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THE NEXT PHASE OF THE GLOBAL FIGHT
AGAINST HIV/AIDS

WEDNESDAY, OCTOBER 24, 2007

U.S. SENATE,
COMMITTEE ON FOREIGN RELATIONS,
Washington, DC.

The committee met, pursuant to notice, at 2:21 p.m., in room
SD-419, Dirksen Senate Office Building, Hon. Joseph R. Biden, Jr.
(chairman of the committee) presiding.

Present: Senators Biden, Feingold, Bill Nelson, Menendez,
Cardin, Webb, Lugar, Hagel, Corker, Sununu, Murkowski, DeMint,
Isakson, and Vitter.

OPENING STATEMENT OF HON. JOSEPH R. BIDEN, JR.,
U.S. SENATOR FROM DELAWARE

The CHAIRMAN. We now turn to a hearing on the next phase of
the global fight against HIV/AIDS. Our witness—and we welcome
ﬁim—is Ambassador Dybul. Welcome, sir. Thank you for being

ere.

This is the first of several hearings this committee will hold to
explore the critical question, which is where do we go next in the
global fight against HIV/AIDS. According to the UNAIDS organiza-
tion, nearly 3 million people died because of AIDS last year and an
estimated 40 million people are living with HIV today, and most
of them don’t know because they’ve never been tested. Thousands
of people will become newly infected today, thousands in a single
day, thousands every single day. That is the relentless enemy that
we're up against.

We have made tremendous gains in the last 4 years in the fight
against HIV/AIDS, but these numbers tell us just how far we still
have to go. Four years ago Congress passed the United States
Leadership Against HIV/AIDS, Tuberculosis, and Malaria Act. We
authorized $15 billion to support the President’s Emergency Plan
for AIDS Relief and for the multilateral Global Fund to Fight
AIDS, Tuberculosis, and Malaria. That legislation launched a 5-
year battle plan in the war on AIDS, TB, and malaria.

Since then the United States has created the largest public
health program the world has ever known, and I believe history
will record that this is one of President Bush’s greatest accomplish-
ments. He has helped to save millions of lives by leading the global
fight against HIV/AIDS and by spearheading the new malaria ini-
tiative.

Thanks to the international efforts led by the United States, over
a million people with AIDS are now on antiretroviral treatment, or
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ARVs. That means over 1 million death sentences have been sus-
pended. But that’s still less than a quarter of those who need treat-
ment in poor and middle-income countries. Enrolling more people
into treatment programs and maintaining efforts already under
way is a substantial challenge. So is helping the countries that
begin to assume ownership of these efforts on the road to sustain-
ability.

Thanks to U.S. programs designed to prevent the transmission of
HIV from mother to child, since 2003 over half a million pregnant
and nursing women have received treatment. As a result, over
100,000 babies who likely would have contracted HIV did not.
Every healthy baby today is a triumph.

But we cannot declare victory. Far from it, because the disease
continues to spread. Every day an extimated 1,800 children world-
wide become infected with AIDS. The vast majority are newborns
in sub-Saharan Africa whose mothers were infected and lack the
means to protect their children. We are not keeping pace with this
pandemic. For every person who enrolled in a treatment program
last year, six more became newly infected, according to UNAIDS.

The United States and its partners need to devote more funds to
this effort. But it’s not just a question of more money; it’s a ques-
tion of how we spend it.

These are the facts before us and as the committee takes up the
reauthorization of our global HIV/AIDS, TB, and malaria programs
these must be kept in mind. This will be a bipartisan effort and
I look forward to working with Senator Lugar as well as other
members of the committee and Senators Kennedy and Enzi on the
Health, Education, and Labor and Pensions Committee.

In thinking about reauthorization, for myself—speaking only for
myself—I have several priorities. The first priority is simply this.
We have to reauthorize this bill. No one—no one, should doubt the
bipartisan commitment of this Congress to see the process through.
It’s more important we do this right than we do it overnight, but
we will reauthorize this legislation.

Second, in reauthorizing the bill we must do more on prevention.
The math is brutally clear. We cannot keep up with the current
pace of the epidemic through treatment programs. To slow its
deadly progress, we have to expand and improve the prevention
efforts.

Third, we should follow the recommendation of the Government
Accountability, Accounting Office, and the Institute of Medicine,
which is part of the National Academies of Science. In a congres-
sionally mandated report, the Institute of Medicine recommended
eliminating current budget allocations or earmarks that limit vital
flexibility.

We currently have 15 AIDS focus countries. That means we are
not facing a single pandemic, but rather 15 or more local
epidemics. What works in Botswana may not work in Nigeria or
Vietnam. We need to give those who are fighting the battle against
HIV/AIDS the flexibility to combat their local epidemics. We should
have targets and mechanisms to measure progress. But we should
not divide our funding into rigid arbitrary categories that dictate
our priorities.
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Finally, we need to listen to the people in the front lines of this
fight. This summer Senator Lugar and I asked the staff of the com-
mittee to visit these countries and look at the programs in the doz-
ens of focus countries to assess their progress and problems, to talk
to care providers and patients, to consult with government officials
and NGOs. Their findings will help us strengthen the program.

My other key priorities for reauthorization are: First, to better
integrate our HIV effort with other health and development pro-
grams.

Two, build healthy capacity in Africa. The shortage of health care
workers may be the greatest obstacle in the fight against HIV/
AIDS in the continent of Africa.

Third, expand our efforts to address the gender-based violence
and other inequities. Millions of women and girls do not have the
power to make sexual decisions. Abstinence is not an option when
you lack the power to choose. Girls’ education and women’s em-
powerment in my view are critical in the fight against AIDS.

Fourth, we have to improve our efforts to combat TB and ma-
laria. These diseases were part of the 2003 legislation. They should
be part of our discussion now.

Finally, as we work to reauthorize this legislation we should ex-
pand funding for it. The President has called on Congress to pass
a bill authorizing $30 billion over the next 5 years. He has called
this a doubling of our efforts. That does amount to double the ini-
tial authorization, but not our current funding. The foreign oper-
ations appropriations bill recently passed by the Senate includes
$5.7 billion for AIDS, TB, and malaria for fiscal year 2008. If we
divide $30 billion over the next 5 years, it would provide for $6 bil-
lion a year, a relatively small increase over our current efforts, not
a doubling. T believe that $30 billion should be the starting point
for discussion, not our final destination.

The fight against HIV/AIDS, TB, and malaria is one of the great
moral and strategic challenges of our time. Congress must once
again rise to the challenge, building on and improving the legisla-
tive framework we laid out in 2003. We're in this for the long haul
and reauthorizing this bill will be the next step.

I'd like now to yield to a leader on this subject, my friend, Sen-
ator Lugar.

STATEMENT OF HON. RICHARD G. LUGAR, U.S. SENATOR
FROM INDIANA

Senator LUGAR. Thank you, Mr. Chairman. It’s a great privilege
to be with you in working for reauthorization.

I would just comment that the HIV/AIDS pandemic threatens
millions of people and is rending the socioeconomic fabric of com-
munities, nations, and an entire continent and is creating a poten-
tial breeding ground for instability and terrorism. In the most
heavily affected areas, communities are losing a whole generation
of parents, teachers, laborers, health care workers, peacekeepers,
and police.

United Nations projections indicate that by 2020, HIV/AIDS will
have depressed GDP by more than 20 percent in the hardest hit
countries. Many children who have lost parents to HIV/AIDS are
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left entirely on their own, leading to an epidemic of orphan-headed
households.

Beyond our own national security concerns, we have a humani-
tarian duty to take action. During the last several years, the Amer-
ican people have catalyzed the world’s response to the HIV/AIDS
epidemic. It’s not often that we have an opportunity to save lives
on such a massive scale. Yet every American can be proud that we
have seized this opportunity.

I am grateful that the chairman has called this hearing today be-
cause it provides a chance to jump-start the process of reauthor-
izing the U.S. Leadership Against HIV/AIDS, Tuberculosis and
Malaria Act of 2003, known as the Leadership Act. I believe that
Congress should reauthorize the Leadership Act as soon as pos-
sible, preferably this year, rather than wait until it expires in Sep-
tember 2008. Partner governments and implementing organiza-
tions in the field have indicated that without early reauthorization
of the Leadership Act they may not expand their programs in 2008
to meet the goals of the President’s Emergency Plan For AIDS Re-
lief, PEPFAR. These goals include providing treatment for 2 million
people, preventing 7 million new infections, and caring for 10 mil-
lion AIDS victims, including orphans and vulnerable children.

