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Mission-CDC Global Chronic
(NCD)

To advance a coordinated global
approach to NCD prevention and
control by leveraging existing
resources, programs and
partnerships to build capacity and
Increase Impact.
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NCD Unit is a portal through which requests/inquiries can come to CDC (not trying to divert existing relationships)
Partners include:
Surveillance Epi and Lab Svcs
Chronic, Env’l and Injury in Office of NCD, Injury and Env’l Health

Illustrates:
-Leading CDC’s global prevention and control strategy through strategic planning and activity prioritization 
- Coordinating planning and communication with external partners, for example dealing with requests from countries 


http://intranet.cdc.gov/cgh/general/bio.htm
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CDC Funds Cancer Programs Across the Nation

States, Territories, Tribes
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National Breast and Cervical Cancer Early Detection
Protection Program

NBCCEDP funds all 50 states, the District of Columbia, 5 U.S.
territories, and 11 American Indian/Alaska Native tribes or
tribal organizations.

National Comprehensive Cancer Control Program
NCCCP supports 50 states, the District of Columbia, 7 tribal
groups, and 7 U.S. Associated Pacific Islands/territories.

National Program of Cancer Registries
NPCR supports central cancer registries in 45 states, the

District of Columbia, Puerto Rico, and the U.S. Pacific Island
Jurisdictions.

CRCCP funds 24 state health departments,
6 universities, and one American Indian tribe.



Cancer Prevention and Control in States, Territories and Tribes

i

The National
Breast and
Cervical
Cancer Early
Detection
Program

The
Comprehensiv
e Cancer
Control
Program

The Colorectal
Cancer Control
Program

The National
Program of
Cancer Registries

T




Breast and Cervical Cancer Screening

Important safety net

The National Breast .
that has provided

and Cervical Cancer

Early Detection >12M screening
Program beganin exams
1991.

ACA increases access
to screening exams

Expanding program to
meet needs of new

public health roles
NATIONAL

Breast & Cervical . CDC’s vision: increase
Cancer Early Detection Program popul ation level

screening rates
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Since 1991… As of April 2015

4.8M women served
>12M screening exams
67,959 breast cancers
3,715 invasive cervical cancers 
171,175 premalignant cervical lesions (40% high grade)


Program Performance (Quality)

Timeliness of Breast Cancer Diagnosis and Initiation of
Treatment in the National Breast and Cervical Cancer
Eany Detection Program 19962005

WP, et

Timeliness of Cervical Cancer Diagnosis and Initiation
of Treatment in the National Breast and Cervical
Cancer Early Detection Program

am Hiowe, BS, W

Conclusions:
“Women screened by the NBCCEDP received diagnostic follow-up and
initiated treatment wnthln pre establlshed program guldellnes
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Richardson L, et al. Timeliness of Breast Cancer Diagnosis Benard VB, et al. Timeliness of Cervical Cancer Diagnosis
and Initiation of Treatment. AJPH. 2010 and Initiation of Treatment. JWH. 2012.



Supporting Organized Approaches to Colorectal
Cancer Screening:

Component 1: Health System Change to
improve and increase CRC Screening

e All 31 grantees are partnering with health systems to
implement priority strategies

Component 2: Direct Screening

e 6 grantees are also being funded to support direct
screening for low-income adults age 50-64.




Comprehensive Cancer Control

The National
Comprehensive
Cancer Control
Program began in
1998.

"

@ Comprehensive
.~ Cancer Control

Collaborating to Conquer Cancer

Supports robust state-,
tribal, territorial-wide
coalitions

Addresses public health
needs of cancer survivors

Plans and implements policy,
systems, and environmental
changes that emphasize
primary prevention of cancer
and supports early detection
and treatment activities

Promotes health equity



National Comprehensive Cancer Control Program
Program Priorities

Emphasize Primary
Prevention of
Cancer J \
Support Early [ Promote Health
Detection and Equity as it relates
Treatment Activities ) . to Cancer Control
Address the Public | ( Demonstrate
Health Needs of outcomes through
Cancer Survivors ) \ evaluation




Population-based Cancer Registries

The National
Program of
Cancer Registries
began in 1992.

