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Overview

• Overview of the Military HIV Research Program’s (MHRPs) 
President’s Emergency Plan For AIDS Relief (PEPFAR) 
activities 

• Introduction of Infection Prevention and Control (IPC) principles
• Results of survey of WRAIR-supported facilities
• Details from Nigeria study
• Summary 
• Conclusions
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President’s Emergency Plan For AIDS Relief
• PEPFAR: U.S. President’s Emergency Plan for AIDS 

Relief
 The largest single global health program of the 

USG, and the largest single HIV implementing 
program in the world ($6-7B/yr since 2009)

• Established in 2003 and reauthorized in 2008, 2013, 
2018 (upcoming in 2023)

• Funding provided by US State Dept through USG 
agencies (DOD, HHS-CDC, HHS-HRSA, HHS-NIH, 
USAID, Peace Corps) to implementing partners and 
host governments

• The US Military HIV Research Program (MHRP) at the 
Walter Reed Army Institute of Research (WRAIR) was 
established in 1986 as a community-based research 
platform; in 2003-2005, received PEPFAR funding to 
provide HIV Care and Treatment to the communities 
across the research platform
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MHRP Scope

• Nigeria Ministry of Defense 
(NMOD) – 38,522 

Tanzania

Nigeria

Philippines

Uganda

Nigeria 
$13.5

Kenya 
$17.9

Uganda
$11.2

Tanzania 
$49M

Kenya

• Tanzania People’s Defense Force (TPDF) – 20,600   
• HJFMRI Southern Highlands – 196,702 

• Makerere University Walter Reed 
Project – 59,057 

Yearly Budget, by Country

• Kenya Defence Forces (KDF) – 3,072  
• South Rift Valley (SRV) – 47,587 
• Kisumu West/Seme (KW) – 11.037 
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Modes of Transmitting Infectious Organisms 
Direct
 Contact Examples: HIV, EBV, HPV, monkeypox, 

ebola
 Droplet Examples: pertussis, flu, strep

Indirect
 Vector-borne    Examples: Yersinia (plague), malaria, 

West Nile Virus
 Vehicle-borne   Examples: C. botulinum, Vibrio 

(cholera)
 Airborne Examples: TB, measles, COVID-19
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Overview of Healthcare Associated Infection

• Data are difficult to come by, particularly for airborne infections
• The European Centre for Disease Prevention and Control estimates 

that ~4.1 million people suffer from healthcare-associated infection 
(HCAI) every year in Europe; approximately 1.7 million affected 
patients in the U.S. 

• The risk of acquiring HCAIs in developing countries is 2 to 20 times 
higher than in developed countries; hospital-wide prevalence varies 
from 5.7% to 19.1% (pooled prevalence of 10.1%)

• Infection Prevention and Control (IPC) is one of the most cost-
effective ways to lower HCAI, ensure staff and facility functioning and 
address antimicrobial resistance
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Infection Prevention and Control
• Effective Infection Prevention and Control (IPC) 

is a set of recommended practices to reduce 
the likelihood of transmitting infectious 
organisms 
• Recommendations geared to specific organisms 

and their modes of transmission (direct contact, 
droplet or airborne) 

• Droplet and airborne transmission are of 
particular concern

• Applying IPC practices requires diligence; 
knowledge; and programmatic, institutional, and 
financial support
• Effective IPC requires constant action at all 

levels of the health system
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Infection Prevention and Control for 
Droplet/Airborne Organisms
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Adminstrative Controls: Changes to Work
• Assign someone (or a committee) the responsibility for IPC at 

each facility
• Develop, post, and implement a written IPC plan; monitor 

continuously
 Adapted to needs of the community and patient populations
 Pre and post-exposure protocols

• Implement effective work practices for managing persons who 
may have disease: 

• Safely screening and then separating sick/symptomatic patients, 
preferably outdoors

• Screen staff and have plans for potential staff-shortages
• Appropriate face mask policy for patients and personal protective 

equipment for staff
• Move work to open or outdoor areas, as possible
• Ensure and enforce appropriate protocols for cleaning or 

sterilization of equipment and surfaces
• Use posters and signs to remind patients and staff of proper 

respiratory hygiene.
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Environmental Controls

•Appropriate exhaust ventilation (e.g., 
hoods, tents, or booths) 

•Diluting and directionally removing 
contaminated air by cross ventilation and 
negative pressure

• Controlling airflow to prevent contamination of 
air in areas adjacent to the source 

• Airborne infection isolation rooms
• Cleaning air by using high efficiency 

particulate air filtration or ultraviolet 
germicidal irradiation (far UV light)
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Personal Protective Equipment

• Ensure staff have reliable access to 
and are wearing PPE appropriate to 
their line of duty
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Why is IPC important?
• First do no harm: obligation to staff 

and patients
• Critical part of pandemic 

preparedness and response
• Transmission of infectious diseases 

(partic airborne) occurs easily in 
crowded indoor environments, which 
could be focal points for community 
amplification.  

• IPC helps maintain force readiness 
and promotes community stability

• Prolonged COVID-19 infection (e.g., in 
people living with HIV (PLHIV)) may 
increase viral mutations, endangering 
communities and military-funded 
operations

Monkeypox, 
26 Aug 2022 
(US CDC)

COVID, 
30 Aug 
2022
JHU
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Expectations for all PEPFAR-Supported Clinics

• IPC point person (or committee)
• Posted IPC plan and protocols 
• Appropriate screening and separating of symptomatic patients 

and staff
• Requirements for appropriate masking (“source control”)
• Implementation of appropriate ventilation protocols
• Environmental controls wherever feasible
• Availability of appropriate PPE
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Survey Rationale and Methods
• The Military HIV Research Program (MHRP) at the Walter Reed Army Institute of 

Research supports HIV care and treatment services at 784 facilities in four African 
countries. 

