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Abstract 

Background  Evidence indicating persistent geographic inequalities in health outcomes signifies a need for rou-
tine subnational monitoring of health-related Sustainable Development Goal targets in sub-Saharan Africa. Health 
facilities may be an appropriate subnational unit for monitoring purposes, but a lack of suitable demographic data 
complicates the production of baseline facility-level population denominators against which progress can be reliably 
measured. This scoping review aimed to map the methods and data sources used to estimate health facility catch-
ment areas and translate them to population denominators for child health indicators in the region.

Methods  Peer-reviewed research publications and grey literature reports were identified by searching bibliographic 
databases and relevant organisational websites. The inclusion criteria required that studies were conducted in sub-
Saharan Africa since January 2000, described quantitative method(s) for estimating health facility catchment areas 
and/or population denominators, and focussed on children as the population of interest. Following title/abstract then 
full text screening of search results, relevant data were extracted using a standard form. Thematic analysis was under-
taken to extract themes and present a narrative synthesis.

Results  Overall, 33 research publications and 3 grey literature reports were included. Of these, only 7 research studies 
and 1 technical guidance document outlined aims explicitly framed around methods development and/or evalu-
ation. Studies increasingly estimated catchment areas using complex geostatistical or travel time-based modelling 
approaches rather than simpler proximity metrics, and produced denominators by intersecting catchment bounda-
ries with gridded population surfaces rather than aggregating area-based administrative counts. Few studies used 
data produced by or describing health facilities to link estimation methods to service utilisation patterns, inter-facility 
competition or facility characteristics.

Conclusion  There is a need for catchment population estimation methods that can be scaled to national-level 
facility networks and replicated across the region. This could be achieved by leveraging routinely collected health 
data and other readily available and nationally consistent data sources. Future methodological development 
should emphasise modern geostatistical approaches drawing upon the relative strengths of multiple data sources 
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and capturing the range of spatial, supply-side, individual-level and environmental factors with potential to influence 
catchments’ extent, shape and demographic composition.

Keywords  Health facility, Catchment area, Denominator, Population, Demography, Spatial, Child health, Sub-Saharan 
Africa, Scoping review

Background
Projections from the 2017 Global Burden of Disease 
study suggest that many countries of sub-Saharan Africa 
(SSA) are falling short of the progress required to meet 
any health-related Sustainable Development Goals 
(SDGs) target by 2030 [1]. The region also faces chal-
lenges in relation to child health; despite recent improve-
ment, levels of mortality [2, 3] and infectious disease 
incidence [4, 5] remain high, amid evidence of growing 
non-communicable disease burden [6]. Subnational anal-
yses, however, reveal within-country inequalities in the 
distribution of health outcomes [7–9] that would other-
wise be hidden by national-level data, signifying a need 
for routine monitoring at more granular geographies. By 
revealing and characterising high risk areas or under-
served populations such an approach could also help 
to address spatial inequalities, contributing to targeted 
resource allocation and the development of locally-rele-
vant interventions and services [1, 2, 7].

Health facilities (HFs) may be an appropriate subna-
tional unit for monitoring progress against targets in 
SSA: they provide routine, formal care to populations 
in small geographic areas and, in so doing, collect con-
tinuous and near real-time empirical data describing 
service utilisation, health status, disease incidence and 
prevalence, and intervention coverage [10, 11]. Intui-
tively, progress monitoring at this level presupposes clear 
knowledge of the geographical ‘catchment’ area served 
by each HF, together with its baseline denominator 
population and demographic composition [12]. Though 
traditionally viewed as the principal sources of demo-
graphic data in many low- and middle-income countries 
(LMICs), censuses and household surveys do not provide 
direct population estimates at the lowest levels of health 
service delivery [13]. Moreover, as catchments are rarely 
delineated by unambiguous administrative boundaries in 
SSA, so-called ‘natural’ catchments predominate, tending 
to emerge as a product of interacting factors influenc-
ing patient choice [14], including HF type [15], service 
quality [16, 17] or distance decay (meaning the tendency 
towards waning utilisation with greater travel distance) 
[18, 19]. Without the benefit of typical demographic data 
and methods, a range of statistical and geospatial model-
based approaches to the estimation of HF catchment 
areas and population denominators have been devel-
oped, many of which account for these, and other, salient 

factors [20], but seldom incorporate the data collected by 
HFs themselves as the product of routine patient care.

Nonetheless, the view that routinely collected health 
data (RCHD) could be better leveraged for population 
health improvement has gained traction in recent years, 
with renewed efforts to improve their quality [21, 22] 
and establish them as a source of intelligence to moni-
tor health indicators and inform local, evidence-based 
decision-making [23–25]. Meanwhile, District Health 
Information Software (DHIS2), a health management 
information system (HMIS) for the collection, warehous-
ing and reporting of RCHD, has been adopted by more 
than 70 LMICs covering some 30% of the world’s popula-
tion, principally in SSA and south/south east Asia [26], 
thus strengthening and harmonising their data collection 
and production infrastructure. These developments are 
emblematic of the rapidly evolving data landscape of SSA 
and may have precipitated methodological innovation 
that could be replicated more widely across the region. 
This scoping review was conducted with the aims of 
mapping the: (i) methods and data sources that have been 
used to estimate HF catchment areas and translate them 
to population denominators for child health indicators 
in SSA; (ii) approaches used to evaluate these estimation 
methods.

Methods
The review followed the methodological framework 
established by Arksey and O’Malley [27], and is reported 
in accordance with the Preferred Reporting Items for 
Systematic reviews and Meta-Analyses Extension for 
Scoping Reviews (PRISMA-ScR) checklist [28] (Supple-
mentary file 1). A protocol was also registered on Open 
Science Framework [29].

Identifying and selecting peer‑reviewed publications
Publications were identified using a search strategy devel-
oped by the study team and reviewed by two research 
librarians. Database search strings (Supplementary file 
2) consisted of MeSH terms (Medline only) and search 
terms arranged into four broad ‘concepts’ (children, HFs, 
catchment areas/population denominators and SSA) 
using Boolean operators. Exploratory scoping searches 
were used to determine the combination of terms 
required to capture each ‘concept’. Searches of Medline, 
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Scopus, Web of Science Core Collection, GeoBase and 
African Index Medicus bibliographic databases were exe-
cuted on 25th October 2021. Results were imported into 
an EndNote X9 (Clarivate Analytics, Philadelphia, USA) 
database and de-duplicated.

Screening against the inclusion criteria (Table  1) was 
conducted in two stages: (i) title/abstract screening of 
de-duplicated search results using the R ‘metagear’ pack-
age [30]; (ii) full text screening of results passing the 
first stage. Where publications were unavailable online, 
the authors were contacted directly. Prior to each stage 
a random sample of 20% were independently screened 
by MJ and WAA to calibrate the inclusion criteria and 
screening approach [28]. Discrepancies between review-
ers were discussed and, where necessary, resolved by 
JW as arbitrator. Agreement was assessed using Cohen’s 
kappa coefficient; once a minimum value of 0.80 was 
achieved, all remaining publications were screened by MJ 
alone [31]. After completion, the list of full text screen-
ing decisions and rationale was verified by WAA and JW. 
Reference lists were searched to identify additional publi-
cations meeting the inclusion criteria.

