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PEPFAR REAUTHORIZATION: FROM
EMERGENCY TO SUSTAINABILITY

TUESDAY, SEPTEMBER 25, 2007

HOUSE OF REPRESENTATIVES,
COMMITTEE ON FOREIGN AFFAIRS,
Washington, DC.

The committee met, pursuant to notice, at 10 o’clock a.m. in room
2172, Rayburn House Office Building, Hon. Tom Lantos, (chairman
of the committee) presiding.

Chairman LANTOS. This meeting of the Committee on Foreign Af-
fairs will come to order.

Four short years ago, if you were to walk into the hallway of a
hospital in Zambia, it would have been clogged with HIV/AIDS pa-
tients waiting to die. The lifesaving drugs, which have brought so
much hope to those infected with the virus in wealthy nations, sim-
ply were not available to Zambia’s poor, or to those infected with
HIV/AIDS throughout Africa.

Our committee acted decisively to rectify this fundamental injus-
tice. On a bipartisan basis, we rapidly approved the U.S. Leader-
ship Against HIV/AIDS Act. This bill authorized $15 billion—I re-
peat, $15 billion—over 5 years, of which 55 percent was earmarked
for treatment.

Four years later, as we consider legislation to reauthorize this
critically important law, the hallways of hospitals and clinics in
Zambia and throughout Africa are once again crowded; but not
with patients at the door of death. They are filled with hundreds
of thousands of men, women, and children receiving lifesaving
HIV/AIDS treatment.

The legislation produced by our committee has yielded dramatic
results, particularly in the arena of treatment. But the task for the
next 5 years is not only to solidify these gains, but to reorient the
program so that our efforts to combat HIV/AIDS will be sustainable
for generations to come.

To be sustainable, our HIV/AIDS program must dramatically
strengthen the healthcare delivery systems in nations ravaged by
the deadly virus. To be sustainable, our program must find new
and creative ways to delivery the ABC prevention message. To be
sustainable, our program and the programs under the Global Fund
must work with NGOs and governments to battle HIV/AIDS in a
cost-efficient, transparent, and effective manner.

So as our committee embarks on rewriting the U.S. Leadership
Against HIV/AIDS, those will be our marching orders. We will in-
crease dramatically the funding for this vitally important program,
with a new-found emphasis upon sustainability at its core.
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Working in the same bipartisan manner in which the original act
was created, we will find new efforts to encourage doctors and
nurses to stay in Africa and other HIV/AIDS-ravaged nations,
where they are clearly most needed. We will launch new programs
to train hundreds of thousands of physicians, nurses, community
health workers, and to find gainful employment for the millions of
teenagers across the African Continent who were orphaned by
AIDS while they were very young.

And we will create new efforts to bring lifesaving medicine to
rural areas. With just a bit of modern technology, a village health
worker can immediately connect a patient with a doctor located in
a major city, and use a bicycle to bring life-sustaining medicine to
the poor in the countryside.

Working in a bipartisan manner, we will increase the sustain-
ability and effectiveness of our prevention efforts. With an HIV
prevalence rate of 17 percent in Zambia, 18 percent in South Afri-
ca, and 24 percent in Botswana, we clearly have our work cut out
for us.

But if we stick to the ABC prevention message and find new and
creative ways to reach the most vulnerable populations, these abso-
lutely staggering rates can and will come down.

To maintain the bipartisan consensus behind this initiative, we
must recognize that each element of the ABC approach has value.
For kids in elementary school, abstinence education is right on tar-
get, particularly when it empowers children to make correct choices
in all aspects of their lives.

For dating and married couples, awareness of one’s HIV status
and faithfulness are vital to stemming increases in infection rates.

And for couples who don’t know whether they have HIV, or
where one partner has been tested and found free of the virus,
condoms are essential. Unlike the guidance issued by the Executive
Branch, I do not believe that condoms are only for prostitutes and
truck drivers.

Working together we can fine-tune our prevention programs, and
literally save millions of lives. Working together we will guarantee
nutrition with treatment, so that patients no longer stop medicines
because they have nothing to eat. Working together we can revi-
talize Africa’s healthcare system, and leave a real legacy for future
generations.

Working together, we can dramatically boost funding for our
global HIV/AIDS programs, and help to ensure that millions more
kids don’t lose their parents to this deadly scourge.

We have had some genuine success so far. But if we don’t help
to build in the target countries the capacity and the will to sustain
this struggle for the long term, then all our good work may turn
out to have been for naught.

It is my pleasure now to turn to my friend, the ranking Repub-
lican member of the committee, Ileana Ros-Lehtinen, for any re-
marks she may care to make.

Ms. Ros-LEHTINEN. Thank you so much, Mr. Chairman, for hold-
ing this hearing on this important issue.

When the committee last met in April to discuss the President’s
Emergency Plan for AIDS Relief (PEPFAR), attention was properly
placed on what has been accomplished. Through PEPFAR, the
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American people have helped provide compassionate care for some
4.5 million people impacted by HIV/AIDS, including 2 million or-
phans and vulnerable children.

We have supported the provisions of anti-retroviral treatment for
nearly 1 million people with an estimated 50,000 new people gain-
ing access to treatment each month. And we have made significant
advances in preventing new infections from occurring, including by
providing ARV for HIV mothers during over half a million preg-
nancies.

These accomplishments are a testament to the generosity of the
American people, the bipartisan commitment of this body and the
administration, and the tireless dedication of our implementing
partners on the front lines of this pandemic.

But more and more people become infected each day. According
to UNAIDS, an estimated 4.3 million new infections occurred in
2006 alone. Clearly, much more needs to be done.

In May the President announced his intention to seek authoriza-
tion from Congress to commit an additional $30 billion to the
PEPFAR initiative over the next 5 years. The President’s dem-
onstrated commitment to fighting the global scourge of HIV/AIDS
through PEPFAR and the competence of the Global AIDS Coordi-
nator, Ambassador Mark Dybul, has helped set a positive tone as
Congress seeks to reauthorize the U.S. Leadership Against
HIV/AIDS, Malaria, and Tuberculosis Act, which will expire this
year.

But given the number of lives and the amount of money that are
at stake, we cannot afford to make mistakes in this reauthoriza-
tion. We must focus our efforts on what works, and move toward
sustainable solutions.

During the reauthorization debate there will be much discussion
about how to transition PEPFAR from an emergency program to a
sustainable one. Some are advocating that PEPFAR take on addi-
tional challenges including placing greater emphasis on gender
issues, deficits in healthcare systems, and the lack of food security
for those with HIV/AIDS.

While there is a great deal of merit to some of these arguments,
I urge caution, because if PEPFAR is directed to take on a universe
of problems that plague the focus countries, we risk reducing a pro-
gram that is, reducing it to a program that is a mile wide and an
inch deep. We must remain focused on the central objectives of pro-
viding care and treatment to those impacted by HIV/AIDS while
expanding efforts to prevent new infections from occurring.

Members will also hear arguments in favor of evidence-based de-
cision making with regard to our prevention, care, treatment inter-
ventions. I could not agree more. I cannot imagine anyone making
a rational argument for spending an additional $30 billion on a
program that was anything less than effective.

Then there are those who call for both sustainability and evi-
dence-based decision making in the same breath that they advocate
for the removal of the abstinence earmark in the Leadership Act.
Abstinence and fidelity programs are working, where the tradi-
tional focus on condom promotion that dominated the U.S. strategy
for the last 17 years of the pandemic has failed.
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Yet prior to the imposition of the earmark, the United States in-
vested little, if anything, in the AB programs. If implementers had
not been compelled to adjust their programs, I am not confident
that they would have embraced the ABC approach, with a strong
emphasis on the A and B, that has proven effective in countries
like Uganda, Botswana, Kenya, and elsewhere.

And even now that a consensus has emerged that the AB pro-
gramming is central to an effective prevention strategy, I am still
not confident that it would be implemented if not for the earmark.

Dr. Norman Hearst, a respected leader in the field of HIV/AIDS
treatment and prevention for the last 20 years, will testify to that
today. Dr. Hearst was commissioned by UNAIDS to do a study on
the impact of condom promotion in areas heavily impacted by
HIV/AIDS. He will readily admit that he initially undertook the
study with a bias toward condom promotion. However, his research
revealed that the promotion of condoms, in the absence of strong
abstinence and fidelity programs, actually led to increases in new
infections.

When he reported this to UNAIDS, they refused to publish his
work. Fortunately for us, his work has since been published and
has become part of a growing consensus among HIV professionals
that, while condoms play an important role in HIV/AIDS preven-
tion, abstinence and fidelity programs are essential to successful
and sustainable prevention efforts.

Mr. Chairman, I hope that members on both sides of the aisle
will heed the advice of the advocacy groups and consider the evi-
dence before making any decision to strike the AB earmark.

The PEPFAR program, Mr. Chairman, is a magnificent dem-
onstration of the good that can be done when Democrats and Re-
publicans work together to solve the most serious of problems.

I look forward to working with you, Mr. Chairman, and with our
colleagues to ensure that the Leadership Act is reauthorized and
that our PEPFAR program is as successful as possible.

Thank you for the time, Mr. Chairman.

Chairman LANTOS. Thank you very much. And before turning to
my next colleague, let me just state for the record that I am about
to manage the most important piece of legislation on the floor with
regard to Iran. I would like to ask my friend from New Jersey to
take the chair.

Mr. PAYNE [presiding]. Let me begin by commending the chair-
man, Mr. Lantos, for convening this very important hearing with
representatives from the HIV/AIDS research and advocacy commu-
nities, and organizations that helped implement the President’s
Emergency Plan for HIV and AIDS Relief, or PEPFAR, as it is
known.

Traveling through Africa, one of the programs that most people,
whether they are in government, in the cities, or in the villages,
know about is the PEPFAR program. And we believe that it has
had a major impact in the war against HIV and AIDS. Of course,
it is far from adequate.

In the 4 years since Congress passed the original legislation au-
thorizing PEPFAR, the professionals from these organizations had
proven to be a critical resource not only in helping carry out the
program, but also as a resource to Congress, as we engage in our
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oversight responsibilities. And they have been invaluable in terms
of the feedback and analysis they have provided, as this committee
writes legislation to reauthorize the initiative.

I will be calling on the expertise of the NGO community on Octo-
ber 9 at a hearing of the Subcommittee on Africa and Global
Health, which is specifically focused on the issue of the integration
of food and nutrition into treatment programs supported through
PEPFAR. It is an area that we believe needs a lot more examina-
tion. We believe that there is a relationship between the success of
the program and adequate nutrition and food.

I hope that our witnesses today will touch on that issue in their
testimonies. In addition, I am interested in their analysis regarding
PEPFAR’s current prevention strategies, and how these strategies
can be improved.

As we all know, for every one person we put on anti-retroviral
treatment, five additional people become infected with HIV. We
cannot treat our way out of this disease. Developing and improving
prevention programs will be vital as the United States transforms
its emergency response to a sustained commitment to fight the
HIV/AIDS pandemic.

It is clear to me that while much has been accomplished in terms
of fighting HIV/AIDS, much more remains to be done. Only 28 per-
cent of Africans needing anti-retrovirals are receiving them.
Shockingly, over 85 percent of African children who need ARVs are
going without.

If we are to stop the spread of HIV/AIDS, we are going to have
to redouble our efforts, both financially and programmatically.
Again, I commend the witnesses for coming here, and I certainly
look forward to your testimonies.

With that, I will yield to Mr. Smith, the ranking member on the
Subcommittee on Africa and Global Health.

Mr. SMITH OF NEW JERSEY. Thank you very much, Mr. Chair-
man. I want to thank you and Congressman Lantos, the chairman
of the full committee, for calling this timely hearing in anticipation
of the reauthorization of the President’s Emergency Plan for AIDS
Relief.

In the short 4 years of its existence, PEPFAR, crafted so skill-
fully by Chairman Hyde, who was then chairman of the full com-
mittee and prime sponsor of the bill, along with Mr. Lantos, and
many of us who had very strong concerns about this issue—I was
very proud to have been a co-sponsor—has transformed the nature
of this pandemic.

In 2003, HIV/AIDS was a ravaging death sentence that was de-
stroying individuals, families, and entire communities with little or
no relief in sight. Now, it is, to be sure, an ongoing and desperate
crisis, but it is being restrained, and can be restrained further, and
hopefully ended, if it is addressed through sufficient resources and
appropriate evidence-based policies.

Although anti-retroviral treatment has been pivotal in slowing
the tide of the pandemic, we cannot rely on ARVs as the center-
piece of a sustainable program. As we will hear during today’s tes-
timony, for every person who is placed on ARVs, there are six new
infections. So, we must focus our efforts on learning what has
worked up to now in reducing the prevalence rates of HIV/AIDS
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and concentrate our resources on expanding those successful strate-
gies.

Prior to PEPFAR and the implementation of the 33 percent pre-
vention spending requirement on abstinence and be faithful pro-
grams, almost no one, USAID included, even considered devoting
resources to these measures. I am told that some USAID personnel
in the field even laughed at the idea of abstinence training when
PEPFAR was first being implemented.

Most, if not all, of HIV/AIDS prevention programming consisted
of condom marketing and distribution. Yet, as we will hear from
our distinguished witness, Dr. Norman Hearst, and as Ileana Ros-
Lehtinen noted a moment ago, the condom approach did not work
in countries where the pandemic has spread among the general
population which constitute a majority of the world’s infections.

The PEPFAR comprehensive evidence-based approach adopted
the successful ABC model that originated in Uganda, and the suc-
cess of reducing HIV prevalence rates through sexual behavioral
change is being replicated in other PEPFAR-focused countries.

This approach is showing other positive outcomes, as well. For
example, a PEPFAR-funded program in Schibello Basic School in
Zambia emphasizes abstinence as part of a holistic life-skills train-
ing program. Since the program was implemented 2 years ago, the
number of pregnancies among the 520 schoolgirls, grades 5 to 9,
has dropped from 13 in 2003 to 2004 to zero so far this year. School
management also attributes the program with significantly enhanc-
ing academic performance.

I am deeply disturbed, Mr. Chairman, by the insinuations of
some that sexual behavior change is not possible for Africans. Fa-
ther Thomas Williams, in a May 17, 2007, article in the National
Review, notes that he has spoken to numerous Africans who find
the egregiously false Western supposition that they are going to do
it anyway not only to be insulting, but racist. He notes that preju-
dice against Africans with no self-discipline or control over the sex
drive simmers just beneath the surface of much anti-abstinence
propaganda.

On the other hand, the question is appropriately raised as to why
those who consider themselves experts are refusing to accept the
evidence about the success of behavioral change; and if they do ac-
cept the evidence, why they are opposed to the AB spending re-
quirement.

With the spending requirement, the U.S. is the only major inter-
national donor providing substantial support to this proven preven-
tion strategy. Without it, we are faced with the specter of returning
to a failed condom-centric approach, and to the devastating loss of
human life of the pre-PEPFAR era.

Finally, Mr. Chairman, I am deeply concerned, and, quite frank-
ly, outraged, that some pro-abortion NGOs are attempting to hijack
PEPFAR and other noble initiatives to promote the slaughter of
unborn children in Africa and around the world. Pro-abortion
groups are shamelessly using HIV/AIDS funding as the Trojan
Horse to facilitate policies that reduce unborn children to expend-
able commodities.

And let me be very clear. I am not injecting this into the debate;
they are. Abortion methods, Mr. Chairman, are violence against
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children. Dismembering a baby with sharp knives or chemically
poisoning a child with drugs and toxic chemicals can never be con-
strued as benign or compassionate. It is child abuse.

Let us get about reauthorizing this legislation. Let us do it with-
out a wrap-around that would include the killing of unborn chil-
dren.

I yield back the balance of my time.

Mr. PAYNE. Thank you very much, Mr. Smith. Ms. Woolsey?

Ms. WoOOLSEY. No, Mr. Chairman, I am waiting to hear our wit-
nesses. Thank you.

Mr. PAYNE. Mr. Fortenberry is not here. Oh, here he is. Go right
ahead.

Mr. FORTENBERRY. Thank you, Mr. Chairman. I appreciate the
opportunity to be a part of this hearing today, and thank the wit-
nesses for your commitment to individuals and communities suf-
fering from HIV/AIDS.

The deadly scourge of HIV/AIDS, which now ranks among the
world’s leading causes of death, claims most of its lives in Africa,
the world’s most impoverished continent. It is particularly dev-
astating in sub-Saharan Africa, where healthcare infrastructures
are least able to support the burgeoning numbers of infected per-
sons.

While this hearing is focused on developing a sustainable plan to
address HIV/AIDS, it is important to point out that unless we also
develop a sustainable plan to help address the glaring shortage of
healthcare workers and basic health infrastructures throughout
sub-Saharan Africa, the impact of our HIV/AIDS efforts risks being
diluted, at best.

According to the World Health Organization, the rate of infec-
tions is rapidly outpacing the rate at which infected individuals are
treated. While the United States leads the world in providing treat-
ment and care for communities affected by HIV/AIDS, notably
through our PEPFAR program, we will continue to see millions of
deaths unless we grapple more effectively with the issue of preven-
tion.

As we stand before a $30 billion reauthorization of PEPFAR, I
am acutely aware of the need to ensure that Federal funds avail-
able for HIV/AIDS prevention and treatment are channeled into
the most effective evidence-based programs. Our ultimate objective
is to save lives.

Uganda stands out as an example. Between 1991 and 2004,
Uganda witnessed a decline in HIV prevalence from 15 percent to
5 percent. During this time, Uganda placed a decided emphasis on
abstinence and fidelity, consistent with cultural norms. Yet such
approaches seem to draw the most critical scrutiny.

It is my hope, Mr. Chairman, that our panel will examine these
factors in an objective manner, as well as the delivery model for
care of our most vulnerable and needy throughout the world.

Thank you, Mr. Chairman.

Mr. PAYNE. Thank you very much. Mr. Miller?

[No response.]

Mr. PAYNE. Mr. Scott?

Mr. ScottT. Yes, very briefly, Mr. Chairman. Because I believe
this is such a very, very important hearing. It is absolutely stag-
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gering to hear the report that 90 percent of the children with
HIV/AIDS is from Africa, one continent. And even worse than that,
90 percent from a certain part of that continent, sub-Saharan Afri-
ca.

It just seems to me that this presents an extraordinary oppor-
tunity where a focused, concentrated effort could be made. Just
imagine if 90 percent of the children with HIV/AIDS were from the
United States. Just think of that. And if we think of it in that per-
spective, the grand dynamic of this situation I think would be reg-
istered even more deeply.

And so, Mr. Chairman, I think the fundamental question that I
believe needs to be asked today is, given the fact that PEPFAR is
doing, in my estimation, a very good job, it can do a better job.
Could that job be done better if there is a greater focus on the re-
sources of PEPFAR to target just HIV/AIDS? And of course, we rec-
ognize malaria and the other diseases that are in here certainly
can be dealt with, and should be; but neither is the life sentence
that HIV/AIDS is.

So, Mr. Chairman, I just wanted to make those opening com-
ments, thank this committee for bringing this extraordinary and
timely hearing. And my hope is that this committee will move to
even bring a better light and a brighter light to be shined on this
extraordinary problem in Africa.

And T certainly look forward to joining you, Chairman Payne, on
your next trip to Africa, so that we can bring an even greater de-
gree of attention and move with greater resources to help the peo-
ple of Africa fight this terrible, terrible disease.

Thank you and I yield back.

Mr. PAYNE. Thank you very much, Mr. Scott. Mr. Wu?

[No response.]

Mr. PAYNE. Mr. Green?

Mr. GREEN. Thank you, Mr. Chairman, and I will be brief like
my colleague from Georgia.

I want to thank you for holding the hearing on the President’s
Emergency Plan for AIDS Relief. The HIV/AIDS epidemic is having
a devastating impact on children and families worldwide, and no-
where is it more prevalent than in Southern Africa. Roughly 40
percent to 60 percent of all deaths of children under the age of five
are caused by HIV/AIDS or related complications.

Most children living with HIV acquired the disease through
mother-to-child transmission, or MTCT, which can occur during
pregnancy, labor and delivery, or breastfeeding. In the absence of
any intervention, the risk of such transmission is 15 percent to 30
percent in non-breastfeeding populations. Breastfeeding by an in-
fected mother can increase it to 45 percent.

The risk of MTCT can be reduced to under 2 percent by interven-
tions that include the prevention of anti-retroviral vaccines, when
PEPFAR’s primary mission should be to focus on mother-child
health and the prevention of the MTCT.

In the area of children’s health and prevention, I would like to
recognize Baylor College Medicine and Baylor International Pedi-
atric AIDS Initiative for the work they have done in Africa, as else-
where in the globe. Approximately 80,000 HIV-infected children
and families will receive care and treatment over the next 5 years



9

in two treatment centers. The initiative opened in Constanta, Ro-
mania, and Catarrhine, Botswana.

The reauthorization should encourage PEPFAR to partner with
projects such as the Baylor Pediatric AIDS Initiative with the ex-
pertise that they can provide. As someone who strongly believes we
need to address tuberculosis and malaria both abroad and here in
the United States, I believe PEPFAR has served, also serves an im-
portant purpose in addressing the connection between AIDS and
TB-related deaths. The leading cause of death among individuals
who die from HIV/AIDS in Africa is not directly from these dis-
eases, but from tuberculosis.

I have worked with any number of our colleagues, including Mr.
Engel of this committee, to ensure necessary attention and re-
sources given to combat these diseases collectively. As we look to
reauthorize PEPFAR, I think it is important we continue to ad-
dress tuberculosis and coordination with HIV/AIDS treatment.

Also, Mr. Chairman, thank you for holding the hearing. I will
look forward to our panel. I yield back our time.

Mr. PAYNE. Thank you very much. Ms. Watson?

Ms. WATSON. Thank you, Mr. Chairman. HIV and AIDS have a
devastating impact, not just on individuals, but on whole societies.
And I think it is important that when we confront this issue, we
pay equal attention both to helping patients and nations stay
healthy.

Education can be an important and cost-effective social vaccine
against HIV/AIDS. The cognitive skills required to make informed
choices about HIV/AIDS and the risk and behavior are strongly re-
lated to education levels. Additionally, children who enroll and re-
main in school often have access to curriculum and information on
HIV/AIDS prevention.

Despite the relationship between education and prevention, basic
education is not included in PEPFAR’s HIV/AIDS prevention strat-
egy. And there is not enough coordination between basic education
and HIV/AIDS programs on the ground.

I am not advocating for PEPFAR to become an educational pro-
gram, and I think that would be a poor use of resources. But I
would like to see us emphasize more how investing in basic edu-
cation programs can, among other things, help us fight and help
our fight against HIV.

Thank you, Mr. Chairman. I yield back.

Mr. PAYNE. Thank you very much. We are fortunate today to
have four exceptionally accomplished members of the medical pro-
fession, all of whom have many years of experience with the issue
before us. And so let me thank each of you for taking the time out
to testify here before our committee.

We will hear the witnesses in this order. Dr. Helene Gayle, who
is president and CEO of CARE, a position to which she came after
serving as director of HIV and Reproductive Health with the Global
Health Program at the Bill and Melinda Gates Foundation. She
was director of the National Center for HIV/STD and TB Preven-
tion with the Centers for Disease Control and Prevention, and
served for 20 years in the U.S. Public Health Service, retiring with
the rank of Rear Admiral.
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We will then hear from Dr. Nils Daulaire, who is currently serv-
ing as president and CEO of the Global Health Council. He is a
former Deputy Assistant Administrator for Policy and Senior Inter-
national Health Advisor for the U.S. Agency for International De-
velopment. He has represented the United States at many major
international conferences. Dr. Daulaire, who is a Phi Beta Kappa
graduate of Harvard University, went on to Harvard Medical
School for his M.D., and later earned his MPH at Johns Hopkins.
He has worked in Nepal, Mali, Haiti, Bangladesh, and a number
of other countries. Incidentally, he speaks seven languages. That is
probably helpful.

Dr. Mukherjee specializes in the treatment of MDRTB and HIV
and AIDS in the resource-poor countries and communities. She di-
vides her time between Brigham Women’s Hospital in Boston, and
clinical sites in Peru, Haiti, and Russia. Dr. Mukherjee is board-
certified with pediatrics, infectious diseases, and internal medicine.
She is an attending physician for the adult and pediatric infectious
disease services at BWH in Massachusetts General Hospital, and
is a member of the faculty at the Harvard Medical School.

And finally, we have Dr. Norman Hearst, who is a physician and
public health specialist at the University of California, San Fran-
cisco. The past 20 years he has been a leader in the field of inter-
national HIV/AIDS epidemiology and prevention, and has authored
over 100 papers and 250 conference abstracts on the subject. He
has also served as a consultant to WHO, UNAIDS, USAID, and
various other governmental and international organizations.
GrTlllank you for being here. We will start, as I indicated, with Dr.

ayle.

STATEMENT OF HELENE GAYLE, M.D., MPH, EXECUTIVE
DIRECTOR AND CEO, CARE

Dr. GAYLE. Thank you. It is my pleasure to join this discussion
on the reauthorization of PEPFAR. As many people have already
stated, there are many reasons to be proud of what PEPFAR has
already accomplished, including the incredible leadership role that
the U.S. Government has taken in confronting this epidemic.

CARE is privileged to serve HIV-infected individuals and commu-
nities in over 40 countries, including 11 of the 15 PEPFAR coun-
tries. As an organization dedicated to eliminating extreme poverty,
our programs addressing HIV and AIDS are done with a com-
prehensive view that looks at the broader landscape of develop-
ment. And it is from that perspective that I am going to be focusing
my comments today.

In fact, we believe that looking at HIV in the development con-
text is the best way of assuring sustainability in our response to
HIV and AIDS in poor communities that are disproportionately im-
pacted by HIV.

As you know, the Institute of Medicine evaluated this program
and said that this whole issue of moving from a short-term results-
oriented, short-term results mode to a sustainable impact model is
really what we need to focus on. And so I think that the IOM ap-
proach is the real focus of our comments.

In our 20 years of work on HIV and AIDS, CARE has learned
that addressing the crisis effectively obliges us to invest in a range
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of sectors, from food security to micro-finance, to girls’ education,
and to promoting major cross-cutting imperatives, such as the em-
powerment of girls and women.

Addressing HIV and AIDS solely as a medical challenge is like
treating the symptoms, but not really the cause of the disease. So
we feel that the objective of having a long-term sustainable impact
on the epidemic needs to focus on three areas.