I
NATIONAL
PROGRAM

OF CANGCER REGISTRIES
|

45 states, Puerto Rico,
Pac. Islands

NPCR U.S. population
coverage: 96% percent

1.2 million new invasive
cancer cases submitted
to CDC each year

CDC’s Vision: Increase
completeness, timeliness
and usefulness of registry
data
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Health Economics Research on Cancer

INTERAGENCY CONSORTIUM TO PROMOTE

HEALTH ECONOMICS RESEARCH ON CANCER [HEROIC]

PARTNERS
HEROIC partners include the National Cancer Institute, the Centers for Disease Controd and Prevention, the American Cange:
Soclety &, the LIVESTRONG Foundation &, and the Agensy for Healthcare Research and Quality.

Prevalence and Costs of Skin Cancer Treatment
in the U.S., 2002—2006 and 2007 —2011

Gery P. Guy, Jr, PhD, MPH, Steven R. Machlin, MS, Donatus U. Ekwueme, PhD, MS,
K. Robin Yabroff, PhD, MBA
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The annual cost for all
skin cancer treatments
increased by 126%.

—~

Skin Cancer is a serious public health concern.

Use sun protection strategies that work.

Health economics is the study of the
human behaviors and decision-making
that affect health

We can use health economics to inform
cancer control planning by:

0O Estimating the cost of cancer to society

0 Evaluating the value of cancer interventions
and programs

0 Projecting future costs of cancer
treatment and care

For more information on published manuscripts:
http://www.cdc.gov/cancer/survivorship/what cdc is doing/meps.htm



http://www.cdc.gov/cancer/survivorship/what_cdc_is_doing/meps.htm

C O O O

Challenges and Opportunities for Cancer
Control-Themes

Surveillance-limited systems for cancer and NCDs

Primary prevention-more emphasis on strategies
that have large attributable fraction

Early Detection/Screening
= Limited evidence in certain approaches, why are we promoting?
= QOrganized approach
= No linkage to treatment (including invasive cancer)-

Economic and behavioral approaches integral
Emerging technologies in isolation

Capacity

Politics




Opportunities for the Future

Complexity of screening modalities and patient-centered
communication

New and increased use of technology

— Used for population-based approaches rather just individual
based approaches

Aging population
— As baby-boomers age, cancer cases will increase
— Growing number of cancer survivors are living longer
— Multiple chronic conditions
Importance of primary prevention
— Obesity prevention
— Tobacco cessation
— Vaccines




Global Call to Action

 UN High-Level Meeting (HLM) on NCDs, 2011

— 2" disease-specific UN General Assembly Meeting (15
was called for HIV/AIDS, 2001)

— Focused on the 4 primary NCDs and the 4 modifiable risk
factors

« Political Declaration adopted
— Whole-of-government / whole-of-society approach

— Reduce risk factors / increase health-promoting
environments

— Strengthen national policies and health systems

— International cooperation and collaborative partnerships
— Research and development

— Monitoring and evaluation




WHO NCD Global Monitoring Framework

Set of 9 Voluntary Global NCD Targets for 2025

Premature
mortality
S from NCDs
armrul use 4
25% reduction ;
of alcohol ESS:‘I‘IT.IE| MCI;
3 medicines an
10% reduction technologies
80% coverage
Physical
inactivity
10% reduction Drug therapy

and counseling
50% coverage

Salt!
sodium intake
30% reduction

Diabetes/
obesity
0% increase
Tobacco use Raised blood

30% reduction pressure . Martaty and Borbidity
25% reduction i g

#72bxy World Health
%@;“_y Organization

Principles of Cancer Prevention and Control



WHO NCD Global Monitoring Framework

Set of 25 Indicators

Mortality & Morbidity

Unconditional probahility of dying
between ages 30 and 70 year
from cardiovascular diseases| cancer,

diabetes or chronic respiratory diseases

Cancer incidence by type of cancer

*;-% World Health
4. Organization

Risk Factors

Harmful use of alcohol i3
Low fruit and vegetable intake
Physical inactivity i2;

