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Where once global health decisions were largely the domain of national
governments and the World Health Organization, today networks of interna-
tional organizations, governments, private philanthropies and other entities are
actively shaping public policy. However, there is still limited understanding of
how global networks form, how they create institutions, how they promote and
sustain collective action, and how they adapt to changes in the policy
environment. Understanding these processes is crucial to understanding their
effectiveness: whether and how global networks influence policy and public
health outcomes. This study seeks to address these gaps through the examin-
ation of the global network to stop tuberculosis (TB) and the factors influencing
its effectiveness over time. Drawing from ~200 document sources and 16
interviews with key informants, we trace the development of the Global
Partnership to Stop TB and its work over the past decade. We find that having a
centralized core group and a strategic brand helped the network to coalesce
around a primary intervention strategy, directly observed treatment short course.
This strategy was created before the network was formalized, and helped bring
in donors, ministries of health and other organizations committed to fighting
TB—growing the network. Adaptations to this strategy, the creation of a
consensus-based Global Plan, and the creation of a variety of participatory
venues for discussion, helped to expand and sustain the network. Presently,
however, tensions have become more apparent within the network as it
struggles with changing internal political dynamics and the evolution of the
disecase. While centralization and stability helped to launch and grow the
network, the institutionalization of governance and strategy may have con-
strained adaptation. Institutionalization and centralization may, therefore,
facilitate short-term success for networks, but may end up complicating
longer-term effectiveness.

Global health policy, governance, networks, policy adoption, policy analysis,
tuberculosis
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KEY MESSAGES

contributed to the emergence of the TB network

effectiveness by hampering adaptation

for sustaining network effectiveness over time

e The re-emergence of tuberculosis (TB) as a global emergency, the leadership of the World Health Organization (WHO), a
central intervention strategy [directly observed treatment short course (DOTS)], and a supportive policy environment

e The TB network was generally perceived to have been effective in gaining attention and resources for TB, as well as
advancing DOTS in high burden countries; however, over time, it has faced the challenges of a changing epidemic and
internal tensions surrounding network governance and priorities

e Institutionalization of governance and strategy helped facilitate short-term success for the network by supporting
scalability, the ability of the network to grow rapidly at low cost, but it may also be complicating longer-term

e Therefore, the processes of scalability and adaptability may be in conflict with one another, posing a significant challenge

Introduction

Where once global health decisions were largely the domain of
national governments and the World Health Organization
(WHO), today networks of international organizations, govern-
ments, private philanthropies and other entities are actively
shaping public policy (Walt 2004). It has been proposed that
the rise, persistence and decline of a health issue may best be
explained by the way in which its global network—the system
of relations between individuals and organizations working in
concert to address a complex problem—comes to understand
and portray the issue, as well as its ability to establish
institutions that can sustain this portrayal (Shiffman 2009).
However, there is still limited understanding of how global
networks form, how they create institutions, how they promote
and sustain collective action and how they adapt to changes in
the policy environment (Kahler 2009). Understanding these
processes is crucial to understanding their effectiveness:
whether and how global networks influence policy and public
health outcomes. This study seeks to address these gaps
through the examination of the global network to stop
tuberculosis (TB) and the factors influencing its effectiveness
over time.

TB has been present in humans for centuries, yet as with
many global health problems, it remains a public health
paradox: in spite of known preventive and curative interven-
tions, it continues to be a major global cause of mortality and
morbidity (Porter and Grange 1999). In 2012, there were 8.6
million incident cases of TB and 1.3 million deaths (WHO
2013). An estimated 11-13% of incident cases and approxi-
mately one-third of deaths were in HIV-positive patients (WHO
2012b). Treatment of TB is also complex. Diagnosis is some-
times difficult, and anti-TB drugs have to be taken over a
relatively long period (Lawn and Zumla 2011). TB programs
have become increasingly complicated with the rapid growth in
detection and reporting of multi-drug resistant TB (MDR-TB)
and extensively drug-resistant TB (XDR-TB; Reingold and
Gordon 2012).

Although TB affects both wealthy and poor, it is primarily a
disease of poverty. Over 95% of prevalent cases and deaths from
TB occur in lower and middle-income countries (WHO 2010).
Within countries poverty is also associated with increased risk
of TB infection. For example, in India, prevalence rates are

about five times higher in the poorest quintile of the population
than in the wealthiest quintile (Oxlade and Murray 2012).
Over-crowding increases the risk of airborne transmission, and
weakened immune systems (e.g. from poor nutrition or HIV)
are particularly vulnerable to TB (WHO 2010). Poverty also
decreases the chances that people will receive treatment, thus
spreading infections (Reingold and Gordon 2012). Without
treatment, about 70% of people with active pulmonary TB will
die in under 10 years (WHO 2012b).

In the late 1980s, crucial events raised attention for TB: the
rise in TB incidence in high-income countries, the scientific link
between TB and HIV, and the increase in multi-drug resistance
to treatment (Raviglione 2003). Over the next decade, a loosely
formed network of organizations, led by individuals at WHO,
sought greater resources and policy attention for TB. This
network officially coalesced in 2001 as the Global Partnership
to Stop TB, and is broadly considered to have played a key role
in promoting TB control, treatment and research through its
development of the central global TB control strategy directly
observed treatment short course (DOTS), its mobilization of
widespread political commitment to the Global Plan to Stop TB,
and its engagement with funding partners such as USAID and
the Global Fund to Fight AIDS, TB and Malaria, which led to
increased financial support for TB (Caines ef al. 2003; Buse and
Harmer 2007, McKinsey & Co. 2008; Buse and Tanaka 2011).
The network’s membership has expanded significantly over
time, DOTS has been adopted in over 180 countries, and it is
estimated that 22 million lives have been saved compared to
the previous standard of care (WHO 2013). In this article, we
explore how this network emerged, developed institutions and
responded to changing circumstances, as well as how these
processes have influenced network effectiveness over the past
decade.

Conceptual framework

This study is part of the Global Health Advocacy and Policy
Project (GHAPP), a research initiative examining networks that
have mobilized to address six global health problems—maternal
mortality, neonatal mortality, TB, pneumonia, tobacco use and
alcohol harm. The aim of GHAPP is to understand why
networks coalesce more easily for some issues but not others,



and why some are more effective at influencing policy and
public health outcomes. Individual cases seek to identify key
factors shaping that particular network’s emergence and
effectiveness, with the concluding paper to the supplement
comparing and synthesizing these factors across the six cases
(see Shiffman et al., 2016).

Network effectiveness in this project is defined as: the extent
to which networks are able to change the world to meet their
member’s perceptions of what reality should look like
(Woolcock and Narayan 2000; Sikkink 2009). We examine
network effectiveness by considering outputs, policy conse-
quences and impact. Outputs are the immediate products of
network activity, such as the network’s capacity to attract
attention and develop interventions. Policy consequences per-
tain to the global policy process, including international
resolutions, funding and convincing national governments to
adopt policies and carry out programmes. Impact refers to
whether or not these activities contribute to an improvement in
population health. Additionally, we consider how the activities
and organizing structures influence both short-term effective-
ness, such as initial attempts at getting TB onto the global
agenda and encouraging policy adoption at the national level,
and long-term effectiveness. Key aspects of long-term effect-
iveness include: the continued mobilization of resources, the
adaptation of strategies and processes to changes in network
membership and in the epidemiology of the disease and the
ability to sustain and improve cure rates.

