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In developing nations, diverse health reform programs
are affecting the design, financing and delivery of health
care services as well as public health practice. This paper
summarizes the characteristics of major reform strate-
gies seeking to improve efficiency, equity and quality.
Opportunities and risks for tuberculosis control are
identified, as are responses in managing the reform tran-
sition. Recommendations are provided to advance tuber-
culosis control in this dynamic environment. These include

participation in the planning process; demonstration of
synergy between reform objectives and tuberculosis con-
trol; articulation of core functions to be protected; techni-
cal, managerial and leadership capacity-building; docu-
mentation of effects and best practices; and collaboration
with those pursuing other public health priorities and
reform analysis.
KEY WORDS: health sector reform; health systems;
organization of TB control services

THE CONTEXT in which tuberculosis control is
pursued has changed dramatically in many countries
over the past decade. Increased global attention given
to the tuberculosis epidemic, awareness of the effec-
tiveness of the recommended basic control strategy
known as DOTS (directly-observed treatment, short-
course), and expanded financing for tuberculosis con-
trol, have led to the adoption of the strategy in 102
countries by the end of 1997. This, however, is still
insufficient to battle the worldwide epidemic, with
many of the 22 countries that account for 80% of the
global tuberculosis burden making limited or no
progress in expanding the approach.1 Settings in
which health sector reforms are underway are viewed
as a challenge for DOTS expansion.2 Changes in the
dynamics of the tuberculosis epidemic itself (princi-
pally associated with the impact of human immuno-
deficiency virus [HIV] associated tuberculosis and
drug-resistant disease) and economic crises further
complicate control efforts. They also make assess-
ment of the association between reforming systems
and tuberculosis control more difficult.

This paper reviews the objectives and strategies for
health reform in developing countries. It identifies
opportunities and risks for advancing tuberculosis
control in this dynamic environment, including chal-
lenges in managing the transition. This review bene-
fits from previous discussions of the likely effects of
reform on tuberculosis control,3–5 as well as related
work on other priority public health interventions.6–8

However, this work is impeded by still limited pub-
lished analyses of national experiences. In addition,

some reform programs have been adopted too
recently to be able to draw reliable conclusions.
Therefore, this review raises numerous hypotheses
requiring field study.

HEALTH SECTOR REFORM OBJECTIVES
AND STRATEGIES

Objectives
Health sector reform is a non-specific term for a wide
range of actions meant to improve health system per-
formance. It is concerned with ‘defining priorities,
refining policies, and reforming the institutions through
which those policies are implemented’.9 Throughout
the developing world, publicly-funded health systems
have been criticized for not achieving adequate
improvements in health outcomes, especially for the
poor. The reasons given have included: lack of prior-
itization of cost-effective measures, poor access to
quality services and resulting low utilization, non-
sustainable financing and poor cost-control.9–11 There
is also widespread concern that, due to donor domi-
nance, low-income nations have had little ownership
of their systems, thereby limiting motivation and flex-
ibility to respond to local needs and expressed de-
mand.12 Improving efficiency, equity and quality are
over-arching objectives of reform.

Efficiency
Technical efficiency addresses the need to apply the
most cost-effective tools in resolving a given problem.
Analysis of the field effectiveness of health interven-
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tions in developing nations, and their value for
money, has increased substantially. Evidence-based
medicine is now promoted.

Allocative efficiency demands prioritization across
interventions using explicit criteria such as determi-
nation of market failures requiring public interventions
(such as existence of public goods or externalities)
and cost-effectiveness analysis.13 Allocative efficiency
also demands priority-setting across sectors, with
some reform agenda explicitly calling for increased
investment in the health sector as a share of govern-
ment spending.14,15

Equity
Broadening equitable access to health services and
improving health outcomes for the poor are included
in many health reform agenda.11 Measures to im-
prove equity may include improving the distribution
of health services, spending on interventions against
health threats that especially affect the poor, targeting
of services, and community oversight.16

Quality
Low utilization of public services in developing
countries has often been attributed in part to client
perceptions of poor quality of care.9,10,17 Given the
limited capacity to survey clients about their needs,
the provision of cost-effective interventions for high-
burden problems aims to increase responsiveness and
quality. Documenting outcomes is needed to measure
quality and improve provider accountability. Formal
community oversight is also seen as a means of
increasing quality.9

Reform strategies
Because there are numerous and varied health reform
strategies, it may be unwise to use the blanket term
‘health reform’ in cross-national comparisons, and
better to specify each approach and its impact. Popu-
lation characteristics, political dynamics, institutional
configuration, and the role of donors, providers and
other stakeholders can influence the choice and/or
ordering of strategies and their implementation.
Experience with some of the most common strategies
are noted here.

