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NCCN Framework for Resource Stratification:
A Framework for Providing and Improving
Global Quality Oncology Care
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Abstract
More than 14 million new cancer cases and 8.2 million cancer deaths are estimated to occur worldwide on an annual basis. Of these, 57%
of new cancer cases and 65% of cancer deaths occur in low- and middle-income countries. Disparities in available resources for health care
are enormous and staggering. The WHO estimates that the United States and Canada have 10% of the global burden of disease, 37% of
the world’s health workers, and more than 50% of the world’s financial resources for health; by contrast, the African region has 24% of
the global burden of disease, 3% of health workers, and less than 1% of the world’s financial resources for health. This disparity is even
more extreme with cancer. NCCN has developed a framework for stratifying the NCCN Clinical Practice Guidelines in Oncology (NCCN
Guidelines) to help health care systems in providing optimal care for patients with cancer with varying available resources. This framework is modified from a method developed by the Breast Health Global Initiative. The NCCN Framework for Resource Stratification (NCCN
Framework) identifies 4 resource environments: basic resources, core resources, enhanced resources, and NCCN Guidelines, and presents
the recommendations in a graphic format that always maintains the context of the NCCN Guidelines. This article describes the rationale
for resource-stratified guidelines and the methodology for developing the NCCN Framework, using a portion of the NCCN Cervical Cancer
Guideline as an example.
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Background
More than 14 million new cancer cases and 8.2 million cancer deaths are estimated to occur worldwide
on an annual basis.1 Of these, 57% of new cancer cases
and 65% of cancer deaths occur in low- and middleincome countries (LMICs). The disparities in available
resources for health care are enormous and staggering.
The WHO estimates that the United States and Canada have 10% of the global burden of disease, 37% of
the world’s health workers, and more than 50% of the
world’s financial resources for health; by contrast, the
African region (AFRO) has 24% of the global burden
of disease, 3% of health workers, and less than 1% of the
world’s financial resources for health.2
This health resource disparity is even more extreme
with cancer. In 2012, 5.3 million people died of cancer
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in LMICs, which notably exceeds the number of deaths
attributed to the combination of HIV/AIDS (1.3 million), tuberculosis (1.3 million), and malaria (855,000).3
Despite cancer’s high incidence and mortality in LMICs,
a disproportionately low fraction of development assistance for health (DAH) is allocated to cancer care. Of
the $14.5 billion in DAH in 2007 for which projectlevel information was available, $6.6 billion (45.5%)
was directed to HIV/AIDS ($5.1 billion), malaria ($0.8
billion), and tuberculosis ($0.7 billion).4 In comparison,
only about 1.5% ($549 million) of the $35.6 billion in
DAH in 2012 was allocated to the combination of all
major noncommunicable diseases (NCDs), includingheart disease, lung disease, diabetes, and cancer.5 Of
this small amount directed to NCDs, only an estimated
5% was allocated specifically for cancer.6 Management
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of infectious diseases should remain a high global
health priority, but the cancer burden is greatest in
the regions and environments where health care is
most resource-limited and disorganized. The result is
that optimal cancer care is neither available nor possible in large segments of the world.
International health organizations increasingly
acknowledge that evidence-based tools are desperately needed to delineate essential packages of potentially cost-effective measures for countries to consider and adapt if they are to make successful cancer
control investments.7 A number of clinical practice
guidelines in oncology are available to assist practitioners and patients in making decisions regarding options of cancer care. However, most of these
practice guidelines assume the availability of costly
diagnostic and treatment resources applied within
a mature and organized health care infrastructure.
They make no recommendations about how resource
expenditures should be prioritized to achieve the
greatest clinical benefit and outcome. Most of the
currently available clinical practice guidelines, such
as those developed by NCCN, the European Society
of Medical Oncology, or ASCO, are developed for
the maximal level of resources. This makes the applicability of existing practice guidelines of limited
utility in LMICs.
The WHO has articulated the concept of tailoring cancer treatments to the level of available
resources by country.8 The WHO, however, has not
provided a framework for how LMICs should prioritize cancer treatment interventions based on formal
resource assessment. The Breast Health Global Initiative (BHGI) was organized in 2002 to improve
the outcomes of women with breast cancer in countries with limited resources. The BHGI pioneered
the development of clinical practice guidelines that
acknowledge and respect that different levels of resources are available regionally through a process of
evidence-based resource stratification for breast cancer early detection, diagnosis, and treatment.9 The
BHGI methodology acknowledges varying levels of
health care resources and develops a framework for
providing diagnosis and treatment recommendations
across 4 resource levels: basic, limited, enhanced,
and maximal (Table 1).10 In the BHGI framework,
regions with low resource levels focus on providing therapy at the basic or limited level. The BHGI
framework for resource-stratified oncology care has

