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Abstract

The Infectious Diseases Institute (IDI), established in 2001, was the first autonomous institution of Makerere University set up
as an example of what self-governing institutes can do in transforming the academic environment to become a rapidly progres-
sive University addressing the needs of society. This paper describes the success factors and lessons learned in development of
sustainable centers of excellence to prepare academic institutions to respond appropriately to current and future challenges to
global health.

Key success factors included a) strong collaboration by local and international experts to combat the HIV pandemic, along with
b) seed funding from Pfizer Inc., c) longstanding collaboration with Accordia Global Health Foundation to create and sustain
institutional strengthening programs, d) development of a critical mass of multi-disciplinary research leaders and managers of
the center, and ¢) a series of strong directors who built strong governance structures to execute the vision of the institute, with
subsequent transition to local leadership.

Conclusion: Twenty years of sustained investment in infrastructure, human capital, leadership, and collaborations present Mak-
erere University and the sub-Saharan Africa region with an agile center of excellence with preparedness to meet the current and
future challenges to global health.
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Introduction

The Infectious Diseases Institute (IDI) at Makerere Uni-
versity was established in 2001 through a public-private
partnership at Makerere University Faculty of Medicine
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scientists named the Academic Alliance for AIDS Care
and Prevention in Africa (AA), Pfizer Pharmaceuticals,
and the Government of Uganda"?. Key leaders of this
Alliance included Dr. Metle Sande*, President of the AA
Foundation and Chair of Medicine, University of Utah,
Nelson Sewankambo, Dean of the Faculty of Medicine
at Makerere University, and Henry “Hank” McKinnell,
Chief Executive Officer (CEO) of Pfizer. These leaders
and the Academic Alliance realized that as anti-HIV drugs
became more widely available in sub-Saharan Africa, it
was essential to create a strong cadre of well-trained doc-
tors, nurses, and laboratory workers who could not only
administer these drugs and care for HIV-infected people
but also could train others to deliver an equally high level
of care. They further realized that building a center of
excellence in East Africa at Makerere had the potential
to produce a multiplier effect not only regionally but per-
haps across the entire continent of Africa. A vision of
the IDI crystallized; a center of excellence squarely fo-
cused on training, clinical care and research.

The IDI was envisioned to train tens of thousands of
medical professionals who in turn would each train hun-
dreds who would diagnose, treat, and care for the tens of
millions who needed help. A bold ambition indeed. Part
of that vision was to reject the idea of "good enough for
Africa." Everything the IDI did from building construc-
tion to clinical research, to the laboratory, to patient care
would be "world class." Moreover, the goal was Afti-
can-built and African-led, an even bolder ambition. While
many from other continents contributed to the IDI's
success, that bold ambition has been realized. The key
success factors and lessons learned with the IDI, as de-
scribed in this paper by several IDI founders, provide an
informative roadmap to create strategic partnerships with
academic institutions in low- and middle-income coun-
tries (LMIC) to respond to current and future challenges
in global health.

Key success factors for development of a self-sustaining
and productive center of excellence, such as IDI, at an
academic institution in LMIC ate described below.

a) Strong collaboration by local and international
experts to combat the HIV pandemic: The AIDS cri-
sis hit San Francisco hard in the early 1980s. As Chief
of Medicine at the San Francisco General Hospital Dr.
Sande, often described as an “impatient visionary”, to-
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gether with his colleagues created the San Francisco
model of AIDS care involving specialized inpatient and
outpatient facilities aimed at compassionate and compre-
hensive care. Through a unique public-private partner-
ship, Dr. Sande played a key role in creating the Glad-
stone Institute of Virology and Immunology, a research
center dedicated to fundamental studies of the virus.
With San Francisco in mind, Metle had a vision for what
could be accomplished at Makerere University. He forged
a strong partnership with Dean Sewankambo and Pfizet’s
Hank McKinnell that ultimately led to the creation of the
IDI. He was aided in this quest by his creation of the
Academic Alliance, comprised of a strong and commit-
ted collection of physicians and scientists from Aftica,
North America and Europe. Among his many honors,
Metle treasured the Presidential Distinguished Service
Award for Contribution to Health Care in Uganda. IDI
will always be indebted to Dr.Sande’s vision, tenacity, and
leadership that were key to its creation.