GHAPP studies draw on a common conceptual framework
grounded in theory on collective action from political science,
sociology and economics (Kingdon 1984; Snow ef al. 1986;
Stone 1989; Powell 1990; Finnemore and Sikkink 1998; Keck
and Sikkink 1998; Marsh and Smith 2000; McAdam et al. 2001;
Kahler 2009). The introductory article to this supplement
presents the framework in detail (see Shiffman et al., 2016).
The framework consists of three categories of factors. One
category, network and actor features, concerns factors internal
to the network involving strategy and structure and attributes
of the actors that constitute the network or are involved in
creating it. This category pertains to how networks and the
individuals and organizations that create and comprise them
exercise agency. A second category, the policy environment,
concerns factors external to the network that shape the
network itself and the effects the network hopes to produce.
The third category, issue characteristics, concerns features of
the problem the network seeks to address. The idea is that
issues vary on a number of dimensions that make them more
or less difficult to tackle. GHAPP studies begin with the
presumption that no single category of factors is determinative:
rather factors in each of the three interact with one another to
shape policy and public health effects.

In each category, there are several factors that may be
particularly influential. Among network and actor features, the
existence of effective ‘leaders’ (factor 1) may be one reason
networks coalesce in the first place, and why, once they appear,
they are able to achieve their objectives. The system of
‘governance’ (factor 2) may also matter: the effectiveness of
the institutions network members set up to steer themselves
towards collective goals (Buse and Walt 2000). Three primary
modes of network governance have been identified: (1) shared,
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where most or all network members interact on a relatively
equal basis to make decisions; (2) lead organization, where all
major network-level activities and key decisions are co-
ordinated through and by a single participating member and
(3) network administrative organization, where a separate
entity is set up specifically to govern the network and its
activities (Provan and Kenis 2008). One form of governance is
not necessarily better than others, but it must be responsive to
characteristics of the network, the issue and the policy
environment. A third factor is ‘composition’ (factor 3).
Diverse networks that link scientists, advocates, policy-makers
and others from both high- and low-income countries may
achieve better outcomes than uniform ones because diversity
improves collective understanding and problem solving, among
other benefits (Hong and Page 2004; Page 2008). However,
diversity may also lead to greater goal conflict within the
network. The fourth factor is ‘framing strategy’ (factor 4; Snow
et al. 1986, Mclnnes ef al. 2012): how network actors publicly
position an issue in order to attract attention and resources.
Networks may differ in how they frame their issues, potentially
contributing to  differences in network effectiveness.
Additionally, there may be internal disagreement about how
to define the problem and the most appropriate solution. How
networks manage conflict over strategy will also have implica-
tions for the sustainability of network activities.

Several factors in the policy environment may be particularly
influential. Among these are ‘potential allies and opponents’
(factor 5). If there are many groups whose interests align with
a network’s goals, that network is more likely to expand and be
effective than one that faces a dearth of potential allies.
Opponents may both hinder and facilitate network outcomes:
they may seek to discredit the network, but may also inspire
mobilization. Substantial ‘funding’ (factor 6) may enable a
network to flourish; however, a network set up at the behest of
donors may be perceived as less legitimate than those that
emerge from grassroots activism. ‘Norms’ (factor 7)—standards
of appropriate behaviour for a particular group of actors—may
also be influential (Katzenstein 1996; Finnemore and Sikkink
1998). The starkest examples of influential norms in global
health are those that the health-related Millennium Development
Goals (MDGs) advance (Fukuda-Parr and Hulme 2011). These
goals have raised expectations that states, international organ-
izations and other global actors act to reduce the burden of the
global health problems selected for inclusion.

Among issue characteristics, ‘severity’ (factor 8), ‘tractability’
(factor 9) and the nature of ‘affected groups’ (factor 10) may be
particularly influential. Robust networks may be more likely to
emerge when problems lead to high mortality and morbidity or
social disruption—or are perceived to do so. Also, individuals
and organizations may be more likely to act on problems
perceived to be soluble (Stone 1989). In addition, affected
populations that inspire sympathy, such as children, may be
more likely to inspire network mobilization (Stone 1989;
Schneider and Ingram 1993) than those that do not.

From these framework factors, this study pays particular
attention to network and actor attributes in the emergence and
effectiveness of the global TB network. Additionally, we
consider several network attributes that are more relevant for
older, well-established networks: institutionalization, scalability
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and adaptability. The interaction between these factors, issue
characteristics and the policy environment are examined
historically, but with an emphasis on 2001 until present.

As networks form, the decisions surrounding composition,
governance and strategy may establish rules and norms that
will continue to structure interactions between network mem-
bers, leading to the ‘institutionalization” of these initial choices
(Ostrom 2007). In other words, once a network starts down a
particular track, previous decisions shape the possibilities for
future decisions, and the costs of reversing the initial choices
may increase over time, leading to path dependency (Pierson
2000). Path dependency can become problematic if changes in
the network itself, in the policy environment, or in the issue
with which the network is concerned, require a shift in course.
How networks alter initial choices in response to changing
conditions has received limited attention in the literature as
most network studies only consider networks at one point in
time. This study draws attention to the process of institution-
alization, and examines how early decisions shaped the ability
of the TB network to expand its reach and to adapt over time,
two subsequent processes that are thought to influence network
effectiveness.

Existing scholarship proposes that successful networks will
exhibit scalability and adaptability. ‘Scalability’ refers to the
ability of networks to grow rapidly at relatively low cost (Kahler
2009). To do so, a certain amount of structural stability is
necessary to ensure that a network can expand its reach quickly
without fracturing or disintegrating. ‘Adaptability’ indicates
that a network is able to change the rules, norms and strategies
structuring networks as political demands shift or the environ-
ment changes (Kahler 2009). What is left un-discussed is
the potential tension between these two processes.
Institutionalization may support scalability, making it more
difficult to change rules, norms and strategies as the network
ages. Adapting rules, norms and strategies to changing circum-
stances may be necessary for sustaining collective action and
the ability of networks to influence policy and health outcomes
over time.

Methods

This study used a process-tracing methodology involving in-
depth examination of social and political processes in order to
uncover causal mechanisms that led to the policy and public
health outcomes being investigated (Yin 2008; Bennett 2010).
The aim was to trace in detail the role of networks, environ-
ments, issue characteristics and other factors in shaping
agenda-setting, policy formulation, policy implementation and
mortality and morbidity change. GHAPP researchers used the
same methodology, began with the same basic set of questions
and were in frequent communication in order to share insights
as the studies unfolded. It is also worth mentioning that
detecting network influence is more difficult as one moves from
outputs to policy consequences to impact. It may be more
straightforward to demonstrate that TB network members
developed an intervention strategy, proposed a specific policy
or helped to secure funding. Determining the role of these
activities in improving TB mortality is considerably more
complex.