Salt intake
Saturated fat intake
Tobacco use (2
Raised blood glucose/diabetes
Raised blood pressure
Overweight and obesity (2;
Raised total cholesterol

Ictal number oF related indicatoes i Drackeis

25

National Systems Response

Cervical cancer screening
Drug therapy and counseling
Essential NCD medicines & technologies
Hepatitis B vaccine
Hurman Papilloma Virus vaccine
Marketing to children
Access 1o palliative care
Palicies to limit saturated
fats and virtually eliminate
trans fats



Global Status of Cancer Registration and
Vital Registration

HIGHEST ‘_ X b ’ LOWEST
HDOI REGION 4 _—

HDI REGION

Proportion of the regional population covered by
high-quality cancer incidence and mortality data

Northern America Europe

95% 100% 42% |- 18%

by cancer registration by vital registration by cancer registration. — by vital registration

Asia

6% | 3%

by carcef registration by vital registration

Latin America and Caribbean

8% 25%

by cancer registration by vitalregistration

Oceania

18% 74%

by cancer registration by vital registration

0y vital registration

The Cancer Atlas, 2015



Global Initiative for Cancer Registry
Development in Low- and Middle-Income
Countries

0 Regional Hubs
= Technical Support
= Research
= Training
= Advocacy
0 CDC support
= Africa hub
= Asia hub
= Caribbean hub

% of population covered by cancer registries in CI5 Vol IX
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Global Initiative for Cancer Registry
Development

0 Problem: Not enough investment in cancer surveillance?
a Problem: Striving for 100% population coverage

0 Question: How much will this cost to start a cancer
registry, add more cancer registries?

->Need standardized method to conduct cost
assessments of cancer registries in international settings

/ —2>US Economic Analysis of NPCR provided the foundation
o1



Project Goal

Develop an open-access, standardized registry Cost
Assessment Tool (CAT) that can:

1. Assess the current cost to maintain a cancer
registry in a variety of country contexts

2. Estimate the resources needed to improve, expand,
establish a cancer registry

This information can be used to advocate for, and
effectively allocate resources to improve and sustain
cancer surveillance

l\sﬂﬁ: = B, -



Registries Piloting the CAT

Nairobi, Eldoret
Barshi, Mumbai, Chennai
Barranquilla, Bucaramanga, Pasto, Manizales, Cali
Kampala, Gulu
Barbados Nation

Tangka et al, IACR 2015, India



Approach
0 Build on experience with CAT in the U.S.

0 Assess registries in a variety of contexts

0 Adapt the CAT to country setting using a standard
pre-visit questionnaire and input from registry staff

a Pilots, 2012-2015

Kewa 2| ox | ox
maa s x|

Coomva | s | x|
vgana | 2 | x|
| S —

24 ' Tangka et al, IACR 2015, India



25

a

g

a

a

g

Approach

Visit collaborating registries in each country

Develop data collection tool and User’s Guide

Provide training prior to data collection

Provide on-going support during data collection

Analyze and report data back to registry and Ministry

of Health (MOH)

Tangka et al, IACR 2015, India



International Cancer Registries: Percentage
Funded by Host Institution

Gulu, Uganda

Nairobi, Kenya
Bucaramanga, Colombia
Mumbai, India

Cali, Colombia
Manizales, Colombia
Eldoret, Kenya

Pasto, Colombia

Kampala, Uganda

Barranquilla, Colombia

Barbados

[ I [ I
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

Note: Preliminary Comparative Results

Tangka et al, IACR 2015, India




International Cancer Registries: Percentage
Expenditure towards Budget Categories

Gulu, Uganda

Manizales, Colombia |

I

|

R

Eldoret, Kenya | |

Kampala, Uganda

Barshi, India

Pasto, Colombia L—LA—

Barbados | b

Barranquilla, Colombia
Nairobi, Kenya

Cali, Colombia | I'h—

Bucaramanga, Colombia

Mumbai, India
I I I I I I I I I I
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

» Labor ®=Consultants ~CompTravTrain = Software ~Indirect

Note: Preliminary Comparative Results

Tangka et al, IACR 2015, India




Being part of the NCD surveillance team

How can surveillance across NCDs be raised?