Grey literature
Recognising non-academic organisations’ role in the 
production of methodological and technical guid-
ance, grey literature searches were executed during 
January, February and June 2022. Google Scholar and 
relevant organisational websites were searched using 

a simplified strategy consisting of keyword combina-
tions representing ‘concepts’ used to identify peer-
reviewed publications (Supplementary file 3). As grey 
literature tends to appear more regularly after around 
30 pages of Google Scholar search results [36], the first 
50 pages (500 results) were screened by title/preview 
only, as were the results from organisational websites. 
EBSCO was searched as a general source of grey litera-
ture and ProQuest for dissertations and theses. Results 
from peer-reviewed journals were excluded. Title/
abstract screening used the platforms’ web interfaces, 
with results passing this stage progressing to full text 
screening. Screening was conducted by MJ alone and, 
other than relaxing the third criterion (Table 1) to allow 
inclusion of methodological guidance not linked to spe-
cific countries, followed the approach used for peer-
reviewed publications.

Data extraction and synthesis
For consistency, a standard form was developed to extract 
variables including bibliographic information, study set-
ting and population, data sources, software and methods 
used, results, findings and limitations. Following inde-
pendent extraction from 15% of peer-reviewed publica-
tions by MJ and WAA as a calibration exercise [28], the 
remainder were reviewed by MJ alone. After completion, 
the extracted data were verified by WAA. R v4.0.2 and 
RStudio v1.3.1073 (R Core Team, Vienna, Austria) were 

Table 1  Inclusion criteria used to select peer-reviewed publications for the review

Criterion Description Additional notes

1 Publication written in English or French languages • Database searches were conducted in English

2 Publication dates from January 2000 onwards • Selected as efforts to strengthen HMIS [21] and uptake of DHIS2 [32] 
gathered pace during the 2000s

3 Publication describes a study conducted in at least one country 
from the United Nations SDG SSA regional grouping [33]

4 Publication describes a quantitative method(s) for estimating catch-
ment areas and/or population denominators

• Publications describing the development of a novel method 
or implementation of an existing method were considered relevant, 
but methods must involve estimation or modelling as opposed 
to delineating or visualising empirically observed health-seeking 
flows
• Publications describing the application of similar methods 
as an intermediate step to testing associations between health 
service accessibility and outcomes were also considered relevant 
to the review

5 The method(s) associates catchment areas and/or population 
denominators with specific health facilities as the unit of analysis

• ‘Specific’ may mean the nearest or named health facilities

6 Children of any age are the/a specific population subgroup of inter-
est

• Many health-related SDG indicators are targeted to a demographic 
subgroup as opposed to the total population [34]
• Several countries of SSA have expanded the set of child health 
services covered by free healthcare policies in recent years which, 
though the evidence is mixed, may have resulted in increased service 
utilisation and consequential growth in the volume of routine data 
[35]
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used to create quantitative tables summarising the cor-
pus of publications. Thematic analysis was undertaken to 
extract key themes and present a narrative synthesis.

Results
A PRISMA flow diagram outlining the selection process 
is presented in Fig. 1. Twenty-nine of 1087 unique peer-
reviewed publications were included, as well as 4 identi-
fied via reference list searches. Also included were 3 grey 
literature reports, consisting of one case study [37], one 
thesis [38] and one technical guidance document [39], of 
which the latter is excluded from the forthcoming quanti-
tative tables and synthesis.

Study setting and health facility locations
Excepting 2 region-wide [40, 41] and 2 multi-country 
studies [37, 42], most (88.6%) peer-reviewed publica-
tions and grey literature reports (hereafter, publications) 
described single-country studies (Table  2). Overall, 
15 countries were represented; while most had 3 pub-
lications or fewer, 13 (37.1%) originated from Kenya. 
Although 7 (20.0%) publications implemented methods 
across the national HF network [43–49], most (68.6%) 

analysed a defined subnational area or subset of spe-
cific, purposively selected HFs. Only 3 (8.6%) publica-
tions stated that analyses captured public and private 
sector HFs [42, 46, 50] (Table 3). All studies utilised data 
describing HF locations (Table  4). Although study staff 
sometimes (14.3%) conducted onsite geolocation by field 
survey [15, 42, 44, 51, 52], information held within the 
national health system or by HFs were the most common 
data source (60.0%). Recent years have seen the develop-
ment of open databases geolocating public sector HFs 
across SSA [53, 54], and there were instances of their use 
to augment within-country data [46], or as the primary 
source for region-wide analyses [40, 41].

Study aims
While only 7 (20.0%) publications were framed around 
methods development and/or evaluation (Table  4), 12 
(34.3%) each utilised similar methods to estimate catch-
ment areas and/or population denominators, or to com-
pute measures of health service accessibility as covariate 
to models testing associations with outcomes such as 
stunting [55] or hospital admission [56]. Several differ-
ent health indicators were analysed (Table 3): indicators 

Records iden�fied from database 
searches: 2,287

(Medline – 749; Scopus – 959; Web 
of Science – 498; GeoBase – 62; 

African Index Medicus – 19)

Title/abstract screening: 1,087
(a�er exclusions applied)

Records excluded by 
de-duplica�on: 1,200

Records excluded by screening 
criteria: 1,010

(language – 0; date – 147; 
country – 38; method – 768; 

health facili�es – 12; children – 45)

Full text screening: 77
(all records successfully retrieved)

Records excluded by screening 
criteria: 48

(method – 37; health 
facili�es – 3; children – 8)

Records included in the review: 36
Peer-reviewed publica�ons: 33

Grey literature reports: 3

Addi�onal records iden�fied by 
reference list searches: 4

(all records successfully retrieved)

Iden�fica�on of peer-reviewed publica�ons Iden�fica�on of grey literature reports

Records iden�fied from database 
searches: 1,970

(ProQuest – 44; EBSCO – 1,926)

Records excluded before 
screening: 1,894

(peer-reviewed journals – 1,890; 
de-duplica�on – 4)

Title/abstract screening: 76
(a�er exclusions applied)

Records sought 
for retrieval: 2

Full text screening: 1
(one full text could not be retrieved)

Records excluded by screening 
criteria: 5

(from database searches – 0; 
from website searches – 5)

Records iden�fied from website 
�tle/preview searches: 7

Full text screen: 7
(all records successfully retrieved)

Records sought 
for retrieval: 77

Records excluded by screening 
criteria: 74

(language – 0; date – 9; 
country – 1; method – 56; 

health facili�es – 1; children – 7)

One of the grey literature reports included in the review was a technical guidance document not linked to any specific country. This report is summarised 
in detail in table 3 but is excluded from tables 2 and 4, which aggregate publica�ons describing implementa�on of catchment and denominator es�ma�on 
methods 

Fig. 1  PRISMA flow diagram outlining the process used to identify and select relevant publications and reports
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related to malaria or fever treatment-seeking were used 
for 15 (42.9%) publications, but 4 (11.4%) each analysed 
child mortality, access to/utilisation of surgical services, 
and immunisation coverage.

Catchment area estimation
Catchment boundaries were sometimes (17.1%) aligned 
with those of established administrative units (Table  4), 
usually selected following an algorithmic process 
informed by patient-level data extracted from the HMIS 
[37, 57–60]. To produce catchment areas independent 
of administrative boundaries, many (31.4%) publications 
described the use of GIS software to assign locations to 
HFs based on straight-line distance [38, 47–52, 56, 61–
63]. In cases where the network of roads and/or footpaths 
was also mapped, this was enhanced by measuring ‘net-
work’ distance [64–66]. Similarly, additional spatial data-
sets describing other topographic features, such as land 
cover or slope, were often (31.4%) combined as input to 
cost impedance models measuring the travel time ‘cost’ 
of health-seekers’ most efficient route between locations 
[15, 19, 41–44, 46, 55, 67–69]. More complex approaches 
integrated spatial data with that gathered from nation-
ally representative household surveys [18, 40, 70] or the 
HMIS [71] in geostatistical models assembling catch-
ments based on location-specific estimates of health-
seeking probability. Most publications presented a map of 

HF locations (65.7%) (Table 4) but, while those describing 
methods development or catchment estimation typically 
delineated their boundaries explicitly, others computing 
an accessibility-based model covariate tended to produce 
isochrones visualising travel time or distance strata.

