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HIV PREVENTION: HOW EFFECTIVE IS THE
PRESIDENT’S EMERGENCY PLAN FOR AIDS
RELIEF [PEPFAR]

WEDNESDAY, SEPTEMBER 6, 2006

HOUSE OF REPRESENTATIVES,
SUBCOMMITTEE ON NATIONAL SECURITY, EMERGING
THREATS, AND INTERNATIONAL RELATIONS,
COMMITTEE ON GOVERNMENT REFORM,
Washington, DC.

The subcommittee met, pursuant to notice, at 1:07 p.m., in room
2154, Rayburn House Office Building, Hon. Christopher Shays
(chairman of the subcommittee) presiding.

Present: Representatives Shays, Duncan, and Waxman (ex offi-
cio).

Staff present: Beth Daniel, professional staff member; Nicholas
R. Palarino, Ph.D., staff director; Robert Briggs, analyst; Naomi
Seller, minority counsel; Andrew Su, minority professional staff
member; Earley Green, minority chief clerk; and Jean Gosa, minor-
ity assistant clerk.

Mr. SHAYS. A quorum being present, the Subcommittee on Na-
tional Security, Emerging Threats, and International Relations
hearing entitled, “HIV Prevention: How Effective is the President’s
Emergency Plan for AIDS Relief [PEPFAR]” is called to order.

In 1981, scientists diagnosed the first cases of the disease we
now call HIV/AIDS, Human Immunodeficiency Virus/Acquired Im-
mune Deficiency Syndrome. Today, 25 years later, nearly 40 mil-
lion people live with HIV/AIDS. Worldwide last year, 4.1 million
people were newly infected with HIV, and 2.8 million people died
from AIDS, of whom 570,000 were children. A third of these deaths
occurred in Sub-Saharan Africa.

A January 2000 U.S. Central Intelligence Agency National Intel-
ligence Estimate warns HIV/AIDS could deplete a quarter of the
populations of certain countries. There is no cure for the disease.

The United States has committed massive amounts of foreign as-
sistance to fight HIV/AIDS. After Congress passed the Leadership
Act of 2003, President Bush announced a $15 billion, 5-year initia-
tive known as PEPFAR, the President’s Emergency Plan for AIDS
Relief. PEPFAR fights HIV/AIDS through initiatives in prevention,
treatment and care.

By 2010, the goal of PEPFAR is to prevent 7 million new infec-
tions, support treatment for 2 million HIV-infected people and pro-
vide care for 10 million people affected by HIV/AIDS, including or-
phans and vulnerable children. Multiple branches of the U.S. Gov-
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ernment are engaged in this vast effort, including the Department
of State, U.S. Agency for International Development, Health and
Human Services, the Department of Defense, and the Peace Corps.

PEPFAR assistance will eventually reach 120 countries, but con-
centrates the bulk of its funds in 15 hardest hit focus countries,
most of which are in Sub-Saharan Africa.

Today, we examine PEPFAR’s prevention component. The 2003
Leadership Act, which authorized PEPFAR, recommended and now
requires 20 percent of total PEPFAR funds be spent on HIV pre-
vention. The act endorses HIV sexual transmission prevention
through the model for Abstinence, Being Faithful and Correct and
Consistent Use of Condoms, known for short as ABC, and includes
a spending requirement that one-third of prevention funds go to ab-
stinence-until-marriage initiatives. This spending requirement has
come under intense scrutiny as a conservative political vehicle
rather than a scientifically based policy.

Supporters of ABC contend it is evidence based and shows prom-
ising results. Critics assert the spending requirement is an arbi-
trary figure that ignores human nature and hinders local ability to
respond to the epidemic appropriately in each different country.
Others argue the key is integration of different prevention methods
to create comprehensive initiatives that reach as many as possible,
as effectively as possible, and flexibility so local implementers can
respond to the specific conditions where they work.

This June, I joined Congresswoman Barbara Lee and others in
introducing the Protection Against Transmission of HIV for Women
and Youth, referred to as PATHWAY, Act of 2006, which includes
a provision to lift the abstinence-until-marriage funding earmark
from PEPFAR.

Our witnesses today represent a broad spectrum of opinion and
world-class expertise in their respective fields. We welcome Ambas-
sador Mark Dybul, Global AIDS Coordinator at the Department of
State, and the Honorable Kent Hill, head of Global Health at the
U.S. Agency for International Development.

We also welcome our second panel, including Dr. David Gootnick
of the Government Accountability Office, Dr. Helene Gayle from
CARE USA, Dr. Edward Green from Harvard University, and a
special welcome to Dr. Lucy Sawere Nkya, a member of Parliament
from Tanzania and a long time luminary in HIV/AIDS work. I will
just say she’s one of the most impressive persons I have ever met.

HIV/AIDS is a pandemic that has produced consequences un-
imaginable 25 years ago. Today, we need to imagine that we can
conquer this disease. The world needs PEPFAR and other pro-
grams like it to fight HIV/AIDS. We must make sure our funding
is relsponsive, and that the money is being used sustainably and
wisely.

That concludes my statement. At this time I would call on Mr.
Waxman, the ranking member of the full committee.

[The prepared statement of Hon. Christopher Shays follows:]
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In 1981, scientists diagnosed the first cases of the disease we now call
HIV/AIDS—Human Immunodeficiency Virus / Acquired Immune Deficiency
Syndrome. Today, twenty-five years later, nearly 40 million people live with

HIV/AIDS.

Worldwide last year, 4.1 million people were newly infected with HIV,
and 2.8 million people died from AIDS, of whom 570,000 were children. A

third of these deaths occurred in Sub-Saharan Africa.

A January 2000 US Central Intelligence Agency National Intelligence
Estimate warns HIV/AIDS could deplete a quarter of the populations of

certain countries. There is no cure for the disease.

The United States has committed massive amounts of foreign

assistance to fight HIV/AIDS. After Congress passed the Leadership Act of
2003, President Bush announced a $15 billion, five-year initiative known as

PEPFAR, the President’s Emergency Plan For AIDS Relief.

PEPFAR fights HIV/AIDS through initiatives in prevention, treatment,
and care. By 2010, the goal of PEPFAR is to prevent seven million new

infections; support treatment for two million HIV-infected people; and
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provide care for 10 million people affected by HIV/AIDS, including orphans
and vulnerable children. Multiple branches of the U.S. government are
engaged in this vast effort, including the Department of State, U.S. Agency
for International Development, Health and Human Services, the Department
of Defense, and the Peace Corps.

PEPFAR assistance will eventually reach 120 countries, but
concentrates the bulk of its funds in fifteen hardest-hit “focus countries,” most
of which are in sub-Saharan Africa.

Today we examine PEPFAR’s prevention component. The 2003
Leadership Act, which authorized PEPFAR, recommended and now requires
twenty percent of total PEPFAR funds be spent on HIV prevention. The Act
endorses HIV sexual transmission prevention through the model for
“Abstinence, Being faithful, and Correct and Consistent use of Condoms”™—
known for short as ABC—and includes a spending requirement that one third
of prevention funds go to abstinence-until-marriage initiatives.

This spending requirement has come under intense scrutiny as a
conservative political vehicle rather than scientifically-based policy.

Supporters of ABC contend it is evidence-based and shows promising
results. Critics assert the spending requirement is an arbitrary figure that
ignores human nature and hinders local ability to respond to the epidemic
appropriately in each different country.

Others argue the key is integration of different prevention methods to
create comprehensive initiatives that reach as many as possible, as effectively
as possible, and flexibility so local implementers can respond to the specific
conditions where they work.

This June, I joined Congresswoman Barbara Lee and others in
introducing the Protection Against Transmission of HIV for Women and
Youth (PATHWAY) Act of 2006, which includes a provision to lift the
abstinence-until-marriage funding earmark from PEPFAR.

Our witnesses today represent a broad spectrum of opinion and world-
class expertise in their respective fields. We welcome Ambassador Mark
Dybul, Global AIDS Coordinator at the Department of State, and the
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Honorable Kent Hill, head of Global Health at the U.S. Agency for
International Development.

We also welcome our second panel including Dr. David Gootnick of
the Government Accountability Office, Dr. Helene Gayle from CARE USA,
Dr. Edward Green of Harvard University, and a special welcome to Dr. Lucy
Sawere Nkya, a Member of Parliament from Tanzania and a longtime
luminary in HIV/AIDS work.

HIV/AIDS is a pandemic that has produced consequences
unimaginable 25 years ago. Today we need to imagine that we can conquer
this disease. The world needs PEPFAR and other programs like it to fight
HIV/AIDS. We must make sure our funding is responsive and that the money
is being used sustainably and wisely.
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Mr. WAXMAN. Thank you very much, Mr. Chairman.

We're here to discuss the progress of prevention programs under
the U.S. Global AIDS Program, and I want to thank the chairman
for holding this important hearing, and for all of our witnesses for
coming here to share their experience and expertise.

The President’s Emergency Plan for AIDS Relief has made im-
portant progress in some areas. In particular, U.S. assistance has
helped bring the number of people getting treatment in the 15
focus countries from a few thousand to over 1 million. I applaud
the work of Dr. Dybul and Mr. Hill and all of the in-country staff
contributing to this effort.

But worldwide, for each person who gained access to HIV treat-
ment last year, seven more people became infected with HIV. There
is no way for the pace of treatment access to keep up with that rate
of new infections.

So as we pass the halfway point of this first 5 years of this pro-
gram, it’s time that Congress take a serious look at prevention. We
need to examine what’s working and what isn’t. We need to iden-
tify programs that are most effective in reducing vulnerabilities
and risk behaviors, and we need to figure out why they work and
where they work, and we need to replicate the most successful
ones.

Today, we're going to look in particular at the results of a GAO
investigation into one element of U.S. HIV prevention policy. It’s
the requirement that one-third of prevention funds be spent on Ab-
stinence and Be Faithful programs. When the House debated the
abstinence requirements, the focus of the debate was the proper
balance of abstinence funding, be-faithful funding and condom
funding to stop the transmission of HIV.

As depicted in the chart, we had a debate over whether one-third
of the funds should be designated for abstinence or if instead we
should let the experts determine the right balance. Like several of
my colleagues, I felt strongly that we should let the experts decide.
But what the GAO report makes clear is that we weren’t discussing
the right pie, we were focused on three interventions that address
sexual transmission. And the behavior changes these programs
tried to create, delayed sexual debut, partner reduction and condom
use, are crucial elements of HIV prevention, but we didn’t discuss
all of the other elements of prevention. We didn’t talk about
antiretroviral therapy to reduce mother-to-child transmission. We
didn’t talk about blood supply safety. We didn’t talk about the med-
ical injection safety. We didn’t talk about programs that address
the myriad social problems that render people vulnerable to HIV
infection. And we didn’t talk about the possibility of new types of
interventions like male circumcision.

When we look at the full picture, as shown in this second chart,
a few things are much clearer. First, when we say that one-third
of prevention funds have to go to abstinence programs, we cut into
many other types of prevention programs. The administration has
determined that the be-faithful message is linked to the abstinence
message, and as reported to us, the programs that cover both absti-
nence and faithfulness will be counted toward the one-third re-
quirement.



7

But other interventions, like those that save the lives of babies
born to women with HIV, have to compete for the rest of the pre-
vention funds. As GAO found, countries have had to restrict fund-
ing for many other kinds of prevention programs to meet the absti-
nence requirement.

What’s also clear from this chart is that HIV prevention is ex-
tremely complicated. There is no question that determining the
right mix for any given country requires an enormous amount of
time and expertise. No formula that we try to write in Congress
will ever be right for the epidemiology and culture of each country.

It’s difficult to overstate the role of the USAIDS program. We are
the biggest donor of the world. Our policies carry great weight and
very strong sway over countries and individual grantees. We must
not shrug off the responsibility we have to pursue the best evi-
dence-based prevention policies.

So it’s time for us to stop focusing on arbitrary formulations and
have a meaningful discussion of U.S. prevention policy that extends
beyond ideology and rhetoric and domestic politics, and I hope we
can start this debate today.

Thank you very much.

[The prepared statement of Hon. Henry A. Waxman follows:]
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Statement of Rep. Henry A. Waxman
Ranking Minority Member
Committee on Government Reform
Hearing on Global HIV Prevention

September 6, 2006, 1 pm

We’re here to discuss the progress of prevention programs under
the U.S. Global AIDS program. I want to thank the Chairman for
holding this important hearing, and all of our witnesses for coming here

to share their experience and expertise.

The President’s Emergency Plan for AIDS Relief has made
important progress in some areas. In particular, U.S. assistance has
helped bring the number of people getting treatment in the fifteen “focus
countries” from a few thousand to over half a million. I applaud the
work of Dr. Dybul and Mr. Hill and all of the in-country staff
contributing to this effort.

But worldwide, for each person who gained access to HIV
treatment last year, seven more people became infected with HIV. There
is no way for the pace of treatment access to keep up with that rate of

new infections.
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So as we pass the halfway point of the first five years of this
program, it is time that Congress take a serious look at prevention. We
need to examine what’s working and what isn’t. We need to identify
programs that are most effective in reducing vulnerabilities and risk
behaviors. We need to figure out why they work and where they work,

and we need to replicate the most successful ones.

Today, we’re going to look in particular at the results of a GAO
investigation into one element of U.S. HIV prevention policy. It’s the
requirement that one-third of prevention funds be spent on abstinence

and be-faithful programs.

When the House debated the abstinence requirement, the focus of
the debate was the proper balance of abstinence funding, be-faithful
funding, and condom funding to stop the transmission of HIV. As
depicted in this chart, we had a debate over whether one third of funds
should be designated for abstinence, or if instead we should let the

experts determine the right balance.
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Debating Condoms Vs.
Abstinence Vs. Be Faithful

Condoms?

Like several of my colleagues here, I felt strongly that we should

let the experts decide.

But what the GAO report makes clear is that we weren’t discussing
the right pie. We were focused on three interventions that address
sexual transmission. And the behavior changes these programs try to
create — delayed sexual debut, partner reduction, and condom use — are
crucial elements of HIV prevention. But we didn’t discuss all of the

other elements of prevention.

We didn’t talk about antiretroviral therapy to reduce mother-to-

child-transmission.

We didn’t talk about blood supply safety.
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We didn’t talk about medical injection safety.

We didn’t talk about programs that address the myriad social

problems that render people vulnerable to HIV infection.

And we didn’t talk about the possibility of new types of
interventions, like male circumcision.

The Full Prevention Picture

New
Interventions?

Giancer? 7

!
Mother ‘/
“fy
Child?

Medical
Safety?

" Be
Faithful?

When we look at the full picture, as shown in the second chart, a
few things are much clearer. -
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First, when we say that 1/3 of prevention funds have to go to
abstinence programs, we cut into many other types of prevention
programs. The Administration has determined that the be-faithful
message is linked to the abstinence message, and has reported to us that
programs that cover both abstinence and fatthfulness will be counted

toward the 1/3 requirement.

But other interventions — like those that save the lives of babies
born to women with HIV — have to compete for the rest of prevention
funds. As GAO found, countries have had to restrict funding for many

other kinds of prevention programs to meet the abstinence requirement.

What's also clear from this chart is that HIV prevention is
extremely complicated. There is no question that determining the right
mix for any given country requires an enormous amount of time and
expertise. No formula that we try to write in Congress will ever be right

for the epidemiology and culture of each country,

1t is difficult to overstate the role of the US AIDS program. We
are the biggest donor in the world. Our policies carry great weight and
very strong sway over countries and individual grantees, We must not
shrug off the responsibility we have to pursue the best evidence-based

yrevention policies.
kS
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So it’s time for us to stop focusing ov arbitrary formulations and
have a meaningful discussion of U.S. prevention policy that extends
beyond ideology and rhetoric and domestic politics. | hope we can start

this debate today.
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Mr. SHAYS. I thank the gentleman.

At this time, Mr. Duncan.

Mr. DUNCAN. I have no statement, Mr. Chairman, but I do think
this is a very important topic, and I'm pleased that you would call
a hearing in a continuation of many important hearings in your
subcommittee. Thank you very much.

Mr. SHAYS. I thank the gentleman very much.

Let me take care of some business before calling on our first
panel.

I ask unanimous consent that all members of the subcommittee
be permitted to place an opening statement in the record and that
the record remain open for 3 days for that purpose, and without ob-
jection, so ordered.

I ask future unanimous consent that all witnesses be permitted
to include their written statements in the record, and without ob-
jection, so ordered.

And at this time the Chair would acknowledge our first panel.
We have Ambassador Mark Dybul, U.S. Global AIDS Coordinator,
U.S. Department of State, and the Honorable Kent Hill, Assistant
Administrator, Bureau for Global Health, U.S. Agency for Inter-
national Development. And as you gentlemen know, we swear in
all of our witnesses, and if you will just stand, I'll swear you in.

[Witnesses sworn.]

Mr. SHAYS. T'll note for the record that both of our witnesses
have responded in the affirmative.

It’s truly an honor to have both of you here. You are real experts
doing very important work. And I know the committee welcomes
you and looks forward to the dialog that we’ll have.

At this time, Mr. Dybul—Ambassador, excuse me—we’ll ask you
to make an opening statement. What we do with the clock, we have
5 minutes, but we roll it over another 5 minutes. So we’ll ask you
not to be more than 10, but somewhere in between 5 and 10 would
be helpful.

Thank you.

STATEMENTS OF MARK R. DYBUL, U.S. GLOBAL AIDS COORDI-
NATOR, U.S. DEPARTMENT OF STATE; AND KENT HILL, AS-
SISTANT ADMINISTRATOR, BUREAU FOR GLOBAL HEALTH,
U.S. AGENCY FOR INTERNATIONAL DEVELOPMENT

STATEMENT OF MARK R. DYBUL

Ambassador DYBUL. Thank you, Mr. Chairman, Congressman
Waxman, and Congressman Duncan. Thank you for this oppor-
tunity to discuss President Bush’s unprecedented emergency plan
for AIDS relief. We’ve been grateful for the strong bipartisan sup-
port of Congress, including members of this subcommittee.

I'm pleased to be here with Dr. Hill, who leads the U.S. Agency
for International Development work toimplement PEPFAR.

Fundamentally, it’s the generosity of the American people that
has created the largest international health initiative in history
dedicated to a specific disease.

In looking at just 15 focus countries of the more than 120 coun-
tries where we have worked through bilateral programs in the first
2 years of the Emergency Plan, we've seen remarkable results to
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date, as both the chairman and Mr. Waxman have noticed. We sup-
ported treatment for over 560,000 people, 61 percent of whom are
women, and 8 percent of whom are children. We have supported
care for 3 million, including 1.2 million orphans and vulnerable
children. We’ve supported counseling and testing for 13.6 million,
69 percent of whom are female.

And these figures do not include work in other countries with bi-
lateral U.S. Government programs under the Emergency Plan.
More importantly, the American people’s support for the programs
of the Global Fund to Fight Aids, Tuberculosis and Malaria, other
bilateral programs and the Global Fund are integral components of
PEPFAR.