First of all, addressing HIV and AIDS within the development
framework. Second, looking at, focusing on the vulnerability of girls
and women. And third, investing in scaling up of evidence-based
prevention strategies. And it is on those three recommendations
that I will focus my comments today.

First of all, talking about addressing HIV and AIDS within a de-
velopment framework, we think that Congress should strengthen
U.S. global AIDS programming by giving PEPFAR a more sustain-
able, long-term objective that does strengthen the development
interfaced overall, including new funding and more flexibility to in-
tegrate existing funding for vital programs like family planning
and for food and income security and fostering a more comprehen-
sive approach to HIV and AIDS by making wrap-around programs
truly effective.

We cite several examples in our written statement, and I am not
going to go into all of those here, but just give one example of a
country that we work—Malawi—where adult HIV prevalence is 14
percent, and food and economic security is intertwined with HIV
and AIDS.

In Malawi, CARE focuses on innovative strategies to use our food
security and economic development programming to address HIV
and AIDS more effectively. In our program there, we organized a
diverse set of interventions, including village savings and loans
programs, or micro-credit programs; vocational training; food aid as
a safety net; training in home-based care; access to HIV-testing
services; and support groups for stigma reduction.

We have seen by having this more integrated approach that we
have been able to achieve an impact in many directions, including
enhancing food and economic security, which reduces the pressure
for women to engage in survival sex, while better nutrition has
been able to help delay the symptoms and onsets of symptomatic
AIDS in people who are HIV-positive and improved adherence to
AIDS medication.

So we think that it is that integrated approach that has the best
long-term outcome, and will have the most sustainable impact on
both prevention as well as treatment efforts.

Specifically, we encourage Congress in this regard to require
long-term, integrated, multi-sectoral strategies for our global AIDS
response; provide multi-year—at least 3-year—minimum funding
that fosters a more sustainable mindset; focus on achieving long-
term impact, rather than generating quick results, by strength-
ening the impact measures; and also addressing social processes
that underpin the vulnerability to HIV. And then making wrap-
around services actually work, and work effectively, combining new
funding and fostering additional coordination with existing fund-
ing.
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And also, we think that harmonizing U.S. Government planning
with national governments and other donors will be critical to
bringing a variety of funding streams to strengthen programs.

Second, focus on the vulnerability of women and children, the
women and girls at risk of contracting HIV. Given the increase im-
pact that HIV is having on women, where 50 percent of new HIV
infections are occurring in women, 60 percent of new HIV infec-
tions in Africa are occurring in women, Congress should invest in
comprehensive approaches that engage the multiple factors that
drive the vulnerability and low status of girls and women, and inte-
grate HIV/AIDS responses with reproductive health services and
improved access to family planning.

Specifically, we urge Congress to advance comprehensive pro-
gramming through PEPFAR that addresses the social and economic
and cultural factors that affect the vulnerability of women and
girls, and give new emphasis on improving gender equity and wom-
en’s status.

Third, integrate and link HIV and AIDS programs and reproduc-
tive health programs, especially family planning, and strengthen
efforts to reduce unmet family planning needs among HIV-infected
women.

Fourth, require mandatory operational guidance for country pro-
grams on gender-responsive programming.

And my final point, invest in scaling up evidence-based HIV
strategies. Ultimately, as you said, Congressman Payne, we can’t
treat our way out of the HIV/AIDS epidemic. We must immediately
increase our efforts to deliver comprehensive, evidence-based pre-
vention programming worldwide. We, therefore, urge Congress to
specifically identify prevention as the highest priority for U.S.
Global HIV/AIDS Programming over the next 5 years, and ensure
that funding is available to deliver universal access to the preven-
tion services essential to our efforts to combat the epidemic.

We must also ensure that countries have the ability to tailor pre-
vention strategies to match the epidemiology of each country. We
recommend that the reauthorization avoids specific budget alloca-
tions and restrictions, such as the abstinence-until-marriage ear-
marks, and instead support countries’ ability to shape their pro-
grams to meet their needs and their cultural traditions. Advance
an ABC-plus strategy to address the underlying vulnerabilities by
confronting social norms that put women and girls at risk, as well
as targeting efforts to prevent gender-based violence; enhance food
and economic security; secure property rights; and improve access
to reproductive health services. While we believe that the ABC
strategy is critical and has to be a foundation, we feel that an ABC-
plus approach that really looks at some of these other issues that
are critical for the vulnerability of women is essential, and that we
just deploy evidence-based strategies to curb HIV transmission
among the groups at highest risk, particularly in countries that
have not yet faced a generalized epidemic. That includes sex work-
ers, injection drug users, men who have sex with men, and pris-
gners, if we really want to have a truly global impact on this epi-

emic.

Again, I will end there, but I just want to say that I think we
have an incredible opportunity, through PEPFAR, to continue to
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exert extraordinary leadership in the global fight against HIV and
AIDS. These last 5 years have shown the American people and our
friends and partners around the world something unique: That the
power of hope, coupled with action to advance our highest aspira-
tions for the common good, can really have an incredible impact on
this epidemic.

I thank you, and I look forward to entertaining your questions.

[The prepared statement of Dr. Gayle follows:]

PREPARED STATEMENT OF HELENE GAYLE, M.D., MPH, EXECUTIVE DIRECTOR AND
CEO, CARE

Mr. Chairman, Ranking Congresswoman Ros-Lehtinen, Members of the Com-
mittee. Thank you for the opportunity to join this important discussion on the reau-
thorization of the President’s Emergency Plan for AIDS Relief or PEPFAR. There
are many reasons to be proud of what PEPFAR has accomplished. The devastation
of the HIV pandemic at the dawn of the 21st century demanded an urgent response,
and the U.S. government rose to that challenge—demonstrating vital leadership,
taking determined action and investing unprecedented resources. I congratulate the
U.S. government on its leadership, and applaud President Bush’s pledge to amplify
the U.S. government’s commitment to fighting HIV and AIDS.

I welcome the keen interest that Members of Congress have shown in the over-
sight of PEPFAR’s performance and in the development of PEPFAR’s successor.
Your engagement is critical: PEPFAR is a precious resource and we must be abso-
lutely sure that its investments will yield optimal, long-lasting results. This mo-
ment—of looking back at PEPFAR’s past and looking forward to its future—calls for
a spirit of openness, honesty and collaboration. It is in that spirit that I engage with
you today.

I speak today on behalf of CARE, an international development and relief organi-
zation that has worked for more than 60 years in some of the poorest communities
in the world. CARE began working on HIV and AIDS twenty years ago. We now
address HIV and AIDS in over 40 countries with support from a range of public and
private donors and a multi-year portfolio of HIV and AIDS programs totaling $183
million. CARE works in 11 out of the 15 PEPFAR focus countries and in four of
the five non-focus countries that receive more than $10 million annually from
PEPFAR. CARE’s approach to HIV and AIDS is typically community-based and
multi-sectoral. We address HIV and AIDS comprehensively as part of the broader
landscape of poverty, and focus on addressing the vulnerability of women and girls
to HIV and AIDS.

FROM EMERGENCY TO SUSTAINABILITY

When PEPFAR got started, confronting HIV and AIDS with the urgency of re-
sponding to a large-scale emergency was important. Make no mistake about it:
AIDS is still a crisis of enormous proportions, so that sense of urgency must remain.
But we must now transform PEPFAR into a program that is capable of responding
to HIV and AIDS as a protracted challenge that has complex social, economic and
cultural dimensions, in addition to the obvious health dimension. That calls for ad-
dressing HIV and AIDS within a development framework, integrated with other key
health issues. Otherwise, our investments may effectively address the consequences
of HIV and AIDS in the short-term, while making little headway in attacking the
underlying drivers of the pandemic over the long-term. This is a marathon, not a
sprint: we need a coherent, sustainable strategy for the hard work ahead of us—
and that is what we are here to discuss today.

As you know, the Institute of Medicine (IOM) evaluated U.S. global AIDS pro-
gramming and concluded that PEPFAR must transition from an emergency, short-
term results mode to a much greater focus on sustainable impact. Given that sus-
tainability will be the linchpin of PEPFAR’s long-term success, it is worth probing
what that concept signifies. One type of sustainability relates to a set of activities
continuing, even after their initiator exits. Another type refers to the durability of
a certain impact: for example, a vaccine that provides immunity to a disease. A
deeper form of sustainability is reflected in the ability of societies to maintain proc-
esses of economic, social and cultural transformation. In the case of an epidemic like
AIDS that cannot be disentangled from the economic, social and cultural factors
that drive it, we must pursue all three forms of sustainability, in particular the
deepest, most durable form.



14

Over the years, CARE has learned many hard lessons about sustainability and
impact. We have discovered that interventions that advance goals that are easily
measurable in the short-term often fail to add up to long-term impact. We have also
learned that a variety of well-designed projects may not have impact of much depth
or scale unless they fit within a broader framework. These lessons are useful for
PEPFAR too. CARE’s experience with PEPFAR, often echoed in the IOM evaluation,
indicates the following: that PEPFAR’s tendency to fund short-term interventions
often neglects the social processes vital for real local ownership; that its emphasis
on quick results produces incentives to “demonstrate big numbers”; and that its nar-
row focus and compartmentalized approach to prevention, treatment and care in-
hibit integrated, comprehensive programming. These are features of PEPFAR that
must change, if lasting impact and real sustainability are to be realized.

POSITIONING PEPFAR WITHIN A DEVELOPMENT FRAMEWORK

The problems that afflict poor communities are woven together in a complex web.
Solving these problems requires changing the weave of that web, rather than ad-
dressing each strand one by one. In the case of HIV and AIDS, the disease is often
not the top priority for many poor people. Time and again, mothers tell us that feed-
ing their children is their main worry. For girls, it is often going to school or avoid-
ing early marriage. For sex workers, it is often harassment and discrimination. The
transformation of this broader landscape—of inequality, violence and hardship—into
something more equitable, safe and prosperous is the challenge of development.
Doing so is vital to addressing the often synergistic drivers of vulnerability to HIV
and AIDS. That is why sustainable, effective HIV and AIDS interventions must be
closely linked to development.

Addressing HIV and AIDS solely as a medical challenge is like treating the symp-
tom but not the cause. Over the years, CARE has learned that to attack the drivers
of the epidemic, we must deploy comprehensive and well-integrated approaches tai-
lored to each context. For example, in Malawi, where adult HIV prevalence is 14
percent, food and economic insecurity is intertwined with HIV and AIDS. So CARE
focuses on how our food security and economic development interventions can be
platforms to address HIV and AIDS. We organize a diverse set of interventions, in-
cluding village savings and loans groups, vocational training, food aid as a safety
net, training in home-based care, access to HIV testing services, and support groups
for stigma reduction. This integrated approach attacks HIV and AIDS from many
angles: for example, enhanced food and income security reduce pressure for women
to engage in survival sex, and resulting improvements in nutritional status help
delay the onset of AIDS in HIV-positive people and improve efficacy of ART. Mai
Chautsi, who belongs to a support group for people living with HIV and AIDS, told
us that micro-enterprise skills have enabled members of her group to improve their
health and nutrition. She said: “With our profits, we are able to buy nutritious food,
especially proteins, which we could not afford in the past. Some members would
miss accessing their ARVs at the hospital because they could not afford transport
fares. They can now go to the hospital on time.”

Another example is the “5 x 5” model of early childhood development (ECD) that
CARE has developed to comprehensively address the needs of OVC under five years.
The “5 x 5” model advances interventions in five areas: nutrition, child development,
economic strengthening, health and child protection. The model also engages at five
different levels: the individual child, the caregiver or family, child care settings, the
community (including health services) and the national policy arena (particularly re-
lated to health and education). The model seeks to intervene at early childhood to
enhance the long-term potential of very young children affected by HIV and AIDS.
The child care setting is the entry point but the strength of the “5 x 5” approach
ii the linking of actors and services, and its strong investment in community owner-
ship.

In Busia, a town along a busy transport corridor in Uganda, some young mothers
are children themselves and are far from home. These young women are paired up
with “mother mentors” (older mothers) who can coach them on parenting skills, edu-
cate them on HIV prevention and link them to family planning services. In Kibera,
an urban slum in Kenya, two health centers are formally linked to the ECD centers,
and children from the ECD centers receive a variety of health services from immu-
nizations to monitoring for indications of HIV infection. Before these links were
made, many people did not even know about the health centers. CARE’s integrated
ECD model is promising because it does more than reduce a young child’s vulner-
ability and isolation, increase health status and enhance school readiness. The “5
x 5” model also promotes women’s economic empowerment and girls’ education.
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How? Because so often women cannot work because they are responsible for child
care, or girls are taken out of school to look after younger siblings.

RECOMMENDATIONS FOR SUSTAINABILITY AND LONG—TERM IMPACT

There is broad consensus that, in order to optimize the U.S. government’s invest-
ment in the global response to HIV and AIDS, PEPFAR must be better focused on
sustainability. Based on our extensive field experience with HIV and AIDS program-
ming and our role as a PEPFAR implementing partner, CARE makes the following
recommendations:

1. Address HIV and AIDS within a development framework. The Committee
should provide PEPFAR with a long-term outlook and foster comprehensive
approaches to HIV and AIDS by making “wraparound” truly effective.

2. Focus on the vulnerability of women and girls to HIV and AIDS. We should
invest in comprehensive approaches that address the multiple factors that
drive the vulnerability and low status of women and girls, and integrate HIV
and AIDS responses with reproductive health and family planning.

3. Invest in scaling up evidence-based HIV prevention strategies. Ultimately, we
must increase and re-balance funding to scale up comprehensive prevention
efforts, while we confront the realities of HIV transmission with evidence-
based strategies.

I will discuss each recommendation in further detail, grounding my observations
in CARE’s field experience and recent expert analysis.

1. Address HIV and AIDS within a development framework.

PEPFAR’s current orientation—of rapid results, short-term funding, narrow focus
and numeric outputs—is not well-suited to addressing the multi-faceted links be-
tween HIV and AIDS and development. Let me give you an example from CARE’s
experience in Rwanda, where genocide and AIDS have produced large numbers of
OVC. With three-year funding from the European Union, CARE set out (in 2003)
to provide comprehensive care to OVC in communities affected by HIV and AIDS,
especially child-headed households. From the outset, we wanted the approach to be
sustainable, community-based and capable of responding not only to children’s ma-
terial needs but also their psychosocial and protection needs. The model that
emerged was of volunteer community mentors (Nkundabana)—organized into asso-
ciations, recognized in their communities, trained and supported, and chosen by the
children for their integrity—being parent figures, providing mentoring and coun-
seling, facilitating access to basic services, and advocating for OVC needs and
rights. The approach invested heavily in community participation and ownership,
taking the time to cultivate a feeling of responsibility toward OVC, giving OVC the
confidence and opportunity to articulate their own needs, and engaging Rwandan
organizations in helping OVC claim their rights and recover from trauma.

Our model remained flexible and open to change; it evolved considerably over
three years, with many of the changes initiated by OVC or Nkundabana. The results
have been very promising in terms of mitigating the impact of HIV and AIDS: OVC
are more integrated into their communities; they have better access to schools,
health care and nutrition; they are more secure from violence, especially girls vul-
nerable to sexual abuse; they know more about HIV and family planning; they have
reclaimed property lost in “land grabs” to which OVC are typically vulnerable; and
older OVC are earning incomes as a result of vocational skills and savings and loans
groups. At the end of the project, 95 percent reported better relationships with com-
munity members and 96 percent that local authorities would look out for them if
they had problems, major progress for a segment of the population generally facing
widespread exclusion and marginalization.

In 2005, we received PEPFAR funding to replicate the Nkundabana model and
soon realized how challenging it was to align a comprehensive, community-oriented
model with PEPFAR’s way of doing things. Short-term funding and pressure to meet
numerical targets focused attention on implementing activities quickly and limited
CARE’s ability to assure that this approach to caring for OVC was fully integrated
within and owned by the community, so that it could be sustained over time. CARE
is no longer a major implementing partner for PEPFAR’s OVC care and support
interventions in Rwanda, but we did secure further EU funding to work with part-
ners to continue developing the Nkundabana model and to replicate it in the north-
ern part of the country. The pressure within PEPFAR to deliver quickly and on a
large scale is in constant tension with the goal of sustainability. PEPFAR reauthor-
ization must address this challenge by:

A. Articulating a long-term outlook for PEPFAR.
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Require long-term, integrated, multi-sectoral strategies for the U.S. govern-
ment response to HIV and AIDS in each country. These strategies would posi-
tion HIV and AIDS within the broader development setting and be aligned
with the plans of national governments.

e Provide multi-year funding that fosters a sustainability mindset. Three-year
funding commitments should be a minimum.

e Focus on achieving long-term impact rather than generating quick results.t
Impact measures must address social processes that underpin the social, cul-
tural and economic transformations needed to disable the AIDS epidemic, to
validate that our interventions are effective, and to hold all of us accountable.

B. Making “wraparound” work in order to advance coherent, integrated programs.

e Ensure that there are other viable funding streams to wrap around PEPFAR.
Funding for family planning, education, micro-finance and food security, for
example—essential to integrate with an HIV and AIDS response—must be
enhanced.

e Improve coordination among U.S. government agencies through stronger
inter-agency planning, budgeting, and monitoring and evaluation.

e Harmonize USG plans and investments with those of national governments
and other donors for maximum synergy and complementarity in the pursuit
of shared goals.

2. Focus on the Vulnerability of Women and Girls to HIV and AIDS.

The face of the AIDS epidemic is female—and increasingly young. In sub-Saharan
Africa, 60 percent of the people living with HIV and AIDS are women; and for each
young man newly infected with HIV, three young women are infected.2 This not
only reflects the acute vulnerability of women and girls to HIV and AIDS, but also
the failure of the global response to address the complex factors that drive their vul-
nerability. Women are biologically more susceptible to contracting HIV and socially
less able to negotiate safe sexual encounters. Far too many girls are coerced into
first sex or forced into early marriages with older men. Far too many women are
pressured into “survival sex” out of sheer poverty. When women are known to be
HIV-positive, they are often blamed and ostracized, even though they so often con-
tract the virus from their unfaithful husbands. When a family member is HIV-posi-
tive, women and girls shoulder the burden of caring for the sick. The property of
AIDS widows is frequently expropriated by their in-laws. The multiple ways in
which women are affected by HIV and AIDS lay bare their vulnerability due to so-
cial norms that relegate them to a subordinate status in relation to men.

In identifying what it would take to shift PEPFAR toward sustainability, the IOM
evaluation noted that “most of the factors that contribute to the increased vulner-
ability of women and girls to HIV/AIDS cannot be readily addressed in the short-
term” and recommended that PEPFAR focus on “factors that put women at greater
risk of HIV/AIDS.” 3 The recent report of the Global HIV Prevention Working Group,
of which I am co-chair, argues that an effective strategy would need to reduce wom-
en’s vulnerability by fostering women’s empowerment—including helping women se-
cure rights to property and inheritance, increasing their economic independence, ad-
vancing universal education for girls, preventing sexual violence and developing new
HIV prevention methods that women can control.# Engaging men and boys, and
shifting gender norms over time, is also vital. CARE endorses these recommenda-
tions. Our experience points to the need to address women’s vulnerability in com-
prehensive ways, focusing not only on their HIV-related needs but also on their abil-
ity to make independent decisions (e.g. accessing health services), their confidence
to negotiate in relationships (e.g. with husbands, village chiefs, service providers),
laws and institutions that protect women’s rights (e.g. in relation to property and
inheritance rights) and opportunities to link women together to promote solidarity
and collective action.

In Kenya, CARE implements a PEPFAR-funded program that aims to prevent
mother-to-child transmission (PMTCT) of HIV in Nyanza province, which has the
highest HIV prevalence rate in the country (15 percent). This work began with a
narrow focus on testing women and making ART available to mother and baby, but
it is continuously becoming more comprehensive. As such, we believe it is a worthy

1This does not, in any way, translate to weaker accountability or negate the need for regular
monitoring of results.

2UNAIDS, 2006 Epidemic Update, p 4.

3PEPFAR Implementation: Progress and Promise, Institute of Medicine, March 2007, p 7.

4 Bringing HIV Prevention to Scale: An Urgent Global Priority, Global HIV Prevention Work-
ing Group, June 2007, p 9.
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model for PEPFAR to evaluate more deeply. To prevent a child saved from HIV
dying of a preventable diarrheal disease, CARE facilitated access to safe water sys-
tems. To deal with the reality that pregnant women who test HIV-positive often do
not return for ART (out of fear of violence or stigma, or because she cannot afford
transport), we organized support groups for HIV-positive mothers, mobilized com-
munities against HIV-related stigma and linked women with micro-credit services.
Since 2003, uptake of nevirapine at thirteen anti-natal clinics in Siaya district,
CARE’s main focus area, increased from 35 percent to 94 percent. Recognizing that
the most cost-effective PMTCT method is to avoid unintended pregnancy in the first
place, the program is now linking with family planning services.

We welcome the steps that the Office of the Global AIDS Coordinator (OGAC) has
taken to address gender issues. OGAC now collects sex-disaggregated data, has five
priority gender strategies, convenes an inter-agency Gender Technical Working
Group, and has allocated $8 million toward gender-related initiatives. These are
promising trends, and PEPFAR reauthorization should push for deeper impact on
women and girls’ vulnerability by:

A. Advancing comprehensive programs that address the social, economic and
cultural factors that enhance the vulnerability of women. Since the low sta-
tus of women is itself a driver of vulnerability, women’s empowerment
should be embraced by PEPFAR as a desired endpoint. Recognizing that
transforming gender norms and relations is a slow process, such results
must be pursued within long timeframes. Otherwise, we run the risk of
doing more harm than good.

B. Integrating and linking HIV and AIDS and reproductive health programs,
and strengthening efforts to reduce unmet family planning needs among
HIV-affected women.

C. Developing mandatory operational guidance for country programs on gen-
der-responsive programming. This guidance should help country teams and
implementers conduct analysis, planning and evaluation to meaningfully in-
tegrate gender dimensions into all of PEPFAR’s work.

D. Investing in independent impact studies that provide a sharper sense of
“what works” (what gender interventions are most effective in impacting
HIV outcomes in the long-term) and scaling up effective approaches for
maximum impact.

3. Invest in Scaling Up Evidence-Based HIV Prevention Strategies.

Despite a six-fold increase in financing for HIV programs in developing countries
between 2001 and 2006, the effort to reduce new HIV infections is faltering.5 For
every patient who began ART in 2006, another six people were infected with HIV.
Such results will not lead to success or sustainability. There is an urgent need to
focus on comprehensive, evidence-based strategies and take those strategies to scale.
Half of the infections projected to occur by 2015 could be averted, if the right inter-
ventions are focused on the right people at the right scale—and this degree of suc-
cess is likely to disable the epidemic and push it toward long-term decline.®

I want to underscore the importance of thinking in terms of the right interven-
tions, the right people and the right scale. We need to match our responses to the
specific epidemiology of each country; there is no “one size fits all” solution and our
mix of interventions should be quite different in generalized epidemics and con-
centrated epidemics, for example. Investing in prevention at the right scale is an
enormously important factor, which has not received adequate attention. There are
many barriers to scaling up, beginning with insufficient and uncertain funding. The
scale up of funding for treatment, and the resulting steady increase in numbers of
people on ART, demonstrates that dramatic progress that can be achieved, when po-
litical will is strong. Given the high need that remains, we must keep up the
progress on treatment access even as we scale up comprehensive prevention efforts
to a level that can halt the growth of the AIDS pandemic. Significantly ramping up
HIV prevention spending now would not only avert half of the new infections pro-
jected to occur between now and 2015, but also yield net financial savings in terms
of treatment and care costs avoided.”

In identifying what it would take to move PEPFAR toward sustainability, the
IOM report noted that, “partly in response to legislative mandates, [PEPFAR] has
supported some preventive interventions that are not firmly evidence-based [and]

5Ibid, p 1.

61bid, p 1.

7Stover et al. The Global Impact of Scaling Up HIV/AIDS Prevention Programming in Low-
and Middle-Income Countries. Science. 2006: 311: 1474-1476.
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addressed sources of HIV transmission in disproportion to their expected contribu-
tion to the ultimate goal of preventing new infections.”® PEPFAR’s approach to pre-
vention of sexual transmission, symbolized by the abstinence-until-marriage ear-
mark in the Global AIDS Act of 2003, has drawn both sharp criticism and ardent
approval. CARE’s experience with the ABC approach is that U.S. government coun-
try teams implement the ABC approach unevenly, some allowing considerably more
latitude for implementers than others. The result is that the heavy emphasis on AB
and the polarization of the prevention debate into “AB versus C” often misses the
reality that even a balanced ABC approach offers limited options to the most vulner-
able people, especially women and girls; ultimately, it is the “ABC plus” approach
that we must advance.

We endorse the recommendations of the Global HIV Prevention Working Group,
and call for a package of comprehensive prevention interventions—from HIV testing
to condom promotion, from PMTCT to interventions for injecting drug users, and
from behavior change to anti-stigma measures—to be fully scaled up in each focus
country. PEPFAR reauthorization must invest in scaling up evidence-based preven-
tion strategies by:

A. Funding the scale-up of comprehensive prevention efforts. CARE rec-
ommends that Congress assign universal access to prevention as PEPFAR’s
highest priority and that it provide sufficient funds to ensure U.S. fair-
share support to scale up prevention programming in focus countries and
other affected low- and middle-income countries, as appropriate, to combat
the AIDS pandemic.?

B. Tailoring prevention strategies to match the epidemiology of each country.
This necessarily means removing arbitrary restrictions in order to allocate
resources to areas where the largest number of new infections can be avert-
ed. CARE recommends that the PEPFAR reauthorization avoid budget allo-
cations and restrictions such as the abstinence-until-marriage earmark and
the anti-prostitution pledge requirement, since they tend to work against
evidence-based prevention approaches being deployed in the most strategic
manner.

C. Advancing an ABC plus approach to address underlying vulnerabilities.
This includes confronting social norms that put women and girls at risk,
as well as targeted efforts to prevent gender-based violence, enhance food
and economic security, secure property rights and improve access to repro-
ductive health services.

D. Deploying evidence-based strategies to curb HIV transmission in high-risk
groups including sex workers, injecting drug users, men who have sex with
men, and prisoners. In much of Asia and Eastern Europe, these groups ac-
count for the majority of new HIV infections. In order to have a global im-
pact, PEPFAR must employ more effective, evidence-based strategies to
prevent transmission among high-risk groups.

