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EXECUTIVE SUMMARY 

1. After two decades of significant socioeconornic growth and development in most independent African 
countries, the 19805 ushered in a period of world econornic recession that negatively impacted on the 
econornies ofrnost countries of the WHO African Region. They began experiencing declining and even 
negative econornic growth rates. This changing socioeconornic environment called for various fonns of 
economic refonns sorne of which had unfavourable consequences on the health secror. The health care 
delivery systems of rnany countries were sa weakened that they were incapable of coping with the 
increasing health challenges as well as meeting the needs of the growing population which had become 
better informed about their right to quality health care. 

2. This socioeconomic environment, coupled with changes related to the health sector, brought into focus 
the urgent need to embark on heallh sector reform wbich has been defined as a sm,tained process of 
fnndamental change in national policy and institutional arrangements gulded by government and 
designed ta improve the functioning and perfonnance of the health sector and ultimately the health status 
ofthe population. 

3. Since aU countries of the Region have embarked on one form of health sector reform or another, tbis 
report has been prepared to pro vide information on the status of irnplementation of h~alth sector reform 
in the Region and alsa- sorne future perspectives on this important subject. 

4. The Regional Committee may wish to review this progress report and (a) critl.cally focus on the 
operational defmition ofhealth sector reform provided; the \Vay the reform process has been characterized; 
the rramework proposed for linking health sector reform to health status improvement; the major lessons 
leamt from the review of country experiences as weil as the key suceess factors; the future challenges and 
perspectives enumerated; (b) provide appropriate guidance and orientation ta the Regional Office ta 
enable it to effectively support Member States in their refonn efforts. 
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1. Most countries of the African Region attained independence al least a decade b(lfore Alma-Ata in 
1978 when a global agreement was reached on the need to reform the health system in favour of primary 
heahh care. Between independence and that historie year the generally stable political environment and 
the fitvourable economic conditions that prevailed in the countries made it possible f.)T most of them to 
embark on and achieve remarkable socioeconomic development. Indeed, the period witnessed 
considerable expansion ofhealth care services to the rural areas. 

2. A few years after the Alma-Ata declaration, the profound world economic reces$ion that left many 
developing national economies in disarray and the AIDS pandemie which has presentell an unprecedented 
challenge to mankind almost reversed the health gains made before the 1980s. These two unexpected 
events undoubtedly slowed down the pace of health deveJopment in the Region and, with sorne other 
changes and their effects on the health sector and the health systems in countries of the Region, called for 
a process of change to improve the detenorating health situation. That process became known as health 
sector reform. 

3. Health sector reform has been defined as a sustained process of fundamental change in national 
policy and institutional arrangements guided by government and designed to improve >:he functioning and 
performance of the health sector and ultimately the health status of the population. The words national 
and sector in the above definition imply the entire health care system in a country, that is, preventive, 
curative, promotive and rehabilitative services; the public and private sub-sectors; and primary, secondary 
and tertiary care. 

4. Hea1th sector reform is a problem-solving as well as a learning process. It is about seeking solutions 
to major problems related to a country's health policy and health eare system and involves many 
actors, institutions and other stakeholders. Il is country-specifie, which means that there is no blueprint 
for health sector reform that can be applied across the board to ail countries. 

5. Health sector retorm is a deliberate and planned undertaking intended to bring abc ut lasting changes. 
Il is not an ad hoc or emergency action. The process of health sector reform need, to go beyond the 
redefinition of policy objectives and discussion of theideological orientation of the health care system. 
This is because without institutional or structural change, it is unlikely that the existing organizational 
structures and management and finaneing systems will continue to deal adequately with the prevailing 
problems of the health sector. 

6. Although most of the hea1th sector problems addressed by the reform are institutional, technical and 
managerial, designing and implementing health sector reform is, by and large, ~ politieal process . 
Consensus building among ail stakeholders is very crucial, particularly because ofpolitical instability in 
many countries. Successful consensus building on every aspect of the reform proeess will facilitate 
implementation of the reform agenda even in a situation ofpolitical change. 

CONTEXT OF HEALTH SECTOR RE}'ORM IN THE REGION 

General environment 

7. The lack of good govemance has contributed to the low priority accorded to health development as 
part of sustainable human development in many countries. Political instability, civil strife and wars have 
also played a major role in disorganizing already weak health systems and increasing the incidence of 
disease and disability. 

