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Document Organization

This document describes the successful introduction of a public-private mix (PPM) program designed to 
increase the detection of tuberculosis (TB) in Cambodia. It is hoped that health programs in other high  
TB-burden countries will find this a useful guide for introducing or scaling up their own PPM activities. 
While differing local conditions and situations will require modifications of some of the methods presented 
here, the underlying techniques employed by the PPM project in Cambodia are valuable for any or 
ganization seeking to bring public- and private-sector service providers together to address this pressing 
health issue.

The document is divided into six parts: 
	 	Part 1 describes the background of the project, including the national context and Cambodia’s private 

health sector and discusses PPM in the global strategy for TB.

	 Part 2 provides insights into project start-up activities.

	 Part 3 provides insights into field implementation activities. 

	 Part 4 presents the results of the Cambodia PPM project.

	 Part 5 discusses lessons learned and recommendations.

	 Part 6 provides annexes with examples of PPM practical tools that PATH, the National Centre for 
Tuberculosis and Leprosy Control (CENAT), and the Pharmacy Association of Cambodia (PAC) have  
found instrumental in implementing PPM activities.

Key information is presented in figures and tables throughout the report, listed in  
the order they appear:
	 Figure 1: Various partners collaborate in PPM activities to improve TB control.

	 Figure 2: Relationship within the PPM partnership.

	 Figure 3: The referral process for a person with TB-like symptoms.

	 Figure 4: Municipal health department (MHD), provincial health department (PHD), and operational 
district (OD) PPM implementing structure.

	 Table 1: PHD/OD task matrix.

	 Figure 5: PPM information flow.

	 Table 2: Supportive supervision task matrix.

	 Figure 6: Private providers in the Cambodian TB PPM network.

	 Figure 7: Increases in PPM referral activity and TB cases. 

	 Figure 8: Follow-up on unreported referrals from October 2008 to September 2010.

	 Figure 9: Number of sputum smear-positive cases compared to total number of TB cases.

	 Figure 10: PPM contribution to case notification
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Practical tools for planning and implementing PPM activities are available in Part 6, as listed in  
the Table of Contents. They can also be downloaded from www.path.org.

Other PPM training and client information materials are available in both English and Khmer. 
Electronic copies can be downloaded from www.path.org. Materials available include the following:

Training materials: 
1.	 1._PPM pharmacy training guide with the video What our clients think of us; what our clients expect 

from us.

2.	 Communications guide for public-sector DOTS staff with video.

3.	 Supportive supervision guide for PHD and OD TB supervisors.

4.	 Fact sheet: The Basic TB Facts.

Client materials:
1.	 TB booklet with envelope.

2.	 Leaflet on how to collect sputum.

3.	 Posters on TB and the referral process.

4.	 PPM advocacy package.



Project background 

	The national context

	 Cambodia’s private health care sector

	 PPM in the global strategy for TB control

1
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The national context

Tuberculosis is a major cause of illness and death 
worldwide, and Cambodia is one of the most  
affected countries. The World Health Organization 
(WHO) classifies Cambodia as one of 22 
“high-burden countries” —nations that together 
account for 80 percent of TB cases worldwide.  
The country’s 2007 incidence rate for all forms of  
TB was 495/100,000 people, with a sputum  
smear-positive incidence rate of 219/100,000.  
Furthermore, approximately 65 percent of  
Cambodians are infected with Mycobacterium 
tuberculosis.1 Although TB is curable—most 
patients can be successfully treated with a six-
month course of a combination of antibiotics—
approximately 13,000 Cambodians die from the 
disease annually, giving the country a death rate  
of 87/100,000.2 

Efforts to stop the spread of the disease are  
consistently hindered by a case detection rate 
that hovers around 60 percent, which means that 
people with active TB are not being found by the 
national health system and referred to DOTS  
(directly observed therapy, short-course) centers 
for treatment. 

The government has made increasing the TB case 
detection and treatment success rates a national 
priority, in large part because, if not treated, each 
Cambodian with active TB has the potential to 
transmit the disease to an average of 10 to15  
additional people and has a greater than 50  
percent chance of dying within five years.3 

The Cambodian government recognized the  
serious nature of the TB problem as far back as 
1980 when it established CENAT. Over time, this 
program led to the creation of some 145 TB units 
throughout the country, including the TB referral 
hospitals in Phnom Penh and TB supervisors and TB 

units in all provinces and the majority of  
operational districts (ODs). Presently, the Global 
Tuberculosis Report (WHO 2009) shows that  
Cambodia has sustained high treatment success 
rates of over 90 percent for more than a decade. 
Case detection rates are reported to be less than  
70 percent. However, the findings of a recent  
national population census show that the target of 
70 percent may have been achieved.4  

The National Tuberculosis Program’s (NTP) strategic 
plan for 2006–2010 laid out an ambitious set of 
goals and objectives, in line with the Global Plan 
to Stop TB, in order to achieve universal access to 
high quality care for all Cambodians with TB and to 
reduce the human suffering and economic burden 
associated with the disease. The plan explicitly 
states the importance of public-private sector  
collaboration to achieve its goals. “Output 1,  
Policies, Plans and Guidelines” advises that a key 
activity for the period 2001–2005 should be to 
explore ways of working with the private sector in 
relation to TB control. 

“I am fighting tuberculosis because I am 
the responsible person for TB control in  
Cambodia’s Ministry of Health. I will work 
hard to mobilize resources from all circles 
in order to meet the implementation of the 
Ministry of Health’s 2006–2010 Strategic 
Plan to fight TB. I will do whatever possible to 
implement this plan successfully in line with 
the overall strategic plan of the Ministry of 
Health as well as the world’s TB strategic plan 
2006–2015.”

H.E. Dr. Mao Tan Eang,  
Director of CENAT

1 	 Ministry of Health (Cambodia) Tuberculosis Report 2009. 

2	 CENAT annual report 2005.

3	 World Health Organization Tuberculosis Fact Sheet. No. 104. March 2010.

4	 Global Tuberculosis Control, WHO report 2009: Country profile–Cambodia.
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“After I got the TB training I did refer more 
than 12 suspected TB patients to health  
center. One of them was a man who lives 
in Sangkat Boengkak II, Khan Toul Kork. He 
came to thank me for referring him to cure 
his TB at health center. He was very happy 
because he was cured without paying much 
money. I was very happy to hear that it 
seemed like I made charity at seven pagodas.  
I was so proud of myself when there was 
someone who came to thank me in front of 
many people. Also, I made my pharmacy store 
able to earn many customers.”—Nov Vansan, 

Toul Kork Pharmacy

5	 The Global Plan to Stop TB 2006-2015.

Similarly, “Output 5, Service Provision” indicated 
that private-sector health services should be 
included in DOTS and other TB control pilot testing 
and that private sector engagement should be  
expanded if found effective. “Output 10,  
Partnership” states that the program will establish 
coordination mechanisms among international, 
government, nongovernmental, private sector, 
and community organizations working on TB case 
detection, treatment, and prevention in Cambodia.

The National Centre for Tuberculosis and Leprosy 
Control (CENAT) adopted WHO’s six-component 
Stop TB Strategy in 2005, placing particular  
emphasis on the strategy’s public-private mix 
(PPM) component. By enlisting the participation of 
private-sector providers, WHO explains that a PPM 
can “increase TB case detection and reduce  
diagnostic delays by involving all health care 
providers in timely referral and diagnosis, and by 
ensuring proper notification of all diagnosed cases 
and enrolment on appropriate treatment.” 5 

For Cambodia, the PPM principle was put into  
action through a pilot program funded by USAID 
that focused on working with pharmacies in 
Phnom Penh. Pharmacies were chosen because 
they have been shown to be the first point of  
contact for people seeking health care in  
Cambodia and, therefore, can play a critically  
important role in the national public health system. 
It is indicative of Cambodia’s Buddhist-based value 
system, which encourages doing good deeds in the 
community as a way of accumulating merit, that 
the pharmacies agreed to participate in the pilot 
for no monetary compensation.       

To ensure that the engagement of the country’s 
pharmacies was efficiently managed and that the 
pharmacies and their staff would be able to  
undertake their responsibilities capably, CENAT  
began the pilot with a coordinated program of  
selecting and training the groups and organiza-
tions that could best contribute to program  
success. These groups included: The field-level  
implementing bodies of the Ministry of Health—

the nation’s DOTS centers, which are located at 
referral hospitals and health centers. 

 	 The professional organization representing 
the country’s pharmacies—the Pharmacy  
Association of Cambodia (PAC). 

 	 The individual pharmacies and their staff 
members and groups providing technical and 
coordination assistance, such as Program for 
Appropriate Technology in Health (PATH), the 
Pharmacists Association of Cambodia (PAC), 
Japanese Anti-Tuberculosis Association (JATA), 
and TBCAP. 

Cambodia’s private health care 
sector 

Cambodian law permits trained, qualified  
physicians and pharmacists to obtain licenses to 
open private health care service delivery points. 
There are three different types of pharmacy licens-
es. The first provides full rights and privileges to sell 
all types of legal drugs from private outlets opened 
in the pharmacist’s name. The second, pharmacy 
depot A license, allows a pharmacy to sell 60  
different kinds of essential drugs. Pharmacies  
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holding the depot B license can sell 20 different 
kinds of essential drugs. Legal pharmacies are 
allowed to display a green pharmacy cross in the 
front of their establishment. 

Typically, physicians sell medicines to their patients 
in addition to providing medical advice and  
diagnosis. Their license allows them to display a 
blue medical cross indicating a licensed medical 
clinic. 

Rough estimates suggest that there are 1,000 
registered private pharmacies and approximately 
500 registered private health clinics in the country 
today. In addition to these visible outlets, there  
are many thousands of less visible drug sellers.  
These people run small shops in villages or  
markets, or ride around on bicycles, and sell  
medicines ranging from paracetamol and  
contraceptive pills to antibiotics like tetracycline 
and penicillin. 

For reasons related to such factors as trust,  
onvenience, accessibility, cost, availability, and 
(most importantly) the ability to purchase drugs 
without prescription, the majority of Cambodians 
prefer to use private-sector pharmacies for  
problems ranging from simple to serious. This  
preference for care is important in planning  
interventions to address the country’s TB situation. 
It was the primary reason that the development 
and introduction of a PPM model focused initially 
on pharmacies. 

PPM in the global strategy  
for TB control 

In 2006, WHO launched its global Stop TB  
Strategy, a significant expansion of the original 
DOTS strategy. It showed the intention to go 
beyond the original six basic elements and to use 
innovative techniques in TB diagnosis, care and 
prevention to “dramatically reduce the global  

TB burden by 2015.” 6 In 2009, following the release 
of WHO’s global progress report, the expanded 
strategy’s six components were refined to reflect 
changes in state-of-the-art TB control. 

The Stop TB Strategy components are to:

1.	 Pursue high quality DOTS expansion and  
enhancement.
a.	 Secure political commitment, with adequate 

and sustained financing.

b.	 Ensure early case detection and diagnosis 
through quality-assured bacteriology.

c.	 Provide standardized treatment with  
supervision and patient support.

d. 	Ensure effective drug supply and  
management.

e. 	 Monitor and evaluate performance and  
impact. 

2. 	 Address TB/HIV, MDR-TB, and the needs of the poor 
and vulnerable populations.
a. 	 Scale-up collaborative TB/HIV activities.

b. 	 Scale-up prevention and management of 
MDR-TB.

c. 	 Address the needs of TB contacts and of poor 
and vulnerable populations.

3. 	 Contribute to health-system strengthening based 
on primary health care.
a. 	 Help improve health policies, human  

resource development, financing, supplies, 
service delivery, and information.

b. 	 Strengthen infection control in health 
services, other congregated settings, and 
households.

c. 	 Upgrade laboratory networks and  
implement the Practical Approach to Lung 
Health.

d. 	Adapt successful approaches from other 
fields and sectors, and foster action on the 
social determinants of health. 

6	 The Global Plan to Stop TB 2006–2015
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4. Engage all care providers.
a. 	 Involve all public, voluntary, cooperate, and 

private providers through Public-Private Mix 
(PPM) approaches.

b. 	 Promote use of the International Standards 
for Tuberculosis Care.

5. 	 Empower people with TB and communities 
through partnership.
a.	 Pursue advocacy, communication, and social 

mobilization.

b.	 Foster community participation in TB care, 
prevention, and health promotion.

c.	 Promote use of the Patient’s Charter for  
Tuberculosis Care.

6.	 Enable and promote research.
a.	 Conduct programme-based operational 

research.

b.	 Advocate for and participate in research to 
develop new diagnostics, drugs, and  
vaccines.

The fourth component of the strategy, in  
particular, articulates the importance of PPM  
activities. WHO explains why it has included private 
sector groups by saying that involving “public, 
voluntary, corporate and private providers through 
PPM approaches” is a strategy that can “improve 
cure rates and reduce the risks of drug resistance 
development.” It achieves that by “helping to  
increase TB case detection and reduce diagnostic  
delays by involving all health care providers in 
timely referral and diagnosis, and by ensuring 
proper notification of all diagnosed cases and  
enrollment on appropriate treatment.”

As shown in Figure 1, PPM can contribute to TB 
control using diverse collaborative strategies such 
as public-private (partnership between the NTP 
and the private sector), public-public (partnership 
between the NTP and other public sector facilities, 
such as a public hospital or prison), and  
private-private (partnership between private  
providers or a private hospital and an NGO).