The Barbados National Registry:
Overview

Barbados National Registry

 Operated by the Chronic Disease Research Centre of The
University of the West Indies

e on behalf of the Barbados Ministry of Health (MOH)

e Population-based, multi non-communicable disease
(NCD) registry

— Stroke (July 2008) |
Prospective, paper-based
— Heart (July 2009)
— Cancer (July 2010) Retrospective, electronic

31 On behalf of the Barbados Ministry of Health
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Barbados National Registry: Cost per Case of
Variable and Fixed Activities (USD)

Cancer CVvD

Registry Registry Comments

Cancers - 2008; CVD (Stroke and

Incident Cases 1.204 1051 Acute Myocardial Infarction) - 2013

Variable Cost per Case Cost of collecting one additional
$) 90 185 case
Semi-Variable/Fixed Cost Shared fixed cost reduces overall
per Case ($) 101 134 cost for each registry

Note: Preliminary analysis of Barbados cost and resource use data

On behalf of the Barbados Ministry of Health



CANCER SCREENING




Goal of Cancer Screening Programs

* Decrease morbidity and deaths from cancer
* To do this, all steps of the screening program

. . Positive:
must be functional and effective Further Diagnosis
and/or Treatment
Accurate,
Acceptable,
Individual is Individual Seeks and Reliable Result and
Aware of or is Invited to Screening Recommendation
Screening Screening Performed Conveyed by HCP Follow-up
Based on
Recommendation

Negative:
Advise to Re-Screen
according to test
results



Early Diagnosis

* Diagnosing cancer soon after symptoms develop (i.e. at an earlier
stage of disease) when the chance of a cure is more likely

Cancer
\»@5‘*\ diagnosed at
Population with earlier, more
early symptoms # Diagnostic test(s) treatable stage
of cancer seeks
healthcare ltog,

> No cancer

Principles of Comprehensive Cancer Control Programs
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=
Best Buys for Cancer Screening in Low and

Middle Income Countries

e Cervical

 Breast (still debate)
e Colorectal

« Stomach (Asia)

e Oral (among heavy tobacco smokers and those
with other risk factors)

e Generally,
— Prostate cancer is not considered a best buy

— Lung cancer-is emerging topic area but still
~_____not established in Europe
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Fundamental Elements of a Cancer Screening Program

A stable budget sufficient for ongoing costs of all of the services
required to deliver the program

A central administration with responsibility for screening, policy and
coordinating all elements in the screening process , including recall,
f/lu and monitoring, and quality assurance

A central screening registry or linked registries to record screening
and diagnostic tests for call, recall, tracking, and screen positive and
guality assurance

Access to cancer registry for quality assurance and audits

Evidence-based training standards, clinical guidelines, and
performance indicators

A comprehensive policy for quality assurance to cover the entire
range of screening process

Education programs for the general public and health care
professionals

Mechanisms to identify and recruit disadvantaged persons among
target population




verview of Colorectal cancer
creening programs

Priputamon based Srganasd, rl-su orgeing
Pouiman aanad crpanaed, -

ot o

No screening or ;ﬂtnwn

No screening or unknown
Opportuni gFOBTI/FIT-based
Opportuni: colonoscopy (+gFOBTIFIT)
Population-based organised, pilot
B Population-based organised, roll-out ongoing
I Population-based organised, roll-out complete

jani -out ongall
[l Population-based o;ganlud. rofl-out compm

X et al, Gut 2015
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Although numerous Central and South American countries have national guidelines in place for CRC screening, very few national screening programmes have been implemented.109 ,110 The current infrastructure in many countries is lacking to support a full organised screening programme. In addition, very little is done to raise awareness in most regions including Venezuela, Bolivia, Peru, Columbia and Costa Rica. As a result, many of those diagnosed with CRC in these regions are identified after the disease has metastasised.109