Many partners in the fight against HIV/AIDS want to expand
their programs, but to do so they need assurances of a continued
U.S. commitment beyond 2008. We may promise that a reauthor-
ization of an undetermined funding level will happen eventually,
but partners need to make their plans now if they are to maximize
their efforts. Today they have only a Presidential proposal and not
an enacted reauthorization bill. This is an important matter of per-
ception, similar to consumer confidence. It may be intangible, but
it will profoundly affect the behavior of individuals, groups, and
governments engaged in the fight against HIV/AIDS.

I recently received a letter from the Ministers of Health of 12
African focus countries receiving PEPFAR assistance. They wrote:
“Without an early and clear signal of the continuity of PEPFAR
support, we're concerned that partners might not move as quickly
as possible to fulfill the resource gap that might be created. There-
fore, services will not reach all those who need them. The momen-
tum will be much greater in 2008 if we know what to expect after
2008.”

Now, the committee has also received support for early author-
ization from AIDS Action, which believes that our global partners
need to “be assured that the U.S. commitment and leadership will
continue and grow.”

We have heard from the foundation and donors interested in
Catholic activities, which argues that early reauthorization will,
“encourage implementing partners to expand the number of pa-
tients receiving antiretrovirals in 2008 to target levels, rather than
holding back on new services for fear of the program’s ending or
being seriously curtailed. This means more lives will be saved.”

I realize that a PEPFAR reauthorization bill will face a crowded
Senate calendar, but maintaining the momentum of PEPFAR dur-
ing 2008 is a matter of life and death for many. Part of the original
motivations behind PEPFAR was to use American leadership to
leverage other resources in the global community and the private
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sector. The continuity of our efforts to combat this disease and the
impact of our resources on the commitments of the rest of the
world will be maximized if we act now.

In my judgment, Congress can reach an agreement expeditiously
on this reauthorization. Most of the Leadership Act’s provisions are
sound and do not require alteration. The authorities in the original
bill are expansive and they are enabling the program to succeed in
diverse nations, each with its own unique set of cultural, economic,
and public health circumstances.

With this in mind, I introduced S. 1966 after consulting exten-
sively with American officials who are implementing PEPFAR. My
bill would increase to $30 billion the authorization for the years
2009 through 2013, a doubling of the initial U.S. commitment. It
would also improve the transparency of the Global Fund, adjust the
abstinence funding mechanism, and maintain the directive that 10
percent of funding be devoted to programs for orphans and vulner-
able children.

But my bill avoids sweeping revisions of the Leadership Act. Offi-
cials with experience in implementing the PEPFAR program have
told me that preserving the existing provisions of the bill would
provide the best chance at continued success. Adding new restric-
tions to the law could limit the flexibility of those charged with im-
plementing in 2009 and beyond. We don’t know what the chal-
lenges of 2013 will be, although we can say with confidence the
landscape will be different than it is today.

This is not to say that Senators may not have good ideas for im-
provement that should be adopted. But new provisions must not
unduly limit the flexibility of the program and Congress should
avoid descending into time-consuming quarrels over provisions that
are unnecessary or that have little to do with the core missions of
the bill.

As Senators study the record of PEPFAR to date, I believe they
will find that the vast majority of the authorities needed for the
next phase of our effort already are in the existing legislation. The
PEPFAR program is dealing successfully with special areas of con-
cern, including strengthening health systems, addressing gender
issues, improving nutrition, expanding educational opportunities,
and funding pediatric care.

Five years ago, HIV was a death sentence for most individuals
in the developing world who contracted the disease. Now there is
hope. We should never forget that behind each number is a person,
a life the United States can touch or even save.

At the time the Leadership Act was announced, only 50,000 peo-
ple in all of sub-Saharan Africa were receiving antiretroviral treat-
ment. Through March of this year, the act has supported treatment
for more than 1.1 million men, women, and children in 15 PEPFAR
focus countries. U.S. bilateral programs have supported services for
more than 6 million pregnancies. In more than 533,000 of these
pregnancies, the women were found to be HIV positive and re-
ceived antiretroviral drugs, preventing an estimated 101,000 infant
infections through March 2007. We have supported care for more
than 2 million orphans and vulnerable children, as well as 2.5 mil-
lion people living with HIV/AIDS through September 2006. The
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United States has supported 18.7 million HIV counseling and test-
ing sessions for men, women, and children.

PEPFAR, led by Ambassador Dybul, has listened to the Congress
and many other stakeholders. As the Institute of Medicine has
said, the Leadership Act is a learning organization. We should pass
a bill now that allows PEPFAR to expand and evolve its program
implementation using the experience of the past 3%2 years.

I've offered S. 1966 in the hope that other Senators will come for-
ward with their proposals this year. We have had a lot of time to
study the program since 2003. I'm certain Members of Congress
will have considerable and constructive ideas, but it’s important to
move now. We will save more lives and prevent more infections if
we reauthorize this remarkable program this year.

I thank the Chair.

The CHAIRMAN. Thank you very much.

Mr. Ambassador, the floor is yours.

STATEMENT OF HON. MARK R. DYBUL, U.S. GLOBAL AIDS
COORDINATOR, DEPARTMENT OF STATE, WASHINGTON, DC

Ambassador DYBUL. Thank you, Mr. Chairman. Mr. Chairman,
Senator Lugar, members of the committee and staff, let me begin
by thanking you for your leadership and commitment on global
AIDS, for your actions in 2003 to pass the Leadership Act to au-
thorize the President’s Emergency Plan for AIDS Relief, or
PEPFAR, and for your actions today and leading to today’s hearing
on the reauthorization of this historic legislation and program.

President Bush and a bipartisan, bicameral Congress have re-
flected the compassion and generosity of the American people. In
rolling out the largest international public health initiative in his-
tory, we have acted quickly. We have obligated 94 percent of the
funds appropriated to PEPFAR so far and outlaid or expended 67
percent of them.

But success is not measured in dollars spent. It’s measured in
services provided and lives saved, and PEPFAR is well on its way
to achieving its ambitious prevention, treatment, and care targets.
Senator Lugar has outlined many of those results and I need not
go through them. They’re in the written testimony.

But I did want to point out it is important that we have all
three: Prevention, treatment, and care. Within the past decade the
pendulum of preferred interventions has swung from prevention to
treatment and back to prevention. Using these pendulum swings to
determine policy and programs can be dangerous.

The President and a bipartisan Congress got it right the first
time because a comprehensive program that includes all three re-
flects public health realities. Without treatment, people are not mo-
tivated to be tested to learn their HIV status. Without testing, we
cannot identify HIV-positive persons and so we cannot teach them
safe behavior and they cannot protect themselves and others. With-
out care and treatment programs, we do not have regular access
to HIV-positive persons to constantly reinforce safe behaviors.
Without testing and treatment, we cannot medicalize the disease,
which is essential to reducing stigma and discrimination. Without
testing and treatment, we have no hope of identifying discordant
couples and women have no possibility of getting their partners
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tested so they can protect themselves. And of course, without pre-
vention we cannot keep up with the ever-growing pool of people
who need care and treatment, as you pointed out, Mr. Chairman.

Prevention is the bedrock of an effective global AIDS response
and also the greatest challenge in this fight. Changing human be-
havior is very difficult, but in addition to earlier dramatic declines
in HIV prevalence in Uganda there is growing evidence of similar
trends in other African nations and the Caribbean. Our best hope
for generalized epidemics, such as those in Africa, is what’s called
and was created by Africans as ABC—or Abstain, Be Faithful, and
Correct and Consistent use of Condoms.

But it should be pointed out that ABC is far more complicated
than those letters indicate. We have to reach children through life
skills programs and other programs at an early age to teach them
to respect themselves and others, which can lead them to delay
sexual debut, limit their number of partners, and change gender
norms. These are generational and deep cultural changes that re-
quire time and persistence.

For older adolescents and adults who are sexually active, ABC
includes reducing casual and multiple concurrent partnerships,
which can rapidly spread HIV infection. We must also identify dis-
cordant couples in which one partner is positive and the other is
negative and focus effective prevention on them.

We also need to teach correct and consistent condom use for
those who are sexually active and ensure a supply of condoms. So
far the American people have provided 1.67 billion condoms since
the Emergency Plan began. As Peter Piot of UNAIDS has said,
more than all others combined.

