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A. Personal Statement

In 1997, my was diagnosed with cervical cancer. Little did | know that the following years, my childhood
and ultimately my career path would change Fpassed on in 1998. Retrospectively, Jllpassing
somewhat makes sense given the lack of medications, trained physicians and related vessels of cancer care
that was evident. However, today such deaths have no explanations.

When | graduated from medical school in 2013, | worked atm where | continued to see
several iatients of all ages succumbing to cancer. In 2018, | completed my residency atF in

My profound experience in both countries inspired me to pursue this particular fellowship.

In both countries | observed various approaches to patient care. | witnessed several unacceptable medical
practices that were based on physicians’ discretion and with little to no evidence, this deeply disturbed me. For
the longest of time, this in addition to lack of proper local guidelines created a series of harmful practices. For

instance, in bothm where | practiced, we would put patients with metastatic breast cancer
on palliative combination chemotherapy drugs even when a single agent would suffice.
After | was awarded the , | visited my mentor

, who introduced me to . One recommendation from the
stood out to me and informed my current practice in . It stated, “Don’t use combination

chemotherapy instead of chemotherapy with one drug when treating an individual for metastatic breast cancer
...". Lateron, | met Dr

in 2018, who at the time had published -
. He inspired me to start under his
guidance we have been able to come up with 10 choosing wisely list specific to African settings especially low-

and was working on
income countries.




My prior experience in managing grants and projects like these leaves me well situated to manage this type of
project. In 2015 through an organization that | founded caIIedm which raises
awareness of childhood cancers, together, with International Health Initiative Inc. we applied and won a
ment for which | was a co- Principle Investigator. We carried
out a situational analysis to understand the childhood cancers needs acros* In 2015, | won a $10,000
mt to carry out a project that was aimed to train breast cancer survivors who
ater trained their peers in advocacy. In this same project we also established breast cancer support groups in
two regions in # In 2018 | won the ASCO where we used
the fund to establis in These

projects and several others that | supported have given me the experience needed to run similar projects in
low-income settings.
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Dear Sir/Madam,

raduated from nd joined the
as a junior consultant Oncologist in January 2019. As the head of

ave known Dr_for the past four years, first as a young medical
officer treating cancer patients before joining oncology training in{jjfend ! continued to follow
his progress during his residency program.

as varsity knowledge of cancer care in poor settings and has been involved in
i ng both peer reviewed articles and numerous cancer related editorials. This is an

impressive work rate given his young clinical age. _is very active cancer patient
advocate and foundeWelief an organization that advocates for children
with cancer and raise cancers. He is an enthusiastic learner, always

asking questions and looking to improve his depth of understanding.

| have every confidence and expectation that at the end of this fellowship,_would
return with many new research and clinical skills and with new relationships that will be valuable to
him and others involved in cancer care and research in [lin particular the new cancer center
at [ < o oving its research wing hence this fellowship comes at an important

stage of our department. Dr“ills learnt from this fellowship will be put to work as he will
help the center’s research departiment 10 grow. A part from research skills, as detailed in his

fellowship plan he will spend time in the clinics atmhere he will learn
advanced and current techniques in brachytherapy and external beam radiotherapy and new
advances in cancer management in general, as a center we shall benefit from this upon his return.

The institution will support DI ElJll> complete this fellowship, his position and employment
status after fellowship is guaranteed.

Itis truly an honor to recommend him to attend this important fellowship and please feel free to
contact me should you have any questions.

Yours Sincerely































Fig 1. Treatment and
patient events. (*) Started
phase of induction,
consolidation, and
maintenance defined as
having received
chemotherapy. LTFU,
lost to follow up.
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patients in the study would have been classified as
high or very high risk (Appendix Table A5).

Treatment and Outcomes

Of the 42 patients who began therapy for ALL,
95% (40) initiated induction, 83% (35) consol-
idation, and 71% (30) maintenance (Fig 1). Atthe
end of the analysis period, 19% (eight) of patients
were alive without evidence of relapse: three
completed treatment and were in follow-up and
five were still receiving treatment. Seventy-one
percent (30) had died,and 10% (four) were LTFU
(Table 4). When LTFU was considered an event,
estimated 2-year EFS was 22% (95% Cl, 11% to
36%); when LTFU was right-censored, estimated
2-year EFS was 26% (95% Cl, 13% to 41%).
Overall, the median time from enrollment at
BCCOE to time of event was 9 months (IQR,
2-19 months).

For patients alive at time of analysis, treatment
duration was a median of 699.5 days (IQR, 577-
1,168.5 days). Of the 30 deaths, 83% (25) were
disease related (16 relapsed, seven were refrac-
tory, and two died before treatmentinitiation), 3%
(one) were treatment-related, and 13% (four)
were unknown. Deaths occurred throughout all
phases of treatment, although concentrated
in two periods: within the first 2 months after

presentation, and 6 to 8 months after initiation
of therapy, most frequently during the first cycles
of maintenance (Fig 2).