Decentralization
Decentralization or devolution of health service
administration and other functions is perhaps the
most dominant reform strategy underway in most
countries, large and small. The premise is that if
lower levels of government are given more control
over design, financing and administration of health
services and/or services in other sectors, bureaucra-
cies will be reduced, services will be better adapted to
the needs of the local population, and efficiency, qual-
ity and utilization will improve, thereby leading to
better outcomes.11,18,19 Even in countries with more

than 10–20 years of experience, there is still substan-
tial debate over whether decentralization meets these
objectives in practice.18,19 It is also difficult to aggre-
gate diverse experiences. Certainly, the implications
of decentralization to state or provincial level in India
are different from those in Zambia and Guatemala.
Both Brazil20,21 and the Philippines (Mantala M J.
Health sector reform and TB: report from the Philip-
pines. Presentation, IUATLD World Conference on
Lung Health, Madrid, Spain, September 1999—
unpublished) have gone through protracted processes
of decentralization, first to state levels and then to
local government levels, with numerous changes over
time in how federal institutions function within the
reformed system. The risks and benefits of decentral-
ization for priority programs, and communicable dis-
ease control specifically, have been discussed for
many years, and may depend on the nature of the dis-
eases, their control strategies and the capacity of the
institutional and administrative levels involved.22

Program integration
The integration of central government programs,
including communicable disease programs, is often
linked to larger government reforms such as decen-
tralization and sector programs (see below). The
changes are based on notions that numerous ‘vertical’
or ‘categorical’ programs are top-heavy, unnecessar-
ily competitive, inefficient, non-sustainable, non-
responsive to particular community needs and may
not ensure access and/or quality of care.9,19,23,24 This
is not a new concern. A 1988 World Health Organi-
zation (WHO) publication stated “The era of special-
ized health programmes, each aimed at a specific dis-
ease, is over. But while countries acknowledge the
need to integrate various disease control activities
into their general health services, the integration pro-
cess is fraught with difficulty.”25 The challenge is not
at the service level, where segregated vertical struc-
tures have largely disappeared, but rather at interme-
diate and higher levels where the question remains
how best to ensure capacity-building and quality of
complex technical, managerial and surveillance func-
tions.3,4 Further analysis is needed on whether the
measures facilitate innovative coordinated efforts and
improved outcomes, or simply lead to down-sizing of
staff, interventions and thereby costs.4 Some propo-
nents of this approach are now cognizant of the diffi-
culties in effectively integrating priority programs.24

Application of user fees in public facilities
Application of user fees in public facilities has in-
creased over the last decade with the intention of ex-
panding resources for service delivery, and increasing
provider accountability to clients. Experiences have
been mixed, and new efforts seek to set more appropri-
ate pricing levels, subsidies and/or exemptions for the
poor, and targeting of revenues generated.10,11,26–28
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Focused provision of essential services packages
Focused provision of essential services packages is
promoted to improve all three reform objectives. Pri-
oritization exercises have frequently led to a call for
redistribution of resources away from tertiary ser-
vices to primary care and prevention.9,11 ‘Packages’ of
essential services, comprised of cost-effective inter-
ventions, have been devised and promoted.11,29 These
packages have been pursued as an element of reform
programs in numerous countries (e.g., Mexico, Zam-
bia, Bangladesh, Kenya, Côte d’Ivoire). However,
implementation has been slow for a number of rea-
sons, including the following: 1) there is confusion
over what services to exclude; 2) there is recognition
that the absolute resources allocated to the health sec-
tor are currently too limited to support such cover-
age, even with extensive shifting of resources and
improved efficiency;9,11,24 3) there are critics that sug-
gest that many cost-effectiveness analyses on which
these packages were devised need to be further vali-
dated;30 and 4) there are limited resources and capac-
ity to develop coherent methods of delivering the
components. Studies that have looked in depth at
these delivery challenges were not identified. Some
countries do emphasize essential services in defining
priorities for public spending. Bangladesh is an exam-
ple, where a new sector program established a target of
increasing spending on an essential services package to
over 65% of the Government health budget. Target
achievement is one criteria for donor release of funds,
with 50% of donor funds targeted to these services.31

‘Sector-wide approaches’ (SWAps)
or ‘sector programs’
‘Sector-wide approaches’ (SWAps) or ‘sector pro-
grams’, may incorporate many of the elements noted
above and below. Guidelines on setting objectives,
designs and modalities have been elaborated.12 The
essential objectives are to increase coherent national
health planning, to improve national and local owner-
ship of the process, and to build the foundation for
more sustainable health systems.12,23,24 The call for
such approaches have come predominantly from coun-
tries where donor contributions dominate in public
sector spending and where ear-marking and project-
specific financing has proliferated to the point where
there may be little cooperation across projects or
improvement in results. The greatest movement toward
the SWAp framework is in sub-Saharan Africa. SWAps
per se are less likely to be pursued in settings where
there is a smaller donor presence, but the notions of
sector-wide strategic planning and monitoring can
still apply.