While PEPFAR is aggressively pursuing prevention, it’s also true
that we need to improve what we are doing and, in fact, we need
to improve every area of what we are doing. We need to take pre-
vention to the next level. First, you must know your epidemic and
tailor your prevention strategies accordingly. So, as the chairman
pointed out, that is why we have different approaches depending
on whether a country has a concentrated or a generalized epidemic.

Next, just as we need combination therapy for treatment, we
need combination prevention that blankets geographic areas with
various prevention modalities so that all the youth, for example,
hear the messages and can change their behavior accordingly.

We also need to create effective approaches to older populations,
including discordant couples, and have these programs in the same
geographic concentration as the youth programs. We need to link
clinical approaches, such as prevention of mother-to-child trans-
mission and testing and counseling, to behavior change programs.

And we must rapidly incorporate the latest scientific advances.
Recent studies have shown that medical male circumcision can sig-
nificantly reduce the risk of HIV infection for men as one part of
a broad prevention arsenal, and PEPFAR has been the most ag-
gressive of any international partner in pursuing this. We are also
hoping for more scientific evidence on preexposure prophylaxis,
microbicides, and vaccines.

Addressing the distinctive needs of women and girls is critical to
effective prevention, as you pointed out, Mr. Chairman. PEPFAR
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has been a leader in addressing gender issues and has incorporated
gender actions in prevention, treatment, and care programs.

While HIV/AIDS remains a global emergency, we are also fo-
cused on building capacity for a sustainable response. Some wonder
whether putting money into HIV/AIDS in such large levels is hav-
ing a negative impact on health systems. Well, fortunately the data
to date suggest the opposite. A study in Rwanda showed that the
addition of basic HIV care into primary health centers contributed
to an increase in utilization of maternal and reproductive health
services, prenatal, pediatric, and general health care. It found sta-
tistically significant increases in delivery of non-HIV services in 17
of 22 indicators.

In Botswana, infant mortality rose and life expectancy dropped
by one-third because of HIV/AIDS. Now, because President Mogae
has led an all-out battle against HIV/AIDS, infant mortality is de-
clining and life expectancy is increasing.

It’s important to remember PEPFAR works in the general health
sector. When we improve a laboratory to provide more reliable HIV
testing or train a nurse in clinical diagnosis of opportunistic
infections, that benefits everyone who comes into contact with that
clinic or nurse. A recent study of PEPFAR-supported treatment
sites in four countries found that we supported a median of 92 per-
cent—92 percent—of the investments in the health infrastructure
to provide comprehensive treatment and care, and more in the pub-
lic than in the nonpublic sector.

As effective HIV programs are implemented, hospital admissions
plummet, easing the burden on the health care staff throughout
the system. In Rwanda, the average monthly number of new hos-
pitalizations at seven sites that have been providing HIV treatment
for more than 2 months dropped by 21 percent, increasing health
care capacity by 21 percent.

The CHAIRMAN. Excuse me. Over what period? Would you repeat
that again?

Ambassador DYBUL. Two months.

The CHAIRMAN. Two months.

Ambassador DYBUL. Just 2 months. And this is common because
about 50 percent of hospitalizations in many places are because of
HIV/AIDS. So if you treat HIV/AIDS the hospitalizations go down.

As the chair of the Institute of Medicine panel put it, “Overall
PEPFAR is contributing to make health systems stronger.”
PEPFAR is an important part of the President’s and the Congress’s
expansive development agenda. Broadly speaking, PEPFAR is con-
tributing to general development in several important ways, which
I look forward to discussing with you.

When President Bush called for reauthorization of the Leader-
ship Act, he emphasized the need to better connect the dots of de-
velopment, as you suggested, Mr. Chairman. The Leadership Act
provides us with expansive authorities for such work and we are
constantly trying to improve our efforts. But I'd like to note that
our view of the appropriate limits of PEPFAR’s role means that
when we connect the dots of development we cannot become
USAID, MCC, PMI, or any of its sister initiatives, but we are
part of a larger whole and contributing to the larger development
agenda.



9

We believe Congress got this right in the original legislation and
that it’s the right position going forward. I think this under-
standing is critical in the conversation about reauthorization.
There is no question there is a lot to discuss and debate. Yet the
Leadership Act already has the authorities we need and provides
the right amount of flexibility to put them to use.

The Institute of Medicine called PEPFAR “a learning organiza-
tion,” as Senator Lugar noted, and we've used the flexibilities of
the original legislation to learn and to constantly change our ap-
proach based on the lessons learned.

Congress enacted a good law the first time and this is clear from
the results. While some modifications are needed, rather than let-
ting the perfect be the enemy of the good, we believe we can move
expeditiously together.

While I was in Haiti a few weeks ago, the Minister of Health ex-
pressed the same concern as every country I've been to: Will this
continue? Can we scale up or should we see what happens? Coun-
tries are asking for rapid action and they are looking to be con-
vinced of the need of being prudent in significantly expanding their
programs in 2008 in order to save the maximum number of lives.
Because of this reality, President Bush called for early bipartisan,
bicameral action.

Mr. Chairman, Senator Lugar, and members of the committee,
through PEPFAR and our broader development agenda, the Amer-
ican people have engaged in one of the great humanitarian efforts
in history. Our partnerships are founded in the profound sense of
dignity and worth of every human life and in trust and mutual re-
spect between peoples. The people of many countries have a new
window into the hearts of Americans. They know what we stand
for and that we stand with them.

Beyond that, as President Bush has said, this effort is also good
for our national character and who we are as a people. This noble
and ennobling work has only begun and we look forward to work-
ing with you, your committee, the other committees, and a bipar-
tisan Congress to move forward in this noble work.

Thank you very much.

[The prepared statement of Ambassador Dybul follows:]

PREPARED STATEMENT OF AMBASSADOR MARK DYBUL, U.S. GLOBAL AIDS
COORDINATOR, DEPARTMENT OF STATE, WASHINGTON, DC

Mr. Chairman, Senator Lugar, members of the committee and staff, let me begin
by thanking you for your leadership and commitment on global HIV/AIDS, for your
actions in 2003 to pass the authorizing legislation for the President’s Emergency
Plan for AIDS Relief (PEPFAR), and for your actions leading to today’s hearing on
reauthorization of this historic legislation and program.

Just 5 years ago, many wondered whether prevention, treatment, and care could
ever successfully be provided in resource-limited settings where HIV was a death
sentence. Only 50,000 people living with HIV in all of sub-Saharan Africa were re-
ceiving antiretroviral treatment.

President Bush and a bipartisan, bicameral Congress reflected the compassion
and generosity of the American people as together you led our Nation to lead the
world in restoring hope by combating this devastating pandemic. You recognized
that HIV/AIDS was and is a global health emergency requiring emergency action.
But to respond in an effective way, it has been necessary to build systems and sus-
tainable programs as care is rapidly provided, creating the foundation for further
expansion of care to those in need. The success of PEPFAR is firmly rooted in these
partnerships, in the American people supporting the people of the countries in
which we are privileged to serve—including governments, nongovernmental organi-
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zations including faith- and community-based organizations and the private sector—
to build their systems and to empower individuals, communities, and nations to
tackle HIV/AIDS. And in just 3%% years, it is working.

RESULTS

In rolling out the largest international public health initiative in history, we have
acted quickly. We have obligated 94 percent of the funds appropriated to PEPFAR
so far, and outlayed or expended 67 percent of them. But success is not measured
in dollars spent; it is measured in services provided and lives saved.

PEPFAR is well on the way to achieving its ambitious 5-year targets of supporting
treatment for 2 million people, prevention of 7 million new infections, and care for
10 million people infected and affected by HIV/AIDS, including orphans and vulner-
able children.

Through September 2006, PEPFAR-supported programs reached 61 million people
with prevention messages, and the U.S. Government has supplied 1.67 billion
condoms through this August—as Dr. Piot of UNAIDS has said, more than all other
developed countries combined. PEPFAR has supported antiretroviral prophylaxis
during over half a million pregnancies, preventing an estimated 101,000 infant HIV
infections. In fact, five of the focus countries have greater than 50 percent coverage
of pregnant women—the goal of the President’s International Mother and Child
Prevention Initiative (which preceded the Emergency Plan)—and Botswana has
achieved a 4-percent national transmission rate, which approximates that of the
United States and Europe. With Emergency Plan support, focus countries have
scaled up their safe blood programs, and 13 of them can now meet two-thirds of
their collective demand for safe blood—up from just 45 percent when PEPFAR
started. PEPFAR has supported HIV testing and counseling for 18.6 million people,
and supported care for 2.4 million adults and 2 million orphans and vulnerable chil-
dren infected and affected by HIV. And through March 2007, PEPFAR supported
antiretroviral treatment for over 1.1 million men, women, and children—more than
1 million in sub-Saharan Africa.

