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This issue of Eurosurveillance is devoted to training of field 
epidemiologists within diverse public health systems and highlights 
the contributions these programmes are making in Europe. The 
articles describe national field epidemiology training programmes 
(FETPs) [1], the European Programme for Interventional 
Epidemiology Training (EPIET) [2] and its transition to the 
European Centre for Disease Prevention and Control (ECDC) [3], 
how ECDC through its training activities is contributing towards 
building capacity in surveillance and response in communicable 
diseases, as well as the strengths and challenges of the various 
models of applied epidemiology training [4]. 

FETPs are two-year training programmes in applied epidemiology, 
based on a model of ’learning by doing‘. They build public health 
capacity infrastructure by strengthening the public health workforce 
and surveillance systems. Key elements of these programmes 
enable their success and sustainability (Box) [5,6].

FETPs fill an important gap by increasing the number of 
competent field epidemiologists, but the programmes go beyond 
training: the fellows also provide services needed by the host 
country, such as outbreak detection and response. Furthermore, 
and perhaps most importantly, the programmes contribute to the 
strengthening of the public health system as a whole. The majority 
of graduates stay within the public health system, and many take 
on positions of leadership, changing the culture to one of using 
data for decision making [6-8].

EPIET, the national FETPs, and the EPIET-associated 
programmes (where fellows from national programmes participate 
in the classroom training with the EPIET fellows) described here 
are part of a larger community of FETPs, linked together in a global 

network, the Training Programs in Epidemiology and Public Health 
Interventions Network (TEPHINET). Currently within TEPHINET 
there are 32 registered programmes (www.tephinet.org). Through 
partnerships with the host countries, the European Union (EU), 
the World Health Organization (WHO), TEPHINET, the United 
States Centers for Disease Control and Prevention (US CDC), 
multiple donors as well as private organisations, the number of 
FETPs continues to grow. The US CDC engage with 18 of these 
programmes outside Europe, providing a range of support from 
short-term technical assistance to placing a resident advisor from 
the US CDC within the ministry of health of the host government. 

Within Europe, these applied epidemiology programmes are 
vigorously involved in public health surveillance and response 
activities, especially outbreak investigations. Bosman et al. report 
that EPIET and EPIET-associated programmes produced 340 
publications in peer-reviewed journals over 12 years, all derived 
from fellowship projects [2]. Measuring FETPs’ successes must 
take into account their intent to both train the next generation of 
public health leaders in epidemiology and to provide service and 
strengthen the health systems of their host governments. Success 
indicators such as number of graduates, field investigations, 
publications, and international missions are easier to obtain, while 
tracking career choices after graduation, number of graduates in 
leadership positions in public health, and their impact on policy 
decisions and public health systems are much harder to quantify. 

 
Although the various programmes are linked in their approach 

to train epidemiologists, they use different models based on the 
respective country’s needs and the programme’s objectives. Krause 
et al. provide an overview of five national FETPs and compares 
them to EPIET [1]. The authors address a number of challenges 
related to retention and sustainability. For example, teaching in 
the native language in national FETPs assures that more of the 
most qualified and appropriate candidates can participate and may 
improve retention of the graduates in the country, but lack of English 
proficiency often limits the ability of the fellows to participate in 
activities in the international scientific community. Recruiting into 
the programmes from within the public health service may also 
improve retention, but may limit the ability to attract new, young 
scientists. Providing a university degree upon completion of the 
programme may enhance recruitment, retention, and opportunities 
for promotion in some countries, but may jeopardise the quantity 
and quality of field work if rigid university requirements reduce 
the availability of fellows for field activities. Sustainability relies 
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Key elements of field epidemiology training programmes 

1. Competency-based curriculum
2. Mentorship by a senior field epidemiologist
3. Majority of participant’s time spent in field and in service to 

host government priorities 
4. Recruitment and training of graduates as mentors as the 

programme expands
5. Translation of data for evidence-based decision making
6. Programme initiates sustainability planning at an early stage
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heavily on the ability to retain graduates, as the programmes 
cannot be sustained or expanded unless fellows serve as mentors 
and supervisors after their graduation. Finally, the need to train 
more field epidemiologists is constantly threatened by funding and 
administrative issues.