Given the very recent adoption of SWAps in
numerous countries, there are as yet few well-docu-
mented results. Nevertheless, the speed of the model’s
adoption in some countries, without gradual testing,
has already had serious deleterious effects on public

health programming and service delivery, one of the
most dramatic examples being Zambia.8,24,32 Initial
results may be more successful in countries that have
had prior experience in devolving functions and in
sector-wide planning prior to consolidating donor
financing, such as in Ghana, where the health share of
government financing is also slowly increasing.15

An inter-institutional working group on SWAps
has advocated better planning and better evaluation
of sector negotiations.33 Furthermore, SWAp propo-
nents now acknowledge that ring-fencing for priority
program functions may be necessary.24 Some coun-
tries, such as Egypt, have developed a sector program
but maintain project-financing within it for certain
priority programs such as TB control.34

Civil service reform
Civil service reform is an overall mandate of many
governments. The objectives are to improve effi-
ciency, equity and quality through more flexible hiring
and firing with contracting, better staff distribution,
and in some cases, performance-based incentives.9,11,12

Experience from Peru shows that contracted staff
helped to double consultations and reach rural popu-
lations.35 If reform, however, means simply down-
sizing manpower, freezing wages, or removing secu-
rity, the results may be very different.4 More analysis
is needed to link these policies with service outcomes.

Corporatization or autonomization
of public hospitals
Corporatization or autonomization of public hospi-
tals are recent measures now in piloting phase that
provide these major consumers of public finance with
set budget limits and make them responsible for their
own planning, budgeting, cost recovery (to varying
degrees) and administrative structures.9,11,16 Commu-
nity boards may be established to oversee the institu-
tions. Limited results are available to date, especially
with regard to public health functions.

Engaging the private sector
Many reform programs seek to increase financing and
regulation of health service provision by private and
non-profit sectors. Development of national health
accounts and survey tools have demonstrated that out-
of-pocket spending for health care often comprises
over 50% of overall health spending, even in very low-
income countries.10,11,16 Interventions piloted include
contracting out for service delivery, following stan-
dards of care provided in the public sector. There is a
growing body of literature on contracting out of non-
clinical and a few clinical services. Results have been
variable, with clinical services the more problematic
due in part to restricted capacity of governments to
provide oversight and training.36 Improved regula-
tion of the private sector is less advanced, in part due
to limited public enforcement capacity.
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Expanding insurance coverage
Expanding insurance coverage is a rapidly growing
focus of reform agenda. Proponents believe that cov-
erage will mean that there will be more incentives for
private delivery of quality services and thereby less
need for government provision. Government can then
focus on normative and regulatory functions as well
as service provision for the still uninsured. However,
in low-income countries, the taxation, regulatory and
formal-sector employment bases are often too re-
stricted to facilitate development of large-scale in-
surance schemes. Community schemes or those di-
rected at certain vulnerable groups are being tested.9,16,17

SYNERGY BETWEEN REFORM OBJECTIVES
AND TUBERCULOSIS CONTROL

The objectives of improving efficiency, equity and
quality are synergistic with the principles of effective
tuberculosis control, as articulated, for example, in
the DOTS strategy. Therefore, there are opportunities
for mutual reinforcement. Table 1 summarizes the
links between the two. DOTS combines five public
health policy elements: detection at least of infectious
cases, using smear microscopy; standardized treat-
ment including direct observation of drug intake by
health workers or volunteers; a secure system of reg-
ular drug supply; a recording and reporting system
for case management and program monitoring; and
political commitment to make the above possible.1

To advance technical efficiency, DOTS comprises
technical strategies for TB control that have been doc-
umented as cost-effective,11 and replaces antiquated,
costly and sometimes dangerous practices. It also
makes health providers accountable for their choice
of interventions. To advance allocative efficiency,
DOTS has been widely recommended as an element
of essential services for public financing.11 There are
strong economic grounds to argue that the public sec-
tor must play an essential role in tuberculosis control,
given significant externalities.13 Surveillance, knowl-
edge generation and cross-border control of transmis-
sion can all be considered global public goods37 wor-

thy of public finance within reform programs.
Furthermore, the DOTS approach offers a means to
report transparently on efficient use of input and
associated impact.

On equity grounds, reformers should be seeking to
focus public resources on public health threats and
those that differentially affect the poor. TB control
meets these criteria.38 Equitable access and use of
health services across gender lines is also on the
reform and development agenda. TB annually kills
over half a million women in the developing world and
thereby represents a significant risk to the advance-
ment of women and their family’s social welfare.39

Effective tuberculosis control offers solid indica-
tors of quality of service delivery and outreach through
regular case reporting and cohort analysis of treat-
ment results. A cured case is a tangible measure of ser-
vice responsiveness. The information system helps
detect quality deficiencies, whether in the drug store,
the laboratory, the clinic or the hospital.

