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1. Introduction 
 
The Subgroup on Public-Private Mix for DOTS Expansion (PPM Subgroup) was 
established by the global Stop TB Partnership's DOTS Expansion Working Group 
(DEWG) to help promote and facilitate active engagement of all relevant public and 
private health care providers in TB control. The members of the Subgroup include 
representatives from the private sector, academia, country TB programme managers, 
policy-makers, field experts working on the issue, international technical partners and 
donor agencies.  
 
At the first meeting of the Subgroup in November 2002, generic regional and national 
Public-Private Mix (PPM) strategies were developed and endorsed. The Subgroup’s 
second meeting, which was held at the WHO Regional Office for South-East Asia in 
New Delhi in February 2004, reviewed the growing evidence base emerging from 
numerous PPM initiatives. This meeting also broadened the scope of PPM to include 
the involvement of public sector providers not yet linked to national tuberculosis 
programmes (NTPs). Consequently, PPM has since stood for the engagement of all 
public and private health care providers through public-private, public-public and 
private-private collaboration in TB control. The third meeting of the Subgroup, held in 
Manila in April 2005, identified barriers and enablers for scaling up and sustaining 
PPM, and discussed how to mainstream PPM into regular TB control planning and 
implementation.  
 
The Subgroup’s current fourth meeting in Nairobi, Kenya, in September 2006 had 
PPM for TB control in Africa as the main focus. The problems related to the HIV 
epidemic, human resources for health and health sector reforms pose special 
challenges to countries in Africa. The meeting examined how successful PPM 
approaches within Africa could be scaled up and how approaches applied in other 
regions could be adapted to African settings. Based on a global overview, the African 
experience in diverse country settings and field visits to examine working PPM 
models and after a great deal of deliberations and discussions, the Subgroup made 
recommendations which are presented in Section 6 of the report. A large part of the 
funding for the meeting was provided by USAID's Tuberculosis Control Assistance 
Program (TB CAP). 
 

2. Objectives of the meeting 
 

(i) To review global and regional progress on PPM;  
(ii) To review PPM working models relevant for Africa, and identify barriers and 

enablers for PPM scale up in Africa;    
(iii) To discuss the implications for PPM of the Stop TB Strategy and the Global 

Plan to Stop TB, and identify priority actions for the Subgroup and NTPs. 
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3. Expected outcomes 
 

(i) A review of global and regional progress on PPM for TB control; 
(ii) Identification of barriers and enablers, and a generic plan of action, for 

PPM expansion in Africa; 
(iii) Recommendations to the DOTS Expansion Working Group / Stop TB 

Coordinating Board, Ministry of Health (MoH)/ NTPs, and the Subgroup for 
future work on PPM with a focus on Africa. 

 

4. Summary of presentations and discussions 
 

The presentations made at the meeting provided an overview of the progress of PPM 
DOTS globally as well as in different WHO regions and selected Member States. The 
focus of the meeting was on reviewing working models and identifying enablers and 
barriers for the scale up of PPM in Africa.  Representatives of country programmes 
reported on the progress of PPM.  New areas such as PPM for TB/HIV were explored 
and a tool for national situation assessment (NSA) for PPM was presented.  Field 
visits were organized to eight PPM sites in Nairobi and participants made their 
observations.  Four working groups were formed to discuss four key areas for PPM 
expansion: (i) involvement of informal providers; (ii) strategic approaches to scaling 
up PPM in Africa; (iii) advocacy strategies; and (iv) priority operational research 
required for PPM scale up. The following sections describe the key aspects of the 
presentations and discussions at the meeting. 
 

 
A working group in session. 
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4.1 Global progress on PPM DOTS since Subgroup’s third meeting 

4.1.1. Global policy and tool development 
The efforts to integrate PPM into global TB control strategies and policies ensured 
that PPM was adopted in 2006 as a key component of WHO’s new Stop TB Strategy 
(Box 1) and a core approach in the Global Plan to Stop TB 2006-2015 (Figure 1).  
Figure 1 shows the planned scale up of PPM along with other elements of the Global 
Plan. PPM was also included as a core element of the DOTS Expansion Working 
Group’s (DEWG) strategic plan for 2006-2015.  To promote regional- and country-
level implementation, PPM was included in all WHO regional TB control plans. 
 

0

1000

2000

3000

4000

5000

2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015

P
op

ul
at

io
n 

to
 b

e 
co

ve
re

d 
(m

ill
io

ns
)

0

10

20

30

40

50

60

70

80

90

100

P
ro

po
rti

on
 o

f p
op

ul
at

io
n 

co
ve

re
d 

(%
)

PPM

Community
DOTS

PAL

Quality
assured
culture and
DST

 
Figure 1. Trends in population to be covered by Public-Private mix (PPM), Community 
DOTS, Practical Approach to Lung Health (PAL) and strengthened laboratory capacity for 
culture and Drug SusceptibilityTesting (DST). 
 

