et al. in 2018, taking into account socio-political
contexts and interactions between actors is necessary to un-
derstand why some data are considered and others are not; a
piece of data may be scientifically robust but politically inop-
erative if it does not correspond to the local decision-making
agenda [69]. This is particularly evident in contexts of fiscal
pressure or crisis, where decision-making becomes increas-
ingly shaped by political economy dynamics, including nego-
tiations between actors, institutional resilience, and competing
priorities [70].

Qualitative data from interviews, policy analyses, and field
studies complement quantitative evidence. They help explain
institutional dynamics, stakeholder perceptions, and organiza-
tional or cultural constraints. They notably reveal that financ-
ing decisions are often influenced more by institutional
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compromises than by strictly technical evidence. These ele-
ments are often decisive in explaining why certain data are in-
tegrated while others are ignored. Kumar et al. (2020) confirm
that decision-makers favor contextualized evidence inter-
preted according to national priorities, highlighting the im-
portance of adapting evidence to the local context in order to
maximize its use and relevance in financing decisions [12].
Recent scoping evidence further supports this view, indicating
that evidence use in health financing reforms is increasingly
embedded in multi-level governance systems where contex-
tual adaptation and institutional negotiation determine policy
outcomes [71]. In this context, requirements of transparency
and inclusiveness appear as essential determinants of the qual-
ity of decision-making processes, but their implementation re-
mains uneven across countries and levels of governance [4].

Scientific syntheses, meta-analyses, and literature reviews
constitute another level of evidence. They make it possible to
situate national experiences within a global knowledge frame-
work and to identify recurrent patterns or general lessons.
However, this structuring does not automatically guarantee
equitable decisions, as equity issues remain deeply linked to
principles of procedural justice such as participation, account-
ability, and transparency [10].

However, these syntheses remain largely consultative and
conceptual, providing academic legitimacy to decisions, with-
out necessarily guaranteeing their operational adoption if local
constraints are not simultaneously taken into account. A sys-
tematic review on the role of scientific knowledge in health
policies recalls that “the quality of evidence is not in itself suf-
ficient to guarantee its impact on decisions” and that institu-
tional mechanisms promoting interaction between researchers
and decision-makers are indispensable [34]. Lavis et al. (2006)
emphasize that for systematic reviews to be truly usable by
health managers and decision-makers, it is necessary to adapt
syntheses to local priorities and contextual constraints, by
providing clear messages, practical recommendations, and ac-
cessible interpretation tools [72]. In addition, recent interna-
tional evidence highlights that when systematically synthe-
sized and aligned with policy priorities, evidence can directly
inform the design of financial protection mechanisms, partic-
ularly for vulnerable populations in low- and middle-income
countries [73].

The interaction between these forms of evidence reflects
broader knowledge translation dynamics. Scientific data do
not move linearly into decision-making. They are transformed,
interpreted, and negotiated within political and institutional
settings. This dynamic is particularly relevant in contexts
where fragmented health financing systems require coordi-
nated policy responses, as illustrated by recent analyses of
health system reforms in complex governance environments
[66]. Furthermore, recommendations from international or-
ganizations emphasize that high-performing health systems
are those that succeed in articulating evidence-based decision-
making and inclusive governance, particularly in resource-
limited contexts [9]. This process is illustrated in cases where
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knowledge translation platforms have been established, par-
ticularly in sub-Saharan Africa, facilitating the adaptation of
research results to local policy needs [27].

In summary, beyond the mere availability of data, the effec-
tiveness of their mobilization depends on the capacity of insti-
tutions to interpret them, to translate them into formats usable
by decision-makers, and to build cognitive bridges between
science and policy.

4.2. Conceptual and Theoretical Frameworks
Mobilized for the Analysis of the Use of
Evidence in Health Financing Reforms

The analysis of the results shows that the integration of ev-
idence into health financing reforms cannot be fully under-
stood without taking into account the conceptual and theoret-
ical frameworks mobilized. These frameworks make it possi-
ble to explain differences in the instrumental, conceptual, and
symbolic use of evidence, as well as the variations observed
according to geographical, institutional, and political contexts.

4.2.1. The Health Policy Triangle (Walt & Gilson,
1994)

The model of Walt & Gilson, encompassing actors, pro-
cesses, content, and context, provides an analytical method to
understand why certain evidence is incorporated into reforms
while others are set aside.

In the case of reforms based on health insurance in sub-Sa-
haran Africa, the framework makes it possible to understand
the combined influence of donors, ministries, and local pro-
viders on the prioritization of evidence [19].