8. Countries of the Region have had to struggle over the same period with deteriorating economic 
conditions that called for the development and implementation of macroeconomic policies, including 
structural adjustment programmes, which, among other things, curtailed public spending in the social 
sectors, particularly health and education. The implementation of the first generation of structural 
adjustment programmes negatively impacted on national health systems. 

9. Closely linked with the political and economic changes have been the new ideological orientations 
based on liberalism and the market economy that have tended to question the efficiency of the State and 
to reinforce belief in the dominance of market forces. 1bese ideological orientations have tended to 
reconsider the relative responsibilities of the State and the private sector in health care delivery. 
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10. Progress in education and the rapid development of mass communication techniques have also 
enabled a greater number of people to have information on health technologies. The advent of more 
democratic regimes and the emergence as weil as the strengthening of participatory d,!mocracy over the 
las! twenty years have led to demands by the population for quality health services. 

Healtb problems and health systems 

II. There have been profound changes in health problems and in the health status of the people in the 
Region. The incidence of a number of diseases such as tetanus, onchocerciasis, measles, pertussis and 
poliomyelitis has decreased. At the same time, however, there has becn a resurgence of other diseases that 
had been controlled such as malaria, tuberculosis, yellow {ever and trypanosomiasis. Other emerging 
diseases such as HIV/AIDS, viral haemorragic fever and noncommunicable diseases have compounded 
these health problems. 

12. The health problems occurred al a time when the health systems needed to be adapted to rapidly 
changing political, social, economic and physical environments. Sorne weaknesses suc,h as lack oflong
term vision as the basis for policy formulation, inability to anticipate the consequences of growing poverty, 
and difficulties in the equitable management of scarce resources were noted. Nevertheless, where the 
health systems did address priority prob1ems with clearly defined targets and adequate strategies the health 
status of the people improved. There is evidence that "vertical" approaches to the control of sorne specifie 
diseases were effective in sorne places, !hat decentralization and the strengthening of ihe peripherallevel 
of health services were generally positi .... e, and that co-management by and partnership between 
governments and communities partially contributed to the solution of sorne problems. However, the 
problems persist and call for proper attention. 

Polley fealures 

13. The process of health development in the Region has gone rhrough many phases and has been 
influenced by various global and regional policy orientations. Prominent among these were the first effort 
in 1974 to develop a long-term framework for health development in the Region covering the period 1975 
to 2000; the global agreement reached in Alma-Ata in 1978 to achieve health for ail by adopting the 
primary health care strategy; the adoption of the Three-Phase African Health Development Scenario 
(Regional Committee, 1985) which later beearne the framework for health development in the Region; the 
adoption of the Bamako Initiative (Regional Committee, 1987); the agenda for health sector reform 
enunciated by the World Bank in 1987; the two World Bank publications (World Development Report 
and Better Health in Africa) in 1993 and 1994; the development of the WHO/AFRO framework for 
technical cooperation with Member States (1995); the intercountry or subregional meetings organized by 
WHO in Livingstone and Arusha (1995) on the strengthening of district health systems and on the role of 
health systems research in health sector reform respectively; the launching of the United Nations Special 
Initiative on Africa (1996), especially its health component; the launching of the new global health for 
a11 poliey for the 218t eentury (1998); and the development of a regional (African) h~alth poliey for the 
llst century (1999) . 

CONTENT OF REAL TH SECTOR REI'ORM 

Objective, policy and strategie orientations 

14. The major objective ofhealth sector reform in the countries of the Region is to positively influence 
the performance of the health system with regard to equity, aeeess, efficiency, quali!'} and sustainability 
and ultimately improve the health status of the population. This major objective has been set out in greater 
detai! as polley orientations by many countries as follows: 

(i) Promotion of equity in health, in aceess ta and use of health services, and in health financing. 

(ii) Improvement in the quality ofhealth services, both from the technical standpoint and the users' 
perspective. 

(iii) Increase in the efficicney ofhealth interventions and improvement in the allocation as weil as the 
management of health resources. 

(iv) Ensuring the sustainability of the management and financing ofhealth intelventions. 