The partnership of IDI with the Accordia Global Health
Foundation (the successor to the Academic Alliance
Foundation) grew exponentially stronger as IDI launched
operations in its new building, Accordia’s mission was to
overcome the burden of infectious diseases in Africa by
building centers of excellence and strengthening medical
institutions. Accordia was committed to the creation of
African owned and African led permanent centers that
develop health leadership, skills, and knowledge to create
generations of healthy children and adults. Key person-
nel at Accordia included Warner C. Greene MD, PhD,
Accordia’s President and member of the Academic Al-
liance, Carol Spahn, Executive Director, and Kelly Wil-
lis, Vice President and Director of Programs. Accordia
worked closely with IDI to build vibrant programs. A
few examples of Accordia’s programs at IDI include a
Visiting Professor-In-Residence series, the Sewankambo
Scholars Program, an annual Scientific Advisory Board
review involving international leaders in infectious dis-
case, Gates funding to better understand how to train
mid-level health workers to care for HIV infected people,
and new funding for recruitment of IDI leadership and
construction of IDI’s second building. Accordia also held
annual conferences bringing together 13 leading centers
in Africa to share lessons learned and the best approaches
to accomplish their mission of building stronger orga-
nizations more effectively for the delivery of healthcare.
IDI was a center point of these discussions and steadily



grew as a sustainable and effective model for all of Africa.
Accordia merged with Africare in 2017.

b) Purposeful public-private partnerships and co-
operate responsibility to combat global health chal-
lenges: By mid-2000, Hank McKinnell, Pfizet's then
30-year veteran and CEO was selected by Pfizer's Board
of Directors to become Chairman/CEO early in 2001.
Hank's belief was that companies' success needed to be
measured by the trust and respect of all stakeholders not
just shareholders. While Pfizer had served its sharehold-
ers extremely well up until that time and was one of the
most valuable companies in the world, Pfizer and the
pharmaceutical industry generally were far from the most
respected. In 2000, Pfizet's chairman/CEO was burned
in effigy at the World's AIDS Conference in Durban,
South Africa for "putting profits before patients." Hank
knew that criticism was unfair and set as one of his goals
earning back public trust. Hank met with Pfizer's infec-
tious disease advisory board of 20 of the wotld's most
respected academic researchers (the IDAB). Their advice
was “Pfizer didn't need to tell their story better, they needed to have
a better story to tell”.

Out of that meeting grew the Diflucan (Fluconazole)
program at the IDI. Hank realized health care in Africa
was delivered in several different ways. The private market
was separate from government-run healthcare in many
countries and Pfizer could provide Diflucan, life-saving
medicine for patients with HIV and cryptococcal men-
ingitis at no charge to the government while maintaining
private sector sales. The Diflucan program was hugely
successful and saved many lives.

c) Bold ambitions and visionary leadership: Hank
also served on President George W. Bush's Presidential
Advisory Council on HIV/AIDS (PACHA) and knew
President Bush was committed to providing help to Afri-
ca in dealing with the triple threats of HIV/AIDS, Malar-
ia, and Tuberculosis. Hank further realized that medical
aid was not like food aid. Medicines could not just be
handed out from the back of a truck. Supported by the
advice of Pfizet's IDAB, the NIH, the Center for Dis-
ease Control and prevention (CDC), and in particular Dr.
Metle Sande and Hank met with the Presidents of South
Africa, Kenya, and Uganda, seeking a public sector part-
net for what Pfizer was about to do. “The clear winner

was President Museveni and the government of Ugan-
da”, said Hank. That decision was strongly supported by
Dr. Merle Sande who as a young clinical research doctor
had done pioneering work in Uganda and had made many
friends there. Dr. Sande brought on board Dr. Nelson
Sewankambo.