It also explains the impact of the institutional context on the
translation of quantitative and qualitative data into policy de-
cisions: for example, in rural financing systems in China, de-
cisions to adjust insurance mechanisms were strongly depend-
ent on local governance structures and data collection capaci-
ties [17].

Thus, the Walt & Gilson triangle makes it possible to inter-
pret results related to institutional barriers and variations in the
adoption of evidence, by linking the characteristics of actors
and the decision-making process to the actual use of data.

4.2.2. Mid-range Theories and Political Science

Mid-range theories such as Kingdon’s Multiple Streams
Theory (MST, 1984) and the Advocacy Coalition Framework
(ACF) of Sabatier and Jenkins-Smith (1993) shed light on the
results concerning the selectivity of evidence and the facilitat-
ing or limiting factors.

1) The MST makes it possible to explain why certain re-
forms, such as performance-based financing (PBF) pro-
grams in Rwanda, were adopted rapidly: the conver-
gence of a health crisis, financial solutions, and favora-
ble decision-makers created a window of opportunity to
mobilize evidence [74].
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2) The ACF, by analyzing coalitions of actors sharing com-
mon beliefs, helps to understand why certain quantita-
tive evidence or economic evaluations are used in an in-
strumental manner, while others, considered less of a
priority or politically sensitive, are ignored [24].

These theories also illustrate that dependence on donors and

political pressures may limit the local appropriation of evidence,
as observed in certain reforms in sub-Saharan Africa [19].

4.2.3. Theoretical Bricolage

Theoretical bricolage in the analysis of health policies re-
fers to the combined and adaptive use of several conceptual
frameworks and theories in order to apprehend complex sys-
tems and multidimensional reform processes. This approach
is particularly relevant for analyzing health financing reforms
in low- and middle-income countries, where the dynamics be-
tween political, institutional, and technical actors are often
non-linear and interdependent.

The studies examined show that the bricolage approach al-
lows researchers to go beyond the limits of a single framework
by combining frameworks from different disciplines in order
to better capture the multiple dimensions of policy change. For
example, several policy publications have jointly applied
models specific to political science such as Kingdon’s Multi-
ple Streams Theory and the political economy framework of
reforms by Grindle and Thomas, as well as models specific to
health systems such as the Walt & Gilson Health Policy Tri-
angle. These combinations facilitate the analysis of institu-
tional structures, actor interactions, and mechanisms of
change in financing reforms [75].

Theoretical bricolage is not a disordered juxtaposition of
frameworks; it implies methodological reflection on the limits
and complementarities of each approach. It makes it possible
to adapt analytical frameworks to different levels of analysis
(national, regional, local) and to different stages of the policy
cycle, while taking into account contextual constraints. This
flexibility is essential to understand why certain reforms suc-
ceed in translating evidence into concrete decisions, while
others fail or remain incomplete.

4.2.4. Knowledge Translation Frameworks

Knowledge translation (KT) frameworks constitute essen-
tial tools for understanding how scientific evidence is trans-
formed, adapted, and applied in health policy decisions. Con-
trary to purely instrumental approaches, KT emphasizes the
contextualization of knowledge, its interpretation by decision-
makers, and the co-construction of evidence between re-
searchers and policy actors.

Foundational literature such as Graham et al. (2006) pro-
poses the Knowledge-to-Action model, which describes a
stepwise process: knowledge production, adaptation to the lo-
cal context, targeted dissemination, evaluation, and feedback.
This model makes it possible to understand why certain quan-
titative or qualitative evidence is integrated into decision-
making and others are not. Lavis et al. (2006) confirm that
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decision-makers favor contextualized evidence interpreted in
light of national priorities, which highlights the importance of
local adaptation of evidence [72].

In practice, these frameworks have been applied through
the establishment of Knowledge Translation Platforms (KTPs)
in sub-Saharan Africa, such as EVIPNet Cameroon or
REACH-PI Uganda [46]. These platforms facilitate dialogue
between researchers and decision-makers, translate scientific
evidence into operational recommendations, and strengthen
the local appropriation of reforms. They also make it possible
to identify institutional and cultural obstacles to the integra-
tion of evidence, by adjusting messages to political priorities
and contextual constraints.

KT frameworks are not limited to dissemination; they sup-
port the co-construction of evidence, where decision-makers
and researchers collaborate from the design of studies, the se-
lection of indicators, and the interpretation of results.

