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How Many Did You Cure? Styblo, HEARTS, and the Power of Simplicity—Student Case Handout

REQUIRED READING
• Frieden, Thomas R. The Formula for Better Health: How to Save Millions of Lives – Including Your Own. MIT Press, 2025. Chapters 4 and 6: Believe in a Healthy Future; Simple, Scalable Solutions
PREPARATION QUESTION
Before class, write two to three sentences in response to: In January 1993, Karel Styblo asked a simple question: ‘Of the 3,811 patients with tuberculosis diagnosed in New York City last year, how many did you cure?’ The tuberculosis program director could not answer. What does not knowing this number reveal about how the program was being managed—and what would it mean to run a program where every responsible official could always answer that question?
THE QUESTION
It was January 1993. Tom Frieden had been head of the New York City tuberculosis control program for six months. Karel Styblo, the Dutch physician, visited to assess the program.
Styblo asked: “Of the 3,811 patients with tuberculosis diagnosed in New York City last year, how many did you cure?”
Frieden did not know. He was deeply ashamed.
Styblo’s lesson was short and absolute: “Tuberculosis control is really very simple. Just one rule: No cheating. Every patient in your area, you are responsible for their outcome.”
This question—and the shame of not being able to answer it—changed the direction of the New York City tuberculosis program, reversed the worst drug-resistant TB epidemics in American history, and eventually shaped the approach to controlling hypertension around the world. The question seems simple. What makes it powerful is what it demands: not data, not reports, not indicators—but accountability for every person.
WHY THE NUMBER MATTERS
The New York City tuberculosis program had data. It had case counts, treatment reports, staff hours, budget figures, and quarterly summaries. What it did not have was the answer to Styblo’s question.
This is the difference between inputs and outcomes. Inputs tell you what a program did: how many patients were enrolled, how many visits were made, how many pills were dispensed, how many dollars were spent. These are process measures—they document the program’s activity. They do not tell you whether the activity worked.
Outcomes tell you what happened to the people the program was supposed to help. How many patients completed treatment? How many were cured? How many were lost to follow-up? How many died? These questions are harder to answer, because they require tracking each patient through a full course of treatment, not just documenting initial enrollment. They also require accepting responsibility for the ones who were lost—not treating failure as an administrative category but as a human one.
Styblo understood that the most important fact is not the number of patients enrolled but the proportion of all patients who were cured. Most programs measure the number. The number rises when more patients are enrolled, even if the program is getting worse at actually curing them. The proportion falls when the program loses patients, even if total enrollment rises. Only the proportion reveals whether the program is actually working.
The day after Styblo’s visit, the New York City program began quarterly cohort reviews—reviewing the outcome of every patient diagnosed in every part of the city, every quarter. The first reviews were devastating. Patient after patient had been lost to follow-up. The team left those sessions in tears. But then they did whatever it took: outreach workers went to park benches, homeless encampments, abandoned buildings. They helped patients with social needs, not just medical ones. These were the frontline heroes who reversed the TB epidemic. Within years, New York City was curing nearly all of its TB patients.
THE INSULT THAT WAS A COMPLIMENT
Years later, Dr. Fabio Luelmo—who had worked with Styblo in India and encouraged Frieden’s own work there—attended a World Health Organization meeting to establish an evaluation system for tuberculosis control. Other participants proposed a long list of process indicators: how many patients were seen, by whom, how many times, with what training, using what materials. These input measures were, the argument went, what programs could actually control and document.
Luelmo insisted that the focus be the cure rate. Health centers could choose to track additional information if they found it useful to improve their cure rate. But the cure rate—the outcome of every patient—was the measure of accountability.
As he walked out of the contentious meeting with another participant, she sneered what she thought was an insult: “Oh, you’re one of those ‘outcome’ people.”
She was right. Luelmo was an outcome person. So was Styblo. Being an ‘outcome person’ means refusing to accept activity as a substitute for result—refusing to let a program declare itself successful because it ran, when the real question is whether it helped.