Yet as was noted, treatment and care for those already infected
with HIV/AIDS are not enough. If we do not slow the rate of infec-
tions, it will be impossible to sustain the resources, financial,
human, institutional, for care and treatment of an ever expanding
pool of infected individuals. Ultimately, effective prevention is the
only way to achieve the elusive goal of an AIDS free generation.

More than 3% years ago, President Bush had the vision to insist
that prevention, treatment and care be addressed together, an idea
that now commands wide respect. The lessons learned from the
Emergency Plan are now helping to fuel transformation of the HIV/
AIDS responses in nations around the world.

PEPFAR’s unparalleled financial commitment has permitted the
U.S. Government to support a balanced, multi-dimensional ap-
proach, one that was not possible at pre-PEPFAR funding levels.
The total annual spending on HIV/AIDS prevention as well as
treatment and care has continually increased since the passage of
the Leadership Act.

If Congress enacts the President’s request for $4 billion for HIV/
AIDS in 2007, that will be the fourth straight year of increased
funding under the President’s plan. In comparison with the fiscal
year 2001 total of $840 million for global HIV/AIDS, these PEPFAR
funding levels represent a quantum leap.

Even with the massive and highly successful scale-up of treat-
ment and care services with PEPFAR support, PEPFAR
preventionfunding in the focus countries has grown substantially
from 2004 to 2006, yet there has been a significant constraint on
resources in the focus countries, as was noted in the GAO report.
Almost $527 million from focus country programs has been redi-
rected to the Global Fund, and other components of the Emergency
Plan over PEPFAR’s first 3 years.

The effectiveof this trend has been to force country teams to
make difficult tradeoffs. In 2007 and beyond, full funding for focus
country activities is essential if PEPFAR is to meet its 2-7-10
goals, including the prevention goal.

If T accomplish nothing else today, I hope I will be able to per-
suade you of the importance of full funding, meeting the Presi-
dent’s request for the focus countries to ensure effective prevention.

Now if I could, I'd like to turn briefly to what constitutes effec-
tive prevention.

As Mr. Waxman noted, PEPFAR—and effective prevention is a
complicated matter. PEPFAR supports the most comprehensive
prevention strategy in the world, including interventions for sexual
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transmission, prevention of mother-to-child transmission, safe
blood, safe medical injections, all the pieces of the pie that are up
there. However, prevention must squarely address the reality that
the overwhelming majority of cases of HIV/AIDS infection are due
to sexual activity, 80 percent worldwide.

Effective prevention must address risky sexual behavior because
it is the heart of this epidemic.

The people of Africa have been leaders in developing a preven-
tion strategy that responds to the special challenges that they face,
the ABC approach, which stands for Abstinence, Being Faithful
and Correct and Consistent Use of Condoms. In fact, the strategies
of many nations in Africa and elsewhere included the ABC ap-
proach, delivered in culturally sensitive ways, long before the ad-
vent of the Emergency Plan.

The past year has been a particularly important moment in the
effort for sustainable development. Impressive new demographic
health survey evidence from a growing number of nations is ex-
panding the evidence base for the ABC strategy and generalized
epidemics such as those in most Sub-Saharan Africa.

Recent data from Kenya, Zimbabwe and urban Haiti show de-
clines in HIV prevalence. A new study has concluded that these re-
ductions in prevalence do not simply represent the natural course
of these nations’ epidemics, but can only be explained by changes
in sexual behavior.

In Kenya, the Ministry of Health estimated that prevalence
dropped by 30 percent over a 5-year period ending in 2003. The de-
cline correlated with a broad reduction in sexual behavior, includ-
ing increased male faithfulness, as measured by a 50 percent re-
duction in young men with multiple sexual partners; primary absti-
nence, as measured by delayed sexual debut; and secondary absti-
nence, as measured by those that have been sexually active but re-
frained from activity over the past year, and increased use of
condoms by young women who engage in risky activity.

In an area in Zimbabwe, the journal Science reported a 23 per-
cent reduction in prevalence among young men, and a remarkable
49 percent decline among young women, also during the 5-year pe-
riod ending in 2003. Again, the article correlates significant behav-
ior change consistent with ABC with the decrease in prevalence.

Because of the data, ABC is now recognized as the most effective
strategy to prevent HIV/AIDS in generalized epidemics. The GAO
report notes the consensus among U.S. Government field personnel
that ABC is the right approach to prevention.

To the extent any controversy remains around ABC, I believe
that it stems from a misunderstanding. ABC is not a narrow one-
size-fits-all recipe, it encompasses a wide variety of approaches
through a myriad of factors that lead to sexual transmission. For
example, the Emergency Plan recognizes the critical need to ad-
dress the inequalities among women and men that influence behav-
ior change necessary to prevent HIV. PEPFAR-supported ABC pro-
grams address gender issues, to include violence against women,
cross generational sex and transactional sex. Such approaches are
not in conflict with ABC, they are integral to it.

Some of the most striking data presented at our recent imple-
menters meeting in Durban concerned behavior change by men, the
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B, or being faithful element of the ABC strategy. In a number of
places men have begun toreduce their number of sexual partners
through ABC interventions.

The ABC programs also address the issue of prevention for HIV
positive people, helping infected people to choose whether to ab-
stain from activity, to be faithful to a single partner whose status
is known, and use of condoms. ABC programs offers people infor-
mation on how alcohol abuse can lead them into risky sexual be-
havior, and work with HIV positive injecting drug users so they
can avoid sexual transmission of HIV/AIDS.

And ABC programs link people to counseling and testing because
we know people who know their HIV status are more likely to pro-
tect themselves and others from infection.

Now of course we also support national strategies to prevent
mother-to-child transmission and transmission through unsafe
blood and medical injections, in addition to programs that teach
ABC messages to injection drug users. The Emergency Plan sup-
ports programs that work with drug users to free them from their
addiction through prevention and education, and through substi-
tution therapy, an approach that has been scientifically proven to
reduce HIV/AIDS infection while providing clinical treatment for
addiction.

I'd like to address the effect of the congressional prevention di-
rective. The authorizing legislation recommends that 20 percent of
funds in the focus country be allocated for prevention, and directs
that at least 33 percent of prevention funding be allocated to absti-
nence-until-marriage programs. As has been noted, we count pro-
grams that focus on abstinence and faithfulness for this purpose,
and this 33 percent requirement is applied to all countries collec-
tively, and PEPFAR has met it.

The legislation’s emphasis on ABC activities has been an impor-
tant factor on the fundamental and needed shift in U.S. Govern-
ment prevention strategy from a primarily C approach prior to
PEPFAR to a balanced ABC strategy. PEPFAR has followed Con-
gress’ mandate that it is possible and necessary to strongly empha-
size A, B and C.

The congressional directive, which itself reflects an evidence-
based public health understanding of the importance of ABC, has
helped to support PEPFAR’s field personnel in appropriately broad-
ening the range of prevention efforts. The directive has helped
PEPFAR to align itself with the host nations, of which ABC is a
key element.

PEPFAR does offer each focus country team the opportunity to
propose and provide justification for a different prevention funding
allocation based on the circumstances in that country. To date, all
such justifications have been approved without requiring other
countries to make offsetting judgments to their proposed preven-
tion allocations.

It is also important to remember that the U.S. Government is not
the only source of funding in-country, and that partners can seek
funding from other sources to balance their mix of prevention inter-
ventions if they find that necessary. In fact, money does not always
follow the evidence. As the Minister of Health in Namibia noted in
a recent letter to the editor of the Lancet, PEPFAR support for AB
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is needed to ensure the balanced ABC approach that Namibia
seeks, and this is because other international partners primarily
support C interventions.

Last, let me address the issue of how we are monitoring and
evaluating our prevention efforts. We strongly believe that we need
to focus not only on the inputs but on results, the number of HIV
infections averted to PEPFAR interventions.

Obviously we cannot measure directly the number of infections
that would have occurred without U.S. Government support. One
area for prevention for which we are using a model to estimate in-
fections averted is prevention of mother-to-child transmission, or
PMT CT.

Through March 2006, we supported PMTCT services for more
than 4.5 million pregnancies. It is noteworthy that the number of
women served grew dramatically from 821,000 in the first half of
2005 to almost 1.3 million in the first half of 2006, a 57 percent
increase. This is clearly related to the 59 percent increase in
PMTCT funding managed in the focus countries over the course of
PEPFAR, from $44 million in 2004 to $71 million this year. And
these numbers do not include HIV positive pregnant women who
receive other PEPFAR supported services, including treatment,
care, counseling and testing, and other prevention interventions.

In over 342 pregnancies, the women were identified as HIV posi-
tive and given antiretroviral prophylaxis to prevent infections of
their children. Using an internationally agreed model, we estimate
that this intervention averted approximately 65,100 infant infec-
tions through March of this year.

For prevention as a whole, including sexual and medical trans-
mission, we are working to develop the best possible models to
allow us to estimate the numbers of infections that PEPFAR sup-
ported programs have averted.

Mr. Chairman, there has been a sense of fatalism about HIV pre-
vention in many quarters; it is long past time to discard that atti-
tude. The world community must come alongside governments,
civil society, faith-based organizations and others to support their
leadership in the sustainability of the HIV prevention programs
through effective prevention. The U.S. Government, for our part,
considers it a privilege to do so.

The initial years of the Emergency Plan have demonstrated that
prevention can work in many of the world’s most difficult places.
Through PEPFAR, the American people have become leaders in the
world effort to turn the tide against HIV/AIDS.

Mr. Chairman, thank you very much, and I'd be happy to ad-
dress your questions.

[The prepared statement of Ambassador Dybul follows:]
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Committee on Government Reform
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Washington, DC
September 6, 2006

Mr. Chairman, Congressman Kucinich, Members of the Committee, thank you for this opportunity to
discuss President Bush’s unprecedented Emergency Plan for AIDS Relief, or PEPFAR. We have been
grateful for the strong bipartisan support of Congress, including members of this Committee.

I am pleased to be here with Dr. Kent Hill, who leads the U.S. Agency for International Development’s
work to implement the Emergency Plan. The people of USAID, as well as those of the Department of
State, the Department of Health and Human Services, the Department of Defense, Peace Corps and
other implementing agencies, are a true interagency team, and their commitment has been a key part of
the success of this initiative.

Fundamentally, it is the generosity of the American people that has created the largest health care
initiative in history dedicated 1o a specific disease. What the President’s Emergency Plan has
accomplished in partnership with the people we are privileged to serve is — in a word — breathtaking.

Looking at just the 15 focus countries of the more than 120 countries where we have worked in the
first two years of the Emergency Plan, we have seen remarkable results to date.

In addition to the prevention work that is the focus of today’s discussion, we have supported
treatment for over 560,000 thousand people - 61 percent of whom are women and 8 percent of whom
are children.

We have supported care for three million, including 1.2 million orphans and vulnerable children. We
have supported counseling and testing for 13.6 million — 69 percent of whom are female.

And these figures do not include work in the other countries with bilateral U.S. Government programs
under the Emergency Plan, nor PEPFAR'’s support for the programs of the Global Fund to Fight AIDS,
Tuberculosis and Malaria. Other bilateral programs and the Global Fund are both integral components
of the Emergency Plan. The success of the Global Fund is important to ensure a truly global response,
by providing nations with few or no bilateral programs with a mechanism to contribute to what must
be a world-wide effort.

Yet treatment and care for those already infected with HIV are not enough. Only a vigorous and
comprehensive prevention approach will tumn the tide against the global HIV/AIDS pandemic — the
mission of the Emergency Plan. In addition to the humanitarian imperative to avoid suffering
whenever possible, if we do not slow the rate of infections, it will be impossible to sustain the
resources ~ financial, human, institutional — for the care and treatment of an ever-expanding pool of
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infected persons. Ultimately, effective prevention is the only way to achieve the elusive goal of an
HIV/AIDS-free generation.

Since President Bush’s announcement of the Emergency Plan, the United States has demonstrated
historic leadership in implementing the most diverse HIV/AIDS prevention strategy of any
international partner. More than three and a half years ago, President Bush had the vision to insist that
prevention, treatment and care be addressed together to ensure a comprehensive and effective response
- an idea that now commands wide acceptance. The lessons learned from the intensive application of
the Emergency Plan in the 15 focus countries are now being extended to over 120 countries, helping to
fuel transformation of HIV/AIDS responses in nations around the world.

This uaprecedented initiative dwarfs the pre-PEPFAR baseline levels of prevention spending and has
allowed for a wide-ranging portfolio of high-quality, sustainable, evidence-based prevention programs.

PEPFAR’s unparalleled financial commitment has permitted the USG to support a balanced, multi-
dimensional approach — one that was not possible with pre-PEPFAR spending levels. The total annual
spending in the areas of HIV/AIDS prevention, as well as treatment and care, has continually increased
since the passage of the Leadership Act.

If Congress enacts the President’s request for $4 billion in HIV/AIDS funding for FY 2007, that will
represent a total increase of $740 million from that appropriated in fiscal year 2006 ($3.3 billion), and
almost $1.3 billion from that appropriated in FY 2005 ($2.7 billion). In comparison with the FY 2001
total of $840 million for global HIV/AIDS, these PEPFAR levels of funding represent a quantum leap.

Before the advent of PEPFAR, the U.S. Government was supporting very few programs in care and
treatment. Even with the massive and highly successful scale-up of these services with PEPFAR
support, the USG commitment to global HIV/AIDS prevention is now clearly stronger than it has ever
been. PEPFAR prevention funding in the focus countries increased from $214 million in FY 2004, to
approximately $294 million in FY 20035, to $396 million in FY 2006.

Even so, there has been a significant constraint on prevention, treatment and care resources in the focus
countries. Almost $527 million from focus couniry programs has been redirected to the Global Fund
and other components of the Emergency Plan over PEPFAR's first three years. The President's FY
2007 budget request for the focus countries is, in part, a response fo that history, in an attempt to
mitigate the effects on focus country programs of the redirection of resources.

The effect of this trend has been to force country teams to make difficult trade-offs among prevention,
treatment, and care, Within prevention, there have been similar trade-offs, and we appreciate the GAQ
Report’s candor about these challenging decisions. In FY 2007 and beyond, full funding for focus
country activities is essential if PEPFAR is to meet the 2-7-10 goals, including the prevention goal.

To be candid, if I accomplish nothing else today, I hope I will be able to persuade you of the
importance of full funding for the focus countries to ensure effective prevention.

Now let me turn to what constitutes effective prevention. Prevention programs can only achieve results
when they are community-led. Local management and participation means that programs are
responsive to local culture and tailored to local circumstances. Locally-led programs can make full use
of the passion and commitment of women and people living with HIV/AIDS, and help to build the
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capacity of the non-governmental sector to contribute to a truly multi-sectoral response. And local
leadership is required for effective prevention to be sustainable for the long haul - as it must be.

Effective prevention must squarely address the reality that the overwhelming majority of cases of HIV
infection are due to sexual activity. Worldwide, far more than 80 percent of HIV infections are
sexually transmitted. In sub-Saharan Africa, where HIV is generalized throughout the population rather
than concentrated in easily-identified groups, the percentage is even higher. PEPFAR has a major
focus on prevention of mother-to-child transmission, infection due to unsafe blood and medical
injections, and infection due to injecting-drug use. Yet many of these infections can be traced back to
earlier cases of sexual transmission. Truly effective prevention must address sexual risky behavior — it
is at the heart of this pandemic.

The people of Africa have been leaders in developing a prevention strategy that responds to the special
challenges they face — the “ABC” approach, which stands for “abstinence,” “being faithful,” and
“correct and consistent use of condoms.” In fact, the strategies of many nations in Africa and
elsewhere included the ABC approach, delivered in culturally-sensitive ways, long before the advent
of the Emergency Plan.

The past year has been a particularly important moment in the effort for sustainable prevention. We
have long had evidence of large-scale behavior change in Uganda and Thailand, at the time when those
nations were engaged in intensive behavior change efforts in the 1990s. Recently, however,
impressive new Demographic Health Survey evidence from a growing number of nations is expanding
the evidence base for the ABC strategy in generalized epidemics, such as those in most of Sub-Saharan
Affica.

Recent data from Kenya, Zimbabwe, and urban Haiti show declines in HIV prevalence. A new study
has concluded that these reductions in prevalence do not simply represent the natural course of these
nations’ epidemics, but can only be explained by changes in sexual behavior. This demonstrates the
power of behavior change to save lives — and the importance of support for effective behavior change
interventions.

In Kenya, the Ministry of Health estimates that HIV prevalence dropped by 30 percent over the five
years that ended in 2003. This decline correlates with a broad reduction in sexual risky behavior
including: increased male faithfulness, as measured by a 50 percent reduction in young men with
multiple sexual partners; primary abstinence, as measured by delayed sexual debut; and secondary
abstinence, as measured by those who had been sexually active but refrained from sexual activity over
the past year; and increased use of condoms by young women who engage in risky activity.

In an area of Zimbabwe, the journal Science reported a 23 percent reduction in prevalence among
young men, and a remarkable 49 percent decline among young women — also during the five years that
ended in 2003. Again, the article correlates significant behavior change, consistent with the ABC
approach, with the decrease in HIV prevalence.

Dr. Peter Piot, the Director of the Joint United Nations Programme on HIV/AIDS (UNAIDS),
remarked with respect to these two countries, "[ T}he declines in HIV rates have been due to changes in
behaviour, including increased use of condoms, people delaying the first time they have sexual
intercourse, and people having fewer sexual partners.” Put another way, each of the ABC behavior
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changes took place in these countries, and the combination added up to a significant reduction in the
spread of the virus.

Among the most encouraging developments in many years in the global fight against HIV/AIDS is this
growing body of evidence demonstrating that ABC behavior change is possible - and that it can reduce
HIV prevalence on a large scale. Because of the data, ABC is now recognized as the most effective
strategy to prevent HIV in generalized epidemics. One of the most striking findings of the GAO
Report is the consensus among U.S. Government field personnel that ABC is the right approach to
prevention.

To the extent any controversy remains around ABC, I believe it stems from misunderstanding. ABC is
not a narrow, one-size-fits-all recipe. It encompasses a wide variety of approaches to the myriad of
factors that lead to sexual transmission. The interventions that help people to choose to avoid the risk
of HIV infection entirely, or to reduce their risk, vary according to the circumstances of their lives.

For example, the Emergency Plan recognizes the critical need to address the inequalities among
women and men that influence behavioral change necessary to prevent HIV infection. While gender
equity does not directly reduce HIV transmission, ABC is crucial for the protection of women. Within
our ABC Guidance, it is clear that ABC programs should address gender issues including violence
against women, cross-generational sex and transactional sex. Such approaches are not in conflict with
ABC - they are integral to it.

Some of the most striking data presented at our recent Implementers’ Meeting in Durban concerned
behavior change by men — the “B,” or “being faithful” element of the ABC strategy. In a number of
places, men have begun to reduce their number of sexual partners — and the populations doing so
include even some of the men at highest risk, such as long-distance truck drivers. As we seek to
empower women for HIV prevention, reaching men with effective interventions is one of the most
important things we can do — and this too is part of ABC.