Several evidence-based policy documents and tools have been developed to further 
assist countries in PPM planning and implementation.  A new Guidance Document on 
implementing PPM approaches has been developed1.  A draft PPM situation 
assessment tool for NTPs has been developed as a supporting document to the PPM 
Guidance Document.  As part of an advocacy strategy for PPM, an advocacy 
brochure has been prepared.  The International Standards for TB Care (ISTC)2 is 
another very important new tool for effective PPM implementation. It is also useful as 
an advocacy tool for PPM. The PPM guidance document and the ISTC were 
launched on World TB Day 2006 and have since been disseminated widely to WHO 
regional and country offices, NTPs and other partners. The guidance document has 
already been used to facilitate the development of national PPM guidelines in 
Bangladesh and Pakistan. In-country consultations on ISTC have taken place in 
                                                 
1 WHO. Engaging all health care providers in TB control - guidance on implementing public-private mix approaches. Geneva: 
World Health Organization, 2006 (WHO/HTM/TB/2006.360). 
2Tuberculosis Coalition for Technical Assistance. 2006. International Standards for Tuberculosis Care (ISTC). The Hague: 
Tuberculosis Coalition for Technical Assistance.  
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Indonesia, Kenya, United Republic of Tanzania, Mexico and India, and the ISTC is 
being translated into seven languages.  
 
Box 1. The Stop TB Strategy 
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Standard monitoring indicators for PPM have been adopted as part of the revised TB 
recording and reporting system.  The DEWG questionnaire to high (tuberculosis)-
burden countries (HBCs) contains PPM indicators, which will be included as part of 
country profiles in the Global TB Report.   
 
In the efforts to move beyond PPM for DOTS alone, PPM has been advocated to 
TB/HIV and multidrug-resistant tuberculosis (MDR TB) working groups and included 
in their strategic plans.  Examples of PPM for TB/HIV in Africa have been 
documented.  It is now widely acknowledged that PPM is relevant not only for DOTS 
expansion and enhancement, but for all components of the new Stop TB Strategy, 
particularly TB/HIV collaborative activities, multidrug-resistant/extensively-resistant 
tuberculosis (MDR/XDR TB) management and health systems strengthening.   
 

4.1.2. Training and human resource development 
 
The Secretariat has also addressed the issue of training and capacity needs for PPM.  
A training package has been developed and 17 PPM consultants have been trained 
as part of the TB CAP-funded First PPM Consultant Training Workshop.  PPM was 
included as part of the WHO TB consultant training course in Sondalo, Italy, and in 
the Japan Anti-TB Association’s (JATA) TB course in Japan.  Training for PPM and 
attention to human resources development needs have also been addressed in policy 
and planning documents, including the PPM Guidance Document, the forthcoming 
Planning and Budgeting tool and the PPM planning framework for application to 
Global Fund to Fight AIDS, Tuberculosis and Malaria (The Global Fund).  
 

4.1.3. Technical and financial assistance 
 
Since the previous meeting of the Subgroup, the Secretariat at the WHO Stop TB 
Department has continued to provide and coordinate technical assistance to 
countries through PPM planning and review missions. Several agencies are now 
providing technical assistance on PPM to countries. They include:  the American 
Thoracic Society, the Damien Foundation, Family Health International, the German 
Leprosy and Tuberculosis Relief Association (GLRA), the Japan Anti-TB Association 
(JATA), the KNCV Tuberculosis Foundation, Management Sciences for Health, and 
The Union. The meeting acknowledged that the dramatic increase in support for PPM 
is very encouraging, and identified a clear need for more coordination of technical 
assistance across different agencies.  
 
The Secretariat has continued to assist countries in documenting and evaluating PPM 
interventions.  PPM evaluations have been carried out in Bangladesh, Ghana, India, 
Myanmar, Pakistan and the United Republic of Tanzania during the past year.  
Operational research projects have been documented on a wide range of subjects, 
including cost and cost-effectiveness from provider, patient and societal viewpoints, 
socioeconomic profiles of patients started on treatment in PPM initiatives, social 
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franchising, mapping of providers using the Geographical Positioning System (GPS), 
etc.   
 
Several multilateral and bilateral funding sources have been tapped for PPM. The 
most significant are The Global Fund, Fidelis (The Union) and TB CAP. Twenty-three 
PPM projects in nine countries have been supported by Fidelis grants.  A PPM 
planning framework for The Global Fund proposals has been developed.  
 

4.1.4. Country implementation 
 
These activities have contributed to substantial progress in the implementation and 
scale up of PPM in member countries (Figure 2). By September 2006, as per 
responses to the annual questionnaire to the 22 high TB-burden countries (HBCs), all 
HBCs had started some PPM activity while 11 HBCs had started to scale up PPM. 
Fourteen HBCs had appointed a PPM focal point in the central NTP office. All but one 
HBC had begun to involve at least some private practitioners, private hospitals and 
NGO health facilities in referral to NTP, diagnosis according to programme guidelines 
and/or treatment with programme drugs. However, in most HBCs, only a small 
fraction of all eligible providers belonging to these categories had so far been 
involved. No HBC had introduced a recording and reporting system which allowed 
enumeration at national level of the contribution to case detection and treatment by 
different provider types. A format for collecting such data has been included in the 
revised recording and reporting system for NTPs, which will be launched in 2007.  
Sixteen HBCs were aware of the ISTC, of which 10 had developed plans for wide 
dissemination and use of these standards as an advocacy and training tool for 
engaging all health care providers.  
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Figure 2. PPM status in the 22 high TB-burden countries in 2004 and 2006 
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4.2 Focus on Africa 
 