Denominator estimation
Although not all publications (68.6%) translated catch-
ments to population denominators (Table  4), the meth-
ods for doing so were divided almost equally between 
intersecting catchment boundaries with fine spatial-
scale gridded population surfaces (34.3%) and aggregat-
ing nationally- or locally-produced population counts 
(31.4%) at the level of districts [37], enumeration areas 
[38, 52], or villages [72], for example. Overall, 7 (20.0%) 
publications reported denominators for individual HFs 
and 6 (17.1%) at other levels of spatial aggregation.

Evaluation of methods
Most (60.0%) publications described methods evaluation 
(Table  4), which commonly entailed sensitivity analyses 
(28.6%) or comparing multiple methods within a single 
analysis dataset (11.4%), but in the case of model-based 
approaches used a validation subset to assess the perfor-
mance of candidate model specifications (8.6%). Only 4 
(11.4%) described comparisons against independent [64, 
70, 72] or purposively collected data [52].

Table 2  Geographic area and scale of the included publications

a  ‘Subnational’ denotes a defined subnational area or a subset of specific, purposively selected health facilities
b Table includes 33 peer-reviewed publications and 2 (of 3) grey literature reports (1 technical guidance document has been excluded)

Area Regional National Subnationala Single health 
facility

Number of 
publicationsb

Sub-Saharan Africa region 2 2

Multi-country study 2 2

Burkina Faso 1 1

Democratic Republic of the Congo 1 1

Ghana 1 1

Kenya 1 11 1 13

Madagascar 1 1

Malawi 1 1

Mozambique 1 1 2

Namibia 1 1

Niger 1 1

Rwanda 1 1

Somaliland 1 1

South Africa 1 1

Tanzania 1 1 2

The Gambia 1 1

Uganda 1 2 3

Total (%) 2 (5.7) 7 (20.0) 23 (65.7) 3 (8.6) 35 (100.0)
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Table 4  Characteristics of the included publications

a Table includes 33 peer-reviewed publications and 2 (of 3) grey literature reports (1 technical guidance document has been excluded)

Characteristic Number (%) of 
publications a 
(n = 35)

Study aims/product

 Methods development and/or evaluation 7 (20.0)

 Estimation of catchment areas and/or population denominators 12 (34.3)

 Computation of distance- or travel time-based model covariate 12 (34.3)

 Other study aim(s) 4 (11.4)

Type of catchment estimation method or accessibility measure used

 Alignment with administrative boundaries 6 (17.1)

 Straight-line distance 11 (31.4)

 Network distance 3 (8.6)

 Travel time/cost impedance modelling 11 (31.4)

 Model-based geostatistics 4 (11.4)

Type of denominator estimation method used

 Aggregation of administrative unit population counts 11 (31.4)

 Intersection of catchment boundaries with fine spatial-scale gridded population surface 12 (34.3)

 Complete enumeration within Health and Demographic Surveillance System area 1 (2.9)

 No denominator estimation 11 (31.4)

Data types used in the estimation process

 Purposive collection of origin/destination data 2 (5.7)

 Data collected by Health and Demographic Surveillance System 5 (14.3)

 Data extracted from Health Management Information System 7 (20.0)

 Nationally representative household survey data 7 (20.0)

 Spatial datasets, including road/footpath networks, land cover, topographic barriers to movement 22 (62.9)

 Population counts by administrative unit 12 (34.3)

 Fine spatial-scale gridded population surface 12 (34.3)

Source of data for health facility geolocation

 Onsite geolocation by field survey 5 (14.3)

 Routine geolocation of all health facilities within Health and Demographic Surveillance System area 5 (14.3)

 Study conducted in single or small number of health facilities 9 (25.7)

 Data held by national health system 12 (34.3)

 Regional database of geolocated public health facilities 2 (5.7)

 Other open data source 2 (5.7)

Approach to evaluation of estimation methods

 Comparison against independent or purposively collected data 4 (11.4)

 Direct comparison of multiple estimation methods using single analysis dataset 4 (11.4)

 Sensitivity analysis or other statistical comparisons using single analysis dataset 10 (28.6)

 Evaluation of candidate model specifications using a validation subset 3 (8.6)

 No methods evaluation 14 (40.0)

Relevant estimation outputs presented

 Map delineating health facility catchment areas and boundaries 13 (37.1)

 Isochrone map visualising health facility/service accessibility by travel time/distance strata 10 (28.6)

 Distance decay curve for the health indicator of interest 10 (28.6)

 Population denominators at level of individual health facilities 7 (20.0)

 Population denominators at other level of spatial aggregation 6 (17.1)
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Data sources and software
Although most publications utilised open, or widely 
available, secondary data sources only (Table  4), sev-
eral accessed data linking service utilisation events with 
health-seekers’ origin location, which are not routinely 
available in this setting: 5 (14.3%) were conducted within 
a Health and Demographic Surveillance System area 
[61, 65, 66, 68, 69], 7 (20.0%) extracted patient-level data 
from the HMIS [37, 57–60, 71, 72] and 2 (5.7%) surveyed 
health-seekers attending local HFs [15, 51].

Over half were published from 2017 onwards (Table 3). 
This may be linked to wider adoption of open-source 
software: while Geographic Information System (GIS) 
products such as ArcGIS and ArcView (Esri, Redlands, 
USA) and the AccessMod extension [73] were most 
common overall, use of R packages for spatial analysis 
(including ‘geoR’, ‘gstat’ and ‘R-INLA’) was evident from 
2017 [19, 64, 71, 72].

Discussion
This review of the literature on HF catchment popula-
tion estimation for child health indicators in SSA found 
that few of the 36 included publications took methods 
development and/or evaluation as the primary focus. Of 
these, 7 were subnational research studies [15, 38, 51, 
52, 64, 71, 72] and the eighth was a technical guidance 
document concerning single-hospital denominator esti-
mation [39]. Though data inequity has previously been 
cited as a barrier [15], recent efforts to strengthen health 
data infrastructure and ongoing advances in the availabil-
ity, coverage and resolution of spatial and demographic 
data may now offer the opportunity for development of 
reproducible methods that can be scaled to national-level 
networks. This will be essential if the HF is to be taken 
forward as a credible subnational unit for routine moni-
toring of health indicators.