Figure 1: Various partners collaborate in PPM activities to improve TB control.





2 Cambodia PPM project 
start-up activities

	Designing the national PPM strategy

	Forming the PPM partnership	

	Creating a framework for collaboration: the PPM/C-DOTS 
technical working group

	Developing referral tools

	Integrating the PPM structure into the national TB program

	Designing the PPM information flow

	Selecting PPM sites and providers

	Holding sensitization workshops

	Developing PPM annual work plans and budgets
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Careful planning is essential for a successful PPM 
project. It requires leadership and coordination 
from the country’s national tuberculosis program 
and commitment and collaboration from key  
partners. 

The start-up steps can be summarized as:

1.	 Design the national PPM strategy.

2.	 Form a PPM partnership. 

3.	 Establish a PPM technical working group (TWG).

4.	 Develop PPM tools for referral, supportive 
supervision and other key PPM functions. 

5.	  Integrate the PPM structure into the national
 TB plan.

6.	 Design the PPM information flow. 

7.	 Do site selection and mapping of providers.

8.	 Engage key stakeholders through sensitization 
workshops or other methods.

9.	 Develop PPM annual work plans and budgets.

The following section briefly describes how CENAT 
and its partners conducted these nine steps in 
preparation for the implementation of the PPM 
pilot in two operational districts in Phnom Penh. 

Designing the national PPM 
strategy
 
CENAT, donors, and implementing partners have 
made improved case detection an important  
objective for bringing TB under control in  
Cambodia. Based on the TB indicator data  
described above, addressing the country’s low TB 
case detection was identified as a priority for the 
national TB control program. With a goal of  
significantly increasing case detection rates, the 
Ministry of Health (MOH) approved the creation of 
official linkages between the nation’s public and 
private providers and authorized CENAT to institute 
and strengthen integrated systems of support,  
coordination, and referrals between all health  
service providers in 2005. 

In 2004, CENAT, in collaboration with the University 
Research Co., LLC (URC), conducted an assessment 
in the four operational districts in Phnom Penh to 
determine the involvement of private-sector  
providers in TB control and to better understand  
the behavior of people seeking care for TB-like  
symptoms. The assessment revealed that 75  
percent of respondents went to a pharmacy for 
care prior to going to a public health facility.  
However, the assessment also found that 70  
percent of people with TB-like symptoms were 
diagnosed and treated at the public hospital or 
health center.  

CENAT, in consultation with its partners (PATH, PAC, 
URC, JATA, WHO, and TBCAP) and with funding 
from USAID, developed the national PPM strategy 
and guidelines based on the assessment findings 
and an understanding of the Cambodian context. 
The strategy includes two phases for PPM  
implementation and expansion as described  
below. 

Phase I is designed to involve pharmacies, private 
clinics, private hospitals, and laboratories. It focuses 
on the referral of all people with TB-like symptoms 
to public DOTS facilities for further evaluation and 
diagnosis. After careful consideration of the data, 
CENAT and its partners agreed to pilot Phase I  
primarily using pharmacies, where a large  
percentage of people first seek care. 

Phase II of the strategy is designed as a compre-
hensive TB case management model involving only 
select private hospitals and clinics. These providers  
would provide both diagnosis and treatment to 
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TB patients in collaboration with the national 
program, rather than only referrals to the public 
sector. However a feasibility assessment of Phase II 
conducted in two operational districts in Kampong 
Cham province revealed that these providers are 
hesitant to engage in the full comprehensive case 
management of TB patients and prefer to refer. 

Forming the PPM partnership

CENAT was very strategic when selecting its PPM 
partners, basing the decision on the key features of 
effective partnerships (see Figure 2). 

As illustrated below in Figure 2, the PPM partner-
ship includes various partners from different 
sectors and with different expertise. The technical 
partner (PATH) works very closely with CENAT in 
all aspects of project design, strategy, and  
guidelines development, and provides technical 
support to implementing partners. The municipal  
health departments (MHD), provincial health 
departments (PHD), operational districts (OD), the 
Pharmacists Association of Cambodia (PAC), and 
the participating pharmacies implement PPM on 
a daily basis and report on PPM contributions. 
Throughout this document we will refer to these 
partners as the implementing partners. Each  
partner’s role and key responsibility is discussed  
in detail in the following section. Besides the  
technical and implementing partners, other 
partners (namely WHO, JATA, JICA, TBCAP, and 

Figure 2: Relationships within the PPM partnership

USAID) are very much engaged and supportive of 
the PPM initiative. Their role is to provide guidance 
around strategy and guidelines. These are CENAT’s 
collaborating partners. 

Tool 1 (available in the Annex) is a partner matrix 
that includes all sets of providers in addition to the 
implementing partners. Support tools like this offer 
an “at a glance” overview of the project’s actors and 
summarizes several partnership agreements and 
terms of reference in one page.

The TB PPM partner roles are as follows:

National Center for Tuberculosis and  
Leprosy Control (CENAT)

CENAT leads the PPM initiative. In addition to 
providing oversight and strategic leadership of all 
program activities, CENAT ensures that policy and 
treatment guidelines are implemented at all levels, 
advocates for TB resources at the highest levels of 
Cambodia’s government and with the donor  
community, and ensures that program integration 
and partner collaboration among its C-DOTS  
(community-based DOTS), PPM, TB/HIV, TB in 
prison, and MDR-TB programs are established. 
Moreover, CENAT creates and chairs the PPM/ 
C-DOTS Technical Working Group (TWG), whose 
members guide the implementation of the PPM 
strategy and the development of guidelines and 
tools. CENAT also played a key role in the selection 
of partners and the specific tasks each partner was 
to undertake. 
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Municipal, provincial health  
departments and operational districts 

Since the PPM activities are part of the Ministry of 
Health national strategy, the municipal and pro-
vincial health departments and the operational 
districts take the lead role in project design and 
implementation. These public-sector partners are 
responsible for assigning teams to implement, 
monitor, and oversee PPM activities at provincial 
and district levels. With the support of the technical  
partner, they also lead the development of annual  
work plans and budgets, undertake regular  
supportive supervision visits to pharmacies, and 
implement and monitor strategies to improve 
reporting of PPM activities by public- and  
private-sector facilities. Where decentralization of 
tasks has occurred, operational district staff assume 
greater implementation responsibilities from their 
municipal and provincial health departments.

DOTS facilities

The DOTS facility is the end destination of the  
person with TB-like symptoms who has been 
referred by the pharmacies in the PPM network. 
Upon arrival at one of the 538 participating DOTS 
facilities, the suspect presents the referral slip given 
by the pharmacist. At this point, the facility is 
supposed to definitively diagnose the symptomatic 
individual as being a TB case or not. If the patient is 
a TB case, the health center then provides complete 
treatment free of charge.

Pharmacists Association of Cambodia 
(PAC) 

PAC represents over 800 registered pharmacies in 
the country, 400 of which are located in Phnom 
Penh (70 percent of the capital city’s registered 
pharmacies are members). The professional  
organization has vast experience in mobilizing its 
membership, including previous efforts to enlist 
pharmacies to participate in public health  
programs. PAC’s strengths in advocacy and  
mobilization of pharmacies make it a natural 
collaborator for CENAT and its technical partner, 
playing a critical role in supporting the strategy of 
strengthening public-private networks.

PAC is a direct sub-partner to the technical partner 
that is primarily responsible for advocacy and the 
mobilization of pharmacies. PAC is funded through 
a subcontract with PATH to implement a range of 
activities, including advocacy, communication,  
and social mobilization, and training. PAC is also  
co-funded directly by USAID— this funding  
supports the development, printing, and  
distribution of the bimonthly PAC newsletter. 

Tool 2 in the Annex, which outlines the PAC-PATH 
collaboration and scope of work, is an example of  
a Terms of Reference (TOR). The TOR was developed 
and agreed upon by both partners. 
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Pharmacies 

The country’s pharmacies are the main component 
of the PPM program’s “private” half and, because 
of the critically important role they play in the 
health-seeking behavior of Cambodians, the most 
indispensable. Since the initiation of the PPM pilot, 
more than 1,047 pharmacies signed Memoradums  
of Understanding (MOU) to participate in the PPM 
program, thereby committing themselves to attend 
PPM orientations, trainings, and regular review 
meetings; to refer patients who exhibit TB  
symptoms to the nearest public health facilities; 
and to be open to supervision from the public  
sector. The majority of the pharmacies are  
registered. However, the PPM initiative has also  
encouraged the participation of pharmacies that 
are not registered or are currently undergoing  
registration process. 

Tool 3 in the Annex is an example of a MOU  
template between pharmacies and the MHD and 
PHDs. The MOU helps formalize the public-private 
partnership at the local level by summarizing  
program objectives and outlining the  
responsibilities of each party. 

PATH

PATH has been actively contributing to improving 
Cambodia’s public health since 1996, when it  
initiated another PPM project in coordination with 
the country’s pharmacies. That program worked 
to promote enhanced treatment rates and referral 
rates for childhood illness. PATH has also imple-
mented PPM solutions to diarrheal diseases, acute 
respiratory infections, malaria, HIV/AIDS, sexually 
transmitted infections, youth-friendly and  
reproductive health services, and influenza. 

For the TB PPM pilot, PATH’s role is defined as  
leading technical assistance and providing  
expertise and coordination support to all imple- 
menting partners. PATH works within the  
government system, establishing linkages to create 
a successful PPM model and build capacity for  
public and private providers and partners alike. 
PATH believes that collaborative design is the  
backbone of a sustainable program and  
accomplishes goals in a manner that works for all  
participants.

PATH enters into official partnership agreements 
with the participating MHDs and PHDs. Tool 4 in 
the Annex provides an example of a Partnership 
Agreement between PATH and a PHD. This brief 
document summarizes the goals and status  
of the project and then outlines the parties’  
complementary roles. It defines specific respon- 
sibilities and contributions and can double as a tool 

“TB = poor people in our communities and 
the fast spread from one person to another, 
inside their own family. We, the public sector, 
appreciate very much that pharmacy staff 
know about TB and send their clients to us. 
We are all from the same communities and 
we work together to stop TB. In my health 
centre we provide TB treatment services with 
clean and soft two hands as well as pure 
heart and great pleasure.” 

Mrs. Sin Naykim,  
chief of Roka Kaong Health Center  

in Roka Kaong Commune,  
Kandal Province
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to evaluate partners’ commitment to the project. 
The agreement is officially approved by the MHD 
and PHD directors and is revised and signed  
annually to reaffirm partner commitment and fit 
the changing needs of the project over the course 
of its implementation. 

Creating a framework for  
collaboration: the PPM/C-DOTS 
Technical Working Group

The PPM/C-DOTS TWG was formed and functions 
under the leadership of CENAT. All partners first 
agreed upon the need for a TWG. They then drafted 
terms of reference and a list of proposed organiza-
tions to serve on the TWG, which were submitted 
to the MOH for approval. Once the request was  
approved, a broad range of members joined the 
TWG, including representatives from various 
government ministries, professional organizations, 
technical TB organizations, and the target group  
of private providers. 

The TWG guides the strategy and supports the 
development of national guidelines and policy  
for PPM and C-DOTS programs, as both are  
community-based approaches for reducing TB 
prevalence. Quarterly meetings are led by CENAT, 
which sets the agenda and determines when  
meetings will be held. CENAT also designated a 
national-level PPM focal person with the respon- 
sibility for partner coordination and support of 
MHD, PHD, and OD teams as they implement  
provincial and district PPM activities. 

Developing referral tools

1.	Referral slips

Developing an effective referral system is crucial 
to the success of any PPM project (see Figure 3). 
Defining how this referral system will work must 
include discussions between the public sector and 
pharmacy representatives. Referral slips are  
important tools for project monitoring and need 

Figure 3:  Illustration of the referral process for a person with TB-like symptoms.

	 Person has 
TB-like symptoms 
in the community 

	 Client arrives at 
DOTS facility,  
is registered,  
and undergoes  
evauation

	 Pharmacy staff 
uses TB suspect  
symptom checklist  
to determine 
whether to make  
a referral

If positive for TB,  
patient starts TB  
treatment, pharmacy 
staff is informed, and 
patient is linked to 
C-DOTS 

Goes to pharmacy 
to buy medicine to 
treat symptoms

Client qualifies,  
pharmacy staff fills  
out referral slip, and 
refers client to DOTS 
facility
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to be constructed very carefully to measure project 
targets. The referral slip (Tool 5 in the Annex) was 
developed in collaboration with all partners and 
was approved by CENAT. Each slip has four carbon 
copies. The original is kept at the pharmacy, one 
copy is collected by the OD pharmacy supervisor 
during supportive supervision visits, and two  
copies are given to the client with instructions to 
bring one to the DOTS facility and keep the other. 
Referral slips from the DOTS facilities are collected 
by the TB OD supervisors during routine TB  
supervision visits. 

2.	PPM indicators and the PPM database

Three of the standardized global PPM indicators  
are used to track the progress of PPM activities. 
These include:    

1.	 Number of referrals made from pharmacies 
or other providers in the network to the DOTS 
facilities. 

2.	 Number of referrals recorded as having 
attended DOTS facilities. 

3.	 Number of TB cases identified out of those 
referred. 

The national recording and reporting forms at the 
DOTS facility level were modified to include the 
PPM indicators. This enabled the PHDs and ODs to 
capture the PPM data and include it in quarterly 
and annual reports.  