As the focus of this study, and the entire GHAPP project, is
on how global networks form, evolve and seek to influence
national policies, priority is given to global-level data.
To minimize bias, the study drew on multiple sources of
information. Documents comprised the primary data source.
Approximately 200 published and unpublished documents were
analysed from donors, governments, international organiza-
tions, scientific journals and media outlets, including several
which provided historical analyses of the Stop TB Partnership
(Porter and Grange 1999; Raviglione and Pio 2002; Raviglione
2003; Espinal 2012; Raviglione et al. 2012). We also drew
extensively from aggregate national data found in 13 years of
Global TB Reports and numerous cross-national studies pub-
lished in academic journals (Walt et al. 2004, Ramon-Pardo
et al. 2008; Dye et al. 2009, Lonnroth et al. 2009; Nair ef al. 2010;
WHO 1998-2013). These documents were identified using
PubMed, Google Scholar, JSTOR and ProQuest searches.
Document sources were used to identify key people and
events, to provide information on the content of policies and
advocacy efforts, and as means of assessing the effectiveness of
the TB Partnership. For example, previous evaluations of the
Stop TB Partnership were used as one metric of network
effectiveness, primarily on the effectiveness of network pro-
cesses and outputs, for the time period in which they were
published (Caines et al. 2003; McKinsey & Co. 2008). Cross-
national data were used to assess policy consequences and
impact of network recommended policies.

We supplemented our document sources with targeted key
informant interviews to gather different perspectives on the
effectiveness and evolution of the network. The 16 individuals
interviewed were purposively selected because of their role, or
the role of their organizations, as central actors in the creation
and evolution of the network. The organizations include: The
Bill and Melinda Gates Foundation; The Centers for Disease
Control and Prevention; The Foundation for Innovative New
Diagnostics; The Global Fund to Fight AIDS, TB and Malaria;
The International Union for Tuberculosis and Lung Disease; The
London School of Hygiene and Tropical Medicine; Partners in
Health; The Stop TB Partnership Secretariat; The Stop TB
Department, WHO; Treatment Action Group; The World Bank
and The WHO. The individuals selected from these organiza-
tions were identified from the literature search and were
chosen because they have a significant depth of historical
knowledge, they have been deeply involved in the activities of
the network, they represent the main sub-groups of the
network working at the global level (WHO, the Partnership
Secretariat, donor organizations, research and development
organizations, academics and non-governmental organization
[NGO] activists), and many have significant experience with
national-level TB programmes. Interviews were conducted in
person and over the phone, each lasting between 1 and 2 h.
When possible and with permission, they were recorded and
transcribed. Interviews and documents were manually coded
according to the conceptual framework, using a coding scheme
developed and shared across all six GHAPP cases. Finally, drafts
of the case study were reviewed by three members of the
GHAPP team, one academic expert in the TB field, four
members of the policy network and an academic expert in
global health policy.



The primary limitation of this study is that we did not gather
a breadth of responses across the large network. Time and
logistic constraints prevented us from interviewing health
ministries of high TB burden countries, representatives from
National TB Programs, or members of domestic civil society
groups, making assessments of national-level perceptions dif-
ficult. We acknowledge this as a shortcoming, given that global
policies are ultimately implemented at the country level. To
address this issue, we opted for an assessment of national
policy data to draw inferences on network effectiveness. For
example, policy data show when countries first adopted DOTS
programmes and the extent to which these programmes cover
affected populations. As will be discussed in more detail, DOTS
policies originated at WHO and were heavily promoted first by
WHO and later by the TB network. Tracking the adoption and
scale-up of DOTS using data reported to the network as well as
national-level studies of TB policy provides evidence of global
influence on national policies over time. What is more
challenging is connecting policies to health outcomes. We use
data on cure rates and information from published papers on
policy effectiveness to analyse this issue in more detail.

Results

The emergence of the global TB network

An international network to address TB dates back to 1867
(TUATLD 2010), but changes in attention to the disease over the
mid-1900s altered the number of organizations and individuals
working collaboratively. While TB was a leading cause of death
from the 1600s to the early 1900s, improved living conditions
and then the advent of antibiotic treatment in the 1950s led to
an accelerated decline in mortality and morbidity in the
industrialized world. As a result, attention to TB diminished,
and the period from the 1960s to the late 1980s has been
characterized as one of complacency (Walt 1999). Declines in
TB mortality contributed to perceptions that TB could be
climinated in high-income countries, while TB Control
Programs in low-income countries would address problems in
those parts of the world (Raviglione and Pio 2002). A narrow
scientific community continued researching strategies for treat-
ment, but decreasing urgency in Europe and the United States
contributed to decreasing activity at the global level.

The emergence of HIV and MDR-TB, particularly in high-
income countries, can be viewed as the focusing event that
redefined TB as a public health problem (Ogden ef al. 2003),
and from the late 1980s, global attention to TB began to re-
emerge. The perception that the severity of the disease was
escalating contributed to a sense of crisis, and one of the
central organizations to respond was the WHO. In 1993, WHO
declared TB a global emergency (Ogden ef al. 2003). That same
year, the World Bank’s Development Report ‘Investing in
Health’ published findings from studies on the cost-effective-
ness of health interventions. Short course chemotherapy for TB
was found to be ‘one of the most cost-effective of all
interventions’ (World Bank 1993, p. 63). A year later, WHO's
‘Framework for Effective TB Control’ was developed (Lee and
Buse 2002; Ogden et al. 2003). Packaged as ‘DOTS’, with DOT
standing for ‘directly observed treatment’ and the S for ‘short
course’, it became an attractive, simple message to the world
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that TB could, should and would be contained—giving the
problem tractability. By the mid-1990s, the DOTS policy had
been adopted in 20 countries (WHO 1995). The whole DOTS
strategy included five components: (1) political commitment
with increased and sustained financing, (2) case detection
through quality-assured bacteriology, (3) standardized treat-
ment with supervision and patient support, (4) an effective
drug supply and management system and (5) monitoring and
evaluation for impact measurement. While it was a more
comprehensive approach than the acronym suggested, the
DOTS approach was frequently interpreted in its more narrow
sense of directly observed TB treatment.

This branding of DOTS was not universally accepted within
the TB research community, contributing to difficulties in
collaborative action. Conflicting views were expressed by those
experts who supported DOTS and other technical and scientific
experts who were concerned that the new strategy would mean
less funding for research and development, that the emphasis
on directly observed treatment was operationally and ethically
problematic, and that DOTS oversimplified an extremely com-
plex problem (Editorial 1994; Zwarenstein et al. 1998; Ogden
et al. 2003). However, in spite of these differences of opinion,
WHO recognized that the DOTS ‘message’ resonated well with
donors and with ministries of health who saw the strategy as
an easy way of communicating what needed to be done
(Interview 5). DOTS became the foundation of global TB policy
advocacy, with WHO leading the charge.

Those working in TB at WHO formed the Global TB Program
in 1995, which aggressively marketed the DOTS strategy (Lee
and Buse 2002), and established the TB Global Surveillance and
Monitoring System to collect data on disease prevalence
(including MDR-TB), and the scale-up of DOTS (Pablos-
Méndez et al. 1998). By 1997, the global status of TB control
and the progress towards achieving WHO targets of curing 85%
of sputum smear-positive patients and detecting 70% of TB
cases by the year 2000 was reviewed comprehensively for the
first time. It showed that 96 countries had implemented DOTS,
and DOTS programmes demonstrated higher rates of cure than
the previous standard of care (WHO 1998). A clearly articulated
strategy and improved data collection in support of this strategy
attracted additional organizations. For example, at this point,
the U.S. Agency for International Development (USAID)
became one of the central financial contributors to global TB
efforts (Interview 5).