A successful catchment estimation method should, 
without need for empirical data tracing actual health-
seeking flows, be able to outline the geographic area from 
which the users of a given HF are expected to originate 
[20]. The most basic method aligns catchments with 
established administrative units. This is problematic, 
however, in that subnational administrative bounda-
ries do not usually impede population movement and 
are thus unlikely to accurately represent health-seeking 
flows. Most publications described methods under-
pinned by measures of spatial accessibility, which focus 
upon the space or distance separating health-seekers 
from services [74]. The chosen measure has implica-
tions for catchments’ extent, shape and configuration, 
however. By conceptualising the catchment network as 
a complete areal tessellation encapsulating the entire 
population [38, 47, 49, 51, 52], the simplest straight-line 

distance methods carry the unrealistic assumption that 
all health-seekers have access to one, and only one, HF. 
Recognising that some may, in reality, reside beyond 
practical reach of any HF, buffers were sometimes used 
to constrain catchments to a distance threshold pro-
vided by policy targets [46, 52, 55], guidance around the 
health indicator under consideration [41, 44, 50], or the 
inflection point of a modelled decay curve [18, 19, 70]. 
As straight-line distance inherently overlooks transport 
infrastructure and topographic barriers to movement, 
additional spatial data may be used to produce a more 
realistic measure [75]. Network distance may have lim-
ited utility in SSA, where pedestrian travel is common, 
and not necessarily restricted to roads and footpaths [76]. 
Instead, the process of converting the study area to a grid 
representation, assigning all cells a traversal ‘cost’ based 
on their aggregate spatial characteristics, then fitting cost 
impedance models to measure the travel time associated 
with health-seekers’ most efficient route to the nearest 
HF is often preferred, despite increased data and compu-
tational needs [75]. Aligning catchment boundaries more 
closely with topographical features that bar or facilitate 
movement may better represent the real-world travel 
experience in this setting, but is sensitive to the qual-
ity and resolution of spatial data. One publication noted 
that the coarse resolution required to handle the regional 
inconsistency of road network and other spatial data may 
have overestimated accessibility in rural areas or near 
major roads [41]. Distance measures or cost impedance 
models were sometimes integrated within a broader geo-
statistical modelling framework alongside other supply-
side or individual-level factors, such that catchments 
were defined by the combined effect of multiple covari-
ates on location-specific probability of health-seeking 
and service utilisation [70, 71]. Overall, the included pub-
lications depicted a trade-off between catchment estima-
tion methods that are comparatively easy to implement, 
but oversimplistic and likely to yield unrealistic denomi-
nators, and others that more accurately represent real-
ity but entail additional data needs and methodological 
complexity (Fig. 2).

Increasingly complex modelling approaches present 
the further challenge that the optimal specification and 
appropriateness of any assumptions are likely context-
specific [75, 77], underlining the need for evaluation. 
While cost impedance modelling facilitated comparison 
of alternate travel scenarios based on variable transport 
modes [44, 69] or seasonal conditions [43, 78] as a means 
of sensitivity analysis, geostatistical approaches further 
allowed for the performance of candidate model speci-
fications to be compared using a validation dataset [19, 
40, 71]. Nonetheless, empirical ‘origin/destination’ data 
specifying health-seekers’ origin location and the HF 
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attended, though scarce in SSA, expose actual health-
seeking flows and should be seen as the ‘gold standard’ 
for evaluation. Where available, these data provided new, 
otherwise unattainable insight: two related studies col-
lecting origin/destination data via onsite surveys showed 
that travel beyond the nearest HF was common [15, 51]. 
Catchment boundaries bisecting the space between adja-
cent HFs typify straight-line distance methods, but the 
finding that a substantial proportion of health-seekers 
attended a more distant, but higher-tier, HF (hospitals 
rather than health centres, for example) suggests that 
inter-facility competition or other HF characteristics 
may also influence health-seeking and, as such, have a 
role in appropriate boundary placement. Indeed, while 
accessibility measures, in isolation, implicitly assume 
that all health-seekers attend, and can be served by, the 
nearest HF, methods adjusting for facilities’ capacity [55] 
or capabilities in respect of specific conditions [42], or 
health-seekers’ individual-level characteristics [19, 70], 
for example, may produce more realistic results. Though 
simpler methods based on spatial accessibility have argu-
ably been necessary in the absence of data specifying 
health-seekers’ origin location or capturing the range of 
aspatial supply-side and individual-level factors known 
to influence patient choice [20], recent advances may 
now permit the use of more comprehensive, yet scalable, 
methods leveraging multiple data sources with national 
coverage.

Directly linking estimation methods to RCHD could 
help to narrow the gap between modelling and reality. 
Two publications [37, 57] followed disease-specific tech-
nical guidance issued by the World Health Organisation 
[39, 79], which proposed algorithmic case detection and 
geolocation from retrospective hospital records then 
catchment delineation at the geographic extent of rank-
ordered administrative units contributing a cumulative 
80–85% of cases. Though a relatively simple and intuitive 
algorithm, replication is limited by the burden of manual 
retrieval and review of physical records, which were often 
difficult to locate, incomplete or illegible [57]. Instead, 
clinical surveillance databases appear a more practicable 
foundation for algorithm development [60] or amalga-
mation of RCHD from multiple HFs [71, 72]. Although 
the included publications described local, purpose-built 
databases, they lend credence to the notion that HMIS, 
bolstered by recent strengthening initiatives, may be a 
viable platform for scalable estimation methods. Indeed, 
DHIS2 has been instrumental to the development of a 
novel approach to district-level denominator and inter-
vention coverage estimation [80], subsequently replicated 
elsewhere in SSA [81, 82]. Having thus far been applied 
in established administrative units only, this method 
did not meet the review inclusion criteria but may have 
potential at more granular geographies such as HF catch-
ments. Perhaps reflecting the long-standing prominence 
of malaria within the international health agenda [83], 

Fig. 2  Outline of the catchment estimation methods identified by the review, together with their associated inputs and outputs
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nearly half of the included publications focussed on 
related indicators, with other pressing concerns such as 
lower respiratory infections and diarrhoeal disease [84, 
85] comparatively underrepresented. The breadth of 
RCHD could address this imbalance by enabling parallel, 
indicator-specific estimation using a common methodo-
logical approach, a valuable innovation given the pro-
pensity for health-seeking and distance decay to vary by 
type or severity of health event [61, 86]. Realising these 
aspirations will depend on consistent, complete and 
high-quality data throughout the health system, however, 
a concern that has historically led to structural underu-
tilisation of RCHD in SSA [87]. Although embedding 
standard data entry procedures and automated quality 
assessment tools within electronic HMIS may alleviate 
some quality issues, continued efforts to strengthen the 
manual, paper-based data capture processes and tools 
used by health workers should remain a priority [21, 
24]. Few studies captured both public and private HFs, 
which has rarely been possible in SSA owing to subop-
timal reporting by the private sector [88, 89]. There is a 
need for additional policy measures targeted to eliminat-
ing this gap so that the entire HF network can be factored 
into routine monitoring and decision-making processes.

Imprecision was evident in translating catchment areas 
to population denominators. Most publications followed 
one of two broad approaches (Fig.  3). The first, applied 
where catchments were aligned with established admin-
istrative units, estimated denominators by aggregating 
nationally- or locally-produced population counts. These 
counts were typically projected using objective growth 
rates, and, in one case, were ‘downweighted’ in line with 
distance decay [72]. Recent advances in the production of 
spatially disaggregated demographic data have enabled 
an alternate, GIS-based approach intersecting catch-
ment boundaries with fine spatial-scale gridded popula-
tion surfaces. Though this may improve the precision of 
denominators associated with non-standard administra-
tive/spatial units, such as catchments [13], the gains may 

be attenuated if small-area population demographics are 
unknown, necessitating subgroup approximation as a 
proportion of the total cell count [47]. Similar advances 
in temporal granularity are also needed; reliance on 
temporally coarse data, such as the decennial census, 
has meant that catchment denominators are effectively 
treated as static counts despite fluctuating in response to 
short-term population movement [90], individual travel 
behaviours [91], seasonal conditions [43, 78] and disease 
epidemiology [57]. Aggregated mobile phone call records 
have shown promise for tracking spatio-temporal popu-
lation dynamics [90–92] and could contextualise longitu-
dinal service utilisation patterns discerned from RCHD, 
speaking to the potential of hybrid methods drawing 
upon multiple data sources. Further methodological 
enhancement would be needed, however, to address the 
selection biases associated with HF utilisation [87] and 
mobile phone ownership [93].