For example, in Brazil, screening colonoscopies for those aged 50 years and older have been approved by the Ministry of Health, but uptake remains low.109 Numerous CRC pilot programmes have begun in various municipalities. One example is the programme by the Brazilian Association for Colorectal Cancer Prevention, developed in Sao Paulo.111 Starting in 2006, those 40 years and older at average risk were screened with FIT. Of the 4567 kits that were distributed between August 2006 and March 2007, 79.7% were returned and analysed. Positivity rates were approximately 10.7%.112

Some success was seen with Argentina's CRC screening programme in urban areas of the country.113 The programme will next be piloted in rural regions of the country.109 In Uruguay, a CRC pilot programme was launched in 1996 for those at average risk. Persons aged 50 years or older were screened with FIT and followed up with colonoscopy.72 Between June 1997 and July 2004, 90.1% of the 11 734 persons enrolled in the CRC screening programme completed a FIT. Of these, 11.1% had a positive test. 



Important Patterns

QO Europe

= Most countries with organized screening program use non-
iInvasive CRC tests

= Many eastern Eurpoean countries have no organized screening
programs

= Even some organized screening programs like France have poor
uptake rates




Role of front line providers

 Most organized programs are successful
because they can use primary care health
system rather than specialists

 Allied professionals such as community
health care workers can increase
awareness, coverage

Principles of

Comprehensive Cancer



HPV Vaccination

o HPV vaccination available
= Low coverage in the United States

= High coverage in Australia
« Early impact on high grade lesions
* Might change the way we look at screening in Australia

0 GAVI-eligible countries most likely to benefit
= Rwanda-has shown high coverage

0 Middle-income countries —in pilot phase
= Waiting for cost to come down

0 Investment in infrastructure of screening vs.
vaccination?




Technical Assistance: Thailand

Thai Partners/
Collaborators :

= National Cancer Institute
= Ministry of Public Health
= BRFSS team

Projects:
= Demonstration project of

HPV testing for primary
cervical cancer screening in
one province

Examination of efficiency of
follow-up/treatment in women
with abnormal Pap smear
results in one province

Analyses of Thai BRFSS
2005 and 2010 data on
cervical and breast cancer
awareness/screening



Increasing Cervical Cancer Screening In

US Pacific Islands

= Cervical cancer screening and prevention efforts in
USAPI are supported by:

— CDC'’s National Breast and Cervical Cancer Early Detection
Program (American Samoa, CNMI, Guam and Palau)

— Title X Family Planning — all 6 USAPI
— Community Health Centers (HRSA) — all 6 USAPI
— Maternal and Child Health Block Grant — all 6 USAPI

= The US Affiliated Pacific Islands / Jurisdictions have
lower cervical cancer screening coverage than US
mainland (~30-55% vs 83%) and higher cervical
cancer incidence (~20.6 vs 9.9 cases/100,000)"

L ACOG Committee Opinion, 2015




Cervical Cancer Screening in USAPI

= Cervical cancer screening programs in USAPI adopt
the same guidelines as used on US mainland:
— Pap-smear screening every 3 years for women aged 21-65

— For women aged 30-65, co-testing with Pap smear and HPV
test every 5 years

= Pap smear-based testing in USAPI has limitations:

— High costs for testing, particularly shipment costs of Pap
smears for processing outside the islands

— Delays in receiving Pap test results

— Lack of transportation to clinics for multiple screening/follow-
up Visits

These challenges are magnified in remote outer islands




Previous CDC work in USAPI

In 2010, we examined knowledge, awareness and
practices for cervical cancer screening among health
care providers in the USAPI

The + ...
ncologist

Current Cervical Cancer Screening Knowledge, Awareness, and
Practices Among U.S. Affiliated Pacific Island Providers:

Opportunities and Challenges

JULIE S. TOWNSEND,? ANALIA ROMINA STORMO,? KATHERINE B. ROLAND,? LEE BUENCONSEJO-LUM,® SUSAN WHITE,? MONA SARAIYA?