Table 1. Definitions of Resource Stratification
Levels Used by the Breast Health
Global Initiative9,18
Resource Level

Description

Basic

Core resources or fundamental
services absolutely necessary for
any breast health care system to
function

Limited

Resources or services that
produce major improvements
in outcome, such as increased
survival, but which are
attainable with limited financial
means and modest infrastructure

Enhanced

Resources or services that are
optional but important; may
produce minor improvements
in outcome but increase
the number and quality of
therapeutic options and patient
choice

Maximal

Resources or services that may
be used in some high-resource
countries, but nonetheless
should be considered lower
priority than those in the
basic, limited, or enhanced
categories on the basis of cost
or impracticality for limitedresource settings

been recognized by multiple international organizations, including the Institute of Medicine and the
Council on Foreign Relations, as an innovative, intuitive, and effective way to optimally use limited
health care resources and to provide a framework for
the improvement in extent and effectiveness of cancer care as additional resources become available and
health care infrastructures develop.11–18 The BHGI
framework is increasingly cited in the literature as a
practical framework for defining realistic cancer care
pathways by authors from both high-income countries and LMICs.19
The NCCN Clinical Practice Guidelines in Oncology (NCCN Guidelines) are a comprehensive set
of evidence-based, consensus-driven guidelines for
delivering multidisciplinary cancer care across the
continuum, from risk assessment through prevention, screening, diagnosis, treatment, and survivorship, to end-of-life care. The NCCN Guidelines
were intentionally developed for use at the resource
level available in the United States. However, the required resource level and infrastructure to apply the
NCCN Guidelines recommendations makes adher-
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ence impractical in resource-limited regions of the
world. To address this limited utility and to provide a
framework for delivering and improving cancer care
in low- and middle-resource settings, NCCN initiated a program to develop a framework for resourcestratifying the family of NCCN Guidelines.
The NCCN Framework for Resource Stratification of the NCCN Guidelines (NCCN Framework)
outlines a rational approach for building cancer
management systems to provide the highest achievable level of cancer care by applying available and
affordable services in a logical sequence. Each resource level builds on the one before it, providing a
framework for improving cancer care with incremental changes to the availability and allocation of resources. In highly selected circumstances, treatment
options are added for consideration in lower resource
settings that are not typically used in US-based
NCCN Member Institutions. Treatment recommendations applicable to each level of the NCCN
Framework can be viewed within the context of
the NCCN Guidelines. The methodology used by
NCCN in developing the NCCN Framework is similar to that arising from the efforts of the BHGI. This
report describes the rationale and methods used by
NCCN to develop the resource-stratified framework
from the NCCN Guidelines.

Methods
The NCCN Guidelines are developed by diseaseoriented, multidisciplinary expert panels that review the available scientific evidence and update
the guideline recommendations on a continuous
basis. Updating the NCCN Guidelines involves an
intentional, systematic literature search to identify
relevant scientific data, a formal review and input
process from experts within the NCCN Member
Institutions, and a formal mechanism for input into
the process from external stakeholders. The NCCN
Guideline panels review this information, evaluate
it for scientific rigor, and update the recommendations in the NCCN Guidelines as appropriate. The
guidelines recommendations are based on scientific
evidence whenever evidence is available, and where
evidence is insufficient, recommendations are based
on expert consensus. Each of the recommendations
is associated with a level of evidence and extent of
expert panel consensus supporting the recommenda-