Having taken HF catchment areas as the spatial unit of 
interest, this review has a distinct focus to much of the 
research literature on small-area and subnational popu-
lation estimation and contributes to the fields of public 
health and spatial demography. The breadth of the review 
was a strength, having employed a search strategy bridg-
ing geospatial, epidemiological and demographic meth-
ods for the estimation of HF catchment populations, and 
gathering peer-reviewed and grey literature from several 
sources. It is acknowledged, however, that relevant pub-
lications utilising such methods may have been omitted 
if substantive methodological content was absent from 
titles or abstracts. Moreover, by limiting the review to the 
health sector methods unique to education, or other pub-
lic services [20], may have been excluded.

Conclusion
This review found that most studies implemented esti-
mation methods using data from a single or subset of 
HFs only. Such methods are unlikely to be generalis-
able if benefitting from well-developed and robust data 

Fig. 3  Outline of the inputs and methods for denominator estimation identified by the review
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infrastructure unrepresentative of the wider health 
system, underlining the need for investment in meth-
ods that can be scaled to national-level HF networks. 
Whilst considerable methodological variation was 
observed, standardised and scalable methods could 
be achieved by leveraging data sources that are read-
ily available at national scale, such as RCHD, nation-
ally representative household surveys and spatially 
disaggregated demographic data. Many publications 
focussed on indicators related to malaria, but RCHD 
could also help to fulfil the need for population denom-
inators in respect of other heath conditions. Although 
quality concerns have historically resulted in underu-
tilisation of RCHD in SSA, emphasising their value 
for catchment population estimation could accelerate 
quality improvement initiatives and efforts to improve 
private sector reporting rates. Future methodological 
development should move away from using accessibility 
measures in isolation towards geostatistical approaches 
uniting spatial characteristics of health service supply 
with the broader range of supply-side, individual-level 
and environmental factors that may exert an influ-
ence on health-seekers’ choice behaviour. In particular, 
explicitly accounting for inter-facility competition in 
catchment estimation could help to overcome the com-
monplace, but likely invalid, assumption of attendance 
to the nearest facility. Future research should also con-
sider the potential of adapting innovative approaches 
utilised in other sectors, disciplines or high-income 
countries for HF catchment population estimation in 
SSA.

Abbreviations
DHIS2	� District health information software
GIS	� Geographic information systems
HMIS	� Health management information system
LMIC	� Low- and middle-income country
PRISMA-ScR	� Preferred reporting items for systematic reviews and meta-

analyses extension for scoping reviews
RCHD	� Routinely collected health data
SSA	� Sub-Saharan Africa
SDGs	� Sustainable development goals

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12963-​025-​00374-0.

Supplementary material 1.

Supplementary material 2.

Acknowledgements
The authors thank Paula Sands and Vicky Fenerty (Research Librarians at the 
University of Southampton) for their advice and guidance in developing the 
review search strategy.

Author contributions
MJ and JW conceptualised the review. MJ, WAA and JW contributed to stages 
of the review process (design, searches, screening, data extraction) as detailed 

in the main text. MJ conducted data synthesis and wrote the manuscript. All 
other authors (WAA, VA, CEU, NM, JW) read, provided feedback and approved 
the final version of the manuscript.

Funding
MJ and WAA received funding from the UK Economic and Social Research 
Council (ESRC) South Coast DTP, grant ID: ES/P000673/1. NM is a recipient of 
an NIHR Research Professorship award (Ref: RP-2017-08-ST2-008). The funders 
had no role in the study. For the purposes of open access, the authors have 
applied a CC BY public copyright licence to any Author Accepted Manuscript 
version arising from this submission.

Availability of data and materials
All of the research publications and grey literature reports included in this 
review have been cited, and full description of the search strategy is presented 
in the online supplementary information. Other review materials are available 
from the corresponding author on reasonable request.

Declarations

Ethics approval and consent to participate
Not applicable.

Consent for publication
Not applicable.

Competing interests
The authors have no competing interests.

Author details
1 School of Geography and Environmental Science, University of South-
ampton, Building 44, University Road, Southampton SO17 1BJ, UK. 2 Kenya 
Medical Research Institute, Wellcome Trust Research Programme, Nairobi, 
Kenya. 3 WorldPop, School of Geography and Environmental Science, Uni-
versity of Southampton, Southampton, UK. 4 Department of Social Statistics 
and Demography, Faculty of Social, Human and Mathematical Sciences, 
University of Southampton, Southampton, UK. 5 School of Primary Care, 
Population Sciences and Medical Education, Faculty of Medicine, University 
of Southampton, Southampton, UK. 6 Africa Health Research Institute, Durban, 
KwaZulu‑Natal, South Africa. 7 School of Nursing and Public Health, University 
of KwaZulu-Natal, Durban, South Africa. 

Received: 18 April 2023   Accepted: 3 March 2025

References
	1.	 Lozano R, Fullman N, Abate D, Abay SM, Abbafati C, Abbasi N, et al. Meas-

uring progress from 1990 to 2017 and projecting attainment to 2030 of 
the health-related sustainable development goals for 195 countries and 
territories: a systematic analysis for the global burden of disease study 
2017. The Lancet. 2018;392(10159):2091–138.

	2.	 Golding N, Burstein R, Longbottom J, Browne AJ, Fullman N, Osgood-
Zimmerman A, et al. Mapping under-5 and neonatal mortality in Africa, 
2000–15: a baseline analysis for the sustainable development goals. The 
Lancet. 2017;390(10108):2171–82.

	3.	 Mejia-Guevara I, Zuo W, Bendavid E, Li N, Tuljapurkar S. Age distribution, 
trends, and forecasts of under-5 mortality in 31 sub-Saharan African 
countries: a modeling study. PLoS Med. 2019;16(3): e1002757.

	4.	 Kassebaum N, Kyu HH, Zoeckler L, Olsen HE, Thomas K, Pinho C, et al. 
Child and adolescent health from 1990 to 2015: findings from the global 
burden of diseases, injuries, and risk factors 2015 Study. JAMA Pediatr. 
2017;171(6):573–92.

	5.	 Roth GA, Abate D, Abate KH, Abay SM, Abbafati C, Abbasi N, et al. 
Global, regional, and national age-sex-specific mortality for 282 causes 
of death in 195 countries and territories, 1980–2017: a systematic 
analysis for the global burden of disease study 2017. The Lancet. 
2018;392(10159):1736–88.

https://doi.org/10.1186/s12963-025-00374-0
https://doi.org/10.1186/s12963-025-00374-0


Page 35 of 37Johnson et al. Population Health Metrics           (2025) 23:11 	

	6.	 Gouda HN, Charlson F, Sorsdahl K, Ahmadzada S, Ferrari AJ, Erskine H, 
et al. Burden of non-communicable diseases in sub-Saharan Africa, 
1990–2017: results from the Global burden of disease study 2017. Lancet 
Glob Health. 2019;7(10):e1375–87.

	7.	 Burstein R, Henry NJ, Collison ML, Marczak LB, Sligar A, Watson S, et al. 
Mapping 123 million neonatal, infant and child deaths between 2000 
and 2017. Nature. 2019;574(7778):353–8.

	8.	 Gething PW, Casey DC, Weiss DJ, Bisanzio D, Bhatt S, Cameron E, et al. 
Mapping plasmodium falciparum mortality in Africa between 1990 and 
2015. N Engl J Med. 2016;375(25):2435–45.

	9.	 Reiner RC Jr, Graetz N, Casey DC, Troeger C, Garcia GM, Mosser JF, et al. 
Variation in childhood diarrheal morbidity and mortality in Africa, 
2000–2015. N Engl J Med. 2018;379(12):1128–38.