Mr. Chairman, Members of the Committee. You have a singular opportunity to
make an extraordinary difference throughout the world by ensuring that millions
of lives are saved and PEPFAR is even more effective over the next five years. I
thank you for the opportunity to contribute to this important discussion.

I would be pleased to answer any questions.

Mr. PAYNE. Thank you very much. Dr. Daulaire.

STATEMENT OF NILS DAULAIRE, M.D., MPH, PRESIDENT AND
CEO, GLOBAL HEALTH COUNCIL

Dr. DAULAIRE. Thank you very much. And my particular appre-
ciation to Chairman Lantos and Ranking Member Ros-Lehtinen for
convening this important hearing; and to you, Congressman Payne,
and Congressman Smith, for your leadership of the Africa Sub-
committee and your work on global health broadly.

I represent the Global Health Council, which is a membership or-
ganization made up of more than 400 organizations working in
over 100 countries around the world, delivering healthcare services

8 Institute of Medicine, p 6.
9 Stover et al.
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on the front lines. Our members work in HIV/AIDS, reproductive
health, infectious diseases, maternal and child health, water and
sanitation, nutrition programs, and the entire range of activities
that go into making people living in the poorest corners of the
earth healthier.

Personally, I am a physician. I have spent the last three decades
working in the arena of global health, both personally and also
working on policy and advocacy. So I have seen this from many dif-
ferent sides.

And over those three decades, there is no question but that the
advent of HIV/AIDS on the scene a quarter of a century ago was
one of the watershed marks in the history of global health.

It was a slow and disappointing start in terms of the global re-
sponse. But over the past decade, the attention that has come to
bear, and in the past 4 years the establishment of PEPFAR has
been a vitally important step forward, a final recognition and dra-
matic action which we strongly applaud. And we applaud this com-
mittee’s profound role in making that happen and supporting it on
a bipartisan basis.

But we are now at a point of looking at reauthorization of
PEPFAR, or you are. We are here to help you, we hope. And I
would say that, again, as a physician, we have been looking at how
to get the emergency room up and running. That is, the President’s
Emergency Plan for AIDS Relief.

And at this point it is time to begin the transition to building,
if you will, the community clinics that will keep people from coming
into that emergency room.

We recognize at this point that HIV will be with us, will be with
the world, for a very long time to come, for generations to come.
We have no cure. The most promising vaccine candidate last week
was, sadly, found to be ineffective. And so as this committee looks
at ways of establishing a long-term response—I am not taking
away from the emergency aspect, but to make this something that
the United States is in for the long haul, because that is our obliga-
tion—we need to start thinking about this as a chronic disease. The
same way we think about diabetes and heart disease and cancer
in this country. Something that we have to build comprehensive
and integrated programs to address.

Now, we have heard the word integration a number of times this
morning. And often, something like that can become a buzz word
that loses its meaning. But let me telling you from the standpoint
of the practitioners and the implementers in the field whom I rep-
resent, integration is a profoundly important aspect of making
things work. And I would urge this committee, as you look at reau-
thorization, to look at integration on four levels.

First, internally. As Dr. Gayle has talked about, the integration
between prevention, treatment, and care.

Second, laterally. Integration with other U.S.-supported health
programs.

Third, nationally. In the countries where PEPFAR is working,
working to support health systems and developing manpower who
will be able to address these problems over the long term.



20

And fourth, externally. Working closely with other programs that
are engaging in addressing not only HIV/AIDS, but other critical
health needs in the world.

Now, we have heard several times today that we will never be
able to treat our way out of this epidemic. And that is notably true,
when we look at the fact that for every person who has been start-
ed on treatment, under PEPFAR and the Global Fund, six new peo-
ple have become infected. Obviously, prevention has to be the hall-
mark of effective action. And I strongly endorse Dr. Gayle’s earlier
testimony.

Secondly, in terms of integrating across health programs. We rec-
ognize at this point, the people who are out there in the field, that
HIV/AIDS programs cannot succeed on their own. And I believe we
will be hearing from Dr. Mukherjee about some very specific as-
pects of that.

In addition, better health can’t be accomplished without looking
across the range of programs between HIV/AIDS, maternal and
child health, family planning and reproductive health, control of
other infectious diseases, and the building of health systems.

And let me be specific. We have heard about the important work
that has been done in terms of preventing infections of newborns
with HIV. This is a preventable tragedy that occurs more than half
a million times a year. PEPFAR addresses this through a program
to test pregnant women and provide those who are HIV-positive
with the drug Navirapane, which is a low-cost, highly effective
intervention. This is a terrific medical intervention. And yet, even
though it has been a priority under PEPFAR, throughout the world
even now, most women are never tested for HIV. Only a small pro-
portion of those who could benefit receive Navirapane. Only a small
dent has been made in the number of infected children born in poor
countries. And even less impact has been seen in overall child
death rates.

Now, this is not a criticism of PEPFAR,; it is a reality of the dif-
ficult circumstances that we try to work in. And why is it?

First, because women generally come to the healthcare system in
the first place not for HIV care, so they don’t come to the HIV clin-
ic. They come for routine family planning and maternal and child
healthcare. Most of them don’t even know that they are HIV-posi-
tive. So unless the HIV services are deeply integrated with family
planning and maternal and child health services, most who need
them will never even know that they need them, much less get
them.

These women need help with more than just their HIV infec-
tions. Their first priority is for safe pregnancy and delivery. They
and their newborns need to sleep under malaria bed nets. They
need access to nutritious food. They need to know how they can
delay, or even prevent, their next pregnancy, if they so choose. And
their newborns, whether HIV-infected or not, still need basic new-
born and child care. After all, most children who die, even most
children dying as a consequence of HIV infection, die from diar-
rhea, pneumonia, malaria, and other common immunizable child-
hood diseases. Anti-retroviral drugs alone can’t save them without
the child health services, which, sadly, are currently in some places
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withering on the vine, because resources and manpower are being
redirected toward the single issue of HIV.

When we look at these linkages, it becomes clear that we have
to support the broader range—and in my written testimony I have
provided some more details of what I would propose there.

Thirdly, as I said, it is important to integrate nationally. And we
will be hearing in a few moments about the vital importance of
strengthening health systems and assuring an adequate supply of
well-trained, well-supported, and well-motivated healthcare work-
ers, from doctors down to community health workers.

Now, this increased support is vital. We are delighted to see the
dollar levels that are being talked about for reauthorization. But I
want to stress that in this context of global health, this support
must not come at the cost of other global health programs. It must
come as a part of a broad support package.

PEPFAR should not be, in our opinion, the U.S. Government’s
global health platform. It is appropriately directed at HIV and
AIDS. But the U.S. Government does need to build such a plat-
form. And I look forward, Mr. Chairman, at a future point in hav-
ing that discussion with the committee.

We are delighted that the issue that is foremost on the minds
and hearts of millions of people around the world has received the
level of attention that it is now receiving from the United States
Congress and this administration. We congratulate you on this,
and we look forward to working with you in the future.

Thank you.

[The prepared statement of Dr. Daulaire follows:]

PREPARED STATEMENT OF NILS DAULAIRE, M.D., MPH, PRESIDENT AND CEO,
GLOBAL HEALTH COUNCIL

Chairman Lantos, Ranking Member Ros-Lehtinen and members of the committee,
thank you for holding this important hearing today on PEPFAR Reauthorization:
From Emergency to Sustainability. I am Dr. Nils Daulaire, President and CEO of
the Global Health Council, the world’s largest membership alliance of health profes-
sionals and service organizations working to save lives and improve health through-
out the world.

Before I begin my remarks, let me applaud you, Mr. Chairman and other mem-
bers of the Committee, for your steadfast commitment and dedication to global
health issues, and especially for your dedication to fighting HIV/AIDS. I congratu-
late you for your bipartisan work on H.R. 1298, the United States Leadership Act
Against HIV/AIDS, Tuberculosis and Malaria. This historic legislation set the stage
for an unprecedented U.S. Government investment in the fight against a serious
global health challenge. The importance of this massive investment cannot be over-
stated; it has literally transformed the concept of what is possible in the realm of
global health. On behalf of the Council’s 400 member organizations working in over
100 countries across the globe, and the millions whose lives are improved by U.S.
Government-supported global health programs, we thank you.

The Global Health Council’s members include nonprofit service organizations,
faith-based organizations, schools of public health and medicine, research institu-
tions, associations, foundations, private businesses and concerned global citizens
whose work puts them on the front lines of global health—delivering programs,
building capacity, developing new tools and technologies, and evaluating impact to
improve health among the world’s poorest citizens. Our members work on a wide
array of issues, including of course HIV/AIDS, but also other infectious diseases,
child and maternal health, family planning, water and sanitation, and health sys-
tems strengthening.

I am a physician and have been personally engaged for more than three decades
in the global effort to improve the health of the poor. When AIDS came on the scene
25 years ago, few anticipated that it would grow to the worst pandemic of modern
times, and the world’s initial slow response gave the virus a chance to establish its
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death grip on the lives of millions. But the past decade has been heartening to those
of us who have taken on the challenge of building health programs and services in
the forgotten corners of the world. U.S. leaders, as well as leaders from other coun-
tries and the U.N., notably UNAIDS through the sound leadership of Peter Piot,
have recognized both the severity and the moral call of HIV/AIDS, and the response
has been unprecedented.

A signal accomplishment of this new century has been the partnership between
the Bush Administration and a solid bipartisan majority of the U.S. Congress that
moved the President’s Emergency Plan for AIDS Relief (PEPFAR) forward and
made it the cornerstone of the largest prevention, care and treatment effort the
world has ever seen. It is clear that PEPFAR has had some enormous successes over
the last four years. Today you recognize that those successes need to be fully under-
stood in order to build on them and to make them lasting.

The things that have worked need to be reinforced, and those that haven’t worked
so well need to be addressed. The reauthorization process provides us with an op-
portunity to examine ways to make this program more effective for the long run.
To help provide constructive and informed input into the PEPFAR reauthorization
process, the Global Health Council has for months now engaged a wide network of
experts, implementers and advocates through the Global AIDS Roundtable and the
more programmatic HIV Implementers Group. We look forward to working with this
Committee over the coming months to ensure that the next generation of this pro-
gram continues its forward momentum.

This Administration’s commitment to the fight against the global spread of HIV/
AIDS has resulted in extraordinary accomplishments. Similarly impressive efforts
have begun for malaria under the President’s Malaria Initiative (PMI). But one
thing is clear to those of us who engage daily in delivering these services: While
an emergency response focused on a single disease can have remarkable, short-term
results, it will not succeed as a model for the long-term response that is necessary
for reversing the HIV/AIDS pandemic.

Early in his tenure, the President’s first Global AIDS Coordinator, Ambassador
Randall Tobias, was asked about the inter-relationships between the HIV/AIDS re-
sponse and other public health interventions such as maternal and child health,
family planning, nutrition, clean water, and other diseases. His response was to ac-
knowledge that these were important problems, but that his charter was to combat
HIV/AIDS through the sharp lens of prevention, care and treatment. Congress had
set very ambitious targets, he told us, and he had to stay completely focused on
them.

His point was understandable. But I believe that, in the long run, this was short-
sighted, a mistake of first principles. Over the past few years, it has become very
apparent that, in the long run, we cannot succeed in our efforts against HIV/AIDS
without linking PEPFAR much more closely with these other interventions and with
strengthening health systems more broadly.

Let me take as an example the issue of newborn infection with HIV, a preventable
tragedy that occurs over half a million times a year. PEPFAR addresses this
through a program to test pregnant women and provide those who are HIV-positive
the drug nevirapine, a low-cost highly effective intervention. This has been a pri-
ority program under PEPFAR. Yet throughout the world, most women are never
tested for HIV, a small proportion of those who could benefit receive nevirapine,
only a small dent has been made in the numbers of infected children born in poor
c}(iur})tries, and even less impact has been seen on overall child death rates. Why is
this?

First, because women generally come to the health care system in the first place
not for HIV care but for routine family planning and maternal and child health
care. Most of them don’t even know they are HIV positive. So unless the HIV serv-
ices are deeply integrated with family planning and maternal and child health serv-
ic}:les, most who need them will never even know they need them, much less get
them.

These women need help not just with their HIV infections. Their first priority is
for a safe pregnancy and delivery. They and their newborns need to sleep under ma-
laria bed nets. They need access to nutritious food. They need to know how they
can prevent or delay their next pregnancy.

And their newborns, whether HIV infected or not, need basic newborn and child
care. After all, most children who die, even most children dying as a consequence
of HIV infection, die from diarrhea, pneumonia, malaria and other common
immunizable childhood diseases. Antiretroviral drugs alone can’t save them without
the child health services that are currently withering on the vine because resources
and manpower are being redirected towards HIV/AIDS.
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The current Global AIDS Coordinator, Ambassador Mark Dybul, understands this
reality, and has taken steps to establish these linkages. I think he could use some
help, and I believe that the Congress can provide that help by granting specific au-
thority for, and even requiring, the Global AIDS Coordinator to link directly to these
services and, when they are weak or inadequate, to support them directly with
PEPFAR funds. Far from being a diversion of resources, this would assure that our
HIV/AIDS dollars are spent most effectively.

Should PEPFAR then be the platform for all basic health services or bear the pro-
grammatic burden for the full array of health issues facing communities in the de-
veloping world? No. The appropriate U.S. policy approach must encompass, but not
be based upon responses to any single disease.

I will return to specific thoughts on PEPFAR reauthorization in a moment. Let
me offer you the bottom line here: While beyond the scope of this hearing alone,
the U.S. Government ultimately needs a comprehensive strategy to guide its en-
gagement in improving the health of the world’s citizens and, in turn, protecting the
health of its own. This is my fourth appearance before Congress this year. I have
testified about maternal and child health, malaria, tuberculosis and now AIDS. I ap-
preciate the opportunity to share expert perspective on each of these topics, but
budget line items and various agency authorities have dissected a single experi-
ence—health—into disparate funding, policies and programmatic approaches that
undermine our ultimate goal: healthier individuals and families and therefore more
stable and productive global communities. Investing in health is not just a humani-
tarian response. The returns on its investments are also seen in economies and
sound political systems. With U.S. Government investments in global health on the
order of $6 billion (with nearly $5 billion committed to AIDS alone), don’t we want
to make the most of our investment? I have been at this for decades, and I can tell
you with confidence that single-disease, single-intervention or any other siloed ap-
proach simply will not succeed.

This hearing is about transitioning the U.S. response to the global AIDS crisis
through PEPFAR from an emergency program to a sustainable one, because we rec-
ognize that the AIDS virus will be in our midst for generations to come. Our re-
sponse to HIV/AIDS must now expand from a model designed to help get the emer-
gency room up and running to one where the community clinic can successfully keep
people out of the emergency room in the first place.

Of course, HIV-affected people must have access to antiretroviral drugs, but no
one can survive on drugs alone. Just like everyone else, people who are living with
HIV/AIDS—especially those who have gotten drugs to keep their infections in
check—need good nutrition, clean water, vaccines, pre- and post-natal care for moth-
ers and children and prevention, care and treatment for at the other major health
threats that they face.

Let’s face it, we are in a struggle to beat HIV/AIDS for the long haul-just like
our battles to overcome cancer and heart disease at home. Now that HIV/AIDS is
treatable, it has become a chronic disease, and chronic diseases require functioning
health systems, working every day. Clinics must be open, staffed and supplied—and
that can’t be done just for HIV alone. Health providers must be trained, supervised,
supported and paid—and no one dreams that this could be an AIDS-specific cadre.
Ministries of health and non-governmental organizations alike must function
smoothly and efficiently, with solid leadership and management skills—and these
must be generalized skills because the systems they must support are necessary for
each and every health intervention.

This is why beating HIV/AIDS demands more than HIV-specific prevention, care
and treatment programs operating in isolation from other global health interven-
tions. This is why the delivery of all essential health care services through strong
and efficient health systems i1s necessary for the fight against AIDS. This is why
greater integration and coordination of PEPFAR programs with other global health
programs and services is the single-most important step the U.S. can take right now
to maximize the program’s effectiveness in the future. I call on Congress to make
sure that this is supported and encouraged in your reauthorization bill.

PEPFAR can and should be better integrated on four different levels:

o Internally between its own prevention, treatment and care programs;

e Laterally across other U.S. global health programs addressing issues other
than HIV;

e Nationally through the strengthening of health systems and support of ex-
panded health manpower in countries with high burdens of disease; and

e Externally through enhanced coordination between PEPFAR and other HIV-
and non-HIV specific programs managed by focus country governments and
by other international donors.
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INTERNAL INTEGRATION

To date, PEPFAR’s programs have been separated into the categories of preven-
tion, treatment or care, with the focus and lion’s share of funding largely on treat-
ment. This approach has proven too rigid in some cases to effectively save lives.

Those who are at high risk of contracting HIV need to know how to stay HIV free
and what treatment options exist if they do become infected. Those who are HIV-
positive need to have access to the full range of prevention methods in order to im-
prove their own health and to protect the health of those around them. It remains
fundamentally true that treatment for people who are HIV-positive still needs to be
expanded, but as we find that for every individual treated there are six new infec-
tions, it is clear that we will never be able to treat our way out of this epidemic.
Prevention and treatment programs must work together, and I strongly support the
recommendations you have heard from Dr. Gayle.

INTEGRATION AND COORDINATION ACROSS U.S. GLOBAL HEALTH PROGRAMS

Most people who are battling AIDS actually die from infections caused by other
organisms who have found an open door due to HIV’s suppression of the immune
system; these are called Opportunistic Infections (OI’s). Currently, tuberculosis (TB)
kills about one-third of AIDS victims. Pregnant women who contract malaria are at
greater risk of HIV infection and those who are HIV-positive are at greater risk of
malaria. And as I have noted, most children dying with HIV die as a direct result
of common childhood infections.

By only addressing the HIV/AIDS-specific aspects of the health of a person with
co-infections and multiple susceptibilities, PEPFAR is, in some ways, saving lives
only to leave them vulnerable to death in short order from other causes whose ef-
fects could have been minimized or eliminated with a more thoughtful and thorough
programmatic response. A more comprehensive view of the disease and the appro-
priate response is needed. PEPFAR programs must have explicit linkages between
their services and those other critical global health programs that focus on other
diseases and health conditions.

You have already heard from Dr. Gayle concerning the ways in which CARE inte-
grates HIV/AIDS programs with other health and development efforts. We are
proud to have CARE as a member organization of the Global Health Council. Fam-
ily Health International (FHI), another of our member organizations, has also dem-
onstrated the positive impact of an integrated response. One such model addresses
the close link between HIV prevention and reproductive health services. The model
includes pre- and post-test counseling of family planning clients, rapid on-site HIV
testing of family planning clients and family planning counseling to HIV positive
clients. This includes counseling on diet, exercise, medical care and psycho-social
support. It also integrated family planning into PMTCT sites. FHI’s research has
shown that using this approach can avert almost 30% more HIV-positive births than
just HIV counseling and testing along with nevirapine treatment.

A number of Global Health Council members are engaged with RAPIDS—a
PEPFAR funded project that covers 53 districts in Zambia to provide home- and
community-based care for people living with HIV/AIDS and support for orphans and
vulnerable children through a coordinated response. In this example of successful
coordination across U.S. programs, USAID, CDC, DOD, Peace Corps and the State
Department have developed an intense, integrated and coordinated response in
which it funded various organizations to take on projects that cuts across all sectors.
The project funds agriculture, economic growth, health, education and democracy
while at the same time aiming to scale up prevention, treatment and care. As a re-
sult, thousands of people living with HIV in Zambia are accessing basic health and
development services, and not just anti-retroviral therapy.

When PEPFAR was first announced, it was with assurances that this funding
would be additive to funds already in place for global health and international de-
velopment efforts. Sadly, we are seeing instances, such as in Ethiopia, in which
PEPFAR and PMI funds have increased, while maternal and child health funds
have been significantly cut. Can the majority of that country’s women and children
who are dying despite being HIV-free, and whose deaths could readily be averted
with effective, proven, low-cost interventions, consider this a victory?

STRENGTHENING HEALTH SYSTEMS AND BUILDING HEALTH MANPOWER

HIV/AIDS has taken weak health systems in the most highly afflicted countries,
particularly those in sub-saharan Africa, and stressed them to the point of collapse.
A major contribution of PEPFAR was revealing the utterly desperate conditions
of the world’s national health systems. Once money and resources began to flow, we
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quickly realized that we lacked the trained professionals to delivery life-saving
interventions; we lacked the management systems to implement programs and han-
dle large infusions of resources—nearly every link in the health system left some-
thing to be desired. Weak health infrastructure and lack of an adequate human re-
source supply in developing countries limit the ability to support the integration and
coordination of HIV/AIDS services.

While there is much to be done, perhaps the most pressing issue is the supply,
type and training of health workers, particularly in the areas of expanding preven-
tion services and detecting opportunistic infections. As the Institute of Medicine
(IOM) recommends, PEPFAR must contribute to strengthening health systems and
adequately train and support critically needed new health workers.

EXTERNAL COORDINATION BETWEEN PEPFAR AND NON-U.S. HIV- AND NON-HIV
PROGRAMS

Coordination is absolutely necessary within programs of the U.S. Government. It
is also essential with the governments of focus countries if we are to continue to
build upon PEPFAR’s successes. According to the IOM’s report on PEPFAR, country
teams “have been largely successful in aligning their plans” with a recipient coun-
try’s national HIV/AIDS strategies. Serious concerns remain, however, about ensur-
ing that the siren call of available PEPFAR resources doesn’t result in situations
where national HIV/AIDS strategies become seriously misaligned in proportion to
countries’ specific disease burdens.

When lives are at stake every dollar has to count. The U.S. Government also must
take care to chart whether other public or private donors are investing in the same
kinds of programs and in the same places as PEPFAR so that duplication—or worse,
destructive competition—is avoided.

Any discussion about vital coordination between PEPFAR and other HIV/AIDS ef-
forts is incomplete without mention of the other cornerstone of the global response
to this pandemic: the Global Fund to Fight AIDS, TB and Malaria. Early years saw
aspects of unfortunate competition between PEPFAR and the Global Fund. I ap-
plaud Ambassador Dybul for his efforts to assure closer coordination and coopera-
tion with the Global Fund, and encourage efforts to assure that this continues and
is expanded, since each of these mechanisms has its own particular strengths and
advantages.

Successful multi-donor coordination on HIV/AIDS programs is not only possible,
it makes for better programs. In Malawi, the UK’s Department for International De-
velopment, the Global Fund to Fight AIDS, TB and Malaria and Malawi’s Ministry
of Health together designed the Emergency Human Resource Plan to build human
resource capacity to address the severe HIV/AIDS crisis in the country. This joint
planning and coordination helped Malawi to double its output of nurses in just three
years and increase pre-service training for doctors. The strategic coordination avoid-
ed duplicative efforts, allowing the program to address a wide range of problems re-
lated to health systems.

LOOKING FORWARD

Even with its remarkable accomplishments over the past four years, PEPFAR
faces an uphill battle against a virus that manages to stay ahead of the world’s best
efforts to defeat it. Just last week we heard about the failure of what had been con-
sidered our most promising vaccine candidate. No doubt, more disappointments will
follow. This will be a long struggle requiring persistence and patience.

As PEPFAR evolves with Congress’s oversight, a number of issues must be ad-
dressed. First, the structure of U.S. global health assistance must be seriously re-
viewed and, I would recommend, redesigned. Each agency currently working as a
part of the U.S. global AIDS response has a separate funding and procurement
mechanism, different benchmarks for reporting, and different targeted communities.
Under the current model, coordination and integration of HIV/AIDS is more difficult
than it needs to be. Congress should take steps to correct this.

Congress must also assure that health systems and health manpower develop-
ment are front and center in expanded efforts to address HIV/AIDS and other major
causes of ill-health and death in highly affected countries.

Finally, the U.S., other donors and national governments must take under serious
consideration the financial implications of a sustainable response to global AIDS,
specifically, and basic health more broadly. While U.S. funding for global AIDS grew
from $125 million in 1997 to $5.4 billion in 2007, it still remains below the levels
needed for fully scaling up prevention and treatment in the focus countries, much
less the need for HIV/AIDS services in non-focus countries where millions of people
are infected or at-risk. Treatment costs will rise with the need for second-line drugs
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and HIV-positive individuals living longer and requiring a wider array of health
services. Effective and widespread prevention services will add significant costs.

This need for expanded funding will continue from a finite pool of resources. Still,
the funding currently available for global AIDS programs dwarfs the U.S. invest-
ments currently made in other global health programs. For example, USAID’s child
and maternal health and reproductive health accounts have remained at around
$360 million and $400 million a year respectively, and yet three times as many chil-
dren and women die globally each year from non-HIV related causes than from
AIDS. Resource constraints as well as policy restrictions have impeded the success-
ful “wrap around” of non-HIV services with HIV services.

Increased support for global AIDS programs must not come at the expense of
other global health programs if we are to achieve both the goal of establishing an
effective HIV/AIDS program and the goal of building comprehensive and efficient
national approaches to all major global health threats.

CONCLUSION

The President’s Emergency Plan for AIDS Relief may be relatively new, but the
fight against the global spread of HIV/AIDS is not. We have reached a point where
the emergency response is still necessary but no longer sufficient in our fight
against HIV/AIDS. HIV/AIDS is intricately linked with other diseases. To effectively
combat this pandemic, we must expand our response, and a comprehensive ap-
proach to global health in developing countries is needed to do that successfully.

Today, I have proposed steps that could be taken in the near future to strengthen
PEPFAR by better integrating PEPFAR services internally, across U.S. global
health programs, with national health systems, and with external partners address-
ing HIV/AIDS in the developing world. We can improve upon the lessons learned
thro(wilgh PEPFAR to improve our global AIDS response and reverse the HIV/AIDS
pandemic.

In the long term, I urge Congress and the Administration to also consider the role
of PEPFAR in the context of developing a comprehensive U.S. strategy for address-
ing all critical global health issues. The Global Health Council and our members
stand prepared to help address the realities in which a third of the world’s people
live—and in which a disproportionate number die.

Thank you again for the opportunity to testify before you today. I welcome your
questions.

Mr. PAYNE. Thank you very much. Dr. Mukherjee.