• While IPC policy is clear and recommended for all facilities, the actual IPC practices 
at those facilities is unknown

• We developed an 11-question survey and in late October 2021 we sent it to 750 
facilities supported by MHRP
• Surveys sent after 18 months of COVID and repeated policy IPC updates and reminders

• The survey inquired about practices such as symptom screening, patient cohorting
and separation, availability and use of personal protective equipment (e.g., mask-
wearing), and use of outdoor space. 

• Questions were in a mixed format, which included Likert scale, yes-or-no and check-
all-that-apply
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• Only 70% of facilities had identified an individual responsible for IPC –
even fewer had an IPC committee in place

48%52%

Facilities with a functioning 
IPC committee (n= 625)

No Yes

30%

70%

Facilities with a specific 
individual(s) 

that ensure IPC (n=625) 

No Yes
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• Over a quarter of facilities did not require use of face masks – and 
less than a third estimated that all patients wore them

27%

73%

Facilities that require 
patients to face mask 

(n=625)

No Yes

31%

26%

43%

Estimates of patients who 
wear masks (n=405)

All Half or more Less than half
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27%

73%

Facilities that provide 
PPE for staff (n=625)

No Yes

23%

77%

Facilities that require 
staff to wear face 

masks (n=626) 

No Yes

34%

36%

30%

Estimates of staff who wear 
medical masks inside the 
facility at all times (n=625)

All Half or more Less than half

• About a quarter of facilities did not require staff to wear face masks and only 
about a third estimated that all staff wore medical masks inside the facility

• Just over a quarter of facilities did not provide PPE to staff
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• Only about a half of facilities reported that they always or almost always 
screened patients for signs/symptoms; even fewer reported that they 
screened staff for symptoms prior to each shift

30%

19%
35%

8%
8%

Facilities that screen 
patients for sign/symptoms 

(n=623) 

Always
Almost Always
Sometimes
Rarely
Never

23%

16%

30%

15%

16%

Facilities that screen staff 
prior to each shift (n=628)

Always
Almost Always
Sometimes
Rarely
Never
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• Just over half of facilities reported that they always or almost always 
separated symptomatic patients (58%) or practiced social distancing for 
patients (53%)

42%

16%

35%

4%
3%

Facilities that separate 
symptomatic patients (n=627)

Always
Almost Always
Sometimes
Almost Never
Never

32%

21%

41%

5%

1%

Facilities that practice social 
distancing for patients 

(n=624)

Always
Almost Always
Sometimes
Almost Never
Never
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• Just over half of facilities reported that they always or almost always 
use outdoor spaces for patients who are waiting (57%) and even 
fewer (37%) reporting always or almost always using outdoor spaces 
for other activities – like administrative work 

39%

18%

30%

4%
9%

Facilities that use of outdoor 
spaces for patients who are 

waiting (n=619)

Always
Almost Always
Sometimes
Almost Never
Never

22%

15%

45%

5%
13%

Facilities that use of outdoor 
spaces for other activities 

(n=626)

Always
Almost Always
Sometimes
Almost Never
Never
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IPC Drill Down in Nigeria In-Patient Facilities
• Nigeria team sent an additional survey; 88 respondents from 4 facilities

• Only about half of respondents said that 
administrative controls, such as protocols to monitor 
IPC compliance, visitor visitation rules were reliable 
in place

• Less than half reported reliable availability of PPE
• Few respondents reported effective environmental 

controls, such as UV lighting, open windows or air 
filtration systems

51%49%

Guidance to 
monitor IPC 
compliance

Yes No

64%

36%

Patient isolation 
practiced

Yes No

42%
58%

Consistent 
availability of 

PPE

Yes No

14%

86%

UV lights in 
use

Yes No

31%

69%

Open windows 
with circulating 

air

Yes No

12%

88%

Air filtration 
systems

Yes No

48%52%

Visitor rules/
restrictions

Yes No
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Summary
• Even after 18 months and repeated reminders, IPC was sub-optimal 

in both out-patient and in-patient facilities
• Nearly a third of facilities did not have a designated individual responsible for 

IPC
• Approximately a quarter of facilities did not require universal source control 

(patient and staff masking) and only about a third of patients and staff actually 
wore masks

• Less than a half of facilities always or almost always screen staff or patients 
for symptoms, only about 60% of those that do actually separate symptomatic 
patients or have patient waiting areas wait outdoors

• In the in-patient setting, there was inconsistent availability of PPE and limited 
environmental controls

• Given self-report, actual practices may be even more sub-optimal
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Conclusions
• This survey revealed critically important gaps in IPC that need 

to be remedied to improve patient care and avoid amplifying 
transmission

• IPC is being re-asserted as a top priority in all PEPFAR-
supported facilities; efforts to ensure IPC precepts are 
implemented faithfully include:

• The establishment of a task team at PEPFAR to provide guidance and 
oversee IPC efforts across all PEPFAR-supported facilities

• IPC training in various country programs
• Deployment of a new Program Quality tool to assess IPC activities in 

PEPFAR-supported facilities
• WRAIR is conducting specific remediation in all supported facilities
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