	10.	 Maïga A, Jiwani SS, Mutua MK, Porth TA, Taylor CM, Asiki G, et al. Generat-
ing statistics from health facility data: the state of routine health informa-
tion systems in Eastern and Southern Africa. BMJ Glob Health. 2019;4(5): 
e001849.

	11.	 Diaz T, Requejo J. Improving analysis and use of routine reproduc-
tive, maternal, newborn, and child health facility data in low-and 
middle-income countries: a universal priority. BMC Health Serv Res. 
2021;21(Suppl 1):604.

	12.	 Tatem AJ. Mapping the denominator: spatial demography in the meas-
urement of progress. Int Health. 2014;6(3):153–5.

	13.	 Nilsen K, Tejedor-Garavito N, Leasure DR, Utazi CE, Ruktanonchai CW, Wig-
ley AS, et al. A review of geospatial methods for population estimation 
and their use in constructing reproductive, maternal, newborn, child and 
adolescent health service indicators. BMC Health Serv Res. 2021;21(Suppl 
1):370.

	14.	 Cromley EK, McLafferty SL. GIS and Public Health. 2nd ed. New York: The 
Guilford Press; 2012.

	15.	 Noor AM, Amin AA, Gething PW, Atkinson PM, Hay SI, Snow RW. Model-
ling distances travelled to government health services in Kenya. Trop 
Med Int Health. 2006;11(2):188–96.

	16.	 Kahabuka C, Kvale G, Moland KM, Hinderaker SG. Why caretakers bypass 
primary health care facilities for child care—a case from rural Tanzania. 
BMC Health Serv Res. 2011;11:315.

	17.	 Liu L, Leslie HH, Joshua M, Kruk ME. Exploring the association between 
sick child healthcare utilisation and health facility quality in Malawi: a 
cross-sectional study. BMJ Open. 2019;9(7): e029631.

	18.	 Alegana VA, Wright JA, Pentrina U, Noor AM, Snow RW, Atkinson PM. Spa-
tial modelling of healthcare utilisation for treatment of fever in Namibia. 
Int J Health Geograp. 2012. https://​doi.​org/​10.​1186/​1476-​072X-​11-6.

	19.	 Ouma PO, Agutu NO, Snow RW, Noor AM. Univariate and multivariate 
spatial models of health facility utilisation for childhood fevers in an area 
on the coast of Kenya. Int J Health Geogr. 2017;16(1):34.

	20.	 Macharia PM, Ray N, Giorgi E, Okiro EA, Snow RW. Defining service catch-
ment areas in low-resource settings. BMJ Glob Health. 2021. https://​doi.​
org/​10.​1136/​bmjgh-​2021-​006381.

	21.	 Lee J, Lynch CA, Hashiguchi LO, Snow RW, Herz ND, Webster J, et al. Inter-
ventions to improve district-level routine health data in low-income and 
middle-income countries: a systematic review. BMJ Glob Health. 2021. 
https://​doi.​org/​10.​1136/​bmjgh-​2020-​004223.

	22.	 Ndabarora E, Chipps JA, Uys L. Systematic review of health data quality 
management and best practices at community and district levels in 
LMIC. Inf Dev. 2013;30(2):103–20.

	23.	 Hotchkiss D, Diana M, Foreit K. How Can Routine Health Information 
Systems Improve Health Systems Functioning in Low-Resource Settings? 
Assessing the Evidence Base. Chapel Hill: MEASURE Evaluation; 2012.

	24.	 Hoxha K, Hung YW, Irwin BR, Grepin KA. Understanding the challenges 
associated with the use of data from routine health information systems 
in low- and middle-income countries: a systematic review. Health Inf 
Manag. 2022;51(3):135–48.

	25.	 Wickremasinghe D, Hashmi IE, Schellenberg J, Avan BI. District decision-
making for health in low-income settings: a systematic literature review. 
Health Policy Plan. 2016;31:ii12–4.

	26.	 DHIS2. DHIS2 2022 Available from: https://​dhis2.​org/.
	27.	 Arksey H, O’Malley L. Scoping studies: towards a methodological frame-

work. Int J Soc Res Methodol. 2005;8(1):19–32.
	28.	 Tricco AC, Lillie E, Zarin W, O’Brien KK, Colquhoun H, Levac D, et al. 

PRISMA extension for scoping reviews (PRISMA-ScR): checklist and expla-
nation. Ann Intern Med. 2018;169(7):467–73.

	29.	 Johnson M, Alegana V, McGrath N, Wright J. Methods for estimation of 
health facility catchment population denominators for child health indi-
cators in Sub-Saharan Africa: a scoping review protocol 2022 Available 
from: https://​osf.​io/​8cjst.

	30.	 Lajeunesse MJ, Fitzjohn R. Facilitating systematic reviews, data extraction 
and meta-analysis with the metagear package for R. Methods Ecol Evol. 
2015;7(3):323–30.

	31.	 McHugh ML. Interrater reliability: the kappa statistic. Biochemia Medica. 
2012;22(3):276–82.

	32.	 Karuri J, Waiganjo P, Orwa D, Manya A. DHIS2: the tool to improve health 
data demand and use in Kenya. J Health Inf Devel Countr. 2014;8(1):647.

	33.	 United Nations. SDG Indicators: Regional groupings used in Report and 
Statistical Annex 2021 Available from: https://​unsta​ts.​un.​org/​sdgs/​indic​
ators/​regio​nal-​groups/.

	34.	 United Nations. SDG Indicators: Global indicator framework for the 
Sustainable Development Goals and targets of the 2030 Agenda for 
Sustainable Development 2021 Available from: https://​unsta​ts.​un.​org/​
sdgs/​indic​ators/​indic​ators-​list/.

	35.	 Mathauer I, Mathivet B, Kutzin J. Free health care policies: opportunities 
and risks for moving towards UHC. Geneva: World Health Organisation; 
2017.

	36.	 Haddaway NR, Collins AM, Coughlin D, Kirk S. The role of google scholar 
in evidence reviews and its applicability to grey literature searching. PLoS 
ONE. 2015;10(9): e0138237.

	37.	 Mathiu JM, Wijesinghe PR, Agócs M, An B, Sale J, van Beneden C, et al. 
Estimating meningitis hospitalization rates for sentinel hospitals conduct-
ing invasive bacterial vaccine-preventable diseases surveillance. Morb 
Mortal Wkly Rep. 2013;62(39):810–2.

	38.	 Afagbedzi SK. Small area analysis of population health: an examination of 
the value of facility-based data in Ghana 2017.

	39.	 World Health Organization. Surveillance tools for meningitis sentinel hos-
pital surveillance: field guide to rapidly estimate the hospital catchment 
population (denominator) and the annual rate of hospitalisations. 2015.

	40.	 Alegana VA, Maina J, Ouma PO, Macharia PM, Wright J, Atkinson PM, et al. 
National and sub-national variation in patterns of febrile case manage-
ment in sub-Saharan Africa. Nat Commun. 2018;9(1):4994.

	41.	 Juran S, Broer PN, Klug SJ, Snow RC, Okiro EA, Ouma PO, et al. Geospatial 
mapping of access to timely essential surgery in sub-Saharan Africa. BMJ 
Glob Health. 2018;3(4): e000875.

	42.	 Simkovich SM, Underhill LJ, Kirby MA, Crocker ME, Goodman D, 
McCracken JP, et al. Resources and geographical access to care for severe 
pediatric pneumonia in four resource-limited settings. Am J Respir Crit 
Care Med. 2021;205(2):183–97.

	43.	 Blanford JI, Kumar S, Luo W, MacEachren AM. It’s a long, long walk: acces-
sibility to hospitals, maternity and integrated health centers in Niger. Int J 
Health Geograp. 2012. https://​doi.​org/​10.​1186/​1476-​072X-​11-​24.