4.2.1 Rationale 
Following previous meetings and widespread efforts for PPM, mainly in Asian 
countries, the current meeting retained a strong focus on Africa.  It is widely 
recognized that there is now sufficient evidence for the need, relevance and benefits 
of PPM in Africa, including a number of documented experiences of PPM from 
African countries.  The context for this focus on Africa includes the urgent need for 
attention to the HIV/AIDS epidemic (and the related rising burden of TB cases and 
decline in treatment success rates) as well as rapid growth of the private sector 
health care providers in the continent.  Important broader considerations include 
weak general health care infrastructure and, in some regions, shortage of human 
resources as a result of the HIV epidemic. 
 
A wide variety of health care providers outside the ambit of NTPs have a significant 
role to play in caring for TB patients in Africa, including those formally trained and 
informal and traditional providers.  In some areas, more than 40% of TB care is in the 
hands of private providers.  Many of these providers have the capacity to deliver good 
quality care but they require further guidance and support in order to be able to do so.  
However, a number of private providers might also be involved in inappropriate 
treatment practices and providing a substandard level of care which, apart from direct 
harm to their patients, might also lead to the development and spread of MDR TB, 
including strains with extensive drug resistance (XDR TB).  Hence, the meeting 
recognized that it is doubly important to work with these providers and to improve 
their practices for ensuring equity of, and continued access to, quality care for TB 
patients.  
 
Realistic models for country-level PPM implementation and rapid expansion in Africa 
are imminent needs.  Strategies for scale up, with the help of the PPM guidance 
document, are discussed in the following sections.  It is also important to build on 
existing knowledge of the composition and characteristics of the sector of providers 
outside NTP, their needs from potential partnership with NTP, and to utilize this 
knowledge to successfully involve them in partnership with NTP for TB control.   
 

4.2.2  Progress of PPM in the African Region 
 

A regional framework for PPM DOTS in Africa was developed in 20043.  It provides a 
framework for the engagement of all providers in the planning and implementation of 
PPM programmes in countries of the African Region.  The document outlines the 
objectives and guiding principles for PPM in the African context and spells out the 
approaches to the implementation, monitoring and evaluation of PPM.  

                                                 
3DOTS in the African Region:" A framework for engaging private health care providers.” Harare, Regional Office for Africa, 
Regional Tuberculosis Programme, World Health Organization, 2004 
( http://www.afro.who.int/tb/res-pub/ppm_dots_framework_july_2006.pdf ) 
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Broad involvement of various public sector providers -- public-public mix -- has been 
happening in many countries in the Region since the launch of DOTS. Similarly, the 
involvement of NGOs and faith-based organizations is common. PPM, with focus on 
the "for-profit", or commercial, private sector is still rare. However, the private sector’s 
involvement is being scaled up in Ghana, Kenya and the United Republic of 
Tanzania. In all these three countries, private sector involvement has been shown to 
have made an impact on TB case detection with reported case detection attributable 
to PPM of 15-20%, 9% and 29% respectively in the three countries. The treatment 
success rates of the private sector cohorts were 71%, 76% and 81% respectively in 
2005, which was similar to the outcomes in public sector NTP facilities.   
 

 
Field visit to a private hospital in Nairobi - discussion in the laboratory. 

 
In the other African Region’s countries that attended the meeting (the Democratic 
Republic of the Congo, Ethiopia, Malawi, Nigeria, Uganda and Zambia), PPM is at 
varying stages from preparation to medium-size pilots. In Nigeria (where about 60% 
of the population use private care providers and 83% of private practitioners are 
seeing TB patients), collaboration has been established in some States. In the 
German Leprosy and Tuberculosis Relief Association (GLRA)-which supported PPM 
in south-east Nigeria, there was 15% increase in TB case detection in 2005. National 
guidelines and scale up of PPM DOTS in Nigeria are being planned. In Ethiopia, 
private health providers are rapidly expanding; 19 hospitals and 1578 clinics are 
privately owned and the private sector employs a majority of the health care providers 
in the country. About a third of the registered TB patients are referred from the private 
sector. Illegal drug sales and incorrect prescription of anti-TB drugs have increased. 
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A draft policy document on PPM has been developed, a working group on PPM has 
been established in 2005, and a PPM pilot project will start in 2007. In Uganda, the 
NGO sector has long been involved in TB control and NGOs’ contribution ranges 
from 5% in some districts to 90% in others. For-profit providers are involved in TB 
control to a very limited extent. The Democratic Republic of the Congo has mainly 
targeted the faith-based sector, which is making significant contribution, whereas the 
involvement of the private sector is on a very limited scale and requires more 
attention with regard to quality and adherence to NTP guidelines.  PPM in Zambia is 
still in a formative stage.  
 
PPM for TB/HIV and for MDR TB are areas that require special attention. PPM for 
TB/HIV initiatives has been undertaken as part of projects in Kenya and the United 
Republic of Tanzania with promising results. These and other experiences need to be 
better documented to inform national, regional and global policy development on 
PPM for TB/HIV. To date, no examples of PPM for MDR TB management in the 
Region have been reported. 
   