tion. A manuscript accompanying the algorithmic
guidelines provides the rationale for the specific recommendations.
The NCCN Guidelines are available free of cost
on the NCCN Web site. These guidelines are widely
used by practitioners, pharmacists, nurses, patients,
payers, and students. Translated versions of many of
the guidelines are available in many different major
languages. The guidelines are used for the assessment
of quality care in the United States, but are also used
extensively in other countries. Currently, 47% of
the 754,000 verified users of the NCCN Web site
are from 198 countries outside the United States and
approximately 36% of the guidelines downloads are
from outside the United States.
The widespread use of the NCCN Guidelines
outside the United States in LMICs combined with
the desire to provide a set of situationally appropriate,
useful recommendations in cancer care led NCCN
to create a formal, standardized resource stratification process for its guidelines library. In this effort,
NCCN uses a standard methodology adapted from
that used by the BHGI. The process begins with the
selection of an appropriate guideline for stratification. A subgroup of multidisciplinary experts is chosen from the guideline panel to implement the stratification process. Each panelist is educated regarding
the principles and practice of NCCN Framework
resource stratification. A table listing every diagnostic test and treatment recommendation from the
NCCN Guideline is generated, and the panel members are asked to assign a priority to each recommendation based on resource availability formally defined
by NCCN (Table 2). These assignments are used to
draft an initial resource-stratified framework to be
reviewed by the full guidelines panel for appropriateness, comment, and revision suggestions. Once the
panel agrees on the resource-stratified framework for
each guideline, a preliminary version of the NCCN
Framework is developed. The preliminary version is
then circulated to external expert reviewers with experience with the disease at various resource levels.
The additional comments from these reviewers are
evaluated, and further revisions are made as needed
before the resource-stratified NCCN Framework is
finalized on the NCCN Web site.
NCCN considers “basic resources” the minimum essential resources that must be available before a health care system can begin to treat a specific
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disease circumstance. Because basic resources are so
fundamental to successful treatment, their absence
essentially defines conditions in which successful
treatment cannot be anticipated. Thus, if basic resources are not available, referral to another treatment center with at least basic resources should be
considered, or the therapeutic focus should shift
from curative treatment goals to palliative care.
“Core resources” include interventions that substantially improve outcome over those achieved with basic resources alone but that are not cost-prohibitive.
In most cases, treatment facilities must have at least
core resources to be a referral cancer center with adequate capacity to provide effective cancer diagnosis
and treatment.
“Enhanced resources” add interventions that
provide smaller incremental benefit and/or are costprohibitive at the basic or core resource framework.
Table 2. D
 efinitions of NCCN Framework for
Resource Stratification of
NCCN Guidelines
Resources Available

Description

Basic resources

Essential services needed to
provide basic minimal standard
of care

Core resources

Includes services provided in the
Framework for Basic Resources
plus additional services that
provide major improvements in
disease outcomes (eg, survival)
that are not cost-prohibitive

Enhanced resources

Services provided in the
Framework for Core Resources
and additional services that
provide lesser improvements in
disease outcomes and/or services
that provide major improvements
in disease outcomes, but are
cost-prohibitive in lower resource
settings

NCCN Guidelines

The NCCN Guidelines are
evidence-based, consensusdriven recommendations based
on services available at centers
of excellence in the United
States; they include services from
the Framework for Enhanced
Resources and additional services
that provide minor improvements
in disease outcomes, interventions
that are cost-prohibitive in lower
resource settings, and/or services
that do not provide improvement
in disease outcomes but are
desirable services