STATEMENT OF JOIA S. MUKHERJEE, M.D., MPH, MEDICAL DI-
RECTOR, PARTNERS IN HEALTH, ASSISTANT PROFESSOR OF
MEDICINE, HARVARD UNIVERSITY

Dr. MUKHERJEE. Thank you, Congressman Payne. I would like to
thank Chairman Lantos, Ranking Member Ros-Lehtinen, and the
members of this Committee on Foreign Affairs, and particularly
Mr. Payne and Mr. Smith for their leadership on the Africa Sub-
committee.

I actually am here today representing Partners In Health, a non-
governmental organization for which I have served as the Medical
Director for 8 years. Partners In Health has medical projects in
Rwanda, Lesotho, Malawi, Haiti, Peru, Russia, and Mexico, as well
as an HIV program in the United States.

We are a PEPFAR-recipient organization, particularly in Haiti,
where we are receiving money directly from PEPFAR.

I want to talk specifically about my experience as the Medical Di-
rector of Partners In Health, and also as a clinician who works in
these resource-poor settings.

For the leading infectious global killers—HIV, TB, and malaria—
most experts agree that care should be delivered in the public sec-
tor and provided as a public good, rather than a commodity. Yet
the public sector is woefully, inadequately resourced for the provi-
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sion of basic health services, let alone the care of complex chronic
diseases.

The economic structure of post-Colonial Africa was based on
loans from the World Bank and the International Monetary Fund.
With these loans came conditions called structural adjustment.

The purpose of these programs—structural adjustment—was to
minimize government spending, thought to be bureaucratic, ineffi-
cient, and corrupt; and to, rather, invest money in the private sec-
tor, ostensibly to move these countries to market economies.

Whether this concept, these structural-adjustment programs re-
sulted in movement toward market economies is not for me to
judge. In the words of the Star Trek’s Dr. Bones, “I am a doctor,
not an economist.” But I can assure the members of this committee
that this strategy, these structural-adjustment programs, resulted
in the massive disinvestment in the health and education sectors,
leading poor countries to have per capita health spending on the
order of $2 to $5 per year. This health budget includes public sector
employee compensation, money for essential medicines, and the
building and maintenance of health infrastructure.

To compensate for this woefully inadequate funding for health,
user fees were imposed at the behest of the Bank and the Inter-
national Monetary Fund as a cost recovery mechanism to fund the
health sector. But in extremely poor, often non-cash economies,
such fees serve as an enormous barrier to care.

The confluence of these factors—underpaid staff, poor infrastruc-
ture, a lack of essential medicines and supplies, and prohibitive
user fees—result in an oft-seen and grotesque sight: Public clinics
that stand empty in the worst epidemic in the history of mankind.

Equally tragic are countries such as Malawi, where there are no
user fees and clinics are full but totally dysfunctional; lacking ac-
cess to the tools of their trade, and able to do no more than min-
ister over the dying, despondent health professionals have fled
their country to work in the United States and Europe, leaving
only 350 Malawian physicians to care for a population of 16 mil-
lion.

AIDS has not syphoned money away from these health systems.
There is no money to syphon.

Let me illustrate with an example of my work, and the work of
Partners In Health, an NGO affiliated with Harvard Medical
School and the Harvard School of Public Health, the strategy that
we have used to strengthen health systems with money for HIV.

Partners In Health was one of the first programs to provide high-
ly active anti-retroviral therapy free of charge in a research-poor
setting. In Haiti, where we had worked since 1983, we were able
to successfully use the AIDS cocktail in 1998, just 2 years after it
was available to treat patients in the United States and Europe.
All of those patients, carried in on stretchers then, are still alive
today. Not only are they alive, but they are living well; they are
farming their fields, and they are caring for their children. This
was a small initiative, only 60 patients between 1998 and 2001.
But when multi-lateral and bilateral monies for AIDS treatment
became available, we made the conscious decision that in order to
get these lifesaving medicines and comprehensive programs, in-
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cluding prevention and care, to all of those who needed them, we
would have to deliver this care through public clinics.

In the town of Hinche, Haiti, the national HIV/AIDS program
called for three people in the public clinic to be trained in the pre-
and post-test counseling of HIV. This town has a population of
70,000, and had both a hospital and an outpatient clinic which
stood empty. The first time I visited, they had seen 10 patients in
1 day, and there were three inpatients in a 60-bed ward.

Over the first year of HIV testing that was done with PEPFAR
and Global Fund monies, only 43 cases of HIV were found, in a
town that we anticipated 1500 people were in need of anti-
retroviral therapy.

Two things about this example were striking. First of all, the low
rate of uptake of testing. Secondly, the fact is that those 43 percent
of people who were positive were 25 percent of all those tested.
Through the entire year, only 176 people came forward for HIV
testing. Some said this was due to stigma, others to voodoo and
witcheraft; but what we knew is that the health system was not
serving the people who lived in the town of Hinche. And they had
absolutely no reason to think if they came to this clinic, they would
get care.

The reality is that in poor countries, people come to clinics be-
cause they are ill, not because they want to know their HIV status.
Seeing this situation in the town of Hinche prior to the arrival of
funds from PEPFAR to actually provide programmatic support
rather than just testing, we realized that this program, these HIV
programs, would only work if they were integrated within primary
healthcare. A full general clinic is the best place to find HIV cases,
to say nothing of the fact that the availability of general health
services will have a far bigger impact on the health of the commu-
nity.

With our PEPFAR monies, Partners In Health supported the
Ministry of Health clinic in Hinche, including refurbishing wards,
providing essential drugs and supplies, steady power, telecommuni-
cations, and improved health worker salaries. We worked with the
government to waive user fees for all patients with HIV, tuber-
culosis, for all children under five, for all pregnant women, and
minimized user fees for other patients.

The ministry hired new clinical and administrative staff, which
we worked with to train. We increased the compensation of health
workers so that they could spend their full day in clinic, and did
not have to supplement their salary by having a private chamber.
We trained a cadre of community health workers to perform active
case finding for vulnerable families, to deliver HIV and TB treat-
ment in the home, and to provide psycho-social support to patients.

Needless to say, the clinic, with this bolstered support, had a
skyrocketing rate of utilization of services. Today that very clinic
sees 300 patients a day, and performs 600 HIV tests per month.

Of the 8,500 tests that were performed last year, 5 percent were
positive, meaning that HIV testing is now being used as a screen-
ing test, and we can provide prevention and education about absti-
nence, fidelity, and condom use to those people who are not yet in-
fected.
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Today, more than 1,000 people are on anti-retroviral therapy in
Hinche, and are followed by the Ministry of Public Health; and
more than 400 people a year have been diagnosed and treated and
cured from tuberculosis.

The whole system, let alone AIDS case detection, treatment, and
prevention, has been strengthened as a result of this funding for
AIDS.

In the context of this program implementation, we must move
from emergency relief to long-term sustained commitment, to cre-
ating programs that are locally run and managed. To develop an
adequate public-sector response to the challenge of the HIV/AIDS
pandemic, we should work together with the public health sector
to strengthen these systems overall.

It is important to adequately train, retain, and compensate work-
ers. Yet offices, country offices of PEPFAR still hold to the con-
straint that is rooted in the United States Foreign Assistance Act,
that PEPFAR money cannot be used to compensate public-sector
workers. This is simply not true.

Currently, many PEPFAR-funded projects in the field are indeed
providing salary support to public-sector workers involved in deliv-
ering AIDS care. Some experts estimate that 20 percent of
PEPFAR funds are spent for the support of public sector, including
salary.

However, it is often the case that interpretations of the U.S. For-
eign Assistance Act locally result in prohibitions on public-sector
spending. Donors, NGOs, universities, and governments must work
together to build sustained public health infrastructure and it is
imperative that the responsibility for these programs be trans-
ferred to the public sector.

There are more than 6—7 million people today who need anti-
retroviral therapy, and fewer than 3 million of them are receiving
it. The setup phase of PEPFAR has indeed been successful. Our ef-
forts and the efforts of the U.S. Government have been laudatory.
But with the White House’s announcement of $30 billion for the
PEPFAR reauthorization, and a target of only 500,000 new people
receiving treatment in 5 years, PEPFAR will hardly have the vi-
sionary impact that was planned at its inception, and that has
characterized its record to date.

With these small targets, we are not building. We are simply
sustaining work that is less than half done. In the next 10 years,
with the goal of attaining universal access to HIV care and treat-
ment, 10-12 million people will need to be started on anti-
retroviral therapy. Given that the GDP of the United States is fully
one third of the world’s total resources, it is reasonable to expect
the United States to support one third of the cost of systems to de-
liver treatment to these patients. This indeed was the goal of
PEPFAR in its first inception: Targeting the U.S. resources to cover
the cost of treating 2 million patients in the first 5 years.

For the reauthorization of PEPFAR to continue in this generous
and fair vein of 33 percent of the global AIDS commitment, we
would need to cover the cost of 4 million people in treatment, not
2.5 million, as currently proposed. To do this will take 50 billion,
not 30 billion, U.S. dollars over the next 5 years.
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Today we have a choice that will clearly shape the global epi-
demic and the view of the generosity and fairness of the United
States throughout the world. I urge you to build on the successes
of PEPFAR, and to use the AIDS crisis to examine and address the
illness and suffering throughout the world; not to preserve the first
5 years of PEPFAR in the museum of unrealized possibilities, but
rather as the beginning of a movement to strengthen health sys-
tems as a response to combat the worst epidemic in the history of
mankind.

Thank you.

[The prepared statement of Dr. Mukherjee follows:]

PREPARED STATEMENT OF JOIA S. MUKHERJEE, M.D., MPH, MEDICAL DIRECTOR,
PARTNERS IN HEALTH, ASSISTANT PROFESSOR OF MEDICINE, HARVARD UNIVERSITY

HEALTH SYSTEMS STRENGTHENING AND THE AIDS PANDEMIC

The long-awaited availability of money for HIV prevention, care, and treatment
in resource-poor settings has resulted in the real possibility of stemming the enor-
mous death toll of HIV. However, due to decades of health system impoverishment,
sickness and death among all cadres of workers due to HIV, and the flight of edu-
cated people from the developing to the developed world, there are few trained
health professionals who can implement and sustain these large scale programs.
This situation has been called the “healthcare worker crisis.” Yet to proffer the sim-
ple equation—“AIDS money is greater than the capacity of professionals to use it"—
yields just a pinhole view of a much larger landscape. In fact, the AIDS pandemic
has done nothing if not lay bare the fact that health systems—in terms of personnel,
equipment, medicines, and physical infrastructure—in many developing countries
were never adequate to address the basic primary health care needs of the popu-
lation , let alone address a new, chronic, infectious disease—AIDS and its fueling
of the tuberculosis pandemic. People in poor countries understand this. In Rwanda,
our patients offer the phrase “imboni ibibazo”—as a description of the AIDS pan-
demic—a lens through which we see reality and the larger context.

It is to this larger context to that AIDS has drawn our focus: developing countries
bear 90 percent of the global burden of disease armed with only 20 percent of the
world’s GDP and 12 percent of the world’s health expenditures to combat this bur-
den.! Africa is particularly hard-hit, bearing fully one-quarter of the world’s disease
burden with 3 percent of the global health workforce, who are paid less than 1 per-
cent of global health expenditures.2 With such paltry resources available in these
settings, how do people get care? The answer is that they do not. For this and many
other reasons, life expectancy in Lesotho is 35.1 years (compared to 76.7 years in
Cuba);3 in Rwanda,203 children per 1,000 die before their fifth birthday (compared
to 8 per thousand in the United States) and in Malawi, 1800 women die in child-
birth for every 100,000 live births (as compared with 2 in the Sweden).# These rates
are not unique across the continent. Some of this morbidity and mortality is AIDS-
related, but much of it can be traced to inadequate health systems.

When people in resource-poor settings do access health care, approximately 60%
of all health expenditures are out-of-pocket payments to private pharmacies or clin-
ics. For the leading infectious global killers—HIV, TB, and malaria—there is no
question that care should be delivered within the public sector and provided as pub-
lic goods rather as commodities; the control of tuberculosis, an airborne disease, has
long been seen as a public good. Yet the public sector is absolutely inadequately
resourced for the provision of basic health services, let alone chronic care for com-
plex diseases. The majority of foreign aid directed to post-colonial African countries
took the form of conditioned loans that were spent building market economies rath-
er than investing in the public sector. These structural adjustment programs re-
sulted in massive disinvestment and neglect of the health and education sectors.
National health budgets were set at shockingly low levels, on the order of $2—-$5 US
per capita, and included limits on the number of and compensation for public em-
ployees as well as little money for essential medicines or building and maintenance

1Pablo Gottret & George Schieber, Health Financing Revisited: A Practitioner’s Guide (The
World Bank 2006).

2World Health Report 2006: Working Together for Health (WHO, Geneva, 2006).

3http:/www.unicef.org/infobycountry/lesotho statistics.html Accessed September 18, 2007.

4 http://www.unicef.org/infobycountry/malawi statistics.html Accessed September 18, 2007
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of health infrastructure. Countries subjected to these fiscal constraints had few op-
tions for responding to escalating public health needs.5 User fees for health services
were imposed at the behest of the World Bank and the International Monetary
Fund. But in extremely poor, often non-cash economies, such fees serve as an enor-
mous barrier to accessing care. The confluence of inadequate numbers of underpaid
staff; poor infrastructure; a lack of medicines and supplies; and prohibitive user fees
result in an oft seen and grotesque sight: public clinics standing empty in the midst
of the worst epidemics in the history of mankind. Equally tragic are countries such
as Malawi where there are no user fees for health care and clinics are full but com-
pletely dysfunctional. Lacking access to the tools of their trade and able to do no
more than minister over the dying, despondent health professionals have leave and
their country to work in Europe or the United States leaving only 350 physicians
to care for a population of 16 million.

New investments in global health, including the President’s Emergency Plan for
AIDS Relief (PEPFAR), have given us the opportunity to treat and prevent HIV in
resource-poor settings. Monies are available for drugs, for laboratory tests, and for
prevention programs. But can and should new monies have a wider impact, beyond
simply getting AIDS patients onto treatment? The answer is yes. Unequivocally,
yes. However, the money must be used strategically—not just to fund “vertical” HIV
programs (clinics and services that provide care for only one disease such as TB or
HIV) but to support the rehabilitation and bolstering of public health systems. A
commitment to primary health is critical, as HIV programs do not work in a vacu-
um: the majority of people presenting to clinic, especially in rural areas, come be-
cause they are sick, not because they want to know their HIV status. Health facili-
ties must be accessible, well-stocked, and reliable, providing decent diagnosis and
treatment of common diseases, before widespread HIV testing can occur.

Let me illustrate with an example from the work of Partners In Health, an NGO
affiliated with Harvard Medical School and the Harvard School of Public Health.
PIH was one of the first programs to provide antiretroviral therapy free of charge
in a resource-poor setting. Haiti, where we had been working since 1983, is the
poorest country in the western hemisphere and also has the highest HIV, TB, and
malaria prevalence and maternal and child mortality rates; life expectancy hovers
around 52 years.® Despite these grim statistics, we were able to successfully acquire
medicines and launch comprehensive AIDS treatment efforts just two years after
antiretroviral drugs became available in the first world. Our initial successes were
bolstered by the advent of multilateral and bilateral monies for AIDS treatment,
and in 2002 PIH began to expand its services throughout central Haiti by
partnering with Ministry of Health clinics and hospitals.

In the town of Hinche, Haiti, the national HIV/AIDS plan called for three people
in the public clinic to be trained in pre- and post-test counseling for HIV. The town
is the capital of the Central Department of Haiti and is home to about 70,000 peo-
ple. Hinche has a hospital and outpatient clinic, both of which stood nearly empty
when we first visited. The clinic was seeing 10 patients per day, and the hospital
had 3-6 inpatients in its 60-bed facility. In the first year of the testing initiative,
only 43 cases of HIV were found—about 25% of the 176 people tested.

Two things about this example are striking. First of all, it was estimated that a
minimum of 1,500 people were living with untreated HIV in the area; therefore,
identifying only 43 new cases is appalling. One would think that the patients would
be breaking down the barricades, since it was widely known that antiretroviral ther-
apy was available free of charge. Second, the prevalence of AIDS in central Haiti
is 2-4%. If 25% of the tests performed were positive, this is an indication that the
test was not being offered broadly, as a screening tool, but, instead, was being of-
fered only to those patients suspected to be infected. Broad screening is important
because it offers avenues for intervention through prevention education. It also al-
lows for earlier detection—and thus treatment—of HIV.

Recall that PIH had committed to partnering with the public sector in scaling up
its work with the advent of Global Fund and PEPFAR monies. Seeing the situation
in the town of Hinche prior to our arrival was instructive: we realized that AIDS
programs would only work if they are integrated with primary health care. A full
general clinic is the best place to find HIV cases, to say nothing of the fact that
the availability of general health services will have a far bigger impact on the
health of the community.

5The negative impact World Bank and IMF macroeconomic structural adjustment policies was
compounded by poor governance decisions, corruption, and misplaced spending priorities in
many developing countries.

6 http://www.unicef.org/infobycountry/haiti _statistics.html. Accessed September 18, 2007.
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With these lessons in mind, PIH’s support of the facilities in Hinche included re-
furbishing wards; providing essential drugs, supplies, and steady power; and im-
proving telecommunications capacity. We waived user fees for HIV patients, TB pa-
tients, children under 5, and pregnant women and minimized fees for all other pa-
tients. We hired and trained new clinical and administrative staff and also in-
creased the compensation of existing Ministry of Health staff. We trained a cadre
of community health workers to perform active case finding of vulnerable families,
deliver HIV and TB treatment in the home, and provide psychosocial support to all
patients. Needless to say, the bolstered clinic, coupled with increased community
support, resulted in skyrocketing utilization of services. Today the Hinche clinic sees
300 patients per day and performs 600 HIV tests per month. Out of the 8,500 tests
performed last year, only 5% were positive. More than 1,000 HIV-positive patients
in Hinche, more than a third of whom are on ART, are now being followed by PIH.
More than 400 patients have been diagnosed and treated for tuberculosis. The whole
health system, let alone AIDS case detection and treatment, has been strengthened
as a result of interest in and funding for AIDS. More recently, we constructed an
on-site training center that has become a local, national, regional, and international
hub for training on the provision of AIDS care in resource-poor settings; at least in
rural central Haiti, the healthcare worker crisis is no longer a pressing issue for
us.

We know that success is possible, but the constraints are many. We are convinced
that health systems strengthening is the only way to address not only the AIDS and
TB pandemics but other health crises as well. In the context of HIV program imple-
mentation, we must move from “Emergency Relief” to long term, sustained commit-
ment to creating programs that are locally run and managed. To develop an ade-
quate public sector to respond to the challenge of the AIDS pandemic should be the
goal of such assistance. However, to assist in building a public sector response, it
is important to adequately train, retain and compensate health workers. Yet, coun-
try offices of PEPFAR still hold to the constraint, rooted in the Foreign Assistance
Act, that PEPFAR monies cannot be used to compensate public sector workers. This
is not true. Currently, many PEPFAR funded projects in the field are, indeed, pro-
viding salary support for public sector workers involved in delivering AIDS care.
Some experts estimate that 20% of the PEPFAR budget is spent on support for the
public sector, including salaries. However, it is often the case that the interpreta-
tions of the Foreign Assistance Act result in prohibitions on public sector support.
Thus, in a multitude of cases, PEPFAR money funds the private, NGO sector result-
ing in the development of parallel health systems—charity and public and further
impoverishing the public health system which is the most sustainable and wide-
spread means of delivering health care to the poor. If donors, NGOs, universities,
and governments are to work together to build or rebuild sustainable public health
infrastructure, it is imperative that the responsibility for and the funding of these
programs be gradually moved to the public sector. African leaders signed a pledge
in Abuja, Nigeria in 2001 to commit 7% of their GDP to health; in a poor country
such as Rwanda that is experiencing a growing economy, it is possible to imagine
that, with time, the government will be able to cover much of the cost of a func-
tional public health system. In countries like Haiti, however, 7% of GDP will not
soon cover the cost of a functional health system. International donor money must
help put in place the systems that can address not only HIV but also other diseases
and primary health goals. Why not use the AIDS crisis to build something that will
be sustained for generations to come?

In its first years, much of PEPFAR money was allocated to non-governmental or-
ganizations (like mine) with the notion, perhaps, that governments are inefficient
or corrupt. The money was, based on the title of the program, geared toward and
emergency. Today, programs are established, money has been well used, and people
all over the world are receiving care within government driven national plans. It
is time to shift the focus of aid to a second phase where our response is made sus-
tainable. With nearly 3 million people on HIV treatment in resource-poor settings
around the world, it is clear that the public sector must shoulder the responsibility
for treating and monitoring this and other chronic diseases and fully ensconcing
AIDS treatment into the delivery of primary health care services.

To close, I'd like to make a few general comments related to PEPFAR to improve
its overall impact and effectiveness in the next phase. We applaud the new financial
resources that have been dedicated to helping address the HIV/AIDS crisis thus far.
The achievements which have made in getting more patients into AIDS prevention
and treatment programs are laudatory. However, it behooves us now to be more am-
bitious. There are more than 6 to 7 million people today alone who need ART and
fewer than 3 million of those are receiving it. The set up phase has been successful,
but if we keep funding at this level and targets for patients on treatment low, we
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are not building; we are sustaining work that is less than half done. In the next
ten years, with the goal of attaining universal access to treatment, 10—12 million
people will need to be started and maintained on treatment. The PEPFAR reauthor-
ization announcement from the White House only included a target of an additional
500,000 patients to be put on treatment for the next five years. Given that the GDP
of the US is fully 33% of the world’s total resources, it is reasonable to expect the
US to support 33% of the cost of systems to deliver treatment to these patients.
This, indeed, was the goal of PEPFAR in its first iteration, targeting the US re-
sources to cover the costs of treating 2,000,000 patients in the first five years. For
the re-authorization of PEPFAR to continue in this generous and fair vein of 33%
of the global AIDS commitment would mean to cover the cost of 4,000,000 people
in treatment end of 10 years, not 2,500,000 as currently proposed. The target of
500,000 additional people in treatment and only 30 billion USD proposed for the
second five years is less than level funding the United States’ most successful inter-
national aid program. Thus, to meet the needs of the countries suffering, hold up
the US share of international aid and build and sustain health systems to deal with
this crisis, at least 50 billion USD over the next five years is necessary.

Today we have a choice that clearly sculpts the global epidemic and the view of
the generosity and fairness of the United States throughout the world. I urge you
to build on the successes of PEPFAR, to use the AIDS crisis to examine and address
the illness and suffering throughout the world and not to preserve the first five
years of PEPFAR in a museum of unrealized possibilities in addressing for the long
term, the worst epidemic in the history of mankind.

Mr. PAYNE. Thank you very much. Dr. Hearst?

STATEMENT OF NORMAN HEARST, M.D., MPH, PROFESSOR OF
FAMILY AND COMMUNITY MEDICINE AND OF EPIDEMI-
OLOGY AND BIOSTATISTICS, UNIVERSITY OF CALIFORNIA,
SAN FRANCISCO (UCSF), SCHOOL OF MEDICINE

Dr. HEARST. Thank you, Mr. Chairman. We are here today to
talk about making PEPFAR sustainable. And the key to sustain-
ability must be prevention.

As we have already heard this morning, we cannot treat our way
out of this epidemic. Despite our best efforts, at least five people
are being infected with HIV in Africa for every one that we are
starting on treatment. And, treatment or not, these people will
eventually die of AIDS.

For prevention, it is fundamental to distinguish between con-
centrated and generalized HIV epidemics. These are different situ-
ations that require very different strategies. In most countries, HIV
is mainly transmitted in high-risk settings, including men who
have sex with men, injecting drug users, and commercial sex, so
that is where you need to do prevention.

But in generalized epidemics, transmission is widespread in the
heterosexual population, so you can’t focus only on high-risk
groups.

Just a few countries in Eastern and Southern Africa have this
pattern. But these countries, because of their very high infection
rates, account for most of the world’s HIV infections. And most
PEPFAR priority countries have generalized epidemics, which is
why they were chosen as priority countries in the first place.

Five years ago, I was commissioned by UNAIDS to conduct a
technical review of how well condoms have worked for AIDS pre-
vention in the developing world. My colleagues and I collected
mountains of data, and here is what we found.

First, condoms are about 85 percent to 90 percent effective for
preventing HIV transmission for individuals who use them all the
time. We then looked at whether condoms have been successful as
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a public health strategy, something very different from individual
effectiveness. Here we found good evidence for effectiveness in con-
centrated epidemics.

For example, condoms helped control HIV among gay men in
places like my home town, San Francisco, and epidemics driven by
commercial sex in places like Thailand.

We then looked for evidence of a public health impact for
condoms in generalized epidemics. And to our surprise, we couldn’t
find any such evidence. No generalized HIV epidemic has ever been
rolled back by a prevention strategy based primarily on condoms.
Instead, the few successes in turning around generalized HIV
epidemics, like in Uganda, were achieved not through condoms, but
by getting people to change their sexual behavior.

UNAIDS did not publish the results of our review, but we did
ourselves. And I would like to have this article summarizing our
findings entered into the record. These were not just our hair-
brained conclusions. A recent consensus statement in The Lancet
was endorsed by over 150 AIDS experts, including Nobel laureates,
the President of Uganda, and officials of most international AIDS
organizations. Dr. Gayle and I are both co-authors of this article.
And I would also like to have this entered into the record. Both of
these articles are in your packets.

Mr. PAYNE. Without objection, both will be entered into the
record.

Dr. HEARST. This statement endorses the ABC approach to pre-
vention: Abstinence, be faithful, and condoms. It goes further. It
says that in generalized epidemics, the priority for adults should be
B, limiting one’s number of partners. The priority for young people
should be (A) not starting sexual activity too soon. Condoms should
be the main emphasis only in settings of concentrated trans-
mission, like commercial sex and known discordant couples.

PEPFAR follows this ABC approach. Last year I was on a team
reviewing PEPFAR’s prevention activities in three African coun-
tries for the Office of the Global AIDS Coordinator. We found a
strong portfolio of prevention activities that included a mix of A,
B, and C activities, although personally I would have liked to see
even more of the B.

This contrasted with other funders that often officially endorse
ABC, but in practice continue to put their money into the same old
strategies that have been so unsuccessful in Africa for the past 15-
plus years: Condoms, HIV testing, and treating other sexually
transmitted infections.

Now, one might well ask why they continue to do this, despite
all the evidence. It is difficult to convey the tremendous inertia for
doing the same old things.