AFRIRC4917 
page 3 

15 In order to implement these policy orientations, health sector reform programmes have often involved 
the following strategie orientations: 

(i) Organization and management ofhcalth services: redefinition of the role ofministries ofhealth 
and their reorganization and decentralization including hospital autonomy, management of 
support systems, promotion of public-private mix, community participation, integration of 
services, intersectoral coordination and intrasectoral collaboration, and coordination of external 
partners. 

(ii) Delivery of services: definition and provision of a minimum package of essential health services. 

(iii) Reallocation ofresources: increased allocation to PRC and priority health programmes. 

(iv) Broadening of the tinancial resource base or raising of additional revenue: cost recovery, social 
insurance, prepaid rural schemes, private insurance, other forms of community financing and 
external aid. 

Reform proeess and Its espeeted outcome 

16. Realth sector reform agendas vary from country to country since they are supposed to depend on a 
country's specifie health problems and needs. The health sector reform process outlined in Figure 1 is, 
therefore, a generic one. Three aspects of the process are worthy of emphasis: (a) it is a non-linear 
process; (b) aIl stakeholders have to be involved in the various phases of the process; (c) monitoring and 
evaluation, continuing advocacy and consensus building are central to the process. 



Figure 1: Health sector reform process and the stakeholders 
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17. Figure 2 provides a framework for Iinking health sector refonn to its ultimate goal which is health 
status improvement. It is shown in the framework that health sector reforrn (whose process as weil as the 
stakeholders are presented in Figure 1 above) leads to changes in health policy, health systems and health 
services. These changes, in tum, lead to health systems development and streng1hening which are 
prerequisites for improving the performance ofhealth systems and services which necessitate health sector 
reform. Improvement in the performance of health systems and s",vices leads to greater access and 
better utillzation of quality health services which are produced and provided in a more efficient, 
equitable and sustalnable way. Ultimately, therefore, improvements in the perfOlmance of health 
systems and services lead to improved health status which is measured by such impact indicators as infant 
and child mortality, maternai mortality, and Iife expectancy at birth. 



tiE!!r~ 2: f@.!!1.!!~ork_!or Iin~LII~ilealtb_~~~~or !i!form to J!ea_l~Ï!.s.~!.us improvement -g~ 
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The centralldea behind the framework deplcted ln Figure 2 Is that health sector reform leads to 
fundamental changes in health policy, systems and services whlch strengthen healtb systems and 
improve heaIth services performance whose intermedlate results ln terms of improved Beeess, 
quaUty heaIth services and user satisfaction ensure sustalnable health development and, ultlmately, 
improved health status of the population. 

18. Given the faet that health sector reform is a process for seeking fundamental changes and that there 
are usually many stakeholders with varying interests involved, the need to deliberately put in place an 
effecuve rnechanisrn for managlng the process of change is critically important. If this is not done, a 
number of unwanted results may be produced. These could include frustration on the part of sorne 
stakeholders, unsustained political will and commitlnent throughout the reform proce&S, non-realization 
of sorne of the reform objectives and even incomplete implementation of the reform programme and its 
plan of action. It is, therefore, important to devote adequate thought and resources to the establishment 
of the appropriate mechanism for managing the process of change. 

STATUS OF IMPLEMENTATION OF HEALTH SECTOR REFORM IN THE REGION 

Scope of reform efforts 

19. Ali eountries of the Region have undertaken one form ofhealth sector reform or another. The degrees 
ofreform undertaken by the countries vary. For example, it has been comprehensive in sorne countries 
(Ghana, Guinea, Kenya, Tanzania, Zambia, etc.), involving a wide range of measures focused 
simultaneously on the three major aspects of the health system (organization and management, fmancing 
and service delivery). For others, the reform bas been directed at a more limited numb.!!' of areas such as 
the restructuring of the sector, for example, through decentralization, introduction of new health care 
financing mechanisms, redefinition of the role of the private sector (including NGOs), or even the 
definition ofhealth service delivery packages at district level. The scope ofhealth sector reform in many 
countries bas been defined to coYer sorne or al! of the following: health policies, priorities, institutions, 
structures and systems, including management. 

