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EXECUTIVE SUMMARY

To safeguard and promote the health of its citizens, every
country must have effective field epidemiology capacity. To
that end, in 1980, the US Centers for Disease Control and
Prevention (CDC) began supporting the development of

Field Epidemiology Training Programs (FETPSs) in countries
throughout the world. This initiative has grown in importance
since then, as many countries and regions with inadequate
public health capacities face public health threats of increasing

scope and complexity.

The FETP initiative has been enormously successful, such that
after 38 years of steady investment by CDC, other US Govern-
ment agencies, the World Health Organization, the European
Union, individual countries, philanthropic foundations, and
others, there are now 86 FETPs serving more than 160 coun-
tries throughout the world. While initially conceived simply as
a training program producing field epidemiologists, over the
years, it has become clear that the impact of the program is far
greater, and more important, than the number of its graduates.
The defining essence of the program today is the provision

of critically-needed public health and global health security
services, through a mentored, learn-by-doing approach that
improves the effectiveness of the workforce and systems re-

quired to provide those services.

However, as the number and variety of programs has grown,
a variety of challenges to continued progress have emerged,

including the slow pace of in-country institutionalization of

the FETPs; program quality assurance; securing adequate,
sustainable funding; assuring a career path for FETP graduates;
specifying evidence-based targets for field epidemiology
capacity; updating and enhancing the FETP curriculum and the
larger FETP system; and mobilizing FETP graduates and fellows
in support of international response to epidemics and other

public health emergencies.

To provide an opportunity to address these challenges, the
Task Force for Global Health convened a meeting of key
leaders and partners from across the globe working to develop
effective global field epidemiology capacity. The meeting was
held on June 11-15, 2018 at the Rockefeller Foundation Bellagio
Center. The goals of the meeting were to craft a guiding, long-
term vision of the global FETP initiative; clarify the roles and
responsibilities of the various partners in this effort; harmonize
the goals and expectations of funders and implementers; and
assure effective in-country organizational integration and
sustainable long-term funding for this global capacity-building

effort.

After first reviewing the history of the FETP initiative and iden-
tifying current strengths and challenges, the group developed
the following statement to serve as our guiding vision: Every
country in the world has the applied epidemiology capacities
needed to protect and promote the health of its own popula-

tion, and to collaborate with others to promote global health.
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The group also recognized that what had begun as a relatively
small CDC grant program has now grown into a complex,
multi-partner undertaking to improve public health and global
health security by developing applied epidemiology capacity
throughout the world. Consequently, the group developed a
new, more comprehensive framing for this global partnership:
the FETP Enterprise, defined as the totality of the leaders,
funders, implementing partners, government agencies,

and other stakeholders engaged in this global effort, along
with associated workforce competency targets, standards,

agreements, technologies, etc. that undergird this work.

The group then specified a set of critical functions that the
enterprise must perform to reach our vision. These functions
include (1) health system strengthening, through the learn-
by-doing epidemiologic work undertaken for each country’s
public health system; (2) education, training, and mentorship
of FETP fellows, via provision of real -world experience in
applied epidemiology; (3) mobilization for mutual assistance
in response to international outbreaks and other public health
emergencies; (4) management of specific epidemiologic and
other projects that provide experience and deliver services;
(5) quality assurance and improvement of FETPs;

(6) institutionalization of FETPs into country public health
systems; (7) program accountability; (8) monitoring and
evaluation, including targeted operational research; and

(9) strategic management of the overall FETP Enterprise, to
sense and respond to needs and significant changes in the

environment in which graduates work.

Keeping in mind the vision statement, the conceptual framing
of the FETP enterprise, and the specification of critical
enterprise functions, the group developed the following set of

recommendations for action:

1. A broadly representative group of key partners and
stakeholders should be explicitly tasked with the strategic
management function of the FETP enterprise.

2. This Strategic Management group should identify needed
changes in all aspects of the FETP enterprise, and adapt
the system incrementally while preserving core principles.

3. The Strategic Management group should launch a process
to develop applied epidemiology workforce targets at
each level of a country’s need (basic [Frontline], inter-
mediate and advanced), to assure the development of
a workforce capable of achieving the public health and
global health security capacities identified in the Interna-

tional Health Regulations of the World Health Organization
(WHO). Finally, operational research should be initiated

as soon as possible to evaluate and further refine these
workforce targets.

4. The Strategic Management group should accelerate
the institutionalization of FETPs in country ministries of
health or other governmental public health authorities,
through enhanced advocacy; explicit country planning
for the transition from external support; technical support
for transition planning (including securing of in-country
funding); the development of clear workforce targets; inte-
gration of FETP into apex national public health institutes;
and engagement of WHO to include and emphasize FETP
in their normative policy guidance to countries with regard
to their national health workforce.

5. The Strategic Management group should ensure there is
a cadre of trained field epidemiologists who can contain
an outbreak at the source and respond rapidly to an
international public health emergency; and develop the
framework needed to support cross-border mobilization of
FETP alumni and fellows.

6. The Strategic Management group should continue and en-
hance efforts to assure and improve the quality of FETPs
and the supporting FETP enterprise; and in particular,
should continue and seek to expand the current FETP
accreditation system.

7. The Strategic Management group should work to assure
sustainable funding for the FETP enterprise. In particular, it
should (a) sponsor an externally-commissioned, big-pic-
ture assessment of FETP effectiveness and impact, to
develop a compelling, evidence-based narrative to support
investment in applied epidemiology; (b) document the
actual costs of the current FETP enterprise; (c) develop a
mechanism for private sector contributions to support the
FETP enterprise; and (d) improve efficiencies wherever
possible.

Together with the vision statement, conceptual framing, and
enterprise functional elements, we believe these seven recom-
mendations comprise the roadmap to the future for the global
FETP enterprise. This roadmap is intended to guide and coordi-
nate the work of the many partners and stakeholders engaged
in this effort. There is much work yet to do to build demon-
strably effective applied epidemiology capacity throughout
the world; but the goal is now clearly visible, and the path to

success lies before us.

. Bellagio, lialia
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INTRODUCTION

On June 11-15, 2018, the Task Force for Global Health held a
meeting of key leaders and partners from across the globe who
have worked for years to ensure effective field epidemiology
capacity in countries throughout the world. The meeting was
held at the Rockefeller Foundation Bellagio Center in Italy.
Nineteen participants worked diligently over several days to
develop solutions to long-standing challenges and barriers to
progress; and to chart a common path forward for developing

global applied epidemiology capacity.

Background

To safeguard and promote the health of its citizens, every
country must have effective field epidemiology capacity: the
ability to detect, investigate and control infectious disease out-
breaks and other public health threats; carry out health-related
surveys; conduct disease surveillance; perform applied field
research; and evaluate the impact of prevention and control
programs. In 1951, to enhance field epidemiology capacity in
the United States (US), the US Centers for Disease Control and
Prevention (CDC) established the Epidemic Intelligence Service
(EIS), a two-year postgraduate program of service and on-the-
job training for health professionals. EIS officers are assigned

to programs at CDC or to state or local health departments,

“



where they conduct epidemiologic investigations, research, and
public health surveillance nationally and internationally under

the guidance of experienced mentors.