First, they are relatively easy to do. Second, many of the imple-
menting organizations and individuals have backgrounds in family
planning. They are very good at things like distributing condoms
and providing clinical services, but they may not have a clue how
to try to go about getting people to change their sexual behavior.

Third, decisions are often made, and when we talk about letting
people make decisions locally, remember this: By expatriates,
Americans and Westernized locals who have been trained in rich
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countries, and who have internalized prevention models that are
appropriate to concentrated, not generalized, epidemics.

Finally, if you try to do a little bit of everything, expensive clin-
ical services quickly eat up budgets, leaving little for the critical A
and B of ABC. So for a lot of programs that say they are doing
ABC, when you really look at it, 90 percent of their budget is going
for other things. And yes, maybe they put up a billboard or two
telling people to have fewer partners.

Let me close with a warning about ABC-plus, or moving beyond
ABC, and diverting AIDS prevention funding to whatever good
cause people are promoting. Always ask, Where is the evidence?

For example, I am all in favor of poverty alleviation. And CARE
does great work, and I have worked for CARE, and I have donated
money to CARE. But in most countries with generalized epidemics,
the rich have higher HIV infection rates than the poor. Similarly
for gender equity, many of the African countries with the best
records in this regard, like Botswana for example, have the highest
HIV infection rates.

We have heard a lot this morning about integration, wrap-
arounds, and removing funding earmarks to give local flexibility.
And I understand the arguments for all of these things. But I am
worried about the results. This would almost certainly result in
less, not more, focus on changing sexual behavior, the only strategy
that has worked for AIDS prevention in generalized epidemics, and
therefore would have the potential to do more harm than good.

Thank you very much.

[The prepared statement of Dr. Hearst and material submitted
for the record follow:]

PREPARED STATEMENT OF NORMAN HEARST, M.D., MPH, PROFESSOR OF FAMILY AND
COMMUNITY MEDICINE AND OF EPIDEMIOLOGY AND BIOSTATISTICS, UNIVERSITY OF
CALIFORNIA, SAN FrRANCISCcO (UCSF), SCHOOL OF MEDICINE

We'’re here today to talk about making PEPFAR sustainable, and the key to sus-
tainability must be prevention. We cannot treat our way out of this epidemic. Even
now, five people are being infected with HIV in Africa for every one starting treat-
ment. And treatment or not, these people will die of AIDS.

For prevention, it’s fundamental to distinguish between “concentrated” and “gen-
eralized” HIV epidemics. These are different situations that require very different
strategies. In most countries, HIV is mainly transmitted in high risk settings and
groups, including men who have sex with men, injecting drug users, and commercial
sex, so that’s where you need to do prevention.

But in generalized epidemics, transmission is widespread in the heterosexual pop-
ulation, so you can’t focus only on high risk groups. Just a few countries in Eastern
and Southern Africa have this pattern. But these countries, because of their very
high infection rates, account for most of the world’s HIV infections. Most PEPFAR
priority countries have generalized epidemics.

Five years ago, I was commissioned by UNAIDS to conduct a technical review of
how well condoms have worked for AIDS prevention in the developing world. My
associates and I collected mountains of data, and here’s what we found.

First, condoms are 85-90% effective for preventing HIV transmission when used
consistently. We then looked at whether condom promotion has been successful as
a public health strategy—something very different from individual effectiveness.
Here we found good evidence for effectiveness in concentrated epidemics. For exam-
ple, condoms made an important contribution to controlling HIV among gay men in
places like San Francisco and epidemics driven by commercial sex in places like
Thailand.

We then looked for evidence of a public health impact for condoms in generalized
epidemics. To our surprise, we couldn’t find any. No generalized HIV epidemic has
ever been rolled back by a prevention strategy based primarily on condoms. Instead,
the few successes in turning around generalized HIV epidemics, such as in Uganda,
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were achieved not through condoms but by getting people to change their sexual be-
havior.

UNAIDS did not publish the results of our review, but we did ourselves. I would
like to have the following article entered into the record:

Hearst N, Chen S. Condoms for AIDS Prevention in the Developing World: Is It
Working? Studies in Family Planning 2004;35:39-47.

These are not just our conclusions. A recent consensus statement in The Lancet
was endorsed by 150 AIDS experts, including Nobel laureates, the president of
Uganda, and officials of most international AIDS organizations. This statement en-
dorses the ABC approach to AIDS prevention: Abstinence, Be faithful, and
Condoms. It goes further. It says that in generalized epidemics, the priority for
adults should be B (limiting one’s number of partners). The priority for young people
should be A (not starting sexual activity too soon.) C (condoms) should be the main
emphasis only in settings of concentrated transmission, like commercial sex. I also
ask that this article be entered into the record:

Halperin DT, Steiner MdJ, Cassell MM, Green EC, Hearst N, Kirby D, Gayle HD,
Cates W. The time has come for common ground on preventing sexual transmission
of HIV. Lancet 2004; 364: 1913-1915.

PEPFAR follows this ABC approach. Last year, I was on a team reviewing
PEPFAR’s prevention activities in three African countries for the Office of the Glob-
al AIDS Coordinator. We found a strong portfolio of prevention activities that mixed
A, B, and C (though, in my opinion, probably not enough B.) This contrasted with
other funders that often officially endorse ABC but in practice continue to put their
money into the same old strategies that have been so unsuccessful in Africa for the
past 15 years: condoms, HIV testing, and treating other sexually transmitted infec-
tions.

One might ask why they continue to do this despite all the evidence. It’s difficult
to convey the tremendous inertia for doing the same old things. First, they're rel-
atively easy to do. Second, many of the implementing organizations and individuals
have backgrounds in family planning. They’re good at distributing condoms and pro-
viding clinical services but may have no idea how to get people to change sexual
behavior. Third, decisions are often made by expatriates and westernized locals
trained in rich countries who have internalized prevention models from concentrated
epidemics. Finally, if you try to do everything, expensive clinical services quickly eat
up budgets, leaving little for the critical A and B of ABC.

Let me close with a warning regarding talk about “ABC plus” or “moving beyond
ABC” and diverting AIDS prevention funding to whatever other good cause people
are promoting. Always ask, “Where is the evidence?” For example, I'm all in favor
of poverty alleviation. But in most countries with generalized epidemics, the rich
have higher HIV infection rates than the poor. Similarly, for gender equity, many
of the African countries with the best records in this regard (like Botswana) have
the highest rates of HIV infection. Anything that dilutes the focus of AIDS preven-
tion in Africa from changing sexual behavior may do more harm than good.
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Condom Promotion for AIDS Prevention in

the Developing World: Is It Working?

Norman Hearst and Sanny Chen

Two decades of experience and research provide new insights into the role of condoms for AIDS
prevention in the developing world. This literature veview and synthesis is based on computerized
searches of the scientific literature and review of conference presentations, publications of national
and international organizations, and popular wmedia. Condoms are about 90 percent effective for
preventing HIV transmission, and their use has grown rapidly in many countries. Condoms have
produced substantial benefit in countries like Thailand, where both fransm
promotion are concentrated in the area of commercial sex. The public health benefit of condom
promotion in settings with widespread heterosexual transmission, however, remains unestablished.
In countries like Uganda that have curbed generalized epidemics, reducing the mumber of individuals’
sex partners appears to have been more important than promoting the use of condoms. Other countries
continue to have high rates of HIV transmission despite high reported rates of condom use among
the sexually active. The fmpact of condoms may be limited by inconsistent use, low use among
those at highest risk, and negative interactions with other strategies. Recommendations include
increased condom promotion for groups at high visk, more rigorous measurement of the impact of
condom promotion, and wore research on how best to integrate condom promotion with other

5,

sion and condom

prevention strategies. (S1Lbiks 1N Famiy PLannine 2004; 35[1]: 39-47)

As the effort to prevent the spread of HIV enters its third
decade, it is appropriate to reassess what we have learned,
particularly with regard to the use of condoms, the con-
troversial mainstay of many AIDS-prevention programs.
Opinions about condom use are not always based on evi-
dence, but information has accumulated steadily. Al-
though many questions remain about the promotion of
condom usc as a public health strategy for AIDS preven-
tion, we now know a great deal more about the effec-
tiveness of the method than we did two decades ago.
For condoms to work against HIV/AIDS, they must
be cffective, and sexually active people must use them.
Many factors, induding who uses them with which part-
ners and how consistently and correctly they do so, de-
termine their public health impact, as does the effect of
condom promotion on other behaviors. Fortunately, we

Norman Hearst is Professor, University of California, Box
0900, 500 Parnassus Avenue MUSE, San Francisco, CA
94143. E-mail: nhearst@itsa.ucsf.edu. Sanny Chen is
Epidemtiologist, San Francisco Department of Health.

can now move beyond debating how well condom pro-
motion might work to examining how well it has worked.
The stories of countries with successful AIDS-control ef-
forts and the role that condoms have played in these of-
forts are especially instructive, as are some examples of
less successtul experiences.

Methods

This article is based on a review of condom promotion
for AIDS prevention in the developing world conducted
for the Joint United Nations Programme on HIV/AIDS
(UNAIDS). Sources used include peer-reviewed scientif-
icliterature located by means of computerized searches,
publications of UNAIDS and other international orga-
nizations, conference presentations, and national AIDS-
control-program documents. Where appropriate, the au-
thors also reviewed information from the popular press
and the Internet. Data presented were selected based on
their reliability and relevance, with priority given to rig-
orous scientific studics and public health efforts having
sufficient documentation to determine the impact of con-
dom promotion.
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How Effective are Condoms?

“Efficacy” (also called “theoretical effectiveness” or
“method effectiveness”) refers to how well an interven-
tion treats or prevents a condition when it is used per-
fectly. “Effectivencess” (or “use effectiveness”) refers to
how well it works in practice (Bretzman and Stanford
1994; Hearst ct al. 2001). If the probability of transmis-
sion of HIV were reduced 100-fold when condoms are
used perfectly, condoms would have an cfficacy of 99
petcent. If condoms as they are typically used were to
cat HIV transmission by a factor of 10, they would have
an cffectiveness of 90 percent.

Measuring condom efficacy is nearly impossible. In
theory, discordant couples (with one HIV-positive and
one HIV-negative partner) could be monitored constant-
ly to assure correct condom use, a control group could
be allocated randomly not to use condoms, and trans-
mission rates could be compared. For practical and ethi-
cal reasons, such a study will never be performed. Real
studies measure effectiveness, usually by comparing dis-
cordant couples who report that they use condoms with
couples who do not use them despite being urged to do
so. These two groups differ: Compared with couples who
use condoms, couples who do not use more drugs and
alcohol (Allen et al. 1992; Weller and Davis 2002), have
more sex partners (Allen et al. 1992), and may be younger
or may motc often engage in practices such as anal in-
tercourse that facilitate HIV transmission (Hearst and
Hulley 1988; Plummer ctal. 1991).

Estimates of effectiveness from individual studies
vary widely (de Vineenzi 1994; Davis and Weller 1999;
Weller and Davis 2002). Differences may be due to ran-
dom variation, to how correctly condoms were used and
their use ascertained, and to other confounders. Several
meta-analyses have attempted to combine the available
data (Weller 1993; Pinkerton and Abramson 1997; Davis
and Weller 1999; Weller and Davis 2002). The most rig-
orous of these estimated condom effectiveness to be 94
percent (Pinkerton and Abramson 1997). Two uther re-
cent meta-analyses yielded 87 pereent and 80 pereent, but
improperly lumped all couples together in the analysis
rather than stratifying them by study (Cooper and Hedges
1994; Petitti 1994; Davis and Weller 1999; Hearst et al.
2001; Weller and Davis 2002). In light of the conflicting
numbers and methodological difficulties these studies
present, the conclusion that condoms are roughly 90 per-
cent effective in preventing HIV transmission, a figure
close to their effectiveness for contraception, scems rea-
sonable (Steiner et al. 2000; Weller and Davis 2002). Al-
though condoms may rarely be permeable to virus-size
particles, leakage through latex accounts for only a tiny
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fraction of condom failure (Carey et al. 1992; Lytle and
Duff ct al. 1997; Lytle and Routson ct al. 1997; Carcy ot
al. 1999; Lytle 1999; Ahmed et al. 2001). Most failure re-
sults from flow factors such as breakage, slippage, and
improper use (NIAID 2001). These factors are similar
whether condoms are used to prevent HIV infection or
pregnancy.

Can People Be Convinced to Use Condoms?

The carliest evidence that people were using condoms
in numbers sufficient to stop the spread of HIV came
from studics of men who have sex with men. In many
places, condom use quickly became the norm in this
population, dramatically cutting incidence of HIV and
other sexually transmitted infections (STIs) (Hessol ct
al. 1989; Catania ct al. 1991). Condom promotion can also
be successful among commercial sex workers; studies
demonstrate high rates of use in many settings in Africa,
Asia, and Latin America (Hanenberg ct al. 1994; Levine
et al. 1998; Meda et al. 1999; UMOH 2001b).

Promoting condoms to the gencral public is more
difficult, however. Many governments, nongovernmen-
tal organizations (NCOs), and donors have tackled this
challenge energetically. Measuring success is not simple.
Numbers of condoms distributed indicate the scope of
an effort but not how many people at high risk are us-
ing them. The Demographic and Health Surveys con-
ducted in many countries ask respondents if they had a
noncohabiting sexual partner in the past year and wheth-
cr they used a condom at last intercourse with that part-
ner. The resulting indicator approximates condom use
in high-risk sex. Figures 1a and 1b show results for 19
African countries for young women and men, a particu-
larly important group epidemiologically in terms of risk
for HIV infection and behaviorally in terms of establish-
ing patterns that may last a lifetime. Other studies con-
firm high prevalence of condom use with casual part-
ners in various developing countries (Asiimwe-Okiror
et al. 1997; Allen 2002; Brazilian Health Ministry 2002).

Condom-promotion strategies include encouraging
demand, augmenting distribution channels, and lower-
ing prices (UNAIDS 2000a). Distributing free condoms
is most effective for high-risk groups like sex workers.
Limited evidence concerning condoms given free of
charge to the general public indicates that they often are
not used (Hughes et al. 1995). One of the most success-
ful strategics is social marketing (Soderlund ct al. 1993;
UNAIDS 1999a; Agha 2001; Agha et al. 2001; Price 2001;
Bedimo et al. 2002). Subsidized condoms are sold at af-
fordable prices and promoted under brand names using



Figure 1a Condom use at last high-risk sex in the past year
among 15-24-year-old females, selected African countries,
2001
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Figure 1b  Condom use at last high-risk sex in the past year
among 15-24-year-old males, selected African countries,
2001
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definition, or are based on only par of the country.
Source: UNICEF (2002).

the same advertising strategies as those used for other
consumer products.

During the 1990s, condom distribution increased by
10- to 100-fold in many developing countrics (Meda ct
al. 1999; UNATDS 2000b; Kirangi 2001; Myer ctal. 2001).
Current numbers distributed, however, remain enough
to cover only a small proportion of sexual encounters.
Few people use condoms in steady relationships. In Ni-
geria, for example, only 2 percent of respondents report
always using condoms with a spouse or “concubine,”
compared with 33 percent who say they use them with
boyfriends and girlfriends and 67 percent who report
that they usce them with casual partncers (Van Rossem ct
al. 2001). If condom use is high in casual sex but low
with steady partners, its potential impact will depend a
great deal on how much transmission occurs within each
of these types of partnership.

The Condom Paradox

If condoms are effective and many people will use them,
they might seem the ideal strategic choice for AIDS pre-
vention. Unfortunately, the situation is not so simple.
Although effectiveness and use are necessary conditions

for a successful public health strategy against the spread
of HIV, they are not sufficient. In many sub-Saharan Af-
rican countries, high HIV transmission rates have con-
tinued despite high rates of condom use. In Botswana,
for cxample, condom sales rose from one million in 1993
to three million in 2001 while HIV prevalence among
urban pregnant women rose from 27 percent to 45 per-
cent. In Cameroon, during the same period, condom
sales increased from six million to 15 million while HIV
prevalence rose from 3 pereent to 9 pereent (AIDSMark
2002). Of coutse, prevalence might have risen even faster
without increased condom use, but no clear examples
have emerged yet of a country that has turned back a
generalized epidemic primarily by means of condom
promotion.

This apparent paradox might be explained by the
details of who uses condoms with whom. Even without
condoms, only a tiny fraction of sexual encounters trans-
mit HIV. Because preventing something that would not
have occurred anyway is impossible, this fraction is the
only number of encounters for which condom use mat-
ters for preventing HIV transmission. Condom use might
be high in general but low among people at highest risk
for HIV transmission (such as marginalized groups, pco-
ple with STIs, or drug users). Conversely, even modest
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condom use can have a substantial impact on transmis-
sion rates if concentrated among sex workers and men
who have sex with men. Mathematical models of HIV
transmission demonstrate that condom use in particu-
lar circumstances, such as when either partner has STI
symptoms, can be more important epidemiologically
than average population rates of condom usc (Bracher
ctal. 2004).

Consistency of usc is another problem: The use of
condoms produces minimal benefit if it is not consistent.
Many studics find that inconsistent uscrs arc at higher
risk of HIV transmission than those whao never use the
method (Mann et al. 1988; Darrow 1989; Saracco ct al.
1993; Deschamps et al. 1996; Taha et al. 1996; Ahmed et
al. 2001), pethaps because their behavior is riskier in other
ways. Mathematical models suggest that a small num-
ber of people who use condoms consistently can have a
greater impact on reducing HIV transmission than can
a larger number who use them inconsistently (Bracher
et al. 2004). Consistent use requires not only long-term
individual commitment but also a reliable distribution
system that provides condoms to people who often lack
other basic necessities (UNAIDS 2000a). As President
Museveni of Uganda has stated, “Tn countries like ours,
where a mother often has to walk 20 miles to get an as-
pirin for her sick child or five miles to get any water at
all, the question of getting a constant supply of condoms
may never be resolved” (Museveni 2000).

Learning from Success

In contrast to the discouraging global trend, some coun-
tries, including Thailand, Uganda, and some of their
neighbors, have achieved notable success in AIDS pre-
vention (UNAIDS 1999b). In Thailand, the spread of HIV
began with a burst of transmission among intravenous
drug users, but soon thereafter, 90 percent of transmis-
sion had become heterosexual (Hanenberg et al. 1994;
Ford and Koetsawang 1999). Public health officials quick-
ly realized that the country’s large sex industry was play-
inga central role in the infection’s spread and responded
with a “100% Condom Program” that mandates brothel
owners to enforce condom use in every paid sex act (Ford
and Koetsawang 1999). Uncooperative owners are iden-
tified through STI surveillance among sex workers and
clients and receive sanctions.

Condom use soon reached more than 90 percent in
commercial sexual encounters (Hanenberg et al. 1994),
and the proportion of men visiting sex workers fell by
about half (Mills et al. 1997; Phoolcharoen 1998; UNAIDS
2002¢; USAID 2002). The government did not directly
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discourage commercial sex, but mandatory condom use
and the awareness of risk caused many men to give up
paying for sex. Thai men also reduced the numbers of
their unpaid casual partners (Mills et al. 1997). Rates of
STIs fell rapidly (UNAIDS 2000b), and HIV incidence and
prevalence are declining among both young men and
pregnant women (Celentano ct al. 1998; UNAIDS 2000b;
Sharma 2001; Nelson et al. 2002).

Cambodia has the highest HIV rate in the Asia—
Pacific region (Ryan ct al. 1998; XIV International AIDS
Conference 2002), with a high proportion of transmis-
sion oceurring through commercial sex (Chanpong ctal.
2001). Cambodia instituted a 100% Condom Program of
its own, and condom distribution rose from 99,000 in
1994 to 16 million in 2001 (UNAIDS 2002b). STI rates
among sex workers fell substantially (XIV International
AIDS Conference 2002; Larivee 2002), and HIV preva-
lence in the general population has also started to fall
(UNAIDS 2002a).

In the 1980s, Uganda had among the world’s high-
est AIDS prevalence rates, and the country responded
with a determined approach involving all sectors of so-
cicty. More than 700 agencies in Uganda now work on
AIDS prevention, ranging from churches to NGOs to the
military (CGreen et al. 2002). An active support group for
people with HIV encourages many Ugandans to speak
apenly of their HIV status. Consequently, more Ugan-
dans than other Africans report that they know somcone
with HIV (Green et al. 2002), a strong predictor of chang-
ing behavior (Macintyre et al. 2001). Since peaking in the
late 1980s, HIV incidence has fallen substantially (see
Figure 2) (Stoncburner et al. 1998; Green ct al. 2002), as
demonstrated by surveillance among military recruits
(UMOH 2001a), pregnant women (Stoneburner and Low-
Beer 2002), and the general population (UMOH 2001b).

Unlike in Thailand, condoms were not central to the
initial response in Uganda. Messages focused on delay-
ing sexual debut, abstinence, being faithful to a single
partner (called “zero grazing”), and condom use, roughly
in that order {Green et al. 2002; USAID 2002). Large-scale
condom social marketing did not begin until the mid-
1990s (Green et al. 2002). By 1995, only 6 percent of Ugan-
dan women and 16 percent of Ugandan men had ever
used a condom; consistent use was found to be much low-
cr (Green etal. 2002). Ugandans now use more condoms,
particularly with casual partners, but this increase can-
not be given credit for what happened earlier (Stone-
burner and Low-Beer 2002). The main cause of falling
incidence in Uganda was a substantial drop in numbers
of casual sex partners, going from rates typical of the re-
gion to rates that are now mnch lower (Kilian et al. 1999;
Green and Conde 2000; Stoneburner 2000; AGI 2002; XIV



Figure 2 HIV prevalence among pregnant women aged
15-19, Uganda, 1991-2000
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International AIDS Conference 2002; Green et al. 2002).
For example, in 1995, only about 12 percent of Ugandan
malesand 5 percent of Ugandan females between the ages
of 15 and 19 reported having had sex with a nonregular
partner in the past 12 months, compared with about 50
percent and 30 percent respectively in neighboring coun-
tries (DHS various dates). This is the same age group in
which incidence and prevalence have fallen the most in
Uganda.

Positive changes like those in Uganda are also tak-
ing place in some other parts of the region, including the
neighboring Bukoba district of Tanzania (Stoneburner
and Low-Beer 2002). In Lusaka, Zambia, HIV prevalence
among 15-19-year-old pregnant women fell from about
30 percent to about 15 percent between 1993 and 1998
(Fylkesnes et al. 2001; US Census Bureau 2001). As in
Uganda, this decline probably had more to do with re-
ductions in the number of casual partners than with in-
creased condom use (Bloom et al. 2000; Agha 2002; Gru-
lich and Kaldor 2002). The proportion of women in this
age group who reported that their last partner was “ca-
sual” fell from 12 pereent to 8 pereent, whereas the pro-
portion who reported condom use increased only slight-
ly (Agha 2002).

Although the Thai and Ugandan examples exhibit
important differences, they also have much in common.
Both countries responded to AIDS early and decisively.
Both national programs had lcadership from the high-
est levels, were multisectorial, achieved broad public
support, avoided stigmatization, and included carc for

41

the infected. Although efforts in Thailand emphasized
condom use, particularly for commercial sex, they also
encouraged reduction in number of sex partners. Efforts
in Uganda emphasized reduction in number of partners
but also encouraged the use of condoms. The differences
in approach between the two countries reflected appro-
priate responses to different circumstances more than
different philosophics.

Interactions with Other Strategies

The promotion of condom use is a prevention strategy
with the potential to reduce sexual transmission of HIV,
but it is not the only such strategy. Examining condom
promotion in isolation gives, at best, a narrow view of
prevention. Different strategics can interact additively or
multiplicatively. For example, a certain level of partner
reduction might cut HIV transmission in half, as might
a certain level of condom use. Together they would re-
duce transmission even more. Such a result argucs for
using multiple strategies to achieve maximum impact.
In conflict is the cconomic law of opportunity cost: A
dollar spent on one intervention cannot be spent on an-
other. This limitation argucs for focusing on the ap-
proach with the best cost-benefit ratio. Unfortunately,
solid data regarding the costs and benefits of different
AIDS-prevention strategies are often lacking.

Interactions are even stronger when interventions
designed to change one behavior also change others.
Such interactions can be pusitive or negative, and they
have received far less attention than they deserve. The
100% Condom Program in Thailand promoted use in
commercial sex situations, which caused many men to
give up the practice (Mills et al. 1997). Condom promo-
tion among port workers in Brazil unexpectedly reduced
the proportion reporting casual partners (Hearst et al.
1999). Studies find female condoms useful mainly be-
cause their availability encourages thinking and discus-
sion about risk, thereby facilitating other strategies (Man-
tell et al. 2001).

Tnteractions, however, also can be negative. A recent
increase in many communities in STIs (including HIV)
among men who have sex with men may have resulted,
in part, from a perceived decrease in the severity of HIV
infection (Chen et al. 2002). In theory, antiretroviral treat-
ment should prevent HIV transmission by reducing vi-
ral load and infectivity (Quinn et al. 2000). Unfortunately,
this benefit may have been outweighed by a negative
interaction between treatment and sexual behavior.

Concern that condom promotion might increase sex-
ual activity is a major source of opposition to this strat-
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egy, espedially when efforts are focused on young people
(St. Lawrence and Scott 1996; AIDS Policy Law 1997; AIDS
Alert 1998). Condom promotion could do more harm than
good if young people choose condom use over absti-
nence, especially if use is inconsistent in settings where
transmission is widespread. Little is known about how
different approaches to condom promotion affect sexual
behavior, largely because evaluations seldom report out-
comes other than condom use. Research on the impact
of sex education for young people (Magnani and Karim
2002) gives reassuring evidence that it does not increase
sexual activity, but such programs tend to be conserva-
tive, encouraging delayed sexual onset and fewer part-
ners, rather than eroticizing safer sex.

Condom promotion among commercial sex work-
ers and clients, no matter how explicit or sex-positive,
scems unlikely to encourage the practice of commercial
sex. The same might be said for condom promotion tar-
geting other groups at high risk. The balance of risk ver-
sus benefit, however, may be different in other settings.
The possibility that presenting casual sex using a con-
dom as socially acceptable, enjoyable, and safe mightin-
crease sexual tisk behavior in the general public cannot
be dismissed. Condom promotion need not increase sex-
ual activity to produce a negative cffect. Even if it at-
tenuates a decrease in the average number of sex part-
ners that would have taken place otherwise in response
to HIV / ATDS, it could be harmful.