Resource Demands of Treatment

Even with this low-intensity approach, many re-
sources were required to support these patients
with ALL (Appendix Table A2). For the 42 pa-
tients evaluated before initiating therapy, 52%
(22) required packed red blood cells and 43%
(18) required platelets. Throughout, the me-
dian hemoglobin was 8.3 g/dL (IQR, 7.7-9.8 g/dL;
n = 31) and the median platelet level was 25.5
x 10%/uL (IQR, 12-51 wlL; n = 30). For the 40
patients who started induction therapy, 63% (25)
required packed red blood cells and 50% (20)
required platelets (Fig 3).

The most common cause of treatment delay was
thrombocytopenia, presentin 55% (23) of patients
(Fig 3), and delayed platelet availability as prod-
ucts were transported from blood banks at offsite
locations. Fluctuations in supply of two chemo-
therapy drugs, L-asparaginase and methotrexate,
led to rescheduling of treatment cycles affecting
carein38% (16) of patients (Appendix Table A3).
Medical-related delays included infections, neutro-
penia, elevated liver transaminases, neutropenic
fever, and bleeding. Of note, delays resulting from
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Fig 3. Treatment
related resource demands.
(A) Patients requiring blood
products. (B) Causes
of chemotherapy delay
(N 42). LFTs, liver
functiontests; PLT, platelet.

Intensification of treatment, however, requires disease
stratification, a challenge given the limited number of
physicians, inconsistent access to CSF diagnostics,
difficulties in reliably obtaining immunophenotyping,
and delays in pathology reports (Tables 1 and 2).8
In addition, the lack of in-country radiation therapy
poses financial and operational challenges. When
disease stratification can be achieved along with simul-
taneous training of hospital personnel, strengthening of
supportive care, and standardizing of treatment regi-
mens, outcomes can markedly improve, as was seen
with the 63% 5-year EFS in Brazil.® This data-driven
approachtoimproving care can only be achieved in the
context of collecting and analyzing high-quality patient
data, a challenge in all health care settings and par-
ticularly in a resource-constrained environment.

Treatmentabandonment, often cited as a cause of
treatment failure for patients with ALL, was un-
common at BCCOE. Although additional follow-up
will be needed, the 10% lost to follow-up rate was
modest compared with 35% in Indonesia'® and
22% in El Salvador.® Patient social support, such
as coverage of transportation and chemotherapy
costsas provided at BCCOE, have helped in similar
settings and have led to lower abandonment rates
0f9% in Tanzania*and 0.5% in Brazil.*> Given its
mission to provide care to all patients, both social
and clinical, BCCOE has also noted low levels of
abandonment and delays in treating other can-
cers, such as nephroblastoma.?®

In the presented approach to classifying delays,
health system delays, such as waiting for blood
products and availability of chemotherapy agents,
were the most common in our patient population.
Inconsistent sources for both blood products and
some chemotherapy (Appendix Table A3) were
major challenges. An estimated 8 million units of
blood are needed in sub-Saharan African countries
annually, and only 3 million units are collected.?* At
BCCOE, > 40% of patients who started treatment
required transfusions; this drastically underscores
the importance of a reliable system to provide
supportive clinical care.'®>'*?2 Quantitatively doc-
umenting this need could serve as a tool to predict-
ing and planning for future transfusion needs in
similar settings. Some minor lapses in availability of
chemotherapeutics led to additional delays. Alter-
ations in chemotherapy regimens because of lack
ofdrugavailability have led to poorer survival in both
resource-rich and resource-constrained settings, ‘423
and, therefore, more accurate predictions and a re-
liable supply chain for ALL medications and trans-
fusions has become a crucial goal at BCCOE.

In the context of Rwanda’s dedication to providing
cancer care, the Rwandan Ministry of Health has
hosted regular national consensus meetings for
cancer protocol development. The BCCOE clinical
team presented these data at the pediatric pro-
tocol meetinginthe spring of 2015. After reviewing
the results, the committee supported intensifying



the national ALL treatment protocol, given the high
relapse rate and acceptable treatment-related
deathrate. Thisdata-driven approach thatfocuses
particularly on resource demands of care is critical
to patient outcomes in this and other resource-
constrained settings.

In conclusion, this study details our experience
treating patients with ALL ina rural Rwandan cancer
center and to our knowledge reports the first pub-
lished outcomesusing the lowest intensity level of
the Hunger ALL protocol. As expected with a low-
intensity regimen, a high rate of disease-related
mortality occurred, interestingly clustering in
two time periods. However, treatment-related
toxicity was below the threshold suggested for
increasing treatment intensification. In addition
to supplementing the limited literature on ALL
care in sub-Saharan Africa, the quantification of

transfusion needs and classification of treatment
delays can be used to predict challenges to care
in similar settings.