The number of organizations committed to addressing TB
continued to grow, and as one respondent put it, WHO
recognized that work could not go on ‘with WHO being the
center of gravity of everything...We need[ed] many others to
do their job [in order] to achieve something’ (Interview 5). To
co-ordinate a larger response, greater collaboration between
multiple organizations was seen as necessary. At the end of the
1990s, organizations such as the International Union Against
TB and Lung Disease (the Union), the United States Center for
Disease Control (CDC) and KNCV (a Dutch TB NGO) began to
second people to the TB Program in WHO to facilitate
co-ordination, and a series of meetings on future TB strategy
were held.

In March of 1998, a meeting of the Ad Hoc Committee on the
TB epidemic, organized by the TB programme, met in London
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to make recommendations on how to assist countries in
achieving the targets. One of the primary recommendations
resulting from this meeting suggested the urgent need for ‘a
coordinated partnership’ of the WHO, the World Bank, devel-
opment agencies, the Union, other NGOs and research institu-
tions. Meetings held in Cambridge, Massachusetts in 1998 and
Madrid, Spain in 1999, led to agreed changes to the DOTS
model—re-formulated as DOTS-Plus—which included the add-
ition of second-line TB drugs to the WHO Model List of
Essential Drugs to address the issue of drug resistance. Much of
the impetus for these meetings and for changing DOTS into
DOTS-Plus came from outside WHO, from organizations such
as Partners in Health and Médecins Sans Frontieres, NGOs that
criticized DOTS as ineffective in addressing MDR-TB as it was
meant as a strategy for managing drug susceptible TB only.
Then, in a meeting held in 2000 in Amsterdam, the fledgling
WHO Stop TB Initiative brought together Ministers of Health
from 20 of the 22 high TB burden countries, countries WHO
had identified as having 85% of the global burden. This
meeting produced the Amsterdam Declaration, a strong political
statement that committed the signing governments to the
implementation of the DOTS strategy along with the monitor-
ing and evaluation of national TB programs in line with
accepted WHO standards. All of these meetings helped to
build goal consensus and to engage a broader range of
organizations.

The mobilization of greater support for TB programs led to a
new organizational structure for TB within WHO. In 2001,
WHO created a Stop TB Department with two teams, one
devoted to strategic and technical issues and one to focus on
building a global partnership. In October 2001, the first Stop TB
Partners’ Forum was held in Washington, D.C. Altogether,
some 200 participants came from around the world, primarily
government delegations and NGO representatives but also
including foundations, intergovernmental organizations, pub-
lic-private partnerships and bilateral donors. The Forum
endorsed the Stop TB Partnership Framework, the
Washington Commitment and the Global Plan to Stop TB
(WHO 2001). It was at this meeting that the network officially
coalesced. The Partnership Framework created the Partnership’s
administrative structure, the Washington Commitment built on
the Amsterdam Declaration to elicit political support for
attaining the 2005 TB control targets, and the Global Plan
outlined the strategies, priorities and resource needs of reaching
these targets. The mandate of the Partnership was to lead
global advocacy efforts and co-ordinate the activities of its
partner organizations in order to reach these goals.
Participating organizations signed onto these documents, and
these three endorsements created the organizing structure for
co-ordination and collaboration in TB, as well as consensus
around targets and how they would be achieved.

The Global Plan, in particular, was acknowledged among
most respondents as central to creating a cohesive community
and co-ordinated work effort (Interviews 3-15). Partners in
Health led the development of the first Global Plan in
partnership with the WHO TB Department and in consultation
with over 150 other individuals from various countries and
organizations (PIH 2001). The Plan built not only on the DOTS
strategy but also included sections devoted to HIV-TB co-

infection, MDR-TB and research into developing new diagnos-
tics, drugs and vaccines—addressing many of the areas DOTS
had been criticized as neglecting.

In terms of administration and governance, the Partnership
Framework established the Stop TB Department as responsible
for housing the Partnership Secretariat, with the WHO as host
providing administrative and financial support. With offices on
the same floor in the same building at WHO, the Executive
Secretary of the Partnership reported to the Director of the TB
Department. This administrative structure has continued until
recently. Figure 1 shows the structure of the WHO TB
Department as of 2014. The structure of the relationship
between the department and Partnership Secretariat remained
the same from 2001 until recently.

In addition to these administrative arrangements, participa-
tory and advisory bodies such as the Co-ordinating Board,
Working Groups and Partners’ Forum were created in 2001 to
steer network activities, bring in new information and create
venues for debate and discussion. These bodies have also stayed
relatively constant, and Figure 2 provides an overview of these
groups as they were organized up until 2014. The Co-ordinating
Board was established to advise the Partnership, but had no
legal authority (Caines ef al. 2003). The Board’s mandate was to
make decisions for the Partnership, provide leadership and
direction, monitor the implementation of agreed policies and
ensure co-ordination (Stop TB Partnership 2001; Caines et al.
2003). WHO has had a veto over Co-ordinating Board decisions
to safeguard compliance with WHO rules and regulations, but
has never used it (Interview 15). Both the Department and
Partnership Secretariat, in practice, were accountable to the
Board, but legally the Department was accountable to WHO
(Stop TB Partnership 2001, Interview 5).

The Working Groups were established to allow for more
focused conversations on key research and implementation
areas, and they created opportunities for greater participation
and consensus building among network members. Participation
in working groups was voluntary, and the work conducted on
the initiative of working group members. Finally, the broadest
representative body of the Partnership was the Partners’
Forum. The primary goal of the Forum was to consolidate
and increase support for and commitment to the work of the
Partnership. It was not set up to play a direct role in guiding
activities but rather to rally members, meeting in 2001, 2004
and 2009.

While these participatory and advisory groups helped to guide
activities, they are ultimately not responsible for making
technical recommendations or carrying out suggested policies.
Several technical bodies were also established. Within the TB
Department is the Strategic and Technical Advisory Group for
TB (STAG-TB) that provides ongoing technical and strategic
advice. It is the STAG’s responsibility to make recommenda-
tions to WHO, and WHO typically takes these recommendations
to update current policies and guidelines for best practice.
Technical issues can come from working groups or other expert
committees, but they go to the STAG for evaluation. The STAG
consists of 18-22 members, many of whom may be members of
working groups. Additionally, the STAG has a representative on
the Co-ordinating Board. Next, to facilitate access to new
technologies, the Partnership created the Global Drug Facility
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(GDF). Lack of access to TB drugs in countries motivated the
creation of the GDF to serve as a mechanism for drug
procurement and distribution. In 2014, the GDF delivered
>24 million treatment courses to 133 countries (Stop TB
Partnership 2014a).

In summary, until the Stop TB Partnership was established in
2001, the TB network was characterized by broad and loose
relationships that ebbed and flowed over time. With the re-
emergence of TB as a perceived crisis, TB experts at WHO
initially dominated global activities. In the 1990s, other organ-
izations were drawn into the global community through the
scientific evidence demonstrating a link between the HIV
epidemic and the resurgence of TB, the improved data on the
cost-effectiveness of DOTS and the perceived momentum build-
ing globally to address TB through the efforts of organizations in
the expanding central cluster. The composition of the network
diversified, linking scientists, activists, donors and policymakers.
The establishment of the Stop TB Partnership formalized the
broader TB network, while the Partnership Framework’s ad-
ministrative and governance structures institutionalized the
leadership of the Co-ordinating Board, Partnership Secretariat
and the WHO TB Department.

and TB staff in 45 WHO Country Offices

Network adaptation and effectiveness

Between 2001 and 2012, the TB network evolved from 200-plus
organizations at the first Partners’ Forum into a network of
~1600 organizations and individuals, demonstrating significant
scalability (although many of these organizations were small,
local NGOs, dormant at the global level). By 2012, the structure
of the Partnership could be described as having a dense core
group of organizations highly involved in network activities
through the Co-ordinating Board and Working Groups, with a
large peripheral network. Leadership of the network was highly
centralized, with the Secretariat and the WHO TB Department
as the primary institutions responsible for governing day-to-day
activities. However, during this decade the network experienced
various opportunities and challenges that created pressure for
change (see Table 1 for a timeline of key developments).