In 1980, CDC began supporting the development of Field Epi-
demiology Training Programs (FETPs) in countries throughout
the world, modeled on its EIS program. The goal of the FETPs
is to develop skilled and experienced field epidemiologists
who can detect and respond to disease outbreaks, conduct
and evaluate surveillance, carry out applied epidemiological
studies, evaluate programs, and develop technical policies, all
with the goal of turning public health data into action. Today,
the FETP initiative is more important than ever, as many coun-
tries and regions with inadequate public health capacities face

public health threats of increasing scope and complexity.

The number of countries with FETPs has grown enormously
since 1980. There are now 86 FETPs providing field epidemi-
ology services to more than 160 countries around the world!
Most of the funding for the programs still comes from CDC, but
two major regional programs are supported by the European
Union (EU), several country governments now directly support
their own FETPs, and additional support comes from the World
Health Organization (WHO) and philanthropic foundations.
The growth in the number of countries and regions with FETPs
is the result of almost forty years of steady investment in the
development of effective field epidemiology capacity across
the globe. This must surely stand as one of the most important
success stories in promoting health and assuring global health

security.

However, as the number and variety of programs have grown,
challenges have emerged that limit the collective effective-
ness of this decades-long investment in global epidemiology

capacity:

¢ Institutionalization of the FETPs within each country’s
health system has not occurred as quickly as was originally
envisioned. From its inception, the goal of FETP funding
was to help partner countries create strong, self-sustain-
ing, indigenous training programs in applied epidemiology,
thereby strengthening national capacities for disease
prevention and control (Music et al., 1990).

1 See Appendix | for a review of the history of the FETP initiative and a
map of current programs.
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This was to be achieved through institutionalization of
the FETP in each country’s ministry of health or national
public health authority, which would include organization-

al integration, the provision of technical and administrative

oversight, and stable financial support from in-country
resources. However, in many countries, varying levels

of political support for FETP within the health system,
funding limitations in the face of competing priorities, and
weaknesses in health system infrastructure has prevented
or delayed the establishment of a sufficient institutional
framework to ensure long-term programmatic survival
(Jones et al., 2017).

e  Assuring the quality of the FETPs as well as the gradu-
ates themselves is challenging given the great variety of
countries and settings in which FETPs have been imple-
mented.

e Securing adequate, sustainable funding for all elements
of the global FETP enterprise? is challenging on several
levels. First, though funding and technical support for
new FETPs has been sustained by CDC over many years,
this funding is not guaranteed. It depends on continued
political support for such US-led initiatives as The Pres-
ident’s Emergency Plan for AIDS Relief (PEPFAR), the
President’s Malaria Initiative (PMI), and the Global Health
Security Agenda. Second, as noted above, the long-term
future of each FETP depends on the institutionalization of
the program within each country’s national public health
system, which in turn depends on available in-country
organizational and financial resources. Third, several
critical system-level elements of the FETP enterprise—e.g.,
the global meetings that provide experience in scientific
communication; the program accreditation system that
promotes and improves FETP quality; and networking
platforms like TEPHIConnect that promote shared learning
and potentiate cross-national mutual assistance in times
of need—are inadequately funded, since to date almost all
funding has been directly allocated to the FETPs them-
selves, and not to enterprise-level functions.

o  Assuring a career path for FETP graduates has been a
challenge for many years. The lack of opportunities in
ministries of health that utilize the competencies of FETP
graduates is a barrier to institutionalization and can dimin-
ish the impact of the program.

e Thereis a lack of compelling, evidence-based targets for
field epidemiology capacity at each level of the public
health system, aligned to competencies developed

2 We define the “FETP Enterprise” as the totality of the leaders,
funders, implementing partners, government agencies, and other stakeholders
engaged in this global effort, along with the associated workforce competency
targets, standards, agreements, technology, etc. that undergird this work. This
concept and its functional implications are discussed below in the Roadmap to
the Future section, beginning on page 11.

through different tiers of applied epidemiology pro-
grams—Dbasic [Frontline], intermediate, and advanced—
which could guide countries in developing national public
health workforce strategies.

e Thereis an ongoing need to update and enhance the
global FETP system, to (a) adapt to changes in technolo-
gy, new analytic techniques and capacities, and enhanced
means of communication; (b) address new challenges
and needs related to global health security; (c) regularly
enhance training (and training modalities) for fellows, and
develop lifelong learning opportunities for graduates; and
(d) expand as appropriate the scope of traditional applied
epidemiology to incorporate new areas of emphasis, e.g.,
chronic disease and injury epidemiology, the One Health
approach?, and ‘upstream’ social, environmental, and
economic determinants of health. There is a concomitant
challenge to ensure that, as we adapt the FETP system, we
remain true to the original, applied epidemiology mission.

e Thereis a need to develop the competencies and systems
to potentiate the mobilization of trained FETP gradu-
ates for the provision of mutual, cross-border assistance
in times of crisis (e.g., international disease outbreaks and
disaster response)

3 The One Health framework calls for a collaborative, multi-sectoral,
and trans-disciplinary approach to achieving optimal health outcomes - an
approach that recognizes the interconnection between the health of people,
animals, plants, and their shared environment.

L1 =

Investigators examine a young boy during a suspected
measles outbreak among nomadic tribes in Kunar Prov-
ince, Afghanistan. Seen here are Dr. Riaz, Dr. Mahmood
and Nasir Khan; their work included case management,
checking the vaccination status of suspected patients,
and collecting samples
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MEETING ORIGIN AND PURPOSE

Given these diverse and long-standing challenges, an
over-arching need was recognized to develop a clear, coher-
ent path forward that would re-establish the larger mission of
the global FETP development program; streamline and clarify
the roles and responsibilities of the various partners in this
effort; harmonize the goals and expectations of funders and
implementers; and assure effective in-country organizational
integration and sustainable long-term funding for this global

capacity-building effort.

To meet this need, the Task Force for Global Health proposed

a multi-day meeting of FETP funders, implementers and
stakeholders, to develop and collectively endorse a global field
epidemiology roadmap to guide partners in their efforts to
develop strong, sustainable field epidemiology capacity world-
wide. The idea and scope for the meeting developed through
dozens of conversations with FETP leaders and stakeholders as

well as a review of the pertinent literature in this area.

The meeting was held June 11-15, 2018, at the Rockefeller Foun-
dation Bellagio Center in Bellagio, Italy, through the generous
sponsorship and financial support of the Rockefeller Founda-
tion. Funding and other support was also provided by the Task
Force for Global Health. Planning for the meeting was chiefly
guided by a committee comprising Dr. Kip Baggett, chief of the
branch that oversees CDC’s global FETP initiative; Dr. Dionisio
Herrera, director of Training Programs in Epidemiology and
Public Health Interventions Network (TEPHINET), which man-
ages and supports the global network of FETPs; Prof. Martyn
Kirk of the Australian National University, and former director
of the Australian FETP; and Dr. Patrick O’Carroll, head of health

systems strengthening at the Task Force for Global Health.

Nineteen people from across the globe attended this meeting,
collectively representing a diverse and highly experienced
assemblage of leaders, partners and stakeholders. (Participants

and their affiliations are listed on page 2.)
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A VISION FOR GLOBAL FIELD EPIDEMIOLOGY CAPACITY

As the number of FETPs has grown since 1980, great variability
has arisen in the nature and settings of these programs across
numerous countries and regions; and the nature of the work
that FETP fellows are called upon to undertake has become
increasingly broad and diverse. Given these factors, the group
felt it was important to reestablish and focus the ultimate

vision that drives this global undertaking.