Thus, knowledge translation emerges as a key mechanism
for transforming scientific evidence into effective policy deci-
sions, ensuring that recommendations are not only based on
robust data but also adapted to the institutional, cultural, and
political context.

4.3. International Experiences in the
Integration of Evidence in Health
Financing Reforms

The integration of evidence into health financing reforms
across different international contexts reveals the importance
of contextual adaptation, institutional structures, and govern-
ance to translate scientific evidence into effective policies.
Documented experiences show that the simple availability of
quantitative or qualitative data is not sufficient to guarantee a
successful reform; appropriation by political and institutional
actors constitutes a determining factor. Post-pandemic anal-
yses across OECD and European health systems show a
marked increase in health expenditure, fiscal pressure on pub-
lic financing systems, and renewed emphasis on evidence-in-
formed priority setting, particularly in contexts such as France,
Germany, and the United Kingdom, where cost-effectiveness
and burden-of-disease evidence increasingly guide reimburse-
ment and coverage decisions [67].

In high-income countries, such as the United States, the
adoption and adjustment of the Patient Protection and Afford-
able Care Act (ACA) largely relied on empirical data derived
from comparative analyses of costs, coverage, and access to
care. The integration of economic evaluations, combined with
prospective simulations, made it possible to calibrate subsidy
mechanisms and the expansion of Medicaid, illustrating an in-
strumental use of evidence to guide concrete decisions [43].
These experiences highlight that the institutionalization of ev-
idence, through specialized agencies and advisory committees,
facilitates the translation of data into financing decisions.

In middle-income countries, China illustrates how govern-
ance and administrative data can be integrated to guide
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reforms. The systematic use of rural insurance databases made
it possible to identify coverage gaps and to adjust financial
incentives to improve access and equity [17]. These experi-
ences show that the articulation between empirical data, eco-
nomic analysis, and institutional feedback is crucial to adapt
policies to complex environments.

In sub-Saharan Africa, several initiatives have demon-
strated the effectiveness of formal knowledge translation plat-
forms (Knowledge Translation Platforms). Projects such as
EVIPNet Cameroon and REACH-PI Uganda have made it
possible to produce synthesis briefs and to organize interactive
policy dialogues, promoting the local appropriation of evi-
dence by decision-makers [27, 40]. These platforms facilitate
the translation of complex information derived from system-
atic reviews, economic evaluations, or qualitative data into
concrete recommendations adapted to the institutional and so-
cio-political context.

The analysis of international experiences highlights several
key lessons:

Contextual adaptation is essential: evidence must be con-
textualized to take into account local constraints, political pri-
orities, and institutional dynamics [19, 20].

Governance and leadership influence the integration of ev-
idence: in all contexts, transparent governance structures and
committed political leadership promote the instrumental and
conceptual use of data [17, 28].

Collaborative mechanisms strengthen the adoption of evi-
dence: the integration of interactive platforms, researcher—de-
cision-maker dialogues, and co-construction of recommenda-
tions contributes to reducing the gap between scientific evi-
dence and political decision-making [27, 40].

Economic and impact evaluations strengthen the legitimacy
of decisions: the use of cost-effectiveness analyses, perfor-
mance indicators, and statistical models provides a common
language for decision-makers and technical actors, facilitating
the prioritization and justification of reforms [28, 44].

However, these experiences also highlight potential limita-
tions: dependence on external donors, insufficient local capac-
ity to interpret data, and political or cultural conflicts may re-
strict the appropriation and impact of evidence.

The analysis of international experiences demonstrates that
the effectiveness of the use of evidence depends on the com-
bination of the quality of evidence, appropriate institutional
structures, and political commitment. This combination
makes it possible to transform data into operational deci-
sions, promoting more equitable, efficient, and context-
adapted financing reforms. The inclusion of high-income
countries such as the United States and China is not intended
to suggest economic comparability with Cameroon, but ra-
ther to identify transferable governance and institutional
mechanisms for evidence use. Health systems literature in-
creasingly supports such “functional comparison ap-
proaches”, where systems are compared based on decision-
making architecture, financing tools, and evidence integra-

tion capacity rather than GDP level.4.4. Factors

76

Affecting the Use of Evidence in Health
Financing Decisions

The integration of evidence into health financing decisions
does not reduce to the simple availability of information; it is
conditioned by a complex set of institutional, organizational,
political, and cultural factors that interact to affect the adop-
tion of evidence. Political leadership and governance play a
central role: when decision-makers actively engage in the in-
terpretation and use of data, this strengthens the coherence and
legitimacy of reforms, as shown by Yuan et al. [17] in the rural
insurance system in China and Gautier & Ridde (2017) in sub-
Saharan Africa, where the involvement of political actors pro-
moted the alignment of national priorities with scientific evi-
dence [19]. Transparent institutional structures and
knowledge translation platforms (Knowledge Translation
Platforms) also facilitate the circulation and appropriation of
data, reducing the risks of misinterpretation and promoting a
conceptual and instrumental use of evidence.