For example, as a consequence of the United Nation’s MDGs
and several initiatives to raise significant funds to help attain
these goals, there was a huge rise in funding for health from
the early 2000s (Walt ef al. 2012). Annual development
assistance for health increased from $2.5 billion in 1990 to
~$16 billion in 2006—doubling between 2000 and 2009
(Taskforce on Innovative International Financing for Health
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Figure 2 Revised Structure of the Stop TB Partnership from the Global Plan 2011-2015 (2010)

Systems 2009), and much of this funding went to support
programs on AIDS, TB and malaria. In 2002, the Global Fund to
Fight AIDS, TB and Malaria was launched, and became the
largest funder of TB work globally, making up 82% of external
funds for TB control (WHO 2011). While TB is technically part
of MDG 6 (to combat HIV/AIDS, malaria and other diseases), it
is not mentioned specifically until indicators 6.9 and 6.10, and
initially, the Global Fund directed most of its funds to the AIDS
response, with only 19% for TB (The Global Fund 2003).
However, it is likely that the advocacy and data surrounding
DOTS, the World Bank’s assessment of DOTS’ cost-effective-
ness, TB’s scientifically established link with AIDS, and WHO's
active TB program helped get TB on the agenda of global health
policymakers (Murray and Lopez 1996).

The process leading up to the 2000 MDGs has been criticized
for its lack of consultation, with a small group of bureaucrats
finalizing the list of goals based on objectives that had
reasonably robust and comparable data, and on issues that
would easily be accepted by nearly 200 governments (Fukuda-
Parr and Hulme 2011). Members of the TB Department at WHO
were not involved in the inclusion of TB in the health goals
(Interview 5). As for the Global Fund priorities, WHO Director-
General Gro Harlem Brundtland, her Chief of Staff David
Nabarro, and several other high-level staff advocated for the
inclusion of TB and malaria in a fund to address diseases of
poverty, participating in many of the planning meetings,
including as host of one of these meetings in June 2001
(Lidén 2013). At this point, the TB network was still being
formalized.

The inclusion of TB in the MDGs and Global Fund priorities
was a significant opportunity for advancing attention, resources

and policy implementation. However, the policy environment
was not without complications. An evaluation of the Stop TB
Partnership in 2003 commented that the creation of the Global
Fund intensified competition for financial resources and
increased uncertainty over funding flows for the Partnership
(Caines ef al. 2003). Recognizing that the Global Fund offered
great potential for furthering the goals and objectives of the
Partnership, an increasing number of meetings took place
between the Partnership Secretariat and Co-ordinating Board
with the Secretariat of the Global Fund. Initially, the Global
Fund was asked to send an observer to Co-ordinating Board
meetings, and in 2004, this position became permanent
(McKinsey & Co. 2008). Also in 2003, a formal Memorandum
of Understanding was developed between the Partnership and
Global Fund, delineating who was responsible for what, and
how they would co-ordinate efforts. For example, it was agreed
that the Partnership would provide second-line drugs to Global
Fund grantees through its Green Light Committee procurement
agent (Caines et al. 2003).

Over time, this relationship continued to evolve from one of
competition to one of collaboration, with representatives from
the Global Fund taking on important leadership roles in the
Partnership, such as the Chair of the Co-ordinating Board in
2011. This is a prime example of how the network adapted to
include new organizations in its existing systems. The inclusion
of the Global Fund was critical as the next decade saw a
dramatic rise in funding for TB, largely due to its activities. In
2002, external funding for TB was ~US$1.3 billion in the 22
high-burden countries, and by 2012, it had expanded to US$3.3
billion (WHO 2011). As shown in Figure 3, total funding for TB
globally increased from US$1.7 billion in 2002 to US$6.1 billion
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Table 1 Timeline of policy development, events, and network changes

Date/environment

Policy developments/events

Network shifts and key actors

1970s: period of
complacency

1980s: TB gains

TB neglected in West

TB Control Programs in low/middle income countries

Link with HIV made

attention
1989 The Union’s Styblo demonstrates success in TB control through short course
therapy
1990 WHO recommends standardized short-course chemo therapy for developing
countries
1991 MDR-TB in New York hit headlines
WHO and WB initiate China TB project testing implementation of short
course therapy.
World Health Assembly Resolution on TB
1993 Mass media event in London in 1993 declaring ‘TB a Global Emergency’.
World Bank Development Report says TB control a cost-effective measure
1995 DOTS marketed as strategy for addressing TB
Establishment of Global Surveillance and Monitoring System at WHO
1997 First global monitoring report on TB published
1998 Meeting of the Ad Hoc Committee in London
Launch in Bangkok of the Stop TB Initiative
2000 Amsterdam Declaration to Stop TB. It called for action from ministerial
delegations
Millennium Development Goals established by UN, with TB as part of goal
6
2001 The First Partners” Forum of the Global Stop TB Partnership launched in
Washington, DC
The Global Plan to Stop TB 2001-2005 published as the overarching
framework of the Stop TB Partnership’s combined actions.
2002 Launch of Global Fund to Fight AIDS, Tuberculosis and Malaria.
WHO publishes an expanded DOTS framework addressing the issues of TB/
HIV and drug resistance
2003-2004 New Director of the TB Department, Dr. Mario Raviglione, and new
Executive Secretary of the Partnership, Marcos Espinal
2006 New Global Plan 2006-2015
New Stop TB Strategy enhancing DOTS
2009 Beijing Ministerial Conference on MDR- and XDR-TB
2010 WHO endorses a new and novel rapid test for tuberculosis (TB) called the
Gene Expert Diagnostic test.
2010-2011 Selection of new Executive Secretary of Stop TB Partnership
2013 Co-ordinating Board meeting that includes a discussion of alternative
hosting arrangements
2014 Decision to move Partnership Secretariat to UNOPS

The Union active in service delivery and
some research

Small dept in WHO

WHO’s TB Unit enlarged

More staff appointed at WHO

World Bank supports TB study in China

WHO
Advocacy expert hired by WHO TB Unit

WHO
WHO

WHO initiative, with the Union, several
donors, and high burden countries

Research institutions, donors, and NGOs
become more involved in TB discourses

200 partner organizations—any group can
join existing network

Global Fund brings significant resources to
TB

WHO

WHO

Many different groups consulted over Plan

WHO, Gates Foundations, MOHs from
high-burden countries

Over 1600 partner organizations
WHO and the Partnership Co-ordinating
Board Selection Committee