To that end, a visioning exercise was begun during the first
day of our meetings. This deliberation produced the following
consensus vision statement, depicting the ‘final mile’ that moti-

vates our collective efforts:

very country in the world has the
E applied epidemiology capacities
needed to protect and promote the
health of its own population, and to
collaborate with others to promote
global health.

This consensus vision has several important elements:

First, it defines the goal of the FETPs as assuring capacities

for each country in the world. In other words, FETP is about
capacity building, not training per se. Indeed, given the on-
the-job, learn-by-doing philosophy of FETP, it is inherent to

the program that the fellows and their mentors provide critical
epidemiologic services to each country’s public health system
throughout the training period. Following FETP, many trained
and experienced FETP graduates subsequently become part of
their country’s public health workforce. The name of the pro-
gram—Field Epidemiology Training Program—has misled some
to assume that the singular purpose of FETP is to provide train-
ing. The group actually discussed changing the name of the
initiative to better capture its true purpose. (There are in fact some
countries that do not use FETP as the name for their programs.)
However, given the fact that FETP has become a well-understood
brand by many in the public health community, it was the sense

of the group that a name change would not be appropriate at this

time. We may, however, wish to revisit this issue in the future.
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Second, in calling for the assurance of applied epidemiology*
capabilities, the vision indirectly points to the need to explicitly
define such capabilities in a way that can be demonstrated and
measured. Defining such capabilities, improving a country’s
ability to assure and measure these capabilities, and appropri-
ately enhancing target capabilities over time were the subject

of several discussions at Bellagio.

Third, the final clause of the vision statement points to the
importance of domestic applied epidemiology capacity in
protecting global health security. Not only does such capacity
help a country to control its own infectious disease epidemics
(thereby preventing their spread to other countries), but in
times of crisis, trained FETP fellows and graduates can collabo-
rate internationally to help control large-scale disease epidem-

ics and respond to other public health emergencies.

4 In this document, the terms field epidemiology and applied epidemi-
ology are used interchangeably. Both refer to the ability to engage in field-based
epidemiologic investigations to identify and control disease outbreaks, assess
population risk factors, etc. The group felt that applied epidemiology was proba-
bly the better understood term.

5 Global health security may be defined as a world safe and secure
from infectious disease threats.

Ernest Akyereko and Samuel Dapaa, part of the Ghana Field Epidemiology and
Laboratory Training Program (GFELTP), and Atta Arthur, a district disease surveil-
lance officer, investigate a pertussis outbreak in remote satellite communities in Pru
district, Ghana.

THE ROADMAP TO THE FUTURE

A. The FETP Enterprise, defined.

Implicit in our discussions was the notion that CDC'’s original
initiative to support field epidemiology training programs in
other countries has now grown into a multifaceted, multi-part-
ner set of efforts that we refer to as the FETP Enterprise.
CDC’s consistent financial and technical support for FETPs
around the globe, with important contributions in recent years
from the US Departments of Defense and State, continue to
provide a critical foundational element in this global undertak-
ing. However, the EU and WHO have supported several FETPs;
and several countries have institutionalized the program, sup-
porting their FETPs through their own public health budgets

and authorities. In addition, a variety of system-level functions

THE FETP ENTERPRISE

are carried out by TEPHINET, regional networks such as AFEN-
ET (the African Field Epidemiology Network) and EMPHNET
(the Eastern Mediterranean Public Health Network), and others.
These implementing partners work across the FETP network to
provide technical support; foster shared learning; develop new
learning resources and enhanced FETP curricula; host global
and regional meetings where FETP fellows present and defend
their epidemiologic work; and assure quality through a formal
accreditation process. Leaders and partners at CDC, TEPHINET,
the regional networks, and the FETPs themselves have devel-
oped standards over time (e.g., in workforce competencies and
program accreditation) that improve and guide FETP develop-
ment, as well as technologies (e.g., for distance learning and

field investigation) for use by FETP fellows.

STANDARDS

Learn-through-service
philosophy,

competency targets,

accreditation

standards, etc.

TEPHINET,

IMPLEMENTING /83N amzr T as
PARTNERS Alialaslas

REDSUR, et al.

CDC, US DoD,
European Union,
country ministries

FUNDERS of health, WHO,

foundations

F

ETP global and TECHNOLOGY

regional conferences,
Advisory Board meetings,

peer-to-peer assistance,
program accreditation, etc.

|
PROCESSES

LAST UPDATED 11.26.2018 | 11



In sum, the group felt that the term FETP Enterprise best
describes what has evolved into a complex, global collabora-
tion to achieve the vision of assuring comprehensive applied
epidemiology capacity worldwide. The group defined the FETP

Enterprise as follows:

he FETP Enterprise comprises the
Ttotality of the leaders, funders, im-
plementing partners, government agen-
cies, and other stakeholders engaged in
this global effort, along with associated
workforce competency targets, stan-
dards, agreements, technology, etc.
that undergird this work.

B. Functions of the FETP Enterprise

FETP Bangladesh fellow Dr. Quazi Ahmed Zaki and Dr. Ariful Islam of ECO Health
Alliance anesthetize a rat during a leptospirosis disease outbreak in a village in
Narsingdi district, Bangladesh. Three people died and five had to be hospitalized
after participating in seasonal fishing in a local marshland.

If the FETP Enterprise is the global collaborative responsible for developing effective field epidemiology capacity worldwide, then it follows

that there is a set of functions the enterprise must perform to achieve this end. A draft set of functions was presented at Bellagio and devel-

oped further at the meeting. Nine specific functions, and the current means by which they are accomplished, were specified by the group

as follows:
FUNCTIONS MEANS
What the enterprise must do to succeed How to accomplish the function
1 System strengthening, through mentored learn-by-doing epidemi- | FETP fellows, working at the direction of Ministries of Health, under the

ologic work undertaken for each country’s public health system.

guidance of FETP directors and mentors; WHO leadership; support of CDC
and other funders; technical support by TEPHINET Secretariat and Advisory
board, regional networks, et al.

2 Education; Training; Mentorship; Provision of
real-world experience

FETPs, conferences, peer learning, new learning resource development,
learning-by-doing projects

3 Mobilization for mutual assistance in response to international
outbreaks and other public health emergencies.

Tabletop exercises and drills; deployment-specific training and actual
deployments; development of policies and procedures, MOUs; networking
platforms like TEPHIConnect; trainee credentialing...

4 Management of specific epidemiologic and other projects that
provide experience and deliver services

FETP directors; project funders (e.g., CDC); implementing partner organiza-
tions with management capacity, accounting standards, HR (e.g., TEPHINET
and the regional networks)

country, sustainable institutionalization, including clear workforce
targets at each FETP tier, and a system to assure appropriate
career placement of graduates.

5 Quality Assurance and Improvement Program accreditation; trainee credentialing (in discussion); career-long
learning; global/regional conferences; FETP exchange opportunities...
6 Institutionalization of FETPs: Advocacy and planning for in- Domestic financial resources; political will; advocacy; WHO resolutions;

research to determine optimal workforce targets for various settings; net-
work communications; integration of FETP into apex national public health
institutes ...

the environment in which graduates work; (b) grow the network;
(c) prioritize and support new programs; etc.