ABC programs also address the issue of prevention for positives — helping infected people 1o choose
whether to abstain from further sexual activity, or to be faithful to a single partner whose status is
known and use a condom. ABC programs offer people information on how alcohol abuse can lead
theru into risky sexual behavior. ABC programs work with HIV-positive injecting-drug users so they
can avoid sexual transmission of HIV.

And ABC programs link people to HIV counseling and testing, which is critical for prevention. Studies
have shown that people who know their HIV status are more likely to protect themselves and others
from infection.

Clearly, the ABC approach is a crucial foundation for our efforts. Of course, there is more to effective
prevention. The U.S. Government supports the most diverse range of prevention approaches of any
international parter. In addition to ABC, we support national strategies to prevent mother-to-child
transmission of HIV and to prevent the transmission of the virus through unsafe bloed or medical
injections. The Emergency Plan also supports national strategies to address the risks posed by
injecting-drug use, as well as many other issues.

As we look at the role of sexual transmission in the larger prevention context, I’d like to address the
effect of the Congressional prevention directive. The authorizing legislation recommends that 20
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percent of funding in the focus countries be allocated for prevention, and directs that at least 33 percent
of prevention funding be allocated to abstinence-until-marriage programs. In 2004, we notified
Congress that we count programs that focus on abstinence and faithfulness for this purpose, as A and B
messages should always be delivered together except in programming for young children. This 33
percent requirement is applied across all the focus countries collectively, and PEPFAR has met it.

The legislation’s emphasis on AB activities has been an important factor in the fundamental and
needed shift in U.S. Government prevention strategy from a primarily C approach prior to PEPFAR to
the balanced ABC strategy. The Emergency Plan has implemented this more comprehensive strategy,
one that reflects the growing body of data that validate ABC behavior change. PEPFAR has followed
Congress’ mandate that it is possible and necessary to strongly emphasize A, B, and C, while also
seeking to support prevention of mother-to-child transmission and other critical prevention
interventions.

The Congressional directive, which itself reflects an evidence-based, public health understanding of
the importance of ABC, has helped to support PEPFAR'’s field personnel in appropriately broadening
the range of prevention efforts. Solid policy guidance from PEPFAR on prevention has helped to
address many issues of concern. In addition, the directive has helped PEPFAR to align itself with the
strategies of host nations, of which ABC is a key clement.

The Emergency Plan recognizes the importance of tailoring prevention efforts to the particular
epidemic of each country, consistent with the requirement that 33% of prevention funding support AB
activities, As the GAO Report notes, PEPFAR offers each focus country team the opportunity to
propose, and provide justification for, a different prevention funding allocation based on the
circumstances in that country.

To date, all such justifications have been approved. PEPFAR has been able to approve these while
continuing to ensure that the focus countries as a whole continue to comply with the Congressional
directive — and has done so without requiring other countries to make offsetting adjustments to their
proposed prevention allocations.

It is important to remember that most focus countries have generalized epidemics, for which the ABC
approach is the most effective, data-based strategy. Every country has the opportunity to submit a
Justification, but in those with generalized epidemics for which ABC has been proven to be so
effective, the justification for a different allocation must be particularly strong. It is also important to
remember that the U.S. Government is not the only source of funding in-country, and that partners can
seek funding from other sources to balance their mix of prevention interventions if they find that
necessary.

In fact, while many now recognize that the evidence supports a balanced ABC approach, money does
not always follow the evidence. As the Minister of Health of Namibia noted in a recent letter to the
editor of the Lancet, PEPFAR support for AB is needed to ensure the balanced ABC program that
Namibia seeks. This is because other international partners support primarily C interventions,

Although the ABC approach reflects existing practice in many host nations, it has clearly represented a
change in U.S. Government practice, and change always involves a period of transition. Yet we have
asked some of the country teams that did not submit justifications if they wanted to do so and the
answer was, emphatically, no. As country teams have become more experienced in the ABC approach
and familiar with the data that supports it, they have become more comfortable implementing it.

5
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Lastly, let me address the issue of how we are monitoring and evaluating our prevention efforts. We
strongly believe that we need to focus not only on inputs but on results — the number of HIV infections
averted due to PEPFAR interventions. Estimating the number of cases averted is challenging, because
a case averted is a non-event. We are looking at the difference between something that is — the current
level of HIV prevalence — and something that merely wouid have been - the level of HIV prevalence
we’d be seeing today if the U.S. Government had not stepped in with massive scale-up of HIV
prevention activities.

Qbviously, we cannot measure directly the number of infections that would have occurred without
U.S. Government support. One area of prevention for which we are using a model to estimate
infections averted is prevention of mother-to-child transmission. Through March 2006, we supported
programs that provided women with these services, including voluntary HIV counseling and testing,
during more than 4.5 million pregnancies. It is noteworthy, by the way, that the number of women
served with activities to prevent mother-to-child transmission grew dramatically from 821,000 in the
first half of FY05 to almost 1.3 million in the first half of FY06.

In over 342,000 pregnancies, the women were identified as HIV-positive and given antiretroviral
prophylaxis to prevent infection of their children. Using an internationally-agreed model, we estimate
that this intervention averted approximately 65,100 infant infections through March of this year.

For prevention as a whole — including sexual and medical transmission -- we are working to develop
the best possible models to allow us to estimate the number of infections that PEPFAR-supported
programs have averted. These models will greatly enhance our ability to evaluate our progress toward
our goal of 7 million infections averted by 2010.

Mr. Chairman, there has been a sense of fatalism about HIV prevention in many quarters. It is long
past time to discard that attitude. The world community must come alongside governments, civil
society, religious organizations, and others to support their leadership and the sustainability of their
HIV-prevention programs through effective prevention. The U.S. Government, for our part, considers
it a privilege to do so.

The initial years of the Emergency Plan have demonstrated that high-quality prevention programs can
work — and are working — in many of the world’s most difficult places. Through PEPFAR, the
American people have become true leaders in the world’s effort 1o turn the tide against HIV/AIDS.

Mr. Chairman, thank you very much. I would be happy to address any questions.
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Mr. SHAYS. Thank you very much. Dr. Hill.

STATEMENT OF KENT HILL

Dr. HiLL. Mr. Chairman, and members of the subcommittee, as
Assistant Administrator of the Bureau for Global Health at USAID,
it is my privilege to testify on the importance of prevention in the
President’s Emergency Plan for AIDS, and to testify with my
friend, Ambassador Dybul.

This discussion is particularly timely as only 3 weeks ago the

16th International AIDS Conference came to a close in Toronto,
Canada. Against the backdrop of that conference, I returned to
Washington with three overarching themes dominant in my think-
ing.
First, the United States is recognized as a global leader in the
fight against HIV/AIDS. The sheer magnitude of the resources the
United States has committed to this single disease is unprece-
dented beyond that of any other nation in the world.

Second, the fight against HIV/AIDS is far from over. Four million
new infections every year means that we must markedly scale up
and strengthen the prevention of new HIV infections globally.

And third, although opinions can and do diverge regarding the
relative importance of various prevention interventions, we must
differentiate between legitimate debate and the much more com-
mon misinformation so often associated with discussion of the U.S.
endorsement of ABC, the abstinence or delay of sexual debut, the
be faithful or at least the reduction of partners, and the correct and
consistent use of condoms.

As Ambassador Dybul said, the ABC approach is an evidence-
based, flexible approach and common sense based strategy which
plays a major role in stemming the tide of HIV/AIDS pandemic.

It is too important to be bogged down in the politics of passion,
too much is at stake, too many lives hang in the balance, too many
children are vulnerable to become orphans if we fail in our preven-
tion efforts. And it should be noted that one way to raise the qual-
ity of the discussion of ABC prevention intervention is to absolutely
insist that it take place in the context of gender issues. After all,
many of the problems associated with the spread of HIV are inti-
mately connected with the absence of gender equity, the presence
of gender-based violence and coercion typical of transactional and
transgenerational sex. For all too many young girls, abstinence is
not about being morally conservative, it is about having the right
to abstain. The double standards of men who are unfaithful while
their wives are is a gender equity issue. In short, AB interventions
much be seen as fundamentally linked to gender and equality
issues, a topic which can unite left and right, liberals and conserv-
atives. We need to focus on the common ground.

The ABC approach to HIV prevention is good public health,
based on respect for local culture. As has been stated, is it an Afri-
can solution developed in Africa, not in the United States, and it
has universally adaptable themes. To amplify this point, in May
2006 the Southern Africa Development Community, an alliance of
several countries in southern Africa, convened an expert think tank
meeting to identify and mobilize key regional priorities of HIV pre-
vention. The media report characterized multiple and concurrent
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sexual partnerships as essential drivers of the HIV/AIDS epidemic
in the southern Africa region. They recommended in light of this
fact that priority be given to the interventions that reduce the
number of multiple and concurrent partnerships, address male be-
havior involvement, increase consistent and correct condom use,
and continue programming around delayed sexual debut. Clearly
these are African derived interventions that address ABC behav-
iors.

In the field, we are taking steps to find out how well our pro-
grams are working. In addition to our normal evaluation of pro-
gram effectiveness, USAID is leading U.S. Government agencies in
an independent evaluation, one not done by USG folks, of some
PEPFAR supported ABC programs. An expert meeting was con-
vened to develop new evaluation tools to measure program imple-
mentation and strengths. This will be followed by a longer term
program evaluation that will be multi-country in nature, and will
provide important information on program strengths and outcomes.
We're excited about this progress and look forward to the findings
which will be used to improve program performance.

One promising, yet overlooked aspect of the Emergency Plan, is
its increased attention to issues of male behavior, which lie at the
heart of women’s sexual vulnerability and sexual coercion. I'd like
to give you some examples of what I'm talking about here.

In South Africa, the Emergency Plan works with the Institute
For Health and Development Communication’s Soul City, the most
expansive HIV/AIDS communication intervention in the country,
reaching about 80 percent of the population. Soul City emphasizes
the role of men in parenting and caring. It challenges social norms
around men’s perceived right to sex, sexual violence, and
intergenerational sex. There is statistical correlation between expo-
sure to Soul City programming and improved norms and values
amongst men.

Also in South Africa, the Emergency Plan supports a very suc-
cessful male involvement program known as Men As Partners. In
addition to dealing HIV/AIDS prevention issues that include mas-
culinity, stigma, domestic violence, men are encouraged to assume
a larger share of responsibilities for family and community care by
spending more time with their children, mentoring young boys in
the community, and visiting terminally ill AIDS patients.

Or take for example, Zambia. The United States is working with
the Zambian Defense Force to train peer educators and command-
ing officers to raise awareness among men in the military about
the threat posed by HIV/AIDS and to enlist their support in ad-
dressing it. Training workshops cover basic facts about HIV/AIDS
and its impact, including transmission, prevention, stigma, sexual-
ity, gender, positive living, counseling, testing and care.

I'm going to skip Uganda. A lot has been said about that before,
but there are a lot of good things that can be said here, and go on
to Namibia.

The Lifeline Childline program addresses the root causes of gen-
der violence. It uses age-appropriate messages to teach boys—as
well as girls—about HIV/AIDS sexual abuse, domestic violence, and
the resources available to vulnerable children through specialized
counseling and other services.
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And I'd like to conclude by underscoring the 2004 Lancet com-
mentary on finding common ground. This was a piece signed by
150 AIDS experts, some in this room, from around the world, not-
ing that the ABC approach can play an important role in reducing
the prevalence in a generalized epidemic, and that partner reduc-
tion is of central epidemiological importance in achieving large
scale HIV incidents reduction, both in generalized and in more con-
centrated epidemics.

Through partnership with host nations, effective programs for
HIV prevention are possible even in the most difficult places. We
will continue to support this common ground as we continue our
massive response to HIV and AIDS.

Congressional commitment to a comprehensive HIV prevention
strategy is the correct approach, and one clearly supported by the
evidence. Thank you.

[The prepared statement of Dr. Hill follows:]



30

Testimony of
Kent R. Hill, Ph.D.
Assistant Administrator of the Bureau for Global Health
U.S. Agency for International Development

Before the
Committee on Government Reform
Subcommittee on National Security, Emerging Threats and International Relations
U.8. House of Representatives

“HIV Prevention: How Effective is the President's Emergency Plan for AIDS Relijef?"”

Washington, DC
September 6, 2006



31

Mr. Chairman, Ranking Member Kucinich, and Members of the Subcommittee: As Assistant
Administrator of the Bureau for Global Health at the U.S. Agency for International
Development, it is my privilege to testify on the importance of prevention in the President’s
Emergency Plan for AIDS Relief (PEPFAR/Emergency Plan). I will also address the broader
topic of the fundamental importance of prevention addressing the HIV/AIDS pandemic.

This discussion is particularly timely, as only three weeks ago the 16™ Intemational AIDS
Conference came to a close in Toronto, Canada, The International AIDS Conference is intended
to be a scientific meeting, but it offers an opportunity to spotlight the HIV/AIDS epidemic on a
global stage. Both Ambassador Dybul and I had the opportunity to engage conference
participants in robust, frank dialogue about the critical interventions needed to accelerate the
prevention of HIV. Against the backdrop of the conference, I returned to Washington with three
overarching themes dominant in my thinking:

e One. The United States is recognized as the global leader in the fight against HIV/AIDS.
The sheer magnitude of resources the U.S. has committed to this single disease is
unprecedented, and beyond that of any other nation in the world. In both public
comments and in the press, the Emergency Plan is repeatedly cited as the single greatest
contributor to the fight against HIV/AIDS.

e Two. The fight against HIV/AIDS is far from over. In fact, I don’t believe we’ve yet
even turned the comer. Despite impressive achievements in the expansion of treatment
numbers, four million new infections every year threaten to dwarf the global resources
available to meet the treatment requirements in the years ahead. This simple arithmetic
fact means that we have no alternative but to scale up significantly and strengthen the
prevention of new HIV infections globally. And since the vast majority of new infections
occur through sexual transmission, we must focus particularly on that area.

e Three. Although opinions can and do diverge regarding the relative importance of
various prevention interventions, we must differentiate between legitimate debate and the
much more common misinformation so often associated with discussion of the U.S.
endorsement of ABC — “abstinence or delay of sexual debut,” “be faithful and at the very
least partner reduction,” and “correct and consistent use of condoms.” The ABC
approach is an evidence-based, flexible, and common-sense based strategy which plays a
major role in stemming the tide of the HIV/AIDS pandemic. It is too important to be
bogged down in the politics of passion. Too much is at stake, too many lives hang in the
balance, too many children are vulnerable to become orphans if we fail in our prevention
efforts,

It should be noted that one way to raise the quality of the discussion of ABC prevention
interventions is to insist that it take place in the context of gender issues. After all, many of the
problems associated with the spread of HIV are intimately connected with the absence of gender
equality, the presence of gender-based-violence and coercion typical of transactional and
transgenerational sex. For all too many young girls, abstinence is not about being morally
conservative, but about having the “right” to abstain. The double-standards of men who are not

[
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faithful while their wives are is a gender equity issue. In short, AB interventions must be seen as
fundamentally linked to gender inequality issues — a topic which can unite Left and Right,
liberals and conservatives. We need to focus on such common ground.

PEPFAR Reflects the New Direction of U.S. Foreign Assistance

Ambassador Dybul has spoken on Emergency Plan funding and the rationale behind its
allocations. In addition, I’d like to offer a complementary perspective on why the U.S.
commitment to HIV/AIDS is so important. Currently, USAID is distinguished to have at its
helm the first U.S. Global AIDS Coordinator, who is now serving concurrently as the first
Director of U.S. Foreign Assistance and as Administrator of USAID. Ambassador Randall
Tobias has said he believes the early success of PEPFAR is due to its overall strategic
framework, which reflects the new transformational nature of U.S. foreign assistance.

True transformational development requires far-reaching, fundamental changes in governance
and institutions, human capacity and economic structure, so that countries can sustain further
economic and social progress without permanently depending on foreign aid. To make a real
difference, the resources of the U.S. must be focused on transformational initiatives that are
owned over time by the developing nations themselves. Therefore, U.S. foreign assistance now
centers resources around five overarching objectives: peace and security, governance and
democratic participation, investing in people, economic growth, and humanitarian assistance.
The ravages of HIV/AIDS threaten and undermine all of these inter-related elements of
transformational development. PEPFAR’s high-impact, strategic approach to comprehensive
HIV/AIDS prevention, care and treatment serves as a basis for alleviating the suffering of those
infected and affected by HIV/AIDS. In addition to implementing currently validated programs,
PEPFAR is assessing potential new technologies and approaches, such as microbicides and male
circumciston. In addition, U.S. foreign assistance supports a multi-sector approach to HIV/AIDS
-- ensuring coordination between HIV programs and family planning, food security, agriculture,
and education programs.

The Effectiveness of the ABC Approach to Prevent Sexual Transmission of HIV

The ABC approach to HIV prevention -- Abstain, Be faithful, correct and consistent use of
Condoms — is good public health, based on respect for local culture. It is an African solution,
developed in Africa, not in the United States, and has universally

adaptable themes. Three qualities of the ABC strategy are

important to understand its central role in the Emergency Plan’s

emphasis on prevention of sexual transmission of HIV,

¢ The ABC approach is a balanced strategy that, in its application, is adaptable to diverse
epidemic circumistances;

¢ ABC has a proven and impressive track record, well beyond the most famous example of
Uganda. There is a clear and compelling body of scientific study supporting its
effectiveness. It also has the benefit of being firmly rooted in common sense;
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* Also, the ABC strategy’s effectiveness has been affirmed by other leaders in the
international community as the most effective way to prevent sexual transmission of
HIV.

At the International AIDS Conference in Toronto, I hosted a USAID session called Refining the
Prevention Paradigm: Exploring the Evidence and Programmatic Models for Behavior Change.
The discussion provided further acknowledgment that the appropriate mix of A, B, and C is
absolutely essential in the fight against AIDS. In particular, the adaptability of this strategy
allows responses to be tailored according to local epidemic circumstances. For instance, in
places like Kenya, Uganda, and Zimbabwe, most new infections result from chains of
overlapping sexual partnerships in the general population — fucling what we call a generalized
epidemic. Through community mobilization efforts, education and awareness activities, the data
indicated increased adoption of ABC behaviors, and pointed particularly to a reduction in
multiple partners. Furthermore, the data showed associated declines in HIV. By contrast,
epidemics such as those in Thailand and Cambodia are primarily associated with commercial sex
work, and are therefore concentrated in identifiable population groups. In these instances, we
also see the adaptation of certain ABC behaviors — particularly the B and C portions: vigorous
correct and consistent condom use, as well as a decline in the proportion of men visiting
prostitutes, thus decreasing the risk of HIV transmission to themselves and their spouses. In the
cases of Thailand and Cambodia, although it is the C aspect of ABC that is the most well-known
factor, other behavior change has clearly led to an associated decline in HIV.

More recently, as Ambassador Dybul has described, impressive new Demographic Health
Survey evidence from a growing number of nations is expanding the evidence base for the ABC
strategy in generalized epidemics, such as those in most of sub-Saharan Africa. These new data
are only a snapshot of the undeniable success associated with the adoption of ABC behaviors
around the world. This growing body of evidence paints a powerful picture: simply put, ABC
works.