In Table 2, hypotheses are provided on how major
reform strategies may offer opportunities as well as
risks for improved TB control. Further system moni-
toring, evaluation and analysis is needed to elucidate
these relationships.

RISKS AND RESPONSE IN THE PROCESS
OF IMPLEMENTATION

Available analyses of the varied reform strategies sug-
gest that the following risks are posed for priority dis-
ease control programs, and TB specifically. Some
examples of positive pre-emptive steps or timely reac-
tions are noted.

• Restricted participation in planning and monitoring
Program staff may be excluded from organized
reform planning and monitoring efforts. They may
be viewed as having ‘vested interests’ or being ill-
informed in policy formulation, and thereby have little
say in changes pursued.33 Discussions among national
TB program managers, such as in Latin America,
have suggested that many feel left out of the process
and are reluctant to push.40

Table 1 Synergistic objectives

Health sector reform TB control (DOTS)

Technical efficiency Choose most cost-effective strategy
to address specific health problems

Diagnostic and treatment services proven highly
cost-effective in comparison to previous TB control
approaches and other health interventions

Allocative efficiency Improve transparent and rational
priority-setting across interventions/regions

Routine data used to calculate cost-effectiveness; focuses
resources on local service level where needs are
documented

Equity Increase service access and utilization,
especially by the poor

TB differentially affects the poor; case detection
and treatment provided free and use of services
most convenient to patient

Quality Improve measurable health outcomes
via service delivery

Routine input, process and outcome indicators provided

DOTS � directly-observed treatment, short-course.
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• Failure to identify and protect core functions or
services

Several other papers address the specific technical and
managerial functions associated with DOTS and
effective TB control that must be protected in reform
settings4,32 (Frieden T. Surviving health reform: tuber-
culosis control in pluralistic health systems. ASTER
Lecture, IUATLD World Congress on Lung Health,
Bangkok, Thailand, 1998). The most important func-

tions are those of provision of drugs and other sup-
plies, standard-setting and quality control, disease sur-
veillance and program reporting. District or municipal
authorities still represent the key management unit and
must be supported in performing their functions.

• Failure to ensure financial access to TB services
Many economists and policy makers approve of
exemptions from user fees for interventions that dif-

Table 2 TB control and reform strategies: potential opportunities and risks

Reform strategy Opportunities Risks

Decentralization and program
integration

Regional and local needs analysis & response
Increased local ownership and

commitment to selected priorities
More involvement of NGOs or community

groups to pursue case-finding and case-holding
More sustainable training and supervision
Innovative planning for coordinated

delivery of essential services

Insufficient political recognition
of TB problem

Insufficient technical or administrative capacity
(procurement, training, supervision)

Insufficient resources or inequitable
allocation of personnel, drugs, etc.

Loss of accountability
Problems in enforcing norms and 

standardized surveillance and evaluation
indicators

Insufficient expertise and capacity left
at center

User fees/cost recovery More resources for local service delivery
TB services may be exempted
Subsidies or exemptions may exist for the poor
Patients may perceive services improve

with payment

TB care may be charged or patients
may expect charge—disincentive to seek
care or complete care

Less access for the poor
Workers may focus on ‘paying’ clients

Extension of essential services
coverage

Increased resources for case-finding and
treatment extension

TB may not be selected as element of
essential services ‘package’

Economies of scale with integrated training,
supervision, and/or delivery of 
essential services

Insufficient resources to finance all services
Insufficient attention given to how to

deliver services coherently

Civil service reform Increased health worker numbers and/or pay
increases motivation

Overall reduction in staffing
Reduced staff security is demotivating
Contracting may increase rather than

decrease turnover
Increased manpower in poorer areas
Performance-based evaluation might

improve quality and focus on TB indicators

Sector-wide approaches (SWAps), or
sector programs

Increased national ownership of health
priority-setting, plans and programs

Focus on process rather than outcomes
Priority-setting more politicized
Lack of involvement in planning efforts
Loss of resources for key disease

control inputs
Dedicated funds removed before new

resource flows secured
Transitional problems have long-term effects:

drug resistance, loss of credibility, etc.