Although enhanced resources may not be mandated
and can be considered optional when resources are
particularly limited, they provide valuable goals for
an evolving center of excellence, especially when the
additions decrease treatment morbidity or increase
treatment acceptance by the patient population. The
NCCN Guidelines represent the care recommended
with “maximal resources,” and include all clinically
appropriate choices and options, including interventions that are cost prohibitive with enhanced resources and may be aimed primarily at improving quality
of life. From these data, graphic frameworks for basic,
core, and enhanced resources are generated.
The graphic resource-stratified frameworks always maintain the context of the NCCN Guidelines. This is done by displaying any recommendations that exists on the NCCN Guidelines but not
on a lower resource level in a light gray font. Recommendations included at the given resource level are
displayed in black (Table 3). In situations where a
treatment or approach would be contemplated in a
lower resource setting but is not believed appropriate
in the NCCN Guidelines, the recommendation is
presented in blue. This allows the users of the basic,
core, and enhanced resource-stratified versions of
the NCCN Framework to immediately understand
the context of the recommendations relative to care
provided in the NCCN Guidelines, and to understand which therapies are optimally applied in each
given resource setting (Figure 1).

Results
The first resource-stratified framework developed by
NCCN was for the treatment of cervical cancer. The
NCCN Guidelines for Cervical Cancer use the InTable 3. Recommendations Provided in
The NCCN Framework for Resource
Stratificationa
Text Style

Meaning

Black text

Included recommendation

Gray text

Withheld recommendation

Italicized blue text

Modified recommendation based
on resource level

Recommendations provided in The NCCN Framework for Resource
Stratification are identified as being an included recommendation, a
recommendation in the NCCN Guidelines but withheld in a given
resource framework, or a recommendation included in a Resource
Framework but not included in the parent NCCN Guideline.
a
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ternational Federation of Gynecology and Obstetrics
(FIGO) staging system, in which cervical cancer is
staged largely by clinical evaluation.20,21 Although
surgical staging is more accurate than clinical staging, surgical staging often cannot be performed in
low-resource regions where the cervical cancer incidence and mortality are highest.21–25 For illustrative
purposes, the NCCN Guidelines for the evaluation
and primary treatment of locally advanced cervical
cancer (stages IIB, IIIA, IIIB, and IVA) are shown in
Figure 1. In the NCCN Guidelines for high-resource
environments, lymph node disease is a key determinant of treatment recommendations. In highresource settings, radiologic imaging or surgical staging can be used in addition to clinical examination
to assess lymph node status. Recommended primary
treatment for locally advanced disease includes ra-

diation therapy (RT), with treatment fields based
on lymph node involvement; concurrent cisplatincontaining chemotherapy; and brachytherapy.
Figure 2 shows the NCCN Framework for care
in the basic resource setting. The gray text represents treatments in the NCCN Guidelines that are
not recommended in the Framework for Basic Resources. Black text represents recommendations or
information included in the Framework for Basic
Resources and in the NCCN Guidelines. Blue text
represents recommendations that are included in
the Framework for Basic Resources but that are not
found in the NCCN Guideline. In the Framework
for Basic Resources, primary treatment decisions are
based solely on clinical staging in the absence of
specialized surgery or advanced imaging. Additionally, alternative treatment approaches have been

NCCN Guidelines Version 2.2015
Cervical Cancer
CLINICAL STAGE

ADDITIONAL
WORKUP

NCCN Guidelines Index
Cervical Cancer TOC
Discussion

PRIMARY TREATMENT

Negative
adenopathy

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi
(category 1)

Positive
adenopathy

Consider needle
biopsy

Negative

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi
(category 1)

Radiologic
imaging only

Stage IB2, Stage IIA2
(See CERV-4 for alternative
recommendations for these patients)
Stage IIB, IIIA, IIIB, IVA

See Imaging
Results (CERV-7)

or

Surgical staging
(category 2B):
Extraperitoneal
or laparoscopic
lymph node
dissection
Positive

iSee Principles of Radiation Therapy for Cervical Cancer (CERV-B).
kConcurrent cisplatin-based chemotherapy with RT utilizes cisplatin as

See Node Status
(CERV-8)

a single agent or cisplatin plus 5-fluorouracil.

Note: All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.

See Surveillance
(CERV-10)
CERV-6

Version 2.2015 © National Comprehensive Cancer Network, Inc. 2014, All rights reserved. The NCCN Guidelines® and this illustration may not be reproduced in any form without the express written permission of NCCN®.