Implementing partners at MHD and PHD PPM sites 
were provided with desktop computers and  
printers. An excel database was developed to 
report PPM data. This included the name, location, 
and type of each private provider in the network, 
the indicators, and the name and location of the 
DOTS facility, which was necessary in order to 
match the referral with the data received.  
PATH also invested in the Statistical Package for 
Social Science (SPSS) database software program. 
The software was installed at CENAT and at PATH’s 
main office. The monitoring and evaluation  
officer at PATH received the data from the MHD/
PHD teams, cleaned and analyzed it and then  
developed the PPM data reports. (Tool 6 in the  
Annex is an example of the PPM database.)  

The reports are sent to CENAT and back to the 
MHD/PHD to be included in the quarterly and  
annual reports. 

Integrating the PPM structure 
into the national TB program

Figure 4 shows the structure of the Cambodian  
national tuberculosis program at the MHD, PHD, 
and OD levels. There is a TB unit at each level  
responsible for the implementation, monitoring, 
and reporting of all routine TB activities. The TB 
units at the MHD and PHD levels work closely with 
the OD TB unit, delegating tasks, overseeing the 
implementation of activities, supervising TB staff, 
and building capacity. 

The primary responsibility of the pharmacy unit 
at each level is to oversee registration of private-
sector providers and ensure that they adhere to 
policy and guidelines, especially for drug quality 
and management. The pharmacy unit at the MHD 
and PHD level has inspection teams that perform 
regular supervision visits to private-sector  
providers. These teams have the authority to close 
down a private practice if, after being given  
warnings, it is still not operating according to  
standards set by each PHD.  

To promote sustainability, the TB PPM pilot was 
integrated into routine TB activities and was  
implemented at all levels of the health system.  
The TB and pharmacy units carried out joint efforts 
and worked closely together to design, implement, 
monitor, and report on the PPM. The MHD and 
PHD team worked closely with the OD teams to 
build capacity and ensure adequate reporting of 
the PPM. The OD teams worked directly with the 
private providers and the public DOTS facilities. 

To support the workload and to build capacity  
for PPM approaches, one provincial coordinator,  
seconded from the technical partner organization, 
was based in each PPM province, and given the 
responsibility of supporting the PHD and OD teams 
with the day-to-day coordination and implemen- 
tation of the PPM activities. 
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Table 1 outlines the responsibilities of each team  
at each level.

Figure 4: Municipal health department (MHD), 
provincial health department (PHD), and opera-
tional district (OD) PPM implementing structure.

Table 1: PHD/OD Task matrix

Task
MHD/PHD

TB unit 
MHD/PHD

pharmacy unit
OD TB unit

OD pharmacy 
unit

Seconded PPM 
coordinator

Develop PPM work plans and budgets     

Budget allocation 

PPM capacity building for OD teams   

Supportive supervision of OD teams  

Supportive supervision of DOTS  
facilities and PPM data collection



Monthly supportive supervision of  
private providers and PPM data  
collection

 

Designing the PPM  
information flow

The contribution of the PPM project to TB control, 
and specifically to case detection, depends solely 
on how available data are collected, analyzed, and 
reported. As shown in Table 1, one of the key tasks 
of the OD pharmacy unit was to conduct monthly 
supportive supervision of participating pharmacies  
to 1) collect information on all the referrals initiated  
by the pharmacy during the month and 2) bring 
copies of the referral slips to the OD. Similarly, one 
of the tasks of the OD TB unit was to provide  
supportive supervision of TB staff at DOTS facilities 
and follow-up and record the status of the referrals 
that have arrived at DOTS facility. The OD team 
then reviewed the referral slips and the records of 
the referrals collected from the DOTS facilities and 
matched the data. A list was developed with the 
names and contact information of referrals that 
couldn’t be collected from the DOTS facility for 
follow-up. The data were sent to the MHD and PHD 
teams where they were entered into the PPM excel  
database and sent to the technical partner for  
further analysis and reporting. 

Figure 5 illustrates the referral data information 
flow from the lower level of the health system to 
the national level. PPM data reports were used  
by CENAT, the MHD, and the PHD and were  

MHD/PHD

Pharmacy 
UnitTB Unit

TB Unit
Pharmacy  

Unit

DOTS Facilities Pharmacy in  
PPM

OD
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incorporated into TB quarterly and annual reports.  
Data were also used by the implementing partners 
to monitor program progress and guide strategy 
design. 

OD PPM 
teams sends 
referral and 
received data 
records to 
PHD PPM 
teams

PHD PPM 
teams review 
data and send 
to technical 
partner 

Technical 
partner 
reviews, 
cleans, and 
analyzes 
data, and 
sends data 
reports to 
CENAT, MHD, 
PHDs, and 
ODs  

Figure 5: PPM Information flow.

It was critical for all parties to fully understand the 
implications of participating in the PPM project in 
terms of capacity, workload, and human resources. 
For example, the PHD and OD TB teams needed 
to integrate the PPM into their routine TB control 
supervision and capacity building activities, and to 
work closely with the MHD, PHD, and OD pharmacy 
units, especially around the supervision of  
pharmacy staff, data collection, and reporting.  
Depending on the number of pharmacies and the 
location of each pharmacy in the specific OD, this 
could mean the need for additional staff or for  
support from an NGO partner. PATH, in collabora- 
tion with the national PPM focal staff, met several 
times with the MHD, PHD, and OD teams to discuss 
the PPM strategy in detail. 

To select pharmacies for the project, information 
on the name, number, and location of each  
pharmacy in the area was gathered from the MHD, 
PHD, and OD private providers database. In some 
cases, the data needed to be updated as pharma-
cies occasionally go out of business or move. 

The teams conducted initial visits to pharmacies to 
introduce the PPM strategy to staff and get a sense 
of their interest as well as availability to participate 
in the referral process. This valuable information 
was later used to plan for upcoming training  
activities and for developing the PPM database. 

Holding sensitization  
workshops 

In the preparatory stages, the MHD, PHDs, or  
national government partners organized  
sensitization workshops, inviting key stakeholders, 
local authorities, and all pharmacy staff in the  
relevant area. ODs took on this role for decentra- 
lized programs. 

The objectives of these sensitization workshops 
were fourfold: 

1.	 To engage everyone involved with the 
forthcoming project.

2.	 To orient them to the implementation plan. 

Selecting sites  
and mapping providers 

With tools in place to help guide program activities, 
the next pre-implementation step was to select 
pilot PPM sites and map the potential local-level 
partners—both private and public—that were 
located in the targeted operational districts. 

The partnership used the following criteria to select 
the pilot sites:

	  OD has low TB case detection rates. 

	  OD TB teams have clear understanding of the 
national PPM strategy and are willing to engage 
pharmacy staff in TB control.

	 OD has capacity and adequate human resources 
to enable regular monitoring and supervision of 
participating pharmacies.

	 OD has no less than 25 registered pharmacies in 
close proximity (no more than 10 kilometers) to 
the public facilities.

	 Pharmacy staff are eager to collaborate with the 
PHD and OD teams and refer people with TB-like 
symptoms to public DOTS facilities. 
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3.	 To accumulate support from governors and 
other high-ranking public officials who could 
endorse and advocate for the project.

4.	 To provide a forum for discussion of planning, 
identifying problems to address with PPM  
interventions, and the benefits of engaging in  
a PPM activity. 

Pharmacy staff in attendance offered their 
thoughts on needed resources and anticipated 
constraints and shared their interest in the  
program. Partners used this information to revise 
parts of the work plan or adjust the budget  
according to the number of predicted participants. 
The inputs from the sensitization workshop were 
important for modifying the PPM work plan to 
address the individual needs of the specific sites 
and for the careful planning and costing of training 
workshops.

At the end of the workshop, pharmacy staff were 
asked to fill in the PPM participation form in which 
they indicated their commitment to participate 
in the PPM pilot (or, if not, to give the reason they 
were declining) and their preferences for training 
times and days. Tool 7 in the Annex is an example 
of a sensitization workshop form that pharmacy 
staff can use to commit to participate in the  
program. 

Developing PPM annual  
work plans and budgets

In preparation for field implementation, and  
building on the individual agreements with MHD 
and PHD partners, detailed work plans are created  
to outline the project’s implementation. 
The technical partner leads this process with input 
from the implementing partner. The work plans 
state the project strategy and goals, itemize  
activities according to the project objectives and 
targets, and schedule monitoring and evaluation 
procedures. Based on the work plans, detailed  
activity budgets are developed and funds are  
allocated. Work plans and budgets are discussed 
and agreed upon by the respective project  
partners. Tool 8 is an example of an annual work 
plan used in TB PPM activities.



3 Field implementation  
activities	

	Training of private and public providers
	Training of pharmacy staff
	Training of DOTS providers	
	Supportive supervision
	Quarterly PPM meetings
	Site visits to DOTS facilities
	PPM meetings
	Annual PPM workshops
	Advocacy, communication and social mobilization for PPM
	Monitoring & evaluation
	Pilot expansion
	Technology transfer
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With the start-up activities completed, the partners 
were ready for PPM field implementation.  
This section outlines and briefly describes 12 key 
PPM implementation activities: 

1.	 Training of public and private providers.

2.	 Training of pharmacy staff.

3.	 Training of DOTS providers.

4.	 Supportive supervision.

5.	 Quarterly PPM meetings.

6.	 Site visits to DOTS facilities.

7.	 Partner meetings.

8.	 Annual PPM workshop.

9.	 Advocacy, communication, and social 
mobilization.

10.	 Monitoring and evaluation.

11.	 Pilot expansion.

12.	 Technology transfer.

Training of public and private 
providers

A model of training of trainers (TOT)—in which 
competencies are matched and trainers facilitate 
cascade trainings to public providers and pharmacy  
staff—builds local capacity and has a greater  
opportunity for sustainability. The Cambodia  
partnership identified and assembled a national 
master trainers team based on the members’ 
capacity and the technical expertise needed to 
deliver the pharmacy training curriculum. 

PATH and the PPM partners conducted a five-day 
training course for the PPM master trainers: 
two days of preparatory building blocks and three  
days of program-related technical and  
implementing information curriculum. 

The basic curriculum was divided into four  
components: 
(1) policy and guidelines for pharmacies, (2) basics 
of TB and the relationship between TB and HIV,  
(3) provider-client interactions, and (4) the referral 
process. The curriculum also covered such topics  
as how to organize a workshop, adult learning  
principles, responsibilities of a training facilitator,  
and methodologies for effectively relaying  
information. Tool 9 is an example of the training of 
trainers’ workshop agenda. 

The key national-level partners each played an 
important role in the training of trainers: 

	 CENAT trained pharmacy staff on the program’s 
TB and TB/HIV technical components and the 
referral system.

	 PAC, with its knowledge of the role pharmacies 
play in the larger national health picture and the 
MOH operational requirements for pharmacies, 
took responsibility for sessions in policy and 
guidelines for pharmacies. These focused on the 
guidelines for registration, drug quality, drug 
management, and counterfeit and illegal drugs. 

	 PATH focused on communication and provider-
client interaction. 

Training of pharmacy staff
 
Building the capacity of the pharmacy staff to 
participate effectively in the PPM project was the 
utmost priority for the partnership. Specifically,  
the pharmacy staff needed to be able to deliver on  
the following objectives: 

	 Completely understand the program’s rationale. 

	 Accurately identify people with TB-like 
symptoms and effectively explain TB— 
especially its curability and the fact that treat-
ment at DOTS facilities is free—to their clients.
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	 Refer people with TB-like symptoms to public 
DOTS facilities or referral hospitals for diagnosis 
and treatment. 

	 Correctly fill in the referral slip that is the central 
part of the program’s data collection and case 
notification component.

The training sessions for pharmacy staff were  
generally open to all pharmacy employees, but it 
was rare that more than two staff members from 
any pharmacy attended. (The implementing  
partner encouraged each pharmacy to send at 
least two people for training, but in the rural areas 
and smaller towns, only one staff member could 
usually participate.) 

The three-day training sessions were staggered 
over five days to accommodate different work 
schedules and to limit the size to 20 to 25 trainees 
per session. Employees from the same pharmacy 
were invited to different training sessions to help 
minimize business problems for those pharmacies 
that send more than one employee.

An “Alternative Training” strategy was designed to 
reach pharmacies with only one staff member who 
was unable to participate in the official training 
due to time constraints (i.e., he/she would have to 
close the shop for the duration of the training).  
The staff member was trained by the OD pharmacy 
unit over a period of three months as part of the 
supportive supervision activity. At the end of the 
three months, the staff member completed the 
course and received the course certificate.  

At the end of the training, participants received a 
complete package of materials to launch the  
program in their facilities. This included TB  
reference and client education materials, the TB fact 
sheets for pharmacy staff, the referral slip booklet, 
a list with the name and location of nearby public 
DOTS facilities, contact information of the PHD/OD 
TB PPM team, a schedule with upcoming  
supervision visits, and a certificate of attendance. 

Training of DOTS providers 

Public health providers 
at DOTS facilities rep-
resent the public-client 
interface component 
of the PPM program. 
Their capacity and 
commitment to  
effectively serve the  
referred clients was a 
key measure of the suc-
cess of the pilot program.