Overall, we have demonstrated that an iterative
model of cancer care, delivered by nononcologists
with remote oncological support, where imple-
mentation is followed by analysis of outcomes
and subsequent evidence-based changes for im-
provement of care, allows for accountable delivery
of ALL treatment in LMICs using the Hunger
approach. We are now risk-stratifying patients
and advancingto regimen 2 for high-risk patients
after an intensive educational program for pro-
viders. These results point to the necessity of a
data-driven approach to optimize care for com-
plex patients in resource-constrained settings.
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Host Institution: _s one of’ - leading universities and a world leader in

clinical cancer research. Dr. s academic home for the LIFe Fellowship will be within the
1s an internationally
regarded transdisciplinary research unit. There are 14 full members of the Division of -including
epidemiologists, biostatisticians, cognitive psychology, and clinician scientists representing radiation
oncology, medical oncology and surgery. There is no other comparable unit in and only a
handful of similar units in the United States. - located on the same campus as
_ is a tertiary care referral centre with a comprehensive cancer centre.
The cancer program includes 13 radiation oncologists, 16 medical/hematologic oncologists, and an
extensive program in surgical oncology.

will be Dr.

Dr.

Dr. primary mentor a 1s Professor of

Medical Oncology and holds the . He runs an

internationally recognized program in cancer health services research and in the past five years has

built a major program in global oncology. In 2016 Dr. h spent a sabbatical as a visiting scientist at
serves as an

manuscripts and served as research supervisor for >25 trainees.

Educational Opportunities: Dr. _Will take two graduate courses in epidemiology He will
also have ample opportunities to attend other lectures and graduate seminars on research methods that
are widely available to fellows at the . In addition to his LIFe Fellowship
project related to will develop and lead 2-3 smaller projects in cancer
health services research at . These hands-on projects will give him training in literature searching,
epidemiologic research methods and analyses, biostatistics, and scientific writing. He will attend
weekly research methods meetings with Dr. - research team and will also have the opportunity
to attend Research in Progress Seminars which take place every Wednesday at - From a clinical
perspective, he will have the opportunity to attend 2 half-day oncology clinics/week as an observer. He
will also attend weekly Grand Rounds, Journal Clubs, and disease-specific tumour boards.

Benefits for Applicant and Home Country: Dr. _ a rising star in the - cancer
system with substantial leadership and academic potential. To date he has had only limited training in
research methods. In March 2020 he will be attending a one week intensive cancer research methods

). Health services research _)
1s widely recognized as a critical element in strengthening emerging cancer systems in Low- and
Middle-Income Countries. one of the oldest and most successful cancer HSR units in the world.
Moreover, there are already established links between the group at-and Dr. _ Itis
therefore a fitting match for him to spend one year at- where he will develop advanced training in
clinical cancer research. The focus of his research will relate to access to care, quality of care and
outcomes in routine clinical practice. This is incredibly relevant for cancer system strengthening in '
. With these skills he will be able to launch his own program of research in -and
more importantly will be able to serve as a mentor to other investigators in Africa as he seeks to build
capacity across the continent. This will have tremendous benefit for his own career and will also
directly benefit his home country by building capacity in cancer research. Finally, the LIFe fellowship
will further strengthen the long-term collaborative relationship between Dr.

I 2d other colleagues working with |-

2



To: ASCO LIFe Fellowship Selection Committee

Re: Letter of Support for_

I am pleased to write a letter in strong support of Dr.
ASCO LIFe Fellowship. I am a Professor of Medical Oncology and
Population Cancer Care at
health services research that is based in ([l ut also includes extensive work in

application for a 2020

I lead a program in cancer

on
. I initially met him when he spent a one

the recently completed Choosing
month clinical rotation at . Since then I have engaged with him regularly as a
research collaborator and mentee. I spent one week with him in in November 2019
at the biannual conference of the

_DR. - and I were co-speakers at a very well attended

symposium in value in cancer care. In March 2020 I will spend one week with him at the
ST p—

1s a rising star in Global Oncology. He recently completed his clinical training at

; this 1s one of the most prestigious training programs
on the aptitude and potential for leadership in the global
cancer community have been recognized with numerous major international awards from
_. He also has a very impressive track record of publishing clinical
cancer research. With 10 publications (5 as first author) including a first-author paper in-
CV i1s very strong. This is even more impressive when one
considers that major lack of research infrastructure and methods training across most African
training programs. Dr. has independently sought collaborators and diverse expertise
within -and globally as he seeks to build his own research program.




Dr. 1s hardworking and creative. He was a driving force behind the_
He has excellent communication skills an

works well in a multidisciplinary team. His writing is exceptional for his level of training.
Moreover, I believe his research interests address the most pressing issues in Global Oncology;
namely, how to improve access to care and quality of care in emerging cancer systems so that we
can begin to address the major gap in outcomes seen worldwide.

In summary, _ has tremendous potential to be a leader in global cancer research.
He already has a longstanding and fruitful relationship with our health services research unit at
-The LIFe Fellowship represents a critical opportunity for him to fully develop his
research potential. As his primary mentor I will ensure that he continues to have world class
training and opportunities in this field. Global Oncology is now the strategic focus of my own
research program and I will continue to support him in every way possible including site visits to
his own centre in Rwanda. There 1s tremendous momentum in our Global Oncology program at
where we have recently recruited several very talented investigators from diverse

backgrounds; one of whom is _ Dr. -was recently awarded the-

This speaks to the quality of our unit and the excitement in moving
forward mitiatives. Dr. _would thrive as a member of this team and
I look forward to working closely with him in the coming years. I cannot think of any more
deserving candidate for the LIFe Fellowship.

Sincerel
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