7 Program accountability Enhanced strategic management of the FETP enterprise (Function #9)

8 Monitoring and evaluation; targeted operational research CDC and other funders, TEPHINET Secretariat and Advisory board; FETP
directors; academic partners and foundations

9 Strategic Management of the FETP Enterprise at all levels, to CDC and other funders; TEPHINET Secretariat and Advisory Board; FETP

(a) sense and respond to specific needs and significant changes in

directors; ‘hallway conversations’ at global and regional meetings, etc.
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Note that the primary functional elements of the FETP enter-
prise are enumerated as the first two functions: the service de-
livery and training and experiential learning that comprise the
essence of the FETP capacity-building work in a given country.
Functions number 3 through 8 represent enterprise-level (i.e.,
cross-FETP) work that must also be done to assure that that
FETP fellows and graduates are truly prepared and positioned
to strengthen and protect national, regional and global health

security.

The ninth function—strategic management of the FETP enter-
prise—is also an enterprise-level function, and is discussed in

the next section.

C. The Need for Strategic Management

As the number of FETPs has grown and various supporting
structures have been developed, many if not all of the enter-
prise-level functions listed above have been performed to a
certain extent. For example, the need for change has been rec-
ognized, such as the need to evolve from the original, two-year
training model to a three-tiered approach encompassing basic
(Frontline), intermediate, and advanced training programs
(André et al., 2017). The need to promote and assure quality
was also recognized, which led to TEPHINET’s program accred-
itation system. Systems to promote accountability, to assure
quality, to foster cross-program communication and promote
shared learning, and so forth have all been developed to some
extent as the need was recognized and as funding allowed.
This has proceeded organically, resulting in an approach that
has been relatively effective. To date, this ‘strategic manage-
ment’ has been informally accomplished through a variety of
mechanisms that have been led by CDC and other funders; the
TEPHINET Secretariat and its advisory board; FETP directors
via their regular meetings; and innumerable ‘hallway conver-
sations’ among a broad group of stakeholders at the global
and regional FETP meetings managed by TEPHINET and the

regional network partners.

Again, this informal approach has been relatively effective to
this point, but it is not optimally configured to achieve the vi-
sion developed at the Bellagio meeting. For example, there has
at times been confusion over roles and responsibilities among

the various support structures that have been developed for

initiating, quiding, developing, networking, and assuring the
quality of FETPs. There has also been inadequate systematic
effort devoted to enterprise-level challenges such as institu-
tionalization; development of sustainable funding; diversifica-
tion of partners; and critical operational research needed to
develop meaningful workforce targets. This is no criticism of
the tremendous and visionary work that has been done to date.
It is rather a recognition that, going forward, we need a more
coordinated, systematic approach to strategic management

of the FETP enterprise to realize our vision of global applied

epidemiology capacity.

Thus, the group recommended the following:

broadly representative group of

key partners and stakeholders
should be explicitly tasked with the
strategic management function of the
FETP enterprise.

A new group could be constituted, or the mandate of an exist-
ing group (e.g., the Advisory Board to the TEPHINET Secretar-
iat) could be expanded to meet this recommendation. It would
be the responsibility of this body to assure the performance of
the various enterprise-level functions described, to recognize
and attend to the need for changes in approach as opportuni-
ties or challenges arise, and to recommend and carry out such
actions as the group determines appropriate over time. One
of the key responsibilities of the strategic management entity
would be to sense and respond to the need for changes in the
FETP curricula and FETP model itself as new challenges, tech-
nologies and new opportunities arise. This is discussed further

in the next section.

Cynthia Segovia, a frontline field epidemiologist in Paraguay, and a volunteer
health provider deliver medicines and examine symptoms for multi drug-resistant
tuberculosis in the Villa Hayes district, Paraguay.
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D. Modernizing FETP for the 21st Century

The group had a wide-ranging discussion on the need to
modernize FETP in the face of a variety of new and evolving

challenges and opportunities, including:

e  Growth of e-learning platforms, potentiating changes or
supplementary means for didactic teaching;

e  Advances in genomics;

e New bed-side and field-based technologies for rapid
diagnostics;

e New data systems and data analytic techniques;

e Massive linked datasets;

e [ncreasingly ubiquitous mobile phone and mobile
technologies;

e Cloud-based data storage and access;

e  Globalization, leading to different risk profiles;

e Changing demographics, disease profiles, and environ-
mental challenges;

e  Broadening scope of applied epidemiology, including
enhanced collaboration with animal and environmental
health partners (One Health), expanded work in non-com-
municable diseases, and investigations of ‘upstream’ so-
cial, environmental, and economic determinants of health;

e Changing social dynamics and social expectations, such as
how data are handled in an era of online privacy concerns;

e Social media as a means of communication and citizen

science.

In responding to new opportunities, and in adapting to new
challenges and expectations, the group stressed the need to
stay true to a core set of principles that undergird the FETP

approach:

o The defining essence of the program should always be
the provision of critically-needed public health services,
through a learn-by-doing approach that improves the
effectiveness of the workforce and systems required
to provide those services. This duality of function has
always been a hallmark of FETP. It is at once a health
systems strengthening program that provides real-world
epidemiologic services within the context of the govern-
mental public health system and also an experience-based
training program in field epidemiology. The group noted
the imperative need to ensure that FETP fellows gain suffi-
cient actual field experience.

o The capacity for detection, response, and control of in-
fectious disease is essential. Though applied epidemiolo-
gy is fundamental to each country’s public system in myri-
ad ways (e.g., in monitoring health trends, determining the

prevalence of various behavioral and environmental risk
factors, etc.), it is most readily appreciated when applied
to the rapid detection, response, and control of infectious
disease epidemics. This capacity is central to both aspects
of our vision for the global FETP enterprise: to protect and
promote the health of a country’s own population, and to
collaborate with others to promote global health security.

¢ The range of training and service should be adapted to
the needs of the country, in terms of the relative effort
applied to basic (Frontline), intermediate and advanced
FETP.

¢ The nature of the work should be relevant to local
context.

o  The FETP should be an integral, capacity-building ele-
ment of a country’s public health system. |t was noted
that in some circumstances, a regional FETP—that is, an
FETP designed to serve the epidemiology capacity-build-
ing needs of several countries in a geographic region—is
most appropriate. In any case, the ultimate goal of region-
al FETPs remains the same as for country-based FETPs: to
build an effective sustained applied epidemiology capacity
in each country in the region.

Several options were discussed for adapting to new opportuni-

ties and challenges:

e Building more flexibility into the FETP in terms of elec-
tives;

e  Providing an optional third year of training for those who
want to specialize in some aspect of applied epidemiology
(currently an option in some countries);

e Incorporating more training in laboratory skills essential to
modern applied epidemiology;

e  Providing enhanced opportunities for training in multi-dis-
ciplinary team work, especially as it relates to responding
to large-scale or complex outbreaks, natural disasters or
other health emergencies;

e  Adapting the core curriculum to incorporate the One
Health paradigm; and,

e  Ensuring training and capacity-building for cross-border
mutual aid.