Two training workshops— 1) Communication  
Skills and 2) Professional Performance and  
Positive Thinking—were designed with the aim of 
strengthening these providers’ skills and improving 
their interaction with their clients, thus improving 
the overall delivery of TB services. Providers from 
DOTS facilities and referral hospitals in six PPM sites 
attended both trainings. Professional Performance 
and Positive Thinking was particularly well received 
and appreciated by the providers. 
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Sites where these trainings were conducted  
experienced increases in the numbers of referred 
clients reported as having reached the DOTS  
facility. In these sites, reporting of referred clients 
from DOTS facilities increased from 40 percent 
before the training to up to 85 percent. In PPM sites 
where DOTS staff are not trained, the reporting of 
referred clients continues to be below 50 percent. 

Supportive supervision

A system of supportive supervision helps trained 
pharmacy staff to successfully implement PPM 
activities and provides a means of monitoring their 
activities and providing feedback on the cases  
they identify. The regular interaction between  
supervisors and pharmacy staff also encourages 
two-way communication, strengthens  
collaboration among partners, and provides an  
opportunity to motivate staff and recognize 
achievements. As a result, it encourages the  
pharmacy staff to continue their participation.

Supportive supervision to pharmacies is  
conducted by the PHD or OD pharmacy unit officer 
(This person is also responsible for collecting  
referral slips kept at the pharmacies and the  
matching forms from DOTS facilities for national TB 
case monitoring). However, if this structure is not 
present, the task can be assigned to an NGO or a 
professional organization partner working with  
the OD. 

Supervision visits are scheduled based on  
performance and training needs. Priority is given to 
pharmacies that are not making any referrals, are 
not filling out the referral slip correctly, and do not 
have reports that referrals made reach a DOTS  
facility, or TB is not found among the TB suspects 
referred. Pharmacies that perform well are visited 
quarterly.

Tool 10 in the Annex provides an example of  
the PPM supportive supervision checklist used  
by the supervisors during supervision visits.  
Table 2, below, outlines the supportive supervision 
tasks implemented by the PHD or OD pharmacy  
supervisors and the TB teams. 
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Task Who Support

At the pharmacy

Conducts routine supportive supervision visits to pharmacy staff. OD TB pharmacy unit

Technical partner  
Provincial  
coordinator

Reviews referral records for accuracy and collects referral slips. OD TB pharmacy unit

Identifies gaps in knowledge and skills in need of improvement  
and develops a refresher training plan.

OD TB pharmacy unit

Provides refresher training based on the plan developed in the 
previous supervision visit.

OD TB pharmacy unit

Provides on-the-job training of new pharmacy staff if needed. OD TB pharmacy unit

Records distribution of information, education, and communication 
(IEC) provider and client materials and develops and fills out an IEC 
request list when needed.

OD TB pharmacy unit

Agrees with the pharmacy staff about the date and time for  
the next supervisory visit.

OD TB pharmacy unit

At the DOTS facility

Reviews TB register and lab and treatment book during routine  
supportive supervision to DOTS facility and records status of PPM 
referrals.

OD TB unit MHD/PHD TB unit

At the DOTS facility

Technical partner  
Provincial  
coordinator

Matches referral slips collected from the pharmacy with the  
information collected from the DOTS facility, compiles data, and  
sends to MHD/PHD PPM teams.

OD TB pharmacy 
unit  
OD TB 

At the MHD/PHD level

Reviews data and enters into the PPM excel database. Lists out  
the “unreported” referrals.

PHD TB  
pharmacy unit 
PHD TB unit

Submits PPM data to technical partner for cleaning, analyzing,  
and reporting.

MHD/PHD TB unit 
MHD/PHD TB  
pharmacy unit 

Table 2: Supportive supervision task matrix
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Quarterly PPM meetings 

CENAT and its partners also organize quarterly PPM 
meetings with private and public sector providers 
to help sustain their commitment and to ensure 
ongoing implementation of planned activities.  
The meetings begin with an update on the status 
of referrals made in the three months since the last 
meeting, as this information is of significant  
interest to the pharmacy staff who want to know 
the outcomes of the people they have referred. 

important information and resulted in redesigning 
the strategy used by the PHD to encourage  
pharmacies to make referrals as well as to  
encourage DOTS providers to report the clients  
arriving to DOTS facilities from the pharmacies.  
It also led to the creation of a TB Client Information 
Pocket Guide, which includes a step-by-step  
pictorial information booklet on actions clients 
need to take if they have TB symptoms and the 
diagnostic process at DOTS centers, and a leaflet, 
which provides written and pictorial instruction on 
how to collect sputum. These materials were  
developed based on comments from providers 
who expressed frustration that clients knew they 
had symptoms, but were unaware of the actions 
they needed to take and where they should take 
them. The client materials are also useful in cases 
where there is limited time to educate the client or 
no opportunity for privacy. All materials were  
pretested with the target group before being  
finalized. 

Site visits to DOTS facilities 

In addition to the PPM meetings, orientation field 
visits to DOTS facilities are very important.  
Pharmacy staff familiarize themselves with the TB 
services provided at public facilities, meet face to 
face with DOTS providers, and learn the steps their 
clients have to take once they arrive at the DOTS 
facility with the referral slip. They also learn about 
sputum collection and slide preparation and  

The providers then discuss their experiences, 
achievements, and challenges. A list of issues 
is compiled and ranked in order of priority. The 
implementing partners work together to develop 
an action plan for addressing the most pressing 
issues during the following quarter. Tool 11 in the 
Annex is an example of a follow-up plan developed 
as an outcome of these meetings. 

The quarterly meetings are vital in that they create 
a forum for information exchange and partnership 
building. Moreover, they allow the program teams 
to collect feedback on PPM activities and improve 
their implementation program. 

There are numerous examples of useful innova- 
tions that were designed because of these  
exchanges. For instance, at one meeting, the 
providers decided to determine why 50 percent of 
referrals were lost in follow-up. Their input yielded 



Public-Private Mix  --   Involving Pharmacies  in TB Control  l  23

PPM   A Cambodia Case Study

become aware of the time needed to complete 
each step. As a result, they are more confident that 
the clients they refer will receive quality services, 
and they are better able to deliver accurate infor-
mation to clients about what to expect at a public 
DOTS facility. 

Another positive outcome of these visits is that 
both the private and public health providers  
increase their understanding of each other’s 
responsibilities in the PPM and the challenges 
they each face. This new understanding generates 
greater respect and results in deeper collaboration 
and stronger working partnerships. 

Partner meetings 

The holding of bimonthly meetings with all levels 
of CENAT and technical and implementing partners  
was a critical foundation of the PPM program. 
USAID played a major role in the direction of the 
PPM and actively participated in these meetings. 
This highlighted the importance of the meetings 
and the support and commitment for the PPM 
from the donor perspective. Moreover, the regular 
gatherings played a critical role in maintaining 
the PPM momentum, ensuring that each partner 
remained committed to program goals, and  
addressed any concerns or issues before they  
became serious enough to threaten program  
success. Programmatic issues or concerns identified 
during these meetings were brought to the PPM 
TWG for further discussion and decision-making 
within the larger group. Partner meetings were 
conducted at both the national and PHD levels. 

Annual PPM workshops 

PATH, in collaboration with CENAT, organizes  
yearly PPM workshops that bring together all the 
implementing partners and stakeholders from both 
the public and private sector. These gatherings 
provide a unique opportunity for partners from  
the different geographic areas and functional  
backgrounds to meet and exchange lessons 
learned. 

At the workshops, the representatives from each 
PPM province present their own PPM experiences 
during the previous year, and explain their  
successes, challenges, and emerging focus areas. 
These presentations are followed by a collabo- 
rative, participatory process to review the next 
year’s work plan with all partners asked to  
provide feedback based on their own experience 
and planning. By engaging and empowering all  
participants, the annual workshop becomes 
another tool for ensuring the program achieves 
sustainability.

Advocacy, communication,  
and social mobilization  

Various advocacy, communication, and social 
mobilization (ACSM) activities are conducted to 
raise awareness about why involving private-sector 
providers—and especially pharmacies—is critical 
to increase TB case detection rates. It is important 
that advocacy activities target key stakeholders 
and decision-makers at all levels, as well as  
participating professional organizations and  
pharmacy staff themselves. The most important 
advocacy objective is to gain support for PPM  
from high-level Ministry of Health officials who 
then are willing to approve the provincial annual  
operational plans and commit the necessary  
financial resources for PPM implementation. 

Examples of advocacy activities
 
	 A short film, I’m stopping TB 2, reminds 

Cambodians of the urgent need stop the spread 
of TB. The video features the voices of different 
stakeholders, as well as the inner thoughts of TB 
patients and former TB patient. The video was 
endorsed by the MOH and is aired on public 
television. 

	 A TB advocacy information package, with fact 
sheets for key stakeholders, donors, and partner 
agencies, provides updated information on TB 
and the efforts of CENAT and its PPM partners to 
bring the disease under control. 
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“I coughed for long time and I got skinny. I couldn’t eat and couldn’t sleep. People in my community told 
me that I feel like this because I’m old and I believed them. 

Then I started to get hot and had difficulty in breathing. I went to the drug store and she told me to go to 
the health center to test the saliva. After the tests the doctor told me that I had TB and gave me treat-
ment. The treatment was long and taking the drugs didn’t make me feel very good. 

But the community worker that came to my house everyday to give me the drugs encouraged me and 
now I’m so happy that I’m cured and well. Since then I have helped two people in my community to go  
to the health center for tests. Both of them had TB, one of them was my husband.“

Aunty Moung Mon, 
Pongro village Treang district , Takeo province

ten by health center and pharmacy staff in the PPM network, and was performed by the staff of each 
host health center. At the end of the fair, participants can compete in quizzes and receive small tokens for 
answering questions correctly. 

Following the health fairs, the implementing partners monitor and record TB suspect activity closely. In 
those health centers where the fairs have been conducted, utilization by people with prolonged coughs 
has increased noticeably from the baseline. 
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	 Meetings are held with community leaders, 
authorities, and community organizations to 
inform them about the PPM activities in order  
to gain their support.

	 Regular visits with pharmacy and DOTS staff 
in the PPM network keep the PPM momentum 
high on their task priority list and ensure that 
they continue to have ownership of PPM  
activities.

	 Pharmacy staff and community representatives 
are invited to national-level meetings and  
conferences where they participate in forum 
and plenary discussions. Based on their  
performance, pharmacy and public sector DOTS 
staff are invited by CENAT to join the National 

Examples of social and community  
mobilization activities 

	 Social mobilization activities motivate 
pharmacy staff to refer people with TB-like 
symptoms to public DOTS facilities (even 
though by doing so they would be losing 
income) and ensure that they give their clients 
accurate messages about TB and the location 
and operational times of the DOTS facilities.

	 Health center community outreach network 
and community leaders are encouraged to 
be vigilant in identifying and following up on 
referred people with TB-like symptoms who do 
not reach the referral site for follow-up.
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TB Annual Workshops where they are presented 
with a Certificate of Recognition for their  
contributions to TB control. The selection criteria 
for the pharmacies includes the number of 
referrals made and the number of referrals that 
are TB cases. The selection criteria for the DOTS 
staff includes the number of referrals recorded 
and reported as having reached the DOTS  
facility for evaluation. Every year, approximately 
10 to15 pharmacy staff and 8 to10 DOTS staff 
from each PPM site are recognized and receive 
certificates. 

Monitoring and Evaluation

All public health programs benefit from monitoring 
and evaluation (M&E) efforts, which are a vital tool 
for guiding current activities, future programming, 
and national policy. The PPM pilot is no exception, 
and the program was designed to incorporate 
significant M&E, beginning with the initial mapping 
and rapid assessment of private providers in the 
pilot areas. 

In addition to guiding project implementation, the 
data the mapping exercise generated regarding 
the size of private pharmacies and their clientele 
was a critical baseline against which progress could 
be measured. The pilot also introduced monitoring 
checklists and data entry forms to record informa- 
tion about referred clients, as well as tools that 
measure the number of clients who were referred 
by pharmacies but who did not report to the  
referral site.

The most critical instrument of the pilot’s M&E  
efforts was the referral slip. Each slip was made up 
of four numbered duplicate copies. The original 
and a copy were kept with the pharmacy, and two 
copies were given to the client, one of which s/he  
submitted to the facility to which she or he was 
referred. The PHDs and ODs were responsible for 
collecting one of the two copies kept by the  
pharmacies and matching it with forms from the 
public referral receiving facilities for national TB 
case monitoring. 

The national recording and reporting form used at 
the DOTS facility level and the TB register and TB 
suspect book are key instruments for determining 
and reporting the number of TB suspects coming 
to the DOTS facilities from the pharmacies.  
These data are used to report the contribution of 
the PPM to TB case detection. 

The referrals and data received from the partici-
pating pharmacies and DOTS facilities are collected 
on a monthly basis by the OD teams and sent on to 
the PHD teams. The data are then entered into the 
database and the number of referrals is compared 
with the number of referrals that are reported by 
the designated referral site. The names of  
individuals referred who are not recorded by the 
DOTS facility as having presented at the facility for 
evaluation are compiled into a list. The data and 
the list of the “unreported” are then forwarded to 
PATH for cleaning, analyzing, and reporting.  
The “unreported” cases are followed up by phone, 
when a contact number is available, and the status 
of these referrals is documented and reported 
separately. Data reports are shared with all imple-
menting partners and the donor, with CENAT and 
the MHD/PHD using the data for their quarterly 
and annual reporting. Tool 12 in the Annex is an 
example of the “unreported” database.

The program team also uses pre- and post-tests 
with pharmacy staff to monitor differences in 
knowledge and attitudes by all health services  
providers over the course of the PPM project. 