Organizational and technical capacities constitute a second
determining factor. Access to reliable databases, robust health
information systems, and qualified research teams makes it
possible to produce and interpret data in the local context, as
observed in Ghana’s health insurance system, where pilot
studies made it possible to adapt financing mechanisms to lo-
cal realities and to improve access to care [28]. Furthermore,
the availability of structured analytical frameworks such as the
Walt & Gilson policy triangle, policy briefs, and economic
evaluation syntheses enhances the translation of complex evi-
dence into operational decision-oriented guidance, thereby es-
tablishing a common analytical language that bridges tech-
nical rigor and political considerations in health policy pro-
cesses [27, 72].

Partnerships and institutional networks represent a third
factor facilitating the use of evidence. Collaborations between
government institutions, research centers, and international part-
ners strengthen the legitimacy of evidence and enable the co-con-
struction of policies. Rwanda constitutes a convincing example,
where the establishment of rigorous monitoring and evaluation
mechanisms made it possible to continuously integrate evidence
into performance-based financing reforms [49].

However, several barriers limit the adoption of evidence.
Political and economic constraints, such as dependence on do-
nors or budgetary pressures, may restrict local autonomy and
reduce the capacity of decision-makers to use data to guide
policies [20]. Insufficient institutional and technical capacity
constitutes another major limitation: the lack of trained per-
sonnel, analytical resources, and adequate infrastructure pre-
vents the systematic use of data [28]. Recent evidence from
South-East Asia also shows that health financing reforms im-
plemented during crisis periods are strongly shaped by politi-
cal economy dynamics, including power negotiations, fiscal
pressures, and institutional resilience [70].

These findings show that effective evidence use requires a
systemic and contextual approach. This includes capacity
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building, political leadership, co-production of knowledge,
and adaptation of analytical frameworks to local realities.
Such an approach makes it possible not only to maximize the
impact of reforms on access to care and equity, but also to
transform scientific evidence into concrete and sustainable
policy decisions, even in heterogeneous and politically sensi-
tive institutional contexts.

4.5. Specific Features of the Cameroonian
Experience

The analysis of Cameroonian experiences in the use of evi-
dence for health financing reforms reveals several key lessons
on how operational evidence can guide policies and support
progress towards Universal Health Coverage (UHC).

4.5.1. Importance of Pilot Phases to Generate
Evidence

Reforms of PBF, the health voucher, and the reduction of
user fees for HIV-related services have systematically been
introduced through structured pilot phases, making it possible
to produce reliable data before scaling up. This pilot-centered
approach presents several advantages:

1) Operational validation: pilot phases make it possible to
identify contextual obstacles, logistical constraints, and
capacity-building needs before generalizing the inter-
vention, as documented in PBF evaluations in Cameroon
[54] and health voucher implementation reports [76].

2) Production of multi-source data: data come both from
routine health information systems, beneficiary surveys,
administrative analyses, and impact evaluations, offer-
ing a holistic view of the performance and effectiveness
of interventions.

3) Flexibility and adjustments: the evidence collected made
it possible to adjust financing modalities, calibrate PBF
incentives, and modify health voucher mechanisms to
maximize access and equity.

This strategy confirms the importance of an empirical and
contextual approach, where decisions are based on local data,
reflecting the real needs of populations and the operational ca-
pacity of health facilities.

4.5.2. Use of Evidence in Specific Reforms

PBF and the health voucher illustrate the instrumental use
of evidence: impact evaluations and routine data directly
guided the design and expansion of programs. Results show
that access to essential services, quality of care, and availabil-
ity of inputs improved, confirming the relevance of systematic
monitoring and rigorous data verification.

The health voucher, in particular, highlights challenges re-
lated to the variability of effects according to regions and tar-
get populations, which underlines the importance of combin-
ing interventions with detailed contextual analyses [57, 76].

Measures to reduce user fees for HIV services have

demonstrated that the removal or partial subsidization of costs
is essential to improve access and retention in care, especially
for vulnerable populations. Evidence shows that despite the
free provision of ART, residual costs persist (transport, addi-
tional tests), which requires operational adjustments to max-
imize equity. These interventions also illustrate a combined
use of data: financial data for monitoring payments, routine
data for tracking access to care, and qualitative evaluations to
understand patient perceptions and behaviors.