d) Autonomy within a reputable University: Gover-
nance of an autonomous institute (www.idi-makerere.
com) through an independent IDI Board allowed IDI to
benefit from some University resources including but not
limited to land, technical expertise, established academic
programs and the University brand. IDI is headed by an
Executive Director (ED) with the support of a 14 -mem-
ber senior management team (a head and deputy head for
6 programmes and 2 sub-programmes plus a head and
deputy head for 3 support functions). The ED reports
to a Board with 12 members who are selected on their
own merit for specific competencies that they bring to
the Board. The Board provides strategy and policy over-
sight and meets a minimum of 3 times a year to review
progress and to provide recommendations for progress-
ing IDI’s mission. The Board has a standing Audit & Fi-
nance Committee, with other ad hoc committees such as
the nominations committee formed as and when needed.
Board members serve for a four-year renewable term and
are rotated away at the end of the second term to create
room for new board members. The Board nominations
committee scouts globally for potential candidates for
nomination to the IDI board and to the ED position.
The Boatd reports annually to the Annual General Meet-
ing (AGM) of members. The members, who are the apex
governance body of IDI are the University Vice Chan-
cellor and University Secretary; and through the AGM
they provide an annual high-level review of IDI’s finan-
cial position and its progress in achieving its mission. The
members also approve and make the final appointment
of new nominees to the Board and ED positions.

By having a full-time executive director and independent
financial management and procurement systems, the IDI
has attained a reputable efficiency to implement multiple
projects, with presence in different parts of the country.
Through its independent recruitment processes, IDI is
able to hire technical and support staff as core staff and
research staff, as and when required. IDI staff have in-
creased from 28 core staff in 2004 to 2058 in 2022 (Table

African Health Sciences Special Issue, 10! 22, Angnst, 2022 3



2). Results from multiple studies are published in reputa-
ble peet-reviewed journals **, with over 940 peet-reviewed
publications over the past two decades. These results
have led to programmatic improvements and improved
outcomes of HIV treatment and management of co-in-
fections country-wide; thereby amplifying the college of
health sciences’ mandate to respond to societal needs.

e) Seed funding: The Pfizer initial investment in the IDI
greatly facilitated the establishment of infrastructure,
governance and management systems. Apart from direct
in-kind expenditure, cumulative annual Pfizer unrestrict-
ed grants totaled about $25,000,000 from FY2005/2006
(when IDI was transferred to Makerere University and
started maintaining its own accounts to FY 2011/2012).
This generous support laid a firm foundation that has
enabled the institute to grow its programmatic areas:
Research, Training, and Prevention, Care & Treatment,
and subsequently the outreach program (later renamed
Health Systems Strengthening), Laboratory Services, and
the more recently added Global Health Security (GHS),
Academy for Health Innovation, and HIV prevention re-
search site (IDI Kasangati).

f) Capacity building and mentorship for science
leadership: The IDI attracted several capacity building
programs to educate and train scientists who are able
to innovate local solutions to local problems of global
importance including HIV/AIDS, tuberculosis, malaria,
hepatitis B, Ebola, and more recently COVID-19. Over-
all, IDI has contributed to training of 31 PhD and 63
Masters’ degree graduates, 12 post-doctoral scientists and
over 503 trainees (different cadre) in short courses includ-
ing scientific writing and research project management
(Table 1). Through capacity building programs including
the initial two-year fellowship in Infectious Diseases and
the five-year Sewankambo clinical scholarship programs,
the institute developed its leaders including the current
executive director, Andrew Kambugu, the current Prin-
cipal of MakCHS, Damalie Nakanjako, and others who
are leading several departments and research groups at
the college of health sciences’. Through co-mentorship
with scientists in collaborating academic institutions in
the USA and Europe several doctoral trainees, post-docs
and fellows have been supported at the IDI which is now
an international training site for Fogarty training pro-
grams (D43 and U54 funded by the National Institute of
Health, USA) and European and Developing Counttries
Clinical Trials Partnership (EDCTP), among others.