Partnership Co-ordinating Board

Partnership Co-ordinating Board

in 2013. As much of the external funding is directed through the
Global Fund, it is difficult to tease out the effect of the network
from the efforts of the Global Fund itself (which might be acting
as a member of the network or as an organization pursuing its
own distinct goals), but it is clear that engagement with the
Global Fund has been of great import. It is also important to
point out that the majority of funding for TB control (86%) has

continuously come from domestic sources, with the largest share
of funding going towards TB diagnosis and treatment with first-
line drugs—part of the DOTS strategy (WHO 2012a). These data
suggest that the network’s promotion of DOTS successfully
contributed to the adoption of the DOTS strategy at the national
level, increasing funding for DOTS over time. However, a funding
gap of US$2 billion remains (WHO 2014).
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(Total TB Funding data are from the annual WHO Global TB Control Reports, data missing for 2003-2005)

Even while adapting to include new members in network
governance, key leadership positions stayed largely the same. In
2003 and 2004, a new Director of the TB Department, Mario
Raviglione, and a new Executive Secretary of the Partnership,
Marcos Espinal, took on these steering roles. Dr. Espinal served
as the Executive Secretary until 2010, and at the time of
research (2014), Dr. Raviglione continued in his role as
Director. Both Dr. Raviglione and Dr. Espinal came from
other positions at WHO where they had been working since
1991 and 1997, respectively. Both leaders also saw DOTS as the
backbone of TB control. The close working relationship between
the two, and the length of their tenures, was credited with
creating stability and consensus within the Partnership’s
governance structure (Interview 5, 8, 15). However, the
closeness of the Partnership to the Department was also seen
as hampering Partnership activities (Interview 7, 12, 13),
delaying ideas from partner organizations, and placing too
much attention on Ministries of Health at the country level.

As network activities progressed, there were internal calls for
modifications to its goals for treatment scale-up and mortality
reduction. In 2004, the Co-ordinating Board tasked the WHO
TB Department with updating the Global Plan. The Department
led the revision, consulting global and regional stakeholders
(Interview 8). There were tense discussions over whether to
make the plan a technical or advocacy document. The final
compromise was an advocacy piece, but one that contained
detailed epidemiological data (Interview 8) and clear, achiev-
able targets (Interview 5). Seen largely as a success, the Global
Plan to Stop TB 2006-2015 was launched at the World
Economic Forum in Davos in 2006, where Bill Gates committed
$600 million to the Stop TB efforts (Weber 2006).

The debate over what changes to make to the Global Plan also
appeared in discussions around the DOTS strategy. At a
Partnership symposium held before the 2006 annual TB
conference, Mark Harrington, the Executive Director for the
Treatment Action Group told the participants ‘... you are more
invested in the DOTS model—which has failed [to contain]

multidrug-resistant TB...than you are in saving lives” (Smart
2006). Summarizing the opinion of activists, Smart (2006)
observed ‘that the model virtually ignores most people with
HIV-related TB, who often have either extrapulmonary or
smear-negative TB, because those conditions are generally non-
infectious (though no less fatal), and people with MDR-TB
because they were too difficult to treat...essentially leaving
them to die’. Among some of the global activist organizations in
the Partnership, dissension was growing over the perceived
neglect of MDR and HIV-related TB. Even though the DOTS
strategy had expanded both in 1998 and 2002 to bring greater
attention to TB/HIV and MDR-TB, activist groups did not see
these changes as leading to more aggressive action. These
critiques led to another reassessment of DOTS, which at
this time had been adopted in 180 countries (WHO 2009)
(Figure 4).

A new ‘Stop TB Strategy’ was launched in 2006 as a response
to these challenges, endorsed by around 400 people at a Stop
TB Partnership meeting (Raviglione and Uplekar 2006). Most of
the participants were TB program managers, technical and
financial partners, researchers, HIV/AIDS experts, health activ-
ists and WHO staff. The strategy included DOTS expansion and
enhancement, but emphasized addressing TB/HIV and MDR-TB,
contributing to health system strengthening, engaging with
health care providers across various sectors, empowering people
with TB and enabling and promoting research. Maintaining
DOTS as the backbone of TB control was supported by those at
WHO, but continued to frustrate a sub-cluster of organizations
such as Médecins Sans Frontieéres, Partners in Health and the
Treatment Action Group. In 2010, the Global Plan was updated
again to address the continuing concerns of some of the partner
organizations. The new plan set more ambitious targets and, for
the first time, identified all the research gaps to be filled (Stop
TB Partnership 2010). While these discussions contributed to
adaptation in strategy, they also highlighted a consistent under-
current of disagreement over the primary goals and solutions of
the network, and concern that even though adjustments had
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Figure 4 Number of Countries Adopting the DOTS Policy from 1995-2007
(Policy adoption data come from the annual WHO Global TB Control Reports, data missing for 1996)

been made, priorities had not shifted as much as the dissenters
would have liked.

One issue underlying these internal network debates was the
increasing number of reported MDR and XDR-TB cases that
reached almost 480 000 worldwide in 2013 (WHO 2014). Part of
the conflict centred on the lack of data. Data collection on MDR
and XDR-TB has lagged behind other data gathering. While
assessment of global trends in MDR began between 1996 and
1999 (Espinal ef al. 2001), and while countries were asked to
report data on MDR and XDR-TB since 2003 (WHO 2004), few
have consistently complied. It was not until 2010 that the
network had a better idea of the growth of these epidemics
(Nathanson et al. 2010). In addition to data problems, the
cause of increasing MDR-TB cases was debated, with some
pointing to the poor management of DOTS programs (Smart
2006; Anand and McKay 2012), but others suggesting that
three quarters of the estimated cases of MDR-TB occurred in
previously untreated patients, implying that the spread of infection
was not through DOTS programs (Nathanson et al. 2010).

The contestation surrounding DOTS has continued, with
considerable differences of opinion over its effectiveness. One
analysis demonstrated that between 1995 and 2012, 56 million
people were successfully treated for TB in countries that had
adopted the DOTS/Stop TB strategy, saving an estimated 22
million lives (WHO 2013). Overall, the global mortality rate fell
by 45% from 1990 to 2013, and the number of incident cases
has been falling slowly (at an average rate of 1.5% per year)
since 2000 (WHO 2014). However, there was also uncertainty
about the impact of DOTS on the burden of TB. Another study
of predictors of TB case notification trends between 1997 and
2006 suggested that changes in TB incidence were more
strongly associated with biological, social and economic factors
than with National TB Program performance (Dye et al. 2009;
Lonnroth et al. 2009). Additionally, different groups within the
network made different claims for success or failure of TB
efforts. In 2011, a group from Harvard, plus several NGOs,
commented that ‘In the past decade the number of new cases
of TB worldwide has barely declined, and the number of deaths
remains catastrophic...” (Keshavjee ef al. 2011). There is a
divide between those who focus on the improvement of DOTS

over the previous standard of care, and those who draw
attention to slow progress in the elimination of deaths from TB.

Regarding adaptations made to the DOTS strategy and Global
Plan, data indicate that progress is being made on MDR-TB,
HIV/TB and research into new drugs, vaccines and diagnostics;
however, the delay in attention is apparent and progress
continues to lag. For instance, as shown in Figure 5, global case
detection for drug-susceptible TB has increased from 35% in
1995 to 64% in 2013. Meanwhile, data on MDR case detection
was not measured and reported globally until 2006, and in that
time, it has increased from 4.6 to 45% (WHO 1998-2014). MDR
case detection has increased significantly but continues to fall
far short of global targets for detecting 70% of all TB cases. As
for treatment success rates, global treatment success for drug-
susceptible TB has increased from 57% in 1995 to 86% in 2013,
whereas MDR treatment success was not reported until 2011
and has stayed consistently at 48% for the past 3 years (WHO
2014). Treatment for MDR-TB is expensive and complex, with
long treatment regimens (>20 months) that are poorly
tolerated and substantially less effective than first-line treat-
ment (Abubakar et al. 2013).

