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Stopping Tuberculosis in India: Phased Expansion and the Graveyard of Innovation—Instructor Guide

PURPOSE
This guide supports teaching of the TB India case study in courses on public health practice, program management, global health, or implementation science. The case illustrates the difference between pilot projects and phased expansion—and why the difference is not merely tactical but structural. ‘Pilot projects are the graveyard of innovation’: not because pilots produce bad evidence, but because they produce evidence under conditions that do not predict performance at scale. Styblo’s three criteria for Phase 1 design address the specific failure modes that make pilots dead ends. The India tuberculosis program shows how those criteria work in a high-burden, low-resource setting—and what speed of scaling is sustainable without losing the quality that made Phase 1 results meaningful.
COURSE FIT AND SUGGESTED USE
Best fit: global health, public health practice, program management, implementation science, or introduction to public health.
Level: upper-level undergraduate or graduate.
Time: one 60-minute session. Can extend to 90 minutes with small-group scaling simulation.
Placement: works best after students have read Chapter 4 of The Formula for Better Health and have been introduced to basic concepts of program implementation.
LEARNING OBJECTIVES
By the end of the session, students should be able to:
• Explain why pilot projects systematically fail to predict performance at scale and distinguish them structurally from phased expansion.
• Apply Styblo’s three Phase 1 criteria to a program and identify which failure each criterion prevents.
• Analyze the costs of scaling too fast and too slow and describe how to navigate the tension between speed and quality.
• Describe what a Phase 1 program must produce—beyond outcome data—to serve as a genuine foundation for Phase 2.
• Apply the phased expansion framework to a contemporary public health program.
SESSION STRUCTURE (60 MINUTES)
0–5 min — Opening: ask two students to read preparation question responses. Note the range of answers.
5–15 min — Brief lecture: pilot vs. phase, the three criteria, and the speed question.
15–35 min — Full-class discussion on the two questions.
35–55 min — Small-group scaling simulation.	
55–60 min — Synthesis: what does Phase 1 need to produce?
Opening (0–5 min)
Ask two or three students to share their preparation question responses. The goal is to surface both the intuitive case for speed and the structural case for phasing—and to hold the tension between them throughout the session. 
Brief Lecture: Pilot vs. Phase and the Three Criteria (5–15 min)
Cover these points concisely. Students have read the handout; this is framing, not repetition.
• The structural difference: A pilot asks whether it works. A phase presumes it does and commits to expansion. The difference is not in evidence quality—it is in institutional commitment. Phase 1 presumes Phase 2 not as a hope but as a structural fact of the program design.
• Why pilots fail: Pilot conditions—selected sites, special staff, intensive supervision—are not predictive of scale conditions. The pilot that succeeds in the best district with the best manager does not tell you what will happen in the forty-seventh district with an average manager. Phase 1 is designed to answer a different question: what conditions make this transferable?
• The three criteria: Multiple locations (tests transferability, not idiosyncratic success). Strong leaders (gives the model its best chance; weak management produces uninterpretable results). Accessible for supervisory visits (enables joint learning—the program discovers what Phase 2 needs to know).
• The speed question: Scaling too fast thins management and loses quality. Scaling too slow loses political momentum, staff motivation, and institutional support. The right speed is determined by when Phase 1 has produced transferable knowledge and enough trained managers to lead Phase 2 districts—not by a political deadline or an arbitrary calendar.
Core framing: What must Phase 1 produce? Not just outcome data—management capacity, transferable knowledge, and institutional commitment. A Phase 1 that produces excellent outcome data but no trained managers who can lead Phase 2 districts is not a foundation for scale. The three criteria are designed to ensure that Phase 1 produces all three.
DISCUSSION QUESTION GUIDANCE
Preparation question (repeated from handout): In the early 1990s, India had an estimated 500,000 tuberculosis deaths per year. A technically sound treatment approach existed. Why did scaling require a phased approach rather than immediate national implementation? What would have happened if the minister of health had simply ordered all districts to implement the program simultaneously?
Strong responses will identify the specific operational constraint: a simultaneous national rollout would have thinned management capacity below the level needed to maintain quality, overwhelmed drug supply chains, and made supervisory visits impossible at the required frequency. Weaker responses will identify size or coordination complexity without specifying the mechanism — push those students toward the question of what, concretely, fails first. On the "what would have happened" half of the question: look for students who recognize that a program deployed at too-thin management capacity doesn't announce its failure — it produces quietly poor results that are averaged into aggregate statistics, making the failure invisible until the damage is done. 
Question 1 — The Three Criteria
Discussion question: What distinguishes Styblo’s three Phase 1 criteria from the criteria you would expect a conventional pilot project to use? What failure does each criterion prevent?
Students typically understand the ‘multiple locations’ criterion intuitively but underestimate the other two. Push on the strong manager criterion: the conventional pilot selects the best site to maximize success rates and produce the most impressive results. Styblo selected for strong managers—not favorable sites—specifically to create transferable knowledge. A program that succeeds in the best site with the best conditions cannot answer whether it will succeed in an average site with an average manager. Ask students: what is the difference between selecting for favorable conditions and selecting for strong management?
On the accessible supervision criterion: push students past ‘better quality control’ toward the specific mechanism. Phase 1 supervision is joint learning, not inspection. The program leader who visits weekly learns things that reports do not contain: the outreach worker who is discouraging patients from seeking treatment, the drug supply interruption that isn’t documented, the community barrier that requires a protocol adaptation. This learning is what makes Phase 2 realistic rather than aspirational.
A good synthesis question: If a Phase 1 program meets all three criteria, what does it produce that a pilot project cannot? The answer should include: evidence of transferability (not just effectiveness), trained managers who can lead Phase 2 districts, operational knowledge that could only be discovered through real-world implementation, and institutional commitment to expansion built into the program structure.
Question 2 — The Speed Tension
Discussion question: A health minister argues that the evidence from Phase 1 is sufficient to justify immediate national scale-up and that every additional year of phasing represents preventable deaths. How would you respond using the framework from Chapter 4? Under what conditions would immediate scale-up be justified?
This is the hardest question in the case—and the one with the most direct policy relevance. The minister’s argument is not wrong: every year of delay is preventable deaths. The phasing argument must engage that reality, not avoid it.
The framework’s response: the costs of scaling too fast are also preventable deaths. A program scaled beyond its management capacity will have poor treatment success rates; patients who fail treatment are more likely to develop drug-resistant TB; drug-resistant TB is harder and more expensive to treat; a program that scales fast and produces poor results is harder to recover than one that scales carefully and achieves consistent quality. The argument for phasing is not that speed is wrong but that speed without management capacity produces worse outcomes than the alternative.
The conditions under which immediate scale-up would be justified: when the program has already produced trained managers for every district that will receive the program, when drug supply and laboratory capacity are confirmed at national scale, and when supervisory coverage can be maintained across the expanded program. In practice, these conditions are rarely met simultaneously—which is why phasing is the default, not the exception.
Ask students: How would you maintain the health minister’s belief in the goal while arguing for a more careful pace? This connects the session to Chapter 4’s broader theme: cultivated optimism requires framing careful expansion as protecting the achievement, not delaying it.
SMALL-GROUP DISCUSSION GUIDANCE
Applying the Criteria
Discussion scenario: Apply Styblo’s three Phase 1 criteria to a public health program you know or have studied. Does it meet all three? What would it take to redesign the program to meet all three?
For each criterion: push past ‘yes it has multiple sites’ to ‘are those sites genuinely varied, or are they all the same kind of location?’ and ‘were leaders selected for their track record of adaptation, or for their willingness to participate?’ The criteria are qualitative tests, not checklists.
Scaling Simulation
Discussion scenario: You are the health minister’s advisor. Phase 1 results in five districts are strong. The minister wants to scale to the entire country within twelve months. You believe this is too fast. Make the case for a more measured pace using the phased expansion framework.
Push groups toward specificity: not ‘we need more time’ but ‘in twelve months, we can have trained managers for twenty districts, confirmed drug supply for twenty districts, and supervisory coverage for twenty districts. Here is the timeline for the remaining twenty.’ The minister’s political concern is that phasing looks like delay; the counter-framing is that phasing protects the Phase 1 results from being diluted.
Connect to Chapter 4’s Rosling both/and: Phase 1 results are real and worth celebrating. Phasing is how you ensure those results are replicated, not averaged out. The goal is scale that works—not scale that dilutes.