Table 1: Training of various health cadre in HIV, malaria and TB prevention
treatment and diagnosis as per December 2021

Cadre Trainee Percentage
Clinical Officers 5,291 10.5%
Medical Officer/Doctor 3,603 7.1%
Nurses/ Midwives 11,184 22%
Pharmacist / Dispensers 548 1.5%
Nursing Assistants 4,569 99
Laboratory staff 8,437 17%
Records staff 2,165 4%
Counsellors 1,978 4%
M&E Officers 733 1.1%
Stores Assistant/Store keeper 186 0.4%
Medical Students 367 1.4%
Other 11,057 2%
Total 50,318 100%
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Table 2: Cumulative increase of core and project staff at the Infectious Diseases Institute Makerere
University between September 2004 and April 2022

Year Core staff Projects staff Grand total
Sep 2004 28 0 28
Aug 2005 210 54 264
Dec 2006 230 38 268
Jun 2007 205 107 312
Dec 2008 141 111 252
Dec 2009 156 219 375
Jun 2010 165 294 459
Jun 2011 176 501 677
Jun 2014 178 532 710
Jun 2015 152 065 817
Jun 2016 154 748 902
Sept 2016 154 731 885
Dec 2016 157 762 919
Mar 2017 163 746 909
Jun 2017 188 856 1,044
Sept 2017 189 817 1,006
Dec 2017 200 1,035 1,235
Jan 2018 209 1,135 1,344
Dec 2019 217 1144 1361
Dec 2020 227 1389 1616
Dec 2021 238 1646 1884
Apr 2022 261 1797 2058

g) Strengthening laboratory capacity for clinical
care and translational research: Providing quality
health care was challenged by limited capacity for labo-
ratory testing”’. Through partnership with John Hopkins
University (JHU), a core lab facility was established and
certifed by the American College of Pathologist (CAP),
to provide high quality tests to support patient care and
research 1", A translational research lab was established,
separate from the Core lab, in order to allow trainees to
pursue lab-based science and to develop new tests to
support higher impact research. Through the College of
Health Sciences collaborations with the Gladstone Insti-
tute at University of California San Francisco (UCSF), a
translational research laboratory was expanded by equip-
ping a larger laboratory space that was available under the
Department of Obstetrics and Gynecology. The trans-
lational laboratory hosts several masters’, doctoral and
post-doctoral trainees who conduct translational research
that was previously only conducted abroad. The trans-
lational research laboratory provides opportunities for
innovation of new assays by the Microbiology, Mycolo-
gy, Pharmacokinetics, Immunology and Molecular biol-
ogy teams, with the aim of optimizing the innovations

for routine patient care in the CAP-certified laboratory.
There is still a need to build capacity for research with
animal models to promote further understanding of ge-
netics and pathogenesis of human diseases and related
innovative therapies in sub- Saharan Africa.

h) Grants management systems and diversification
of funding: A critical element in facilitating sustainability
of the Institute was the establishment of a grants man-
agement unit during the initial period of Pfizer’s financial
investment. This unit was skilled with pre-and post-award
grants management capacity and by the time the fund-
ing commitment from Pfizer concluded in 2012, IDI was
raising an annual income of about $20,000,000 through
multi-year grants. Currently, the IDI operates an annu-
al budget of approximately $60,000,000 from vatious
funders as shown in Figure 2. The funding portfolio has
been significantly diversified and includes United States
government agencies United States Agency for Interna-
tional Development (USAID), Centers for Disease Con-
trol and Prevention (CDC), United States Department
of Defense (DoD), and the National Institute of Health
(NIH), the European and Developing Countries Clinical
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Trials Partnership (EDCTP), the Flemish Interuniversity
Council for University Development Cooperation (VLIR-
UOS), the United Kingdom Fleming Fund, private foun-
dations (such as the Elma Foundation and the Johnson
and Johnson Corporate Citizenship Trust), Gates Foun-
dation, Wellcome Trust, the Government of Uganda, and
several investigator/program-driven projects. A reputa-
ble efficient grants and finance management framework
has provided systems that support research by individual
scientists, trainees, research groups and multi-disciplinary
consortia.