Until the approval and roll-out of GeneXpert in 2010, a new
diagnostic technology for detecting drug resistance, and two
new drugs approved since 2012 for treating MDR-TB (WHO
2014), it had been 40 years since a new tool was developed for
managing TB (Lessom 2014, Interview 4). Access to the new
drugs remains limited, and while efforts to develop new TB
diagnostics, drugs and vaccines have intensified, with 10 new
or repurposed drugs currently in late phases of clinical
development and 15 vaccine candidates in clinical trials, the
decades of neglect have fueled criticisms of the lack of
innovation and slow progress (Interviews 4, 7, 12, 13).
Indeed, investments in TB research continue to fall far short
of goals outlined in the Global Plan. The Treatment Action
Group started to track funding for TB research and develop-
ment in 2005, finding that it has increased from ~US$357
million in 2005 to US$627 million in 2012 (Frick and Jiménez-
Levi 2013). However, funding declined by US$30 million from
2011 to 2012, and the gap between funding needs and
investments grew to ~US$1.4 billion.
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Figure 5 Drug Susceptible and Drug-Resistant TB Case Detection and Treatment Success 1995-2013
(Case detection and treatment success data come from the annual WHO Global TB Control Reports)

Internal debate has continued over the post-MDG goals for
TB. The network was unified in its desire to get TB included
with greater prioritization in the post-2015 development
agenda, but what this goal will be was disputed. One possible
target, initially favoured by the WHO TB Department, was to
cut the projected 2015 annual deaths in half by 2025. Dr.
Raviglione called a 50% target feasible yet challenging enough
to drive change (Maxmen 2013). However, activist NGOs, such
as the Treatment Action Group, and the current Executive
Secretary Dr. Lucica Ditiu backed a push for more ambitious
targets such as zero new infections and zero deaths from TB,
and are unhappy with the perceived ‘lack of ambition that has
marred the fight against tuberculosis all along’ (Maxmen
2013). To develop consensus, the WHO and Stop TB
Partnership called an additional consultation in Geneva in
February 2013. The aspirational goal of ‘zero TB deaths, zero TB
disease and zero suffering’ by 2050 was agreed to, along with a
set of interim targets for the year 2025 (Raviglione and Ditiu
2013).

Managing differences of opinion and reaching consensus has
been a primary challenge to network governance. These
differences became more manifest with a change in leadership
at the Partnership in 2011, creating greater momentum for
altering the governance structure of the network. A new
Executive Secretary, Dr. Ditiu, was selected, and this led to a
change in the working relationship between the TB
Department, the Secretariat, and WHO. Dr. Ditiu’s leadership
was applauded by those who saw her as ‘innovative’
(Interview 13) and a ‘breath of fresh air’ (Interview 1), but
was also questioned by some who saw her as upsetting the
balance and stability that had existed since the Partnership
was established (Interview 8, 14, 15). One of her more
controversial decisions to push for a more distinct
separation between the Department and the Partnership, in
response to some partner complaints that the Partnership
prioritized WHO interests over others (Interview 4). For
example, there was a series of comments and editorials
published in ‘The Lancet’, some critical of the Partnership’s
inadequacies in addressing MDR-TB, its slow progress in
facilitating new technologies, and disparaging of perceived
conflicts of interest arising from its closeness to WHO, and

was

others defending the relationship between the Partnership and
TB Department and the efficiency of Partnership’s efforts
(Ditiu 2011; Keshavjee 2011; Espinal 2012; Raviglione et al.
2012).

In late 2012, at the request of the Co-ordinating Board, an
external review team was established to assess the hosting
situation at WHO as well as three alternative hosting
arrangements  (at  the United Nations Development
Programme [UNDP], the United Nations Office for Project
Services [UNOPS], and The Union; Boutel et al 2013).
Presented at the July 2013 Co-ordinating Board meeting, the
review report emphasized differences in financial costs and
transparency across the four organizations, as well as the
amount of autonomy provided to the Secretariat. In July 2014,
the Board decided to move the Partnership Secretariat to
UNOPS early in 2015, stating that the Partnership will be
better able to fulfill its mandate of leading global advocacy
efforts, raising funding and action against TB and co-
ordinating the efforts of all its partner organizations (Stop
TB Partnership 2014c). This potential change is controversial,
however, the decision was ultimately supported and facilitated
by WHO. The organization will remain a central partner, a
member of the Co-ordinating Board, and the primary provider
of data and policy norms and standards. The outcome of this
change in administrative and governance structures on global
TB efforts is still playing out.

In summary, while network strategies have adapted over time,
network administration and governance have remained largely
unchanged until recently. The concern among a cluster of
network members that the system of network administration
and governance established in 2001 constrained the ability of the
Partnership to represent the voices of all network members and
to act quickly and with flexibility in response to emerging issues
contributed to the pressure for changing the hosting of the
Partnership. Adaptations to strategy have led to improvements
in policies and outcomes for HIV/TB, MDR-TB and research into
new technologies, but these changes happened later and slower
than what some network members advocated, and they are still
not at the level needed. Meanwhile, what adaptations in
network governance mean for the network’s influence on
policies and health outcomes is still to be seen.



Discussion

Within the network, the WHO TB Department has remained a
key figure, even with the creation of the Partnership and its
various participatory and governance bodies. The centrality of
the TB Department and the continuity of its leadership shaped
both the governance of the network and the activities on which
it focused. The mode of governance can be described as a
hybrid between a lead organization and a network administra-
tive organization model (Provan and Kenis 2008) with a
distinct network secretariat established but hosted within the
WHO. Additionally, the DOTS strategy has remained the
foundation of network promoted TB control policies, even as
the strategy has changed over time in response to new data and
differences of opinion within the network. The initial choices of
the network have remained largely constant until recently, with
several incremental shifts in the area of strategy, and one
dramatic shift in governance with the Secretariat moving to
UNOPS in 2015. The internal pressure for this change was
largely the result of differences of opinion that have existed
since the network was formed, a changing epidemic and a
system that some see as unresponsive to new ideas and calls for
change.

While the internal debates have been present since early on,
the TB network has successfully grown, demonstrating signifi-
cant scalability over time. Through its activities and a support-
ive policy environment, the network quickly expanded. Among
the core group of organizations, the centrality of WHO, though
contested, may have helped to extend and activate the network
and to accelerate the diffusion of the DOTS strategy. For
example, the resources WHO brought to the network were quite
substantial, particularly in terms of technical expertise and
normative power. Interviewees all agreed that WHO was seen
as the global leader in establishing norms and policy. WHO’s
mandate was also to represent the concerns of member states,
giving further legitimacy to its authority. By recognizing the
need to create a larger network, WHO helped to bring in
additional resources, to share and disseminate research, to
avoid duplication in effort, and to accelerate momentum. The
expanded network further legitimized WHO'’s intervention
strategy because it increased the number of independent
actors committed to advocating and implementing DOTS.