Increased sustainability
Reduced duplication or conflicts in donor

interventions
Coherent plans for resolving systemic problems
Increased flexibility in use of resources
Allowance for ring-fencing for priorities

or for reducing transition risks
Use of process and outcome indicators

Corporation/autonomization of
hospitals or internal markets
for other services

Incentives for more cost-effective care (e.g.,
less X-ray, more smears; use of clinics)

Faulty drug procurement
Less motivation to serve TB patients
Incentive to charge patients or restrict

hospitalization
Managers have less public health knowledge,

interest, or incentive to follow norms

Contracts for TB care with payment contingent
on results

Involving the private sector Improved opportunities to incorporate private
sector already treating TB and to improve
quality

Insufficient incentives to collaborate in TB,
especially case-holding

Insufficient enforceability or clarity in
Increased accountability through performance-

based contracts
contract terms

No improvement in technical capacity
Poor outcomes, drug resistance

Insurance schemes Increased overall service coverage of the poor
Increase in timely health-seeking behavior

Public health interventions may not be
identified for coverage

Reduced or no fees for service
TB indicators can measure quality

Reduced care of remaining uncovered
populations

Lack of support for technical overseeing
and capacity-building



602 The International Journal of Tuberculosis and Lung Disease

ferentially affect the poor or carry large externalities,
such as TB control.27 In most countries, smear examina-
tions and treatment are free. However, due to severely
limited resources, some countries, such as Kenya, are
considering how to set user fees for TB control with-
out hindering case-finding or case-detection.41 How-
ever, more information may be needed to document
the impact. A study of the launch of the DOTS-based
TB project in China reported that detection of infec-
tious cases increased following removal of user
charges.42 Maintaining free care there, in a fee for ser-
vice environment, is a substantial challenge.

Core public health functions, including TB control,
may not be well-articulated or supported through
insurance schemes without significant explicit design,
as evidenced in the US. In addition, providers may be
technically ill-prepared in these areas and will need
training and overseeing.43,44

• Insufficient focus on process and outcomes
Contingency planning and problem-solving may be
weak. Indicators in many sector plans or decentrali-
zation schedules may be incomplete as they focus on
institutional change, administrative and financing
components, and do not consider outcomes.45 How-
ever, there are examples where outcome indicators
are used in overall performance review. TB notifica-
tion rates and treatment results are among those
monitored now under the sector program in Ghana15

and in Ethiopia.46 In Ghana, the annual Government
and donor joint reviews include detailed evaluation of
priority program activities and needs.

• Excessive speed of reform
There may be pressure to demonstrate rapid change,
leading to the dismantling of public health infra-
structure and capacity at national levels without
corresponding financing for local capacity-building.
This was evidenced dramatically for tuberculosis in
the US in the 1970s and 1980s,3 and in Brazil more
recently.20,21,47 The cost of rebuilding capacity can
be great, including the costs of resolving the serious
health consequences. Bangladesh appears to be ex-
periencing similar challenges with the consolidation
of projects under a sector program. For Zambia and
Bangladesh, anti-tuberculosis drug stock-outs or se-
rious supply insecurity relate to poor planning for
the transition and delayed fund allocation.32,48 A dif-
ferent example is provided by Ghana, where the an-
nual sector review explicitly notes the need for plan-
ning ahead for future shifts from donor to government
drug financing.15

• Lack of incremental financing to cover ‘transition’
expenses

Little documentation could be found of consideration
for the additional budgetary needs to prepare and
manage the transition from old to new approaches,
including staff capacity-building and institutional

restructuring. In Brazil, central level contracting with
states for TB control activities has not been accompa-
nied by added resources to monitor their implementa-
tion (Program staff, personal communication).20,21

Similarly, in the Philippines, resources have not been
adequate to support the rapid devolution of supervi-
sory and training functions (Mantala M J. Health sec-
tor reform and TB: report from the Philippines. Presen-
tation, IUATLD World Conference on Lung Health,
Madrid, Spain, September 1999—unpublished).

In Brazil, many municipalities now responsible for
overseeing tuberculosis control are re-centralizing
tuberculosis care in hospitals, as there is currently little
capacity to train staff and monitor local clinics. This
is believed to have contributed to a reduction in case
detection. Examination of expected tuberculosis sus-
pects (at 1% of adult population) fell from 49% in
1983 to 15% in 1997. Real increases in incidence
may be masked by this reduction in services. In addi-
tion, with fewer services involved, the possibility of
launching directly-observed treatment is diminished.
The new Tuberculosis Control Plan aims to provide
the incentives and framework for municipalities to
again expand efforts.20,21

In some countries, there may be a lack of recogni-
tion of the costs of launching and expanding a new
technical strategy such as DOTS within a reforming
or unstable health system. Further analysis would be
useful to examine whether initiating sector-wide
programming in Tanzania will be less problematic
for tuberculosis control than in Zambia, where the
DOTS strategy was not as well established at
the start of decentralization, integration and basket
financing. While sector programming is creating
major challenges for continued expansion of DOTS
in Bangladesh, what would the effects have been if
this had begun earlier in the 1990s when DOTS was
just being launched? Evaluation of these situations
could shed some light on what functions need to be
protected, especially where DOTS is in a start-up
phase.

In Asia, analyses have suggested that private sector
provision of care for TB patients is critically impor-
tant, as quality public services are unlikely to attract
back most clients, and therefore efforts to pilot test a
private-public mix in delivering the DOTS strategy
have been launched.49,50 However, the capacity of the
public sector to oversee the scaling up of models is
constrained and suggests difficult trade-offs between
bolstering quality inside and outside the public sector.