This broad range of options for enhancing and broadening the
scope of FETP obviously raises the challenge of adapting the
curriculum without compromising the core mission of develop-
ing fundamental capacity in applied epidemiology.

With this in mind, the group recommended the following:

he Strategic Management group

(as defined above) should identify
needed changes in all aspects of the
FETP enterprise, and adapt the system
incrementally while preserving core
principles.

At present, there is no single, deliberative body mandated to
hold such discussions. Several members of the group suggest-
ed that a subcommittee of TEPHINET (as the global Secretariat
for the FETP network) would be the appropriate body for
convening such discussions. WHO might also play an important
convening role. The group noted that the challenge was not
only around modernizing the FETP curriculum, but adapting
the larger FETP enterprise as and when appropriate. The ques-
tion to be considered is more than just what type of graduate
we are seeking to develop, but rather what capacity-building
effect we seek to have on the country’s health system, from
the training, the work during residency, and the influence and

effect of FETP graduates once they work in the system.

This deliberative body would assess in an ongoing way the
need for incremental changes to the FETP approach and curric-
ulum over time. As a complement to this incremental approach,
several members of the group advocated for a thorough,
system-wide review at this juncture—essentially a big-picture
evaluation of the FETP enterprise, that would review different
models, assess the effectiveness and impact of the programs,
and suggest long-term opportunities and strategies going for-
ward. This idea is discussed further in the Assuring sustainable

funding section, below.

Liberia FETP resident Patience Hastings and a
team of investigators cross a monkey bridge to
investigate the death of a high school student
during pregnancy in a remote community in that
country.




E. The Need for Clear, Evidence-based Workforce
Targets

In its most recent analysis of data on human resources for
health, WHO estimates that there was a global shortage of
over 17 million health care workers in 2013, a deficit expected
to only slightly improve by 2030 (Scheffler, 2016). Hidden
within these statistics is an acute but largely unmet need for a
public health workforce of sufficient size and experience to al-
low countries to address the most important health concerns of
their populations, contribute to global health initiatives, achieve
the sustainable development goals, and meet their obligations
under the WHO International Health Regulations (IHR).

FETPs are optimally positioned to not only alleviate this gap
but also to address these critical public health priorities while
doing so. A hallmark of the program is the focus on improving
the effectiveness of critical public health systems and services.
This includes improving systems for surveillance for infectious
and non-communicable diseases; responding to infectious
disease outbreaks and natural or man-made public health
emergencies; strengthening laboratory systems and networks;
evaluating public health program service delivery; investigating
emerging public health threats; and providing strategic health

information to decision-makers for policy development.

Based on WHO'’s Joint External Evaluation (JEE) process (Bell
et al,, 2017), there is a current workforce target for each coun-
try of one trained field epidemiologist per 200,000 population
(Boulton et al., 2009; Schneider et al., 2011). The evidence
justifying this target is thin, and the target itself is insufficiently
granular to allow each country to set its own targets based

on specific demographics, health system and geopolitical
structures, and population needs (e.g., percent rural vs. urban
population). Moreover, specific and appropriate targets are
needed for each level of epidemiologic training, from advanced

through intermediate to basic (Frontline).

This issue is of central importance to the overall FETP enter-
prise, as it seeks to assure the development of a workforce
capable of achieving the public health and global health
security capacities identified in the WHO IHRs. Clear, specific,
evidence-based workforce targets would help ministers of
health, legislators, and other funders and decision-makers ap-
preciate the need for training and employing specific numbers

of various kinds of epidemiologists in their country’s public
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health system. Clear workforce targets would also promote
institutionalization of FETPs and help ensure a career path for
FETP graduates.

Workforce targets could be developed and refined via expert
consensus (based on existing research as well as experience
in managing a variety of small and large disease outbreaks),

in close collaboration with public health leaders in a variety of

countries. Operational research will be essential to evaluate and

further refine these targets, and ideally enable public health
leaders in each country to develop targets that take a variety
of evidence-based, workforce-relevant factors into account
(e.g., the country’s demographic profile, percent urban vs. rural

population, age of retirement, etc.).

The group agreed that, once developed, the applied epidemi-
ology workforce targets should be endorsed by international
bodies like WHO, to foster an understanding of the critical
need for adoption of workforce targets by country public
health leaders throughout the world. WHO-endorsed work-
force targets could serve as one of the benchmarks for national
public health workforce strategies (a JEE indicator). This will
require engaging parts of WHO in addition to the emergencies
program, to ensure that the wider UN is aware of the role of

FETP in developing workforce capacity.

Thus, the group strongly endorsed the following recommenda-

tion:

The Strategic Management group
should launch a process to develop
applied epidemiology workforce tar-
gets for each level of a country’s need
(basic [Frontline], intermediate and
advanced), based on the best available
evidence; and initiate operational re-
search as soon as possible to evaluate
and further refine these targets.

FETP residents from the The Philippines investigate a dengue fever outbreak among foreign national detainees in a police camp in southern Luzon

F. The Path to Institutionalization of FETPs

As noted, it has proven challenging for many countries to
transition their FETPs from start-up financial and technical sup-
port by CDC, EU, WHO, and others to full organizational and
financial support from their ministries of health or other public
health authorities. However, in various ways, several countries
have successfully navigated this transition. Six examples de-

scribed at the Bellagio meeting are summarized in Appendix Il.

Dimensions of FETP Institutionalization

CDC views institutionalization as a pathway to sustainability,
and CDC colleagues have now defined several dimensions of

institutionalization, each with associated indicators:

e Organizational integration in a ministry of health
e  Program oversight - including an advisory board
e  Existence of a strategic plan that is actually used
e National technical support and staffing

e National management/administration support

e National financial support

e  Functional program integration and use

Challenges to Institutionalization of FETPs

A common challenge to institutionalizing FETPs is the lack of
a true champion for the program who has the authority and
political will to push for full country ownership. Many public
health leaders recognize the value of FETP to their country’s
public health system, and speak highly of their program; but
for various reasons—often but not solely financial—they would
prefer that external sources continue to fund and support it.
Some program directors prefer not to make their program part
of their country’s ministry of health, as that might result in

the loss of funding from external sources, or the loss of other

support resources such as resident advisors.

Another challenge lies in the fact that currently there is no sys-
tematic, evidence-based method for determining a given coun-
try’s applied epidemiology workforce needs (See discussion

in Section E, above), making it difficult to argue for sustained
in-country organizational and financial investment. In addition,
to date no explicit recommendation has been promulgated by
world bodies such as WHO, recommending that all countries
institutionalize their capacity to develop and sustain an effec-

tive applied epidemiology workforce.
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A third challenge is that, when initially launching a country’s
FETP, insufficient emphasis has sometimes been placed on
planning for eventual institutionalization of the program within

the ministry of health or national public health institute.

Ideas to foster and accelerate FETP institutionalization

Various ideas to accelerate the institutionalization of

FETPs were discussed at Bellagio. The group suggested

that TEPHINET, regional networks, and key international
organizations (among others) should enhance their advocacy
for in-country, sustained support for developing and
maintaining field epidemiology capacity. The group thought
advocacy by leaders of regional FETP networks, Africa CDC,
and other regional officials might be especially effective with
country leaders in their regions. In addition to advocacy, the
regional networks could also foster institutionalization by
providing enhanced technical and programmatic support to
countries in their region that are working to institutionalize
their FETPs.