To amplify this point, in May 2006, the Southern Africa Development Community — an alliance
of several countries in Southern Africa -- convened an expert, think-tank meeting to identify and
mobilize key regional priorities for HIV prevention. The meeting report characterized multiple
and concurrent sexual partnerships as central drivers of the HIV/AIDS epidemic in the Southern
Africa region. They recommended that priority be given to interventions that:

e reduce the number of multiple and concurrent partnerships;

* address male involvement;

e increase consistent and correct condom use;

« and continue programming around delayed sexual debut.

Clearly, these are African-derived interventions that address ABC behaviors.

In the field, we are taking steps to find out how well our programs are working. In additional to
our normal evaluation of program effectiveness, USAID is leading U.S. Government agencies in
an independent evaluation of some PEPFAR-supported AB programs. An expert meeting was
convened to develop new evaluation tools to measure program implementation and strengths.
This will be followed by a longer term program evaluation that will be multi-country in nature
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and will provide important information on program strengths and outcomes. We are excited
about this progress and look forward to the findings, which will be used to improve program
performance.

Because it is a remarkably simple and easily translated message, ABC is often porirayed as
simplistic, and even as a superficial approach to addressing much tougher issues underlying
sexual transmission of HIV in a generalized epidemic, particularly in the developing world. One
promising yet overlooked aspect of ABC’s role in the Emergency Plan and in prevention efforts
globally is its relevance to effectively address gender issues, including power relationships,
women’s sexual vulnerability, and destructive male sexual behaviors.

Critics of the Emergency Plan argue that the ABC does not speak to a woman’s ability, or
inability, to negotiate within a sexual relationship. But, in fact, central to the ABC strategy are
parallel efforts to address the vulnerability of women and girls. In addition, within the ABC
strategy there is very specific and growing attention to issues of male behavior, which of course
lies at the heart of gender inequality and sexual coercion. This past June, there was a particularly
interesting article that ran in the Boston Globe. The story highlighted the Emergency Plan’s
significant efforts to target HIV prevention in men, 1 will briefly discuss those efforts now, in
light of how male behaviors can and often do affect women, particularly the women of sub-
Saharan Africa.

The Emergency Plan is based on the firm belief that it is impossible to stem the spread of HIV
without addressing the unbalanced power relations between men and women. Working with
boys and men is and must be an ever greater integral focus of the Emergency Plan’s HIV
prevention programs, especially since male behavior is a prominent root cause of female
vulnerability to HIV/AIDS. Among the many factors that help fuel the HIV epidemic, putting
both men and their partners at risk are:

Socially-structured norms and expectations related to men’s behavior and roles;

the acceptance of casual sex and multiple sexual partnerships;

the encouragement of older men to have sexual relations with much younger women;
viewing men in the household as the sole decision-maker;

the likelihood that males will engage in risky sexual behavior — often made even more
likely because of lowered inhibitions related to alcohol use; and

e use of illegal drugs, which often results in the spread of the disease through dirty needles,
unprotected sex, and the descent into prostitution to acquire drugs.

* & & o @

Furthermore, men’s reluctance to seek health services limits their ability to learn their HIV
status, and limits the likelihood that they will be challenged to change their risky sexual behavior
and adopt preventative behaviors. Through a variety of programs, the Emergency Plan is
tackling these issues:

¢ In South Africa, the Emergency Plan works with the Institute for Health and
Development Communication’s Soul City, the most expansive HIV/AIDS
communication intervention in the country, reaching more than 80 percent of the
population through mass and interpersonal communication programming. Soul City
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emphasizes the role of men in parenting and caring. It challenges social norms around
men’s perceived right to sex, sexual violence, and transgenerational sex. Thereis a
statistical correlation between exposure to Soul City programming and improved norms
and values amongst men.

¢ Also in South Africa, the Emergency Plan supports a very successful male involvement
program known as “Men as Partners.” In addition to dealing with HIV/AIDS prevention
issues that include masculinity, stigma, and domestic violence, men are encouraged to
assume a larger share of responsibilities for family and community care by spending
more time with their children, mentoring young boys in the community, and visiting
terminally ill AIDS patients.

o In Zambia, the U.S. is working with the Zambian Defense Force to train peer educators
and commanding officers to raise awareness among men in the military about the threat
posed by HIV/AIDS, and to enlist their support in addressing it. Training workshops
cover basic facts about HIV/AIDS and its impact, including transmission, prevention,
stigma, sexuality, gender, positive living, counseling and testing, and care.

s In Uganda, the Empowering Africa’s Young People Initiative includes a focus on
masculinity and gender norms. Community advocacy and sensitization meetings are
conducted for both younger and older males. For younger males, the focus is on
challenging norms about masculinity, challenging the acceptance of early sexual activity
and multiple sexual partners for boys and men, and challenging the dangerous and
abusive practice of transactional sex. As for older males, the focus is on supporting
counseling, peer education, community interventions, and the ending of the dangerous
and abusive practices of transactional and cross-generational sex.

* Also in Namibia, the Lifeline Childline program addresses the root causes of gender
violence. It uses age-appropriate messages to teach boys ~ as well as girls — about
HIV/AIDS, sexual abuse, domestic violence, and the resources available to vulnerable
children through specialized counseling and other services.

Prevention of Mother-to-Child Transmission: A Cross-Cutting Initiative

The area of Prevention of Mother-to-Child Transmission, or PMTCT, is one of the most dynamic
and multidimensional interventions under the Emergency Plan. While PMTCT is budgeted
under “Prevention” in PEPFAR country operational plans, not all PMTCT funding is captured in
its line item in the PEPFAR budget. In fact, PMTCT is actually a cross-cutting program area
that involves prevention, care, and treatment. The setting for PMTCT is often an entry-point for
other services, including treatment with antiretroviral therapy. To view PMTCT as one-
dimensional is to lose sight of the overall, strategic nature of the Emergency Plan.

In 2005, almost one-third of Emergency Plan-supported HIV counseling and testing was
conducted in PMTCT settings. To put this in perspective, several health centers in Rwanda have
initiated highly successful programs to engage men in PMTCT services. Partners are invited to
accompany womien to prenatal visits and receive voluntary HIV counseling and testing. They
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participate in the prenatal counseling, provided to their partners. Associated community services
work to change male attitudes and behaviors that compromise their own health, as well as the
health of women and children. In Uganda, Kenya, and South Africa, programs have begun to
initiate partner testing within PMTCT settings.

Similarly, psychosocial support groups for pregnant women and mothers in the postnatal period
are highly valued activities often budgeted under PMTCT. In addition, infant follow-up, which
is necessary to minimize transmission during breastfeeding and to diagnose infants, is part of
comprehensive PMTCT programs. Other PMTCT activities entail technical assistance to
strengthen local PMTCT systems, training personnel in the provision of services, and building
strong referral networks for children born to HIV positive mothers.

Preventing 7 Million HIV Infections: How USAID Fits into the Emergency Plan’s
Function of Strategic Information

Earlier I alluded to the Demographic Health Survey, or DHS. Data from the DHS, which
collects behavior and HIV prevalence data at the population level, contribute to PEPFAR’s work
of calculating infections averted. USAID has supported such population-based surveys since
1982, and now continues to be the primary supporter of DHS under PEPFAR.

USAID’s Office of HIV/AIDS makes important contributions to the design and successful
implementation of PEPFAR’s Strategic Information and Reporting system. The Office of the
U.S. Global AIDS Coordinator has organized four interagency Technical Working Groups to
manage PEPFAR’'s Strategic Information and Reporting system. USAID co-chairs each of these
Technical Working Groups, along with HHS/CDC, and offers critical feedback on surveillance
and surveys, health management information systems, capacity building with regard to
monitoring and evaluation, as well as indicators and reporting, In addition, a number of USAID
staff serve as Strategic Information Advisors to PEPFAR country teams overseas. Since the late
1980s, USAID has administered an interagency agreement with the Census Bureau to produce
occasional reports on the state of the HIV epidemic and its effects on overall health status and
social institutions.

Conclusion

I"d like to conclude by underscoring the 2004 Lancet commentary on finding common ground.
This piece was signed by 150 AIDS experts from around the world noting that, “the ABC
approach can play an important role in reducing the prevalence in a generalized epidemic”...and
that “partner reduction is of central epidemiological importance in achieving large-scale HIV
incidence reduction, both in generalised and more concentrated epidemics.”

Congressional commitment to a comprehensive HIV prevention strategy is the correct approach,
and one that is supported by the evidence. Through partnership with host nations, effective
programs for HIV prevention are possible — even in the most difficult places. We will continue
to support this common ground as we advance our massive response to HIV and AIDS.

Thank you -- I'm glad to respond to your questions.
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Mr. SHAYS. Thank you very much.

Mr. Duncan, we’ll have you start off.

Mr. DUNCAN. Well, thank you very much, Mr. Chairman.

Let me ask this. We have a GAO report that says that the
PEPFAR prevention budget is $322 million, and that’s 20 percent
of the total PEPFAR budget, which would mean the total PEPFAR
budget would be approximately $1.6 billion; is that close to being
correct?

Ambassador DYBUL. Yes, sir, that is correct, in terms of the 15
focus countries that were mentioned by the chairman. The entire
PEPFAR budget encompasses other bilateral programs, it encom-
passes international research on HIV/AIDS, and it also encom-
passes our contribution to the Global Fund for AIDS, tuberculosis
and malaria, which is substantial. So it would be $1.6 of $3.2 bil-
lion, approximately.

Mr. DUNCAN. According to CRS, it says we’re giving about $350
million, roughly, to the Global Fund over the last couple of years,
each year.

Ambassador DYBUL. Correct.

Mr. DUNCAN. So the total PEPFAR budget is $3.2 billion.

Is there any other country that is contributing figures like that
to fight AIDS outside of their own country that you know of?

Ambassador DYBUL. Tragically, no. According to a recent analy-
sis by the Kaiser Family Foundation, the American people are pro-
viding approximately half of all global partner resources for HIV/
AIDS. No one is in the category of the United States. In fact, the
United States provides as much as all other international what is
called donors,a word I really don’t like because we’re talking about
donors/recipients, we're talking about partners—but yes, we pro-
vide as much as everyone else combined.

Mr. DUNCAN. You know, I think that’s very important because I
think some of these are really good things for us to do, but so often
the American taxpayers just don’t get nearly the credit that they
deserve because we're doing far more in this area than any other
country. No other country, even developed nations, are coming
close. And this money for the most part is being spent in countries
where the cost of medical care is far, far cheaper or far less than
it is in this country; is that correct?

Ambassador DYBUL. Yes, sir. It would be true that the cost per
person for nearly every intervention is lower in the countries in
which we’re working than it would be in the United States.

Mr. DUNCAN. Let me ask you this, a later witness apparently will
testify, or part of his statement says, now PEPFAR and USAID
lead the world in AIDS prevention, promoting a balanced and tar-
geted set of interventions that include abstinence, being faithful
and condoms for those who cannot and will not follow A or B be-
haviors. This is in spite of formidable and continuing institutional
resistance to change. As a senior USAID officer commented not
long ago, “USAID is in the condom and contraceptive business, that
is our business.”

Do either one of you, are you finding this formidable and continu-
ing institutional resistance to change that this later witness refers
to?
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Ambassador DYBUL. Well, sir, let me begin, and then Dr. Hill,
I'm sure, will want to comment on that.

I think one of the important pieces of the GAO report that has
not been commented on often is that in three or four places it
states that there is now a consensus by American government per-
sonnel in the field that ABC is a balanced approach as what is
needed. Now that doesn’t mean there aren’t people who are still at-
tached to older philosophies. I actually come to HIV/AIDS as a
therapeutic scientist and researcher, and it’s become very clear, if
you look at prevention data—which I've done, I didn’t enter this
with any particular dog in the race, I just wanted to look at the
data as a scientist—that the data for ABC are overwhelming.
There is no example of a decline in HIV prevalence in a generalized
epidemic such as Africa without all three components, without all
three ABC components.

But most of the initial prevention work that was done was not
in generalized epidemics, it was in what’s called concentrated
epidemics, places where identified populations are at high risk,
prostitutes, men having sex with men, truck drivers, and much of
the initial work was done in those populations. And they’re more
of a BC message, which is shown to be highly effective. Unfortu-
nately what’s happened is some people tried to transfer data from
a concentrated epidemic—because that’s the work they were famil-
iar with—to a generalized epidemic, and we still have people hold-
ing on to the old data set, not moving to the new data set. But that
is increasingly becoming less and less of an issue as the data are
overwhelming. But we see this unfortunately in any circumstance.
In treatment we still have people who want to use two instead of
three drugs because they haven’t caught up with the data. So we
do have to continually educate and provide the data, and the data
base is growing substantially.

I think we’ve largely overcome some of those earlier prejudices
as the data become available, but it’s a constant effort and we'’re
still working on it.

Mr. DUNCAN. Before Dr. Hill comments, let me, before my time
runs out—and maybe Dr. Hill will want to comment on this—that’s
a very good answer, Mr. Ambassador, that you've just given me,
but also another later witness will mention the point about where
women do not have the power to refuse unprotected sex and it says
that’s the problem, not the presence of abstinence or faithfulness
per se. Now maybe one or both of you might want to comment
about that, in addition to these other comments or answers.

Ambassador DYBUL. Again, if I could start and then Dr. Hill
could answer both of those two pieces.

You know, in the case of gender equality or violence against
women, negotiating A, B or C is a very difficult endeavor. So as Dr.
Hill mentioned, we need to deal with some of the entrenched gen-
der issues, and we are, in fact, dealing with those. We’re dealing
with those in terms of transactional sex, transgenerational sex,
we're teaching young men a lot of important lessons about respect-
ing women. We're tying our programs to issues of gender violence,
including the President’s initiative on women’s empowerment. All
of those are important, but I think it is also important that the
ABC message is relevant for gender inequality; if men learn ABC,
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if men practice ABC, gender issues become easier to deal with be-
cause the men themselves will allow for the negotiation of an A,
B or C intervention. We've seen over and over again the data for
young men radically changing their B behavior, becoming faithful,
reducing their partners as a major reason for declines in preva-
lence, and that is very much affecting the gender issue.

So I think as in most things related to HIV/AIDS, any time we
begin with this or that, we’re making a mistake, it’s generally ev-
erything and all and more. And so we need all of these approaches
to deal with gender. But ABC is very relevant for gender, particu-
larly if you target the men, and we have a lot of programs to do
that, particularly young men.

Mr. DuNCAN. Plus some of that training for men on teaching re-
spect for women and so forth would help curb this program in the
future. You can’t solve this problem immediately or all at once.

Dr. Hill, I didn’t mean to cut you off. I'd be interested in your
comment.

Dr. HiLL. Congressman Duncan, let me begin with your first
question as to whether in fact there is resistance among career peo-
ple to a comprehensive ABC approach and if there is a favoritism
toward the C.

I think if you talk to career people about this, they will be the
first to acknowledge that the international approach, including
much the of the U.S. approach, in the initial years did tend to view
condoms as a kind of silver bullet that might have a huge impact
on this. But as the evidence begin to mount that condoms were not
going to be enough, and as the evidence mounted as to how preva-
lence rates were going down in Uganda precisely by using a com-
prehensive approach, a lot of talk about what they would refer to
as zero grazing or partner reduction or monogamy within marriage,
etc., faithfulness within the sexual partnerships, when the evidence
began to come in that it was this behavior change that was having
a dramatic impact on the lowering of prevalence, career people, it
didn’t matter if they were Democrat or conservative, religious or
non-religious, they could see the facts, they could tell that these
interventions had a lot more potential than they at first perhaps
thought. And so I feel very strongly that the core team of profes-
sionals with whom I work with at USAID—and I think this is true
of the other Federal agencies—have really had a remarkable shift
toward understanding the importance of a comprehensive ap-
proach. I feel very good about that.

Now, internationally, we have a long ways to go to have won that
battle. And in fact, I really honestly believe that the battle is there.
And Ambassador Dybul is absolutely right to point out that one of
the reasons is so critical that the United States spend sufficient at-
tention on AB is because you’re not likely to find it anywhere else.
It’s not going to be there yet because people don’t yet believe that
it’s going to be that effective.

And so what I really think we’ve got to do is two things. We have
simply got to focus the world’s attention on the fact that this is an
evidence-based approach, that all the data suggests that it can be
very, very effective. What I find fascinating is that even in a place
like Asia where we focused on condoms, AB behaviors changed as
well. The percentages of young men that were having their first
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sexual experience with sex workers or prostitutes went down. The
number of police that were visiting sex workers or prostitutes went
down. Throughout many parts of Africa, the evidence suggested
people could change their behavior, even to the point of changing
to abstinence or to partner reduction if they were sexually experi-
enced. So the evidence is very strong.

The second thing that I think will help get this out of what I call
the culture wars debate is to emphasize the connection to gender
issues. This is a winner of an approach that will affect gender
issues. You cannot affect gender inequality issues or equality issues
without doing AB interventions, they’re critically important to it.

Your last point about—I'm trying to remember what your last
point was—had to do with

Mr. DUNCAN. It was about the women who

Dr. HiLL. Right. Whether it’s realistic—and I think there have
been two myths that have been perpetrated. One is that abstinence
is not realistic with the young. They simply aren’t capable of it.
Their hormones are too strong. And the second of course is that be
faithful programs don’t work when the husband is not faithful. The
latter point of course is absolutely obvious. That’s why you have to
focus on male behavior and not just female behavior. But the evi-
dence is also overwhelming that young people are quite capable of
moderating their behavior as well.

So I think what’s really needed is for more than ABC, it’s gender
programs, it’s working with pregnant women, it’s treatment pro-
grams so that people when they get tested and change their behav-
iors have some hope for the future. It’s all connected, and we've got
to never treat it in an isolated fashion.

Mr. DuNCAN. Thank you, Mr. Chairman.

Mr. SHAYS. Thank you. Mr. Waxman, you have the floor.

Mr. WAXMAN. Thank you, Mr. Chairman.

Ambassador Dybul, there are several countries where overall
prevalence rates have come down significantly. They include Ugan-
da, Kenya and Zimbabwe; is that correct?

Ambassador DYBUL. That is correct, those three; there are many
others, actually.

Mr. WAXMAN. Well, experts have identified multiple reasons for
these declines. Some factors have nothing to do with behavior
change. For example, when young people who have high infection
rates leave the country for economic reasons, average prevalence
goes down; and sadly, prevalence also goes down when death rates
are high. But we do know that in these countries there have been
S(l)mg positive behavior changes. Can you give us some of the exam-
ples?

Ambassador DYBUL. Yes, I'd be glad to. And I think you raise a
very important point about other factors. There’s no question there
are other factors, and this is a very complicated scientific approach.
However, the recent report from Zimbabwe, for example, looked
very specifically at whether or not death contributed to the decline
in prevalence, and they looked very scientifically at that in Science
Magazine. Only 6 percent of the decline in prevalence was due to
death or other factors, only 6 percent. And the report, I mentioned
in my testimony where a group looked across the board at multiple
countries, about 10 actually, they determined that the decline in




41

prevalence was in fact substantial behavior change. While these
other things contributed, it was substantial behavior change.