Pilot expansion

A little over five years after its initial launch in two 
ODs in Phnom Penh, the PPM pilot has expanded 
to the rest of the capital city and into 11 of  
Cambodia’s 24 provinces. Thirty-eight ODs now 
engage pharmacies in referrals and implement 
and report on PPM activities. (The number of ODs 
dropped by one in 2009-2010 as financial support 
ended for one of the provinces, Kratie, because  
it is no longer a USAID focus province. However,  
the PHD and OD teams continue to implement  
and report on the PPM activities). 



28  ​l  Public-Private Mix  --   Involving Pharmacies  in TB Control

PPM   A Cambodia Case Study

For the first four years of implementation,  
pharmacies were the sole providers in the  
partnership. In the last two years, the model has 
evolved to include small numbers of clinics,  
laboratories, and cabinets. Cabinets are  
consultation rooms that are operated by  
medical doctors and are usually open in the 
evenings and early mornings. Phet phums (mobile 
doctors) who are in the community and provide 
a variety of health services and the health center 
community-based outreach educators are both key 
to referring suspect clients.  

Technology transfer and  
sustainability

A critical element of the PPM pilot was the design  
and execution of a strategy to transfer future  
strategic and implementation responsibilities  
from external partners to local agencies, with  
Cambodian bodies assuming control of technical 
expertise and program coordination. A detailed 
review of all PPM activities was done to determine 
which pilot activities were effective and which  

activities were less effective and 
should therefore be considered 
for discontinuation in future 
stages. The review also  
considered which functions 
should be transitioned to other 
local partners, such as the  
Reproductive and Child Health 
Alliance and the Reproductive 
Health Association of Cambodia  
and which should be maintained 
by the MHD, PHD, ODs, and PAC. 
 
A comprehensive transition and 
sustainability plan was then 
drafted. This plan includes  
budgets for key PPM activities 
and serves as a road map to 
guide future PPM partners in  
the appropriate planning,  
implementation, and costing of 
PPM activities. Similar to all PPM 
tools and materials, the transition 
plan can be downloaded from 
www.path.org
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4 Results of the PPM  
project
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The pilot started in two ODs in the municipality of 
Phnom Penh in mid-2005. By 2010, it had  
expanded to 11 provinces and 38 ODs—thanks 
to the support and vision of USAID. As the pilot 
expanded, the number of pharmacies that signed 
MOUs with the MHD and PHDs increased.  
The majority of the pharmacies are registered, 
while the rest are undergoing registration. 

The national PPM strategy calls for the involvement 
of all private-sector providers in the referral of 
people with TB-like symptoms to DOTS facilities for 
evaluation and diagnosis. Over the last two years, 
CENAT, PATH, and PAC have worked closely with 
the MOH, the Cambodia Medical Council (CMC), 
and the Phnom Penh Medical Board (PPMB)—both 
professional associations that oversee medical 
doctors—to develop and implement strategies 
that encourage their participation in the PPM. 
Advocacy efforts to increase awareness of TB and 
encourage medical doctors in cabinets and clinics 
to commit to PPM efforts have proven to be a  
difficult task for the partners. As a result, the 
number of private doctors and medical facilities 
involved in PPM is still very small (503) compared 
to the number of participating pharmacies (1,047), 
as illustrated in Figure 6. 

The pilot helped build the capacity of both  
private and public providers to recognize, refer,  
and diagnose people with TB-like symptoms using 
a patient-centered approach. These efforts played  
a major role in steady increases in case detection  
in the pilot areas. Figure 7 shows the increase in 
number of referrals since the start of the PPM  
project, both as a result of more intensive  
identification of people with symptoms and 
expansion of the number of participating ODs. 
Referrals of people with TB-like symptoms from 
the pharmacies are consistent with the expansion 
of the program, which testifies to the pharmacy’s 
commitment to PPM and, most important, to the 
well-being of their communities. 

In 2006-2007, the PPM experienced a decline in the 
referrals from the pharmacies. Pharmacy staff gave 
three reasons for this decline:

1.	 At the start of the project they were eager to 
refer their clients as this was an expression of 
their willingness to collaborate with the MHD, 
PHD, and ODs and show their commitment to 
public health. 

2.	 At the same time, the MHD and PHDs set referral 
targets and pharmacy staff were informed and 
expected to meet these targets; if they didn’t 

Figure 6: Private providers in the Cambodia TB PPM network.
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reach the targets they were made to feel that 
they were not contributing enough and felt 
they were competing with other pharmacies 
who were reaching the targets.

3.	 Because TB disease was a new area for the 
pharmacy staff, they were not able to make 		
a correct assessment at the start of the project 
and this resulted in referring many more clients  
than actually needed to be referred. Once they 
became familiar with TB symptoms and got  
feedback from supportive supervision, their 
referrals were limited to those with compelling 
symptoms. So although the overall number of 
referrals declined, the proportion of TB cases  
diagnosed as a result of those evaluated  
increased and continues to maintain a level far 
above the expected average as discussed below.

Once identified, these critical issues were success- 
fully addressed through: 

1.	 Additional training for providers on TB 
symptoms. 

2.	 Development and implementation of strategies 
that strengthened the collaboration between 
the public and private sector.

3.	 Development and implementation of communi-
cation approaches 
that are based on 
encouragement 
and motivation 
rather than on 
blame and mistrust. 

As a result of the PPM 
efforts, mutual trust 
and respect between 
the public and private 
providers is now well-
established in many of 
the PPM sites. Collabo-
ration and working 
relationships between 
the two sectors have 
improved over the 
years and continue to 
be strengthened in all 
PPM sites. Moreover, 

the capacity of the pharmacy staff to correctly 
assess for TB and make appropriate referrals has 
improved significantly. 

For example, although the number of overall  
referrals decreased slightly in the last year of the 
project, the proportion of cases detected out of 
those who were evaluated reached approximately 
18 percent--a very high yield, well above the  
average 10 percent expected from evaluation of 
symptomatic individuals. These results argue in  
favor of continuing to expand the PPM work  
because of its ability to find people with a high 
likelihood of having undiagnosed TB. 

Figure 7 also reveals the discrepancy in the  
reporting of the numbers of people who were 
referred from the numbers that were reported as 
having reached the DOTS facility. This was  
becoming a chronic problem and two years into 
implementation, PATH decided that it would be 
useful to look into the possible reasons for this 
apparently large number of TB suspects who did 
not follow up their referral. It was hypothesised 
that the referred TB suspects may have decided to 
go to another provider outside the DOTS coverage 
area, may have lost the referral slip, may not have 
presented the referral slip to the DOTS provider, or 

Figure 7: Increases in PPM referral activity and TB cases. 
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may have self-medicated from another pharmacy. 
Moreover, it was believed that public providers 
of DOTS facilities may not be fully aware of the TB 
PPM strategy and the requirements to document 
referrals or may have improperly recorded and 
reported information from the individual referral 
slips. 

In late 2007, an assessment was conducted in the 
four ODs in the municipality of Phnom Penh to 
determine the reasons for this follow-up loss. The 
team identified 438 unaccounted-for TB suspects 
(220 males and 218 females) who made their first 
visit with TB symptoms to a PPM network pharma-
cy between January and September 2007. Of these, 
only 187 people (96 males and 91 females) had 
adequate addresses and phone numbers and could 
be contacted for an interview. 

The assessment revealed that the problem was 
one of inadequate recording and reporting, not a 
failure of follow-up on the part of patients. Of the 
187 unaccounted-for TB suspects investigated, 120 
did attend the recommended facility for services, 
but were not recorded as having done so, even 
though most clients brought their referral slip with 

them and gave it to the health staff. A further 56 
respondents sought services elsewhere, most at a 
public-sector facility providing DOTS services. Only 
11 did not seek any services at all. 

This new understanding resulted in the development  
and implementation of such strategies as better  
training of the public DOTS staff, organizing  
exchange visits where the PHD and OD teams from 
a low-performing PPM site visits and learns from a 
well-performing site, and developing a follow-up 
system to reach the referrals that are not recorded 
and reported at the DOTS facility.  

Figure 8 shows the numbers of the unreported 
referrals whom the team was able to reach  
between October 2008 and September 2010 and 
who provided information on their referral status. 
The majority reported that they had followed up 
the referral and gone to the public health system as 
directed. This information was consistent with the 
findings of the assessment in 2007. During these 
two years of implementing the follow-up system, 
the PPM was able to capture an additional 215 TB 
cases. 

Figure 8: Follow-up on unreported referrals from October 2008 to September 2010.
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Figure 9: Number of sputum smear-positive cases compared to total number of TB cases. 

In addition, the proportion of new smear-positive 
cases detected out of the overall number of cases 
indicates the ability of the PPM process to find 
people at high risk of transmitting TB to others in 
the community. Out of the 2,230 TB cases identified 
since the start of the project, 1,459 (65%) of them 
were sputum smear positive (see Figure 9).  
In contrast, the overall na-
tional data for 2009 show 
that only approximately  
46 percent of new cases 
detected are sputum 
smear-positive.

Figure 10 shows the overall 
contribution of the PPM 
project to TB case  
notification in Cambodia. 
The totals reported in the 
Figure reflect all TB cases, 
including retreatment 
cases. In general, the PPM 
project has contributed an 
additional 2 percent of 
cases per year, and a 
higher percentage of 
smear-positive cases to 

Figure 10. PPM contribution to case notification

the national total. It is clear from the data above 
that pharmacies have the potential to contribute 
increasingly to detection of undiagnosed cases  
of TB with the potential to decrease the time  
that patients remain infectious, through earlier  
diagnosis, and to provide a high yield of cases 
among referrals.
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5 Lessons learned

	Geographic application

	Partnerships

	Supportive supervision

	Regular meetings

	Importance of advocacy and communication

	Flexibility and innovation

	Incentivescenves
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The Cambodia TB PPM program has largely 
achieved its goals by focusing on three principles 
(1) leadership from NTP at all levels, (2) commitment  
from all partners, and (3) task division. Specifically, 
the program has been able to increase awareness 
and gain support for PPM from MOH officials and 
key stakeholders. It has succeeded in highlighting 
and bringing the attention of key stakeholders and 
donors to the important role that pharmacy staff 
can play in TB control. Most importantly, the PPM 
has supported the national TB control program in 
finding and successfully treating TB cases that  
otherwise might have been lost from the system.  
It has also created mechanisms for future  
collaboration and partnerships and has designed 
and implemented innovative approaches for 
capacity-building for various target audiences. 
PPM structure has also been used successfully to 
integrate and address other health issues such as 
diarrheal disease and acute respiratory infections in 
children under five, avian influenza, malaria,  
and reproductive health. 

Geographic application 

The pilot’s expansion out of Phnom Penh and into 
some of the country’s rural provinces taught the 
implementers lessons about the usefulness of  
PPM in less-populated geographic settings.  
The process of applying the solution to the rural 
areas revealed several important difficulties,  
including the fact that transport to the public 
health facilities is a major obstacle for many rural 
Cambodians, for whom traveling to the centers 
often means a personally difficult expenditure of 
time and money. This difficulty could well be a  
contributing factor in the high no-show rate of 
referred patients in some PPM sites. 

The cost of implementing PPM in thinly populated  
areas is also problematic, as more funds and 
manpower are needed to generate a relatively 
small number of new cases. The efficiency of the 
program’s partners is also eroded as activities move 
further away from the major population centers. 

It is probable that CENAT could achieve better 
results and cost-effectiveness by limiting PPM  
application to provincial and to large district towns, 
near markets and on the border areas, as well as 
any other setting that offers patients easy access to 
both private and public providers. In the rural and 
less densely populated areas, where these critical  
conditions are nonexistent, it may be a better 
course of action to turn TB detection and treatment 
responsibility over to community DOTS programs.

Partnerships

Partnerships are commonly defined as voluntary 
and collaborative relationships between various  
parties, both state and non-state, in which all  
participants agree to work together to achieve  
a common purpose or undertake a specific task  
and to share risks, responsibilities, resources,  
competencies, and benefits7. The basic concept 
of partnerships is simple and straightforward—to 

“We started PPM implementation in 
Kampong Cham province in 2006. Since then 
we have used the PPM structure to integrate 
child health, AI, and malaria. Private  
providers are willing to work with us to  
improve the health status in our communities;  
we sized this opportunity, other PPM sites 
should do the same.” 

Prof. Chheang Sena,  
Deputy Director of  

Kampong Cham PHD

7	   Report of the UN Secretary-General, August 2003

The process of implementation also has revealed 
instances where modifications in the program 
design are required for both efficiency and better 
outcomes. These lessons will help guide efforts to 
expand the program in Cambodia as well as initiate 
similar programs in other settings. Some of the key 
thematic areas that merit consideration are  
highlighted below.
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identify common ground between groups,  
organizations, and institutions, and to combine 
their skills and expertise to engage in activities of 
mutual benefit. Partnerships can also make efforts 
more effective by combining resources and  
competencies in innovative ways. The PPM success 
is, so far, attributable to the partnerships CENAT  
put in place to lead the initiative. It is, therefore, 
very important that CENAT and donors continue to  
consider these very basic partnership fundamentals  
as the PPM transitions and expands in the future.

Supportive supervision

The implementation of the PPM program has 
revealed the need for conscientious monitoring of 
all players and consistent feedback to ensure that 
they maintain a high commitment to their efforts 
to achieve the PPM goals. 