Closer collaboration should be explored between the FETP
enterprise and the International Association of National Public
Health Institutes (IANPHI). IANPHI links and strengthens the
government agencies responsible for public health, and could
be an important advocate (and an organizational home) for
FETP institutionalization. The development of national public
health institutes (NPHIs) has many potential benefits, one of

which is to potentiate a clear career path for FETP graduates.

To foster long-term sustainability, it was suggested that the
FETP should be a line item in the budget of each country’s
ministry of health. The IHR and the JEE process represent
opportunities to formalize this idea, linking the creation of an
institutionalized capacity to the development and maintenance

of field epidemiology capacity.

In a broader sense, the group felt that it was critically import-
ant to more fully engage WHO in the global FETP enterprise, to
help ensure that countries understand the need for sustained
investment in field epidemiology capacity. Several participants
endorsed the idea of working toward a World Health Assembly
resolution that would explicitly call for each country to develop

such institutionalized capacity through their FETPs.
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CDC has developed an assessment tool for FETP directors and
staff to use in measuring progress toward institutionalization.
The group strongly encouraged CDC to continue to refine the
institutionalization tool, and suggested CDC modify the tool so
it could be used by regions (i.e., groups of countries served by
a single FETP), as well as by individual countries. It was agreed
that each FETP country (or region) should develop an explicit
transition plan to move toward institutionalization. CDC will

continue to develop tools to facilitate the transition process.

In summary, the group recommended the following:

he Strategic Management group
should accelerate the institutional-
ization of FETPs in country ministries
of health or other governmental public
health authorities, through:
« enhanced advocacy
« explicit country planning for the transition
from external support
« technical support for transition planning
« development of clear workforce targets
. integration of FETP into apex national pub-
lic health institutes
« engagement of WHO to include and empha-
size FETP in their normative policy guidance

to countries with regard to their national
health workforce

An Indian epidemiological officer conducts an immunization coverage survey in
Alwar district, Rajasthan, India.

G. Providing Mutual Assistance

Recent epidemics of Ebola in west Africa and Zika virus in
central and Latin America have highlighted the value of trained
FETP graduates and fellows, as well as the need to be able to
deploy these epidemiologists across international boundaries
in support of large-scale outbreak responses. Indeed, a key
role of FETP is to provide surge capacity during public health

events of national or international significance.

In Africa, several such cross-border deployments have already
been facilitated by AFENET; and TEPHINET recently used its
TEPHIConnect alumni networking platform to identify qualified
FETP graduates for possible deployment to the 2018 Ebola out-
break response in the Democratic Republic of Congo. Current
mechanisms and models of deployment for FETP fellows and
alumni could be improved, however, to ensure that deployment
is simple and can be done at scale. Work is needed to clarify
roles and develop agreements (e.g., memoranda of under-
standing) among the several relevant parties (WHO, GOARN,
TEPHINET, the regional support networks, et al.)

The group discussed the idea of a credentialing system for
individuals (as contrasted with the accreditation system for
field epidemiology training programs), to verify competencies
of field epidemiologists. Credentialing epidemiologists would
be analogous to credentialing physicians and other medical
providers. One option would be to credential individuals for
a limited number of field epidemiology competencies that are
especially important in an international response. This would
enable the rapid identification of certified responders for
potential deployment to such outbreaks. There was no final
recommendation, but the group agreed that the topic warrant-

ed further consideration.

Investigators in Makoni district, Zimbabwe, interview
a person who contracted anthrax after eating meat
infected with the bacteria.

With this in mind, the group recommended the following:

he Strategic Management group
Tshould ensure there is a cadre of
trained field epidemiologists who can
contain an outbreak at the source and
respond rapidly to an international
public health emergency; and devel-
op the framework needed to support
cross-border mobilization of FETP
alumni and fellows.

/
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H. Assuring Quality

Since the inception of the FETP initiative, the development of high
quality FETPs has been a priority for program directors as well as
CDC and other funders and implementation partners. CDC fosters
quality improvement through technical support by in-country
regional advisors and headquarters staff. Quality is also improved
through learning resource development and standard setting,
generally developed and supported through ongoing collabo-
ration among CDC, TEPHINET, the regional networks, advisory

committees, FETP directors, and other partners.

However, given the rapid growth in the number of FETPs and the
great variety of countries and settings in which FETPs have been
implemented, the need was recognized for a formal accreditation
process to assure and improve program quality. Led by TEPHINET
and guided by the TEPHINET Accreditation Working Group, the
processes and standards for program accreditation were de-
veloped with broad partner input over a five-year period. Since
the launch of the first accreditation cycle in 2016, the TEPHINET
Global Accrediting Body (GAB) has accredited programs in the
US, Canada, the United Kingdom, Brazil, Kenya, Cameroon, the
Philippines, and Zimbabwe. In 2018, eight additional countries are

in the process of seeking accreditation.

The group agreed that assuring and improving quality remains
critically important to the success of the global FETP enterprise,
and that we should continue and expand the accreditation process
currently under way. To that end, it is important that we consider
engaging new partners who can help support the accreditation
process. A sustainable funding model for accreditation is needed,
as costs are not currently covered either by FETPs or country
ministries. There may be important synergies with the FETP-V

initiative (for veterinarians) as regards program accreditation.

TEPHINET is exploring ways to provide lifelong learning sup-
port to FETP graduates. This may occur through online learning
materials, advanced courses, networking, and conferences. This
would serve as another mechanism for quality improvement, by
ensuring that FETP graduates maintain their skills and education,
and remain connected with the initiative. However, as with the
accreditation system, a sustainable funding strategy for lifelong

learning needs to be developed.
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In sum, the group recommended the following:

he Strategic Management group
Tshould continue and enhance ef-
forts to assure and improve the quality
of FETPs and the supporting FETP en-
terprise; and in particular, should con-
tinue and seek to expand the current
FETP accreditation system.

Pakistan FELTP resident Dr. Kasi gives oral polio vaccine to unvaccinated children in
Kharotabad, Pakistan, during the STOP polio campaign.

I. Assuring sustainable funding

In considering how to sustainably fund the work to achieve our

vision, the group articulated a set of key principles:

¢ We should seek to maximize the impact of our invest-
ments;

e We should invest in FETPs strategically, i.e., in alignment
with the mission, and appropriate to country and regional
needs;

e We should carefully set priorities as to what the enterprise
does and where. (This will require a thorough understand-
ing and accounting of the costs of all parts of running the
enterprise);

e  We should advocate for funding FETPs that covers the
full costs of training—including presentations of epidemi-
ologic work by FETP fellows at global and regional FETP
conferences;

e We should be accountable, and demonstrate accountabili-
ty through good stewardship;

¢ We should avoid duplication of effort;

e  We should act ethically at all times;

e  We should adapt to local realities and capabilities;

e  We should evaluate program performance and assess our
impact on health and preparedness;

e  We should seek to make funding of FETPs predictable and
reliable, to enable well-considered, long-term strategic
plans.

Strategies to develop sustainable funding

There was strong consensus on the need to develop an invest-
ment case for epidemiology capacity building. The FETP en-

terprise needs to articulate a compelling value proposition for
investing in FETPs specifically and field epidemiology capacity

generally.