Figure 1. NCCN Clinical Practice Guidelines in Oncology for Cervical Cancer. High-resource level or parent guideline outlines treatment recommendations for services available at centers of excellence in the United States. (See Table 3 for legend.)
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proposed for situations in which RT, brachytherapy,
and/or surgery are unavailable. Examples noted in
blue text include neoadjuvant chemotherapy or neoadjuvant chemoradiation performed in combination
with primary surgery when feasible. This strategy
allows cytoreduction with chemotherapy followed
by potentially curative surgery in settings where RT
is not typically available. These alternative treatment modalities represent elemental steps that have
been shown to provide a measurable survival benefit
through tumor shrinkage, which allows for surgical
resection in some patients.26–28
Figures 3 and 4 represent the corresponding
NCCN Framework for Core Resources and Enhanced
Resources for locally advanced cervical cancer, respectively. In the Framework for Core Resources
(Figure 3), primary treatment determinations con-

tinue to be made based on clinical staging alone. If
feasible, recommended treatment includes pelvic RT
with concurrent cisplatin-containing chemotherapy
and brachytherapy. However, if brachytherapy is not
feasible, alternative treatment modalities with curative potential can be determined from clinical trial
data. Treatment paradigms that incorporate neoadjuvant chemotherapy or chemoradiation offer a measurable level of success.26–28
In the NCCN Framework for Enhanced Resources (Figure 4), specialized surgical techniques required
for precise staging may be unavailable. However, treatment decisions can be facilitated by incorporating radiologic imaging with clinical staging. In this setting,
primary treatment recommendations concur with the
NCCN Guidelines and are guided by the presence or
absence of radiologically detected adenopathy.

NCCN Guidelines Version 2.2015
Cervical Cancer
NCCN FrameworkTM: Basic Resources
CLINICAL STAGE*

ADDITIONAL
WORKUP

PRIMARY TREATMENT

Negative
adenopathy

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi (category 1)
If radiation and/or brachytherapy unavailable:
Neoadjuvant chemotherapy,
followed by radical hysterectomy (if feasible)
or
Neoadjuvant pelvic RT ± concurrent chemotherapy
+ radical hysterectomy (if feasible)
or
If brachytherapy and surgery unavailable:
Pelvic RTi ± chemotherapy

Positive
adenopathy

Consider needle
biopsy

Negative

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi
(category 1)

Radiologic
imaging only

Stage IB2, Stage IIA2*
(See CERV-4 for alternative
recommendations for these patients)
Stage IIB, IIIA, IIIB, IVA

or

NCCN Guidelines Index
Cervical Cancer TOC
Discussion

Surgical staging
(category 2B):
Extraperitoneal
or laparoscopic
lymph node
dissection

See Imaging Results (CERV-7)

See Node Status
(CERV-8)

Positive
*For Stage IB2, Stage IIA2 see CERV-4
iSee Principles of Radiation Therapy for Cervical Cancer (CERV-B).
kConcurrent cisplatin-based chemotherapy with RT utilizes cisplatin as a single agent or cisplatin plus 5-fluorouracil.

See Surveillance
(CERV-10)

Note: This is the NCCN Framework for Resource Stratiﬁcation of NCCN Guidelines. For deﬁnitions of the NCCN FrameworkTM, see page FR-1.
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.
Version 2.2015 © National Comprehensive Cancer Network, Inc. 2016, All rights reserved. The NCCN FrameworkTM, NCCN Guidelines®, and this illustration may not be reproduced in any form without the express written permission of NCCN®.

CERV-6

Figure 2. NCCN Framework for Resource Stratification of NCCN Guidelines showing basic resources for workup and primary treatment of stage IIB, IIIA,
IIIB, and IVA disease. Essential services needed to provide basic minimal standard of care are shown. (See Table 3 for legend.)
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Discussion
Clinical practice guidelines are widely used to assist health care decision-making in high-resource
settings; the same opportunity exists for resourceconstrained health care environments. The optimal
application of limited resources requires that the
magnitude of benefit and the required resources for
cancer care be considered explicitly. Resource-stratified frameworks are intended to aid the optimal use
of the resources that are available, not to limit their
use. The expectation is that health care systems will
deliver the best care possible with available resources
and will strive to advance through the levels, with
the goal of incrementally approximating and achieving the maximal level of care and resources as described in the NCCN Guidelines.