Country teams will submit their annual program results data to us shortly, and
we expect that the data will demonstrate impressive continued progress.

SUCCESS REQUIRES A COMPREHENSIVE STRATEGY

When the history of public health is written, the global HIV/AIDS action of the
American people will be remembered for its size, but also for its scope: The insist-
ence that prevention, treatment, and care—all three components, with goals for
each—are all required to turn the tide against HIV/AIDS.

Within the past decade, the pendulum of preferred interventions has swung from
prevention to treatment and back to prevention. By the way, care always, and trag-
ically, seems to get lost. Using these pendulum swings to determine policy and pro-
grams can be dangerous—and even deadly.

The President and a bipartisan Congress got it right the first time, because a
comprehensive program that includes prevention, treatment, and care reflects basic
public health realities:

Without treatment, people are not motivated to be tested and learn their
HIV status.

Without testing, we cannot identify HIV-positive persons and so we cannot
teach them safe behavior, and they cannot protect others.

Without care and treatment programs, we do not have regular access to
HIV-positive persons to constantly reinforce safe behaviors—a key compo-
nent of prevention.

Without testing and treatment, we cannot “medicalize” the disease, which
is essential to reducing stigma and discrimination—which, in turn, is essen-
tial for effective prevention and compassionate care for those infected and
affected by HIV.

Without testing and treatment, we have no hope of identifying discordant
couples, and women have no possibility of getting their partners tested so
that they can protect themselves.

And, of course, without prevention, we cannot keep up with the ever-grow-
ing pool of people who need care and treatment.

Currently, we're spending 46 percent of our programmatic funds on treatment.
When you include counseling and testing as a prevention intervention, as most of
our international partners do, we're spending 29 percent of our funds on prevention.
The rest is going to care.
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Will that be the right mix going forward? It’s impossible to know, because there
is no way to know what the HIV/AIDS landscape will look like in 3 to 7 years. This
is why, as we’ve discussed reauthorization with many of you and your staff, we've
supported an approach to reauthorization that doesn’t include specific directives for
the allocation among those three broad categories.

Part of the reasoning behind this is that we are one piece—albeit a very large
piece—of a complex puzzle of partners engaged in combating HIV/AIDS. The other
pieces include: The contributions of the countries themselves, including remarkable
efforts by people living with HIV—families, communities, and national leaders—and
which can include substantial financial contributions in countries such as South
Africa, Botswana, Namibia and others; the Global Fund to Fight AIDS, Tuberculosis
and Malaria—for which the American people provide 30 percent of its budget and
which is an important piece of our overall global strategy—and other multilateral
organizations; other nations’ bilateral programs; private foundations; and many oth-
ers. We constantly adapt the shape of our bilateral programming piece to fill its
place in this puzzle, so flexibility is needed.

PREVENTION IS THE BEDROCK OF PEPFAR

That being said, prevention is the bedrock of an effective global response to HIV/
AIDS. In PEPFAR’s Five-Year Strategy, in each annual report, in nearly every pub-
lic document or statement, including those before Congress, we have been clear that
we cannot treat our way out of this pandemic, and that prevention is the most im-
portant piece for success.

Prevention is also the greatest challenge in the fight against HIV/AIDS. Globally,
and certainly in the hardest-hit countries, which are in Africa, the vast majority of
HIV is transmitted through sexual contact. Changing human behavior is very dif-
ficult—far more difficult than determining the right prescription of antiretroviral
d}t;ulﬁs, building a health system or creating a better life for orphans and vulnerable
children.

Not only is effective behavior change and, therefore, prevention, more difficult
than care and treatment, measuring success is also far more complicated. While it
is possible to rapidly and regularly report on numbers of people receiving care and
treatment, prevention is evaluated every few years, with metrics and mathematical
methods that are constantly being refined. We must currently rely on estimating
prevalence—or the percent of HIV positive persons in a population—rather than
evaluating directly the rate of new infections, which would be a far better indicator
of success of interventions. In addition, as treatment programs are scaled up, fewer
people die and prevalence may actually go up despite successful prevention efforts.
Therefore, we cannot provide updates on success in prevention in the same way we
do for care and treatment

But that does not mean that prevention has failed—as some seem to want to say.
In addition to earlier dramatic declines in HIV prevalence in Uganda, there is grow-
ing evidence of similar trends in other African nations, including Botswana, Ethi-
opia, Kenya, Tanzania, Zambia, and Zimbabwe. There is also evidence for stabiliza-
tion or declines in the Caribbean, including Haiti.

I do not mean to minimize the seriousness of disturbing increases that we’re see-
ing in certain places, nor the fact that there is an urgent need for greater progress
in every country and region. But I highlight these successes because the data make
something very clear. Our best hope for generalized epidemics—the most common
type of epidemic in Africa, which is home to more than 60 percent of the global epi-
demic and where our efforts are highly concentrated—is ABC behavior change: Ab-
stain, Be faithful, and correct and consistent use of Condoms. Of course, bringing
about these behaviors, as Uganda did during the 1990s, is a far more complex task
t}inan the simple letters suggest, because the roots of human behavior are so com-
plex.

ABC requires significant cultural changes. We have to reach children at an early
age if they are to delay sexual debut and limit their number of partners. We must
partner with children’s parents and caregivers, supporting their efforts to teach chil-
dren to respect themselves and each other—the only way to truly change unhealthy
gender dynamics. We are rapidly expanding life skills programs for kids because of
the generational impact they can have—changing a 10-year-old’s behavior is far
easier than changing a 25-year-old’s. Behavior changes due to programs for children
may not immediately be apparent, because you're working to change their future be-
havior rather than their immediate behavior. Yet we must be patient and per-
sistent—we are only 3% years into PEPFAR’s generational approach to prevention.

For older adolescents and adults who are sexually active, ABC includes reducing
casual and multiple concurrent partnerships, which can rapidly spread HIV infec-
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tion through broad networks of people. We must also identify discordant couples, in
which one partner is HIV-positive and the other is HIV-negative—especially in
countries like Uganda where they represent a significant contribution to the epi-
demic—and focus prevention efforts on them.

We also need to teach correct and consistent condom use for those who are sexu-
ally active, and ensure a supply of condoms—and we are doing just that.

ABC also includes changing gender norms. As young people are taught to respect
themselves and respect others, they learn about gender equality. Through teaching
delayed sexual debut, secondary abstinence, fidelity to a single partner, partner re-
duction and correct and consistent condom use to boys and men, ABC contributes
to changing unhealthy cultural gender norms.

And, of course, we need to reduce stigma against people with HIV—and also re-
duce stigma against those who choose healthy lifestyles. On the other hand, we
must identify and stigmatize transgenerational sex and the phenomenon of older
men preying on young girls, and we must also prevent sexual violence. Again, life
skills education—a part of ABC—is key.

TAKING PREVENTION TO THE NEXT LEVEL

While PEPFAR is aggressively pursuing prevention as the bedrock of our efforts,
it is also true that we need to improve what we are doing—in every area of our
work. We need to take prevention to the next level. I'd like to share with you some
of our lessons learned in prevention and give a glimpse of some new directions.

Know your epidemic

First, you must know your epidemic and tailor your prevention strategy accord-
ingly. While ABC behavior change must undeniably be at the core of prevention pro-
grams, we also recognize that one size does not fit all.

This is why we take different approaches—depending on whether a country has
a generalized and/or a concentrated epidemic. It’s surprising how little this is under-
stood. The existing congressional directive that 33 percent of prevention funding be
spent on abstinence and faithfulness programs is applied across the focus countries
collectively, not on a country-by-country basis—and certainly not to countries with
concentrated epidemics.

Even speaking of the epidemic at a country level can be misleading, in fact, be-
cause a country can have both a concentrated epidemic and a generalized one. Even
in generalized epidemics, we must identify vulnerable groups with especially high
prevalence rates, such as people engaged in prostitution, and tailor prevention ap-
proaches to reach them. On recent trips, I've seen great examples of this sort of pro-
gram in Haiti, Cote d’Ivoire, and Ghana.