For instance, it was observed that pharmacies that 
did not receive regular visits by the PHD and OD 
PPM teams sometimes forgot the program’s  
importance, stopped referring symptomatic clients, 
and reverted to old practices of selling cough  
syrups and various antibiotics. Pharmacies in ODs 
with low performance showed a pattern of  
numerous months between visits by PHD or OD 
pharmacy supervisors and a lack of attention to the 
collection of referral slips. Conversely, participants 
from districts with high performance spoke of very 
frequent dialogues between the private and public 
partners, regular visits from the OD supervisors, 
and of receiving feedback on the status of referrals 
made. Knowing that their efforts were contributing 
to finding more TB cases, they said, was an  
incentive that encouraged them to continue to 
participate.  

The decentralization of PPM activities from the  
PHD to OD PPM teams has also been slow to occur 
in some provinces, resulting in lower motivation 
by OD TB staff. Because they do not have the  
decision-making authority, the OD staff feel less 
ownership and commitment toward the project. 

Human resources, staff workload, and capacity play 
a key role in the success or failure of a program and 
the TB PPM is no exception. Regardless of the  
interest and willingness of the PHD and OD teams 
to embrace and implement yet another component  
of the national strategy, the teams are overextended  
and stressed. The PPM relies entirely on data that 
shows that more TB cases are being identified and 
treated; thus supportive supervision and collection 
of referral slips is extremely important. However, 
the PHD and OD PPM teams are not able to  
manage the task of supervising the private sector 
of the PPM, which is spread out over a large area. 
Moreover, coordination and collaboration between 
the private and public sector is very difficult, if not  
impossible, to maintain, without the involvement 
of a third party. The position of the seconded  
provincial coordinator has been critical to the  
success and expansion of the PPM as it provides 
the technical support the teams’ need, especially 
with training, data collection, and reporting.  
It also acts as a mediator and coordinator, bringing 
the two sectors together and keeping communi- 
cation lines open and activities moving forward. 

As CENAT and its partners continue to expand the 
PPM, funding for this support position must be 
identified.
 

Regular meetings  

The meetings between the key players of the PPM 
program are a critical factor in the program’s  
success and serve several vital functions.  
They keep the participants—especially those from 
the pharmacies—engaged and enthusiastic about 
their roles in stopping the spread of TB. One way 
this effect has been achieved is by providing  
information on the patients the pharmacies  
have referred, as it is a source of considerable  
satisfaction to learn that a referred suspect has  
tested positive for TB and is now receiving  
treatment. 
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Another role of the forums is to serve as a place 
where private- and public-sector partners can 
speak with each other. This is especially important 
as, without these meetings, these groups would 
have limited opportunities to engage in structured 
dialogue. These conversations have helped to  
initiate highly useful changes in the program  
structure, such as a provision that patients  
bearing referral slips are given priority treatment at 
health centers with TB services, posting of signage 
at DOTS facilities and hospitals to guide referred 
clients to TB services, and posting of signage at 
CENAT informing clients that TB services and  
treatment are free and providing a phone number 
to report problems.  

A final useful result of this open communication 
is that pharmacy staff have learned the best and 
worst times for their clients to go to DOTS facilities 
for evaluation. For example, during the weekend 
or late afternoons there are fewer or no staff to 
receive them, and, in some areas, TB staff is present 
at the DOTS facility only three days per week. 

Importance of advocacy  
and communication

Part of the program’s success is attributable to its 
advocacy, communications, and social mobilization 
(ACSM) component, which has achieved notable, 
if less quantifiable, results. ACSM included such 
activities and outputs as training health center  
staff in how to better interact with people who 
have TB-like symptoms, health fairs to increase  
awareness of services provided in communities, 
radio and TV spots on TB/HIV, advocacy and social 
mobilization activities, and the production of  
communications-related written literature and 
other information materials for various target 
audiences. The program helped create an overall 
environment that encourages people with TB-like 
symptoms to go for testing. This is a critical support 
in a country where stigma related to TB remains 
quite high.

Anecdotal evidence also suggests that by  
disseminating the news that TB is entirely curable 
and that treatment is free, many people with  
TB-like symptoms have been successfully  
encouraged to present themselves at public DOTS 
facilities, often skipping the intermediate step of  
going to a pharmacy. 

Flexibility and innovation

As the program matures in the areas where it has 
been operational for several years, maintaining—
and even improving—progress may be helped by 
modifying the operational approach. For instance, 
to date the program has elected not to cooperate 
with Cambodia’s phet phums (mobile practitioners),  
as the MOH does not recognize their role in the 
public health arena. However, the WHO defines 
PPM as involving all health care providers, from 
the public and private sector as well as formal and 
informal. Furthermore, the phet phums remain a 
prominent factor in the Cambodian health system  
and, in the past, have correctly referred many 

““PPM in Cambodia works because it is based 
on merit-making not on momentary  
incentives. PPM has not only contributed to 
TB control and case detection. It has shaped 
a path for heath reforms in the private sector 
and has formed a forum for advocacy to ban 
illegal and counterfeit drugs.  In the last few 
years we have developed policies and  
operational guidelines for private sector  
pharmacies and the MOH has established 
inspector teams who regularly visit  
pharmacies to provide technical support and 
ensure that pharmacies adhere to the policies.  
I’m currently working on the Ethical and  
Professional guidelines for pharmacy staff. ” 

H.E. Ph Yim Yann,  
Advisor to MOH  

and former President of PAC



Public-Private Mix  --   Involving Pharmacies  in TB Control  l  39

PPM   A Cambodia Case Study

people with TB-like symptoms for treatment at 
public health facilities. These facts suggest that 
further cooperation may generate positive results. 
The involvement of these informal providers  
seems very promising, particularly with an  
effective supervision system in place. However  
it is not know to what extend phet Phums influence 
the health seeking behaviour of communities for 
other health issues which might increase the delay 
in diagnosis and receiving appropriate treatment. 

Another novel approach that could be useful is 
finding people with TB-like symptoms who use 
intermediaries to obtain medication. Pharmacy 
staff have reported that some Cambodians— 
especially those who consider a diagnosis of TB to 
be either an unendurable social stigma or an  
effective death sentence—send their children  
or family members to the pharmacy to get  
medication to relieve their symptoms. A program 
that instructs pharmacy staff to report these  
intermediaries to their OD counterparts for  
follow-up visits could help unearth new TB cases 
and lessen the danger of infection in communities.

Incentives

Recently, it has been suggested that a way to  
maintain pharmacy referral performance and  
increase the participation of the public staff at 
DOTS facilities is to offer a cash incentive for each 
suspect referred and reported back. However,  
experience has shown that pharmacies in  
Cambodia participate and support public health 
programs for reasons of merit-offering, professional 
development, and social status. While in other 
countries well-designed incentives and enablers 
can help motivate care providers to participate 
in TB care, in Cambodia there is no evidence to 
support the idea that pharmacies may be losing 
motivation without incentives. In 2009, CENAT 
introduced a financial incentive pilot for  
pharmacies and DOTS providers in some of the 
PPM sites. While the outcome of this intervention 
has yet to be evaluated, it is of great concern. 

This policy change, which was first suggested by 
participants during the C-DOTS/PPM evaluation 
in 2008 would fundamentally alter the voluntary, 
“merit-making” nature of the program and could 
threaten its sustainability. 

Government support

Evidence from program implementation suggests 
that there is a strong, positive correlation between 
program success and a high level of support by 
high-ranking members of MOH, provincial, and 
municipal governments. With local governments 
able to play a significant role in shaping the  
behavior of private-sector health providers  
operating within their jurisdictions, it makes  
sense that establishing a positive relationship  
and enlisting the assistance of heads of local  
government is a sound move. Program teams 
should consider establishing these relationships 
early in the PPM process.

“The National TB Program is part of the Royal 
Government of Cambodia’s Health Strategies 
and part of our public health priority areas. 
The Royal Government of Cambodia gives 
priority objectives to financial and spiritual 
supports, to ensure that the TB control  
program is successful and meets its  
objectives. Now we have a new task; this is 
to work together to ensure that there is no 
TB that is resistant to drugs. For this we must 
continue to implement the national PPM 
strategy and involve the pharmacy staff,  
in the efforts to finding more TB cases, we are 
very appreciative of their contributions so 
far.”  

H.E Dr. Mam Bunheng,  
Minister of Health, Cambodia
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6 PPM Practical tools

	TB PPM Partner Matrix
	 Terms of Reference 
	 Memorandum of Understanding 
	 Partnership Agreement between MOH and technical partner
	 PPM Referral Slip
	 Private Pharmacy Participation Form
	 TB PPM Database
	 Form for Unreported TB Client Follow Up
	 Annual PPM Work Plan Sample
	 Training Agenda
	 Supportive Supervision Checklist for Private Providers
	 Action Plan Matrix
	 Training Certificate
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Tool 1: TB PPM Partner Matrix

Task NTP PATH PAC PHD/MHD/OD Public  
Providers

Private  
Providers

Cl
in

ic
al

 Ta
sk

s

Identify TB symptoms

Collect sputum samples

Refer TB suspects

Notify/Record cases

Supervise treatment

Smear microscopy

Diagnose TB

Prescribe treatment

Inform clients about TB

Pu
bl

ic
 h

ea
lth

 ta
sk

s

Strategy development

Identify supportive entities

Tool, IEC development

Follow up on defaulters

Training of providers

Supportive supervision

Lab quality assurance

M&E

Supply management

Stewardship, financing,  
regulation

Advocacy



Public-Private Mix  --   Involving Pharmacies  in TB Control  l  43

PPM   A Cambodia Case Study

Tool 2:	 Terms of Reference between Technical Partner and  
	 Implementing Partner

Pharmacists Association of Cambodia Training of Pharmacy Staff  
on the Management of Unplanned Pregnancy

Scope of Work
For PAC Program Manager

Since 1996 the Pharmacists Association of Cambodia (PAC) has been one of PATH’s key partners in  
mobilizing and building the capacity of pharmacy staff and in creating appropriate linkages between the 
private and public health sectors. Currently, PAC and PATH are collaborating to mobilize the private sector 
pharmacy staff in Phnom Penh to provide appropriate information and public sector referrals related to 
unplanned pregnancy. This effort supports the National Reproductive Health Program (NHRP) by increasing 
women’s awareness and access to safe abortion services and it leverages implementation of the Reduction 
of Maternal Mortality Project (RMMP). 

The PAC program manager will work and report directly to the PATH Program Director and will be  
responsible for the following tasks:

	 Review the scope of work and develop work plans and budgets for project activities, including training, 
workshops, meetings;

	 Select and assign a team of coordinators to work with the PATH team; 

	 Provide overall technical support and oversee the activities of PAC coordinators;

	 Identify additional support staff as needed;

	 Coordinate and network with the NRHP and the RMMP to identify appropriate collaborations and 
linkages;

	 Organize and facilitate meetings; and

	 Provide regular, narrative reports to PATH.

Payment:

The Program Manager will receive a flat rate per working day upon submission of monthly activities report. 
In addition, the Program Manager will receive stipend for travel and communication. If additional travel  
and communication budgets are needed then the above rate will be adjusted accordingly. Activity  
expenses will be paid for directly by PATH.

Time frame:

The scope of work will be effective from January 1, 2009 through December 31, 2009.

_______________________		  _______________________	
    Program Director, PATH		           Program Manager

			               PAC President
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Tool 3: 	Memorandum of Understanding between MOH  
	 and Pharmacies

Kingdom of Cambodia 
“Nation, Religion, King”

3
Ministry of Health
Provincial Health Department

Memorandum of Understanding Between [private sector provider] 
and [Province] Provincial Health Department, Ministry of Health, Cambodia

Director:.....................................................................................................................................................................................

Pharmacy/depot/cabinet:..................................................................................................................................................

Address:......................................................................................................................................................................................

Phone:.........................................................................................................................................................................................

This Memorandum of Understanding (MOU) has been prepared with the objective to serve the  
public through support of public sector activities to increase case detection and treatment of  
tuberculosis (TB). The private sector providers and the Provincial Health Department (PHD) herein 
agree to integrate TB private-private mix (PPM) of directly observed therapy, short course (DOTS)   
for TB control activities in [province] Province. Both parties will agree to cooperate with each other  
as follows:

Private provider representative agrees to:

	 Participate in TB PPM DOTS activities in [province] Province;

	 Collaborate with PHD, National Tuberculosis Program (NTP), and operational district (OD) 
teams and related organizations for the duration of this agreement;

	 Participate in the trainings and workshops related to TB, PPM, and referrals;

	 Provide accurate and correct information about TB to clients presenting with TB-like 
symptoms by following the national TB guidelines;

	 Refer all clients with TB-like symptoms to previously identified public DOTS services for 
follow-up and evaluation;

	 Fill in the referral slip and provide clients with correct instructions on its use;
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	 Keep the referral records and provide information on referral activities to the PHD/OD teams 
as requested; and

	 Remain open to monitoring and regular supervision from the PHD and OD teams.

[Province] Provincial Health Department agrees to:

	 Conduct regular assessments of private providers, with support from partner organizations;

	 Provide general guidance and direction to the design and strategy of PPM activities;

	 Cooperate with NTP, OD teams, and other partner organizations to organize and facilitate 
training workshops for private health providers in the TB PPM network;

	 Provide technical support and instructional materials related to the TB PPM activities;

	 Develop guidelines and reporting systems for clients presenting to private providers with 
TB-like symptoms;

	 Strengthen and improve public DOTS services in accordance with national guidelines for 
diagnosis and treatment; and

	 Design, implement, and monitor a system that acknowledges private provider contributions 
to TB control and fosters sustained engagement. 

