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has been crucial to managing 
the changing priorities of the 
HIV response. Initially focused on 
providing access to ART, the pro-
gram’s resources were eventually 
reorganized to scale up preven-
tion efforts. Finally, the adapt-
ability of PEPFAR platforms has 
been important for the response 
to other emerging and reemerg-
ing infectious diseases and to 
the increasing burden of non-
communicable diseases among 
the aging population of people 
living with HIV, despite the need 
for enhanced integration of care 
in this area.

PEPFAR’s achievements in 
global health have been enor-
mous; however, progress has been 
unequal and has varied accord-
ing to geographic setting, popu-
lation, and demographic group. 
Addressing remaining challenges 

will be critical to 
getting the world 
closer to an AIDS-
free generation. We 

believe it will be necessary to 
scale up innovative, evidence-based 

interventions to address policy as 
well as programmatic, social, and 
structural barriers to and regional 
disparities in HIV-service access, 
uptake, and continuity in both 
priority populations and general 
populations of people living with 
HIV.5 Transitioning PEPFAR from 
an “emergency-assistance” plan to 
a successful long-term program 
will require fast tracking country-
specific training by using met-
rics and milestones to ensure 
responsible, effective, and sus-
tainable transfer of oversight man-
agement, financing, and monitor-
ing and evaluation to governments 
and civil society.
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The end of the public health 
emergency in the United 

States is a richly symbolic mile-
stone in the course of the SARS-
CoV-2 pandemic. During the height 
of the pandemic, the virus killed 
millions of people worldwide, up-
ended lives, and radically altered 
health care. One of the most vis-
ible changes in health care was 
the introduction of universal mask-
ing, a measure designed to re-
duce SARS-CoV-2 transmission in 

health care facilities by applying 
source control and exposure pro-
tection to everyone in the facility. 
With the end of the public health 
emergency, however, many health 
care centers in the United States 
are now stopping universal mask-
ing and reverting to requiring 
masking in only limited circum-
stances (e.g., when health care 
workers are caring for patients 
with potentially contagious re-
spiratory infections).

Discontinuing masking outside 
of health care contexts is under-
standable. Immunity acquired by 
means of vaccination and infec-
tions, combined with the wide-
spread availability of rapid diag-
nostics and effective treatments, 
has dramatically reduced the mor-
bidity and mortality associated 
with SARS-CoV-2. Most SARS-
CoV-2 infections are now no more 
burdensome than the infections 
caused by influenza and other 
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respiratory viruses that most 
people have long tolerated with-
out feeling compelled to mask.

There are two reasons, how-
ever, why this framing has limit-
ed application to health care fa-
cilities. First, hospitalized patients 
are different from nonhospital-
ized populations. Hospitals, by 
definition, aggregate some of the 
most vulnerable people in society 
when they are at heightened vul-
nerability (i.e., when they have an 
acute illness). Vaccines and treat-
ments for SARS-CoV-2 have re-
duced the morbidity and mortal-
ity associated with SARS-CoV-2 
infections for the majority of the 
population, but there remain im-
portant subgroups that continue 
to be at elevated risk for severe 
disease and death, including old-
er adults, people who have immu-
nocompromising conditions, and 
people who have severe coexist-
ing conditions, such as chronic 
lung disease or heart disease. 
Members of these groups consti-
tute a large portion of hospital-
ized patients at any given time; 
many of them also make fre-
quent visits to outpatient health 
care facilities.

Second, nosocomial infections 
caused by respiratory viruses 
other than SARS-CoV-2 are com-
mon and underappreciated, as are 
the possible adverse health ef-
fects associated with these virus-
es in vulnerable patients. Noso-
comial transmissions and clusters 
of cases of inf luenza, respira-
tory syncytial virus (RSV), human 
metapneumovirus, parainfluenza 
virus, and other respiratory virus-
es occur surprisingly frequently.1 
One fifth or more of cases of 
hospital-acquired pneumonia may 
be caused by viruses rather than 
bacteria.1 Moreover, the morbidity 
associated with respiratory virus-
es extends beyond pneumonia. 

Viruses can also cause substantial 
harm by exacerbating patients’ 
underlying conditions. Acute respi-
ratory viral infections are well-
established triggers for obstruc-
tive lung disease f lares, heart 
failure exacerbations, arrhythmias, 
ischemic events, neurologic events, 
and death.2 Influenza alone is as-
sociated with up to 50,000 deaths 
per year in the United States. 
Conversely, measures designed to 
mitigate the harm associated with 
influenza, such as vaccination, 
are associated with reduced rates 
of ischemic events, arrhythmias, 
heart failure exacerbations, and 
deaths in high-risk patients.3