The group supported commissioning a well-respected external
organization to assess the approach and impact of the current
FETP enterprise, and based on this assessment to articulate

a clear, compelling, evidence-based narrative to support the
case for investment in applied epidemiology. The group felt
that a report by a high-profile, external group would be most
authoritative. Two possibilities were discussed: engaging the
US National Academy of Sciences, Engineering and Medicine
to develop a report in collaboration with analogous national
academies in several other countries; or engaging a reputable

contractor (e.g., Deloitte) to undertake such an assessment.

Consistent with the principles listed above, the FETP enter-
prise should seek to improve efficiencies wherever possible, to
maximize effectiveness but also to cut costs. As a first step, the
group noted that there is a clear need to develop a better un-
derstanding of the actual costs of the current FETP enterprise.
It was also suggested that, where feasible, CDC should use
local or regional Resident Advisors (RAs) instead of CDC-as-
signed RAs. This is not always possible, but is much less costly

in those places where it is.

The group discussed the need for a mechanism by which

the private sector can contribute funds to support the FETP
enterprise, perhaps along the lines of the Gavi® model. It was
noted that many industries benefit very directly from the rapid
identification and control of potentially serious epidemics,
including transportation and ports; food and livestock; mining
and extractive industries; tourism; health insurance; and the
pharmaceutical industry. These industries might be willing to

support FETPs under the right circumstances.

In sum, the group recommended the following:

The Strategic Management group
should work to assure sustainable
funding for the FETP enterprise. In par-
ticular, it should:

- sponsor an externally-commissioned,
big-picture assessment of FETP effective-
ness and impact

« develop a compelling, evidence-based
narrative to support investment in applied
epidemiology

« document the actual costs of the current
FETP enterprise

« develop a mechanism for private sector
contributions to support the FETP enter-
prise

. improve efficiencies wherever possible

6 Gavi, The Vaccine Alliance, was formerly called the Global Alliance for
Vaccines and Immunization (GAVI). Gavi is a global, public-private partnership
committed to increasing access to vaccines for children in lower-income coun-
tries. It is supported by developing country and donor governments, the World
Health Organization, UNICEF, the World Bank, the vaccine industry, research and
technical agencies, civil society, the Bill & Melinda Gates Foundation and other
private philanthropists.
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Conclusion

The Field Epidemiology Roadmap meeting at Bellagio originat-
ed in the sense that the FETP initiative had reached an import-
ant inflection point. It seemed the time was right to assemble a
select group of FETP leaders, partners, and other stakeholders
to address long-standing challenges to the development of
global applied epidemiology capacity. Indeed, the opportunity
for deep engagement afforded by the meeting was wonder-
fully productive. It allowed for the development of an inspiring
vision for the initiative; a unifying conceptual framing of our
global efforts as a complex, multi-partner FETP enterprise;

the definition of a set of specific functions that the enterprise
must perform to achieve our vision; and a concrete set of
recommendations that collectively chart a roadmap into the
future for the FETP enterprise. There is much work yet to do

to build demonstrably effective applied epidemiology capacity
throughout the world; but the goal is now clearly visible, and

the path to success lies before us.
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APPENDIX I. THE FETP INITIATIVE,
PAST AND PRESENT
A. A History of the FETP Enterprise

As noted above, a Field Epidemiology Training Program, or
FETP, is a supervised, on-the-job, competency-based training
and service program to develop field epidemiologists at all
levels of a country’s health system. It is modeled on Centers for
Disease Control and Prevention’s (CDC’s) Epidemic Intelligence
Service (EIS), a US-based, two-year applied epidemiology
training program founded in 1951 (Thacker et al., 2001). CDC
has been supporting the development of FETPs for 38 years.
Since the establishment of the first CDC-supported FETP in
Thailand in 1980, CDC has helped establish FETPs accessed

by more than 70 countries, and trained more than 11,300 field
epidemiologists and surveillance officers who play key roles

in disease surveillance and response worldwide. The Europe-
an Union has developed a regional approach, providing FETP
opportunities in almost 50 countries in Europe, North Africa
and the Middle East.

For many years, CDC focused on developing two-year FETPs,
which strengthened epidemiology capacity primarily at the
national level of a country’s public health system. In recent
years, CDC and ministries of health (MOH) have recognized
the importance of strengthening the capacity of the public
health workforce at all levels of their public health systems.

In response, a three-tiered training model was created to
strengthen surveillance and epidemiology capacity at all levels
of a country’s health system, from the local to the regional to
the national level. Though varying in length and sophistication
of training, all three tiers use the same approach of condensed
classroom instruction (<25%) followed by field placements
(>75%) to gain experience and competence in field epidemiolo-
gy (Traicoff et al., 2015; André et al., 2017).

At present, 86 FETP programs across the globe provide epide-
miologic services and training to more than 160 countries (see
Map, next page). Of the 86 FETPs, 71 are members of TE-
PHINET (Training Programs in Epidemiology and Public Health
Interventions Network), a global network of FETPs founded in
1997 to foster collaboration and peer-to-peer assistance, pro-
mote program quality, support continuous learning, and facili-
tate mobilization of trained field epidemiologists in response to

global disease threats. Several regional FETP support networks
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have been established to supplement the global TEPHINET
network, including the African Field Epidemiology Training
Network (AFENET), the Eastern Mediterranean Public Health
Network (EMPHNET), the South Asia Field Epidemiology and
Technology Network (SAFETYNET), the European Programme
for Intervention Epidemiology Training (EPIET), and REDSUR
(the network of Central and South American FETPs). These
regional networks foster collaboration and cooperation among
countries in their respective regions, in collaboration with the
TEPHINET Secretariat.

Today, FETPs are supported not only by CDC and other US
government agencies, but also by the European Union, World

Health Organization (WHO), individual country governments,

THE GLOBAL REACH OF FIELD EPIDEMIOLOGY TRAINING PROGRAMS by TEPHINET Membership Status, October 2018

and philanthropic organizations. However, CDC and the US
government provide the majority of support for national FETPs
that still require external funding. Funding from CDC is complex
with multiple sources. A high percentage of funding comes
from disease-specific initiatives like the President’s Emergency
Plan for AIDS Relief (PEPFAR), the President’s Malaria Initia-
tive (PMI), and polio eradication. Most funding comes tied to
specific national programs, so it does not support essential
system-wide activities important to the larger enterprise (e.g.,
scientific conferences, networking platforms, and accredita-

tion).

TEPHINET member FETP

TEPHINET member FETP
(Pending)

FETP, not a TEPHINET member

Not currently served by FETP
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From the outset, CDC has sought to help public health officials
in other countries develop high quality programs that ultimate-
ly become institutionalized and sustained within their MOH

or other appropriate public health authorities. As originally
envisioned, CDC’s technical and financial assistance for a given
FETP would decrease over time with commensurate increases
in support from the MOH. However, as noted above, institution-

alization of FETPs has been challenging for many countries.

The global network of FETPs has become increasingly import-
ant as concerns about global health security have grown in
recent decades. In 1997, the International Health Regulations
(IHR) entered into force, requiring countries to report certain
disease outbreaks and public health events to WHO. The IHR
recognize the need for a well-trained public health workforce
for countries to achieve core capacities to detect and respond
to public health events. The JEE — an important part of WHO’s
monitoring and evaluation framework for IHR — specifically
calls for countries to establish applied epidemiology training
programs like FETP. The IHR and JEE provide a framework for
efforts to strengthen public health workforce capacity through
FETP.