DOTS policies have now spread to over 180 countries and
funding for TB has increased over time, with much of it going
to DOTS based activities. The leadership of WHO in creating a
broader initiative around DOTS led to an organizational entity
(the Partnership) and message that appealed to donors and
national-level organizations, actors who may not have re-
sponded as strongly to a WHO initiative. The leadership of the
WHO TB Department contributed to the perceived legitimacy of
the Partnership, and the Partnership increased the perceived
legitimacy of the Department. In this manner the relationship
between the two was mutually beneficial. The stability of this
leadership and the public positioning of the DOTS strategy over
time may have helped contribute to the network’s scalability.

That the TB Department’s role had not changed over the past
decade was largely due to the consistency in leadership, the
value many members saw in having WHO as an influential
partner, and the costs involved in changing a structure that had
been operating for a decade. In the debate about whether or not
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the Partnership should separate more clearly from the TB
Department, the costs of the transition were compared with the
potential gains. How far donors would support a change in
control over resources that a separation entails is not clear. The
TB Department was highly respected among donors and
academics for its scientific approach to analysis and review of
TB data, its expert knowledge and the leadership of its Director,
Dr. Raviglione (Interviews 3, 10, 11, 14).

Consistent leadership may have helped the network expand,
but this stability also challenged the network’s adaptability,
both with regard to political demands from some partners (the
core activist or NGO groups) and to the changing epidemic. An
important characteristic of TB is that MDR- and XDR-TB can
form, and there are a growing number of reported cases that
are extremely challenging to treat with current practices and
drugs. These changes in the disease require new diagnostics,
new drugs, better integration of diagnostics and treatment and
better monitoring of patient care—to name a few. At issue is
whether or not the TB network has kept up with these required
changes because of the institutionalization of DOTS and the
centrality of the TB Department. Perspectives on this issue vary
dramatically within the network, and the policy and public
health outcomes data can be used to support either perspective.
Improvements are being made, but implementing policies on
drug-resistance and HIV/TB integration, and investing in new
research and development for TB has lagged, and there is still
much to accomplish.

While highly centralized networks may be inclusive of new
members, they are not known for integrating new ideas and
preferences (Provan and Kenis 2008; Burt 1992). This is not
universally the case in the TB network. The participatory bodies
of the Partnership contributed to changing external strategies,
such as the shift from DOTS to the Stop TB Strategy and the
periodic updates to the Global Plan. New research does make its
way into the decision-making and consensus-building processes
at the core. However, a sub-cluster of NGOs in the core group—
particularly those concerned with HIV and the growth in MDR-
TB—perceive that the Partnership largely functioned in a top-
down manner, with WHO bureaucracy hampering the speed of
progress. One of the main examples critics point to is the
continued reliance on existing drugs to control a disease that in
drug-resistant forms is no longer controllable (Interviews 4, 12,
13). For the most part, the core group was a closely knit
network of technical experts, donors and some health
ministries, with a sub-group of international NGOs attempting
to push the Partnership in new directions. The upcoming move
to UNOPS may change these dynamics.

The evolution of the TB network demonstrates that scalability
and adaptability are processes in conflict with one another.
Stability in organizational structure and the ability to expand
quickly did not lend itself to adaptation in structure, but
instead it contributed to path dependency. Network governance
remained largely the same, strategies were adapted to include
other priorities, but DOTS continued as the foundation of global
TB control. Once the network established a particular organiz-
ing structure and primary strategy, entrenchments of these
institutional arrangements frustrated an easy reversal of the
initial choices even with internal and external pressures for
change.
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Overall the TB network was successful in recruiting new
members, sustaining attention and resources for TB, and in
scaling-up the primary interventions strategy—DOTS. In this
sense, the network experienced a surge of success over the past
decade-and-a-half. However, it cannot be assumed that this
success will be maintained. The disease is changing, the
pathogens mutating, and reported cases of MDR- and XDR-
TB are increasing. These present huge challenges at both the
global and local, country program levels. Data on MDR- and
XDR-TB are improving, research into new technologies are
advancing, but many organizations in the core group are
frustrated at the perceived slow pace of progress. It is unclear
how changes in the governance of the network and its goals
and activities will influence the outcomes of the network, and
its future impact on TB mortality and morbidity.

Implications

The primary finding from this case study is that there are
important attributes of networks that may differentially influ-
ence network effectiveness over time. The stability necessary for
scalability to take place may be an important factor for
networks in the early stages of network development, with
centralized authority contributing to durability. Having a
centralized core group and a strategic brand helped the network
to coalesce around the DOTS strategy. While networks are often
thought of as loose and decentralized, they can be hierarchical,
and a strong core that provides leadership and common
purpose may help to make them effective. This may be
especially the case when trying to raise the political priority
of an issue. At an early stage, greater centralization in structure
and strategy may make networks more effective.

But as the network ages, the ability for it to adapt increases
in importance. Adaptation becomes key as membership ex-
pands and diversifies, and other organizations in the network
become aware of, and challenge, the power relationships
institutionalized in governance structures. Increasing diversity
can lead to tensions over who controls decision-making
processes, and these internal debates can lead to the question-
ing of the network’s organization. How a network reaches
decisions and how it builds consensus are two mechanisms that
facilitate adaptability. These mechanisms may also need to
change over time for a network to continue to function well as
circumstances alter. Differences over how to approach the
problem of TB have been both a challenge and an opportunity
for the network. While disagreement can be destabilizing if
managed poorly, it can also serve to bring in new ideas and to
create internal pressure to improve. If managed well, contest-
ation can contribute to adaptability and sustainability—helping
to create a more appropriate response to a disease that
continues to evolve. If managed poorly, disagreement could
lead to the disintegration of the network. This has yet to be
resolved in relation to the current TB network.

Finally, for networks with lead or network administrative
organizations, adaptation may be more difficult if the centra-
lized leadership does not want to change. This finding raises an
important question regarding institutionalization in networks.
While institutionalized rules or norms may resist change, are
some rules and norms more resistant than others? For example,

as the TB network demonstrates, changes to strategies are
easier than changes to governance. The financial cost of change
is likely an explanation for this difference, but the cost of
altering power relations must also be considered. It is possible
that networks that are initially more highly centralized may be
more resistant to pressures for decentralization than vice versa.
The TB case provides support for the former, but this issue
should be looked at across a greater number of networks with
different governance systems and structural arrangements.
Regarding the TB network itself, addressing a complex and
changing disease such as TB demands a sensitive and respon-
sive approach that is able to adapt to different settings, to
shifting epidemiologies and to the mutational capacity of the
disease. Success is always temporary, and global efforts have to
be met with local, country efforts. The implication for the
network is that it must include both global and local members,
each playing their own parts. The upcoming changes in
network structure away from the current centralized core at
WHO towards a more independent Partnership hosted at
UNOPS should consider the long-standing challenges to the
network and the new complications this move may create,
including: how the move will affect ongoing relationships
within the network; how it will affect resources for the network
and for TB; and how it will change decision-making and
consensus-building processes with an eye towards managing
enduring disagreements. Reducing the administrative costs of the
Partnership, improving financial transparency and creating a
more autonomous Secretariat may help to strengthen the
effectiveness and sustainability of the TB network into the
future, but without a clear strategy for engagement and the
management of diverse opinions, governance struggles may
continue—with implications for long-term network effectiveness.
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