Optimal allocation of scarce resources is also a
priority, so that in lower-resource settings they can be
used only when their use results in demonstrable improvement in outcomes. The inability to offer maximal care within a limited-resource setting should not
deprive patients of the very best care that can be provided based on the resources that are available.
Resource stratification can be used at either
the regional or the health care setting level. More
resource-intensive frameworks might be used in
centralized tertiary care centers, whereas Enhanced,
Core, or Basic Frameworks might inform resource allocation in regional hospitals or local clinic settings.
Many cancer care delivery systems in LMICs are
inadequate and ineffective because of resource constraints and suboptimal organization. Government
agencies and ministries, nongovernment organizations,

NCCN Guidelines Version 2.2015
Cervical Cancer
NCCN FrameworkTM: Core Resources
CLINICAL STAGE*

ADDITIONAL
WORKUP

PRIMARY TREATMENT

Negative
adenopathy
Radiologic
imaging only

Stage IB2, Stage IIA2*
(See CERV-4 for alternative
recommendations for these patients)
Stage IIB, IIIA, IIIB, IVA

NCCN Guidelines Index
Cervical Cancer TOC
Discussion

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi
(category 1)
If no brachytherapy:
Neoadjuvant pelvic RT ± concurrent chemotherapy
+ radical hysterectomy
or
Neoadjuvant chemotherapy + radical hysterectomy

Positive
adenopathy

Consider needle
biopsy

Negative

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi
(category 1)

See Imaging Results (CERV-7)

or

Surgical staging
(category 2B):
Extraperitoneal
or laparoscopic
lymph node
dissection
Positive

See Node Status
(CERV-8)

*For Stage IB2, Stage IIA2 see CERV-4.
iSee Principles of Radiation Therapy for Cervical Cancer (CERV-B).
kConcurrent cisplatin-based chemotherapy with RT utilizes cisplatin as a single agent or cisplatin plus 5-fluorouracil.

See Surveillance
(CERV-10)

Note: This is the NCCN Framework for Resource Stratiﬁcation of NCCN Guidelines. For deﬁnitions of the NCCN FrameworkTM, see page FR-1.
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.
Version 2.2015 © National Comprehensive Cancer Network, Inc. 2016, All rights reserved. The NCCN FrameworkTM, NCCN Guidelines®, and this illustration may not be reproduced in any form without the express written permission of NCCN®.

CERV-6

Figure 3. NCCN Framework for Resource Stratification of NCCN Guidelines showing core resources for workup and primary treatment of stage

IIB, IIIA, IIIB, and IVA disease. This framework includes services from the framework for basic resources and additional services that provide major
improvements in disease outcomes, such as survival, that are not cost-prohibitive. (See Table 3 for legend.)
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NCCN Guidelines Version 2.2015
Cervical Cancer
NCCN FrameworkTM: Enhanced Resources
CLINICAL STAGE*

ADDITIONAL
WORKUP

NCCN Guidelines Index
Cervical Cancer TOC
Discussion

PRIMARY TREATMENT

Negative
adenopathy

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi
(category 1)

Positive
adenopathy

Consider needle
biopsy

Negative

Pelvic RTi
+ concurrent cisplatin-containing chemotherapyk
+ brachytherapyi
(category 1)

Radiologic
imaging only

Stage IB2, Stage IIA2*
(See CERV-4 for alternative
recommendations for these patients)
Stage IIB, IIIA, IIIB, IVA

See Imaging Results (CERV-7)

or

Surgical staging
(category 2B):
Extraperitoneal
or laparoscopic
lymph node
dissection

See Node Status
(CERV-8)

Positive

*For Stage IB2, Stage IIA2 see CERV-4.
iSee Principles of Radiation Therapy for Cervical Cancer (CERV-B).
kConcurrent cisplatin-based chemotherapy with RT utilizes cisplatin as a single agent or cisplatin plus 5-fluorouracil.