Recommendations

Consistent condom use is effective for reducing HIV
transmission. Condom usc has increased substantially
in many places. Promotion of condom use has played
an important though variable role in successful ATDS-
control programs, but questions remain. How consistent
must condom use be to protect the individual? How high
must rates of use be in what types of sexual partnerships
to protect society? Can a generalized HIV epidemic be
overcome primarily through the use of condoms? How
can condom promotion best be integrated into multifac-
eted prevention efforts?

These questions, espedially the last, require practical
rescarch, What messages for condom promotion also en-
courage people to have fewer sex partners? How can de-
layed sexual onsct and “zero grazing” be presented to
encourage the use of condoms when people’s behavior
does not meet these ideals? The answers to these ques-
tions are likely to vary from one group to another.

Campaigns for AIDS prevention might learn from
efforts to reduce traffic deaths. Strategies include build-
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ing safer roads and cars, promoting the use of seat belts,
enforcing speed limits, and discouraging driving under
the influence of drugs and alcohol. Proponents of dif-
ferent strategics may argue about resources, but they sel-
dom undercut each other. An advertising campaign to
promote the use of scat belts would never imply that
driving while drunk is safe so long as you wear onc. The
experience with traffic safety also provides other, less
cncouraging lessons. Although wearing a scat belt cleat-
ly provides some protection, widespread scat-belt use
has not cut traffic deaths as much as was anticipated, per-
haps because of risk compensation: Drivers who wear
scat belts feel safer than when they do not and may,
therefore, drive more carelessly (Richens et al. 2000).

For many individuals and scttings, using condoms
is the best option for reducing the risk of acquiring or
transmitting HIV. The commercial sex setting provides
an obvious example. The world should follow Thailand’s
lead with a global 100% Condom Program. Another ex-
ample is individuals infected with HIV. Consistent con-
dom use is essential for HIV-positive people who remain
sexually active. Condom promotion has proved to be an
cffective strategy for men who have sex with men and
should also be focused on others at high risk, including
drug users and STI patients.

Many countries have gone beyond targeted condom
promotion and invested substantial resources in promo-
tion for the general public. Unless such an approach were
to lower the likelihood of abstinence and partner reduc-
tion, there are strong theorctical reasons that it should
help. It can promote AIDS awareness and lead to the pre-
vention of unintended pregnancy and of the transmis-
sion of STIs. Nevertheless, how effective a public health
strategy condom promotion is to control a generalized
AIDS epidemic remains unclear.

The impact of condom-promotion programs must be
measured better. Keeping track of the numbers of con-
doms distributed is not sufficient. Measuring rates of
consistent use by type of partner is necessary. Programs
aimed at the general public should also monitor indi-
viduals’ numbers of sex partners, especially casual part-
ners, and especially among the young. Such information
can be employed to detect interactions and protect con-
dom-promotion programs from unfair criticism. For ex-
ample, declining condom distribution might signal a
program’s success if it were the result of a reduction in
the number of men who visit sex workers ot have other
casual partners. Fortunately, the need for better indica-
tors to measure success in condom promotion is now
receiving more attention (MEASURE Evaluation).

All interventions must be designed to avoid doing
harm. Although the use of condoms is not harmful in it-



self, promotion of their use can do harm if it siphons off
resources from better strategics or, worse yet, undercuts
efforts aimed at partner reduction or delay of sexual on-
sct. It might also do harm if it is not accompanicd by a
steady and affordable supply of condoms. Anything less
could encourage inconsistent condom use—certainly not
an cffective means of HIV prevention.

Avoiding harm also means telling the truth: Con-
doms are safe and effective, but not 100 percent effec-
tive. The common practice of assuring people they can
only acquire HIV through unprotected sex is not accu-
rate. Avoiding overstatements about the effectivencss of
condoms may go along way toward climinating any pos-
sible conflicts between condom promotion and other stra-
tegies to reduce sexual risk. Presenting people with ac-
curate information about the advantages of condom use
is not impossible. Family planning programs around the
world have achieved a similar balance in promoting con-
traception.

Whatever the difficulties of condom promotion, this
approach must be used to best advantage. There are not
so many weapons against AIDS that we can forgo any,
nor is any so cffective that it makes the others superflu-
ous. Much depends on realizing the potential that con-
dom use offers.
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Comment

The time has come for common ground on preventing

sexuval transmission of HIV

The HIV/AIDS pandemic is an urgent health and growing
humanitarian crisis, especially in the high-prevalence regions
of sub-Saharan Africa where most new infections continue to
occur. On World AIDS Day (Dec 1), two decades after the dis-
covery of the virus that causes AIDS and after many millions
of deaths, we believe it is critical to reach consensus on a
sound public-health approach to the prevention of sexually
transmitted HIV. Although transmission from injecting drug
use is a serious and increasing problem in some regions, here
we focus on sexual transmission, which continues to account
for most infections globally. Sexual behaviouris influenced by
many factors not always under an individual's control,
including gender norms and social and economic conditions.
However, the public-health community has an obligation to
offer people the most accurate information available on how
to avoid HIV, and to encourage changes in societal norms to
reduce the spread of the virus.

Although prevention should encompass multiple inte-
grated clements, including links to expanded treatment
access, changing or maintaining of behaviours aimed at risk
avoidance and risk reduction must remain the comerstone of
HIV prevention. We call for an end to polarising debate and
urge the international community to unite around an inclu-
sive evidence-based approach to slow the spread of sexually
transmitted HIV, on the basis of the following key principles.

First, programmatic approaches must be locally endorsed,
relevant to the indigenous social and cultural context,' and
respectful of human rights. Interventions must also be epi-
demiologically grounded, addressing the main seurces of new
infections*—whether concentrated in high-risk settings such
as commercial sex*>* or spread widely through mwltiple con-
current partnerships in the general population.” /

Second, the ABC (Abstain, Be faithful/reduce partners, use
Condoms) approach can play an important role in reducing
the prevalence of HIV in a generalised epidemic, as occurred in
Uganda®* All three elements of this approach are essential to
reducing HIV incidence, although the emphasis placed on
individual elements needs to vary according to the target
population. Although the overall programmatic mix should
include an appropriate balance of A, B, and C interventions, it
is not essential that every organisation promote all three cle-
ments: each can focus on the part(s) they are most comfort-
able supporting. However, all people should have accurate
and complete information ahout different prevention
options, including all three clements of the ABC approach.

Thus, when targeting young people, for those who have
not started sexuval activity the first priority should be to
encourage abstinence or delay of sexual onset, hence empha-
sising risk avoidance as the best way to prevent HIV and other
sexually transmitted infections as well as unwanted preg-

www.thelancet.com Vol 364 November 27, 2004

nancy." After sexual debut, returning to abstinence or being
mutually faithful with an uninfected partner are the most
cffective ways of aveiding infection. For those young people
who are sexually active, correct and consistent condom use
should be supported. Young people and others should be
informed that correct and consistent condom use lowers the
risk of HIV (by about 80-90% for reported “always use™*%)
and of various sexually transmitted infections and pregnancy,
and they should be cautioned about the consequences of
inconsistent use. Prevention programmes for young people in
and out of school should be expanded, and parents should be
supported in communicating their values and expectations
about sexual behaviour.

When targeting sexually active adults, the first priority
should be to promote mutual fidelity with an uninfected
partner as the best way to assure avoidance of HIV infection.
The experience of countries where HIV has declined suggests
that partner reduction is of central epidemiological impor-
tance in achieving large-scale HIV incidence reduction, both in
generalised and more concentrated epidemics.’**¢ Peaple
who have asexual partner of unknown HIV status should alse
be encouraged to practise correct and consistent condom use
and to seek counselling and testing with their partner.

When targeting peopleat high risk of exposure to HIV infoe-
tion (ie, engaging in commercial sex, multiple partnerships,
anal sex with high-risk partners, or sex with a person known
or likely to be infected with HIV or another sexually trans-
mitted infection), the first priority should be to promote cor-
rectand consistent condom use, along with other approaches
such as avoiding high-risk behaviours or partners. The identi-
fication and direct involvement of most-at-risk and margin-
alised populations is crucial,? particularly (but not only) in
more concentrated epidemics, where such populations
account for a large proportion of infected people. It is also crit-
ical to expand prevention programmes designed spedifically
for people living with HIV/AIDS.

Third, community-based approaches involving religious
organisations, women's and men’s associations, care groups,
youth organisations, heafth workers, local media, and both
traditional and governmental leaclership can foster new
norms of sexual behaviour, as for example occurred with the
successful zero-grazing strategy (fidelity and partner reduc-
tion) in Uganda."***% Prevention programmes need to
address issues such as stigma, gender inequality, sexual coer-
cion, cross-gencrational relationships and transactional
sex,”7" and directly invalve people living with HIV/AIDS, in
order to maximally achieve the behavioural objectives neces-
sary to reduce HIV incidence at the population level.

To further achieve the prevention, care, and treatment
abjectives (including the goals for reducing HIV in women
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and infants) specified by the United Nations General
Assembly Spedial Session declarations (UNGASS), the US
President’'s Emergency Plan for AIDS, the Millennium
Development Goals, and other international initiatives, the
global community will need to greatly expand access to serv-
ices for testing, effective counselling for and treatment of
HIV/AIDS and other sexually transmitted infections, preven-
tion of mother-to-child transmission, and family planning.®
Given the critical importance of averting new HIV infec-
tions, emerging evidence on potential interventions such as
microbicides or other female-controlled methods, treatment
of genital hemes and other sexually transmitted infections,
male circumcision, and vaccines should be continuously
reviewed for inclusion in HIV prevention programmes, while
doing soin a way that fosters overall risk reduction and mini-
mally interferes with the adoption of essential prevention
behaviours. The time has come to leave behind divisive polar-
isation and to move forward together in designing and imple-
menting evidence-based prevention programmes to help
reduce the millions of new infections occurring each year.
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From a vicious circle to a virtuous circle: reinforcing strategies
of risk, vulnerability, and impact reduction for HIV prevention

UNAIDS supports the consensus statement' on HIV preven-
tion because reducing individual risk is essential to people
protecting themselves and others against sexually trans-
mitted HIV infection. Nevertheless, we believe that it is
equally critical to mount broad strategics that address vul-
nerability to HIV exposure—ie, the inability of individuals to
control their risk of infection because of contextual factors
that create situations of risk”

Young people aged 15-24 years constitute half of all new
cases of HIV infection worldwide, and need access to the full
range of prevention services, information, and commeaditics.
Decreasing their vulnerability to HIV means providing educa-
tional opportunities and tackling unemployment and under-
employment  through job creation and  job-training
initiatives. Women and girls constitute almost half of all
those living with HIV globally.! Situations of vulnerability that
increase their risk of HIV exposure include unequal access to
education, limited employment opportunities, economic
dependence, lack of property and inheritance rights, expo-
sure to physical and sexual violence and carly marriage.s
Protecting young people and women from exploitation, traf-
ficking, and sexual abusc is also HIV prevention.

Equally important is the fight against the social exclusion of
peaple living with HIV. Protecting their legal, political, and
economic rights, while ensuring their active participation in
policy development and in the design, implementation, and
cvaluation of prevention programmcs, enables their healthy
behaviours, reaps benefits from their engagement, and
boosts their influence on others to adopt safer behaviours,

e helancel.com Vol 364 November 27, 2004

The impact of AIDS on socicties and communities creates
vulnerability to HIV. AIDS-related illness can reduce house-
hold revenue and increase health-care expenditures, leading
to decreased family-food cansumption.” Measures to alle-
viate impact that also reduce vulnerability include: assis-
tance to enable families to maintain their homes;
income-generating activities for vulnerable groups; food
secutity programmes; community support for arphans, care-
givers, and others seriously affected by the epidemic and
life-prolonging treatiment with antiretrovirals.

Anestimated 5 million people are being infected annually;!
the epidemic is clearly outpacing a response which is not on
the bold scale required to reverse its course. Scaling up risk-
reduction programimes is not the whole answer. Programmes
which assuime that all individuals have autonomous deci-
sion-making capacity to make healthy choices will achiove, at
best, partial success. UNAIDS supports comprehensive pre-
vention strategies that go beyond creating awareness,
building skills, and providing access to prevention tools. Such
programimes foster supportive social norms, alleviate the
impact of AIDS, address stigma and discrimination, and
actively work to rectify underlying vulnerabilities that place
people, particularly the young and women, in situations of
HIV exposure risk.

Effective prevention requires policies that reduce the vul-
nerability of large numbers of people by creating social, legal,
and cconomic environments in which prevention becomes
possible—precisely because an effective response to AIDS
goes hand in hand with basic sociocconomic development.

See Camenent pages 1913,
1916, 1918, and 1919

2t approach (Abstain, Be
faithfulfreduce partners, use
Condoms) to prevention is
essential but not enough
Wormen are getling infecled
nert only becausr they di ot
bave inlcrmation but also
because they do not have
sacial and economic pover o
ke safe Ensuring thal girls
complele secandary school
can significantly reduce their
wnerability 16 HIV by
baosting ther skillsand
opening up opporlunilies Lhey
need to achicve greater
economicindependence.
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Mr. PAYNE. Thank you very much for all of your testimony. We
have votes coming up, but I think we can begin our questioning,
and then at an appropriate time we will leave, and hopefully you
will be able to remain for the question period.

I would like to begin with Dr. Hearst. You talked about the
condoms and ineffectiveness in general. You mention that there are
condom-only programs. And I wonder if you could talk about that.

I was unaware that there would be programs where condoms
would be distributed without any kind of educational material or
people talking about the A and the B, also. So do you know of any
programs that stress only condom distribution, without any other
kinds of education, et cetera, that needs to go along with the whole
concept?

Dr. HEARST. Well, certainly that is not what we generally found
for PEPFAR programs in the review in three African countries,
where I was last year.

But if we look historically at how condoms have been promoted,
including often with U.S. Government funding, it has often been an
approach called condom social marketing, where the goal is to pro-
vide condoms at below-market prices, make them readily available,
and promote their uptake. And if you are not careful, and often
what does happen is, success is measured in the number of
condoms sold.

And you promote a product where, you know, we are Americans;
we know how to promote products. We can sell toothpaste; we can
promote condoms. And these condom social marketing efforts will
generally not be at all integrated into messages about changing
sexual behavior. I could give specific examples; I am not sure how
helpful that would be at this point.

But I am not at all opposed to making condoms available. When
I support ABC, I include the C in ABC.

Mr. PAYNE. Would any of the other witnesses like to comment on
the whole question?

Dr. GAYLE. Yes, thank you. I would just like to add a few points.

You know, I think the issue has really moved past whether A,
B, and C are all critical elements for prevention. I think all of us
would agree that all three components are critical.

Our feeling is that we haven’t gone far enough. And particularly
if you look at the issue of those who are increasingly vulnerable—
girls and women in the countries at greatest risk—our ABC strate-
gies don’t really meet their needs. And abstinence, being faithful,
and wearing condoms are oftentimes, in fact, usually not within the
control of women. And women’s vulnerability actually derives from
other issues, including their economic dependency, their social de-
pendency, et cetera. And so I think we have to go beyond that.

But I think spending a lot of time arguing whether it is A, B,
or C really diverts from how we really have the best long-term, sus-
tainable impact.

Our concern is about being prescriptive at the country level, and
not allowing countries to have the capacity and the ability to actu-
ally decide which program works best for them within their own
cultural context, not allowing them to use the range of tools that
will have sustainable impact on reducing HIV.
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Dr. MUKHERJEE. I would also like to add some pieces of evidence.
I think there is actually more than ample evidence that poverty is
a risk factor for HIV.

Our group has done studies in Haiti, looking at the risk for
women who contract sexually transmitted disease, their main risks
being not having a proper roof over their head, and not having a
radio, markers of their poverty, not of their promiscuity. These
women with sexually transmitted disease had a very low number
of sexual partners.

The second, we also have evidence of economics and its relation-
ship to having forced sex from within Haiti again. There are many
other pieces of evidence that poverty is a risk factor, I know no evi-
dence that being rich is a risk factor for HIV, other than very early
in the epidemic, with air travel. And in fact, it was sexual tourism
itself that brought HIV to Haiti in the beginning of the epidemic.

And I don’t think at this point it is true that more rich people
in poor countries have HIV than poor people. I work on the ground
all the time as a clinician. The large majority of people living with
HIV are very poor.

Dr. DAULAIRE. I would just like to comment about the ABC de-
bate.

From the standpoint of organizations and health professionals
working in the field, it is really a false dichotomy. And we have
heard from Dr. Hearst, as well as from Dr. Gayle, that responsible
programs really work across the spectrum, dealing with partner re-
duction, dealing with delayed onset of sexual activity, and dealing
with provision of condoms and other reproductive health services to
protect those who are at risk.

And this is not new. I know that we have had a lot of discussions
about this since the initial debate over the authorization of
PEPFAR. But I would remind this committee that the signal suc-
cess story that has been cited here, Uganda, where certainly the
changes in sexual behavior were and have been an important con-
tributor to the reduction in HIV, was not an invention of PEPFAR.
In fact, Uganda had the greatest per capita contribution of United
States Government AIDS support through the late -eighties,
through the 1990s, and into the beginning of this century, of any
country in the world. So this was the consequence of a long time,
with lots of people working there. And the A and B in Uganda were
very much a part of the fabric that the United States Government
was involved in promoting back before PEPFAR, as well.

So I would just caution us against getting tied up in a debate
that is perhaps not very real on the ground.

Mr. PAYNE. Thank you very much. Could you put the screen on,
and see how much time we actually have? Okay.

Well, we have a few minutes left. And I will just yield to Mr.
Smith, if he would like to begin questioning.

Mr. SMITH OF NEW JERSEY. Thank you very much, Mr. Chair-
man. Let me begin with Dr. Hearst, with your focus on generaliza-
tion of epidemics, or epidemics generalized as opposed to con-
centrated.

I was struck by your comment that we then look for evidence of
a public health impact for condoms in generalized epidemics. To
our surprise, we couldn’t find any. No generalized HIV epidemic
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has ever been rolled back by a prevention strategy based primarily
on condoms. Instead, the few successes in turning around the gen-
eralization of the epidemic, such as Uganda, were achieved not
through condoms, but by getting people to change their sexual be-
havior.

And you end with an important point, that anything that dilutes
the focus of AIDS prevention in Africa from changing sexual behav-
ior may do more harm than good. And yet you point out that
UNAIDS didn’t publish the results. I am wondering why that was
so and if you could elaborate again on this very provocative state-
ment, which I think over the last 4 years is being proven true
through evidence-based information that has been percolating from
the field.

Dr. HEARST. Well, I think the results that we found weren’t what
UNAIDS expected. They weren’t what we expected going into it. I
know there was a lot of internal debate about it at UNAIDS. I
know a lot of individuals at UNAIDS who told me privately that
they, you know, agreed with what we were saying, and appreciated
what we were saying. I don’t think UNAIDS was prepared to make
that sort of a statement at that time.

There have been some changes in UNAIDS. Peter Piot supports
ABC; says he supports ABC. Then the next moment he is saying
that condoms are the only strategy that has been shown to work,
which I have to kind of scratch my head when I hear.

But I think that there has been some shift there. And hopefully,
we will continue to see more of a shift in that regard. But of course,
UNAIDS has to be very careful about what they do and say and
put out, because, by their nature, they have to act as a consensus-
based organization.

Mr. SMITH OF NEW JERSEY. But again, publishing information.
Had your findings proved the opposite, I am sure that finding
would have been widely disseminated, would have been published.
When evidence is gleaned that doesn’t support a pre-conceived no-
tion, it gets put into a spike somewhere or put into a closet some-
where. This is very troubling and very disconcerting that a group
would not want that information to go forward.

We want it all on the table. And again, you found some informa-
tion which many of us intuitively thought might be true, but you
have found information and evidence that supports it.

Dr. HEARST. Well, I agree with you. I will say they didn’t try to
keep us from publishing it ourselves, as individuals. But they were
not willing to put their stamp on it.

Mr. SMITH OF NEW JERSEY. But again, the imprimatur of
UNAIDS would have, I think, changed at least some of the debate.
Because there has been a very strong debate, as you know.

I am the one who authored the amendment dealing with the con-
science clause, because we found, and we had ample evidence of it,
that during the 1990s, large numbers of faith-based organizations
that wanted to do abstinence and being faithful were precluded
from U.S. funding. I used examples during the floor debate to back
that up and I heard it anecdotally all the time, found clear evi-
dence of it. From my point of view, changing sexual behavior cer-
tainly is one of the keys to stopping this.
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As I said in my opening statement, Mr. Chairman, I think it does
smack of racism to suggest that some individuals are not able to
change. I found, in my trips to Africa, that time and time again,
the individuals, especially the young people in this Lancet piece,
which Dr. Gayle has signed as well, makes it very clear that the
first priority in targeting young people should be to encourage ab-
stinence or delay of sexual onset.

We found that apart from PEPFAR, Mr. Chairman, the rest of
the international community was asleep at the switch, unwilling to
buy into this idea. I think your testimony gave some reasoning be-
hind that. A part of it is that they are focused on a concentrated
epidemic, as opposed to a generalized one. Whatever other reasons
might be out there, I think your statement was a very good expla-
nation for that.

So it seems to me—and you say so in your statement, that over-
all we are better off with earmarks than without them. Absent the
earmark, it is my belief—and I would appreciate your view on
this—we would have seen abstinence and being faithful again
being put on a shelf somewhere.

And I would just note parenthetically that Dr. Ilyoto, the head
of the Uganda Parliamentary Committee that deals with
HIV/AIDS, has said that we need more money for a debate. He is
very concerned that the being faithful part is not getting ample
funding, because that is where you can really change lives and also
have a tremendous impact on whether or not people get sick. If you
could, in the minute or so you have left.

Dr. HEARST. Well, I would totally agree with that, on the B. And
there tend to be passionate advocates for both the A and the C, and
then unfortunately the B tends to get forgotten, when really reduc-
ing number of partners among the general adult population, in
places with generalized epidemics, is probably the most important
of the three. And it tends to get lost, sort of lost in the cross-fire,
so to speak. So I would totally agree with that.

In my opinion, the prevention earmarks in this first cycle of
PEPFAR have done more good than harm. Any earmarks can be
cumbersome. There can be times when local people feel that they
tie their hands. They may be right at times. But I have just seen
this too often, that if you don’t have an earmark, that we are going
to spend at least this much of the budget on getting sexual behav-
ior change, then it gets lost. People tend to see their AIDS program
as a basket of services, and we have got to provide everything in
the basket. And by the time you have tried to do that, the money
is all spent on other things that are much more expensive. And the
B, in practice, tends to get lip service, unless you specifically decide
we are going to spend X amount on this. That is my concern.

Mr. PAYNE. It looks like it is about time to recess. We will return
in about 15 minutes, when these votes are over. Thank you.

[Recess.]

Mr. PAYNE. We will reconvene our hearing. And we will start a
second round of questioning. We do expect a few of the members
to come back, although many of them have lunch meetings to go
to.

Let me just ask Dr. Hearst. You closed your testimony and the
discussion that we had with a warning about moving beyond the
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ABCs, and specifically cited concerns about focusing on issues such
as gender inequality as a means of prevention.

You said in your statement that African countries with the best
records in this regard, like Botswana, which we already heard
mentioned in the discussion, have the highest rates of HIV infec-
tion. I think that it was talked about that that was prior to, and
as it has been moving on we see that there has definitely been a
shift. And it may have been because of the mobility of people at
that time.

But what I find so interesting about the example you cited is
that Physicians for Human Rights conducted an in-depth study,
which was released earlier this year, which detailed the effects of
gender inequality and discrimination on the spread of AIDS in Bot-
swana and Swaziland.

The authors found that in fact the HIV and AIDS epidemic in
Botswana is undergirded by women’s lack of decision making on
sexual matters, and prevalent gender discrimination.

So I guess my question is, first of all, are you familiar at all
about this report? I have a copy of it here. And have you, yourself,
conducted an in-depth study on the status of women in Botswana,
and its effect on the spread of HIV? And do you believe that be-
cause the status of women may be better, relatively speaking, in
Botswana than in other African countries, that there is no gender
inequality there; thus making social gender imbalances a non-con-
sideration in the spread of the disease?

Dr. HEARST. I was aware of that report. I have not read the re-
port. And I can’t say that I have personally conducted research spe-
cifically on gender equity.

I think gender equity is a very important issue and cause. I
think, on the other hand, if you look at Africa, there certainly is
no Muslim country in Africa that has high rates of HIV/AIDS, and
it is not because they have better gender equity. And that the coun-
tries like Botswana and South Africa, some of the countries with
the highest rates have—not to say that there couldn’t be more im-
provement; I am sure there can, everywhere—but if you tried to
look at a correlation between the status of women in Africa, at
least on a national basis, and HIV rates, you wouldn’t find it, or
you would find it going perhaps in the other direction.

By that, I am not trying to imply we shouldn’t be working on
gender equity. I think there is a perception sometimes that by try-
ing to change sexual behavior, we are talking about just telling
disempowered young women, you know, you have to say no, and
putting all the onus on them. And that is not how it should be at
all. We should be working probably more with the older men than
the younger women, the older men who are infecting these younger
women, and making it no longer socially acceptable or okay for
them to be pressing younger women to have sex with them. And
taking some of this pressure off I would hope would be empowering
for women, not repressive for women.

So I am sure there are many situations where working with gen-
der equity and HIV prevention can be synergisticc. We just
shouldn’t assume that the problem will go away if we get better
gender equity, or that necessarily anything that is good for gender
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equity is what we ought to be doing for HIV prevention, or vice-
versa.

Mr. PAYNE. Your plus, Dr. Gayle, you were saying ABC-plus. And
once again, what were some of those pluses you were talking
about? I think it kind of maybe contradicts some of what Dr.
Hearst—I think we all agree that prevention is the way to go. I
think that that goes without saying.

I guess the question is: How do we go about prevention? How do
you go about education? What are the ways, at the end of the day,
to assist in prevention? And we are finding that there are a lot of
different ways. I think everyone agrees that abstinence is very im-
portant; I don’t know anyone who doesn’t advocate abstinence.

I think there are some who say, then, in case abstinence doesn’t
work, now where do we go? And that was the point of some of the
questions about a specific amount of funds earmarked for absti-
nence-only programs, where I think everyone talks about absti-
nence. You can’t talk about HIV and AIDS if you are not talking
about trying to abstain. Well, if you are young, and I couldn’t agree
more that the B is very important, that once you are of age, then
what? You are not talking abstinence to a 35-year-old, generally
speaking.