Moreover, epidemics can shift over time. In Uganda, for example, ABC behavior
change had such a significant impact that we now see the highest infection risk in
discordant couples.

Combination prevention

While much progress has been made in effective prevention, often we are still
using prevention techniques developed 20 years ago. It is important for prevention
activities to enter the 21st century, to use techniques and modalities that have been
developed to change human behavior, especially those developed in the private sec-
tor for commercial marketing.

We also need a focused and concentrated effort that mirrors progress in treat-
ment. As we need combination therapy for treatment, we need combination preven-
tion. Combination prevention includes using many different modalities to affect
behavior change, but it also includes geographic concentration of those different
modalities and adding existing and new clinical interventions as they become avail-
able. PEPFAR is supporting many extraordinary prevention programs, but they are
not always concentrated in the same geographic area. We need to make sure that,
wherever people are, we are there to meet them at every turn with appropriate
knowledge and skills. For example, many youth listen to faith leaders, while others
don’t. Many youth hear prevention messages in church or in school, but then hang
out with their friends and hear conflicting messages. Many have no access to either
school or church. We need to make sure that we blanket geographic areas with var-
ied prevention modalities, so that all the youth hear the messages and can change
their behavior accordingly.

We also need to create effective approaches to older populations, including dis-
cordant couples, and have them in the same geographic concentration as the youth
programs. Effectively reaching these populations demands work that is outside the
traditional realm of public health, such as gender, education, and income-generation
programs, for example.
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We have made great strides to provide both linkages and direct interventions in
these areas under the expansive existing authorities of the Leadership Act. But we
also need to evaluate these combination programs with real science to know how
best to do them. Some things might be good for general development, but if they
don’t prevent infections in a significant way, they are the purview of USAID and
Millennium Challenge Corporation (MCC) development programs, not those of
PEPFAR.

As part of the effort to implement innovative prevention programs, while evalu-
ating their impact, we are developing several exciting and future-leaning public-
private partnerships for combination prevention. Part of this effort includes
“modularizing” successful prevention programs so that the components found to be
most effective and easy to transfer to other geographic areas can be rapidly scaled
up.

Integrating scientific advances

Part of combination prevention is to rapidly incorporate the latest scientific, clin-
ical advances to expand the effectiveness of behavior change programs. As you
know, recent studies have shown that medical male circumcision can significantly
reduce the risk of HIV transmission for men. PEPFAR, working closely with the
Gates Foundation, has been the most aggressive of any international partner in pur-
suing implementation. We have to be clear that this is not a silver bullet, but rather
one part of a broad prevention arsenal that must and will be used. We also need
to ensure that programs demonstrate cultural sensitivity and incorporate ABC be-
havior change education.

We need to manage rollout carefully, beginning in areas of high HIV prevalence
and with those at greatest risk of becoming infected. For example, male circumcision
could be very important in discordant couples in which the woman is HIV-positive.

As for other promising biomedical prevention approaches, we are also hoping for
more scientific evidence on the effectiveness of preexposure prophylaxis to prevent
infection, which could be another valuable tool for most-at-risk populations.
Microbicides and vaccines still appear to be a long way off. Yet thanks to our wide
network of care and treatment sites, we will be able to implement these methods
rapidly whenever they become available—demonstrating again the value of inte-
grated programs.

Along with these prevention interventions, we are also incorporating the latest
scientific advances in evaluation. We hope to have markers for incidence—new infec-
tions—available in the field soon; they have been validated, and we are now await-
ing calibration. These will make evaluation of prevention programs and our overall
impact much easier, leading to program improvement and perhaps cushioning
against pendulum swings.

CONFRONTING GENDER REALITIES

Addressing the distinctive needs of women and girls is critical to effective preven-
tion, as well as to treatment and care. Taken as a whole, the Leadership Act speci-
fies five high-priority gender strategies: Increasing gender equity in HIV/AIDS
activities and services; reducing violence and coercion; addressing male norms and
behaviors; increasing women’s legal protection; and increasing women’s access to in-
come and productive resources.

PEPFAR has been a leader in addressing gender issues and has incorporated gen-
der across its prevention, treatment, and care programs. The Emergency Plan was
the first international HIV/AIDS program to disaggregate results data by sex. Sex-
disaggregated data is critical to understanding the extent to which women and men
are reached by life-saving interventions, and helps implementers to better under-
stand whether programs are achieving gender equity. For example, an estimated 61
percent of those receiving antiretroviral treatment through downstream U.S.
Government support in fiscal year 2006 were women. Girls represent 51 percent of
OVCs who receive care. Women represent 70 percent of all people who receive
PEPFAR-supported counseling and testing services. In fiscal year 2006, across four
key program areas, approximately 45 percent of the total prevention, treatment, and
care budget was directed toward reaching women and girls.

The Emergency Plan also annually monitors its progress on the five priority strat-
egies specified in the Leadership Act. In fiscal year 2006, a total of $442 million
supported more than 830 interventions that included one or more of these gender
strategies.
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BUILDING HEALTH SYSTEMS

While HIV/AIDS remains a global emergency, which we are responding to as
such, we are also focused on building capacity for a sustainable response. As Presi-
dent Bush has said, the people of host nations are the leaders in this fight, and our
role is to support them. Eighty-five percent of our partners are local organizations.

An important part of that effort is the construction and strengthening of health
systems. Like the pendulum swing between prevention and treatment, discussions
here sometimes reflect misconceptions and unsubstantiated opinions on the effect of
HIV/AIDS programs on the capacity of health systems. Some wonder whether by
putting money into HIV/AIDS, we’re having a negative impact on other areas of
health systems.

Yet all the data suggest just the opposite. A peer-reviewed paper from Haiti
showed that HIV resources are building health systems, not siphoning resources
from them. A study in Rwanda showed that the addition of basic HIV care into pri-
mary health centers contributed to an increase in utilization of maternal and repro-
ductive health, prenatal, pediatric and general health care. It found statistically sig-
nificant increases in delivery of non-HIV services in 17 out of 22 indicators. Effects
included a 24-percent increase in outpatient consultations, and a rise in syphilis
screenings of pregnant women from one test in the 6 months prior to the introduc-
tion of HIV care to 79 tests after HIV services began. Large jumps were also seen
in utilization of non-HIV-related lab testing, antenatal care, and family planning.
In Botswana, infant mortality rose and life expectancy dropped by one-third because
of HIV/AIDS despite significant increases in resources for child and basic health by
the Government of Botswana. Now, because President Mogae has led an all-out bat-
tle against HIV/AIDS, infant mortality is declining and life expectancy is increasing.

The reasons for these improvements make sense. For one thing, PEPFAR works
within the general health sector. When we improve a laboratory to provide more re-
liable HIV testing or train a nurse in clinical diagnosis of opportunistic infections
of AIDS patients, that doesn’t just benefit people with HIV—it benefits everyone
else who comes in contact with that clinic or nurse, too.

A recent study of PEPFAR-supported treatment sites in four countries found that
PEPFAR supported a median of 92 percent of the investments in health infrastruc-
ture to provide comprehensive HIV treatment and associated care, including build-
ing construction and renovation, lab and other equipment, and training—and the
support was higher in the public sector than the nongovernmental sector. In fact,
many of our NGO partners are working in the public sector. In Namibia, the sala-
ries of nearly all clinical staff doing treatment work and nearly all of those doing
counseling and testing in the public sector are supported by PEPFAR. In Ethiopia,
PEPFAR supports the government’s program to train 30,000 health extension work-
ers in order to place two of these community health workers in every rural village;
16,000 have already been trained. So it is clear where those broader improvements
are coming from. We estimate that nearly $640 million dollars of fiscal year 2007
funding were directed toward systems-strengthening activities, including preservice
and in-service training of health workers.

Another key fact is that in the hardest-hit countries, an estimated 50 percent of
hospital admissions are due to HIV/AIDS. As effective HIV programs are imple-
mented, hospital admissions plummet, easing the burden on health care staff
throughout the system. In the Rwanda study I just mentioned, the average number
of new hospitalizations at 7 sites that had been offering antiretroviral treatment for
more than 2 months dropped by 21 percent.

As the Chair of the Institute of Medicine panel that reviewed PEPFAR’s imple-
mentation put it, “[O]verall, PEPFAR is contributing to make health systems
stronger, not weakening them.”