A couple of the examples that we can give, whether it’s Uganda,
Kenya or Zimbabwe, which probably have the most up to date solid
data in this respect—we’re still looking at some of the other coun-
tries—as I mentioned, 50 percent decline in young men who had
multiple partnerships. Increase in age of first sexual activity by a
year or so, and in fact this overall survey determined that, as in
Uganda, was probably one of the most substantial reasons why we
saw a decline in prevalence because just that shift in a year re-
markably shifts the epidemiology of the infection as less people be-
come infected early who then infect less people. That’s a very sig-
nificant impact.

Importantly, secondary abstinence, building on what Dr. Hill just
said, Kenya actually looked in their demographic health survey at
people who had previously been sexually active versus those who
had been sexually active in the last year; secondary abstinence,
people who have been active sexually and no longer were, and saw
remarkable progress there, 50 percent.

We also saw, both in the Zimbabwe data and in the Kenya data,
as in the Uganda data, some increase in condom use particularly
among young women, now a doubling of the use of condom use
among young women. Unfortunately we didn’t quite see a commen-
surate change among the young men.

So it is a complex picture, but the data are repeated over and
over again supporting A, B and C.

Mr. WAXMAN. My understanding of the epidemiology is that we
can link these behavior changes to lower prevalence rates, but
what we generally can’t do is say this program led to that behavior
change, resulting in lower prevalence. Can you explain that?

Ambassador DYBUL. Yes, and this gets to the complicated nature
of behavioral science. Aristotle once said you can only be as precise
as your subject matter allows, and unfortunately that is the case
with behavioral science. Unlike treatment, where you can follow
someone’s CD—4 cell count or follow their viral load, behavior signs
is a much different thing. So what we do is look at prevalence
rates, as we've talked about, and we look at behavior change that
has occurred over that same time period. You can then link and
say this program led to this effect. You can look to see where pro-
grams were introduced and whether or not they were introduced
largely, and whether or not—you can basically guesstimate that
those programs in fact led to the change in behavior that was cor-
related with the decline in prevalence. It’s a much more com-
plicated matter than most sciences.

Mr. WAXMAN. I think that’s an important point to highlight be-
cause there’s a tendency to get bogged down in arguments over ex-
actly which kind of program got results at a national level, but we
can’t make that kind of claim. We can only know that in certain
countries that did implement comprehensive programs, significant
behavior changes have led to decreased prevalence. While it’s im-
portant to clarify the limits of our current knowledge, we do need
to get more precise information on how specific interventions im-
pact behavioral change. What are we doing to study this?
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Ambassador DYBUL. And that’s an important point because that
is something you can do in a scientific way is look at programs and
see what impact they’ve had on behavior change. We actually do
this in a variety of ways. Many partners do it themselves, and in
fact we just had a meeting in Durban, South Africa where 700 sci-
entific abstracts were presented, including quite a few on this topic,
where, for example, in Nigeria they introduced what’s called the
zip-up campaign, and during the time that the zip-up campaign—
which was an abstinence campaign—was in play, they saw a dra-
matic increase in abstinence activities. We have looked at programs
on college campuses where we’ve introduced such ABC programs
and looked at the change among those participants.

We have done a number of what we call targeted evaluations to
look at this approach. These take a long time. They generally take
a couple of years. Dr. Hill talked about a couple that USAID is
doing. We're also shifting the way we’re doing things, moving from
a targeted evaluation approach to public health evaluation ap-
proach so that we can do more and more of these efforts, and they
are ongoing——

Mr. WAXMAN. Ambassador Dybul, I have a lot of other questions,
but I appreciate your answer to that. And I think these evaluations
are extremely important. I also think that country teams should
have the flexibility to refine their prevention programs based on
the evidence we glean from these studies in the coming years.

Your office has turned the one-third requirement into two parts;
countries must spend at least 50 percent of prevention funds on
sexual transmission; then they must spend 66 percent of those
funds on AB programs. I understand that a number of countries
were able to get exemption from one or both of these requirements;
isn’t that correct?

Ambassador DYBUL. That’s correct.

Mr. WAXMAN. Now for the countries that didn’t get exemptions,
the formula means that if they spend more than 50 percent on sex-
ual transmission, they must spend more than 33 percent on AB
programs; is that right?

Ambassador DYBUL. That’s correct. And that makes some sense.
I'd be happy to explain that.

Mr. WAXMAN. In response to the GAO report, the administration
said that—you asked those countries that didn’t apply for exemp-
tions if they wanted to, and you wrote that the answer was a re-
sounding no. I’d like to read into the record what U.S. guidance is
to these countries.

Both in 2006 and 2007 guidance state, “please note that in a gen-
eralized epidemic a very strong justification is required to not meet
the 66 percent AB requirement.” The 2006 guidance also said, “we
expect that all focus countries, and in particular those with budgets
that exceed $75 million, will meet these requirements.”

In addition, both years guidance state, “in any case, no country
should decrease from 1 year to the next the percent of sexual trans-
mission activities that are AB. There will be no exceptions to this
requirement.”

I think that it’s difficult to know what country would really have
deferred, absent this strong language from their biggest donor.
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Ambassador Dybul, I'd like to ask you a few questions about
male circumcisions. I understand that four of these studies have in-
dicated male circumcision decreases the risk of a man contracting
HIV, and one randomized control study showed that male circumci-
sion lowered the risk by about 75 percent. Lower rates of HIV
among men will mean fewer risks for women in the population.
Can you tell us what the United States is doing to assess the ap-
propriate role of male circumcision in HIV prevention?

Ambassador DYBUL. I'd be happy to. I'd first like to get back to
some of the difficult issues you raised with behavioral data.

Mr. WAXMAN. Excuse me, Ambassador Dybul. My problem is that
in another second or two the light is going to switch, so I really
do have to move on.

Ambassador DYBUL. I would just say in a sentence that most of
those studies——

Mr. WAXMAN. The chairman said I can have as much time as I
want, so please feel free to go back. And we’ll stay here all day.

Mr. SHAYS. No. The bottom line is that we don’t have a lot of
members, but if Mr. Waxman wants you to answer another ques-
tion, he has the privilege to ask you to go to the next one.

Ambassador DYBUL. Most of those studies just showed an asso-
ciation between people who were circumcised and the protection.
There are now a couple of studies that were just presented in To-
ronto that showed that in fact isn’t holding up. That one random-
ized control target you mentioned looked at the actual intervention;
programmatically if we proactively did circumcision, would there be
a benefit. One trial has shown a benefit, a 60 to 70 percent reduc-
tion to men, it said nothing about the women. It also showed an
increase in sexual activity by the young men, and there’s actually
a mathematical model that shows if men think they’re fully pro-
tected and have more activity, you can actually offset the benefit
of the circumcision.

Mr. WAXMAN. Let’s take that first part. If men don’t get HIV be-
cause they’re circumcised, it does help the women because if they
do have sexual activity

Ambassador DYBUL. The problem is that they do, they just get
a lower rate. It’s a 60 to 70 percent reduction. So that’s why you
can actually mathematically show that if men increase their activ-
ity by a certain percent it will offset the benefit of the circumcision.
We don’t know that. That’s a guesstimate.

There are two other randomized controlled trials, large trials
that are underway right now, they're ongoing. The Data Safety
Monitoring Board has twice not stopped the studies; in other
words, allowed them to continue. We don’t know what that means.
We are expecting data in the next 6 to 12 months, depending on
whether they get to their end points.

These studies look a little more carefully at some of the other
issues involved. In anticipation of those studies, because we don’t
know the results and it would not be responsible, no one in the
world right now is advocating—no major international organiza-
tions are advocating active programmatic use of circumcision, but
what we have done is given countries flexibility—and several have
through our resources—to do preliminary work, to do preparatory
work. Unfortunately, as you know, circumcision does have cultural
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connotations to many people, and so we’re doing some of the cul-
tural sensitivity work, just like we have to do for vaccines and
other work. Should circumcision be proven to be effective and have
normative guidance, one implementing agency, not a scientific
agency, that’s NIH and other people’s business, should there be
normative guidance on the use of circumcision, it is something we
would fund, but we will do it carefully because you need to provide
the ongoing ABC behavior change with the circumcision or you can
actually offset the benefit.

Mr. WAXMAN. I appreciate that answer. I certainly hope—and
we're going to have to look at the evidence—that this can help in
reducing HIV transmission. I also hope that if and when the time
is right program staff will have the funding and flexibility to imple-
ment it, and I see you shaking your head.

Mr. Hill, I'd like to ask you about the role that the one-third ear-
mark has played in the policy. There are some who say before the
President’s program started there was too much emphasis on
condoms. And I gather that was your view as you expressed it ear-
lier; is that correct?

Dr. HiLL. I think that’s what my career folks tell me; they tell
me that there was a tendency to focus on condoms, yes.

Mr. WAXMAN. And do you think things have changed since
PEPFAR started?

Dr. HiLL. Yes. Both because of the evidence, because we were
forced to look at the evidence closely. So no, I think it’s quite a dif-
ferent situation now. The best empirical studies on this are given
by career people, not by political appointees.

Mr. WAXMAN. If the legislative earmark were to be removed or
modified, would USAID and its partner agencies still work to en-
sure that abstinence and be faithful programs play an appropriate
role in country’s HIV prevention programs?

Dr. HiLL. I'd like to think we would. As an implementer, you
know that all implementers like flexibility, they like the options of
making their own decisions on how to do things. But I do think it’s
appropriate and right for Congress to insist that we have a com-
prehensive strategy, but I'd like to believe we would do the right
thing anyway.

Mr. WaxMmaN. Well, Dr. Dybul’s office has the authority to ap-
prove or reject a country team’s plans each year, and I trust that
if the arbitrary quota for abstinence programs is removed, you
both, along with our health experts in the field, would maintain AB
programming where it is supported by evidence and by local needs.

Ambassador Dybul, you noted in your testimony the U.S. contin-
ues to support condoms and condoms programs. While many be-
lieve that we are not doing enough to promote and fund condom
use, you clearly agree that condoms are a crucial component of an
effective prevention program.

I have a question about appropriations language that has been
referred to as the condom nondisparagement provision. It says, “in-
formation provided about the use of condoms as part of projects or
activities that are funded from amounts appropriated by this act
shall be medically accurate and shall include the public health ben-
efits and failure rates of such use.”



45

Well when used consistently and correctly, condoms reduce HIV
transmission by 85 percent to 95 percent. But there have been dis-
turbing reports of programs that teach that condoms have holes or
that they don’t block HIV.

What is the administration doing to ensure that U.S.-funded pro-
grams do not spread false information about condoms?

Ambassador DYBUL. Thank you for that question because it is an
important one. Because we do have a full ABC approach as is evi-
denced by our funding distribution and by our guidance. We would
take that provision of the law as seriously as any other provision.
And so we make clear to everyone, and have done so on multiple
occasions, that should anyone be aware of such activity occurring,
such medical misinformation occurring, in a PEPFAR-funded pro-
gram, we need to know about that, and we need to intervene either
at the level of the cognizant technical officer and, if that is not suc-
cessful, higher than that.

Dr. HiLL. There is actually in the USAID contract, for example,
a very specific provision which requires any recipient of funds, even
if all they are doing is AB programming, if they mention C, they
have to mention it in a medically accurate way. If a report reaches
us that they are not, that is a breach of what they signed.

Mr. WAXMAN. I appreciate that answer.

Thank you, Mr. Chairman.

Mr. SHAYS. In answer to almost every question, there was the
word “evidence.” And I am not quite sure how to take the word
“evidence.” I am more inclined to want to say there are indications
that. What scientific evidence is available that says that one-third
should be for abstinence as opposed to two-thirds or as opposed to
one-sixth? Why one-third?

Ambassador DYBUL. Well, there is certainly no randomized con-
trolled clinical trial that gives a percent of a program that should
be dedicated to one or the other. What we do have are data that
suggests very clearly that you need all three components, A, B and
C, and 33 percent gives us a very balanced program.

So you can’t find a randomized controlled trial to give you that
number, but you can find an interpretation or application of avail-
?bleA data for a balanced approach that would get you to 33 percent

or AB.

Mr. SHAYS. Dr. Hill, how would you answer the question?

Dr. HiLL. Well, I think the experience of PEPFAR in practice il-
lustrates that, in fact, it is not viewed as rigid. There has been
enough flexibility, Congress has allowed enough flexibility, that
when it was appropriate to not spend that amount, exceptions have
been made. In some cases it would be appropriate to have a higher
percentage.

So, in fact, the way the program has been implemented shows a
fair amount of flexibility.

Mr. SHAYS. When would it make sense to have it higher than
one-third?

Dr. HiLL. If it was a generalized epidemic, it is very possible that
the messages to the general public that have to do with behavior
and the behavior of young people and the behavior of sexually ac-
tive people could have the biggest impact on lowering the preva-
lence rate. If it is not primarily being spread by truck drivers or
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by sex workers or prostitutes or in the high-risk groups, that it is
a very good possibility the behavior change messages in AB are the
things that will likely bring the prevalence rates down the fastest.

Ambassador DYBUL. In addition to that, Mr. Chairman, if I could
add, again, we are not the only player. While we are as much as
everyone else in the world combined, there are others. And so we
ask our country teams to look at the circumstance in their country,
getting to the comment by the Minister of Health in Namibia that
he needs us, the United States, to provide substantial support for
AB because no one else is doing it.

Mr. SHAYS. Briefly describe three or four abstinence programs to
me.

Ambassador DYBUL. I can describe some of the ones I have seen.
I can give you a couple from different age groups, and, again, we
have very few abstinence-only programs except for young kids.
What we have are AB programs and ABC programs once you got
above 15. So an example of an A only program would be a 10-year-
old school program where for 10-year-olds in schools, the teachers
have sessions on a daily basis. And this is a program in Uganda
where the kids in the morning learn about the importance of HIV-
AIDS in their community and how they as a 10-year-old can avoid
it through abstinence.

As you get older, the message changes to AB messages. So we
have programs in older kids, but still under 14, where they talk
about the importance of HIV-AIDS in the community, but also ab-
stinence and fidelity overall. And this is in the school.

Mr. SHAYS. So abstinence and fidelity in what terms?

Ambassador DYBUL. People use different terms, and, again, it is
culturally sensitive. In many countries being faithful means go to
church. So they use different terms such as zero grazing. In some
countries the term abstinence doesn’t resonate——

Mr. SHAYS. I can see you explaining to someone that maybe they
don’t want to smoke because they will get cancer. That would have
a huge impact.

Ambassador DYBUL. Absolutely. And that is

Mr. SHAYS. But it is more than just explaining that abstinence
will protect you from getting HIV-AIDS. It is into more than just
that, correct?

Ambassador DYBUL. If I understand the question correctly, it be-
gins with the danger, the risk to you for HIV-AIDS.

Mr. SHAYS. Let me say it this way: I think being honest with
people is essentially important. Being able to tell someone that if
they don’t protect themselves, they will get—and are involved in
sexual activities, the risk is very high they will get HIV-AIDS.

That seems like an honest thing to tell people. It seems like an
honest thing to tell people that a lot of people are dying because
of it. Those—if that is an abstinence program, it seems pretty log-
ical.

If you get into issues about, you know, about lifestyles, and how
you might go to hell because you are not abstaining, and you are
choosing the wrong direction, then I am just wondering about that.
And is that part of the program?

Ambassador DYBUL. Our program is based in public health and
in public health evidence, and different people come to that from
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different perspectives. The majority of, vast majority of, our pro-
grams—in fact, all the ones I have ever seen—begin with what you
began with, which is that HIV-AIDS is a risk to you, and you need
to protect yourselves so that you can live a healthy, productive life,
and that is where most of them begin, nearly all of them begin.

Mr. SHAYS. Do you have the scientific evidence to know which
kind of abstinence program works better? Because I keep hearing
the word “evidence.” I will tell you this: If you told me I would get
AIDS, that gives me religion real quick.

Ambassador DYBUL. Well, it might, but unfortunately that is not
always the case. Some of the most disturbing data I have seen are
that children who are orphaned from AIDS, they watched both of
their parents die from AIDS—they know they died from AIDS—
still don’t necessarily practice safe sex, still don’t abstain, be faith-
ful, or correct and consistent condom use. So even that immediate
experience did not alter their behavior.

On the other hand, I think there is general agreement that the
data are not particularly good on this, but the fear of death has
driven behavior change, whether it be in this country or in Africa,
and perhaps one of the reasons we are starting to see an uptick in
infection rates in this country and in Europe and in some parts of
Africa might be fatigue with that message, that you hear it so
many times, you don’t respond to it. And there are some data on
that as well.

So the problem with behavior change is it is a long-term thing.
If you keep telling the people the same thing for 5 years, eventu-
ally it is going to go over their heads. And that is why behavior
change is so difficult, why behavior medicine, why behavior science
is so difficult, because it is finding messages that link to and lead
to changes in behavior.

And that is fundamentally what we do, culturally appropriate
messages that resonate with people, which is why Nigerians talked
about zip up and Ugandans talk about zero grazing. People look at
what will be the best message. Sometimes that message is within
your cultural context, within your religious context, in addition to
the HIV-AIDS practices and the effect of HIV-AIDS within your
culture, there are other reasons that you should practice safe sex.

Sometimes it is because of the tribal system. One of our most ef-
fective is Massai warriors. Massai warriors become warriors when
13 or 14, I can’t remember which. They are collected together as
young men and are taught to go out and abuse women. Well, the
program we intervened with was to teach them that it is actually
manly to actually becoming a warrior to refrain and to respect
women; that is, in fact, a manly action within that tribal tradition.

So you have to find the right messages which will lead to behav-
ior change. The Minister of Health:

Mr. SHAYS. Let me comment on that last point.

I have no problem with the logic of what you just said. I have
a problem with saying that one-third goes toward this program.
And, you know, what I am hearing, being very candid with each
other, basically what I believe is that when we appropriated the
dollars, frankly, it was—one way to get it done was to win over
some who don’t want condoms as—their dollars being spent on
condoms so that they then say, at least I can justify that we are
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spreading the word of God to folks through abstinence and so on
and feel comfortable. And what I then feel is that both of you have
to step up to the plate and justify why we have done that.

And so when I hear the word “evidence,” I have a hard time
knowing the definition of evidence, but the program you just de-
scribed, teaching a different behavior, I think there is logic to that.
But there is no logic to me that says, that one-third should go that
way.

Dr. Hill, as well, would you be able to just tell me some more
examples of abstinence programs?

Dr. HiLL. Yes. The point I alluded to in my oral comments about
Soul City in South Africa is probably one of the best I have heard
about recently. They produced a whole series of films that were
shown on prime-time television which all address different values,
different responsible behavior, etc. It wasn’t heavy hitting, always
talking about HIV, but it set the context for how men should treat
women, etc.

And the initial evidence of this suggests that people are reconsid-
ering behavior that, in fact, is problematic, that leads to the spread
of HIV-AIDS. That’s a good example of a very sophisticated behav-
ior change program using medium.