4.2.3 Lessons from other areas for PPM in TB control 
There are lessons to be learned from examples of PPM initiatives in non-TB areas in 
Africa.  For example, experiences of negotiating the management of childhood 
illnesses with private practitioners (including informal providers) in Uganda hold 
important lessons, including the need for careful selection of private practitioners, the 
importance of constant involvement of local and national decision-makers, and 
demonstrating the results of PPM to stimulate change at national level. 
 
Informal health care providers and traditional healers play an important role in many 
African countries, especially in rural areas, and are often the first point of contact for 
people with TB. They have so far been engaged formally in TB control efforts to a 
very limited extent. However, several countries in Asia have developed successful 
strategies to work with the informal health sector in TB control, such as engagement 
of semi-qualified ‘village doctors’ in Bangladesh and involvement of practitioners of 
indigenous medical systems in India. These are models that African countries might 
adapt. The meeting discussed lessons from the involvement of informal providers in 
other regions. The first steps required to be taken are to consolidate the knowledge 
on informal providers, their role and their profile in order to determine the appropriate 
tasks they could undertake (e.g. referral of TB symptomatic and treatment support) 
and plan for an appropriate selection of providers to target (e.g. those with a large 
client base, those operating in hard-to-reach areas, and those that belong to a larger 
network/organization of providers). This should be done in partnership with the 
providers and the community. Investigations of people’s health-seeking patterns are 
helpful to determine which providers to involve. Legal issues concerning the right to 
deliver particular public health functions need to be addressed in relation to national 
health legislation.  Documentation of successful initiatives is essential for fine-tuning 
policy as well as for advocating to country-level policy-makers.  
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4.3 Progress in other WHO regions 
 

4.3.1   Eastern Mediterranean Region 
 
Both private and public sector providers are widely involved in TB programme 
implementation in many middle-income countries in the Region. NGOs play an 
important role in TB programme implementation in areas with complex emergencies 
and in hard-to-reach areas. Private sector providers treat a large number of TB 
patients in the two TB high-burden countries in the Region (Afghanistan and 
Pakistan), but they have been involved in national TB control efforts to a very limited 
extent. Pakistan has recently started to pilot private sector involvement through a 
number of different approaches, including franchising TB services through the 
Greenstar social franchise. Early results of these initiatives are encouraging. The 
involvement of large TB hospitals, other public sector providers and medical colleges 
is urgently needed, particularly in Pakistan. The country has developed PPM 
guidelines and an ambitious national PPM plan with a government budget line for 
PPM as well as The Global Fund support.  Afghanistan is planning to conduct a PPM 
situation assessment. 
 

4.3.2  South-East Asia Region 
 
National PPM policy and guidelines are in place in India, Indonesia, Myanmar and 
Nepal and its scaling up is in progress. In India, nearly 230 medical colleges, about 
11 000 private practitioners, over 2000 NGOs and about 110 corporate houses are 
involved. The Indian Medical Association also is a major partner in PPM. Widespread 
involvement of NGOs is happening in Bangladesh, which catered to more than 90% 
of the services. Prisons, medical colleges, railways and garment industries are being 
involved in Bangladesh. In Indonesia, all the lung clinics and lung hospitals and more 
than 30% of general public and private hospitals, seven medical schools and the 
Ministry of Defence are involved. Myanmar is scaling up successful models for the 
involvement of private general practitioners and has started the involvement of public 
hospitals and medical colleges. In Nepal, the involvement of private providers and 
teaching hospitals is being scaled up. PPM is progressing more slowly in Bhutan, Sri 
Lanka, Thailand and Timor-Leste.  

 

4.3.3  Western Pacific Region 
 
Successful scale up of PPM has continued in the Philippines and is now fully 
mainstreamed into TB control planning and implementation.  Considerable progress 
has been made in China, with the main focus on referral from hospitals to TB 
dispensaries facilitated by a new Internet-based surveillance system for infectious 
diseases. PPM has been scaled up across China and the increase in case detection 
rates, which varies from 45% to 79% in different provinces, is largely attributed to 
PPM. In Cambodia, some private pharmacies, doctors and laboratories refer TB 
suspects to the public sector, but PPM is still in a pilot stage. In Viet Nam, PPM has 
been piloted in a few provinces and is now being scaled up with The Global Fund 
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support. Drug vendors, private physicians and government doctors in private practice 
refer TB suspects to the public sector in these projects. The WHO Regional Office is 
strengthening its capacity for technical support on PPM and has included PPM in its 
first regional advanced TB training course in the Research Institute of Tuberculosis 
(RIT), Japan.  
 

4.4 Strategies for scale up 
 
The meeting discussed suitable strategies for scaling up PPM in Africa and other 
regions.  It was advised that countries should use the PPM guidance document which 
would help them to develop a national operational plan for PPM implementation and 
scale up.  Another important step in PPM implementation would be situation 
assessment, for which a tool had been developed with the support of TB CAP. 
Advocacy on PPM will be required to raise political commitment and mobilize needed 
resources.  
 