So it is this question of the be faithful, limiting partners, et
cetera. However, then, as Dr. Gayle said, it is difficult to do. And
you even admit older men have a strong influence in communities;
and therefore, how do you change their behavior? So it is far
from—do you have any comments, or do any of the other wit-
nesses? We have discussed it earlier, but I think that this is really,
as we look at reauthorization, we have got to try to figure out what
is going to be best for the amount—if we don’t get the $50 billion
that has been requested. I think that is a good number.

I mentioned $30 in Kenya on World AIDS Day in 2006. And 3
or 4 months later, the President also mentioned doubling it to $30
billion. Maybe I should have said 50. [Laughter.]

Yes, Dr. Gayle.

Dr. GAYLE. Well, just to start it—I am sure that my other col-
leagues have additional points to make—on this issue of gender, if
you look at the epidemic, particularly in Africa, it is fairly clear the
numbers make the point. In the younger age group, for every one
infection within a young man, there are three infections in the
same-age girls. And so the ratio of female-to-male HIV infection
makes it clear that this is an epidemic that is disproportionately
impacting women, and particularly young women. Sixty percent of
new HIV infections in Africa are occurring in women. And it should
be no surprise.

We know that for any sexually transmitted disease where hetero-
sexual transmission is the main route of spread, it will have a
greater impact on women. For biologic reasons, for social reasons,
and for economic reasons.

And so our comments reflect the fact that if that is the reality,
and if behavior change is, in fact, the best route that we have at
this point of reducing HIV infections, we have to look at what con-
tributes to that behavior.

And on the side of women, if we want to be able to change the
underlying reasons that women are vulnerable to HIV, it is impor-
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tant to look at what are the driving factors. They are often social
and economic.

If we want to look at the male side of the equation, which we
must, as well, if we want to have an impact, then we do have to
look at changing social norms, looking at what it is going to take
to support men to think about gender relations differently, and
really support very different behavior in men, while we give women
the support to be able to reduce their own risk for HIV.

So I think that those are the points that we tried to make. You
know, when it gets back to this issue of whether or not an earmark
is important to do that, again, I think that there is very little dis-
agreement that all three components of the ABC equation are very
important foundations.

I think where we would differ is whether or not an earmark is
essential for having that balance, and whether having an earmark
that preferentially states that A and B are the components that
have to be stressed is again where we have a difference, that we
really do think that a comprehensive approach is important. And
that including all three components will ultimately have the great-
est impact. And tailoring that to the epidemiology, tailoring it to
the population at need, continuing to make sure that we look at
what makes the biggest difference for any given population.

And then finally, I think, while it is true that the issues of what
you do in a generalized versus concentrated epidemic are different
in the strategies that are used, even within a concentrated epi-
demic, there are populations that are at greater risk than others.
And we have to think about the fact that young women, particu-
larly those who are living under economic hardship, are at greater
risk; and that we do have to think about how you tailor a response
that meets those who are at the highest risk, even within the con-
text of a concentrated epidemic.

Mr. PAYNE. Yes.

Dr. MUKHERJEE. I would like to just mention one thing about the
“plus” issue. When I started working in HIV prevention in Ugan-
da—I was part of the big push in the early nineties in Uganda,
where the prevalence in the town that I worked in was 35 percent,
which means of adults of child-bearing age, the prevalence was
about 60 percent. Many of the adults were dying of HIV.

And I was working on a program for children, 10 to 14. And it
was before there was any issue of ABCDEF. There was no alphabet
attached to the need, the urgent need that we had to prevent HIV
infection in these young people before the onset of their sexual ac-
tivity. We talked enormously about trying to delay the onset of sex-
ual intercourse until marriage, until they had finished their edu-
cation, et cetera. That was the focus of the program: To try to get
them to understand HIV risk.

And for these children in 92 schools throughout rural western
Uganda, we had a 3-week course about how AIDS is transmitted,
how it can be prevented, and reproductive health in general.

When we asked these children what is your main risk factor for
HIV, in school after school they said poverty. They did not say sex;
they did not say rape. They said poverty.

And I will tell you that for these women, children, and particu-
larly girls, school is not free. And they were often sleeping with a
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man who would have a relationship with them, who would pay
them for their school fees, as a calculated risk against being illit-
erate and not able to enter the job market.

And when you ask children to make the choice of going to school
or not going to school, and if someone will pay for that school, they
will take that risk. And you can make the argument that it is actu-
ally not a bad risk, because one known person that they are sleep-
ing with is much safer than being a servant and being raped, and
being vulnerable for the rest of your life.

So one of my feelings, and something that we do in Partners In
Health as risk prevention, is thinking about getting rid of school
fees; is helping children go to school. And is that an abstinence pro-
gram? Well, in fact, it is. Because every study—again, these are
studies—there is evidence that shows that the longer time girls are
in school, the more likely they are to delay the onset of sexual
intercourse.

So the idea that we could sit and tell them about abstinence is
one thing. But if you don’t have the actual choice, if you are robbed
of your agency by poverty; and similarly, many of the women that
we take care of in rural Haiti, in rural Rwanda, in rural Lesotho,
they are bargaining for sex for food for their children.

As a mother of a 14-month-old, who has been in 14 countries, by
the way, I can say that I don’t know a single mother who, if faced
with starving children, would not have sex with a man to feed her
children and support her.

So what is the plus? The plus is providing some means, some
safety net as a way to do prevention. Whether it is school fees,
whether it is income-generating programs, whether it is the provi-
sion of food to extremely needy families, these are AIDS preven-
tion.

And we can talk about abstinence, et cetera. These are rhetoric
in terms of the decisions people are making that have to do with
feeding their children, surviving, going to school.

Mr. PAYNE. Thank you. Thank you very much. I see Dr.
Boozman.

Mr. BoozMmaN. I really don’t—I am just enjoying the comments,
to be honest. I appreciate all of you all, that you spent, reading
your bios, you have spent a good portion of your lives really in a
very noteworthy endeavor, you know, trying to solve these tremen-
dous problems.

I agree with you, Doctor, that the school fees and that, poverty,
you know, those are tremendous problems. It is just difficult, you
know, as you do travel, and those of us on Foreign Affairs do have
the opportunity to travel a lot, and get around and understand the
extreme poverty in these countries.

So I really don’t have any questions. Again, I just appreciate
your-all’s work. I appreciate the fact that you are in the battle. And
there are lots of differences of opinion as to how to get these things
done. And yet we really do want to help you any way we can, and
just appreciate your efforts. Thank you.

Thank you, Mr. Chairman, Ranking Member, for having the
hearing.

Mr. PAYNE. Thank you very much. Mr. Scott?
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Mr. Scort. Thank you, Mr. Chairman. And I want to commend
each of you, because each of your presentations has been very, very
illuminating. They have been very, very informative.

When I was in the Georgia Senate as a Georgia Senator, I au-
thored the state law on sex education, mandating the teaching of
sex education and AIDS prevention instruction in the Georgia
schools. As you can imagine, it was a challenge in any school sys-
tem. But in Georgia, that is a pretty, pretty tall order.

And we had to deal with essentially what my good friend, Mr.
Smith from New Jersey, raises what I think is the fundamental
question, but also presents the fundamental opportunity and how
to move further.

One of my experiences in dealing with this issue was, and how
do you deal with both of these—they are two separate entities. Sex
education, you have got teenage pregnancy. But AIDS prevention
begins to get another set of requirements to deal with. And you all
have each expressed that.

And how do we deal with it in the context of reauthorizing this
program, and yet, to respond to Ms. Gayle’s concerns about we
need to do more, and yours and everyone? How do we move for-
ward with this, and yet address what I think are some funda-
rSnentﬁl; concerns by members that were basically expressed by Mr.

mith?

And I had the opportunity of having to wrestle with that, be-
cause there were many, with sex education—abstinence only, that
is it. Nothing else. Nothing else, abstinence only.

But then when I brought in the AIDS prevention instruction, ev-
erybody began to think and understand, ah. Because we are deal-
ing with something that is happening after the cat is out of the
bag. And it takes a different set of things here.

So my question is—one of the reasons, before I get to my ques-
tion—we solved that problem by, of course, emphasizing abstinence
only in the sex education. But when it got down to the AIDS pre-
vention, we came up with this analysis, which I think goes to what
Dr. Gayle was talking about when she mentioned the local, I can’t
remember exactly, but the local cultural differences and concerns.

And that is where I want to ask my first question and get a re-
sponse from. How do we move forward in what I think is needed
to have a greater expansion on the treatment of AIDS, when you
know you have got 90 percent of the children with AIDS in one
strategic area? That is obviously a preventive kind of measure that
we have to move forward for. And there is something local going
on there. There is something different there that touched on what
Dr. Gayle is saying.

And I wondered, Dr. Gayle, if you could start by stressing, how
do we reconcile the need to move beyond the abstinence only, to
deal with the localization of the issue; the different cultural values?
The point that Dr. Mukherjee was mentioning about the schools
and the fees, that might not be the same elsewhere.

And is there something specific that you could recommend to us,
and what we can include in this bill going forward, that would ad-
dress the need that you see as doing more, but yet could give room
to work with the concerns of, say, my colleague, Mr. Smith? Be-
cause in order for us to move forward on this, we have to come up
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with something that we can work with the strain of thought that
he is registering.

Dr. GAYLE. Thank you. It is a very complex set of issues. Let me
start, and I am sure some of my colleagues will also have com-
ments.

You know, I think this is an issue that we have wrestled with
for a long time: How to make sure that we are looking at an inclu-
sive process, and including the different aspects of this. And you
know, again, I think we feel very strongly that there is probably
less disagreement around what the right approaches are, and that
it would be good to move past whether there is a single bullet that
will have an impact on this epidemic.

I think we now know, after 25 years, that in fact it has to be a
comprehensive approach; that it has to include prevention and
treatment and care and support. That we need to, if we are going
to have a long-term sustainable impact, that we have to prioritize
prevention, all the while knowing that access to treating is critical
for those who are already infected with HIV.

And if we look at what really drives people’s risk factors and peo-
ple’s vulnerability for HIV, then we will be able to look at that in
a way that takes into consideration localized needs.

It is true that different countries have different factors that may
contribute. But I think if we give countries the flexibility to plan,
based on their epidemiology, based on their cultural traditions, in-
corporating those in their response, that in fact we will have the
best ability to have programs that are tailored to the need.

I just also want to touch on your issue of pediatric HIV infection.
It is a critical issue. And even there, we recognize, as Dr. Daulaire
said, that we can’t just focus on a very narrow approach that says,
“Get pills in mothers’ mouths,” without thinking about what are we
going to do for the long-term impact of making children safe and
improving child health. And we need to look at an integrated ap-
proach.

Ultimately, what is going to have the greatest impact on reduc-
ing the number of children born with HIV is reducing the number
of women who get infected with HIV to begin with, and giving
women choices who are HIV-infected, to be able to reduce their
chances of getting pregnant if they choose not to. So integrating
with family planning services is critical for allowing women who
a}r;e HIV-infected to choose not to become pregnant, if that is their
choice.

In addition, we have to continue to look at keeping women safe
to begin with, so in fact fewer women contract HIV, and therefore
are able to pass it on. So I think we have got to look at all of those
factors, and continue to look at how do we allow countries the abil-
ity to make the choices that will serve their needs best.

Mr. ScotrT. Dr. Gayle, if I may just follow with one question, Mr.
Chairman. What we did in Georgia when we ran across that, be-
cause we had to work both the conservative side, the liberal side,
the moderate side, to come up with a conclusion. We were all
happy with abstinence, as far as the sex education and the courses,
and how we taught it, with peer influence and that sort of thing.

But when we got to the AIDS, we suggested, we came up with
this compromise, that allow each local school system, in concert
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with their parents, the PTA unit at that school, to determine
whether the C word, condom, could be dealt with only in the area
of AIDS prevention.

So my point is that, is there a recommendation that could be
made, as we move forward with reauthorization of this, that we
may want to come up with some kind of language in here that
could give at least, maybe there is some formula. Maybe there is
some level of attainment with the children. Maybe there is some-
thing there that could trigger and say if it is at this level or for
this country, perhaps we allow that community of interest to deter-
mine for itself, given its values, as to whether we move with simply
allowing the funds to flow with the condom use.

Dr. GAYLE. Yes, I think options like that have a lot of potential.
When I was with the Centers for Disease Control, we actually
could only provide resources to states if they, for HIV prevention,
if they had community planning groups that worked along with the
state health departments. It was a CDC requirement that the com-
munities were involved. Materials had to meet local standards, et
cetera. So I think that there are ways in which one could incor-
porate an inclusion of communities, so that community standards
and norms were actually what were used.

And we have a lot of examples of how that is done in the United
States, but also a lot of examples around the world, where the in-
clusion, the explicit inclusion of communities in planning the pro-
grams helps to make sure that programming is relevant to the
community norms and cultural practices.

Dr. MUKHERJEE. And in Uganda, we did just that in 1994 and
1995. We asked the parents, and we worked with the PTA, just like
you are saying in Georgia.

And my experience working all over the world is that no matter
where you are, parents don’t like to talk to their kids about sex.
And they assume not talking is akin to the kids not doing it. And
I think working with the parents to craft a message for children
is completely reasonable wherever you are in the world.

Dr. DAULAIRE. Let me just bring this back for a moment to the
specifics of the PEPFAR reauthorization.

What we are discussing here, I think, is really at the heart not
of a debate between A and B and C; it is a debate between a med-
ical approach, which says we will tell you what to do, and we will
do it for you, and a developmental approach that says we will work
with you to figure out the best solutions in your own context.

And that is I think one of the fundamental concerns that imple-
menting groups have with a hard earmark. Because it takes that
flexibility in terms of working with local communities out of play.

Now, I think all of us in development agree that culture is not
destiny; and that, in fact, behavior change in sexual behavior is in-
deed feasible, and happens. But culture is also not just a speed
bump. It is something that has to be understood; it is very contex-
tual, as it was in Georgia, as you discussed.

And what is clear here is that we need to, through this legisla-
tion, provide the enabling conditions for that dialogue to take place
to engage communities, particularly those at highest risk, and to
coordinate and to fold prevention care treatment into primary set-
tings as much as possible, and to bring in these larger social con-
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texts. Because it is really, it is not about changing sexual behavior,
it is about changing social behavior, of which sex is one manifesta-
tion.

Dr. HEARST. If I might just comment. When we talk about letting
local people make the decision based on local situations, I mean,
when you look at the successful Uganda example, as we have just
heard, that is where it came from. It didn’t come from Western ex-
perts coming in and telling the Ugandans to do it this way.

And unfortunately, what we Western experts have done far too
often—and maybe that has gotten a little better in the last few
years, I hope so—is we have gone in and told them condoms are
the real solution. Condoms are the real AIDS prevention; all this
other stuff is just nonsense. And that has been the model that has
been followed in most African countries for the last 15 years. And
that is certainly not because local Africans came up with condoms
as, Oh, we have all sat down and thought about it, and decided
condoms are the way to go. No, that is because the foreign experts
came in and told them that.

And in fact, unfortunately, in Uganda, after their great success,
there has been a bit of backsliding. And it is partly because some
foreign experts have come in and told them, ah, this zero-grazing
thing, well, maybe that was fine; but, you know, get with modern
times. You are doing a terrible job. You don’t have nearly as high
condom-use rates as in successful places like Botswana and South
Africa. And more and more of the resources went to condoms, and
now we are starting to see HIV infection rates tick up a little bit
in Uganda.

So I am a little worried when—I am all in favor of coming up
with local solutions, because they are more likely to work. But you
have to be very careful how you do that. And the local solution
tends to be what the foreign experts and the local elite that has
been trained in the United States and Europe goes back and have
internalized.

So I think if we had real locally based solutions, we probably
wouldn’t need to worry about earmarks. Because what most Afri-
cans understand is that this epidemic is sexually driven, and they
would tell you themselves that sexual behavior is what has to
change.

Mr. SCOTT. So you are fine with that local; you see that as being
very, very important. But what you are saying is that it needs to
be, we need to have the program accentuated and grounded more
with the A and the B, the abstinence and be faithful, and not allow
the condoms or the local control to, or the local control to deempha-
size the A and the B.

I agree with you on that. I think it is strong; I think you are ab-
solutely right about the abstinence. I think you are absolutely right
about the behavioral.

But I think that in terms of our policy here in getting something
through or expanding this deal, I think we have to come up with
language that can make sure those things are satisfied; that the
concerns of, let us say my colleague from New Jersey, Mr. Smith,
can be satisfied. Because they are my concerns, too. Because I
agree, after going through this, if you can get them to stop it, don’t
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do it before time, and we can get that if we get it into elementary
schools and we get it in there.

But let us face it: This is a biological clock that is going to go
off at at least 12 or 13. I mean, that is natural, it is going to go
there. And once they engage in sex, then there has to be another
approach, as your approach. If you have got to do it, do it with one
person. And hopefully, get married.

But when we are dealing with the primary problem, as what
these ladies have pointed out, it is coming from these men. These
old grown men that ought to know better. It is coming from these
prostitutes. It is coming from those johns who do it. It is coming
from all these other things. And when it is so persistent and ramp-
ant within that cultural there, that in one area 90 percent of the
children of the world are AIDS here, clearly we have got to do this
other third thing. And maybe the local control will do it.

So anyway, that is my thought on that. And I just agree with all
four of you. And I think you are doing a wonderful job. And again,
Mr. Chairman, I say to you that I am anxious to join you in your
next trip to Africa, because this is the number-one health issue in
the world. And if we don’t move with it forthrightly and quickly,
it is going to spread even greater. And we are the country to pro-
vide that leadership. It is our mandate to do that. It is our calling
to do that.

And thank you all for this excellent hearing.

Mr. PAYNE. Thank you. Thank you very much for your interest
and your passion.

I see Mr. Chabot.

Mr. CHABOT. Thank you, Mr. Chairman. I apologize for not being
here for the testimony itself. I will certainly take the time to re-
view the testimony of all the witnesses. I want to thank you for
giving it.

My only, I guess, comment would be that I had the opportunity
to visit an AIDS facility some years ago, in Kampala, Uganda. This
was a number of years ago. And about 3 weeks ago I was on a
codel with a couple other members, and we went to Darfur, and
then we also went to Ethiopia. And one of the things we did in
Ethiopia was to go to an HIV/AIDS program put on by, I believe
it was Save the Children, just outside of Addis Aboba.

And it is really kind of heart-wrenching what you see there, to
the extent that most of the kids were either HIV-positive and were
orphans, or there was some connection that obviously put those
particular children there at risk.

And one of the main things that they stressed was that even
though the drugs, the cocktail, is now available in many places, if
the nutrition is not up to standards, then you are really wasting
your energy and money, and the people aren’t going to survive any-
way. So that has to be a key part of it, letting those children and
families have adequate nutrition.

And there were clearly bags there saying that this was from the
people of the United States, and it was good to, certainly to see
that. And I just wondered if—and you may have already com-
mented on this, and if so, I apologize—but does anybody want to
comment on that aspect that the nutrition—yes. Both of you.
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Dr. GAYLE. Yes, just briefly. We commented on this in our state-
ment, and feel that the issue of food security is critical, both for
prevention, as well as for people who are already infected with
HIV. We know, and Dr. Mukherjee gave a very eloquent statement
around how women, particularly poor women, often have to sell sex
or exchange sex for food. Young girls, in order to get education and
get their school fees paid for, often exchange sex in order to get
adequate nutrition or education, et cetera. So we know that the
issue of lack of stable source of food and food security does increase
vulnerability to HIV.

We also know that people who don’t have access to adequate nu-
trition and who are HIV-infected will sometimes use their money
to buy food, as opposed to using it for their drug treatment, be-
cause the food is most essential. And that people who don’t have
adequate nutrition aren’t going to be able to continue to comply
with their anti-retroviral therapies.

So yes, we think that food security is a critical issue. And I think
it just continues to point to one of our core issues, that unless you
address these social and economic underlying factors, both for pre-
vention and treatment, we are not going to have the long-term,
sustainable impact that we want to have on the epidemic. So we
do strongly agree that we have to integrate food security with these
other issues, as well.

Dr. MUKHERJEE. Can I—I would like to add something specifi-
cally about children, which you asked, Mr. Scott, and also Mr.
Chabot.

You know, I think that the food security issue is central to this,
as is health system strengthening, which was the topic of my testi-
mony. But I have heard a couple times today you can’t treat your
way out of this epidemic. And I am worried about that rhetoric.

It is because of the advocacy around treatment that we now have
the opportunity to do all of these other things, like prevention.
Many of us, I think at least the two here that I know well, Nils
and Helene, we have been working in HIV since the beginning of
the epidemic. And prevention was not enough to garner the kind
of resources that we now have. The activism around treatment.

So the idea that you can’t treat your way out of the epidemic, let
us not get too caught up in that. We have the opportunity, because
of this money, to do much more effective prevention.

One of the critical things in allowing people to use the messages
of A, B, or C is knowing their status. But as my example showed
you from our clinic in Haiti, people are not going to come and get
tested if there is no availability of treatment, of primary
healthcare.

Similarly, if we are going to invest this money in treatment, we
have to make sure that people have adequate nutrition to meet
their needs. Because otherwise they will succumb to other infec-
tions, particularly tuberculosis.

And then lastly, in terms of children, there is prevention and
there is prevention. We have focused a lot of time in this hearing
on the ABC issue. But there are two other parts of the prevention
that are evidence-based, that are extremely important, that we
have not even addressed. And one is the prevention of maternal-
to-child transmission of HIV, which Nils pointed out is a known
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therapy. It was the first important breakthrough in HIV in 1995.
And 12 years later, we have less than 10 percent of pregnant
women with HIV in Africa who know their status. Why? Because
the health systems are broken. Because they have nowhere to come
for prenatal care, for HIV testing.

It is not because people don’t want the drugs. They are going to
come if there is a health system that works. And that is why 90
percent of children with HIV are in Africa. The epidemic is there,
and women are not accessing prevention services because they are
not wrapped into comprehensive prenatal care. Women should not
be delivering babies in their homes. It is bad for their life.

And so, and then the other evidence-based prevention that we
haven’t talked about is the detection and treatment of other sexu-
ally transmitted diseases. Again, why is this not happening? It is
not happening because health systems don’t work. Because people
are not able to access the system that would allow them to treat
diseases like syphilis, et cetera, that will decrease transmission of
HIV.

And it is in those settings that you can do prevention. We do pre-
vention in churches, in schools, in communities, et cetera. But also
the prevention is tied to people knowing their status, to being able
to access the health system, and to be able to have a place that
they can go to when they are sick. And that is, Mr. Scott, why the
children are still being born with HIV infection, because their
mothers don’t have access to primary healthcare.

Dr. DAULAIRE. I completely agree with Dr. Mukherjee. This is not
a debate, at least in our community, about treatment versus pre-
vention. That bus has left. And it is very clear that when done
right, and with high quality—and again, I would urge that in the
enabling legislation, that the quality of treatment care be high-
lighted, not just the numbers—that that actually can be and should
be an enhancement for all of the prevention programs.

Clearly, the things that your committee needs to look at in terms
of the legislation needs to be this issue of quality versus quantity.
The issue of how to best increase prevention. And again, it is not
a debate in our community any longer whether condoms versus A
and B are the key things; they all have to be done in a systematic
and coordinated way.

Third, following the Institute of Medicine recommendation,
healthcare worker training; and with that, strengthening the
health systems, as Dr. Mukherjee has said. That needs to be built
into the legislation as a part of what PEPFAR takes an active role
in.

And fifth, coordination across U.S. Government agencies, so that
things such as food security and other issues that directly relate to
the status of people living with HIV and at risk of HIV, are part
of the fabric of this government’s response.

Mr. PAYNE. Yes. Dr. Hearst.

Dr. HEARST. I don’t have much to add. Just when I say we can’t
treat our way out of the epidemic, I in no way intend that to mean
we shouldn’t be doing treatment.

What I mean by it is that we shouldn’t fool ourselves into think-
ing that treatment is in some way a substitute for prevention, or
that it will necessarily result in prevention. There are ways that
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it can be synergistic with prevention, as we have heard; people
knowing their status, and helping them not to transmit to others.

But frankly, there are ways that it undercuts prevention. And
my own research has shown this in gay men in places like Brazil,
where treatment is rolled out, and people think, Oh, HIV is not so
bad any more; it is a treatable disease. And they start backsliding
on avoiding risky behavior. We have seen that in San Francisco.
We have seen that in other places.

I am not saying because of that, we shouldn’t provide treatment.
We have to be extra careful that we don’t in our own minds start
thinking that somehow treatment is a substitute for prevention.
No, we need both. We need them both very much. And we need to
find ways to make them synergistic, and not interfering with each
other, because there is that potential.

Mr. PAYNE. Mr. Smith?

Mr. SMITH OF NEW JERSEY. Thank you, Mr. Chairman. Before
asking two final questions, I would just make one observation. And
I appreciate the testimonies of all of our very distinguished wit-
nesses here today, and for your work.

Last year, on May 25, I chaired—and you might recall, Mr.
Chairman, because you were there—I chaired the African Global
Human Rights International Ops Committee. We held a hearing on
world hunger, and the crisis that we have. One of the major compo-
nents of that hearing was the fact that, just like you or I, if we are
on antibiotics and aren’t taking sufficient amounts of food, it
doesn’t take long for that antibiotic to cause major-league stomach
upset, in addition to perhaps not working as well as it could. Dou-
bly so, triply so, how many times so for those that are on A or B.
So that message was very clearly conveyed to us by our witnesses
at that hearing.

We also had a safe blood hearing. I remember one of the WHO
witnesses saying that 44 percent of maternal mortality could be
ended if we had access to a safe, durable supply of blood. The do-
nors, as it would turn out, should not be paid because, if they are,
you are more likely to get people who will not provide safe blood.
We would need to establish as best as possible a system whereby
volunteers would come forward and the blood would be screened.
I myself have been in a number of African hospitals where you
open up the refrigerator, and there are very few pints of blood sit-
ting there, waiting to be transferred.

So women, when they hemorrhage from a complication attrib-
utable to either the birthing of a child or some other maternal com-
plication, just doesn’t have access to that safe blood. So it is some-
thing that we have tried, Chaka Fattah has pressed USAID on
this, I have pressed them. Mr. Chairman, you have, as well, believ-
%ng so passionately that access to safe blood could save so many
ives.