This MOU will be effective on the date of signing and will be valid for a period of one year.

The undersigned agree to the terms of this MOU.

 
	 __________________________	            __________________________

    	                 PHD Director		               Private Health Provider

	 __________________________	            __________________________
                                         Date: 			                Date:	
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Tool 4: 	Partnership Agreement between MOH and Technical  
	 Partner

Partnership Agreement between the Provincial Health Department (PHD) 
in Kandal Province and Program for Appropriate Technology in Health 
(PATH) for the Expansion of TB PPM 

Fiscal Year October 2008-September 2009 Background:

Since January 2005 with funds from the United States Agency for International Development 
(USAID) PATH has collaborated with the National Tuberculosis Program (NTP) the Provincial Health 
Departments in six provinces namely: Phnom Penh; kandal; kampong Cham; kampong Speu; Takeo; 
and Sihanouk Ville the Municipal Health Department (MHD) and the Pharmacists Association of 
Cambodia (PAC) to develop, pilot and integrate into the overall TB control program activities  
a public/private partnership model for TB DOTS. The overall aim for engaging the private providers,  
especially the pharmacy staff, is to support the Tuberculosis program to find and refer to DOTS  
services people suspected of having TB. The ultimate goal is to contribute to increase detection 
rates, reduce diagnostic delays, and reduce additional spread of infection in the communities. 

Since the PPM activities started a number of positive strides have been made. The PPM strategy is 
currently implemented in eleven provinces; the public and private sectors’ working relationships 
have improved; linkages between the private and public sector are been strengthened; private  
sector providers are willing and motivated to refer TB suspects to DOTS services; and most  
importantly over the last two years between 25%-32% of TB suspects refereed by private providers 
were found to have TB disease. 

During the expansion and implementation of the PPM activities a number of challenges have been  
documented one of which remains the inappropriate recording and reporting of the TB suspects 
arriving at DOTS services referred by the private providers. In all eleven (11) PPM sites half of the 
referred TB suspect clients are been reported as having followed-up the referral. This ongoing  
challenge is creating uncertainty among the donors and the implementers as to whether engaging 
the private providers in case finding is actually beneficial to the TB program goals. 

To respond to this challenge over the next year PATH will work with the NTP, MHD and all PHD and  
OD partners involved to develop a plan aimed to strengthen the recording and reporting skills  
and monitoring systems in order to improve supportive supervision, and recording and reporting  
activities.

The Provincial Health Department (PHD) has integrated the PPM strategy into their TB control  
activities. This is a partnership agreement between the PHD and PATH to support this integration. 
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The PHD team will lead the implementa-tion of the PPM strategy and will be responsible for the following:

	 Assign a focal team to oversee, implement; monitor and report on the PPM initiative. 
The team consists of one manager, one TB staff and one pharmacy staff. The manager  
shall have oversight and provide technical support to the PPM team when needed 

	 Adapt and implement the national PPM strategy involving private sector providers in TB 
control 

	 Lead the development of annual PPM work plans and budgets and include the PPM plans 
into the provincial AOP

	 Oversee the PPM activities at OD level and provide support to the OD teams to ensure
appropriate implementation; monitoring and recording of PPM activities

	 In coordination with the partners develop strategies to improve referral tracking systems in 
order to improve recording and reporting of referred TB suspects 

	 Lead monthly or bi-monthly supportive supervision and referral tracking activities and 
provide technical support to private sector staff as needed

	 Develop implement and monitor strategies to improve performance and recording and 
reporting of PPM activities in the public sector

	 Coordinate and work closely with the OD PPM teams and PATH to ensure appropriate and 
timely implementation and reporting of the work plan 

	 Contribute PPM data to the national level to be included in quarterly; semi-annual and annual 
reports

	 The PPM manager shall schedule monthly meetings with the PHD PPM team and the PATH 
Provincial Coordinator (PC) to go over progress of PPM activities, identify constrains and  
develop and implement action plans

	 Organize and accompany PATH staff and others as needed to the field

	 Organize and facilitate high level meetings to increase awareness and support for TB

	 Participate in meetings, workshops, and various forums 
	
PATH is the Technical Assistance Partner. PATHs’ key responsibility is to support the PHD and OD team to 
increase TB case detection by putting in place systems for a successful PPM model and build capacity  
for public and private providers. Specifically PATH will: 

	 Assign a PATH provincial coordinator to the PHD

	 Support the PHD and OD teams to develop; implement; monitor; and d report on the 
public-private partnership strategy



48  ​l  Public-Private Mix  --   Involving Pharmacies  in TB Control

PPM   A Cambodia Case Study

	 Support the PHD and OD teams with the development of annual; quarterly; and monthly work plans 
and budgets

	 Provide technical and financial support to the work plans developed 

	 Support the PHD and OD teams with referral tracking, data entry, and analysis

	 Conduct field visits, identify constrains in the field and support the PHD and OD teams to develop 
strategies to address these

	 Build capacity for PHD and OD teams in training; facilitating; monitoring; report writing; and use of 
software programs such as excel and SPSS

	 Document progress of PPM activities and ensure all updated files are available in the PHD and ODs

	 Participate in various meetings and forums such as partner meetings and the/bi-monthly provincial 
technical working group for health ProTWGH to share information on PPM and explore opportunities 
for partner collaboration and synergies

	 Develop training curricula as well as client and provider IEC and ensure that all partners have copies

	 Support the PHD and OD teams with the reporting of PPM activities

	 Support the PHD and ODs to develop and implement the World TB Day activities and other advocacy 
activities as needed

	 ______________________________	                   ______________________________

	            PPM Manager                              	                      TB Program Director PATH                                             
                        Provincial Health Department
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Tool 5: 	PPM Referral Slip  

Kingdom of Cambodia 
“Nation, Religion, King”

3
Ministry of Health
National Center for Tuberculosis and Leprosy Control 

 Referral Slip 
No ..............................

For private providers making referrals for clients with TB-like symptoms 

PLEASE FILL IN ALL INFORMATION

Patient Name: ................................................................ Age:....................... Sex:  Male            Female 

Address of Patient: House #.................. Street:............................. Group:................... Village:......................................... 

Commune............................................................ District:............................................................. Tel:........................................

Date of referral:.............................................................................../............................................................/200.........................

Referred from (Place Name) : ...................................................................... Code Number:................................................

Hospital/Clinic                     Pharmacy/Depot      Lab      Factory/Enterprise  

To (Place name) :........................................................................................ Public Service           Private Service 

Symptoms   Cough over 21days             Chest pain               Fever              Cough with blood      

Others:...............................................................................................................................................................................................

For: Smear exam 

Please fill in the below information in the case that your client has received these services:

Use other drug besides TB drug:  Yes    No    (Drug Name............... number of days used..........)

X-Ray:  Yes        No       (Please tell you client takes it along) 

Smear exam:  Yes     No    (Please tell your client take the result of smear exam along)

If your clients have other documents please tell them to take it with them. 
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Please tell your client that he/she has symptoms that might be TB, so he/she needs to go to health center or 
referral hospital for proper diagnosis (check smear). Please give this referral slip (Blue and Pink) to your client 
and ask your client to bring it along and give it to the health center or referral hospital staff. 

For public provider to fill in: 

X-Ray       No      Yes 

	 Active TB        TB suspect         TB scar       Other............................... Clarify.................................

Diagnosis: 	 BK+ 		    BK- 		         EP 	         No TB  

	 Case without TB : Refer back to Private service       Do not refer back to private service 

	 Reasons:..................................................................................................................................................................

Name of heath facility:........................................................ Signature and Name:........................................................ 

	 Health service: Public or private health service recognized by Ministry of Health in TB diagnosis. 

	 Note: This sample is used for public and private mix to implement of DOTS strategy.

Date of patient visit: ………………………./………………………/200………..

Smear result : Lam 1 Lam 2 Lam 3

Smear exam 1

Smear exam 2 
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Tool 6:  TB PPM Database
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Tool 7: Private Pharmacy Participation Form

Private Provider Assessment to Participate 
In TB PPM DOTS

3

Name:................................................................................................................................................................................................

Title: Dr................................................... Pharmacists:............................ Pharmacy staff:........................ Other:................

Name of Pharmacy/Cabinet/Clinic:.........................................................................................................................................

Address: ............................................................................................................................................................................................

Village: ..............................................................................................................................................................................................

Commune: ......................................................................................................................................................................................

District: .............................................................................................................................................................................................

Phone number: .............................................................................................................................................................................

Private:.............................................................................. Both (MoH Staff and private provider):....................................

..............................................................................................................................................................................................................

Willing to join TB-PPM activities with PHD Yes:........................................................... No:...............................................



Public-Private Mix  --   Involving Pharmacies  in TB Control  l  53

PPM   A Cambodia Case Study

To
ol

 8
: A

nn
ua

l W
or

k 
Pl

an
 S

am
pl

e

O
bj

ec
ti

ve
 2

.	
Im

pr
ov

e 
pe

rf
or

m
an

ce
 o

f P
PM

 re
fe

rr
al

, r
ec

or
di

ng
 &

 re
po

rt
in

g,
 a

nd
 m

on
it

or
in

g 
&

 e
va

lu
at

io
n 

sy
st

em
s 

ba
se

d 
on

  t
he

 C
-D

O
TS

  
	

an
d 

PP
M

 e
va

lu
at

io
n 

re
po

rt
, p

ro
je

ct
 e

xp
er

ie
nc

e,
 a

nd
 P

AT
H

’s 
st

ud
y 

of
 re

fe
rr

ed
 s

us
pe

ct
s 

w
ho

 w
er

e 
lo

st
 to

 fo
llo

w
-u

p.

A
ct

iv
it

ie
s

In
di

ca
to

rs
Ta

rg
et

s
Ti

m
el

in
e

Q
1

Q
2

Q
3

Q
4

2.
1

St
re

ng
th

en
 s

up
po

rt
iv

e 
su

pe
rv

i-
si

on
  

to
 m

ai
nt

ai
n 

pr
oj

ec
t q

ua
lit

y.

%
 o

f s
up

er
vi

so
rs

 u
si

ng
 th

e 
 

m
on

ito
rin

g 
ch

ec
kl

is
t t

o 
tr

ac
k 

PP
M

 a
ct

iv
iti

es
%

 o
f p

riv
at

e 
fa

ci
lit

ie
s 

en
ga

ge
d 

 
in

 P
PM

 p
ro

je
ct

 th
at

 re
ce

iv
e 

fe
ed

ba
ck

 o
n 

re
fe

rr
al

s 
on

 a
t l

ea
st

 a
 b

im
on

th
ly

 b
as

is

75
%

 o
f s

up
er

vi
so

rs
 re

gu
la

rly
 u

se
 m

on
ito

rin
g 

ch
ec

kl
is

t
85

%
 o

f p
riv

at
e 

fa
ci

lit
ie

s 
re

ce
iv

e 
fe

ed
ba

ck
 o

n 
a 

bi
m

on
th

ly
 b

as
is

2.
2

Im
pr

ov
e 

da
ta

 c
ol

le
ct

io
n,

 q
ua

lit
y,

 
an

d 
m

an
ag

em
en

t.
%

 o
f r

ef
er

ra
l f

or
m

s 
co

m
pl

et
ed

 c
or

re
ct

ly
%

 o
f O

D
s 

an
d 

PH
D

s 
us

in
g 

th
e 

re
fe

rr
al

  
da

ta
ba

se
 to

 u
pl

oa
d 

da
ta

 to
 C

EN
AT

U
se

 o
f d

at
a 

by
 C

EN
AT

 a
nd

 T
W

G
 to

 tr
ac

k 
PP

M
 

pe
rf

or
m

an
ce

 a
nd

 m
ak

e 
ad

ju
st

m
en

ts

>8
5%

 o
f r

ef
er

ra
l f

or
m

s 
co

m
pl

et
ed

 c
or

re
ct

ly
>9

0%
 o

f O
D

s 
an

d 
PH

D
s 

us
in

g 
re

fe
rr

al
  

da
ta

ba
se

 c
or

re
ct

ly
Ev

id
en

ce
 th

at
 a

dj
us

tm
en

ts
 a

re
 b

ei
ng

  
co

ns
id

er
ed

 b
as

ed
 o

n 
da

ta
 a

na
ly

si
s

2.
3

Re
du

ce
 re

fe
rr

al
s 

lo
st

 to
 fo

llo
w

-u
p 

by
 d

ev
el

op
in

g 
an

d 
in

tr
od

uc
in

g 
im

pr
ov

em
en

ts
 to

 e
le

m
en

ts
 o

f 
th

e 
re

fe
rr

al
 s

ys
te

m
.

%
 o

f r
ef

er
ra

ls
 lo

st
 to

 fo
llo

w
 u

p
<4

0%
 o

f r
ef

er
ra

ls
 a

re
 lo

st
 to

 fo
llo

w
-u

p 
by

 Q
4

X
X

X
X

O
bj

ec
ti

ve
 1

: C
on

ti
nu

e 
im

pl
em

en
ta

ti
on

 o
f P

PM
 a

ct
iv

it
ie

s 
in

 p
ro

je
ct

 s
it

es
.