• Numerous disincentives to pursue public health
efforts within more market-oriented systems

Increased focus on cost recovery can inhibit provider
attention to free-care patients in hospitals or ambula-
tory settings around the world. Some experiences in TB
control offer examples of how incentives can be applied
to stimulate good case detection and treatment prac-
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tice, as in China.42 In other settings, the effects of new
incentives have yet to be measured, such as in Brazil
where bonuses to municipalities for treatment supervi-
sion and success may result in different outcomes than
those offered directly to service providers.

Performance-based contracting for TB control
may stimulate quality service provision and serve as a
pathfinder for contracting in public health. Experi-
ences in the private sector in Asia,50 as well as con-
tracting out to non-governmental organizations,51,52

are promising. Nevertheless, it is clear that success
depends on the underlying capacity of institutions
and the specificity and terms of contracts in achieving
effective outcomes. In the setting of rising managed
care in the US, Miller et al. have provided detailed
guidelines for the design of contracts that might offer
lessons for other settings.43

RECOMMENDATIONS

1 Managers of priority public health programs,
including tuberculosis control, need to engage pos-
itively in the planning, budgeting and implementa-
tion of reform and sector programs.

2 Proponents need to demonstrate that the frame-
work for effective tuberculosis control can advance
basic reform objectives, including efficiency, equity
and quality.

3 Local arguments need to be articulated for the pro-
tection and financing of well-defined core TB con-
trol functions and for rapid expansion of DOTS
within different reform settings. The negative
externalities of non-action or insufficient interven-
tions are growing, given rising drug resistance and
HIV-associated tuberculosis disease.

4 Financing needs to be sought for effective redesign
and implementation of capacity-building in techni-
cal, managerial and leadership functions. This is
especially important for authorities within decen-
tralized health systems, and for those overseeing
contracts with providers outside the public sector.
In addition, innovative monetary or non-monetary
incentives may need to be tested.

5 Further analysis needs to be conducted at national
and local level of the relationship of reform mea-
sures and priority public health interventions and
outcomes, as well as better routine monitoring of
health system changes alongside supervision of TB
services. Best practices need to be shared.

6 TB control experts and proponents need to collabo-
rate on the above points with those in other public
health fields facing similar challenges, such as mater-
nal and child health, malaria control, HIV/AIDS/STI
control, reproductive health and family planning,
and immunization. Within large technical coopera-
tion and financing agencies, those working on public
health need to collaborate with those working on
health reform.

CONCLUSION

It has been suggested that the ‘radicalism’ of reform
agenda of the earlier 1990s may be reverting to more
moderated forces as more information becomes avail-
able on the perils and promise of reform.53 For exam-
ple, in Latin America—a region with among the long-
est histories of reform efforts—proponents have
begun to reframe their concepts of best practice.54 In
this context, there is little time to waste in building
arguments and an evidence base for why priority pub-
lic health interventions, including effective TB con-
trol, must continue to be supported and monitored as
part of reform strategies that seek to improve effi-
ciency, equity and quality in health systems.

References
1 World Health Organization. Global Tuberculosis Control:

WHO Report 1999. WHO/CDS/CPC/TB/99.259. Geneva:
WHO, 1999.

2 World Health Organization. Report of the Ad Hoc Committee
on the Tuberculosis Epidemic. WHO/TB/98.245. Geneva:
WHO, 1998.

3 Reichman L B. Tuberculosis elimination—what’s to stop us?
Int J Tuberc Lung Dis 1997; 1: 3–11.

4 Chaulet P. After health sector reform, whither lung health? Int
J Tuberc Lung Dis 1998; 2: 349–359.

5 IUATLD/IDRC workshop: The significance of health sector re-
form for lung health services. Int J Tuberc Lung Dis 1998; 2:
1044–1045.

6 Merrick T. Delivering reproductive health services in health re-
form settings: challenges and opportunties. Module 2, Adapt-
ing to change: core course on population, reproductive health
and health sector reform. Washington, DC: World Bank Insti-
tute, August 1999.

7 WHO Dept of Vaccines and Biologicals/HTP, Organization of
Health Services Delivery and PAHO Divisions of Vaccines and
Immunization and Health Systems. Proceedings from meeting
on health sector reform and priority health interventions: the
case of immunization services, 15–16 November 1999, Wash-
ington DC. Geneva: WHO, 2000.

8 Feilden R, Nielsen O F. Immunization and health reform: mak-
ing reforms work for immunization. WHO/HTP/V&B July
1998. Geneva: WHO, 1998.

9 Cassels A. Health sector reform: key issues in less-developed
countries. WHO/SHS/NHP/95.4. Geneva: World Health Or-
ganization, 1995.

10 Berman P, ed. Health sector reform in developing countries:
making health development sustainable. Cambridge, MA:
Harvard University Press, 1997.