4.4.1 Situation assessment 
 
A tool for national situation assessment for PPM has been developed with support 
from TB CAP.  This tool consists of a set of queries for national programme 
managers to address, interpret and use, through a consultative process, to help 
successfully undertake PPM.  Essential areas of inquiry include knowledge of the 
composition and characteristics of the private sector and their capacity to undertake 
different clinical and public health tasks, and the adequacy of resources and 
preparedness of NTP to undertake PPM.  The tool provides a checklist of areas of 
information and likely sources of information, guides national programme managers 
in prioritizing areas of information, and using the information while implementing 
PPM. The tool will be piloted during December 2006 - February 2007 in 10 countries 
in the WHO African and Eastern Mediterranean regions and then finalized.  
 

4.4.2  Drafting national guidelines and operational plans 
 
Situation assessment is the first in a series of steps to be taken to implement and 
scale up PPM in a country. Based on findings in situation assessment, national 
guidelines and operational plans should be developed. This should be done using the 
PPM guidance document and the forthcoming TB control planning and budgeting 
tool. New tools for the involvement of specific providers may be required to facilitate 
the PPM scale up. In 2007, it is planned to develop global guiding principles for 
involvement of hospitals.  
 
Many countries will require technical support for the development of national PPM 
strategies, guidelines and plans.  A workshop is planned for February 2007 for 10 
countries in the WHO African and Eastern Mediterranean regions to develop draft 
national operational plans on PPM, based on situation assessment as mentioned 



 

 - 13 -    

above.  Following the workshop, the countries will commence a stepwise expansion 
of PPM activities. A similar stepwise approach is envisaged for other countries, 
learning from the experiences in this workshop.  
 
Key considerations for the development of national plans include the need to ensure 
a process of continuous dialogue among partners at national and local levels.  
Another emergent issue for countries involved in the scaling up of PPM is the need to 
develop systems for proper selection, training and quality assurance of private sector 
laboratories. This is a key area identified by the meeting for future PPM development 
work. 
  
In view of the changing nature of the TB epidemic and appreciation of the roles of 
different providers in TB care, it has become important to expand the scope of PPM 
activities.  PPM has relevance not only for standardized clinical care and DOTS 
expansion but also for TB/HIV collaborative activities and MDR TB management, as 
well as for health system strengthening in general.  As part of developing national 
operational guidelines and plans, NTPs should also mainstream PPM into TB/HIV 
and MDR TB management.   
 

4.4.3 Advocacy strategies 
 
The meeting emphasized that additional resources, human as well as financial, will 
be needed to scale up PPM. There is still a lack of political will to embark on, and 
invest in, PPM in many countries. The lack of a strategy and appropriate tools for 
advocacy on PPM at country level are contributing to this. The new advocacy 
brochure on PPM and the ISTC will be useful to improve awareness about PPM 
among technical agencies and policy-makers at both national and global levels, as 
well as among donors. However, additional tools and strategies will be needed at 
country level. To further increase commitment for PPM at country level, the meeting 
recommended that NTPs should ensure that PPM is included in general advocacy 
messages, including those made by "DOTS advocates / ambassadors". Countries 
might also consider developing specific advocacy tools to target particular provider 
types. Tools for country-level advocacy should be developed in collaboration with the 
Subgroup on Advocacy Communication and Social Mobilization (ACSM) at country 
level. A resource centre for PPM advocacy materials at the global level would help 
share PPM advocacy experiences and tools across countries. 
 

4.5 Knowledge management  
 

While there is a considerable amount of knowledge available on PPM, both in the 
form of formal evidence through research studies and publications and national and 
sub-national experiences of PPM implementation, there is still scope for improvement 
in terms of volume and scale of research being generated, and of how the knowledge 
is sourced, processed and ultimately utilized.  Efforts to scale up and to promote PPM 
will be aided greatly by better management of the knowledge at every step from 
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knowledge creation and compilation to its interpretation and dissemination in a 
strategic manner.   
 

4.5.1    Existing evidence base for PPM DOTS  
 

Considerable evidence exists of the feasibility and cost-effectiveness of PPM for 
DOTS implementation, and its utility in fostering equity in access to TB care and 
financial protection for the poor.  Of over 50 PPM projects in over 20 countries, more 
than 25 have been evaluated with regard to process and/or outcomes.  The evidence 
emerging from cost and cost-effectiveness analyses undertaken in India, South Africa 
and the Philippines show that PPM is at least as cost-effective as DOTS delivered 
exclusively by the public sector, and much more cost-effective than TB treatment 
provided in the conventional non-DOTS private health sector. Moreover, PPM 
significantly reduces the financial burden on TB patients and facilitates their access to 
quality TB care. Data from Bangladesh, India, Myanmar and the Philippines indicate 
that PPM helped to reach the poor when providers used by them were also involved.  
 
However, there is much scope to build on the existing corpus of the evidence base.  
A few select countries dominate the research results and much of the existing data is 
from small- to medium-size pilot projects, not from PPM implementation at scale.   
   