But if I might, I would like to just address this question of what
reasons we give

Mr. SHAYS. I will give you a chance. I want to know more pro-
grams. So if either one of you want to tell me others.

Dr. HiLL. Other examples? A lot of what we do in countries is
that we will fund youth clubs, so after-school activities where kids
get together anyway to do sports or just get together to get help
with respect to certain things, we find ways; we have implementers
that will introduce topics that will bring up sexual conduct, etc.
They can ask questions. We try to be age appropriate, etc. I met
with some of these groups, had discussions with these kids, and
there is every reason to believe that kind of discussion can be use-
ful. And there is a lot of countries in which we fund those kind of
youth clubs.

Ambassador DYBUL. A specific example of that would be in
Kenya. I just visited a program where college kids became con-
cerned about the pressures, the peer pressures. College kids them-
selves were concerned about the pressures that they saw them-
selves and their classmates under to engage in sexual activity.
They conducted a survey which showed that only 20 percent of the
entering freshman had engaged in sexual activity in college, but 80
percent thought that their friends had. So you can see kind of the
peer pressure and the disconnect between what people are actually
doing and what they thought was going on.

As a result of that, they put together a program that we are sup-
porting to teach people that it is OK, in fact it is a good thing, both
for public health and your own self-worth and respecting yourself,
to remain abstinent, or, if you had been sexually active, to become
abstinent. And these are the students themselves that put this pro-
gram together.

Dr. HiLL. And these programs are called life skills programs in
which they will set up drama, set up scenarios in which a young
person might encounter, for example, an older man, some other




49

generation offering a girl tuition or books or something in exchange
for sexual services. This explains or this shows them, demonstrates
for them, how they could say no, why they should say no.

It addresses other questions where they are being coerced: How
do you say no? How do you make sure that what you want is re-
(s;lpected? You have to model that, and we often do that through

rama.

Ambassador DYBUL. Another example of these types of programs
which I think are important ones and get missed are ones that tar-
get men specifically. There are actually programs in Namibia that
say sometimes stigma is a good thing to stigmatize older men who
prey on younger women.

Mr. SHAYS. We call them, what, sugar daddies.

Ambassador DYBUL. Exactly. So to stigmatize them, basically
drive men out of the community who engage in and who participate
in such activity, that is an ABC program.

In a similar way the program Dr. Hill mentioned in South Africa,
a wonderful young man started on his own when he was 14 or 15,
his father was an alcoholic, and he drew on the program because
he saw the same thing, that his friends were abusing women. He
started the program to go around from his own personal experience
to explain why young men shouldn’t behave that way toward
women, why young men should respect women, why they are equal
to each other, why you would have a healthier life as you move for-
ward, and it has grown into now he is a national representative for
a national program to target young men to teach them to respect
women in an ABC way and to give ABC messages. So

Mr. SHAYS. Finish your sentence.

What did you want to say, Dr. Hill, when I wanted to——

Dr. HiLL. I think you were onto something when you were prob-
ing the question of about sort of what are acceptable reasons to
sort of pursue a behavior change. And there is this fear out there,
I have heard it a lot internationally, I have heard it sometimes in
this country, if it can be demonstrated that somebody used a moral
argument for behavior change, that somehow we may be dan-
gerously close to crossing some line that USG dollars should not be
spent for. And I just want to suggest that I think as important the
health reasons are, it would be counterproductive to misunderstand
that human beings are far more than just material creatures. They
don’t just respond to motivations that have to do with their appe-
tites. They often respond to motivations that have to do with doing
the right thing, whether it is treating another person with respect.
They get nothing out of it, they certainly don’t get sex out of it, and
yet people, young people, repeatedly demonstrate that they can re-
spond to stimuli which says, you know, be a man, do something
that shows that you are more than just an animal that is going to
follow your sexual urges.

One of the reasons that we like to work with faith-based groups
is that they often approach people at that deeper level. And you
can sometimes get young people to respond to moral pushing and
prodding as easily or more easily and with more passion than just
the health issues.

So I think the tent has to be big enough to include people mak-
ing all sorts of arguments. We tell the faith-based folks, use health
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arguments as well. And I tell the folks who just want to use faith
arguments, be sensitive to your culture. And if these folks are from
a Muslim culture or an orthodox culture or whatever the culture
is, if there is something there which stresses monogamy or faithful-
ness or not lying, for goodness sakes use those arguments as well.
We he have to stop the spread of HIV.

Mr. SHAYS. I have absolutely no problem with there being an ab-
stinence problem. I have a problem with stating that it needs to
be one-third. That is my problem, and because some places maybe
it should be two-thirds. I don’t know.

I doubt it. But I would think—and part of it, admittedly it is not
based on a wide experience, but when I was in Tanzania and Ugan-
da to hear people describe using condoms more than once because
then they weren’t available is pretty gross. To hear people describe
having sex without condoms because they couldn’t get it was pretty
gross. To see people waiting in clinics to learn if they had HIV-
AIDS—and I will tell you, it was—there were hundreds in every
place we went, and we got to interview them. And we got to ask
them—you know, here I am thinking they are waiting to learn if
they are going to die. They are willing to answer questions about
whatever I wanted to ask them.

And what I was struck with was it would be an absolute outrage
if someone could have had a condom and didn’t, but somehow they
weren’t available because we were diverting money in a different
direction.

If you had a choice of teaching someone abstinence, and they
weren’t going to abstain, is it better that we did that, or is it better
that we make sure that they have a condom?

Dr. HiLL. It is why you made a great case for a comprehensive
approach. You can’t do any of these interventions alone. There is
a place for A. There is a place for B. There is a place for C.

Mr. SHAYS. Let’s agree with that, provided that the other two get
what they need before abstinence gets what it needs.

Dr. HiLL. If you look at the statistics on condoms over the last
8 or 10 years, during the PEPFAR years we provided more
condoms than in the previous years. So it is not that condoms are
actually going down in terms of the number that we are providing.
That is a robust and major part of our prevention. So we are not
3rguing that it should go down. It should be a big part of what we

0.

It also should be the case, and, as you know, it is not abstinence
that is one-third, it is allowed to be interpreted as AB. And that
is a very important part of the message, just as C is.

Ambassador DYBUL. If I could build on what Dr. Hill said, we,
in fact, have had substantial increase in support for condoms under
the emergency plan, 130 percent increase, and 110 percent increase
for AB. So we have had substantial increases across the board for
A, B and C.

Unfortunately it is not enough. We cannot, with the resources of
the American people, cover everything, which is why we need the
rest of the world to be doing a lot more they are doing.

Mr. SHAYS. That we agree, but what I think I heard you say is
that some people are not getting condoms because we simply can’t
provide them.
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Ambassador DYBUL. And some people aren’t getting AB messages
yet because we can’t them get to them. And some people are not
getting PMTCT because we don’t have——

Mr. SHAYS. So what comes first?

Ambassador DYBUL. What comes first is what makes you avoid
infection, which is A and B and, if you can’t do that, C.

Mr. SHAYS. What happens if you are trying to convince someone
to abstain, but, guess what, they are going to have sex? Because
as much as you both may not want them to for their own good,
they are still going to do it.

Ambassador DYBUL. And that is precisely why when you are
above the age of 14 the message is an ABC message. It is not one
or the other. It is the public health information to allow people to
have a choice. It is giving them the information that abstinence or
fidelity to an HIV-negative partner is a 100 percent way to avoid
HIV infection, and there may be tribal and other messages that
come into play with that. But if that isn’t possible, if someone
doesn’t choose to do that, they have the information available
through some vehicle that condoms will protect them. But we can’t
cover everything because we don’t have the money.

Mr. SHAYS. Let me ask you, if countries were allowed to decide
for themselves whether to put one-third toward abstinence, would
countries still decide to do it, or would they choose not to?

Ambassador DYBUL. I have little doubt that they would.

Mr. SHAYS. Would what?

Ambassador DYBUL. Would support full ABC and put consider-
able resources toward AB, or more.

Mr. SHAYS. Why require it?

Ambassador DYBUL. Because it is coming from the U.S. Govern-
ment and not from those countries. If you look at the national
strategies

Mr. SHAYS. That is the problem I have. If your answer to us is
that they prove their worth to these countries, why do we just
have—why do—in the only area why do we set aside one-third for
abstinence?

Ambassador DYBUL. It is actually not the only area. There are
a number of congressional directives for other resource require-
ments of the emergency plan besides the 33 percent. There is treat-
ment, there is orphans and vulnerable children, there are other di-
rectives. The national strategies of virtually every country in Africa
where they have them lists ABC as their approach, not C. ABC.

The Minister of Health of Namibia was very clear in his response
in the Lancet report saying, I need the American people to be doing
heavy AB because no one else is doing it. We get C from other
folks. We don’t get AB from anyone else. We need a direction that
allows us to provide the full balanced message, not a single mes-
sage.

Mr. SHAYS. You kind of turned my question on end. I wasn’t say-
ing you would limit it. I would say if they want to spend two-thirds
they could spend two-thirds. So I don’t really think you were an-
swering the question. The question was, why require it? And your
answer, I guess, in the end is not based on science; based on the
fact that Congress has required it, that is why we have it.
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You have done a very good job—I am interrupting you but you
have done a very job of putting the best case forward I think you
can do. But it still doesn’t answer the question why it is one-third.

Ambassador DYBUL. I think you are right. Maybe it should be
more than a third. I don’t know, but the law is at least a third if
not—

Mr. SHAYS. I never said it should be nothing. I am saying if a
country wants to spend more, that it could spend more. We are
going to hear from other people in the second panel, but in my brief
visit to Uganda and Tanzania, it was—I was struck by this fact.
I was struck by the fact that when I spoke to college kids, they
were telling me if they don’t have condoms, they are still going to
have sex, and so are their friends. That is what they said.

And what they said is kids back in villages are still going to have
sex no matter what you think about—however, you know, effective
your abstinence programs are, they are still going to have sex. So
you can decide to let them have sex without condoms, or you can
let them decide to have sex with condoms. They are still going to
have sex.

Ambassador DYBUL. Mr. Chairman, I think it gets back to your
point on evidence. The evidence is that people are changing their
behavior. The evidence is that we are seeing a reduction in part-
nerships and sexual activity.

Mr. SHAYS. But the evidence is not clear if they are changing
their behavior because we have an abstinence program that tells
them the truth, by the way, you may get AIDS, or we have an ab-
stinence program because it is better for your soul and you will
grow up to be a better person. We don’t have evidence as to what,
why and which programs work.

Ambassador DYBUL. I think that is true, and I have stated that
we don’t know that yet. We do have some data on some programs;
for example, the Zip Up Program in Nigeria. We do have data from
some other programs, Soul City and a few others, and we are still
working on those.

The fact of the matter is that we need to have a broad-scale ABC
message to everyone in every place that condoms should be avail-
able to all those who need them. But the issue of priority of just
providing condoms without AB we know is wrong, too.

Unfortunately, and again this gets somewhat to the President’s
request, were the President’s request met for the focused countries,
we could increase AB and C. Would the rest of the world step up
to its responsibility to match the United States, we could do
enough AB and C.

I don’t think it has to do with the lack of availability of condoms
to college kids any more than it has to do with lack of AB mes-
sages. It is a problem of resources and the rest coming from the
rest of the world and the President’s full budget being supported.
But we have increased AB and C. We would like to increase it
more, and we will increase all three of those more with additional
resources.

Mr. SHAYS. Is there any other comments you want to make be-
fore we get to the next panel? Is there anything we need to put on
the record?
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Dr. HiLL. I think I would just add that one way or another,
whether it is by congressional directive of some sort which in-
structs us to make sure that we do a comprehensive approach—be-
cause the basic message of ABC is critically important, it is going
to vary little from country to country—one way or another, whether
that prodding comes from you or comes from the Office of Global
AIDS Coordinator or from central authorities in Washington, it is
like any other guidance. It is given because you want to ensure
that you get a balanced program that does as much as possible.
Having some flexibility is fine, but we have to make sure that we
push hard on this because, in fact, in the past it wasn’t a balanced
program, and this was an effort to try to make it more balanced.

Mr. SHAYS. You wanted to say something?

Ambassador DYBUL. I would say I think this has been a very im-
portant hearing. I would just want to state that the American peo-
ple through PEPFAR are supporting the broadest comprehensive
HIV-AIDS prevention strategy in the world beyond question.

I think we may do all of ourselves a disservice by concentrating
too much on various percents when we know ABC is the proper
message, and stick to supporting things and expanding programs
and having that comprehensive base shifting as we go, should male
circumcision, microbicides or other things become more available,
but sticking to the basic sense that ABC is the foundation. Gender
is something we need to deal with, alcohol, all of the things we are
supporting, and try to focus more on what we can do going forward
rather than focusing too much on a percent that isn’t radically af-
fecting things in the field in a negative way at all and, in fact, had
some very positive——

Mr. SHAYS. Let me put on the record my own view that you both
are very dedicated people. You are taking a law that has been
passed by Congress, and you are seeking to implement it. I know
this is a morning, noon and night effort on your part and the peo-
ple that work with you.

I happen to be a very proud American of what we have done, and
I know the President is criticized for a lot of things, some of which
I have been, you know, out there criticizing him for. But I am very
proud of our country’s focus on this issue. As a former Peace Corps
volunteer, I know that we are doing so much more than any other
country, and so while we are asking you these questions, and we
might have some disagreements, we don’t have any disagreements
over the importance of this issue and the dedication of your people,
and we do appreciate your being here.

I do want to recognize Barbara Lee. We are going to get on to
our next panel, but I would just note that she has unanimous con-
sent to participate in these hearings, and she is a real leader on
this issue. Maybe you would like to just address these two gentle-
men before they get on their way, and if you would like

Ms. LEE. Let me just first thank you. Forgive me for being late.
I will definitely, though, review testimony, and appreciate every-
thing that you are doing. And, Mr. Chairman, I just thank you for
giving me the opportunity to sit in on this very important hearing.

As you know, I helped write the PEPFAR legislation, and we
want it to work. And I think today’s hearing will let us know if it
is working, if it is not working, what the abstinence-only policies
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mean in the field, and what to do about them if they are not work-
ing.
And I thank you very much, Mr. Chairman.

[The prepared statement of Hon. Barbara Lee follows:]



55

Congresswoman Barbara Lee
Gov't Reform Subcommittee on National Security, Emerging Threats, & International Relations
HIV Prevention: How Effective is the President’s Emergency Plan for AIDS Relief?
September 6, 2006

Thank you Mr. Chairman.

Let me first begin by thanking you and the Ranking Member Mr. Kucinich, and Mr.
Waxman for holding this important hearing today on the effectiveness of our global
HIV/AIDS prevention programs. I appreciate the opporfunity to participate in this
hearing even though I am not a member of the committee.

The issue before us today is a critically important one.

Do we neglect evidenced based public health prevention strategies in order to satisfy an
arbitrary ideological prevention policy?

Do we put AIDS funding towards meeting the local needs and priorities of people in
Africa, the Caribbean and the developing world, or towards meeting the priorities of
politicians in Washington D.C?

The answers should be obvious. But the unfortunate truth today is that our global AIDS
prevention policy is being driven in large part by the need to fulfill an arbitrary funding
earmark that has no basis in science, and that according to the GAO, may be hindering
the overall battle against the global HIV/AIDS pandemic.

Let me be clear, as a co-sponsor and a co-author of the original legislation which
established PEPFAR in 2003, I believe very strongly in the power and the promise of
our global AIDS programs. I very much appreciate the work being done by
Ambassador Dybul (Die-Bull) and his office here in Washington, along with the work
of all US personnel and NGO’s in the field who are working on this issue.

They are doing critical, lifesaving work every day in difficult conditions and their work
should be applauded.

But at the same time I believe very strongly that we should not be tying their hands by
requiring them to meet an unproven abstinence-only-until marriage earmark.

I know our first two panelists will assert, as they must, that the earmark is not
burdensome and that US prevention programs still fund a range of activities beyond
abstinence as part of the ABC (Abstain, Be faithful, use a Condom) approach.
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But according to GAQ, the evidence says otherwise.

The very fact that the Office of the Global AIDS Coordinator allows US country teams
to seek an exemption from complying with the earmark indicates that they recognize it
1s a burden.

It is time for us to end this earmark once and for all, and I have introduced H.R. 5674,
the PATHWAY Act to do just that.

My bill would also address the growing toll that HIV/AIDS is taking on women and
girls throughout the developing world by requiring the President to develop a
comprehensive, integrated and culturally appropriate HIV prevention strategy to address
the key factors that contribute to gender disparities in the rate of HIV infection.

Such factors include, for example: empowering women and girls to avoid cross-
generational sex and early or child marriage; increasing access to female condoms;
addressing gender-based violence, rape and sexual coercion; supporting the
development of micro-enterprise initiatives, job training programs, and income
generating programs; encouraging the creation and effective enforcement of legal
frameworks that guarantee equal rights and protection for women and girls; and
promoting gender equality and the development of civil society organizations focused
on womern.

I want to thank Chairman Shays, Ranking Member Waxman and Ranking Member
Kucinich for their co-sponsorship of the PATHWAY Act.

I hope that today’s hearing can shed further light on how this abstinence-only earmark is
actually being implemented in the field, and I look forward to continuing to work with
the administration and colleagues on both sides of the aisle to strengthen our HIV/AIDS
programs.

Thank you.
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Mr. SHAYS. Thank you.

Gentlemen, thank you both so very much. Appreciate your being
here.

Mr. SHAYS. We will ask the next panel to come in just 1 minute.

Our next panel is Dr. David Gootnick, Director, International Af-
fairs and Trade, U.S. Government Accountability Office; Dr. Helene
Gayle, president, chief executive officer, CARE USA; and Dr. Lucy
Nkya, member of Tanzania Parliament, medical chairperson, Medi-
cal Board of St. Mary’s Hospital, director, Faraja Trust Fund, to
which I have denoted $100 since she shook me up for it; and Dr.
Edward C. Green, senior research scientist, Harvard Center for
Population and Development Studies, director, AIDS prevention
and research project at Harvard University.

Now that you have sat down, Dr. Gootnick, we are going to ask
you to rise and—we will ask you to rise, and we will swear you all
n.

[Witnesses sworn.]

Mr. SHAYS. What we do is we swear in all our witnesses. You can
swear or affirm, but raise your right hands.

In 10 years as a chairperson, there is only one person we have
never sworn in, and that was the good Senator in West Virginia.
I chickened out, Dr. Green, I just couldn’t do it.

We will start with you, Dr. Gootnick, and then we will go to you,
Dr. Gayle.

Welcome. Let me explain, we didn’t do too good a job last time,
but we have a green light there on both ends. We leave them on
for 5 minutes, and then we allow you another 5 minutes if you
need it. But we have four on the panel, so it would be good not to
go beyond the 10 minutes. I will interrupt you after that certainly.
So welcome.