i) Strategic leadership with transition to local leader-
ship to promote sustainability: The IDI has been led
by a series of internationally reputable directors includ-
ing Keith McAdam, an Emeritus Professor of Tropical
Medicine and founding director (2004-2007), followed by
Dr Alex Coutinho who had previously served as direc-
tor of the AIDS Support Organisation (the largest AIDS
support organization in sub-Saharan Africa) and recipi-
ent of the 2013 prestigious Hideyo Noguchi Africa prize
for outstanding achievement in medical research and set-
vices in Africa. Subsequently leadership was transitioned
to Richard Brough who had worked as head of strategic
planning for nine years and had led IDI’s first and second
five-year strategic plans including the establishment of a
strong grants management systems. The IDI directorship
was later taken over by Andrew Kambugu, the institute’s
first Infectious Disease fellow, who had been mentored at
the institute as the head of the prevention, care and treat-
ment program for seven years and subsequently as head
of research. The mentorship, capacity building in lead-
ership, and strategic planning have produced admirable
institutional continuity and sustainable leaders. The IDI
is currently implementing its third five-year strategic plan.

The impact of academic research and programmes
at IDI Research to improve patient care: The pro-
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gramme is based on priority research questions for Afri-
ca, taking advantage of partnerships to build capacity in
key focal areas such as: opportunistic infections including
TB and Cryptococcus, and clinical pharmacology and
pharmacokinetics > '**. Through partnership, IDI’s HIV
prevention clinical research has contributed to evidence
leading to global drug approval for HIV prevention and
revised protocols for use with HIV treatment and man-

agement of discordant couples .

National and Regional influence: IDI has trained over
51,799 health workers from Uganda and other African
countries in infectious disease prevention and treatment,
laboratory skills and various aspects of systems strength-
ening (Figure 1). The training department provides sys-
tematic ongoing distance support, eHealth approaches
and a free call-in service for both patients and health
care providers, and has informed government policies
and guidelines, including introduction of “Test & Treat’
for HIV-infected patients. In addition, IDI supports na-
tion-wide health systems strengthening (HSS) with pro-
grammes that address key functions across the World
Health Organization (WHO) health system pillars (such
as HR management) using an HIV platform. IDI is cur-
rently one of the lead implementing partners for the US
President’s Emergency Plan for AIDS Relief (PEPFAR)/
US Centers for Disease Control and Prevention (CDC)/
Ministry of Health. The institute currently supports care
and treatment in 14 districts in the Kampala and West
Nile Regions, covering over 270,000 people living with
HIV (approximately 20% of all PLHIV in Uganda). No-
tably, IDI was selected by the US National Institutes of
Health (NIH) to host the African Centre of Excellence in
Bioinformatics & Data Sciences (ACE) which positions
IDI to take part in the global data science revolution to
advance Computational Biology and big data analysis
concepts to manage current and future epidemics.



IDI TRAINING PROGRAMME

Cumulative Number of IDI Trainees by Country
(January 2006 to end of December 2021)
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Trainees from outside Africa: 17 USA; 3 Netherlands; 1 Argentina; 1 Brazil; 1 Germany; 1 Israel; 2 UK; 2 Comoros; 2 Cambodia; 1 Canada
Data on nationality of 440 trainees is unknown

Medical Doctors Other health workers Total
HIV Training (28 African and Non-African countries) 2,149 28,051 30,200
Malaria Training (all Uganda) 61 3,605 3,666
Laboratory Training (9 African countries) 65 4,503 4,568
Systems Strengthening (Uganda and Nigeria) 102 3.026 3,128
Research Capacity Building (3 African countries) 749 919 1,668
Clinical Pharmacy (all Uganda) 3 532 535
™ 38 5463 5,501
Others 396 2,137 2,533
Grand total 3,563 48.236 51,799