See Surveillance
(CERV-10)

Note: This is the NCCN Framework for Resource Stratiﬁcation of NCCN Guidelines. For deﬁnitions of the NCCN FrameworkTM, see page FR-1.
All recommendations are category 2A unless otherwise indicated.
Clinical Trials: NCCN believes that the best management of any cancer patient is in a clinical trial. Participation in clinical trials is especially encouraged.
Version 2.2015 © National Comprehensive Cancer Network, Inc. 2016, All rights reserved. The NCCN FrameworkTM, NCCN Guidelines®, and this illustration may not be reproduced in any form without the express written permission of NCCN®.

CERV-6

Figure 4. NCCN Framework for Resource Stratification of NCCN Guidelines showing enhanced resources for workup and primary treatment of stage
IIB, IIIA, IIIB, and IVA disease. Services from the Framework for Core Resources and additional services that provide lesser improvements in disease
outcomes and/or services that provide major improvements in disease outcomes but are cost-prohibitive in lower-resource settings are included. (See
Table 3 for legend.)

health care systems, hospitals, clinics, and individual
practitioners can use resource-stratified approaches to
optimize treatment and improve patient outcomes.
The NCCN Framework for Resource Stratification
provide an evidence-based approach for improving the
quality, effectiveness, and efficiency of health care delivery by outlining optimal strategies for use of existing
resources. At the same time, futile and resource-wasting approaches are explicitly identified when essential,
basic-level services are unavailable, under-resourced,
or dysfunctional. Rather than restricting treatment to
a limited number of individuals through the overuse of
expensive strategies of marginal benefit, resource stratification frameworks can be used to develop optimized
strategies for equitable health care delivery in service of
the entire community.

References

© JNCCN—Journal of the National Comprehensive Cancer Network |

1. Torre LA, Bray F, Siegel RL, et al. Global cancer statistics, 2012. CA
Cancer J Clin 2015;65:87–108.

2. The World Health Report 2006: Working Together for Health. 2006.
Available at: http://www.who.int/whr/2006/en/. Accessed July 18, 2016.

3. Global, regional, and national age-sex specific all-cause and cause-specific
4.
5.
6.

7.

8.

mortality for 240 causes of death, 1990-2013: a systematic analysis for the
Global Burden of Disease Study 2013. Lancet 2015;385:117–171.
Ravishankar N, Gubbins P, Cooley RJ, et al. Financing of global health:
tracking development assistance for health from 1990 to 2007. Lancet
2009;373:2113–2124.
Dieleman JL, Graves C, Johnson E, et al. Sources and focus of health
development assistance, 1990-2014. JAMA 2015;313:2359–2368.
Nugent RA, Feigl AB. Where have all the donors gone? Scarce donor
funding for non-communicable disease. Washington, DC: Centers for
Global Development; 2010. Available at: http://www.cgdev.org/content/
publications/detail/1424546. Accessed July 18, 2016.
Gelband H, Sankaranarayanan R, Gauvreau CL, et al. Costs, affordability,
and feasibility of an essential package of cancer control interventions in
low-income and middle-income countries: key messages from Disease
Control Priorities, 3rd edition. Lancet 2016;387:2133–2144.
WHO. National Cancer Control Programmes: Policies and Managerial
Guidelines. 2nd ed. Geneva, Switzerland: WHO; 2002. Available at http://
www.who.int/cancer/publications/nccp2002/en/. Accessed July 18, 2016.

Volume 14 Number 8

|

August 2016

969

Special Feature

NCCN Framework for Resource Stratification
9. Anderson BO, Carlson RW. Guidelines for improving breast health care
10.
11.

12.