STATEMENTS OF DAVID GOOTNICK, DIRECTOR, INTER-
NATIONAL AFFAIRS AND TRADE, GOVERNMENT ACCOUNT-
ABILITY OFFICE; HELENE GAYLE, PRESIDENT AND CHIEF
EXECUTIVE OFFICER, CARE USA; LUCY SAWERE NKYA, MEM-
BER OF TANZANIAN PARLIAMENT (MP, WOMEN SPECIAL
SEATS), MEDICAL CHAIRPERSON, MEDICAL BOARD OF ST.
MARY’S HOSPITAL MOROGORO, DIRECTOR, FARAJA TRUST
FUND; AND EDWARD C. GREEN, SENIOR RESEARCH SCI-
ENTIST, HARVARD CENTER FOR POPULATION AND DEVEL-
OPMENT STUDIES

STATEMENT OF DAVID GOOTNICK

Dr. GooTNIicK. Thank you, Mr. Chairman. Mr. Chairman, Con-
gresswoman Lee, members of the subcommittee, thank you for the
opportunity to discuss GAO’s recent report on prevention funding
under PEPFAR.

As you know, the May 2003 leadership authorized PEPFAR; es-
tablished the Office of the Global AIDS Coordinator, or OGAC; and
established the GHAI account as the primary funding source for
PEPFAR. The act also endorsed the ABC approach, recommended
that 20 percent of the funds under the act support prevention, and
requires starting in fiscal 2006 that one-third of prevention funds
be spent on activities promoting abstinence until marriage.
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Our report reviews PEPFAR prevention funding, describes
PEPFAR strategy to prevent sexual transmission of HIV, and ex-
amines key challenges associated with the strategy. In addition to
document review and analysis, we present the results of structured
reviews with key U.S. officials or country teams in each of the focus
countries who are responsible for implementing PEPFAR programs.

Regarding our findings, PEPFAR prevention funding in the fo-
cused countries rose by more than 55 percent between fiscal 2004
and 2006, increasing from roughly $207 to $322 million. I note that
our figures differ somewhat from those presented by Ambassador
Dybul and would be happy to discuss that in the Q and A.

During this time the prevention share of focused country funding
fell by about one-third, bringing it into alignment with the act’s
recommendation that 20 percent of PEPFAR funds support preven-
tion.

The PEPFAR preventing strategy for preventing sexual trans-
mission is largely shaped by the ABC approach, Congress’s one-
third abstinence-until-marriage spending requirement, and local
prevention need. OGAC adopted broad principles associated with
the ABC model.

Mr. SHAYS. Doctor, why don’t we move the mic a little to the left
because you pronounce Ps very well.

Dr. GooTNICK. OGAC adopted broad principles associated with
the ABC model, directing country teams to employ best practices
coordinated with national strategies and focused countries, inte-
grate across A, B and C activities, and be responsive to the key
drives of the epidemic and local cultural norms in each country.

To meet the spending requirement for fiscal 2006, OGAC directed
that each focus country team, amongst other things, direct at least
half of their prevention funds to the prevention of sexual trans-
mission and within that spend $2 on AB programs for every dollar
spent on what OGAC refers to as condoms and related prevention
activities. Of note, activities that support IV drug, alcohol reduction
and others are considered under condoms and related prevention
activities. Seven focus country teams, primarily those with smaller
PEPFAR budgets, received exemptions from this requirement.

Regarding key challenges, although several teams noted the im-
portance of promoting abstinence, more than half of the focus coun-
try teams reported that the spending requirement limited their
ability to design prevention programs that were integrated across
A,B and C, and most teams reported that fulfilling the spending re-
quirement challenged their ability to respond to the local conditions
and social norms in their countries.

Between fiscal 2005 and 2006, funding in the focus countries for
abstinence-until-marriage programs rose from $76 to $108 million.
During the same interval, condoms and related activities and pre-
vention of mother-to-child transmission programs in these coun-
tries had roughly level funding. These program shifts allowed
OGAC to project that it will meet Congress’s one-third abstinence-
until-marriage spending requirement. However, to meet the re-
quirement for fiscal 2006, seven countries planned declines in
PMTCT funding that ranged from roughly 5 to over 60 percent and
seven projected cuts to programs aimed primarily at high-risk ac-
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tivities in vulnerable populations. These cuts ranged from 7 to over
40 percent.

Finally, as a matter of policy, OGAC also applied the spending
requirement to certain USAID and HHS funds despite its deter-
mination that by law the requirement applies only to funds appro-
priated to the GHAI account. These non-GHAI funds are a small
part of the focus country prevention budgets; however, they rep-
resent more than 80 percent of U.S. prevention dollars for five ad-
ditional countries, India, Russia, Zimbabwe, Malawi and Cambodia
were also held to OGAC’s policies on the spending requirement.
This decision could especially challenge these country teams’ ability
to address local prevention needs.

Our report recommended that OGAC collect and report informa-
tion on the effects of this spending requirement on its programs
and ask Congress to use this information to assess how well the
requirement supports the act’s key goals.

GAO also recommended that OGAC use this information to reas-
sess its decision to apply the spending requirement to PEPFAR
funds in the nonfocus countries as previously mentioned.

In commenting on our report, OGAC acknowledged that coun-
tries face difficult tradeoffs with their prevention programs, and
Dr. Dybul reiterated that this afternoon. They agreed with our rec-
ommendation to collect and report information on the spending re-
quirement; however, they did not agree that the requirement
should be applied only to the GHAI account.

Mr. Chairman, this concludes my statement. I am happy to an-
swer any questions you or members of the subcommittee may have.

Mr. SHAYS. Thank you very much, Dr. Gootnick.

[NoTE.—The GAO report entitled, “Global Health, Spending Re-
quirement Presents Challenges for Allocating Prevention Funding
Under the President’s Emergency Plan for AIDS Relief,” may be
found in subcommittee files.]

[The prepared statement of Dr. Gootnick follows:]
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As GAO reported in April 2006, PEPFAR prevention funding in 15 focus
countries increased by 55 percent between fiscal years 2004 and 2006, rising
from about $207 million to $322 million. During this time, the prevention
share of PEPFAR funding in these countries fell by about one-third, in
accordance with the Leadership Act's recommendation that 20 percent of
funds appropriated pursuant to the act support prevention.

The PEPFAR strategy for preventing sexual transmission of HIV/AIDS is
1argely shaped by three e} the ABC model, the abstinence-until-
marriage spending requirement, and local prevention needs. In addition to
adoptmg the ABC model, OGAC developed guidance for applying it—for
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, that prevention interventions should be integrated and responsive
to loca! needs and cultural norms. To meet the 33 percent spending

reg , OGAC dated that country teams (PEPFAR officials in the
field) spend at least half of prevention funds on sexual prevention and two-
thirds of those funds on abstinence/faithfulness (AB) activities. OGAC
permitted certain couniry teams to seek exemptions from this policy. OGAC
also applied the spending requirement to all PEPFAR prevention funding as
a matter of policy, although it determined that as a matter of law it applies
only to funds appropriated to the Global HIV/AIDS Initiative account.

GAO also reported in April 2006 that OGAC's ABC guidance and the
abstinence-until-marriage spending regquirement, while valued by couniry
teams, have presented challenges to most teams. First, two-thirds of focus
country teams told us that ambiguities in some parts of the guidance led to
uncertainty about iaplementing the model; OGAC officials commented they
were clarifying the guidance for country teams. Second, although several
teams indicated that they value the ABC model and noted the importance of
AB messages, some teams also reported that the spending requirement can
limit their ability to design programs that are integrated and responsive to
local prevention needs. Most country teams reported, either in structured
interviews or exemption requests, that fulfilling the spending requirement,
including OGAC’s policies impl ting it, p ts chall to their
ability to respond to local needs. Seven focus country teams—primarily
those with iler PEPF" received ptions from the
requirement, allowing them to dedicate less than 33 percent of prevention
funds to AB activities. In general, the nonexempted teams are spending more
than 33 percent of prevention funds on AB activities, and OGAC should just
meet the overall spending requivement for fiscal year 2006. However, to meet
the abstinence-until-marriage spending requirement, teams have in some
cases reduced or cut funding for certain prevention programs, such as those
1o deliver comprehensive messages to certain populations. OGAC's decision
1o apply the spending requirement to ali PEPFAR prevention funds may
further challenge country teams’ ability to address local prevention needs.

United States A ility Oftice
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Mr. Chairman and Menbers of the Subcommittee:

I am pleased to be here today to discuss HIV prevention efforts funded
under the President’s Emergency Plan for AIDS Relief (PEPFAR).

In January 2003, citing the need “to meet a severe and urgent crisis
abroad,” President Bush announced PEPFAR, a $15 billion, 5-year
initiative to combat the global HIV/AIDS epidemic through prevention,
treatment, and care interventions. The U.8. Leadership Against HIV/AIDS,
Tuberculosis, and Malaria Act of 2003' (Leadership Act), which authorizes
PEPFAR, endorses using the “ABC model” (Abstain, Be faithful, or use
Condoms) to prevent the sexual transmission of HIV. The act also provides
for the establishment of an HIV/AIDS coordinator within the Department
of State (State} to lead the U.S. response to the HIVAIDS epidemic and
oversee all U.S. efforts to combat HIV/AIDS abroad, including
administering an account-—known as the Global HIV/AIDS Initiative
(GHAD account—containing funds appropriated pursuant to the act. The
act recommends that 20 percent of the appropriated funds be dedicated to
HIV/AIDS prevention and requires that, beginning in fiscal year 2006, at
least 33 percent of these prevention funds be spent on abstinence-until-
marriage programs. State’s Office of the U.S. Global AIDS Coordinator
{OGAC) has defined five HIV/AIDS prevention program areas—
abstinence/faithfulness (AB), “other prevention,” prevention of mother-to-
child transmission (PMTCT), safe medical injections, and blood safety—
and defined abstinence-until-marriage programs as AB activities.

My remarks will focus on three areas, as discussed in our report issued on
April 4, 20062 (1) trends and allocation of PEPFAR prevention funding, (2)
the PEPFAR strategy for preventing the sexual transmission of HIV, and
(3) key challenges associated with applying this strategy.

My observations are based on the work of our GAQ team over the previous
year. For this project, our team conducted structured interviews with U.S.
agency officials responsible for managing PEPFAR in all 15 PEPFAR focus

'Pub. L. No. 108:25.
*GAQ, Global Health: Spending Requirement Presents Challenges for Allocating

Prevention Punding under the President’s Emergency Plan for AIDS Relief, GAO-06-395
(Washington, D.C.: April 4, 2006).

Page 1 GAD-06-1089T
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countries® (focus country teams). This structured interview tool was
designed, tested, and reviéwed in consultation with our methodologist to
ensure the validity and reliability of our analysis. Our team also reviewed
key PEPFAR documents, such as country teams’ operational plans, and
interviewed U.S. based officials from the key agencies responsible for
implementing PEPFAR—State, the U.S. Agency for International
Developraent (USAID), and the Centers for Disease Control and
Prevention (CDC)—as well as representatives of several nongovernmental
organizations based in Washington, D.C. In July 2005, the team visited four
PEPFAR focus countries—Botswana, Ethiopia, South Africa, and
Zambia-—that it had selected using a set of objective criteria, such as level
and focus of PEPFAR funding. Finally, the team reviewed information
from five additional PEPFAR country teams that receive at least $10
million in U.S. government funding for HIV/AIDS.* We conducted this work
in accordance with generally accepted government auditing standards.

Summary

As we reported in April 2006, PEPFAR prevention funding’ in the 15 focus
countries rose significantly between fiscal years 2004 and 2006, while the
proportion of total PEPFAR funding dedicated to prevention declined.
PEPFAR funding in these 15 countries rose from $207 million in fiscal year
2004 to $322 million fiscal year 2006.° At the same time, prevention funding
as a share of total PEPFAR funding in the 15 focus countries declined from
33 to 20 percent, consistent with the Leadership Act’s recommendation

The 15 PEPFAR focus countries are Botswana, Cote d'Tvoire, Ethiopia, Guyana, Haiti,
Kenya, Mozambique, Namibia, Nigeria, Rwanda, South Africa, Tanzania, Uganda, Vietnam,
and Zambia, Officials In these countries spoke with us with the understanding that
individual respondents and the countries where they serve would not be named in onr
discussion of the structured interviews,

“These countries are Cambodia, India, Malawi, Russia, and Zimbabwe. Each of these teams
is required to submit an ional plan to OGAC each {iscal year, starting in fiscal year
2006.

*For the purposes of this testimony, and in our April 2006 report, PEPFAR prevention
funding is defined as funding appropriated to four accounts in the 15 PEPFAR focus
countries, as well as bilateral HIV/AIDS fonding in the five additional PEPFAR countries.
Funding data for fiscal years 2004 and 2005 are actual, while funding data for fiscal year
2006 are planned funding as of March 15, 2008,

Data that OGAC reported to Congress in April 2006 regarding fiscal year 2006 planned
PEPFAR prevention funding differ from these figures, primarily because OGAC's reported
prevention funding included costs not reported in previous fiscal years as program area
funds. These costs include, in part, certain strategic information and management and
staffing costs.

Page 2 GAO-06-1089T
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that 20 percent of funds appropriated pursuant to the act be spent on
prevention. For fiscal year 2005, focus country teams reported allocating
varying amounts for prevention programs, inciuding those designed to
prevent sexual transmission of HIV--AB and “other prevention.” We found
that chall and inconsi ies in country teams’ categorization of
funding for certain ABC programs and some broad sexual transmission
prevention activities, such as programs aimed at reducing stigroa
associated with HIV, result in some limitations in the reliability of reported
allocations for sexual transmission prevention.

The PEPFAR strategy for preventing sexual transmission of HIV is largely
shaped by three elements—the ABC model, endorsed by the Leadership
Act; the Leadership Act's abstinence-until-marriage spending requirement;
and local prevention needs in the PEPFAR countries.

ABC model. OGAC adopted the model and identified key principles to
guide country teams’ implementation of it—stating, for example, that
prevention interventions should be responsive to characteristics of the
epidemic of the country. OGAC's guidance regarding the ABC model also
outlined the types of activities that can be funded through PEPFAR and
directed country teams to emphasize different components of the ABC
model for various target populations.

Abstinence-uniil-marriage spending requirement. The PEPFAR sexual
transniission prevention strategy reflects the Leadership Act’s requirement
to reserve at least 33 percent of prevention funds appropriated pursuant to
the act—starting in fiscal year 2006—for abstinence-until-marriage
programs. To ensure compliance, OGAC established policies in August
2005 directing 20 PEPFAR country teams’ to dedicate at least 50 percent of
prevention funding to sexual transmission prevention activities (50
percent policy) and 66 percent of that amount to AB activities (66 percent
policy). OGAC also allowed country teams, especially those with smaller
budgets or more concentrated epidemics, to request exemption from these
policies. Finally, OGAC applied the spending requirement to all PEPFAR
prevention funding as a matter of policy, although it determined that, as a
matter of law, the requirement applies only to funds appropriated to the
GHAI account.

"These 20 teams are the 15 focus country teams and the 5 additional teams that receive at
Jeast $10 million annually in U.S. government HIV/AIDS funding.
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Local prevention needs. Working within the parameters of the ABC model
and the abstinence-until-marriage spending requirement, country teams
design prevention prograrns that respond to the countries’ prevention
needs.

OGAC's ABC guidance and the Leadership Act’s abstinence-until-marriage
spending requirement have pr d several chall to country teams.

Lack of clarity in the ABC guidance has created challenges for a majority
of focus country teams. Although a number of teams told us that they
found the guidance clear or easy to implement, 10 of the 15 focus teams
cited instances where elements of the guidance were ambiguous and
confusing, leading to difficulties in its interpretation and iraplementation.
We reported in April that OGAC officials told us they were working to
clarify confusing components of the guidance, including distributing to
country teams a document to address concerns teams had identified.

Satisfying the Leadership Act’s abstinence-until-marriage spending
requirement presents challenges to most country teams. Several focus
country teams indicated that they value the ABC model as an HIV/AIDS
prevention tool and noted the importance of AB messages, particularly for
certain populations. However, about half of the focus country teams told
us that meeting the spending requirement can undermine the integration
of prevention programs. Further, 17 of the 20 PEPFAR teams required to
meet the requirement, absent exemptions, reported either in structured
interviews or exemption requests that it presents challenges to their ability
to respond to local epidemiology and cultural and social norms. Ten of
these 17 teams (including 7 focus country teams) requested and received
exemptions, citing a variety of constraints related to meeting the
requirement, such as reduced PMTCT spending and limited funding for
prevention messages to high-risk groups. The remaining 7 teams, which
did not meet OGAC’s proposed criteria for submitting exemption requests,
also identified specific program constraints related to meeting the
requirement, such as reduced funding for prevention programs aimed at
HIV-positive individuals. Having approved 10 requests for exemption,
OGAC should just meet the Leadership Act’s 33 percent requirement for
fiscal year 2006 by effectively requiring teams that do not request
exemptions to, in most cases, spend more than 33 percent of prevention
funds on AB activities. However, these teams must sometimes reduce or
cut, funding for certain prevention programs, such as programs to deliver
comprehensive ABC messages to populations at risk of contracting HIV.
The analysis in our April report showed that nonexempted country teams’
allocations of planned prevention funds to “other prevention” declined by
approximately $5 million—from about 23 percent in fiscal year 2005 to
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about 18 percent in fiscal year 2006. At the same time, exempted country
teams’ allocations of planned prevention funds to “other prevention”
increased by approximately $700,000 between fiscal years 2005 and 2006,
remaining at about 21 percent of their total prevention funding in each
fiscal year. Finally, OGAC'’s decision to apply the spending requirement to
all PEPFAR prevention funding, rather than only to prevention funding in
the GHAJ account, may further constrain some country teams’ ability to
respond to local prevention needs.

In our April 2006 report, we recommended that the Secretary of State
direct the U.S. Global AIDS Coordinator to collect and report to Congress
information from the country teams about the spending requirement’s
effect on their prevention programming and use that information to,
among other things, consider whether the Leadership Act’s abstinence-
until-marriage spending requirement should be applied only to funds
appropriated to the GHAI account. We also suggested that, in light of this
information, Congress should assess the extent to which the spending
requirement supports the Leadership Act’s endorsement of both the ABC
model and strong abstinence-until-marriage programs. In responding
jointly to a draft of our report, State, USAID, and the Department of Health
and Human Services accepted our recommendation to collect information
from the country teams regarding the spending requirement’s effects on
their HIV sexual transmission prevention programming. They disagreed
with our draft recommendation to consider whether the Leadership Act's
spending requirement should be applied solely to funds appropriated to
the GHAI account. We modified the second recommendation to
recommend that they consider this policy change after collecting
information on the effect of the spending requirement.