11 World Bank. World Development Report 1993: Investing in
health. Oxford: Oxford University Press, 1993.

12 Cassels A. A guide to sector-wide approaches for health devel-
opment: concepts, issues and working arrangements. Geneva:
WHO, 1997.

13 Musgrove P. Public spending on health care: how are different
criteria related? Health Policy 1999; 47: 207–223.

14 World Bank. Better health in Africa. Washington, DC: Interna-
tional Bank for Reconstruction and Development/World Bank,
1994.

15 Republic of Ghana, Ministry of Health. Health sector 5 year
programme of work 1997–2001. 1998 Review. Ghana: Joint
MOH-Health Partners, April 1999.

16 World Bank. Sector strategy: health, nutrition and population.
Washington: World Bank, Human Development Network,
1997.



604 The International Journal of Tuberculosis and Lung Disease

17 Bennett S, Russell S, Mills A. Institutional and economic per-
spectives on government capacity to assume new roles in the
health sector: a review of experience. PHP Departmental Pub-
lication No. 22. London: London School of Hygiene and Trop-
ical Medicine, 1996.

18 Rondinelli D A, Nellis J R, Cheema G S. Decentralization in
developing countries: a review of recent experience. Staff
Working Paper, no. 581. Washington, DC: World Bank, 1983.

19 Collins C. Decentralization. In: Janovsky K, ed. Health policy
and systems development: an agenda for research. Geneva:
WHO, 1996.

20 Netto A R. Impacto da reforma do setor saude sobre os servi-
cos de tuberculose no Brasil. Boletim de Pneumologia Sani-
taria. 1999; 7: 7–18.

21 Kritski A L, Ruffino-Netto A. Health sector reform in Brazil:
impact on tuberculosis control. Int J Tuberc Lung Dis 2000; 4:
622–626.

22 Liese B, Sachdeva P, Cochrane G. Organizing and managing
tropical disease control programs: lessons of success. Technical
paper no. 159. Washington, DC: World Bank, 1991.

23 Peters D, Chao S. The sector-wide approach in health: what is
it? where is it leading? Int J Health Plann Manage 1998; 13:
177–190.

24 Cassels A, Janovsky K. Better health in developing countries:
are sector-wide approaches the way of the future? Lancet
1998; 352: 1777–1779.

25 World Health Organization. Tuberculosis control as an inte-
gral part of primary health care. Geneva: WHO, 1988.

26 UNICEF. The Bamako Initiative: rebuilding health systems.
New York: UNICEF, 1995.

27 Gertler P J, Hammer J S. Strategies for pricing publicly pro-
vided health services. In: Schieber G J, ed. Innovations in
health care financing. Discussion Paper No. 365. Washington,
DC: World Bank, 1997.

28 Velasquez G, Madrid Y, Quick J D. Health reform and drug
financing: selected topics. WHO/DAP/98.3. Geneva: WHO,
1998.

29 Bobadilla J K, Cowley P. Designing and implementing pack-
ages of essential health services. J Int Development 1995; 7:
543–554.

30 Filmer D, Hammer J, Pritchett L. Health policy in poor coun-
tries: weak links in the chain. Policy research working paper
1874. Washington, DC: World Bank Development Research
Group, Poverty and Human Resources, 1998.

31 World Bank. Project appraisal document: Bangladesh health
and population program project. Report No. 17684-BD.
Washington, DC: World Bank, 1998.

32 Bosman M C J. Health sector reform and tuberculosis control:
the case of Zambia. Int J Tuberc Lung Dis 2000; 4: 606–614.

33 International Technical Working Group on Sector-wide Ap-
proaches. Consultation on sector-wide approaches, priority
programmes and health outcomes. Geneva: WHO, 1998.

34 World Bank. Project appraisal document: Egypt health sector
reform. No. 17214. Washington, DC: World Bank, 1998.

35 World Bank. Peru: improving health care for the poor. A World
Bank country study. Washington, DC: World Bank, 1999.

36 Mills A. To contract or not to contract. Health Policy Plan
1998; 13: 32–40.

37 Chen L C, Evans T G, Cash R A. Health as a global public good.
In: Kaul I, Grunberg I, Stern M A, eds. Global public goods: in-

ternational cooperation in the 21st century. New York: Ox-
ford University Press for UNDP, 1999.

38 Gwatkin D R, Guillot M. The burden of disease among the
global poor: current situation, future trends and implica-
tions for research and policy. Washington, DC: World Bank,
1999.

39 Diwan V K, Thorson A, Winkvist A, eds. Gender and tuberculo-
sis. Gotenborg, Sweden: Nordic School of Public Health, 1998.

40 Pan American Health Organization. Regional Meeting of Na-
tional Tuberculosis Program Managers, Final Report. PAHO/
HCP/HCT/117/98. Washington, DC: PAHO, 1998.