It requires substantial resources to start and maintain an applied 
epidemiology training programme. Bosman et al. estimate that the 
EPIET programme costs between EUR 2.3 and 3.2 million per year 
for cohorts 8 through 11 [2]. Bremer et al. report that since the 
transition of EPIET to the ECDC in 2007, 84% of the participants’ 
salaries are funded by ECDC [3]. In the national FETPs, the country 
usually covers the costs of the participant’s salary, since the 
participants are performing services for the government during their 
training. The majority of the costs are related to personnel required 
to supervise the participants and to supporting the introductory 
course and intermittent modular trainings.

Despite the relatively high costs, a demand for more qualified 
epidemiologists in Europe remains. Several articles appeal for 
the number of EPIET fellows to be increased, for strategies to 
facilitate return of these fellows to their country of origin, and 
creation of more FETP-like national programmes [3,4]. Krause 
et al. [4] suggest seconding an EU senior epidemiologist to new 
FETPs, much like the seconding of US CDC experts to the German 
and Italian FETPs. In some cases a regional approach might make 
sense.  The cost of a national FETP in Europe is not presented, but 
the average cost of supporting a FETP by the US CDC is about USD 
1 million per year, in the case where CDC remains fully engaged 
over a period of approximately five years. The costs decrease when 
the CDC resident advisor departs and the country takes over full 
responsibility for the programme.

Expanding the scale of FETPs within countries is another way 
of addressing the need for skilled epidemiologists. FETPs typically 
train 10 to 15 professionals in each cohort per year at the national 
level. Even with unlimited resources, there is an operational limit 
in the number of participants due to size of classrooms, number 
of supervisors and mentors, office space, etc. Having multiple 
FETPs within a country is an option, with each catering to different 
audiences. State-based FETP-like programmes exist in the US [9], 
and provincial FETPs are established in China.  These programmes 
work together; for example, the national FETP in China sends 
fellows to the provinces for field experiences and the provinces 
ask the national FETP to assist with modular trainings. An annual 
scientific conference provides another opportunity for the provincial 
and national programmes to interact and learn from each other.  

A key question is how many epidemiologists are needed. The 
Council of State and Territorial Epidemiologists (CSTE) in the US 
has recommended that the number of epidemiologists working in a 
state in the US be proportional to population size at the rate of at 
least one per 100,000 [10]. Based on this recommendation, the 
US currently has 30% fewer epidemiologists than recommended, 
even though the Epidemic Intelligence Service (EIS) programme 
has produced more than 3,000 graduates since 1951, with an 
additional 161 officers currently enrolled in the programme. 
Certainly not all epidemiologists working within a country need to 
go through FETP training. At different levels of the public health 
system, epidemiologists will need different skill sets. The Central 
America Regional FETP is an example of a comprehensive approach 
to training epidemiologists at multiple levels [8]. The curriculum is 
divided into a three-tiered training pyramid that corresponds to the 
needs at the local, district and central levels of the health system.

The articles in this special edition of Eurosurveillance disclose 
a vibrant network of applied epidemiology training programmes 
and epidemiology training activities, which are building public 
health workforce capacity in Europe. The health workforce is one 
of the six fundamental building blocks in the WHO health system 
framework [11], yet one of the greatest challenges to building 
effective public health systems globally continues to be the 
critical shortage of skilled public health workers [12]. Building 
sustainable health systems with a strong public health workforce 
and well-functioning surveillance and response systems will require 
commitment and support from all parts of the global public health 
community, based on the principles of the “Paris Declaration on 
Aid Effectiveness” calling for greater harmonisation of development 
resources [13]. By investing more strategically, donors and partner 
countries can not only achieve immediate impact through disease-
specific programmes, but also contribute to the strengthening and 
the long-term sustainability of the health system. Within the global 
epidemiology community, we have a responsibility to address the 
critical needs through strengthening international and regional 
networks, evaluating programmes, piloting innovative approaches, 
sharing experiences and lessons learned, and determining the most 
effective approaches to support further investment.

Graduates from applied epidemiology training programmes, such 
as the ones described in this special edition, will play leading 
roles in defining and addressing crucial health problems in their 
countries and the international community.
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