A
ct

iv
it

ie
s

In
di

ca
to

rs
Ta

rg
et

s
Ti

m
el

in
e

Q
1

Q
2

Q
3

Q
4

1.
1

Q
ua

rt
er

ly
 m

ee
tin

gs
 w

ith
 P

H
D

, O
D

,  
an

d 
pr

iv
at

e 
se

ct
or

 p
ro

je
ct

 p
ar

tic
ip

an
ts

.
# 

of
 m

ee
tin

gs
 c

on
du

ct
ed

40
 m

ee
tin

gs
 h

el
d

X
X

X
X

1.
2

M
on

ito
rin

g 
an

d 
re

po
rt

in
g 

of
 P

PM
  

re
fe

rr
al

 a
ct

iv
iti

es
%

 o
f r

ef
er

ra
ls

 b
ei

ng
 e

va
lu

at
ed

 a
t 

pu
bl

ic
 D

O
TS

 fa
ci

lit
y

> 
60

%
 o

f r
ef

er
ra

ls
 re

co
rd

ed
 a

s 
ev

al
ua

te
d 

by
 Q

4 
in

 a
ll 

O
D

s
X

X
X

X

1.
3

O
ng

oi
ng

 tr
ai

ni
ng

 o
f p

ro
vi

de
rs

 in
 th

e 
PP

M
 n

et
w

or
k.

# 
of

 n
ew

 p
ro

vi
de

rs
 tr

ai
ne

d
(s

ee
 ta

rg
et

s 
in

 p
re

vi
ou

s 
ta

bl
e)

X
X

X
X

1.
4

Su
pp

ly
 o

f f
or

m
s, 

to
ol

s, 
an

d 
pr

ov
id

er
  

an
d 

cl
ie

nt
 IE

C 
m

at
er

ia
ls

.
%

 o
f O

D
s 

w
ith

 s
uffi

ci
en

t P
PM

  
m

at
er

ia
ls

 to
 p

er
fo

rm
 ta

sk
s 

w
ith

ou
t i

nt
er

ru
pt

io
n

10
0%

 o
f O

D
s 

ha
ve

 s
uffi

ci
en

t 
m

at
er

ia
ls

X
X

X
X

1.
5

Co
nt

in
ue

 A
CS

M
 te

ch
ni

ca
l a

ss
is

ta
nc

e 
to

 c
re

at
e 

po
lit

ic
al

 
su

pp
or

t f
or

 P
PM

, e
ng

ag
e 

co
m

m
un

ity
 in

 T
B 

co
nt

ro
l, 

an
d 

im
pr

ov
e 

lo
ca

l T
B 

co
nt

ro
l r

es
ul

ts
.

# 
of

 A
CS

M
 a

ct
io

n 
pl

an
s 

 
de

ve
lo

pe
d 

an
d 

im
pl

em
en

te
d 

in
 

pr
oj

ec
t O

D
s

15
 O

D
s 

w
ith

 A
CS

M
 a

ct
io

n 
pl

an
s 

th
at

 a
re

 b
ei

ng
 im

pl
em

en
te

d
X

X
X

X



54  ​l  Public-Private Mix  --   Involving Pharmacies  in TB Control

PPM   A Cambodia Case Study
O

bj
ec

ti
ve

 3
. S

uc
ce

ss
fu

lly
 tr

an
si

ti
on

 P
PM

 a
ct

iv
it

ie
s 

to
 C

EN
AT

, p
ar

tn
er

s,
 a

nd
 lo

ca
l s

ta
ff.

 

A
ct

iv
it

ie
s

In
di

ca
to

rs
Ta

rg
et

s
Ti

m
el

in
e

Q
1

Q
2

Q
3

Q
4

3.
1

Co
nd

uc
t s

ite
-s

pe
ci

fic
 P

PM
 a

ss
es

sm
en

ts
 o

f a
ll 

pr
oj

ec
t s

ite
s.

%
 o

f p
ro

je
ct

 s
ite

s 
w

ith
 s

ite
-s

pe
ci

fic
 

as
se

ss
m

en
ts

 c
om

pl
et

ed
10

0%
 o

f p
ro

je
ct

 s
ite

s 
ha

ve
 a

ss
es

sm
en

ts
X

X

3.
2

M
ap

 P
PM

 p
ar

tn
er

 g
eo

gr
ap

hi
c 

co
ve

ra
ge

 a
nd

 
sc

op
e.

Pa
rt

ne
r m

ap
pi

ng
 a

va
ila

bl
e

A
ll 

pa
rt

ne
rs

 id
en

tifi
ed

, g
eo

gr
ap

hi
c 

co
ve

ra
ge

 n
ot

ed
, a

nd
 s

co
pe

 o
f w

or
k 

su
m

m
ar

iz
ed

X
X

3.
3

En
ga

ge
 a

dd
iti

on
al

 p
ro

fe
ss

io
na

l o
rg

an
iz

at
io

ns
 

in
 T

B 
co

nt
ro

l.
Pr

of
es

si
on

al
 o

rg
an

iz
at

io
ns

 jo
in

in
g 

 
PP

M
 e

ffo
rt

s
CM

A
 a

nd
 C

M
C 

si
gn

 M
O

U
s 

w
ith

 M
O

H
  

to
 s

up
po

rt
 P

PM
 a

nd
 IS

TC
X

X

3.
4

D
ev

el
op

 a
 tr

an
si

tio
n 

pl
an

 in
 c

ol
la

bo
ra

tio
n 

w
ith

 C
EN

AT
, l

oc
al

 p
ar

tn
er

s, 
an

d 
U

SA
ID

.
Tr

an
si

tio
n 

pl
an

 a
va

ila
bl

e 
an

d 
 

im
pl

em
en

te
d

Tr
an

si
tio

n 
pl

an
 c

om
pl

et
ed

 b
y 

Q
2 

an
d 

tr
an

si
tio

n 
co

m
pl

et
ed

 b
y 

Q
4

X
X

X
X

3.
5

Pr
od

uc
e 

a 
fin

al
 P

PM
 to

ol
ki

t w
ith

 a
ll 

m
at

er
ia

ls
 

ne
ce

ss
ar

y 
fo

r e
xp

an
si

on
 o

f t
he

 p
ro

je
ct

.
To

ol
ki

t a
va

ila
bl

e
To

ol
ki

t p
ro

du
ce

d 
co

nt
ai

ni
ng

 h
ig

h-
 

qu
al

ity
 m

at
er

ia
ls

 in
 E

ng
lis

h 
an

d 
Kh

m
er

X
X

3.
6

In
tr

od
uc

e 
th

e 
PP

M
 To

ol
ki

t t
o 

al
l l

oc
al

 p
ar

tn
er

s.
# 

pa
rt

ne
rs

 tr
ai

ne
d 

to
 u

se
 To

ol
ki

t
12

0 
pa

rt
ne

rs
 tr

ai
ne

d 
an

d 
ab

le
 to

 u
se

 
To

ol
ki

t
X

X

O
bj

ec
ti

ve
 4

. 	
Co

nt
ri

bu
te

 to
 d

ev
el

op
m

en
t o

f a
 s

us
ta

in
ab

ili
ty

 p
la

n 
in

 c
ol

la
bo

ra
ti

on
 w

it
h 

CE
N

AT
, d

o 
no

rs
, a

nd
 p

ar
tn

er
s 

 
	

en
ga

ge
d 

in
 s

up
po

rt
in

g 
PP

M
 a

ct
iv

it
ie

s.

A
ct

iv
it

ie
s

In
di

ca
to

rs
Ta

rg
et

s
Ti

m
el

in
e

Q
1

Q
2

Q
3

Q
4

4.
1

Ac
tiv

el
y 

su
pp

or
t c

oo
rd

in
at

io
n 

be
tw

ee
n 

al
l 

PP
M

 p
ar

tn
er

s 
th

ro
ug

h 
th

e 
PP

M
 Te

ch
ni

ca
l 

W
or

ki
ng

 G
ro

up
.

# 
TW

G
 m

ee
tin

gs
 h

el
d 

TW
G

 e
ng

ag
es

 a
ct

iv
el

y 
in

 P
PM

  
su

st
ai

na
bi

lit
y 

pl
an

ni
ng

A
t l

ea
st

 4
 m

ee
tin

gs
 h

el
d

Su
st

ai
na

bi
lit

y 
pl

an
 p

ro
du

ce
d 

w
ith

 s
ig

-
ni

fic
an

t T
W

G
 in

pu
t

X
X

X
X

4.
2

En
su

re
 th

at
 P

PM
 a

ct
iv

iti
es

 re
m

ai
n 

an
 in

te
gr

al
 

pa
rt

 o
f C

EN
AT

 a
nd

 lo
ca

l T
B 

pl
an

ni
ng

  
pr

oc
es

se
s.

N
at

io
na

l P
PM

 S
tr

at
eg

y 
av

ai
la

bl
e

PP
M

 a
ct

iv
iti

es
 in

cl
ud

ed
 in

 A
nn

ua
l 

O
pe

ra
tio

na
l P

la
ns

PP
M

 a
ct

iv
iti

es
 a

re
 in

cl
ud

ed
 in

  
fu

nd
in

g 
re

qu
es

ts

PP
M

 s
tr

at
eg

y 
fin

al
iz

ed
 a

nd
 a

do
pt

ed
 

N
at

io
na

l a
nd

 p
ro

vi
nc

ia
l A

nn
ua

l  
O

pe
ra

tio
na

l P
la

ns
 a

nd
 b

ud
ge

ts
 in

cl
ud

e 
PP

M
 a

ct
iv

iti
es

Fu
nd

in
g 

re
qu

es
ts

 to
 G

FA
TM

 a
nd

 o
th

er
 

do
no

rs
 in

cl
ud

e 
PP

M
 a

ct
iv

iti
es

X
X

X
X

4.
3

D
oc

um
en

t a
nd

 s
ha

re
 b

es
t p

ra
ct

ic
es

 in
 P

PM
.

Be
st

 p
ra

ct
ic

es
 d

oc
um

en
t a

va
ila

bl
e

PP
M

 B
es

t P
ra

ct
ic

es
 in

 C
am

bo
di

a 
 

di
ss

em
in

at
ed

 to
 a

ll 
in

-c
ou

nt
ry

 p
ar

tn
er

s
X

X
X



Public-Private Mix  --   Involving Pharmacies  in TB Control  l  55

PPM   A Cambodia Case Study

Tool 9: Training Agenda 

DAY ONE
Component I: Attitude
Strengthening the Quality of Pharmacies and Depots

Opening Ceremony 45 minutes

Session 1 Introductions, Expectations and Pre-test 1 hour 30  minutes

Session 2 The Role of Pharmacy and Depot Staff in  
Improving People’s Health

2 hours 15 minutes

Session 3 Challenges of Pharmacies and Depots in  
Fulfilling Their Roles

1 hour 30 minutes

Total time without breaks 6 hours

DAY TWO
Component II: TB Technical Information
Public and Private Sector Partnerships in Implementation of DOTS

Session 1 TB Background Information 1 hour 30 minutes

Session 2 TB Diagnosis, Transmission and Prevention, 
and the Relationship between TB and HIV

3 hours 

Session 3 The Referral Process 1hour 15 minutes

Total time without breaks 5 hours 45 minutes

DAY THREE
Component III: Communication
Applying Communication Skills to Improve Client Health

Session 1 Effective Communication Skills 3 hours

Session 2 Communicating with Clients 1 hour 45 minutes

Session 3 Closing ceremony and presentation of  
certificates

45 minutes

Total time without breaks 5 hours 30 minutes
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Tool 10: Supportive Supervision Checklist for Private Providers

Technical knowledge on TB

Do private providers know:

At least three TB symptoms?
Yes	 	No	

TB is curable?
Yes  	 No	

TB is a communicable disease?
Yes	 	 No	

TB is transmitted by coughing, sneezing,  
and/or spitting?
Yes  	 No 

TB can be prevented by covering the mouth and 
nose when you cough and by curing TB patients?
Yes  	 No 

Duration of TB treatment?
Yes  	 No 

TB treatment is free?
Yes  	 No 

How TB is diagnosed?
Yes  	 No	

Causes of resistant TB?
Yes  	 No 

Knowledge of DOTS services

Do private providers know:

Location of health canters and referral hospital 
services?
Yes  	 No 

Location where people are referred  
if presenting with TB-like symptoms?
Yes  	 No 

How to correctly use of referral slip?
Yes  	 No 

To place white and green slips are in the book?
Yes  	 No 

How to fill the slip out completely?
Yes  	 No 

IEC and client materials

Are TB job-aids present?
Yes 	 No 

Are TB posters displayed?
Yes  	 No 

Are TB booklets available?
Yes  	 No 

Technical support needed

If technical support is needed please indicate which 
area:

	 TB: Yes  	 No 

	 Availability of DOTS services in the area: 
	 Yes  	 No 

	 Filling the referral slip: 
		  Yes  	 No 

	 Giving the correct referral slip to the client: 
	 Yes  	 No 

Facility Information

Type of facility (pharmacy, cabinet, lab):

Name and address of facility:............................................

Province:...................................................................................

Name of provider:.................................................................

Number of people participating:

Contact number:...................................................................

Date of visit:.............................................................................

Duration of visit:....................................................................

Name of supervisor:.............................................................

Next appointment:...............................................................
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Supportive supervision action follow-up plan

Description of the 
problem

Opening  
Ceremony

Action Who/Level
Time frame /Status 

updates
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Training Certificate
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