Viewed through the lens of 
these concerns, masking in health 
care facilities continues to make 
sense. Masks reduce respiratory 
viral spread from people with both 
recognized and unrecognized in-
fections.1,4,5 SARS-CoV-2, influen-
za, RSV, and other respiratory 
viruses can cause mild and asymp-
tomatic infections, so staff or 
visitors might not realize they 
are infected, yet asymptomatic 
and presymptomatic people can 
still be contagious and spread in-
fections to patients. Furthermore, 
despite repeated requests by health 
care system leaders for sympto-
matic staff to stay home, “presen-
teeism” (coming to work despite 
feeling sick) remains common. 
Even during the height of the 
pandemic, some health care sys-
tems reported that 50% of staff 
diagnosed with SARS-CoV-2 
worked while symptomatic. Stud-
ies from both before and during 
the pandemic suggest that mask-
ing among health care workers 
can reduce nosocomial respira-
tory viral infections by approxi-
mately 60%.4,5

We acknowledge that there 
is widespread masking fatigue 
among health care workers, that 

many workers are keen to return 
to prepandemic practices, and that 
masks can be uncomfortable or 
impair communication. We believe 
the solution is to apply masking 
requirements judiciously by tying 
them to levels of virus transmis-
sion in the community, the activi-
ties that workers are engaged in at 
a particular time, and individual 
patients’ risk of severe disease.

The incidence of hospital-
acquired respiratory viral infec-
tions correlates closely with respi-
ratory viral transmission in the 
community. The higher the inci-
dence of viral infections in the 
community, the greater the chance 
that a health care worker, visitor, 
or patient will be infected and 
transmit infection to a patient. 
Health care facilities can there-
fore consider calibrating mask-
ing policies to community trans-
mission levels. The Centers for 
Disease Control and Prevention 
has proposed surveillance metrics 
that hospitals can use to trigger 
masking requirements, such as 
rates of influenza-like illness or 
emergency-department visits for 
influenza, RSV, and Covid-19. Al-
ternatively, facilities might find it 
more straightforward to plan on 
requiring masking during the 
specific months of the year when 
respiratory viral activity has his-
torically been elevated. This ap-
proach wouldn’t cover all periods 
when respiratory viruses are cir-
culating, but it might serve as a 
reasonable compromise by increas-
ing protection for patients when 
risks are highest and minimizing 
the imposition on health care 
workers when risks are lower. 
The strategy of requiring mask-
ing during set months each year 
would also involve simpler com-
munication and planning for fa-
cilities than an approach that 
entails triggering masking at dif-
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ferent times each year, depending 
on when community transmission 
rates cross specific thresholds.

Similarly, health care centers 
need not require everyone in the 
institution to mask in all set-
tings. It’s most important for 
workers and visitors to mask when 
seeing patients, given the ethical 
imperative to protect patients from 
nosocomial infections. There is 
less basis for compelling staff 
members to mask outside of pa-
tient care, since most are no lon-
ger masking when they aren’t at 
work and are therefore continu-
ally being exposed to respiratory 
viruses, regardless of the facili-
ty’s masking policies. Allowing 
workers to elect to forgo mask-
ing outside of patient interac-
tions would again strike a bal-
ance between protecting patients 
and minimizing the imposition 
on workers.

If health care facilities do elect 
to tie masking requirements to 
community transmission rates, we 
believe they should still require 
year-round masking for clinical 
interactions involving patients at 
particularly high risk for poor 
outcomes from respiratory viral 
infections.5 These patients include 
people with profound immuno-
suppression, such as those under-
going hematopoietic stem-cell 
transplantation, treatment with 
anti-CD20 agents, or heart or 

lung transplantation. Although 
these patients are also at low risk 
for acquiring infection when com-
munity transmission rates are low, 
their risk never falls to zero, 
since some respiratory viruses 
circulate year-round. The risk of 
severe disease in the context of a 
respiratory viral infection in this 
population is so high that pro-
tective measures are warranted 
even when the absolute risk of 
such infections is low. Similarly, 
these patients should be advised 
to wear masks themselves in 
higher-risk situations year-round.

The medical and public health 
communities have learned a tre-
mendous amount over the past 
3 years about the morbidity asso-
ciated with respiratory viruses, 
nosocomial transmission, and 
measures to protect patients. It’s 
true that society has reached a 
transition point in the SARS-
CoV-2 pandemic that very reason-
ably allows us to back off from 
universal masking in places other 
than health care facilities and 
even in such facilities during pe-
riods of low community trans-
mission. We believe it would be a 
mistake, however, to ignore the 
threat that SARS-CoV-2 continues 
to pose to some patients or to 
fail to recognize that many other 
respiratory viruses pose a similar 
threat. Rather than abandoning 
universal masking for protection 

against SARS-CoV-2, health care 
facilities could reimagine mask-
ing polices to protect patients 
from the full array of nosoco-
mial respiratory viral infections, 
using masking to protect all pa-
tients from all viruses when viral 
activity is elevated and the most 
vulnerable patients year-round.
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Empowered or Traumatized? A Call for Evidence-Informed 
Armed-Assailant Drills in U.S. Schools
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“I was working in my preschool 
health office when the loud-

speaker came on, but this time, 

it was not the voice of the school 
principal, it was the sound of 
gunshots. I had no students in 

my office, so I locked the door, 
covered the glass, closed the 
blinds, and hid in the corner. I 
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