The process-indicator advocates had a point: process measures are controllable. A program manager cannot guarantee that every patient will be cured; she can guarantee that every patient is contacted for a follow-up appointment. If you hold managers accountable for outcomes they cannot fully control, you may produce discouragement or gaming. This is a real concern.
But the outcome-people’s answer is equally real: if you hold managers accountable only for inputs, they will optimize inputs. They will enroll more patients, conduct more visits, and distribute more materials—regardless of whether any of this helps. The program will be active and ineffective. And the patients who were not cured will be invisible, because the system is not designed to find them.
SIMPLICITY
Styblo’s contribution was not just the question—it was the system. The prospective cohort review, tracking the outcome of every patient diagnosed, is deceptively simple. A register with columns for patient name, diagnosis date, treatment dates, and outcome. A quarterly review of every patient whose outcome is missing. A calculation of the proportion cured.
A complex information system—with dozens of indicators, multiple reporting levels, and specialized software—requires resources to maintain, staff to interpret, and administrators to manage. In health systems with constrained capacity, complexity becomes an excuse for incompleteness. A simple system has no such excuse. Every patient: Completed or not.
This principle—that simplicity enables scale, and complexity prevents it—is Chapter 6’s central argument. Only simple approaches are likely to be implemented reliably in the field, across thousands of sites, with staff of varying training and motivation. A brilliant protocol that requires a specialist to execute will not reach the millions of people who need it. A simple protocol that a trained community health worker can execute will.
FROM TUBERCULOSIS TO HYPERTENSION: THE HEARTS STORY
Styblo’s approach to tuberculosis control worked. Hypertension is the world’s leading killer. More than one billion people have high blood pressure. Every year, among those billion people, more than ten million die—from heart attacks, strokes, kidney failure, and dementia. At most 20 percent of people with hypertension have it under control globally. Hundreds of millions of patients are seen by doctors and nurses who advise them to eat better, exercise more, and come back in three months. Most do not come back. Of those who do, very few have controlled their blood pressure. Programs almost never track what actually happened to the patients they advised to change their habits—the basic Styblo question applied to hypertension.
The HEARTS technical package—Healthy-lifestyle counseling, Evidence-based treatment protocols, Access to essential medicines and technology, Risk-based management, Team-based care, and Systems for monitoring—adapted Styblo’s principles to hypertension. The most important change was simplicity: instead of multiple medication choices with complex dosing algorithms, a simple, standardized treatment protocol. Two blood pressure readings before starting treatment. A fixed-dose combination pill to reduce pill burden and error. A register tracking every patient’s outcome. Focus on the single indicator of the number of patients on treatment with controlled blood pressure and the proportion of all people in the catchment area with hypertension. This simple policy now used in more than forty countries.
DISCUSSION QUESTIONS
1. Styblo’s question revealed that the New York City tuberculosis program measured inputs rather than outcomes. What is the difference between input-focused and outcome-focused program management? Why do programs default to input measurement, and what does it cost them?
2. Luelmo was called an ‘outcome person’ as an insult. What is the strongest case for process and input indicators? Under what circumstances are process measures appropriate, and when do they become a substitute for accountability?
3. The HEARTS package requires simple, standardized treatment protocols. What is the public health justification for standardization?
SMALL-GROUP DISCUSSION TOPICS
1. Select a public health program you know. What is Styblo’s question for that program—the single outcome question that every responsible official should be able to answer at any time? Does the current measurement system answer it? If not, what would be required to redesign the system so that it does?
2. Design the simplest possible monitoring system for a hypertension control program in a health system where physician time is scarce, laboratory capacity is limited, and reliable internet access is intermittent. Your system should answer Styblo’s question for hypertension. What is the minimum data you need, who collects it, and how does it reach the person who can act on it?
The Formula for Better Health  ·  MIT Press, 2025  ·  theformulaforbetterhealth.net/formulateaching