Figure 1: Cumulative number of IDI trainees by country (January 2006 to end of December 2021)
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REVENUE BY SOURCE FY 2020/2021

B US Government PEPFAR (60%)
B US Government Non-PEPFAR (15%)
B US Non Government (6%)
Europe Government (7%)
H Europe Non-Government (4%)
B Government of Uganda (1%)
M Self Generated Revenues (6%)
B Other - Government (0.4%)

H Other - Non Government (0.2%)

Figure 2: Revenue by soutce of funding for the Infectious Diseases Institute at Makerere Univetsity in financial year 2020/2021

Funding Agency

Amount in USD (Percentage)

US Govt PEPFAR

35,910,591 (60%)

US Govt Non PEPFAR

8,892,993 (15%)

US Non Govt

3,836,368 (6%)

Europe Govt

3,989,939 (7%)

Europe Non Govt

2,629,323 (4%)

Govt of Uganda

445,442 (1%)

Self-Generated Revenues

3,535,637 (6%)

Other - Government

248,915 (0.4%)

Other - Non Government

114,828 (0.2%)

Total

59,604,037 (100%)

South-South collaborations: IDI has various ongoing
relationships with over 10 African institutions. These in-
clude University of Zimbabwe, Moi University, Ifakara
Health Institute, University of Cape town, University of
the Witwatersrand, and Neurologic Association of South
Africa, which are either subgrantees or co-implementers
of various projects and the East, Central and South Af-
rican College of Physicians (ECSACOP) for which IDI
hosts and provides fiscal management services. Notably,
IDI is a fiscal management and Organizational Devel-
opment founding Partner of Afrehealth, a Pan-African
health inter-professional and multi-disciplinary organiza-
tion established in 2016 with US NIH support in part-
nership with IDI. The Afrehealth network, whose Secre-
tariat is In Kwame Nkrumah University of Science and
Technology (KNUST) in Ghana has over 500 individual
members (26 countries) and 46 academic institutional
members from 18 countries (across all geographic and
linguistic regions of Africa). IDI co-implements a num-
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ber of projects with Afrehealth. Similarly, IDI was select-
ed by the Africa Union and, Africa CDC with the support
of MasterCard Foundation to lead the Implementation
Science pillar of the Saving Lives and Livelihoods (SLL)
Programme — an unprecedented $1.3 bn commitment
for the African continent by Mastercard Foundation.
Through its Program for Research on Vaccine Effec-
tiveness (PROVE), IDI will support the Africa CDC to
estimate the real-wotld effectiveness of COVID-19 vac-
cination on the entire African continent, understand the
barriers and enablers of COVID-19 vaccination in Afti-
ca and to evaluate the Impact of COVID-19 vaccination
on national health systems. Implementation of country
PROVE grants shall inform COVID-19 vaccination roll-
out programmes across the African continent.

Lessons learned

* Strategic partnership of leading scientists in Infectious
diseases supported the national and regional response to
the HIV pandemic



* Public-private partnerships with academic institutions
together with significant seed funding and political will
provide opportunities for capacity building for health
care and research in resource-limited settings

* Training and mentorship of future leaders is relevant
for growth and sustainability of productive academic
centers of excellence

* Rapid growth of human resource to meet demands of
the expanding core and research functions of the institute
requires robust and dynamic human resource systems.

* Wholistic development of physical, human, and sys-
tems infrastructure, within a stable training environment
prepares academic institutions to lead innovative ap-
proaches to emerging challenges. For example, through
the IDI and other clinical, laboratory and public health
units at MakCHS, Makerere University was able to pro-
vide a formidable support to the national response to the
COVID-19 pandemic.

* Investments in strong research infrastructure (grants
management systems, regulatory compliance, biostatis-
tics and data management systems, longitudinal cohorts,
research laboratories, and Information Communication
Technology) to build translational research are all critical
for productive academic research to impact community
for better health.

* Robust governance structures are critical to the efficien-
cy, success and impact autonomous centers of excellence
within academic institutions.