Principal actors or stakeholders 

20. The reforrn of the health sector has aroused the interests of diverse and competing groups. These 
include: 

(i) the ministry o{hea/th which is responsible for policy formulation, regulation of care providers, 
financing and provision of public health services and essential health care, and coordination of 
the efforts of al! partners involved in various health interventions in the country; 

(ii) the other sectors which contribute directly to health, namely: agriculture, education, housing, 
communication and water; 

(iii) the population, i.e. individuals or households who generate health benefits through their 
individual or collective actions, lifestyles, or behaviours; they are not only beneficiaries of the 
care delivered by producers, but are, in many cases, involved in the actual provision of services, 
through their participation in the management ofhealth services; they can buy health care, either 
directly or through a variety of organizations; they influence the objectives, content, cost and 
quality of services; 

(iv) the service providers of the public and private sectors (NGOs, traditional seetor, private-for
profit sector) which provide clinical and non-clinieal services; 

(v) the resource institutions (training institutions, research and deve10pment institutions, etc.) which 
provide human and material resources for health; 

(vi) institutional buyers (e.g. insurance funds, district health institutions) which buy services from 
providers aecording to various contractual mechanisms; 

(vii) the donors who play an important role in supporting the reform process, and facilitating the 
implementation of health sector reform programmes by providing diverse inputs such as 
financing, building or strengthening of national capacities, training and advisory services. 
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21. Different stakeholders have usually demonstrated different interests in health sec';or reform. Many 
government officIais, hcalth personnel, health planners and other stakeholders want mainly to increase 
aecess and, therefore, would like to focus on the delivery of health services. Sorne public bealth 
professlOnals and health programme managers may insist on improving quality, health ,:tatus, and overall 
national mortality rates regardless of cost. International donors may press for sustainability of 
programmes and projects once their assistance ends. Consumers wan! aceess to better health care, as they 
define it, and at priees they can afford. 

Results achieved so far 

22. 'The appropriate reorganization or restmcturing of the ministry ofhealth bas a direct influence on the 
success of health sector reform. This is partly because the ministry of health has a tole to play in the 
promotion of dynamic leadership and the provision of an enabling environment in order to ensure the 
complementarity of other institutional factors. Ministries ofhealth in many countrie:, have, in order to 
improve their effectiveness and efficiency, attempted to reduce the scope of their interventions in the 
provision ofhealth services. They have restricted their role to the fonnulation of polieies, coordination, 
regulation, monitoring and evaluation. The restructuring of the ministry ofhealth has, however, not been 
without problems in sorne countries. Problems have arisen from inadequate eapacity to manage, supervise, 
evaluate and regulate; weak control of human and financial resources; structural obstacles (like the 
existence of vertical programmes); the absence or inadequacy ofreal managers; low motivation ofhealth 
workers and their resistance to change. 

23. Ali countries have adopted SOrne fOlm of deeentralization pohey in the health seetor as a tool for 
implementing primary health care through the strengthening of community participation and intersectoral 
collaboration. In many cases, conununities rose to the task of constructing health facilities and bearing 
the operational cost of service provision. However, there are sorne problems faced by decentralization 
which are not only technical but also political. These include the inappropriate distribution of roles 
between the central government, its peripheral organs and the communities; the hck or inadequate 
allocation of resources from the central to the peripherallevel; and the inadequate strengthening oflocal 
capacity. In addition, the relative isolation of the health sector within the decentralization process 
compared to other sectors has not facilitated implementation. 

24. Village health workers and traditional birth attendants partieipate in service clelivery in ail the 
countries. Health and development committees exist in many countries and play ar, important role in 
social mobilization and healtli services management, especially in countries that have implernented the 
Bamako [nitiative type ofhealth care financing schemes, The expansion of the activities and mandates 
of the committees is bowever being hampered by the sluggish political decentralizati'Jn process and the 
Iimited capaeities of community representatives. In sorne places, the low representatioll of women on the 
committees restricts their social mobilization raie. 

25. Insufficient intersectoral collaboration has impeded the effective implementation of health sector 
reform programmes generally at all levels due to the fact that ministries of health have 'little political 
clout' and their officiais have inadequate negotiation skills. 

26. The need to ensure greater collaboration between the public and the private sectors (for-profit and not
for-profit) has beL'tl generally realized in most national health sector reform programmes. It is believed, 
among other things, that greater involvement of the private seetor would enhance effectiveness and 
efficiency by orienting the state towards the provision of essential services. The cooperation between 
churches, non-governmental organizations and the l'ublic sector in the delivery of servic:es is good in sorne 
countries. However, many countries are still expenencing difficulties in defininl! the scope of the private 
sector or in harmonizing private sector activitles with public sector health objectives. Legislation and 
regulations are still inadequate in many cases. 