POST-CLASS SYNTHESIS
Distribute to students after the session.



Lessons from TB India and Phased Expansion


• Pilot projects are the graveyard of innovation because they answer the wrong question. A pilot asks whether something works under favorable conditions. This is a necessary question but not a sufficient one. The question that determines whether an intervention saves lives at scale is whether it can be transferred to real conditions, with average managers, in an average health system—and whether the institutional commitment exists to make that transfer happen. Styblo’s phased approach is designed to answer that question, not the pilot’s question.
• Phase 1 is designed to produce three things, not one. The obvious output of Phase 1 is outcome data: treatment success rates, case detection rates, adherence figures. But Phase 1 must also produce management capacity (trained managers who can lead Phase 2 districts), transferable knowledge (operational learning that could only come from real-world implementation), and institutional commitment (a pre-committed Phase 2 timeline that begins during Phase 1). A Phase 1 that produces only outcome data is a pilot with a different name.
• The three criteria are failure-prevention mechanisms, not checklists. Multiple real locations prevents idiosyncratic success from masquerading as transferable evidence. Strong managers prevents uninterpretable results from ambiguous implementation. Accessible supervision enables joint learning that reports cannot capture. Each criterion is designed to prevent a specific failure mode. Meeting all three does not guarantee success—but failing to meet any one creates a predictable failure.
• Speed is a variable to manage, not a default to maximize. The minister’s instinct to scale immediately represents a real cost—preventable deaths during the phasing period. That cost is real and must not be dismissed. The counter-argument is equally real: scaling beyond management capacity produces poor outcomes that are harder to recover than a slower expansion would have been. The right speed is determined by when Phase 1 has produced the management capacity and operational knowledge that Phase 2 requires—not by political pressure or arbitrary deadlines.
• Cultivated optimism frames careful expansion as protecting achievement, not delaying it. Chapter 4’s treatment of belief applies directly to the speed tension: the goal is to maintain a team’s conviction that scale is achievable while arguing for a pace that makes it real. The framing is not ‘we cannot go faster’ but ‘going faster would dilute what we have achieved, and Phase 2 must protect it.’ The Phase 1 results are proof of concept; phased expansion is how that proof becomes population health.
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