* At the time, 2001, the HIV disease burden was ovet-
whelming therefore illness/disease care became the pri-
mary goal. Although Public Health and preventive care
is the most effective, strategic, and least costly way to
promote better health and save lives, many people tend
to wait until they are disabled, ill, or near the end of life
before realizing that the illness/disease could have been
prevented/avoided.

* Within the IDI, Makerere University hosts: a) Clinical
and basic scientists at all levels to attract funding for re-
search and training programs, b) strong local and inter-
national collaborations and networks, c) strong and rep-
utable research support infrastructure, d) state-of-the art
physical infrastructure with research laboratories and data
systems to understand disease epidemiology, ¢) ability to
conduct translational science locally, and f) a global health
security program.

* Through collaborative efforts in an environment that
promotes academic freedom, many people contributed
to development of the IDI at Makerere University and
many were able to walk away and not ‘take credit’ yet all
remain so proud of what has been accomplished.

* Makerere University has learned great lessons from IDI
and its development, and has gone ahead to approve the
creation of over ten other progressive self-governing in-
stitutes of the University to provide similar supportive
environments that motivate staff to be very productive.
In this regard Makerere is providing leadership and direc-
tion to other universities on the continent on how to be
innovative and do business differently.

“The creation of IDI opened a new chapter to the University re-
garding how it should do business differently. If the University
takes the lessons from IDI at heart, Makerere would be a very
different place in the next 10 years and I hope I can live to see that
transformation” said Nelson Sewankambo, one of the four-
teen founder members of the Academic Alliance

“IDI is continuing to transform Makerere, the health system and
policy landscape, and impacting peoples’ lives, the friends of IDI”,
he added.

Conclusion

Twenty years of sustained investment in infrastructure,
human capital, leadership, and collaborations presents
Makerere University and the sub-Saharan Affica region
with an agile centre of excellence with preparedness to
meet the current and future challenges to global health.
The commitment of large startup funds from Pfizer, plus
ongoing annual support by the Government of Ugan-
da, Makerere University institutional support, as well as
numerous local and international collaborations have
collectively led to the sustained productivity of the IDI
in national and regional response to emerging infectious
disease challenges.
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Dr. Sande was instrumental in the design and construc-
tion of the original Infectious Diseases Institute. On 14
November, 2007, Dr. Sande passed away at his home in
Seattle, Washington, USA. The whole team contributed
enormously towards development of this landmark ini-
tiative but for sure Merle Sande has a special place

References

1. Ronald A, Kamya M, Katabira E, Scheld WM, Se-
wankambo N. The Infectious Diseases Institute at Mak-
erere University, Kampala, Uganda. Infect Dis Clin North
Am 20115 25(2): 369-83.

2. Sande M, Ronald A. The academic alliance for AIDS
care and prevention in Africa. Acad Med 2008; 83(2): 180-
4.

3. Manabe YC, Katabira E, Brough RL, Coutinho AG,
Sewankambo N, Merry C. Developing independent in-
vestigators for clinical research relevant for Africa. Health
Res Policy $yst 2011, 9: 44.

4. Boulware DR, Meya DB, Muzoora C, et al. Timing
of antiretroviral therapy after diagnosis of cryptococcal
meningitis. N Eng/ | Med 2014; 370(206): 2487-98.

5. Meya DB, Kiragga AN, Nalintya E, et al. Reflexive
Laboratory-Based Cryptococcal Antigen Screening and
Preemptive Fluconazole Therapy for Cryptococcal An-
tigenemia in HIV-Infected Individuals With CD4 <100
Cells/microL: A Stepped-Wedge, Cluster-Randomized
Trial. | Acquir Immune Defic Syndr 2019; 80(2): 182-9.

6. Nakanjako D, Mayanja-Kizza H, Ouma J, et al. Tuber-
culosis and human immunodeficiency virus co-infections
and their predictors at a hospital-based HIV/AIDS clinic
in Uganda. Int | Tubere Lung Dis 2010; 14(12): 1621-8.