We know that building health systems and workforce is fundamental to our work,
and PEPFAR will remain focused on it. We are working to improve our interagency
coordination on construction, and we recently tripled the amount of resources avail-
able for preservice training of health workers. We've already trained or retrained
1.7 million health care workers, and we need to continue to expand that number
in order to keep scaling up our programs.

“CONNECTING THE DOTS” OF DEVELOPMENT

At this point, I want to step back and offer a look at a larger picture: The role
of PEPFAR in “connecting the dots” of development. PEPFAR is an important part
of the President’s expansive development agenda, with strong bipartisan support
from Congress. Together, we have doubled support for development, quadrupled re-
sources for Africa, supported innovative programs like the MCC, President’s Malaria
Initiative (PMI), Women’s Empowerment and Justice Initiative (WEJI) and African
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Education Initiative (AEI), as well as more than doubling trade with Africa and pro-
viding 100 percent debt relief to the poorest countries.

In Haiti, for example, the Emergency Plan works with partner organizations to
meet the food and nutrition needs of orphans and vulnerable children (OVCs) using
a community-based approach. The kids participate in a school nutrition program
using USAID Title II resources. This program is also committed to developing sus-
tainable sources of food, and so the staff has aggressively supported community gar-
dens primarily for OVC consumption, and also to generate revenue through the
marketing of vegetables.

In education, we have developed a strong partnership with the President’s African
Education Initiative, implemented through USAID. In Zambia, PEPFAR and AEI
fund a scholarship program that helps to keep in school nearly 4,000 orphans in
grades 10 to 12 who have lost one or both parents to AIDS or who are HIV-positive,
in addition to pre-school programs and support for orphans in primary school. Simi-
lar partnerships exist in Uganda, where PEPFAR and AEI are working together to
strengthen life-skills and prevention curricula in schools. This program, with $2 mil-
lion in funding in FY 2007, targeted 4 million children and 5,000 teachers.

We are also working with the President’s Malaria Initiative and the Millennium
Challenge Corporation to coordinate our activities in countries where there are com-
mon programs. In Zambia, by using PEPFAR’s distribution infrastructure, known
as RAPIDS, PMI will deliver more than 500,000 bed nets before this malaria season
at a 75-percent savings—and the U.S. Government saved half the remaining cost
of nets through a public-private partnership led by the Global Business Coalition
on HIV/AIDS, Tuberculosis and Malaria. In Lesotho, PEPFAR is colocating our staff
with that of MCC to ensure that we are jointly supporting the expansion of health
and HIV/AIDS services.

Broadly speaking, PEPFAR is contributing to general development in the fol-
lowing ways: (1) Leveraging an infrastructure developed for HIV/AIDS for general
health and development, as demonstrated by the data from Rwanda, the Zambia
malaria initiative and other examples; (2) supporting aspects of general develop-
ment activities with a direct and significant impact on HIV/AIDS, as demonstrated
by OVC education programs, and in aspects of general prevention such as gender
equality and income generation if scientific evaluations show that they impact sig-
nificantly on HIV/AIDS; and (3) providing a piece of a larger approach, for example
by supporting the HIV/AIDS component of Ethiopia’s community health worker
project.

When President Bush called for reauthorization of the Leadership Act, he empha-
sized the need to better connect the dots of development. The Leadership Act pro-
vides us with expansive authorities for such work, and we are constantly trying to
improve our efforts.

But let me candidly make clear our view of the appropriate limits of PEPFAR’s
role. While we want to connect dots, PEPFAR cannot and should not become
USAID, MCC, PMI, or any of its sister initiatives or agencies. Nearly every person
affected by HIV/AIDS could certainly benefit from additional food support, greater
access to education, economic opportunities and clean water, but so could the
broader communities in which they live. We must integrate with other development
programs, but we cannot, and should not, become them. PEPFAR is part of a larger
whole. Congress got this right in the original legislation, and that is the right posi-
tion going forward.

IMPROVING INDICATORS AND REPORTING

As we improve the linkages between our programs and other related areas of de-
velopment, we also need to do a better job of measuring the impact and outcomes
of our programs. We need to know not just the number of people that we support
on treatment, but also what impact that is having on morbidity and mortality. We
need to know not only how many infections we’re averting, but also how we’re doing
at changing societal norms such as the age at sexual debut, the number of multiple
concurrent partnerships, or the status of women. To do this, we have instructed our
technical working groups to develop a new series of impact indicators, in consulta-
tion with implementers and other interested groups. These new indicators should
be completed by early next year, and we will then incorporate them into our plan-
ning and reporting systems.

Of course, not all of the new indicators will be reported up to headquarters—we
don’t need all that information, and we don’t want to burden our staff in the field
with more reporting requirements. But we believe they will be useful to the country
teams as they plan and evaluate their own programs, giving them a better idea of
the impact they’re having and where improvements can be made.
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We believe that kind of information can improve the overall quality of programs
and potentially reduce the demands on one of our most valuable assets—our U.S.
Government staff in the field, both American citizens and Locally Employed Staff.
Our Staffing for Results initiative also seeks to ensure that we have the right people
in the right place in each country so that we can avoid unnecessary duplication of
work and make the best use of our extraordinary human resources.

REAUTHORIZATION OF PEPFAR

I think the understanding that PEPFAR is essentially in the position it needs to
be in going forward is critical in the conversation about reauthorization. We could
spend a lot of time debating new authorities and new earmarks on everything from
the amount of money we spend on operations research to the number of community
health workers we train. Yet the bottom line is that the Leadership Act already has
the authorities we need, and provides the right amount of flexibility to put them
into use. None of the issues being discussed truly require significant changes in the
law. The Institute of Medicine called PEPFAR a learning organization. We have
used the flexibilities of the original legislation to learn, and to constantly change
our approach based on the lessons learned.

Congress enacted a good law the first time. It’s not perfect, but it’s very good—
that is clear from its results. While there are some modifications that are needed,
rather than letting the perfect be the enemy of the good, it should be possible to
take the time that is needed to develop a thoughtful, solid, bipartisan bill. And the
President has made clear the administration’s desire to do just that. It is in no one’s
interest to be hasty—global HIV/AIDS is too important. But with a solid foundation
in the first good law, it is possible to move expeditiously.

And thoughtful but rapid action is important. In Haiti, a few weeks ago the Min-
ister of Health expressed the same concern as every other country I have been to—
“Will this continue? Can we scale up now or should we wait to see what happens?”
A recent letter from the Health Ministers of our focus countries conveyed this same
urgency. While U.S.-based or local organizations experienced in the workings of the
U.S. Government might have less concern, the policymakers who set standards and
must decide the level of scale-up to allow in their countries are asking for rapid ac-
tion. They need to be convinced that it is prudent to attempt the significant expan-
sion in prevention, and especially care and treatment services, that is needed in
2008, to achieve our original goals and to save the maximum number of lives.

Because of this reality, President Bush has called for early, bipartisan, bicameral
action. He has announced the administration’s commitment to double the initial
commitment to $30 billion, along with setting new goals—increasing prevention
from 7 to 12 million, treatment from 2 to 2.5 million and care from 10 to 12 million,
including—for the first time—an OVC goal of 5 million. These goals reflect the need
for increased focus on prevention within our comprehensive program—that’s why
our prevention goal would nearly double while care and treatment would see
smaller increases. President Bush challenged the G—8 leaders to respond to the U.S.
commitment, and in June the G-8 committed $60 billion to support HIV/AIDS, tu-
berculosis, and malaria programs over the next few years. For the first time, the
other leaders also agreed to join us in supporting country-owned, national programs
to meet specific, numerical goals. President Bush has also called for enhanced effort
on connecting the dots of development and strengthening partnerships for greater
efficacy and increased sustainability.

A NOBLE AND ENNOBLING WORK

Mr. Chairman, Senator Lugar, and members of the committee, through PEPFAR
and our broader development agenda, the American people have engaged in one of
the great humanitarian efforts in history. The foundation of that success has been
true partnership, and the rejection of the donor/recipient mentality.

Our partnerships are founded in the profound sense of dignity and worth of every
human life, and in trust and mutual respect between peoples. These partnerships
are giving individuals, communities, and nations great hope, and are transforming
individuals, communities, nations, and—in the case of Africa—much of a subconti-
nent.

The people of those countries have a new window into the hearts of Americans;
they know what we stand for and that we stand with them. This was made clear
by Presidents Mogae of Botswana and President Kikwete of Tanzania in their pow-
erful statements last month.