4.5.3. Universal Health Coverage (UHC)

The experience of UHC in Cameroon shows the systematic
integration of evidence derived from multiple reforms to de-
fine service packages, estimate costs, reduce financial barriers,
and develop strategic purchasing mechanisms.

1) This approach illustrates the combined conceptual and
instrumental use of data: conceptual to guide the struc-
turing of UHC, instrumental for operational and finan-
cial decisions.

2) It also highlights the importance of transparency and
consistency of data sources to strengthen the credibility
of policy choices and the trust of stakeholders involved.

4.5.4. Comparative Positioning of the Cameroonian
Experience Within International Trends

The Cameroonian experience in integrating evidence into
health financing reforms reflects a broader global shift toward
evidence-informed health systems reforms aimed at achieving
Universal Health Coverage (UHC), particularly in low- and
middle-income countries [77].

Across Sub-Saharan Africa, countries are increasingly
adopting contributory insurance schemes and performance-
based financing mechanisms; however, their effectiveness re-
mains constrained by fragmented health financing systems,
limited fiscal space, and dependence on external partners [77,
78].

In this regard, Cameroon is aligned with regional trends
where reforms are often implemented through pilot phases
generating operational evidence before scale-up, particularly
in performance-based financing and maternal health interven-
tions [74, 79].

Similar patterns are observed in Nepal, where UHC reforms
rely heavily on incremental evidence generation through pilot
interventions and phased implementation due to fiscal and in-
stitutional constraints [66].

In contrast, middle-income countries such as China demon-
strate a more institutionalized use of administrative and claims
databases to continuously adjust insurance design and pro-
vider payment mechanisms, enabling stronger integration be-
tween evidence and policy decisions [73].

Similarly, Chile has adopted structured comparative policy
learning approaches, systematically using international evi-
dence and scoping reviews to inform national health financing
reforms, reflecting a more institutionalized evidence-to-policy
cycle than observed in most African contexts [71].
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High-income countries such as the United States further il-
lustrate advanced institutionalization of evidence use, where
economic evaluation, modeling, and formal advisory institu-
tions play a central role in shaping reforms such as the Afford-
able Care Act, contrasting with the more fragmented and pro-
ject-based evidence use observed in Cameroon [80].

More broadly, recent comparative analyses indicate that
across countries, the effectiveness of evidence use in health
financing reforms depends less on data availability than on
governance structures, political commitment, and the exist-
ence of institutionalized knowledge translation platforms [77].

In this perspective, Cameroon illustrates a transitional
model where evidence is increasingly generated and used
through operational systems and pilot programs, but where the
institutionalization of evidence-informed decision-making re-
mains limited compared to more mature systems in Asia and
high-income countries. In the post-COVID-19 context, Cam-
eroon’s experience is particularly relevant as many low- and
middle-income countries have faced increased fiscal con-
straints and rising health expenditures, reinforcing the need
for adaptive, evidence-informed financing systems capable of
responding to shocks while maintaining progress toward Uni-
versal Health Coverage.

4.5.5. Strengths and Limitations of the
Cameroonian Approach

Strengths

1) Empirical and progressive approach: the use of pilot
phases made it possible to generate reliable local evi-
dence before scaling up.

2) Multidimensional data: combination of quantitative,
qualitative, administrative, and financial data, allowing
a comprehensive view of reforms.

3) Alignment with international priorities: HIV and UHC
programs are consistent with WHO recommendations
and technical partners, strengthening the integration of
interventions into national planning.

Limitations

1) Heterogeneity and quality of data: data quality varies be-
tween districts and programs, which may limit compara-
bility and generalization of results.

2) Dependence on partners: some reforms remain highly
dependent on funding and evaluations from external
partners, which may affect local sustainability.

3) Limited integration of scientific research: most data
come from operational systems and internal evaluations,
with limited use of scientific literature to inform certain
strategic decisions.

4.5.6. Implications for Policy and Research

1) Adaptive financing policies: local evidence must con-
tinue to guide the adjustment of PBF, health voucher,
and UHC mechanisms to maximize efficiency and eq-
uity.

2) Strengthening of information systems: improving the
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quality and uniformity of data across all regions is cru-
cial to support national decisions.

3) Systematization of scientific evidence: combining oper-
ational data and scientific analyses (systematic reviews,
international evaluations) could strengthen the robust-
ness of policy decisions.