27, [n the face of increasing demand for services, ail countries are anxious to further mobilize public 
budget resources and at the same time eXl'lore new modalities of financinl!' Even SO, not many countries 
have succeeded in puttin~ in place sustamable health care financing pohcies and strategies. The health 
budget of the state is stlIJ small, hardly exceeding 6 per cent of the overall public budget in many 
countries. Worse stiIJ, the aIJocated budget is poorly managed from the centrallevel in many cases. The 
efforts of ministries of health to obtain more public funds are hampered by the faet !hat health is still 
accorded low priority in many coontries. 
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28. Only a few countries have been able ta adequately reorient their budllets, particula:cly capital budgets 
towards primary and preventive activities. Generally, countries are still highly dependent on extemal 
funding since they have not been able to adequately broaden their resource base. The management of 
available health resources is improving but inefficiencies still exist. 

29 Cost recovery efforts at public health facilities have been frustrated by low hous~hold incomes and 
the poor quality of public health services. The introduction of fees has also temporarily excluded the poor 
from benefiting from services, especially where exemption policies are either not ckar or are clear but 
difficult ta effectively enforce. 

30 .. Very little experience bas been acquired with any form ofrisk-sharing strategy in the Region. Eight 
countries have had sorne form of social insurance. Of ail of them, only Kenya bas a sizeable scheme, 
although it is limited to cDverage of hospital services. At least five other countries (Ethiopia, Ghana, 
Mozambique, Nigeria and Zimbabwe) have started or are about ta star! social in surance schemes. Sorne 
countries are considering extending the range ofbenefits provided under existing social security systems. 
Sorne countries have community-based schemes (Burundi, Guinea-Bissau and Zaire) a.\ready established 
while in sorne others the schemes are still in the pilot stage (Tanzania). Mali has evolved an innovative 
way of fmancing and providing services (i.e. community health centres). The Bamako Initiative has been 
implemented with varying levels of coverage in most countries of the Region. 

31. Health facilities at the base which provide primary health care are rapidly expanding, thus enhancing 
access to health care. In sorne countries, however, these facilities have been neg!ected. The rate of use 
of public health facilities is still low as a result of difficu!ties relaiing to accessibility and poor quality of 
services, bath in terms of technical quality and in user perception of quality. Many countries have 
expressed the need ta define and provide a package of essential health services but only :l few of them have 
gone beyond mere intentions. This has, therefore, hindered the anticipated increase in the aceess of the 
population ta such services. The integration of vertical programmes which were largely promoted and 
funded by donors has been realized to sorne extent in some of the countries. 

32. The supply of essential drugs is crucial for achieving quality care, strengthening liser confidence in 
the health care delivery systems and supporting cost recovery systems !ike the Bamako Initiative. For !bis 
reason, most eountries have developed a national drug policy. Devaluation of national currencies, coupled 
with limitcd foreign exchange reserves, has, however, hindered the successful implementation of drug 
policies in sorne countries. 

33. Although some progress has been made in the rea!ization ofsome of the reform objectives in rnany 
countries of the Region, it can be concluded from the foregaing that a lot still has ta be done to adequately 
improve the performance of health systems and services in most of the countries sa as ta appreciably 
improve the health status of the population. 

Lessons learnt and suceess factors 

34. Some lessons have been leamt and some key success factors identified from the review of country 
experiences in developing and implementing health sector reform programmes in the Region. 

Lessons learnt 

(i) Ali the countries are committed ta health sector reform but each has a different understanding 
and interpretation of the concept of reform and its process. 

(ii) AlI the countries have similar health sector reform objectives but are at different level. of 
achievement of these common objectives. 

(iii) Sorne countries lack baseline information and evidence as a basis for developing their health 
sector reform agenda. 

(iv) Health sector reform requires a policy agenda rather than a series of isol\lted actions; any 
reform agenda adopted by a country must be appropriate ta the context of the country; each 
element of the agenda depends for its effectiveness on the development of government's 
institutiona! capacity. 
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(v) Th~ endronment that surrounds reform efforts is very crucial. This is because political, 
SOClQeCOnOmlC and cultural environments have an impact on the health of the people and on 
the health sector. The environment has therefore to he taken into account in the development 
of a health sector reform agenda. 