	44.	 Cotache-Condor CF, Moody K, Concepcion T, Mohamed M, Dahir S, Adan 
Ismail E, et al. Geospatial analysis of pediatric surgical need and geo-
graphical access to care in Somaliland: a cross-sectional study. BMJ Open. 
2021;11(7): e042969.

	45.	 Haidari LA, Brown ST, Constenla D, Zenkov E, Ferguson M, de Broucker G, 
et al. Geospatial planning and the resulting economic impact of human 
papillomavirus vaccine introduction in Mozambique. Sex Transm Dis. 
2017;44(4):222–6.

	46.	 Joseph NK, Macharia PM, Ouma PO, Mumo J, Jalang’o R, Wagacha PW, 
et al. Spatial access inequities and childhood immunisation uptake in 
Kenya. BMC Public Health. 2020;20(1):1407.

	47.	 Kundrick A, Huang Z, Carran S, Kagoli M, Grais RF, Hurtado N, et al. Sub-
national variation in measles vaccine coverage and outbreak risk: a case 
study from a 2010 outbreak in Malawi. BMC Public Health. 2018;18(1):741.

	48.	 McLaren ZM, Ardington C, Leibbrandt M. Distance decay and persistent 
health care disparities in South Africa. BMC Health Serv Res. 2014. https://​
doi.​org/​10.​1186/​PREAC​CEPT-​70155​97211​664438.

	49.	 Smith ER, Vissoci JRN, Rocha TAH, Tran TM, Fuller AT, Butler EK, et al. 
Geospatial analysis of unmet pediatric surgical need in Uganda. J Pediatr 
Surg. 2017;52(10):1691–8.

	50.	 Cairo SB, Pu Q, Malemo Kalisya L, Fadhili Bake J, Zaidi R, Poenaru D, et al. 
Geospatial mapping of pediatric surgical capacity in North Kivu, demo-
cratic Republic of Congo. World J Surg. 2020;44(11):3620–8.

https://doi.org/10.1186/1476-072X-11-6
https://doi.org/10.1136/bmjgh-2021-006381
https://doi.org/10.1136/bmjgh-2021-006381
https://doi.org/10.1136/bmjgh-2020-004223
https://dhis2.org/
https://osf.io/8cjst
https://unstats.un.org/sdgs/indicators/regional-groups/
https://unstats.un.org/sdgs/indicators/regional-groups/
https://unstats.un.org/sdgs/indicators/indicators-list/
https://unstats.un.org/sdgs/indicators/indicators-list/
https://doi.org/10.1186/1476-072X-11-24
https://doi.org/10.1186/PREACCEPT-7015597211664438
https://doi.org/10.1186/PREACCEPT-7015597211664438


Page 36 of 37Johnson et al. Population Health Metrics           (2025) 23:11 

	51.	 Gething PW, Noor AM, Zurovac D, Atkinson PM, Hay SI, Nixon MS, et al. 
Empirical modelling of government health service use by children with 
fevers in Kenya. Acta Trop. 2004;91(3):227–37.

	52.	 Noor AM, Zurovac D, Hay SI, Ochola SA, Snow RW. Defining equity in 
physical access to clinical services using geographical information sys-
tems as part of malaria planning and monitoring in Kenya. Tropical Med 
Int Health. 2003;8(10):917–26.

	53.	 Maina J, Ouma PO, Macharia PM, Alegana VA, Mitto B, Fall IS, et al. A 
spatial database of health facilities managed by the public health sector 
in sub Saharan Africa. Sci Data. 2019;6(1):134.

	54.	 Ouma PO, Maina J, Thuranira PN, Macharia PM, Alegana VA, English M, 
et al. Access to emergency hospital care provided by the public sector 
in sub-Saharan Africa in 2015: a geocoded inventory and spatial analysis. 
Lancet Glob Health. 2018;6(3):e342–50.

	55.	 Aoun N, Matsuda H, Sekiyama M. Geographical accessibility to healthcare 
and malnutrition in Rwanda. Soc Sci Med. 2015;130:135–45.

	56.	 Manongi R, Mtei F, Mtove G, Nadjm B, Muro F, Alegana V, et al. Inpatient 
child mortality by travel time to hospital in a rural area of Tanzania. Trop 
Med Int Health. 2014;19(5):555–62.

	57.	 Milucky JL, Compaore T, Obulbiga F, Cowman G, Whitney CG, Bicaba B. 
Estimating the catchment population and incidence of severe acute 
respiratory infections in a district hospital in Bousse, Burkina Faso. J Glob 
Health. 2020;10(1): 010422.

	58.	 Okiro EA, Alegana VA, Noor AM, Snow RW. Changing malaria interven-
tion coverage, transmission and hospitalization in Kenya. Malaria J. 2010. 
https://​doi.​org/​10.​1186/​1475-​2875-9-​285.

	59.	 Okiro EA, Alegana VA, Noor AM, Mutheu JJ, Juma E, Snow RW. Malaria 
paediatric hospitalization between 1999 and 2008 across Kenya. BMC 
Med. 2009;7:75.

	60.	 Mpimbaza A, Walemwa R, Kapisi J, Sserwanga A, Namuganga JF, Kisam-
bira Y, et al. The age-specific incidence of hospitalized paediatric malaria 
in Uganda. BMC Infect Dis. 2020;20(1):503.

	61.	 Feikin DR, Nguyen LM, Adazu K, Ombok M, Audi A, Slutsker L, et al. The 
impact of distance of residence from a peripheral health facility on 
pediatric health utilisation in rural western Kenya. Trop Med Int Health. 
2009;14(1):54–61.

	62.	 Haidari LA, Brown ST, Constenla D, Zenkov E, Ferguson M, de Broucker 
G, et al. The economic value of increasing geospatial access to tetanus 
toxoid immunization in Mozambique. Vaccine. 2016;34(35):4161–5.

	63.	 Zaman SM, Cox J, Enwere GC, Bottomley C, Greenwood BM, Cutts FT. The 
effect of distance on observed mortality, childhood pneumonia and vac-
cine efficacy in rural Gambia. Epidemiol Infect. 2014;142(12):2491–500.

	64.	 Hyde E, Bonds MH, Ihantamalala FA, Miller AC, Cordier LF, Razafinjato B, 
et al. Estimating the local spatio-temporal distribution of malaria from 
routine health information systems in areas of low health care access and 
reporting. Int J Health Geogr. 2021;20(1):8.

	65.	 Kadobera D, Sartorius B, Masanja H, Mathew A, Waiswa P. The effect of 
distance to formal health facility on childhood mortality in rural Tanzania, 
2005–2007. Glob Health Action. 2012;5:1–9.

	66.	 O’Meara WP, Noor A, Gatakaa H, Tsofa B, McKenzie FE, Marsh K. The 
impact of primary health care on malaria morbidity–defining access by 
disease burden. Trop Med Int Health. 2009;14(1):29–35.

	67.	 Hierink F, Boo G, Macharia PM, Ouma PO, Timoner P, Levy M, et al. Differ-
ences between gridded population data impact measures of geographic 
access to healthcare in sub-Saharan Africa. Commun Med (Lond). 
2022;2:117.

	68.	 Moïsi JC, Gatakaa H, Noor AM, Williams TN, Bauni E, Tsofa B, et al. 
Geographic access to care is not a determinant of child mortality in a 
rural Kenyan setting with high health facility density. BMC Public Health. 
2010;10:142.