4.5.2  Priority operational research 
 

The key areas for priority operational research, which were identified in the previous 
meetings of the Subgroup, were reviewed by the present meeting and gaps in the 
research were identified and additional priority areas discussed.  While the feasibility 
of PPM has been tested at pilot level in selected countries, it has now become 
essential to establish it on a larger and wider scale.  Similarly, evidence is needed on 
the impact of PPM on TB programme indicators, cost-effectiveness, cost-reduction 
and access for the poor when it is implemented at scale.  The parameters influencing 
the sustainability of PPM, including financial and non-financial incentives for private 
providers, also need to be further ascertained.  NTPs, the Secretariat and partners 
are encouraged to conduct operational research on all these aspects and 
disseminate its results widely. It is recommended that the Subgroup Secretariat 
should work to strengthen NTP capacities to conduct operational research through 
training programmes.   
 
The delays and difficulties in the process of writing up research findings through peer-
reviewed publications were acknowledged by the meeting. It was noted that while 
considerable knowledge has been gained from local field experiences of 
implementing PPM, this knowledge may not (i) be readily accessible to other 
agencies implementing PPM in the same or other countries and at the global level; 
and (ii) be effectively utilized by implementers themselves.  Often, the nature of 
learning is informal and driven by qualitative factors such as ‘good leadership’ and 
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‘good management’, which has usually not been given prominence.  It is suggested 
that greater attention should be given to such qualitative factors which contribute to 
the success of PPM and efforts made to promote direct utilization of the results of 
operational research. While NTPs are encouraged to publish the results of 
operational research in peer-reviewed journals, it is acknowledged that it might not 
always be feasible to do so.  NTPs are also encouraged to document and 
disseminate operational research findings informally. It is recommended that the 
Secretariat should make efforts to actively source knowledge from local sites and 
disseminate it widely.   
 
There is a considerable potential to learn from actors engaged in public-private 
partnerships in other fields of health and development, such as HIV/AIDS and child 
health programmes.  The Secretariat will also pursue operational research on PPM 
for TB/HIV in collaboration with the TB/HIV Working Group and the WHO Regional 
Office for Africa. In addition it will help document and disseminate strategies to 
involve informal health care providers in TB control in collaboration with the ACSM 
Working Group. 
 

5. Conclusions 
 

(i) Since the previous meeting of the Subgroup in April 2005, PPM has been 
successfully mainstreamed into key global and regional TB strategies. It is a core 
component of WHO’s new Stop TB Strategy and an essential element of the Global 
Plan to Stop TB 2006-2015. Two essential tools for the scaling up of PPM were 
launched in 2006: "Engaging all health care providers in TB control – guidance on 
implementing public-private mix approaches" and the “International Standards for 
Tuberculosis Care (ISTC)”. In addition, a framework for incorporating PPM into The 
Global Fund proposals was developed, a PPM advocacy brochure was launched, a 
PPM situation assessment tool was drafted, and PPM was incorporated into both the 
new tool for country-level TB control planning and budgeting and the revised 
recording and reporting system.  
 
(ii) It has been increasingly acknowledged that PPM is not only relevant for DOTS 
expansion and enhancement but for other components of the Stop TB Strategy as 
well. It will be necessary to engage all care providers when scaling up TB/HIV 
collaborative activities as well as MDR/XDR TB management. The PPM approach 
also provides lessons for other public health programmes and for the strengthening 
of the wider health system. There are important links between PPM and community 
involvement in TB control. Future implementation plans for the new tools emerging 
from current research endeavours -- the "retooling" of TB care and control -- will have 
to consider engagement of all care providers, both public and private. Therefore, the 
meeting recommended that the term "PPM-DOTS" should be replaced with the more 
inclusive term: “PPM for TB Care and Control”.  
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(iii) The Global Plan to Stop TB includes an ambitious scale-up scenario for PPM. 
To meet the expectations of the Global Plan, all partners need to capitalize on the 
current momentum and support for PPM. Countries need to make use of the new 
tools for PPM planning and implementation, develop operational PPM guidelines, 
ensure adequate human resources for PPM and mobilize required resources. More 
resources have become available for PPM. Many more agencies are providing 
technical assistance on PPM to countries. The Subgroup has organized training of 
the first batch of PPM consultants to enable further intensification of technical 
assistance. The growing support base has helped scale up PPM but it also presents 
a challenge: to improve the coordination of technical and financial assistance for 
PPM.  
 
(iv) Significant steps have been taken to plan and start implementation of PPM in 
many African countries but a massive effort will be required to bring these initiatives 
to scale and expand to all countries in the WHO African Region. The full range of 
diagnostic and treatment providers will need to be engaged, including a wide 
spectrum of public providers, not-for-profit NGOs and faith-based health providers, 
private practitioners as well as traditional healers and informal health care providers.  
 
(v) The PPM evidence base is growing but there are still important knowledge 
gaps. Ongoing PPM initiatives need to be systematically documented and the 
accumulated knowledge on PPM needs to be well managed and effectively 
disseminated. In particular, careful evaluation is required on a few specific aspects of 
PPM for which specific guidance is currently lacking, including engagement of private 
laboratories, informal providers, corporate sector health services and public and 
private hospitals.    
 