13.
14.
15.
16.
17.
18.

in limited resource countries: the Breast Health Global Initiative. J Natl
Compr Canc Netw 2007;5:349–356.
Anderson BO, Yip CH, Smith RA, et al. Guideline implementation for
breast healthcare in low-income and middle-income countries. Cancer
2008;113(Suppl 8):2221–2243.
Daniels ME, Donilon TE, Bollyky TJ; for the Council on Foreign Relations.
The emerging global health crisis: noncommunicable diseases in low- and
middle-income countries. New York, NY: Council on Foreign Relations,
2014. Available at: http://www.cfr.org/diseases-noncommunicable/
emerging-global-health-crisis/p33883. Accessed July 18, 2016.
Institute of Medicine of the National Academies Committee on cancer
control in low- and middle-income countries. In: Sloan F, Gelband H,
eds. Expanding the Role of the Global Community in Cancer Control.
Washington, DC: The National Academies Press; 2007:285–304.
Committee on Cancer Control in Low- and Middle-Income Countries.
Cancer Control Opportunities in Low- and Middle-Income Countries.
Washington, DC: National Academies Press; 2007:340.
Anderson BO, Yip CH, Ramsey SD, et al. Breast cancer in limited-resource
countries: health care systems and public policy. Breast J 2006;12(Suppl
1):S54–69.
Carlson RW, Anderson BO, Chopra R, et al. Treatment of breast cancer in
countries with limited resources. Breast J 2003;9(Suppl 2):S67–74.
Eniu A, Carlson RW, Aziz Z, et al. Breast cancer in limited-resource
countries: treatment and allocation of resources. Breast J 2006;12(Suppl
1):S38–53.
Eniu A, Carlson RW, El Saghir NS, et al. Guideline implementation for
breast healthcare in low- and middle-income countries: treatment resource
allocation. Cancer 2008;113(Suppl 8):2269–2281.
Anderson BO, Shyyan R, Eniu A, et al. Breast cancer in limited-resource
countries: an overview of the Breast Health Global Initiative 2005
guidelines. Breast J 2006;12(Suppl 1):S3–15.

19. Echavarria MI, Anderson BO, Duggan C, Thompson B. Global uptake of
BHGI guidelines for breast cancer. Lancet Oncol 2014;15:1421–1423.

20. Pecorelli S. Revised FIGO staging for carcinoma of the vulva, cervix, and
endometrium. Int J Gynaecol Obstet 2009;105:103–104.

21. Pecorelli S, Zigliani L, Odicino F. Revised FIGO staging for carcinoma of
the cervix. Int J Gynaecol Obstet 2009;105:107–108.

22. Gold MA, Tian C, Whitney CW, et al. Surgical versus radiographic

23.
24.

25.
26.
27.

28.

determination of para-aortic lymph node metastases before chemoradiation
for locally advanced cervical carcinoma: a Gynecologic Oncology Group
study. Cancer 2008;112:1954–1963.
Moore DH. Surgical staging and cervical cancer: after 30 years, have we
reached a conclusion? Cancer 2008;112:1874–1876.
International Agency for Research on Cancer and World Health
Organization. Cervical cancer: estimated incidence, morality and
prevalence worldwide in 2012. International Agency for Research on
Cancer and World Health Organization: Lyon, France; 2015. Available
at: http://globocan.iarc.fr/Pages/fact_sheets_cancer.aspx. Accessed July 18,
2016.
Jemal A, Bray F, Center MM, et al. Global cancer statistics. CA Cancer J
Clin 2011;61:69–90.
Kokka F, Bryant A, Brockbank E, et al. Hysterectomy with radiotherapy or
chemotherapy or both for women with locally advanced cervical cancer.
Cochrane Database Syst Rev 2015;4:CD010260.
Macchia G, Morganti AG, Deodato F, et al. Concomitant boost plus
large-field preoperative chemoradiation in locally advanced uterine cervix
carcinoma: phase II clinical trial final results (LARA-CC-1). Gynecol
Oncol 2012;125:594–599.
Mountzios G, Soultati A, Pectasides D, et al. Novel approaches for
concurrent irradiation in locally advanced cervical cancer: platinum
combinations, non-platinum-containing regimens, and molecular targeted
agents. Obstet Gynecol Int 2013;2013:536765.

© JNCCN—Journal of the National Comprehensive Cancer Network |

Volume 14 Number 8

|

August 2016