	69.	 Moïsi JC, Nokes DJ, Gatakaa H, Williams TN, Bauni E, Levine OS, et al. 
Sensitivity of hospital-based surveillance for severe disease: a geographic 
information system analysis of access to care in Kilifi district. Kenya Bull 
World Health Organ. 2011;89(2):102–11.

	70.	 Macharia PM, Odera PA, Snow RW, Noor AM. Spatial models for the 
rational allocation of routinely distributed bed nets to public health facili-
ties in Western Kenya. Malar J. 2017;16(1):367.

	71.	 Alegana VA, Khazenzi C, Akech SO, Snow RW. Estimating hospital catch-
ments from in-patient admission records: a spatial statistical approach 
applied to malaria. Sci Rep. 2020;10(1):1324.

	72.	 Epstein A, Namuganga JF, Kamya EV, Nankabirwa JI, Bhatt S, Rodriguez-
Barraquer I, et al. Estimating malaria incidence from routine health 
facility-based surveillance data in Uganda. Malar J. 2020;19(1):445.

	73.	 Ray N, Ebener S. AccessMod 3.0: computing geographic coverage 
and accessibility to health care services using anisotropic move-
ment of patients. Int J Health Geogr. 2008. https://​doi.​org/​10.​1186/​
1476-​072X-7-​63.

	74.	 Khan AA. An integrated approach to measuring potential spatial access 
to health care services. Socioecon Plann Sci. 1992;26:275–87.

	75.	 Delamater PL, Mesina JP, Shortridge AM, Grady SC. Measuring geographic 
access to health care: raster and network-based methods. Int J Health 
Geograp. 2012. https://​doi.​org/​10.​1186/​1476-​072X-​11-1.

	76.	 Nesbitt RC, Gabrysch S, Laub A, Soremekun S, Manu A, Kirkwood BR, 
et al. Methods to measure potential spatial access to delivery care in low- 
and middle-income countries: a case study in rural Ghana. Int J Health 
Geograp. 2014. https://​doi.​org/​10.​1186/​1476-​072X-​13-​25.

	77.	 Delamater PL, Shortridge AM, Kilcoyne RC. Using floating catchment area 
(FCA) metrics to predict health care utilization patterns. BMC Health Serv 
Res. 2019;19(1):144.

	78.	 Hierink F, Rodrigues N, Muniz M, Panciera R, Ray N. Modelling geographi-
cal accessibility to support disaster response and rehabilitation of a 
healthcare system: an impact analysis of Cyclones Idai and Kenneth in 
Mozambique. BMJ Open. 2020;10(11): e039138.

	79.	 World Health Organization. A manual for estimating disease burden 
associated with seasonal influenza. Geneva: World Health Organization; 
2015.

	80.	 Maina I, Wanjala P, Soti D, Kipruto H, Droti B, Boerma T. Using health-
facility data to assess subnational coverage of maternal and child health 
indicators. Kenya Bull World Health Organ. 2017;95(10):683–94.

	81.	 Agiraembabazi G, Ogwal J, Tashobya C, Kananura RM, Boerma T, Waiswa P. 
Can routine health facility data be used to monitor subnational coverage 
of maternal, newborn and child health services in Uganda? BMC Health 
Serv Res. 2021;21:512.

	82.	 Maïga A, Amouzou A, Bagayoko M, Faye CM, Jiwani SS, Kamara D, et al. 
Measuring coverage of maternal and child health services using routine 
health facility data: a Sierra Leone case study. BMC Health Serv Res. 
2021;21:547.

	83.	 Feachem RGA, Chen I, Akbari O, Bertozzi-Villa A, Bhatt S, Binka F, et al. 
Malaria eradication within a generation: ambitious, achievable, and 
necessary. The Lancet. 2019;394(10203):1056–112.

	84.	 Vos T, Lim SS, Abbafati C, Abbas KM, Abbasi M, Abbasifard M, et al. Global 
burden of 369 diseases and injuries in 204 countries and territories, 
1990–2019: a systematic analysis for the global burden of disease study 
2019. The Lancet. 2020;396(10258):1204–22.

	85.	 Paulson KR, Kamath AM, Alam T, Bienhoff K, Abady GG, Abbas J, et al. 
Global, regional, and national progress towards sustainable develop-
ment goal 3.2 for neonatal and child health: all-cause and cause-specific 
mortality findings from the Global Burden of Disease Study 2019. Lancet. 
2021;398:870–905.

	86.	 O’Meara WP, Karuru S, Fazen LE, Koech J, Kizito B, Tarus C, et al. Het-
erogeneity in health seeking behaviour for treatment, prevention 
and urgent care in four districts in western Kenya. Public Health. 
2014;128(11):993–1008.

	87.	 Mbondji PE, Kebede D, Soumbey-Alley EW, Zielinski C, Kouvividila W, 
Lusamba-Dikassa PS. Health information systems in Africa: descriptive 
analysis of data sources, information products and health statistics. J R 
Soc Med. 2014;107(1 suppl):34–45.

	88.	 Muhoza P, Tine R, Faye A, Gaye I, Zeger SL, Diaw A, et al. A data quality 
assessment of the first four years of malaria reporting in the Senegal 
DHIS2, 2014–2017. BMC Health Serv Res. 2022;22(1):18.

	89.	 Githinji S, Oyando R, Malinga J, Ejersa W, Soti D, Rono J, et al. Complete-
ness of malaria indicator data reporting via the district health information 
software 2 in Kenya, 2011–2015. Malar J. 2017;16(1):344.

	90.	 Zu Erbach-Schoenberg E, Alegana VA, Sorichetta A, Linard C, Lourenco C, 
Ruktanonchai NW, et al. Dynamic denominators: the impact of seasonally 
varying population numbers on disease incidence estimates. Popul 
Health Metr. 2016;14:35.

	91.	 Wesolowski A, O’Meara WP, Tatem AJ, Ndege S, Eagle N, Buckee CO. 
Quantifying the impact of accessibility on preventive healthcare in Sub-
Saharan Africa using mobile phone data. Epidemiology. 2015;26(2):223–8.

https://doi.org/10.1186/1475-2875-9-285
https://doi.org/10.1186/1476-072X-7-63
https://doi.org/10.1186/1476-072X-7-63
https://doi.org/10.1186/1476-072X-11-1
https://doi.org/10.1186/1476-072X-13-25


Page 37 of 37Johnson et al. Population Health Metrics           (2025) 23:11 	

	92.	 Lai S, Zu Erbach-Schoenberg E, Pezzulo C, Ruktanonchai NW, Sorichetta 
A, Steele J, et al. Exploring the use of mobile phone data for national 
migration statistics. Palgrave Commun. 2019. https://​doi.​org/​10.​1057/​
s41599-​019-​0242-9.

	93.	 Woods D, Cunningham A, Utazi CE, Bondarenko M, Shengjie L, Rogers GE, 
et al. Exploring methods for mapping seasonal population changes using 
mobile phone data. Human Soc Sci Commun. 2022. https://​doi.​org/​10.​
1057/​s41599-​022-​01256-8.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1057/s41599-019-0242-9
https://doi.org/10.1057/s41599-019-0242-9
https://doi.org/10.1057/s41599-022-01256-8
https://doi.org/10.1057/s41599-022-01256-8

	A scoping review of the methods used to estimate health facility catchment populations for child health indicators in sub-Saharan Africa
	Abstract 
	Background 
	Methods 
	Results 
	Conclusion 

	Background
	Methods
	Identifying and selecting peer-reviewed publications
	Grey literature
	Data extraction and synthesis

	Results
	Study setting and health facility locations
	Study aims
	Catchment area estimation
	Denominator estimation
	Evaluation of methods
	Data sources and software

	Discussion
	Conclusion
	Acknowledgements
	References