7. Paton NI, Kityo C, Hoppe A, et al. Assessment of sec-
ond-line antiretroviral regimens for HIV therapy in Afri-
ca. N Engl | Med 2014; 371(3): 234-47.

8. Paton NI, Musaazi |, Kityo C, et al. Dolutegravir or
Darunavir in Combination with Zidovudine or Tenofovir
to Treat HIV. N Eng/ | Med 2021; 385(4): 330-41.

9. Petti CA, Polage CR, Quinn TC, Ronald AR, Sande
MA. Laboratory Medicine in Africa: A Barrier to Effec-
tive Health Care. Clinical Infections Diseases 20065 42(3):
377-82.

10. Nabatanzi R, Bayigga L, Cose S, et al. Innate lym-
phoid cell dysfunction during long-term suppressive an-

10 African Health Sciences Special Issue, 10/ 22, Angust, 2022

tiretroviral therapy in an African cohort. BMC Immunol
2021; 22(1): 59.

11. Nabatanzi R, Bayigga L, Cose S, et al. Monocyte Dys-
function, Activation, and Inflammation After Long-Term
Antiretroviral Therapy in an African Cohort. | Infect Dis
2019; 220(9): 1414-9.

12. Nakanjako D, Otiti-Sengeri |, Ssewanyana I, et al.
CD4 T-cell activation and reduced regulatory T-cell pop-
ulations are associated with early development of cata-
racts among HIV-infected adults in Uganda. Immunol Lett
2014; 161(1): 44-9.

13. Nakanjako D, Ssewanyana I, Nabatanzi R, et al. Im-
paired T-cell proliferation among HAART-treated adults
with suboptimal CD#4 recovery in an African cohort.
BMC Imnunol 2013; 14: 26.

14. Castelnuovo B, Manabe YC, Kiragga A, Kamya M,
Easterbrook P, Kambugu A. Cause-specific mortality and
the contribution of immune reconstitution inflammatory
syndrome in the first 3 years after antiretroviral therapy
initiation in an urban African cohort. Clin Infect Dis 2009,
49(6): 965-72.

15. Castelnuovo B, Sempa ], Agnes KN, Kamya MR, Ma-
nabe YC. Evaluation of WHO Ciriteria for Viral Failure in
Patients on Antiretroviral Treatment in Resource-Limited
Settings. AIDS Res Trear 2011; 2011: 736938.

16. Kwizera R, Omali D, Tadeo K, et al. Evaluation of the
Dynamiker Cryptococcal Antigen Lateral Flow Assay for
the Diagnosis of HIV-Associated Cryptococcosis. | Clin
Microbiol 2021; 59(3).

17. Sekaggya-Wiltshire C, Chirehwa M, Musaazi ], et al.
Low Antituberculosis Drug Concentrations in HIV-Tu-
berculosis-Coinfected Adults with Low Body Weight: Is
It Time To Update Dosing Guidelines? Antimicrob Agents
Chemother 2019; 63(0).

18. Sekaggya-Wiltshire C, von Braun A, Lamorde M, et
al. Delayed Sputum Culture Conversion in Tuberculo-
sis-Human Immunodeficiency Virus-Coinfected Patients
With Low Isoniazid and Rifampicin Concentrations. Clin
Infect Dis 2018; 67(5): 708-16.

19. Gilbert HN, Wyatt MA, Pisarski EE, et al. PrEP Dis-
continuation and Prevention-Effective Adherence: Expe-
riences of PrEP Users in Ugandan HIV Serodiscordant
Couples. | Aeguir Immune Defic Syndr 2019; 82(3): 265-74.
20. Ware NC, Pisarski EE, Nakku-Joloba E, et al. Inte-
grated delivery of antiretroviral treatment and pre-ex-
posure prophylaxis to HIV-1 serodiscordant couples in
East Africa: a qualitative evaluation study in Uganda. | In#
AIDS Soc 2018; 21(5): €25113.