4) Integrated approach: UHC must continue a holistic ap-
proach, drawing on data from pilot reforms and specific
programs such as HIV to inform national planning and
resource allocation.

The experience of Cameroon illustrates that health financ-
ing reforms can leverage operational evidence from pilot
phases to guide policy decisions. The combination of quanti-
tative, qualitative, and administrative data makes it possible
not only to measure the impact of interventions but also to in-
form the progressive scale-up towards UHC. However, to
strengthen effectiveness and sustainability, it is necessary to
consolidate information systems, systematize the integration
of scientific research, and reduce dependence on external part-
ners. These lessons have direct implications for the design of
evidence-based financing reforms in other resource-limited
countries.

5. Strengths and Limitations of the
Study

This scoping review presents several strengths. It made it
possible to systematically explore a still heterogeneous field
of research, by integrating studies from varied contexts. The
use of diverse theoretical frameworks, including interdiscipli-
nary approaches, fostered an in-depth understanding of deci-
sion-making processes related to health financing. Moreover,
the attention paid to African contexts strengthens the rele-
vance of the findings for resource-limited countries engaged
in the path toward Universal Health Coverage.

However, certain limitations must be highlighted. Like any
scoping review, this study does not include a formal assess-
ment of the methodological quality of the articles, which may
limit the appraisal of the robustness of the evidence. The se-
lection of studies may also have introduced biases, notably re-
lated to the languages and databases used. Finally, the hetero-
geneity of approaches and contexts makes direct comparison
of results difficult and limits the generalizability of the con-
clusions.

Despite these limitations, this review provides a relevant
and integrated analysis of the mechanisms of use of evidence
in health financing policies, and constitutes a useful basis for
guiding future research and reforms.

6. Conclusion and Implications for
Policy and Research

This scoping review highlights that the integration of evi-
dence into health financing decision-making constitutes a
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complex, multidimensional process that is highly context-
dependent. The analysis of the included studies shows that
the use of evidence does not rely solely on the availability of
reliable data, but on the capacity of health systems to mobi-
lize these data through appropriate institutional, political,
and organizational mechanisms. In particular, the role of po-
litical leadership, local analytical capacities, conceptual
frameworks, and interactions between actors appears to be
determinant in the transformation of scientific knowledge
into operational decisions.

The findings also emphasize that the analytical approaches
mobilized in the literature, often characterized by theoretical
bricolage, make it possible to better grasp the complexity of
decision-making processes in health financing. This concep-
tual flexibility promotes a more nuanced understanding of
power dynamics, institutional constraints, and mechanisms of
change, particularly in the contexts of low- and middle-in-
come countries.

From a public policy perspective, several major implica-
tions emerge. First, it is essential to strengthen institutional
mechanisms for knowledge translation, particularly through
the establishment or consolidation of platforms for dialogue
between researchers, decision-makers, and stakeholders.
These mechanisms make it possible to contextualize evidence
and facilitate its appropriation by political actors. Second,
strengthening technical and analytical capacities at the na-
tional level appears to be an indispensable condition for im-
proving the use of data in decision-making processes. This in-
cludes the development of robust health information systems,
the training of actors in data analysis, and the production of
syntheses adapted to the needs of decision-makers.

Third, the results highlight the need to systematically integrate
economic evaluations and impact analyses into the processes of
policy formulation in health financing. These tools provide a ra-
tional framework for prioritizing interventions and contribute to
strengthening the transparency and legitimacy of decisions.
Fourth, taking into account political and institutional dimensions,
notably actor dynamics, power relations, and external influences,
is essential for understanding and improving the use of evidence
in reforms.

From a research perspective, this review highlights the im-
portance of developing interdisciplinary analytical approaches
capable of capturing the complexity of health systems. Future
research should move toward the analysis of concrete
knowledge translation mechanisms, placing greater emphasis
on interactions between actors, negotiation processes, and in-
stitutional contexts. In addition, it appears necessary to pro-
duce more empirical evidence from African contexts, in order
to better document local specificities and strengthen the rele-
vance of policy recommendations.

Finally, in countries pursuing Universal Health Coverage,
particularly Cameroon, improving evidence use in health fi-
nancing requires a systemic approach. This includes capacity
strengthening, inclusive governance, and adaptation of analyt-
ical frameworks to local realities. Such an approach is

essential to ensure effective, equitable, and sustainable re-
forms, capable of responding to population needs while opti-
mizing the allocation of limited resources.
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