6. Recommendations 
 

6.1 To the DOTS Expansion Working Group and Coordinating Board of the 
Stop TB Partnership 
 

(i) The Maputo Declaration announcing TB as an emergency in the African 
Region calls for "a comprehensive approach to TB control including public-
private collaboration for care delivery". A great deal of activities on PPM 
with demonstrable impact are already in place in many African countries. 
To this end, help advocate and strengthen financial and technical support 
for PPM for TB control in African countries. 

  
(ii) Given the relevance and applicability of PPM, not only for standardized 

clinical care and DOTS expansion but also for TB/HIV collaborative 
activities and MDR TB management as well as for health system 
strengthening in general, it is recommended that the name of the Subgroup 
be formally changed to "PPM for TB Care and Control". It should be 



 

 - 17 -    

recognized that the term “PPM” encompasses public-private, public-public 
and private-private and other relevant collaborations to eventually engage 
all care providers in TB care and control. 

 
(iii) Strengthen the capacity and resources of the PPM Secretariat and the 

Subgroup as well as WHO regional and country offices to enable 
coordination of timely technical support to countries, especially in Africa. 

 
(iv) In view of the expanding evidence on the cost-effectiveness of PPM, help 

advocate greater investments  into PPM for TB control in line with the Stop 
TB Strategy, the Global Plan and Regional TB Control Plans. 

 

6.2 To Ministries of Health (National Tuberculosis Programmes) 
 

PPM policy and strategy development: 
(i) Adapt, promote and apply "Guidance on implementing public-private mix 

approaches", "International Standards for TB Care", and "Patients' Charter 
for TB Care" to facilitate rapid implementation and scaling up of PPM as an 
integral part of national TB control efforts.  
 
PPM implementation: 

(ii) Ensure continuous dialogue among partners at national as well as local 
levels to ensure joint ownership and appropriate role division for PPM-
related activities. 

 
(iii) In order to address the issues of referral management and recording and 

reporting of essential PPM-related information, develop mechanisms for 
effective two-way communication between providers and NTP/health 
authorities. 

    
(iv) Incorporate advocacy and training for PPM into national TB advocacy and 

human resources development strategies respectively. 
  
(v) Develop and apply proper selection, training and quality assurance criteria 

for involving private sector laboratories in TB control. 
 

Funding for PPM: 
(vi) Tap all national, bilateral and multilateral funding resources for PPM, and 

utilize optimally PPM funding opportunities available through The Global 
Fund, FIDELIS and TB CAP.  
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Informal care providers: 
(vii) In view of their prominent role in health care provision in many countries, 

especially in Africa, develop and begin implementing strategies to involve 
informal health care providers in TB care and control.  

 

PPM for TB/HIV and MDR-TB management: 
(viii) Mainstream PPM into TB/HIV and MDR TB management and 

systematically document and disseminate experiences on engaging all 
health care providers in activities beyond DOTS expansion.  

 

Links with HIV/AIDS and other public health programmes: 
(ix) Identify strategies to scale up PPM for TB control through links with 

initiatives to involve the private sector in other public health programmes, 
especially HIV/AIDS control.   

 

6.3 To the PPM Subgroup Secretariat and all Stop TB partners 
 

Coordination of technical assistance: 
(i) In view of the significant increase in PPM activities globally, coordinate and 

share responsibilities among Subgroup partners for technical assistance to 
countries and for implementing the following recommendations. 

 

Guidance, tools, ISTC and training: 
(ii) Disseminate and assist in the adaptation of "Engaging all Health Care 

Providers in TB control - Guidance on Implementing Public-Private Mix 
Approaches" and the "Situation Assessment Tool" widely, particularly to 
countries in Africa. 

 
(iii) Promote the use of ISTC as a core for pre- and in-service training 

materials and develop an implementation guide for the ISTC. 
  

(iv) Prepare more specific guidance on involving public and private hospitals 
in DOTS implementation. 

 
(v) Conduct PPM consultant training workshops at regional and subregional 

levels, including in francophone countries in Africa, and help address 
PPM training needs of countries. 
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Technical support to countries: 
(vi) In close coordination with partners, continue providing technical support to 

countries for PPM planning and implementation in line with the Global Plan 
and Regional Plans to Stop TB. 

 

Documentation, sharing experiences and operational research:   
(vii) In collaboration with the TB/HIV Working Group and the WHO Regional 

Office for Africa, pursue operational research on PPM for TB/HIV, help 
document country experiences and develop guidance on PPM for TB/HIV 
with a focus on Africa. 

 
(viii) In collaboration with the Laboratory Subgroup and the MDR TB Working 

Group, assess conditions, including required capacity and actions by public 
sector labs, for effective engagement of private sector laboratories in TB 
control. 

 
(ix) Help document and disseminate strategies to involve informal health care 

providers in TB control in collaboration with the Task Force on Community 
Involvement in TB Control. 

 
(x) Enhance efforts to engage the corporate sector in TB control through 

documentation and sharing of successful ongoing initiatives. 
 

(xi) Pursue the unfinished research agenda recommended by the Subgroup at 
its second and third meetings and newly-identified research areas while 
strengthening NTP capacities to conduct operational research.  

 

Collaboration with and learning from other public health programmes: 
(xii) Continue to share and learn from PPM experiences with HIV, malaria, other 

public health programmes and relevant health systems strengthening 
forums.  