41 Hanson C, Kibuga D. Effective tuberculosis control and health
sector reforms in Kenya: challenges of an increasing tuberculo-
sis burden and opportunities through reform. Int J Tuberc
Lung Dis 2000; 4: 627–632.

42 China Tuberculosis Control Collaboration. Results of directly
observed short-course chemotherapy in 112 842 Chinese pa-
tients with smear–positive tuberculosis. Lancet 1996; 347:
358–362.

43 Miller B, Rosenbaum S, Stange P V, Solomon S L, Castro K G.
Tuberculosis control in a changing health care system: model
contract specifications for managed care organizations. Clin
Infect Dis 1998; 27: 677–686.

44 Rutherford G W. Public health, communicable diseases, and
managed care: will managed care improve or weaken commu-
nicable disease control? Am J Prev Med 1998; 14 (3 Suppl):
53–59.

45 Tulloch J. Priority programs and sector-wide approach. Presen-
tation at the strategy meeting on sector wide approaches to
health—coming to a common understanding. Geneva: WHO
Secretariat for the Inter-Agency Working Group on Sector-
wide Approaches, 1997.

46 World Bank. Project appraisal document: Ethiopia health sec-
tor development program. No. 18366. Washington, DC:
World Bank, 1998.

47 World Health Organization. Status of tuberculosis in the 22
high-burden countries, 1999. WHO/CDS/TB/99.271. Geneva:
WHO, 1999.

48 Kumaresan J A, de Colombani P, Karim E. Tuberculosis and
health sector reform in Bangladesh. Int J Tuberc Lung Dis
2000; 4: 615–621.

49 Uplekar M, Rangan S. Tackling TB: the search for solutions.
Bombay: Foundation for Research in Community Health, 1996.

50 Pathania V, Almeida J, Kochi A. TB patients and private for-
profit health care providers in India. WHO/TB/97.223.
Geneva: WHO, 1997.

51 Mushtaque A, Chowdhury R. Success with the DOTS Strategy.
Lancet 1999; 353: 1003–1004.

52 Bijou J, Henrys D. L’expérience d’Haiti. Report given at the
technical meeting. Towards new partners for health develop-
ment in developing countries: the contracting approach as a
policy tool. Geneva: ICO/WHO, 1998.

53 Mills A. Reforming health sectors: fashions, passions and com-
mon sense. Presentation at the Eighth Annual Public Health
Forum on Reforming Health Sectors, London School of
Hygiene and Tropical Medicine, London: 21–24 April, 1998.
(in press).

54 Londono J L, Frenk J. Structured pluralism: toward an innova-
tive model for health system reform in Latin America. Health
Policy 1997; 41: 1–36.



HEALTH SECTOR REFORM Advancing tuberculosis control within reforming health systems 605

R É S U M É

Dans les pays en développement, divers programmes de
réforme de la santé affectent le schéma, le financement et
la délivrance des services de soins de santé ainsi que les
pratiques de santé publique. Cet article résume les ca-
ractéristiques des stratégies majeures de réforme cher-
chant à améliorer l’efficience, l’équité et la qualité. On
identifie les chances et les risques qu’elles impliquent
pour la lutte antituberculeuse comme les attitudes à
adopter pour prendre en main la transition vers la
réforme. On fournit quelques recommandations pour

faire progresser la lutte antituberculeuse dans cet envi-
ronnement dynamique. Celles-ci incluent la participa-
tion dans le processus d’élaboration ; la démonstration
d’une synergie entre les objectifs de la réforme et la lutte
antituberculeuse ; l’articulation des fonctions-clé à pro-
téger ; la formation de compétences dans les domaines
technique, de gestion et de direction ; les informations
sur les résultats et les pratiques optimales ; et la collabo-
ration avec ceux qui visent d’autres priorités de santé
publique et l’analyse de la réforme.

R E S U M E N

En los países en desarrollo, diferentes programas de
reforma de la salud están afectando el perfil, la financi-
ación y la ejecución de los servicios de atención de la
salud así como las prácticas de la salud pública. Este tra-
bajo resume las características de las estrategias de las
reformas mayores tendientes a mejorar la eficiencia,
equidad y calidad. Se identifican las oportunidades y los
riesgos para el control de la tuberculosis, así como las
respuestas en el manejo de la transición de la reforma. Se
aportan recomendaciones para mejorar el control de la

TB en este ambiente dinámico. Estas incluyen partici-
pación en el proceso de planificación ; demostración de
la sinergia entre los objetivos de la reforma y el control
de la TB ; articulación para la protección de las funci-
ones esenciales ; formación para crear competencias en
el dominio técnico, de liderazgo y de manejo ; documen-
tación sobre los efectos y las mejores prácticas ; y cola-
boración con aquellos que persiguen otras prioridades
sanitarias y análisis de la reforma.