(vi) Health sector reform programmes should be evidence-based. The evidence should he provided 
by operations research results and a rcliable health information system which shoule! be 
respons\ve to the needs ol'the policy-makers. 

(vii) Reform programm~s should be developed with one eye on the content and the other on the 
strategy for theiT development and implementation. Finding technical solutions to health sector 
reform problems is not enough. It is also crucial to develop policy-making and implementation 
capaclty. 

(viii) DonoTs play a critieal role in the reform process in the Region. They contribute financial 
resources to tàcilitate the reform process and expalld the technicai skills available ta design and 
implement reforms. This notwithstanding, the govemment and the people should lead the 
reform process while the donors or external partners contribute to the reform process in a 
coordin.lted way. Therc is a need for donors to effectively commit more funds for the 
implementation of the refOrm agenda. 

(ix) Reform takes lime. There should therefore be no unrealistie expeetalions about its effect on 
health system performance and on the health stalus of the population. At the same time, results 
not exp,:cted of the refonn should be anticipated. 

(x) Benchmarks (process and outcome indicators) should always be developed for monitoring and 
evaluating the implementation of a eountry's health reform programme. 

(xi) There is no specifie bluep:dnt for health sector refonn and reforrners should not rely uncritically 
on mod.!ls that have been used in other countries. However, sharing country experiences with 
others Îo: beneficial since those rcsponsible for planning and implementing bealth reform will 
need ta draw on ideas and experiences from a V/ide range of sources. 

(xii) Involvement ofhealth staff in the health sector rdorm process has been limited. They should, 
indeed, be part of it. 

Key succcss factor" 

(i) Sound goverrment leadership (ministry ofhealth) throughout the reform proeess. 
(ii) Sustain.~d political stabihty and will. 
(iii) Sustain,~d cor;sensus building among ail stakeholders. 
(iv) Availability of financial resources, largely front internaI sources. 
(v) Effective management of the process of change,. 
(vi) Good e!:onomic performance. 
(vii) Clear and cornmonly shared long-term vision to guide the reform process. 
(viii) Adequate capacity (administrative, teehnical, r.1anagerial and institutional). 
(ix) Comprehensive health sector development. 
(x) Adequate in-huilt f1exibi\ity, adaptation, monitoring and phasing. 
(xi) Effectiye coordination of all donor support to the reforrn profrhrnme. 
(xii) Comprehensive poliey anù strategy on human resourees for he,lth. 

35. Obstacles to :he (Je,velopment and implementation of health sector reform programmes \oclude 
conflicting poliey goals; political instability; weak capaeity (administrativ", teehnical, etc.); inadequate 
resourccs, especially h\Ullan and financial resources; incomplete health sr.c' or development; I~ek of ~ll 
for c.hange, fear of change or poor management of change; lack ofpolitical consensus and pohtical skll.s; 
reachon of the ministry of health to extemal refonn ideas 



• 

FUTURE CHALLENGES AND PERSPECTIVES 

The challenges 

AFRIRC49/7 
page Il 

36. In spite of the ongoing reform efforts, the majority of the people in many countries of the Region still 
have hmlted aceess 1.0 health care due to physical and financial constraints. Health services are inadequate 
due largely to fmallcial constraints and the quality of care is poor due largely to poor maintenance; 
madequate supplies, (including of drugs and equipment); little supervision; and low staff motivation. 
The health statua of·the population is still unsatisfactory due to limited access to care; inadequate health 
services and poor '1uality of care; recurring epidemics; increasing environmental problems; and 
emergence of new aiseases. Community, intrasectoral and intersectoral linkages are still weak. In 
addition, the existing health sector reform efforts are not adequatelllinked to both civil service and 
macroeconomic reforms. Dealing with these and other limitations 0 the existing health reform efforts 
conshtutes one of the main future challenges of health sector reform in many countries of the Region. 

37. Most countries of the Region are still implementing mainly vertical pr0$1"ammes or special health 
projects. The project approach has had many limitations, viz. : the fragmentahon ofhealth development 
project assistance; distortions in the allocation of resources; lack of broad-based sectoral policies and 
practices; weakening rather than strenl!theninj,l of national capacity to pursue health development; and 
promotion of donor-driven health priorihes, pohcies, and programmes. Getting donors to buy mto national 
health development and hea!th sector-wide development plans instead of supporting projects is a major 
future challenge. 