Even though it is a small amount that get AIDS in Africa from
bad blood or tainted blood, safe blood is just not there.

One other observation, as well, is that in seeking balance—and
I remember when we were writing this legislation, because I, like
others, was very much involved with the drafting of it. Obviously,
Chairman Hyde was the prime sponsor and the prime leader on
that issue. But we all kind of forget that we provided 15 percent
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of the funds for palliative care, 55 percent for treatment. Many of
us have noted over the years that there was almost nothing going
to help people treatment-wise, and this was a breath of fresh air
for those suffering from the epidemic to be able to get these life-
saving ARVs.

On the prevention side, 20 percent for prevention; 33 percent
shall be expended for abstinence and being faithful. So it is a sub-
set that we are talking about. And that was born out of a very
real—and I appreciate Mr. Scott’s statements earlier—a very real
observation that many of us made, inside and outside of the admin-
istration, those on both sides of the aisle, that abstinence and being
faithful really got short shrift over and over again.

I don’t mind having a condom inclusion, but it needs balance.
And again, especially for young people, if you get a mixed message
and you get it from people in authority, you might take the path
of least resistance and just use a condom.

And I take your point, Dr. Hearst, about the backsliding. I re-
member President Museveni being laughed at, frankly, by many in
the international community. He stood firm, as did his wife, as did
others in Uganda, and said the international community, we appre-
ciate your help, but frankly, we want a locally based solution to
this, and we want to save our countrymen and countrywomen by
effectuating what turned out to be an ABC model, which has
worked so very well.

Let me also say when it comes to the children, not brought out
in this hearing, but I will never forget in Ethiopia, when I visited
an orphanage for HIV-infected children. There were about 500 kids
there. As I walked around, I must have had more kids holding onto
my arms on both sides. And if it wasn’t for the nuns’ love and com-
passion, and fighting to get ARVs and other helps, which was a
daily battle for them, those kids might have been dead, certainly
very sick.

And yet they told me there are kids that they have to turn away
for lack of capacity. So again, that percentage of balance of what
we do with our HIV/AIDS money needs to be looked at very care-
fully, because those kids need help. And they also need help in the
facilitation of adoptions when there are AIDS orphans. That means
coming to the U.S. and going anywhere else where loving couples
are waiting to adopt these very adoptable children, or making it
work for them in a home with the grandmothers and others who
very often are the greatest assistance in raising those children.

Finally, let me just ask two questions. First, Dr. Gayle, you men-
tioned in your recommendations that we remove arbitrary restric-
tions and you include the anti-prostitution pledge, as you call it.

Now, just a little bit of background. I am the one who sponsored
that amendment to PEPFAR. It was born out of my work for at
least 5 years prior to PEPFAR. It really actually began in the mid-
1990s; it came to fruition with a hearing that I held right there in
1999, where we talked about the whole issue of sex trafficking, and
the fact that, especially around the world, and here as well, it was
exploding. The break-up of the Soviet Union, with the ease and
availability of the Internet that moved women, and the fact that or-
ganized crime jumped in with both feet. All of a sudden we had a
situation where women were being trafficked.
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Well, the amendment basically said that the organization has to
have an anti-prostitution, anti-sex trafficking pledge. But as you
know, and as I think everyone knows, in implementing the ABC
final rule that guides how we spend this money, the money is
available for people who are involved with brothels, women who
are so-called sex workers. It is available for sexually active discord-
ant couples; we already know that.

But it is done in a way so that hopefully we don’t have a
partnering with brothels and with the sex traffickers, to the det-
riment of those women.

And your very next point, you say advancing an ABC-plus ap-
proach to address underlying vulnerabilities, you want to confront
social norms that put women and girls at risk, as well as gender-
based violence. It seems to me, I can’t think of a worse gender-
based violence on the face of the earth than sex trafficking, where
women are raped every single day, and these victims that I have
had testify at probably a dozen hearings right in this room, where
we have heard women tell their stories; I have gone all over the
world, to shelters; those women need rescuing, not enabling.

And again, that legislation, we thought we had balance. The
model, in terms of money being disseminated by PEPFAR, can go
to a woman in a brothel. But it doesn’t go to an organization that
says we think this sex worker deal is okay. What kind of retire-
ment benefits do they have?

I watched a CNN piece recently. I was actually in Abuja when
I watched it. I turned it on, and there it was, a half-hour piece.
Very incisive piece.

And in it, the reporter from CNN went down the streets in Bom-
bay, and was talking to all of these young girls. Every one of them
would say I am 24, I am 23. Every one of them was about 12 or
13. And then they did a raid. The police let the women go—women;
the young girls.

And when they talked to the Sex Workers Union in India, they
said every one of them is above majority age; there is not a minor
among them.

So I worry, and I worry deeply, if we don’t at least have some
line in the sand and say the organizations need to realize that
prostitution and sex trafficking is an exploitation of women; it is
not an ennobling profession.

The Court of Appeals for the U.S. District Court found in our
favor that this language is permissible, and it actually comports
with the goals of the PEPFAR legislation. So I am very distressed
by that, frankly, because again, I have met so many women who
have been trafficked. And frankly, women that I have met that
have been in prostitution often have some dysfunction in their
past. Usually it is an incest situation for many of them, and they
are acting out their brokenness. And they need to be helped and
loved, and brought out of that continuing exploitation. And it only
helps the men who want to exploit these women.

So I would ask you to reconsider that. And I ask that very, very
strongly. Please reconsider, because I think that is a major mistake
which will unwittingly enable gender-based violence against
women.
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Secondly, and my other question—again, I would ask you to re-
spond to that—Dr. Daulaire, you make a very good point about the
child, the mother-to-child transmission issue about which we are
not doing enough. You pointed out the bed nets and all the other
things we need. And I couldn’t agree more. We have had hearings
on that, as you know, Mr. Chairman. Both you have had them and
I have had them, about why we need to incorporate these aspects.
If you get malaria, obviously then you are on another train to sick-
ness, and maybe even death. So I agree with that.

But I was concerned when both you and Dr. Gayle say that we
need to incorporate reproductive health services into that. And part
of that is definition, and maybe you could tell me if I am wrong
on this.

But when I see organizations, like last October, we are talking
about IPPF, International Planned Parenthood, the Packard WHO,
Family Health International, and a host of other groups holding a
conference in Ethiopia, linking reproductive health, family plan-
ning, and HIV/AIDS in Africa. That sounds reasonable on its face,
until you try to understand what they mean by reproductive
health.

To many of us, it simply means abortion. Well, I open it up, and
I read the report: It is abortion. They say it plainly in their report.
That is what they are trying to pressure governments to do.

When I met with President Mellis, and before that his Minister
of Justice, about a year and a half ago, to promote what you and
I talk about, the killings that occurred on the streets of Addis, I
asked how and where they got the language to change their abor-
tion law. They told me a U.S. NGO wrote it for them.

So we are talking about local solutions, IPASS and IPPF, Equal-
ity Now and other groups are actively trying to impose, in my opin-
ion, abortion on a traditional society that loves their unborn chil-
dren, as well as their newborns. And then I look at some of the
signers, and I see Dr. Cates with Family Health International.

In 1976—and I just say this parenthetically—he wrote a piece,
and I have a copy of it, abortion is a treatment for unwanted preg-
nancy, the number-two sexually transmitted disease.

Pregnancy is not a disease. Unborn children are not parasitic
life. And yet he treats it as if it is a disease. He is with Family
Health International.

Human rights are for all, from womb to tomb. They don’t start
at birth; it is the beginning of life, much earlier than that, concep-
tion. Birth is an event in the life of a child after it has begun. This
conference raises very serious, troubling red flags to people like
myself.

So how do you define reproductive health? Is it abortion? Is that
what you mean? They say it clearly in this conference. Is that your
opinion as well?

Dr. GAYLE. I think that I will start with the first issue that you
raised. And it is long and complicated, so let me just say, give kind
of a simple answer. And we would be happy to provide further re-
sponse to your question.

I think our concern is, I think I would say we would share your
concern about the issue of gender violence, what has happened in
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the case of particularly young girls who have been sold into com-
mercial sex, et cetera.

I think that the issue of the pledge, though, doesn’t address
those. And I think what the concern of many organizations has
been is that what happens, in terms of ability to work with organi-
zations that work with commercial sex workers, has been ham-
pered by this. And so it is really the application of the pledge
versus whether or not organizations—and I think most of us would
say we don’t feel that commercial sex is the best option for women’s
economic viability. But we also do accept the reality for women,
particularly poor women. Sometimes that is the only option avail-
able to them, and we want to be able to work with commercial sex
workers to reduce their risk of HIV infection, all the while recog-
nizing that the risks that women put themselves in in the sex
trade are not positive.

Mr. SMITH OF NEW JERSEY. Would the gentlelady yield, just very
briefly? I think that is where we differ. I don’t think that it is an
option, no matter how desperate.

I mean, I wrote two micro-credit laws. I believe desperately and
passionately in the need for economic empowerment, which is why
I did the two micro-credit laws. The Trafficking Victims Protection
Act was my bill. It was a totally bipartisan bill, but I took the lead
on it.

It is not ennobling. It hurts women. It is just like allowing these
men, as Mr. Scott and others talked about, who are abusing these
young girls. We can’t——

Dr. GAYLE. No, by no means am I saying that this is a good op-
tion. The reality is——

Mr. SMITH OF NEW JERSEY. It should not be an option.

Dr. GAYLE. The reality for many women, is that it is the only op-
tion they have to put food on their children’s plates. And commer-
cial sex is an option that people take, and they are therefore at
great risk for HIV. And we want to be able to continue to reduce
their risk of HIV, understanding that the long-term consequences
of commercial sex have their own set of risks. So we recognize that.

Mr. SMITH OF NEW JERSEY. I understand that. But——

Dr. GAYLE. We also recognize that operationalizing that pledge
has many times driven a wedge between our ability to work with
the very group at greatest risk. So that is our concern. By no
means—and we have gone on record, as have most NGOs gone on
record, saying that we do not support prostitution. And we are
comfortable making that statement.

Mr. SMITH OF NEW JERSEY. But the very groups that brought
suit refused to sign it. They are affiliated with and have connec-
tions or links with some of the groups, like Adam and Eve, which
is involved with a lot of sexual paraphernalia.

But the emergency plan makes it clear, makes it clear that they
can provide sex workers, as they call them

Dr. GAYLE. Right. All I can say is that we are on record as oppos-
ing prostitution. We believe that that is the correct position.

On the other hand, we don’t want language that in fact drives
a wedge——

Mr. SMITH OF NEW JERSEY. It is also sex trafficking, as well.
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Dr. GAYLE [continuing]. Drives a wedge. And we, of course, would
agree with that, as well. But we don’t want language that in fact
drives a wedge between us and the ability to in fact reduce wom-
en’s risk of contracting a deadly disease. I think that is where we
feel that operationalizing that pledge has not been beneficial to
being able to reduce women’s risk of contracting HIV.

On the other issue, for us, when we talk about reproductive
health, what we are talking about is linking women who are HIV-
infected with the ability to have access to family planning. And in
that case we are talking about whether it is pills, whether it is dia-
phragms, whatever is the best locally available option for women
who are HIV-infected, who do not want to continue getting preg-
nant, which, you know, the data all show that women who have
one HIV-infected child are very likely to have another one. So we
want those women to have the option to avoid pregnancy if they
are HIV-infected. So linking them with family planning services is
what we were addressing in our paper.

Mr. SMITH OF NEW JERSEY. But do you define reproductive
health as abortion?

Dr. GAYLE. In our paper, what we were talking about was linking
women with whatever range of family planning services are legal
and safe, within their country context. We are not advocating for
any particular method. We recommend and support a country’s de-
cision to put their own standards on what reproductive health serv-
ices are available in their country context.

So our recommendation is, in fact, to link people with their coun-
try’s family planning services. We don’t prescribe what those serv-
ices are. Countries have the right to choose what their range of re-
productive health services are. Ours is linking women with those
services; it is not supporting any particular strategy.

Mr. SMITH OF NEW JERSEY. But you know as well as I, and I ap-
preciate the indulgence of the chairman, that many of these con-
ferences are put on by foreign NGOs, United States based and Eu-
ropean based. And they bring an agenda. And that agenda, time
and time and time again, and I read much of it, is abortion.

So it is not like it is a locally indigenous clamor for abortion. It
is very much manipulated by foreign NGOs. And this conference is
just one example of many——

Dr. GAYLE. I can’t speak to the conference. Our point was that
women who are HIV-infected should have the option to have access
to family planning, and be able to make decisions about whether
or not they want to get pregnant, knowing their HIV status.

Mr. SMITH OF NEW JERSEY. I understand.

Dr. GAYLE. You know, I would just again say that we do believe
that countries and professionals within those countries have the
ability to make safe decisions, make sound decisions. And I think
we are past the point where a foreigner can parachute in and dic-
tate to countries. I don’t believe that we so overwhelm people’s best
thinking because we have foreigners involved. I think we are past
that. I think we have, throughout the world, very bright profes-
sionals in the countries where we are working. They can make up
their own mind. They can choose the methods that they think are
best for their own cultural circumstances, for their own country’s
circumstance.
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And you know, I think the thinking that we are so overwhelming
people’s decisions, I think is just not true any more. I think that
you will find bright, well-educated professionals in these countries
that will go toe-to-toe with any of us on being able to decide what
is best for their own populations.

Mr. SMITH OF NEW JERSEY. Before going to—do you describe re-
productive health as abortion? Is it included in the definition?

Dr. GAYLE. In our statement, we are not advocating any par-
ticular methods. What we are advocating is that women who are
HIV-infected have access to family planning services, the family
planning services that are available in their countries. It is not a
statement about one method or another, nor is it a statement about
what is available in any given country context. It is a statement
that women should have access to family planning. HIV-infected
women should have the option of practicing family planning and
avoiding pregnancy if, in fact, that is their choice.

Dr. DAULAIRE. Congressman Smith, I know that we have had
this conversation for probably over a dozen years back at various
points. And I know there is a tendency, particularly in a political
environment, to ascribe certain meanings to certain code words.
And I know that reproductive health services have come to be a
flashpoint on that.

In my testimony, as submitted, I think I was clear, but in case
I was not, I will restate what I thought was clear. Which is that
an access point for women to get HIV testing, an excellent access
point is in family planning clinics and places where they can get
reproductive health services.

Did I mean places where they should go for abortions? No. But
is the reality that in some countries, that abortion is included
among those services? Yes, it is true. Relatively few countries.

But I was talking about family planning, I was talking about
treatment, diagnosis and treatment of sexually transmitted infec-
tions, I was talking about services that deal with female genital
cutting and mutilation and so forth.

Do I believe that abortion is an appropriate treatment for HIV?
No. It is not something that I or our members would recommend.

Now, as you recognized, the Global Health Council is a big-tent
membership organization. We have members, individuals, profes-
sionals, as well as organizations, who are pro-life; we have mem-
bers who are pro-choice. And we have actually been able to engage
a constructive dialogue on common issues, where we can all work
together. So the Global Health Council doesn’t take a position one
way or another on this very heated subject, but believe that this
is a matter for national decision making, not something that either
external NGOs or external governments ought to be imposing on
countries.

There is a rich debate and dialogue going on in many places, and
we feel that countries should decide.

Mr. PAYNE. Mr. Fortenberry?

Mr. FORTENBERRY. Thank you all again for coming, and for your
testimony today.

There is a lot here. May I ask a simple question? We have Ugan-
da, we have Botswana. Lowest incidence of transmission, highest
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incid?ence of transmission. What are the distinctions in the coun-
tries?

Dr. MUKHERJEE. It is not a simple question, and you know that.
And I don’t think actually it is a question of highest incidence, low-
est incidence. Because in fact, Uganda was the epicenter of the epi-
demic in the early nineties.

And many things that Uganda did allowed that rate to come
down. And I think Mr. Smith mentioned President Museveni. But
when I was working in Uganda, President Museveni appeared on
many occasions with a condom on the end of a pen, giving lectures,
trying to give the population all of the avenues they could have to
prevent HIV.

And I think the thing that should be really noted, and I think
Dr. Daulaire pointed this out, is an enormous, enormous amount
of resources went into Uganda for prevention at the time. Because
there was no, they were the only game in town. There wasn’t an
HIV epidemic raging throughout the continent, as there is now;
and Southern Africa hadn’t even yet been hit by the epidemic.

What is special about Botswana? I don’t think anyone knows.
There are academics at my institution, at Harvard, that think it is
the type of virus. I disagree. There are people that think it is sex-
ual practices, cultural practices; I disagree.

My personal opinion, what I tell my students at Harvard Medical
School is if you want to understand the AIDS epidemic in Southern
Africa, particularly in South Africa, but this applies to Botswana,
Namibia, Lesotho, Swaziland, read the book Cry, the Beloved Coun-
try, which was written in 1948, by Alan Paton long before there
was an HIV epidemic. And what it describes was the way Black
labor was set up under apartheid; the way the mining economy
robs Black men of the ability to live with their families.

And in fact, it was apartheid legislation set out in 1948 that said
that Black men could not have settled labor. They could not bring
their wives and their children to live in the mines with them.

What does that say? I think there is a lot of—I mean, I am a
woman, obviously, but I think there is a lot of male blaming that
goes on in the HIV epidemic. If men had the ability to have local
choice of economic viability to support their families, I think they
would take that.

I worked in a country, Lesotho, where at any given point more
than 80 percent of the people attending clinics are women. The
men work in the mines of South Africa. There are no economic op-
portunities for them in Lesotho.

So I think we have to think about this as a social context. You
know, there are mining companies that are making a lot of money
off of Black labor. And men are not allowed to bring their families.
There are no settlements. And some of these companies even bus
in prostitutes to make these men happy.

Whose fault is that? If you are making less than $1 a day, and
you are living 10 hours from your family, and the bus ride is going
to cost 6 months of your wages, how often are you going to be able
to see your wife for a conjugal visit? And I think this is the reality
in Southern Africa. The epidemic has been fueled by a mining econ-
omy, by extraction of Black labor on the backs of poor people who
really have no economic option.
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And I really think that Uganda has been progressive in dealing
with their AIDS epidemic in many, many ways. But they had a lot
of help, and they had a very broad-based strategy that included ab-
stinence, fidelity, condoms; but also included the international com-
munity’s focus on that one country at that time.

Dr. GAYLE. I would just add also that if you look at the recent
trends in Botswana, the rates are starting to come down. So I
think, in the same period of time that Uganda was able to see a
response, Botswana is now also seeing that same sort of response,
using a comprehensive approach. But the epidemic in Botswana oc-
curred more recently than the one in Uganda.

So I think if you look at the two, in fact, there are similarities,
and the rates of infection in Botswana are starting to come down.

Dr. HEARST. Well, just to say that, although I agree with some
of the things said, there is a little bit of people wanting to look at
everything but the obvious cause. And Botswana is the poster child
of an African country that is, by African standards, not poor; that
has spent far more per capita on prevention than was ever spent
in Uganda in the early days. In fact, the whole zero-grazing cam-
paign was done on a shoestring because there weren’t many foreign
donors there at the time, which is probably why they did it right,
because there weren’t all those foreign experts.

And Botswana has done everything the West has told them to do.
And it didn’t work. And yes, their rates have now plateaued. You
know, they couldn’t go up to 100 percent. They have plateaued at
absolutely horrendously high rates.

Rates did go down in Uganda dramatically, and we are starting
to see, it is not just Uganda, we are starting to see rates go down
in parts of Kenya, parts of Zimbabwe. And every one of those
places where infection rates are going down, we are seeing changes
in sexual behavior, by our own DHS surveys, which our Govern-
ment supports, as what has to happen first.

So people seem sometimes just not to want to acknowledge what
is right in front of them. I don’t know, but I think it is pretty clear.
You can just go to those countries. You know, you go to Botswana,
and you see all the obituaries in the newspaper, but they never say
the cause of death of all these young people. Whereas in Uganda,
you get in a taxi, and the taxi driver, when they find out you are
there working on AIDS, has a million very cogent questions for
you.

It is a local response that has dealt with reality in Uganda that
has worked.

Mr. FORTENBERRY. Thank you. And let me say, Dr. Gayle, in
your testimony earlier, you said a phrase that I think was very
powerful, that I think should cause scandal to us all: Survival sex.
And I pulled that out of all that could be said. Because look, yes,
socio-economic contexts are important in this overall question. And
the scandal that someone would have to turn, in order to survive,
to the most degrading types of activity to feed their child or to feed
themselves again should prick the conscience of the entire world.

And so I appreciate the enlarging, or the augmenting of the dis-
cussion to the larger social context, I do.

I do think, though, that, as Dr. Hearst points out, we need to be
clearly understanding of what the evidence is before us, when this
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harder thing to do is actually engaged, to talk about self-dignity,
self-worth, preservation of this most precious gift of one’s sexuality
that can be used for great good or great harm has got to be an inte-
gral component, a decided emphasis, as we talked about earlier. Or
else we are not living up to the standard I think the American peo-
ple would want us to set with their tax dollars, in our approach in
trying to be compassionate and saving lives of the world’s most
needy people.

So anyway, I will leave it at that. Thank you again for this dis-
cussion.

Mr. PAYNE. Thank you very much. Mr. Scott.

Mr. ScorT. Thank you, Mr. Chairman. I have a couple of points,
but I must react to Dr. Mukherjee’s comments, because I think you
nailed where we need to go. I mean, there needs to be a greater
leeway, I think, as we move forward in this reauthorization, to em-
phasize the distinct community differences. The historical context
that you gave of the impact on the African male certainly has to
be a part of this equation. And I just wanted to let you know you
were right on target with that, and I think that gives ample reason
of where we have got to go, really.

And T think we can get there without the abortion concerns that
are there. And it is something that if we move forward in doing
some of the things we want to do, we have got to find a way to
give those assurances to the American people that——

Mr. PAYNE. That is another hearing.

Mr. ScOTT [continuing]. Their concerns about taxpayers’ dollars
using for that is not, you know, one having worked with that issue,
and have made grounds on it, I think we can do that.

But let me ask this of each of you first, very quickly. Do you feel
that we could do a better job, and would you recommend that the
funding for this program be exclusive for HIV/AIDS? I mean, we
are here talking about the reauthorization of this act, and it is a
multiple-disease act, bringing in tuberculosis and malaria. But yet,
neither of those was even mentioned today, which gives some indi-
cation as to the seriousness and the overwhelming of HIV/AIDS.

So there is a question out there that I would like to have your
response to. Do you think, would you agree? Should we change
this? Should we make it just deal exclusively with HIV/AIDS? And
then, if that be the case, how would we make up for the deem-
phasis, or where would we go to deal with malaria and TB?

Dr. GavLE. Well, I think that clearly HIV is an unprecedented
public health challenge, and we need resources that are focused on
HIV and AIDS. We also need resources that allow us to effectively
deal with malaria and tuberculosis.

And as Dr. Daulaire said, I think we really need to make sure
that we look at global health in a more comprehensive way. Be-
cause, while we have increased our funding on HIV, we have not
continued to keep pace with other core issues, like child health and
maternal health.

So I think we have the ability to really look at a more com-
prehensive global health approach.

For HIV, however, I think there is a need to have a real focus.
And the things that we are talking about, we are not saying that
we should solve all the problems of poverty through an HIV spend-
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ing plan; but really, if we are going to have an impact on HIV, we
have to look at these other factors that so influence prevention and
treatment for HIV, and that we have to look at it in a comprehen-
sive way.

The focus is still HIV, but it is looking at what is going to be
most effective. And what is going to be the best way to have a sus-
tainable response. So we think it needs to be integrated with the
focus still being on what is our impact on HIV and AIDS, on pre-
venting HIV, on getting people treated and providing care and sup-
port for those with HIV and children affected by the epidemic.

Mr. ScoTT. So you would go on the side of saying that it should
be exclusively devoted to the HIV and AIDS.

Dr. GAYLE. I think that the focus should be on HIV. That doesn’t
mean that we should be neglecting the other diseases that are part
of the overall package.

Dr. MUKHERJEE. Yes, I would say that it is important to keep the
focus on HIV. But I would strongly add tuberculosis.

Tuberculosis and HIV are essentially one disease in most of the
developing world. Fifty percent of all mortality with HIV is related
to tuberculosis. And many children who are born to HIV-positive
parents, even if the child themselves is not infected with HIV, will
succumb to tuberculosis, because the parents have tuberculosis.
And it is very difficult to detect tuberculosis in children.

I think there has been such a focus on numbers of patients in
HIV treatment, rather than the comprehensive HIV program. And
to me, we can still look at health systems strengthening. If we are
going to do enough HIV tests, if we are going to find pregnant
women with HIV and provide them with therapy, we have to have
that health system strengthened.

You know, I think that tuberculosis programs and integrating
testing for HIV within tuberculosis programs, and vice-versa; that
everyone with HIV should be screened for tuberculosis. Again,
these diseases go absolutely hand-in-hand, and I think we should
have more leeway for that.

Dr. DAULAIRE. Mr. Scott, as I said in my testimony, I do not
think that we should limit ourselves to a narrow view of just HIV,
and I would not recommend that the new PEPFAR authorization
be exclusively and narrowly restricted to HIV.

I think it is very appropriate to have it be the predominant focus.
But, as I have laid out, and as we have heard elsewhere, there are
so many interactive issues. And because the level of resources for
PEPFAR is such an order of magnitude greater than it is from U.S.
sources for other global health activities, it is going to be essential
at times to be able to support ancillary kinds of programs that are
directly pertinent to improving the health of people with HIV in
their communities.

Dr. HEARST. Well, I guess you are asking a panel of HIV/AIDS
experts, so maybe we are biased. And maybe because I spent so
many years working with HIV/AIDS, I think it is terribly impor-
tant, so I am reluctant to have the funding for it be used for other
things, as well.

But on the other hand, malaria and TB are very important, as
well. And I suppose if they received anywhere near the funding
that they need and deserve, no one would even consider why one
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would have to tie them in with HIV funding. So it is sort of a sad
commentary that that seems to be the only way they have gotten
any attention.

Mr. Scorr. I would like to just ask again, as we look at the reau-
thorization of this, it would be good for us to know from each of
you what recommendations, what changes; what would you like to
see added, if each could add one thing that you would like to see
added as we move forward to reauthorization, what would that be
that is not there now?

Dr. DAULAIRE. I went through a list earlier, and I will repeat it,
because we have had a lot of discussions with the Global AIDS
Roundtable and the HIV Implementing Group to discuss this.

Prevention should be increased. 