 

Knowledge management: 
(xiii) Develop a ‘knowledge management strategy’ in order to source knowledge 

from the experiences of local and national implementers, and to efficiently 
channel information to different target groups. 

 

Advocacy strategy and tools: 
(xiv) Support the development of strategies and materials to strengthen 

advocacy efforts for PPM promotion at all levels in collaboration with the 
Advocacy Communication and Social Mobilization Working Group. 
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 Annex  1 
 

AGENDA 
 
 
DAY 1 – TUESDAY, 12 SEPTEMBER 2006           
    
8:00-9:00 Registration  
 
Session 1: Global progress  
 

 
Chair: L. Blanc 

 9:00-9:30 Introductions and opening addresses   P. Hopewell 
WHO Representative, 
Kenya 
Minister of Health, 
Kenya 

9:30-9:50 Meeting agenda and objectives M. Uplekar 
9:50-10:10 Engaging all care providers to Stop TB: Global 

progress   
K. Lönnroth 

10:10-10:30 TB CAP and PPM: Opportunities and response  
P. Hopewell 

 
Session 2: WHO regional plans and progress  

 
Co-Chair: C. Vincent 

 
11:00-12:30 

 
Western Pacific Region 
South-East Asia Region 
Eastern Mediterranean Region 
African Region 

 
J. Tonsing 
S.S. Lal 
S. Baghdadi 
D. Kibuga 

 
Session 3: PPM in Africa  
 

 
Co-Chair: D. Kibuga 

14:00-14:25 PPM experiences in Kenya M. Chakaya 
14:25-14:50 PPM experiences in Ghana F. Bonsu 
14:50-15:15 PPM experiences in the United Republic of 

Tanzania 
S. Egwaga 

15:40-16:00 Improving childhood illness management of PPs 
in Uganda 

Y. Tawfik 

16:00-16:20 PPM for TB/HIV  S. Conway 
16:20-16:40 Cost and cost-effectiveness of PPM K. Floyd 
16:40-17:00  PPM situation assessment tool  K. Sheikh 
17:00-18:00 Panel discussion: Way forward for PPM in Africa Presenters in Session 

3 
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DAY 2 – WEDNESDAY, 13 SEPTEMBER 2006 
 
8:30-13:30 Field visit to PPM sites followed by lunch 

 

 
Session 4: Poster discussions: Country experiences and operational research 
13:30 -15:30 Poster discussions 

• Addo KK,  Mensah GI, Bonsu C, Owusu R, Bonsu FA. Involving the 
private health sector in TB control in Ghana: The role of laboratory 
training.  

• Mahyub H, Ohkado A, Ali-Hussein IA, Al-Absi AN. A trial of NGO 
health volunteers’ involvement as DOTS partners in Sana’a city, 
Yemen  

• Awe AO, Chukwu JN, Samson K.  Status of PPM DOTS in Nigeria  
• Assefa D. PPM in Ethiopia 
• Imoko JF, Mezzabota G. PPM in Uganda  
• Chauhan LS, Lal SS, Sahu S, Wares F, Lönnroth K, Uplekar M. 

Intensified PPM DOTS pilot project in 14 urban districts by the Revised 
National Tuberculosis Control Programme (RNTCP), India.  

• Pantoja A, Lal SS, Lönnroth K, Chauhan LS , Uplekar M, Padma MR, 
Unnikrishnan KP, Jammy R, Kumar P, Sahu S, Floyd K. Cost and 
cost-effectiveness of scaled up and intensified public-public and 
public-private mix DOTS in Bangalore, India  

• Ndongosieme A. PPM in the Democratic Republic of the Congo 
(Intégration des privés dans la lutte contre la tuberculose, expérience 
de la République Démocratique du Congo)  

• Lal SS,  Lönnroth K,  Pantoja A, Unnikrishnan, Chauhan LS, Jitendra, 
Kumar, Sahu S, Floyd K, Uplekar M. Economic consequences of 
health seeking and TB treatment among patients in the PPM initiative 
in Bangalore, India  

15:30-18:30 Group work 
 
DAY 3 – THURSDAY, 14 SEPTEMBER 2006  
 

 
Chair: P. Hopewell 

8:30-10:00 Group work (continued)   
 
Session 5: Group work presentations 

 
Co-Chair: F. Adatu- 
Engwau 

10:00-10:30 Group 1: Strategies for involving informal providers S. Mookherji 
 
10:30-11:00 

 
Group 2: A generic strategy for PPM in African 
settings (with a focus on TB CAP countries)  

 
TBD 
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11:00-11:30 

 
Group 3: Advocacy strategy for PPM (for TB, 
TB/HIV and MDR TB) using ISTC and other tools  

 
S. Puri Kamble 

 
11:30-12:00 

 
Group 4: Priority operational research to scale up 
PPM 

 
S. Conway 

 
Session 6: Closing session 

 
  Chair: P. Hopewell 

13:30-15:00 Recommendations of the Subgroup  
15:00-15:30 Discussion on the next steps  
15:30-16:00 Closing   
17:00-19:00 Meeting of the Core Group of the PPM Subgroup  
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