38. With the introduction of more structured and comprehensive health sector refonns in many countries, 
project managers have felt neglected and there is indeed the feeling in sorne countries that priority public 
health programme!. have been sidelincd. No country can afford to sideline priority public health 
programmes if its ultimate objective for undertaking health sector reform is to positively improve the 
health status of th" population. Therefore, another future challenge is to ensure that public health 
programmes are acc:orded their rightful place within the context ofhealth sector refonn. 

39. One of the lessons learnt from the various reform efforts to date is that a frarnework based on a 
commonly shared long-term vison of a refonned health sector should guide the development of a health 
sector reform agenda. Not many countries have developed such a framework in this Region. An important 
future challenge is to remedy this situation. 

40. Donors are still playing the leading role in sorne of the countries of the Region; indeed, reform efforts 
are still seen as donor-demanded and driven. The national stakeholders, particularly thejovernment and 
ils people, are not yl!t playing the leaàership role expected of them. Reversing titis tren is an important 
future challenge. 

41. The corollary of the leadership role still being played by donors in sorne countries is that financing 
of health sector reform programmes is still heavily donor-dependent. This certainly is not ideal since, 
among other thing~, it does not augur well for the sustainability of whatever is done. This needs to be 
corrected. 

42. National capacity (especially at the level of the ministry of health) for the development, 
implementation, momtoring and evaluation of health sector refonn programmes is still weak in many 
countries. Technica.l assistance for reform stilllargely cornes from outside the country even where there 
seems to be sorne potential capacity in national research and training institutions to provide much of the 
needed technical and managerial support to national health reforrn efforts. A major challenge is to 
optimally use internai resources to strengthen national capacity for undertaking health sector reform. 

43. Considering th" above challenf!;es, the following are sorne of the future perspectives on health seetor 
reform in the countries of the Region. 

Perspectives 

44. Governmenls sh.ould assume a leadership role in developing and implementing health sector reforrn 
programmes, thereby confining the role of the donor communlty to the provision of support to, rather than 
leading, the process. Donors would then be made to work within the framework of the strategie plan 
defined by the country to support the country's refonn efforts. The adoption of sector-wide approaches 
to country reform e:fforts will he necessary to reverse the current leadership role played by donors. Such 
reversaI would also be facilitated bv 2 suceessful approach to the implementation of the health cornponent 
of the UN Special Initiative on Aniea. 
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45 . . For countries to successfully assume their leadership role, more attention will have to he paid to 
mstltuttOnal development and support in the fotm of training, institution building and fllnding. Successful 
refOIm does require countries to develop their capacities for monitoring, analysing and evaluating health 
systems and the results of reforms. Donors need to make long-term committnents to institutional support. 

46. Information is crucial to the conduct of health sector reform. This inc1udes information generated 
through research and the exchange of ideas. The strengthening of the capacity of cowltries to undertake 
and use research results as a basis for deve10ping and implementing health sector refonn programmes and 
encouraging intracountry and intercountry exchanges in order 10 sharc information relaœd 10 health sector 
reform efforts will be very important in future. 

47. Political realities in the donor community, par!icularly the reduction of development aid budgets, will 
have to he accepted as a basis for action by countries undertaking reform. This speci.fically means that 
it will be necessary to seek increased local resources 10 support health sectar reform programmes. 
National budgets for health deve10pment will have to be substantially increased and innovative ways of 
health care financing that are not only equitable but also sustainable will have ta be sought. 

48. Governments will have to forge new partnerships and strengthen existing ones in order to facilitate 
the successful development and implementation ofhealth sector reform programmes. This will include: 

• partnerships withln the health sector (intrasectoral partnership), in order not only to ensure the 
strengthening of the linkage between the central, intermedlate and district systems but al80 to 
empower ail the elements of the health system to optimal\y contribute to the development and 
implementation of health sector reform programmes; 

• partnerships wlth the public sector (intersectoral partnership) to ensure the provision ofhealth 
development inputs by the other public seetors (e.g., agriculture, education, environrnent, industry, 
water and sanitation) for the successful implementation of health sector refonn programmes and 
also to minimise, if not eliminate, the possible adverse health effects of development activities in 
the other sectots; 