Centers for Disease Control and Prevention, Division of Cancer Prevention and Control, Atlanta, Georgia, USA; bDepartment of Family
Medicine and Community Health, John A. Burns School of Medicine, University of Hawaii, Honolulu, Hawaii, USA
Disclosures of potential conflicts of interest may be found at the end of this article.

Key Words. Uterine cervical neoplasms * Cancer screening * Pacific Islands ¢« Female * Early detection of cancer

Papillomavirus infections * Diagnosis * Prevention and control
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Previous CDC work in USAPI -(2)

An Expert Panel Meeting was held in 2013 to examine
cervical cancer screening strategies in low-resource
settlngs like the USAPI

"% The American College of
2 Obstetricians and Gynecologists
7 WOMEN'S HEALTH CARE PHYSICIANS

COMMITTEE OPINION

Number 624 e February 2015

Committee on Health Care for Underserved Wmnen
This information should not be construed as dictating an exclusive course of tremment or procedure to be followed.

Cervical Cancer Screening in Low-Resource Settings
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Goals for Demonstration Project

= To examine the feasibility, acceptability and cost-
effectiveness of implementing additional cervical cancer
screening strategies (primary HPV or Visual inspection)
In the USAPI

= To improve data systems for tracking cervical cancer
screening and prevention efforts

= Develop protocols and policy standards for additional
screening strategies

= August 2015 - July 2016: Planning Phase for
Demonstration Project




CAPACITY




olligence Service
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Photo descriptor:�EIS officers often are first on the scene when a public health emergency occurs as shown by this EIS officer obtaining a specimen during CDC’s emergency response to the 2010 Tennessee flood.

EIS is a 2-year postgraduate fellowship that provides training in applied epidemiology for health professionals interested in public health.
EIS trains through hands-on assignments and mentoring.
It provides opportunity to gain applied, front-line public health experience
EIS is modeled on traditional medical residency program.
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Photo descriptor:�Regardless of background and training, EIS officers gain a variety of frontline experience, as shown by this photo of an EIS officer performing a tick check during an outbreak investigation. ��EIS officers are selected from among hundreds of physicians, doctoral-level scientists, veterinarians, nurses, and other healthcare professionals with MPH or equivalent degree. ��A recent class consisted of 78 new officers: 44 physicians, 26 doctoral-level scientists, 6 veterinarians, and 2 nurses. Of the new officers, 75% were female and 10 were citizens of other countries.�
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Photo descriptor:�During a public health emergency, CDC may activate the Emergency Operations Center to manage the response. EIS officers are deployed to the Emergency Operations Center at CDC headquarters in Atlanta to provide epidemiologic support. 

Approximately 75% of EIS officers are assigned to CDC headquarters in Atlanta or campuses across the United States. These include, Anchorage, Alaska; Fort Collins, Colorado; Hyattsville, Maryland, San Juan, Puerto Rico, and other locations.  ��EIS officers assigned to CDC gain experience in specific diseases or conditions. Additionally, they gain experience in surveillance, investigation, and policy development. �


EIS Officers Across the Country

LOCATIONS
B State and territorial health departments {33)

@ City, county, tribal, and federal partners (10}

CDC headguarters and campuses (115)

2014 and 2018 EIS classes (158 officers) m
Effective Tuly 1, 2018
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Map descriptor:
The 2014 and 2015 EIS classes include 158 officers, with
33 officers assigned to state and territorial health departments
10 officers assigned to city, county, tribal, and federal partners
115 officers assigned to CDC headquarters and campuses �


Field Epidemiology Training
Program

(FETP)

o U.S. EIS (1951)
0 Canadian FETP (1976)
o Thailand FETP (1980)

0 CDC helped establish 65
FETPs, trained more than 3,100
graduates from 72 countries
with 80% working in home
government, many in
leadership positions




FETP Objectives

a Train public health personnel in applied
epidemiology to provide subject matter experts to
the MOH to support epidemiologic services to
national and sub-national levels

o Strengthen capacity to:

respond to public health emergencies
build and evaluate reliable surveillance systems
conduct research activities on priority public health problems

Improve communications and networking within the country
and throughout the region

eventually take ownership of FETP




FETP Structure

o Trainees

QO physicians, laboratorians, veterinarians, nurses,
pharmacists, scientists, and sanitarians

a Training Model
0 Closely supervised, on-the-job, competency-based
training
0 25% classroom; 75% field

0 Some programs connected to School of Public, conferring an
MSc Epi or MPH

0 All receive a certificate of completion

o Career Path

0 Trainees assigned to positions that provide epidemiologic
and public health service to MOH
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Non-Communicable Disease (NCD)

FETP-NCD focus started in 2010 in 5 countries
Over 300 FETP residents trained in-country

Curriculum developed

General NCD

Tobacco, Cancer, Road Traffic Injury, Toxicology,
Tobacco, Disaster Response, Maternal and Child

Health, Vital Statistics
Minigrants support field work with SME
mentorship
Increasing interest in NCDs

~500 NCD abstracts submitted (2010-2015)



Presenter
Presentation Notes
With funding from former Senator Tom Harkin, FETP received $2.4 million to support NCD work in China, Tanzania, Jordan, Colombia, and Thailand from 2010-2013.  Beyond our targeted support there’s ongoing interest in NCDs with 474 NCD abstracts submitted over the past 5 years to TEPHINET or EIS conferences from 70% of the 60 FETPs.


Challenges

Recruiting residents to focus on NCDs

ldentifying in-country NCD mentors for
residents

Some FETPs uninterested in NCDs

Restrictions to use PEPFAR funding for
NCDs

Limited NCD career opportunities for
residents in MoH



Presenter
Presentation Notes
We’ve identified several challenges, each of which should be surmountable.  Many programs have expressed difficulty in recruiting residents for a 2 year NCD focused position, so we’ll be working on a recruitment package.   There are few in-country mentors within small or non-existent Ministry NCD Directorates, supporting our need to train mentors and ensure supervision of FETP residents whenever possible on ATL-SME field work, including tethering of EIS Officers.   A few FETPs are not interested in NCDs believing the program exist to train infectious disease epidemiologists.   And we are limited by FETP infectious disease funding lines, 99% of the budget from PEPFAR, DTRA, BEP, GDD, Influenza, and Malaria with tight restrictions on how funds can be used.  Of these PEPFAR is becoming the restricted.  We hope that private foundations can assist in the short term, such as Bloomberg.   And a current injury resident in Kenya funded by the Global Alliance for Clean Cookstoves.  And finally there are limited post-graduation career opportunities within Ministries of Health, which demands fellowship opportunities as provided for tobacco and MCH by Gates 2 years ago in Kenya and Uganda. 


Politics

0 Global Diplomacy
0 Congress and CDC

2 Limited resources for Noncommunicable disease
globally-
= Sustainable support?
= Alittle goes a long way




Thank you

For more information please contact Centers for Disease Control and

Prevention
1600 Clifton Road NE, Atlanta, GA 30333
Telephone, 1-800-CDC-INFO (232-4636)/TTY: 1-888-232-6348

E-mail: cdcinfo@cdc.gov Web: www.cdc.gov

The findings and conclusions in this report are those of the authors and do not necessarily represent the official
position of the Centers for Disease Control and Prevention.

National Center for Chronic Disease Prevention and Health Promotion
Division of Cancer Prevention and Control
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