Beyond that, as President Bush has said, this effort is also good for our national
character and who we are as a people. This noble and ennobling work has only
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begun. Working together to unlock the power of partnerships, we can and will
achieve much more for others, and for ourselves.

The CHAIRMAN. Thank you, Mr. Ambassador. You can assure, I
believe, with certainty any health official in any nation that is ben-
efiting from this program that it will be continued.

Let me ask. The President’s goal—target—for the next 5 years
would add 500,000 people to the original target of putting 2 million
people on treatment by 2008. Would additional funding help us
achieve more?

Ambassador DYBUL. I think for prevention, treatment, and care,
resources are an important piece of the puzzle, as is building
health capacity. I think we’re all aware that as the President called
for $30 billion for PEPFAR, the G-8 has committed $60 billion, but
they included TB and malaria. So for the next 5 years, with that
$30 billion we would actually be more than the rest of the devel-
oped world combined.

So we think for going forward, for issues of sustainability, an ex-
pansion of care and treatment is necessary. But the goals actually
for the second 5 years, as President has called for, are actually a
little bit heavier on prevention. It actually calls for about a dou-
bling of the prevention goal, as you pointed out, prevention being
the most important piece, while we increase care and treatment 20
to 25 percent.

So I believe the answer to your question is the additional re-
sources could increase, but they don’t necessarily have to come
from the American people, which is why we’re turning to the world
community as well, and we believe that about—if we’re going to be
more than half of the rest of the world, that puts us in about the
right situation going forward.

The CHAIRMAN. Obviously one of the controversial pieces of the
original legislation was the abstinence piece, and it’s still debated
somewhat heavily. You pointed out that you have observed and
tried to accommodate the cultural differences from country to coun-
try in how best to attack this pandemic, this epidemic, in their
countries. In some parts of the world, there are some devastating
statistics relative to consensual sex versus nonconsensual sex. Be-
tween 20 and 50 percent of women in the countries under consider-
ation or that are involved indicate that their first sexual experience
was forced. Nearly 50 percent of all sexual assaults in these coun-
tries are committed against girls 15 years or younger.

Obviously, violence puts women and girls at a higher risk of HIV.
One study that you describe in your 2006 report to Congress found
that in Tanzania young HIV positive women were 10 times more
likely to report violence than HIV negative women.

Now, obviously we’re not going to reach our goals around preven-
tion, care, and treatment if—I shouldn’t say “obviously.” It’s my
view that we will not meet them if we don’t address this: How gen-
der-based violence is impacting on it.

The President’s Emergency Plan is making real strides forward,
but you’ve stated obviously we have to do more. How much money
do our programs now spend to prevent or help people recover from
gender-based violence? Is it a focus at all?

Ambassador DYBUL. As a matter of fact—Senator—Mr. Chair-
man, it is a focus. We actually are focused on gender inequality in
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general, not just gender-based violence, because the gender-based
violence really is a part of a culture of gender inequality that pro-
motes gender violence. It also promotes transgenerational sex,
where older men have sex with younger women, where younger
boys prey on younger girls. So it’s a whole deep cultural issue.

So we're trying to address the broader issue and gender-based vi-
olence is a piece of a multipronged approach to address these
issues. I agree we can do more and I must admit it’s going to be
very difficult for an AIDS initiative to radically change all the cul-
tural aspects, but we're trying to do our piece here. We dedicated
around 5442 million last year for programs that had a gender com-
ponent to them.

I think the fundamental thing, though, is changing gender
norms. So that’s why we begin with these life skills programs at
an early age to try to change the whole dynamic, to teach children
to respect themselves, to respect others, which includes respecting
girls. It’s a generational approach that’s going to take time.

At the same time we’re engaged in gender-based violence, we
work with the Women’s Justice and Empowerment Initiative to
deal with some of these issues, provide post-exposure prophylaxis,
provide counseling and testing around gender-based violence. It’s a
very complicated approach.

I think you’re correct, in such a situation, whether it’s violence
or other gender inequality, negotiating abstinence is very difficult,
but it’s as difficult to negotiate a condom. So it’s actually important
that we address the gender norm overall. And it’s going to take
time, but we’re seeing great success.

I'll give you an anecdote which I think reflects it. I went to a
high school in Botswana where we had begun these life skills pro-
grams to change the dynamic, to teach people to respect each other.
This program had been going on for a little over a year. Now we're
expanding it throughout the country, as we’re doing in many other
countries. We asked—we got a small group of them after and began
asking some questions. The girls answered all of the questions and
the girls talked about how they wanted to become doctors and engi-
neers. That’s not normal in an African situation. Normally the boys
would dominate, the girls would be quiet. That’s the type of thing
we're trying to foster and change, which we then think will influ-
ence gender-based violence.

But also we need direct programs on gender-based violence.
Again, I think we can improve everything we’re doing. It’s defi-
nitely a focus for us and we’re doing some innovative programs and
evaluating them to see what the greatest outcome is, including job
creation and some other things to see if we can change this whole
dynamic.

But we've got to work with USAID, we've got to work with the
Millennium Challenge Corporation, we've got to work with the
countries themselves. That’s one of the reasons going forward we
talked about these partnership compacts, where we would actually
work with countries to help them deal with gender inequality, be-
cause we agree with you, we can’t tackle this problem if we don’t
deal better—

The CHAIRMAN. The reason—I'm impressed by your answer. This
first round is 7 minutes and my time is almost up. But let me just
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ask this question. Obviously, what I'm about to ask is not some-
thing that would be funded through PEPFAR. But if you know—
if you don’t know for sure, you can take an educated guess—what
percentage of the countries that are recipients of this assistance
have universal elementary school education that includes women?

Ambassador DYBUL. I'd actually have to doublecheck. Most of
them do actually have universally available primary education. The
problem is when they do that they have school fees or uniform fees,
which limits the ability of kids to go. And then there’s not much
secondary schooling, so they end at primary school.

We're actually developing through our orphans program with the
African Education Initiative scholarship programs to get kids
through secondary school. I have to get you a specific answer, but
many of them do, but on paper might be different than the actual
implementation.

The CHAIRMAN. Generically, do you think that if, assuming we
had unlimited, which we don’t, unlimited money to deal with for-
eign aid, if we were to direct more of our economic aid to the coun-
tries in question toward building and sustaining and funding their
elementary and secondary education systems that required the
same treatment for young boys as young girls in that system, is
that likely to have any positive impact on what we'’re talking about
here?

Ambassador DYBUL. It’'s something we intend to look at. I don’t
know. You could say that it would and it very well might, but we’re
not 100 percent certain. So we want to evaluate that—implement
programs and then evaluate it.

I should point out that there are other players in this field. The
United Kingdom has—

The CHAIRMAN. Oh, I realize that. I just wondered what our
thinking was.

Ambassador DYBUL. Right. So we want to work with all of these
different players to basically put the pieces of the puzzle together
and see how we can have the greatest impact.

The CHAIRMAN. What I'm about to say—and I'm 30 seconds over
my time already. I don’t want you to respond now. What I'm about
to suggest is not something that I would attempt to attach to this
legislation. But I have a bill that’s an International Violence
Against Women Act, money promoting, like we did here domesti-
cally in the Violence Against Women Act, money made available to
countries who would engage in certain activities that would, in
fact, promote efforts to diminish violence against women in various
societies.

I'd like to, because you seem to be—and it’s not in your wheel-
house, it’s not in your secretariat. But I would like to maybe ask
you just as a favor to give me your sense of how you think that—
and I will send it to you—that legislation might, if at all, and it
may not, have a positive impact on these larger problems, because
there is a whole lot of things that flow from the treatment of
women essentially as second class citizens, property, and the like.

I have many more questions, but I thank you and I yield to the
Senator from Indiana, Mr. Chairman.

Senator LUGAR. Thank you very much, Mr. Chairman.
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I have three questions I wanted to ask so we have as complete
a record as possible. The first question, as I mentioned in my open-
ing statement, in late August the committee received a letter
signed by the Ministers of Health from the 12 African PEPFAR
countries asking us not to wait until next year to reauthorize the
legislation. The letter states: “Without an early and clear signal of
the continuity of PEPFAR’s support, we are concerned that part-
ners might not move as quickly as possible to fill the resource gap
that might be created. Therefore, services will not reach all those
who need them, The momentum will be much greater in 2008 if we
know what to expect after 2008.”