• partnerships with the community (inc1uding civil society) in order to ensure consensus building 
for the health sector reform agenda; this will not only facilitate ownership but also foster the 
sustainability of reform programmes; 

• partnerships with academic and research institutions and professional assodatlons to provide 
evidence to guide the formulation of health sector reform programmes (in the case of academic 
and research institutions) set down codes of ethics and maintain norms and standards in the 
delivery ofhealth services (in the case ofprofessional associations); 

• partnerships with the private sector (including industries) for the provision and financing of 
health services, the conduct of researeh and t1ie provision of support to development-related 
activities for the poor, in order to reduce poverty and enhanoe health development; 

• partnerships with the media, since they offer sorne of the most cost-effective ways of advocacy 
and consultation with the people, policy makers and other key stakeholders i\l1d also since they 
have the potential to inform, educate and even contribute to the changing of the health-related 
behaviours of the people; 

• partnerships wlth international organizations (bilateral and multilateral, including UN agencies) 
m order to mobilize and coordinate their resources (financial and technical) 10 ~upport, rather than 
lead, the reform process. 

49. WHO will be more proactive in supporting countries in their health sector refonn efforts. WHO's 
future role in this regard wil! include, but not be Iimited to, the following: 

(i) assisting countries to formulate and develop national health polieies and relevant long-term 
health development plans that are consistent with the global HF A policy and the regional health 
policy for the 21 st century; 

(ii) supporting ministries of health to strengthen their leadership role in the health secto,. reform 
process; 

(iii) providing adequate support for the development of health sector reform and the establishment 
of structures and mechanisms for the coordination of ail partners involved at country level; 
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(iv) 

(v) 

(vi) 
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strengthening country national capacities, infrastructure and technology the.t can he sustained 
with available resomces; 

facilitating technical cooperation among countries (through the exchange of experts or visita) 
on Issues related to health sector reform; 

:rrting the monitoring and evaluation of health sectar reform in countl'ies ofthe Region; 

(vii) documenting 'best practices' with regard to health sector reform fol' the purpose of 
dissemination. 

CONCLUSION 

50. The health sector which is confronted with very serious health problems experienced by all peoples 
is forced ta re-examine itself and search for new ways of nsing above mediocrity and attaining excellence. 
This qualitative change which is the objecti ve of every reform is an urgent need felt ln a1l the countries 
of the Region. It is aimed at meeting the pressing and legitimate der.~ands of citizens who, because they 
are hetter informed oftheir nghts and the opportunities offered by preseni-day knowledge and resources, 
aspire to a better health status. 

5!. Be that as it may, refom. must he considered not as an end in ttselfbut as a means to improve the 
availability of resources for assunng access to good quality health services, based on the principlts of 
equity, decentralization, intersectoral action, coordination, and integration at the operationallevel. 

52. However, health sector l'eform has generally been a difficult operation becausc· of the precarious 
environment in which it is taking place and because ofmany external constraints ari5ing from political, 
rnacroeconomic, cultural and social contexts. The importance of these contexts hz.d up to now been 
neglected in favour of emphasis on epidemiological and demographic factors. 

53. Health sectar reform is ft political process which brings into piay the competin!~ interests of these 
diverse groups. Il entails negotiation among different protagonists. The state plays a central role and is 
responsible for policy formulation and for regulating the system, partially financing it and pro vi ding 
services. Hence the need for "olid leadership on the part of the Ministry of Health and, above a11, of the 
whole Govenunent in promoting int~rsectoral action for health. 

54. lnvolvement and mobilization of the people are also a prereqüisite. This coul<l be done through 
community groupings or local nongovernmental organizations which are the surest allies of sectoral 
reform, once they are convim:ed that the o~jectives of access, equity and quality are ilafeguarded. 

55. The less!han optimal functioning ofministries ofhealth and public services in general, weak national 
capacities and inadequacy of national resources are major constraints to the ongoing h,:alth sector reform 
in the Region. Efforts to remove these constraints should be accorded top priority. 

56. The design, promotion ar.d implementation of the reform programme will gain fr(Jm a global review 
of experiences, intersectoral approaches and wide participation involving the population. The need for 
nationwide coordination under the aegis of the Ministry ofHealth, with the support of the highest political 
and administrative authorities of the country, is as important as the need to ensure that a11 development 
changes that oCCUT in the country remain on target and have a global vision. 
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