FETP has had tremendous impact over the years and has
grown well beyond initial expectations. The long-term goal
has remained constant, however, as articulated by Music et al.
in 1990: to “create strong, self-sustaining, indigenous training
programs ... in applied epidemiology, thereby strengthening

national capacities for disease prevention.”
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B. Current Opportunities and Challenges

To help develop the agenda for the Bellagio meeting, a two-
item survey of participants was undertaken in advance. The
survey asked meeting participants to (1) describe the top 1-3
strengths of the current FETP enterprise; and (2) describe the
most important 1-3 issues or challenges to be addressed at this

time.

The major strengths identified by two or more participants

were as follows:

e There is an agreed-upon approach to training and compe-
tencies at each level of training, yet the approach remains
adaptable to local context and changing needs;

e Thereis a focus on quality at the program level;

e The approach is practice-oriented;

e The approach employs on-the-job, field-based learning;

e  The system embraces shared learning and collaboration
via the supporting networks;

e  There has been enduring support from CDC, et al,;

e There is increasing recognition of the central importance
of field epidemiology in general, and FETP specifically;
and,

e FETP s a globally recognized brand.

Individual respondents noted additional strengths including the
linking of epidemiology and laboratory practice; the integration
of FETP within government ministries of health; and a high
retention rate of FETP graduates in many countries following

training.

The major challenges currently facing the global FETP initiative
were identified as follows (in decreasing order of their frequen-

cy of mention):

e Institutionalization of the FETP in MOHs or other public
health authorities;

e Variable quality of FETPs and their graduates;

e Funding to support the FETPs as well as the enterprise
level systems that support them;

e Assuring a career path for FETP graduates in their coun-
tries’ MOHs;

e  Making a compelling, evidence-based case for different
levels of field epidemiology capacity;

e Adapting to changes in technology, data analytic capaci-
ties, and means of communication;

e  Staying true to the mission of applied epidemiology;

e Enhanced training for both fellows and graduates;
e  Mobilizing FETP fellows to provide mutual (i.e., cross-bor-
der) assistance in times of emergency; and,

e Adapting FETP to the One Health framework.

The agenda for the Bellagio meeting was designed to allow
participants to address the major challenges identified in the
survey, while building on the strengths and accomplishments of

the FETP enterprise to this point.

Zambia FETP residents Loveness Moonde, Patrick Kabwe and a community health worker administer cholera vaccine to a fisherman as part of a control measure in the Lukanga
swamp, Zambia, following a cholera outbreak
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APPENDIX I1: INSTITUTIONALIZED
FIELD EPIDEMIOLOGY TRAINING
PROGRAMS - EXAMPLES

In various ways, several countries have successfully navigated
the transition of their FETPs from start-up financial and techni-
cal support by CDC and others, to full organizational, technical,
and financial support from their ministries of health or other
public health authorities. Six examples were described at the

Bellagio meeting:

e Dr. Sam Bracebridge talked about the establishment of
UK-FETP in Public Health England (PHE). The program
was established as a result of a committee recommenda-
tion, with funding coming via a direct line from govern-
ment. In 2010, there was a reduction in the program bud-
get. However, the subsequent Ebola crisis resulted in the
formation of a rapid response team that included funding
for two FETP fellowships each year. In total, the program
trains between 5-7 fellows per year. There has been debate
about the optimum number of epidemiologists that they
produce. The program is TEPHINET-accredited and is cur-
rently undergoing a formal evaluation. The FETP fellows
are viewed as being at the core of PHE business. There
is discussion about expanding the current FETP focus to
include non-communicable diseases.

e Dr. Martha Lucia Ospina Martinez talked about the Colom-
bian FETP, which has been housed in Colombia’s National
Institute of Health (Instituto Nacional de Salud, or INS)
for the last 25 years. Every year FETP leaders must justify
their funding to the Ministry of Health. They graduate 7-8
fellows per year. There have been 120 advanced FETP
fellows and around 3,000 trained at Intermediate and
Frontline levels. Many FETP graduates work in the NIH or
in other government departments. Some go on to work
for universities, global health organizations, etc. There is
an official job title of ‘epidemiologist’ in the government
human resources system, but FETP fellows do not get a
certificate that satisfies this role.

e  Prof. Mufuta Tshimanga described the Zimbabwe FETP
that started in 1993 as a Public Health School Without
Walls, funded by the Rockefeller Foundation. The program
transitioned to CDC funding from PEPFAR, until 4-5 years
ago. The Zimbabwe government now provides most of
the support to the FETP. The program is housed in the
Ministry of Health, and field sites are Ministry of Health
offices. Fellows are mostly government employees and
are sponsored to participate in the program. There is a
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clear career path in public service for Fellows once they
have finished, although there is competition from the NGO
sector. The government pays tuition fees for the program,
although fellows may pay if the government cannot. There
is a strong linkage to the university to provide teaching
and a Master of Public Health (MPH) degree. The program
has trained over 250 graduates to date.

Dato' Dr. Fadzilah Kamaludin spoke about starting the
Malaysian EIP in 2004 after the Nipah virus outbreak. One
of the challenges is that the program is singularly focused
on infectious diseases. The Malaysian EIP recruits fellows
only from within government, i.e., there is no recruitment
from outside the ministry. They have enough funding

for the training and field experience elements, but the
funding does not cover attending conferences. The first
and second cohorts of fellows were trained as supervisors
initially. Fellows are only part-time, as they are normally
public health medical officers either in the Ministry or in
the district health offices. This has resulted in a 50-60%
completion rate. One of their current challenges is the fact
that many of those who were originally trained as super-
visors now hold higher positions, and so mentors are less
available than formerly.

Dr. Carl Reddy described the South Africa FETP, which
was developed as a collaboration among the South Africa
Ministry of Health, the National Institute for Communicable
Diseases (NICD), the University of Pretoria, and the CDC.
The program was originally funded by US CDC. They still
have a CDC resident advisor and scientific writer. The big-
gest challenge they currently face is that NICD has funding
for only 4 fellows/year. There is to be a change in the
FETP’s programmatic home to a National Institute of Pub-
lic Health, which will change potential funding and gover-
nance positions. The South Africa FETP has also trained
fellows from neighboring countries, with funding coming
from external sources or the resident’s government.

Prof. Martyn Kirk described the Australian FETP - the
Master of Philosophy in Applied Epidemiology (MAE) pro-
gram. The MAE program is in a university and was estab-
lished in 1991. The program was originally funded centrally
from the Ministry of Health. In 2011, funding ceased and
the program had to institute a revised model. The program
now has a memorandum of understanding with the federal
department of health, and receives monies from the feder-
al government and field placements. The Australian FETP
has become very successful and takes in about 15 fellows
per year. Program graduates end up working in public
health, academic institutions, and international health.

'

Maternal mortality is a major public health problem in
Papua New Guinea. In one part of Morobe province,
FETP fellow John Landime put interventions in place
after he found that the support of husbands during su-
pervised deliveries was a determining factor in whether
women came to the health centre to give birth. Here,
husbands show off the first aid kits they received for
attending antenatal care sessions with their wives.
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