Based on this statement, it seems to me that to delay the reau-
thorization will result in fewer people being placed on ARV treat-
ment. My question to you, Ambassador: Is that correct? Does that
mean that early reauthorization will help save more lives? And fur-
ther, how would early reauthorization help leverage more funding
from other donors and thus save additional lives?

Ambassador DYBUL. Well, Senator, I think the best way to an-
swer is that just to relay the discussions I've had with Ministers
of Health. And I think there is a big difference between ministers
and people in-country and some of our partners who are very used
to Washington and our U.S.-based partners, who understand how
our system works and really don’t see a problem in terms of the
longer process.

But in-country, the ministers and the people who are imple-
menting on the ground—and 83 percent of our partners now are
local organizations—do have some concerns here. And, Mr. Chair-
man, I must assure you that we do tell them all the time: Don’t
worry, this is coming, bipartisan support, it doesn’t matter who the
next President is, Congress has been there all the way.

But it’s not something that they live and breathe in terms of the
process. So there is a real issue for them of comfort level, because
in 2008, as much as we've done, we have a massive scale-up to
achieve those goals. And as theyre looking at them and saying,
once I put that person in treatment, once I put that orphan in care,
they’'ve got to stay there, there is a concern, there is a discomfort
with that type of scale-up in the absence of a sure commitment, as
much as we can tell them, don’t worry, it’s coming.

So as I speak with ministers—and every time I'm in the country
a minister says this—I think there is this concern there.

Senator LUGAR. The second question is, you’'ve mentioned in your
testimony that the need to know your epidemic is crucial as each
country addresses its own unique HIV/AIDS situation. The fact
that no country’s epidemic is the same as their neighbor’s is one
reason that I believe we need to keep the reauthorization as flexi-
ble as possible and limit the mandatory spending directives. We've
tried to reflect this in S. 1966. Can you give us examples of how
some of the PEPFAR countries’ epidemics differ from one another
and how greater flexibility would allow them to address their needs
more effectively?

Ambassador DYBUL. Yes. And I think actually, Senator, the lan-
guage you've proposed makes a lot of sense, because it directs pro-
grams targeting behavior change at sexual transmission, not the
overall picture, to allow that flexibility to expand programs such as
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mother and child, nonbehavior change programs, so that that’s
taken out of the calculation.

And different countries do have very different epidemics, which
is why we’ve never applied the directive to each individual country,
but to countries overall, so that we have a very different approach
in Botswana than in Vietnam, as the chairman pointed out. So we
believe the language that you put forward provides us the flexi-
bility both to ensure that we have programs that will lead to long-
term changes in prevention, but also to allow us the flexibility to
have programs that are different in each country, with greater
flexibility, and, importantly, to not apply behavior change direc-
tives to clinical and other aspects of prevention.

Senator LUGAR. The third question, on the issue of resources.
Fiscal year 2008 money will hopefully be available to these coun-
tries soon. Are any of the recipients expressing reluctance to use
the increased funding to ramp up their programs in light of the un-
certainty of future funding pending a reauthorization?

Ambassador DYBUL. As I mentioned in the first answer, I do
hear that from Ministers of Health when I travel around, that
they're a little concerned about the massive increase in resources
thanks to the current budgets that Congress has before them and
the President’s request and because of that significant increase in
new people in treatment and care that’s needed in 2008. I do hear
the concern about putting that many more people on without know-
ing for sure what to expect after, even understanding that there
will be a reauthorization.

So I think what you said about consumer confidence gets it about
right. It really is about perception. It’s not a matter of fact. It’s not
a matter of reality. It’s more a matter of perception that makes
them uneasy, and as that uneasiness can cause problems in the fi-
nancial markets, that uneasiness can lead to people not moving as
quickly as they otherwise might to increase people, particularly in
care and treatment, because that’s something that they need to
continue, which, therefore, might limit our ability to save the larg-
est number of lives.

Senator LUGAR. The President has requested that our funding for
HIV/AIDS be increased from $15 billion to $30 billion over the next
5 years. Some want a little less. Many want much more funding.
What percentage of funding do you currently provide to focus coun-
tries versus nonfocus countries, and with additional funding do you
anticipate increasing the number of focus countries or increasing
assistance to nonfocus countries? Which nonfocus countries are in
the most dire situations in relation to HIV/AIDS?

Ambassador DYBUL. It’s interesting, Senator. When I went back
to read the legislation it surprised me that there actually are no
focus countries in the legislation. That’s something that we devel-
oped. So going forward actually, when the President called for re-
authorization he didn’t talk about focus countries. He actually
talked about using the new money where it can be the most effec-
tive, basically saying if we can save two lives with a tax dollar or
one life with a tax dollar you’re better off saving two.

So going forward, we are going to look at the best opportunities
to save the largest number of lives in countries that want to tackle
their epidemic with their own resources where possible—many
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countries don’t have many—but also with policies around gender
equality and orphan protection and things that we know will en-
hance prevention of mother-to-child transmission, for example.

So going forward we would look at countries—I don’t know where
for sure yet. It depends on the countries that want to tackle their
epidemics. But we know, for example, Lesotho, Swaziland, Malawi,
Cambodia, Ukraine—I want to be careful here because there are a
lot of countries I could name, so I'm just giving you a for-example.
There are many, many more, and I don’t want to indicate in any
way where we think we would want to move.

But it’s just an increased flexibility and thought process to using
money where it can be most effectively utilized and not select coun-
tries up front this time.

Senator LUGAR. I appreciate your testimony. Thank you.

The CHAIRMAN. Could I ask a point of clarification on that if I
may? Senator Lugar makes a very good point about certainty of
funding, but in this new round we are going to consider any in-
creased funding not only being used in the countries that are focus
countries, but maybe other countries. Does that create any uncer-
tainty in those very countries?

Ambassador DYBUL. It’s a very good question. However, we have
said, and I think you would agree, that we would not reduce fund-
ing in any of those countries going forward, because that would be
a very difficult position for us and for them.

The CHAIRMAN. I agree. I think you should. I just wanted to
make sure.

Ambassador DYBUL. But it does also create a sense of healthy
competition, in a sense.

The CHAIRMAN. No; I'm not suggesting it’s bad. I just wanted to
make sure.

Ambassador DYBUL. Yes. Because we continue, that’s not an
issue.

The CHAIRMAN. That’s good.

Senator Feingold.

STATEMENT OF HON. RUSSELL D. FEINGOLD, U.S. SENATOR
FROM MINNESOTA

Senator FEINGOLD. I sincerely thank you for holding this hear-
ing. It’s very important and I appreciate it.

Ambassador, it’s good to see you again. As you stated, there has
been considerable acknowledgment of the challenge of imple-
menting HIV/AIDS programs in African countries that have inad-
equate or inefficient health infrastructure. The World Health Orga-
nization estimates that Africa has 24 percent of the global disease
burden, but only 3 percent of the world’s health workers, a deficit
of more than 1 million doctors and nurses.

On a recent trip to Uganda in August, I met with key represent-
atives from the HIV/AIDS community and we discussed the impor-
tance of building national capacity so these countries will be in-
creasingly able to meet the health needs of their citizens. Only by
strengthening indigenous infrastructure will our global health
efforts be sustainable in the long run.

Ambassador, 2 years ago you personally testified that weak
health infrastructure was delaying the progress of PEPFAR pro-
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grams. What specific policies and programs have you introduced
and what impact have they had to help address this problem?
What other initiatives have helped strengthen national health in-
frastructure?

Ambassador DYBUL. Well, Senator, I think it’s one of the key
issues going forward. There has been a lot of debate around health
systems versus vertical programs and that kind of thing. Our ap-
proach actually has been—and this was the importance of the focus
countries—to do national expansion, which requires building na-
tional systems.

So the majority of the cost actually right now, for example, for
antiretroviral therapy goes to building systems, to paying salaries
for doctors and nurses, to expanding or renovating or creating new
clinics, to building a logistics system that will support the delivery
of drugs. The same in our care programs and in our prevention pro-
grams.

So right now we are dedicating, last year I believe it was, $640
million to what you would consider health system expansion, every-
thing along that way. As I mentioned, we just did an evaluation
on this because we thought it was important, to look in four coun-
tries at our care and treatment sites to see what we were doing for
infrastructure and what the contributions were. On average, 92
percent of the infrastructure development in those sites was sup-
ported through PEPFAR. It was actually higher in the public sector