Background

Each day, an estimated 13,400 people worldwide are newly infected with
HIV; more than 20 million have died from AIDS since 1981. HIV is
transmitted both sexually (through sexual intercourse with an infected
person) and nonsexually (through the sharing of needles or syringes with
an infected person; unsafe blood transfusions; or the passing of the virus
from mother to child through pregnancy, childbirth, or breastfeeding). The
majority of HIV infections worldwide are transmitted sexually. About two-
thirds of the estimated 40 million people currently living with HIV/AIDS
are in sub-Saharan Africa where, according to the Joint United Nations
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Programme on HIV/AIDS, adult HIV prevalence averaged 7.4 percent in
20048

As the entity responsible for developing the U.S. global HIV/AIDS strategy
and administering PEPFAR, OGAC has defined five prevention program
areas—abstinence/faithfulness (AB), “other prevention,” prevention of
mother-to-child transmission (PMTCT), blood safety, and safe medical
injections. These areas are divided into two groups: those aimed at
preventing sexual transmission—AB and “other prevention™—and those
aimed at preventing nonsexual transmission—PMTCT, blood safety, and
safe medical injections. (See fig. 1.)

*HIV prevalence represents the percentage of the adult population that is estimated to be
HIV positive. Estimates of HIV prevalence are often based on surveillance of pregnant
women in prenatal clinics or population-based surveys.

*In its Second Annuat Report, released to Congress in February 2006, OGAC began
referring to these activities as “condoms and refated prevention activities.”
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Figure 1: PEPFAR Prevention Program Areas
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AB activities encourage abstinence until marriage, delay of first sexual
activity, secondary abstinence, " faithfulness in marriage and monogamous
relationships, reduction of sexual partners among sexually active
unmarried persons, and social and community norms related to the above
practices. “Other prevention” activities include the purchase and
promotion of condoms, management of sexually transmitted infections (if
not in a palliative care setting), and messages or programs to reduce
injection drug use and related risks.

PAccording to OGAC, secondary abstinence activities encourage abstinence for youths
who have already engaged in sexual intercourse,
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In fiscal year 2004, the U.S, Congress appropriated $2.4 billion for global
HIV/AIDS efforts, directing $865 million of this amount to four accounts:
(1) the GHAI account, which received most of the funding; (2) the Child
Survival and Health account; (3) the Prevention of Mother to Child
Transmission account; and (4) CDC’s Global AIDS Program.” In cur April
2006 report, PEPFAR funding refers to funds appropriated to these four
accounts” for the 15 focus couniries, as well as bilateral HIV/AIDS funding
for the five additional countries that receive at least $10 million in U.S.
government HIV/AIDS funding. Each year, to receive country-level funding
for the coming fiscal year, country teams submit budgets, or “operational
plans,” to OGAC outlining planned activities and the organizations that will
impl t them (impl ting partmers). These plans are subject to
OGAC’s review and approval. Focus country teams also receive central
funding—multicountry awards that are managed by U.S. agency
headquarters in Washington, D.C, For fiscal years 2004 and 2005, PEPFAR
funding figures are central and country-level appropriations allocated by
QGAC. For fiscal year 2006, PEPFAR funding consists of planned
allocations of central and country-level appropriations.”

The Leadership Act specifies the percentage of PEPFAR funds to be
allocated for HIV/AIDS prevention, treatment, and care for fiscal years
2006-2008. The act recommens that 20 percent of funds appropriated
pursuant to the act be spent on prevention and 15 percent on palliative
care for those living with the disease. The act also requires that, beginning
in fiscal year 20086, at least 55 percent of funds appropriated pursuant to
the act be spent on treatment and at least 10 percent on orphans and
vulnerable children. (See fig. 2).

!"The remaining $1.5 billion was appropriated for, among other initiatives, the Global Fund
to Fight HIV/AIDS, Tuberculosis and Malaria—a rouitilateral public-private mechanism—
and international HIV/AIDS research through the National Institutes of Health.

"“The Prevention of Mother to Child Transmission account expired at the end of fiscal year
2004, but some country teams carried over funds from this account from fiscal year 2004 to
fiscal year 2005. Therefore, for fiscal year 2006, PEPFAR funding is defined as funds
appropriated to the remaining three accounts.

PRiscal year 2006 funding figures change slightly throughout the fiscal year, as country
teams make adjustments to their funding allocations.
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Figure 2: Selected Spendi and R dations for Fiscal Years

2006-2008 Contained in the 2003 Leadership Act
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Source: GAG anaiysis of 2003 Leadwrahip Act.

The Leadership Act further requires that at least one-third of prevention
funding appropriated pursuant to the act be spent on abstinence-until-
marriage programs, starting in fiscal year 2006. (The act also
recommended this spending distribution for fiscal years 2004 and 2005.) In
June 2004, OGAC notified Congress that it defines abstinence-until-
marriage activities as programs that address both abstinence and
faithfulness."

The Leadership Act states that “behavior change, through the use of the
ABC model, is a very successful way to prevent the spread of HIV.” The
model, which the Leadership Act defines as “Abstain, Be faithful, and use
Condoms,’ in order of priority,” is based in part on the experience of
Uganda, which implemented an ABC campaign in the 1980s and observed

HOffice of the U.S. Global AIDS Coordinator, 4 dix 2: The Emergency Plan for AIDS
Relief: Fiscal Year 2004 Prevention Expenditures and Program Classification Criteria
{Washington, D.C.: U.S. Departient of State, 2004).
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a decline in HIV/AIDS prevalence by 2001."° Although substantial debate
exists about the extent to which each component of the model is
responsible for reducing HIV prevalence in individual countries, there is
general consensus that using the ABC model can have a positive impact in
combating HIV/AIDS. In November 2004, a key consensus statement
authored by leading public health experts and endorsed by more than 125
prominent figures and world leaders observed that “all three elements of
{the ABC model] are essential to reducing HIV incidence, although the
emphasis placed on individual elements needs to vary according to the
target population.™

The PEPFAR prevention goal is to avert 7 million infections in the 15 focus
countries by the year 2010. This goal is camulative; that is, infections
averted in 2004 through 2009 will count toward the final total of infections
averted by 2010. In addition, this goal is to be reached both through
PEPFAR activities and through interventions by other donors and host
nations. OGAC plans, over time, to estimate progress toward this goal by
using a statistical model of epidemiological trends developed by the U.S.
Census Bureau. This analysis will compare “expected” HIV incidence rates
in particular countries with “actual” incidence rates, using those
comparisons to estimate the number of infections that have been averted
through PEPFAR and other prevention prograras. However, it cannot
attribute this change to any specific intervention or to the success of
particular types of programs. The approach involves substantial challenges
and the reliability of the estimates is not known, according to Census
officials. Key challenges include a lack of data on prevalence rates in many
developing countries and the fact that impacts of behavioral change
programs can occur over a period of time. OGAC initially considered using
a different methodology—the Goals model"—that links estimates of

“In 1986, the Ugandan government launched a nationwide information, education, and
communication tour to encourage Ugandans to abstain from sex until marriage, remain
faithful to one partner (termed “zero-grazing™), and use candoms when necessary.
According to the U.8. Census Bureau and UNAIDS, national HIV/AIDS prevalence in
Uganda fell from about 15 percent in the early 1990s to 5 percent in 2601

®Cates, Willard,et.al. “The Tire Has Come for Common Ground on Preventing Sexual
Transmission of HIV,” Lancet, vol. 364 (Nov. 27, 2004),

"“The Goals model is based on published research studies of the effectiveness of various
prevention strategies and on conversion factors that translate dollars spent on a given
prevention intervention into the number of infections averted. The model was developed by
the Futures Group—a privately held company that designs and implements public health
and social programs for developing countries.
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infections averted to specific types of prevention programs carried out
under PEPFAR and their spending levels. However, OGAC concluded that
this model could yield misleading results and was not the best method to
adopt. To acquire information about the effectiveness of specific PEPFAR
prevention programs, especially in the AB area, OGAC plans to fund
targeted evaluations on a very limited scale.

PEPFAR Prevention
Funding in the Focus
Countries Grew
Significantly during
First 3 Years

PEPFAR prevention funding increased significantly between fiscal years
2004 and 2006, while the proportion of total PEPFAR funding dedicated to
prevention declined. Country teams reported varying allocations among
the five prevention program areas. We found that challenges and
inconsistencies in country teams’ categorization of funding for certain
ABC programs and broad sexual transmission prevention activities
resulted in some limitations in the reliability of reported allocations for
sexual transmission prevention.

PEPFAR prevention funding” in the 15 focus countries increased by more
than 40 percent, from $207 million in fiscal year 2004 to $294 million in
fiscal year 2005, It further increased by about 10 percent, to $322 million,
in fiscal year 2006. (See fig. 3.)

"*0GAC officials were unable to provide data on PMTCT central {unding for prevention.
‘While they estimated that $6.5 million in central PMTCT funding went to prevention in
fiscal years 2004 and 2005, these rough estimates are not included in our funding figures.
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L e e v—
Figure 3: Total PEPFAR Prevention Funding in the 15 Focus Countries, Fiscal Years
2004-2006
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At the same time, the proportion of PEPFAR funding dedicated to
prevention in the 15 focus countries declined from 33 percent in fiscal year
2004 to 20 percent in fiscal year 2008, consistent with the Leadership Act's
recommendation that one-fifth of funds appropriated pursuant to the act
be spent on prevention. (See fig. 4.) OGAC's fiscal year 2004 operational
plan predicted this decline, noting that the proportion of total PEPFAR
funding allocated to prevention would likely begin to decrease relative to
the proportion allocated to care and treatment.
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Figure 4: Share of PEPFAR Funding Dedicated to Prevention in the 15 Focus
Countries, Fiscal Years 2004-2006
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The total proportion of PEPFAR prevention funding that the 15 focus
country teams reported allocating to each of the five prevention programs
varied to some extent across fiscal years 2004-2006. {See fig. 5.)
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—— ]
Figure 5: Rep PEPFAR P lon Funding in Focus Countrles, by Program
Area, Fiscal Years 2004-2006
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these figures, primarily because OGAC's reported prevention funding included costs not reponted in
previous fiscal years as program area funds.

Chall and inconsi ies in country teams’ categorization of funding
for certain integrated ABC activities and some broad sexual transmission
prevention activities cause some limitations in the reliability of the
allocations reported for AB and “other prevention.” For example, in their
country operational plans, some teams categorized integrated ABC
programs entirely as “other prevention,” while others divided some or all
of these programs between the AB and “other prevention” categories. In
addition, certain broader components of sexual transmission prevention
programs that are not clearly defined as AB or “other prevention,” such as
activities to prevent substance abuse, may appear in either program area
in the teams’ operational plans. The lack of a standardized method for
categorizing these programs means that, to some extent, the varied
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numbers of funding reported across fiscal years may reflect the variations
in categorization methods rather than actual differences.

PEPFAR Sexual
Transmission
Prevention Strategy Is
Driven by ABC
Approach,
Abstinence-Until-
Marriage Spending
Requirement, and
Local Prevention
Needs

The PEPFAR strategy for preventing sexual transmission of HIV is shaped
largely by three components: the ABC model, the abstinence-until-
marriage spending requirement, and local prevention needs.

In adopting the ABC model, OGAC identified the following key principles
that country teams should consider in developing and implementing ABC
programs:

« The model should be applied in accordance with local prevention needs,
« Prevention activities should be integrated,

» Prevention activities should be coordinated with the HIVFAIDS strategies of host
governmenis.

« Prevention interventions should be drivan by best practices.

OGAC's guidance to the field states that “the optimal balance of ABC
activities will vary across countries according to the patterns of disease
transmission, the identification of core transmitters (i.e., those at highest
risk of transmitting HIV), cultural and social norms, and other contextual
factors.™ The ABC guidance also specifies the components of the ABC
model that should be targeted to certain populations and sets parameters
on the prevention messages that may be delivered to youths. For example,
although PEPFAR funds may be used to deliver age-appropriate AB
information to in-school youths aged 10 to 14 years, the funds may not be
used to provide information on condoms to these youths. When students
are identified as being at risk, they may be referred to out-of-school
programs that provide integrated ABC information and that provide
condoms. Under these rules, PEPFAR funds may be used to give
integrated ABC information to youths older than 14. Other rules include
the following:

”Ofﬂce of the U.S. Giobal AIDS Coordinator, Guidance to In—Country Stafj and

ing Pariners Applying the ABC Approach o Preventi itted
HIV Infections within the President’s Emergency Plan for AfDS Relzej (Washmgton DL
1.8, Department of State, March 2005),
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PEPFAR funds may not be used in schools for marketing efforts to
promote condoms to youths.

PEPFAR funds may not be used in any setting for marketing campaigns
that target youths and encourage condom use as the primary intervention
for HIV prevention.

PEPFAR funds may be used to target at-risk populations with specific
outreach, services, comprehensive prevention messages, and condom
information and provision. At-risk groups include, among others, sexually
active discordant couples and those who have sex with one whose HIV
status is unknowr.

To meet the 33 percent abstinence-until-marriage spending requirement,
OGAC issued policies in late August 2005 instructing each of the 15 focus
country teams and 5 additional teams to spend at least 50 percent of their
prevention funding on sexual transmission prevention and at least 66
percent of that amount on AB activities. To show compliance with the
spending requirement, country teams’ operational plans must isolate the
amount of funding dedicated to AB activities. OGAC allows country teams
to request exerption from its 50 percent and 66 percent policies.
However, the guidance cautions that, in a generalized epidemic, a very
strong justification is reguired for not meeting the 66 percent policy and
adds that OGAC expects all focus country teams, particularly those with
tota] PEPFAR funding exceeding $75 million, to adhere to the policies.”
Finally, OGAC directed country teams to apply the spending requirement
to all PEPFAR prevention funding (about $357 million in fiscal year 2006},
although it determined that, as a matter of law, the requirement applies
only to funds appropriated to the GHAI account (about $322 mitlion in
fiscal year 2006).

P its fiscal vear 2007 Country Operational Plan Guidance, OGAC dropped the language
regarding focus teams, particularly those with total PEPFAR funding exceeding $75 million.
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ABC Guidance and
Abstinence-Until-
Marriage Spending
Requirement Present
Challenges for
Country Teams

As our April 2006 report discusses, country teams face challenges related
to both the ABC guidance and the Leadership Act’s abstinence-until-
marriage spending requirement. Two-thirds of focus country teams
reported that a lack of clarity in aspects of the ABC guidance has led to
interpretation and implementation challenges. About half of the country
teams indicated that adherence to the spending requirement can
undermine the integrated nature of HIV/AIDS prevention programs. In
addition, most country teams required to meet the requirement, absent
exemptions, reported either in structured interviews or exemption
requests that the requirement challenges their ability to allocate
prevention resources in accordance with local HIV/AIDS prevention needs.
Finally, OGAC’s policy of applying the spending requirement to all
PEPFAR prevention funding, including funds not appropriated to the
GHAI account, may further constrain country teams’ ability to address
local prevention needs.

Challenges Related to ABC
Guidance

We reported in April 2006 that, although many focus country teams told us
that they generally found the ABC guidance to be clear and several said
that it did not present implementation challenges, 10 of the 15 focus teams
cited instances where components of the guidance were ambiguous and
caused confusion. First, 6 focus country teams expressed uncertainty
regarding the populations that should be considered at-risk in accordance
with the guidance, and 5 of these teams expressed concern that certain
populations that need ABC messages in their countries might not receive
them because they do not fit the ABC guidance definition of at-risk.
Second, teams reported that the ABC guidance does not clearly delineate
permissible condor-related activities, causing confusion about proper use
of PEPFAR funds, For example, 5 focus country teams reported that, in
their understanding, PEPFAR funds may not be used for broad condom
social marketing, even to adults in a generalized epidemic. Third, the ABC
guidance does not discuss how the age cutoff for providing condom
information should be applied to groups that include youths younger and
older than 15. We reported in April that QGAC officials told us they were
working to clarify confusing components of the guidance, including
distributing to country teams a document with some additional
clarification on how to apply the ABC guidance.

Challenges Related to
Abstinence-until-Marriage
Spending Requirement

In several of our structured interviews, focus country teams endorsed the
ABC model and noted the importance of AB messages. For example, one
team told us that, because of the country’s high HIV/AIDS prevalence rate,
abstinence is an appropriate message for both youths and adults.
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However, the abstinence-until-marriage spending requirement presented
challenges to country teams' ability to implement integrated prevention
programs. Because the abstinence-until-marriage spending requirement
requires them to segregate AB funding from funding for “other
prevention,” 8 of the 15 focus country teams reported that the spending
requirement can undermine their ability to design and implement
programs that integrated the components of the ABC model. For example,
one focus country team told us that artificially splitting prograras for the
military (traditionally considered an at-risk group) between AB and “other
prevention” disaggregates activities that should be integrated and
potentially lowers effectiveness.

In addition, 17 of the 20 PEPFAR country teams required to meet the
abstinence-until-marriage spending requirement, absent exemptions,
reported that the requirement presents challenges to their efforts to
respond to local prevention needs, Ten of these 17 teams requested
exemptions, citing a variety of concerns, such as reduced spending for
PMTCT, limited funding to deliver appropriate prevention messaging to
high-risk groups, lack of responsiveness to cultural and social norms, cuts
in medical and blood safety activities, and elimination of care programs.
The remaining 7 teams, which did not meet OGAC's proposed criteria for
requesting exemptions, also identified a variety of constraints related to
meeting the requirement, including difficulty in reaching certain
populations with comprehensive ABC messages, limited or reduced
funding for programs targeted at high-risk groups, reduced funding for
PMTCT services, and difficulty in funding progrars for condom
procurement and condom social marketing.

The analysis in our April 2006 report showed that, with the approval of all
10 exemption requests, OGAC should just meet the overall 33 percent
target for AB activities for fiscal year 2006 by effectively allowing
exenmipted teams to spend less than 33 percent on AB programs and
requiring nonexempted teams to spend more than 33 percent. Our report
found that all but one of the exempted teams planned to dedicate less than
33 percent of funds to AB activities—about 23 percent on average—while,
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on average, each of the nonexempted country teams planned to spend
around 37 percent.”

In allocating funds to meet the spending requirement, country teams are
primarily limited to shifting resources arong three prevention program
areas—AB, “other prevention,” and PMTCT. (This limitation occurs
because the overwhelming majority of funds spent on safe medical
injections and blood safety are centrally awarded funds, over which the
country teams have no budgetary control) If, for example, a country
team’s planned funding has less than a 2-to-1 ratio of AB funds to “other
prevention” funds, the team can increase AB funding to reach the required
ratio by reducing funds in “other prevention,” PMTCT, or a combination of
the two. The team can also consider taking funds from the treatment and
care program areas and placing them in the AB category.

Our analysis found that nonexempted country teams’ allocations for “other
prevention” funding declined between fiscal year 2005 and fiscal year
2006.7 For the nonexempted focus country teams, total funding for “other
prevention” declined by about $5 million from fiscal year 2005 to fiscal
year 2006, falling from about 23 percent to about 18 percent of total
prevention funding, while total funding for AB activities increased by
about $25 million, rising from about 27 percent to about 36 percent of total
prevention funding. By contrast, in the focus country teams that received
exemptions, total prevention funding for “other prevention” increased
slightly, by about $700,000, remaining at around 21 percent of total
prevention funding, and total prevention funding for AB activities
increased by about $7 million, from about 23 percent to about 28 percent
of total prevention funding. Figure 6 shows the allocation of prevention
funds by nonexempted and exempted focus country teams for fiscal years
2005 (actual funds) and 2006 (planned funds).

*Bi of chall and i i ies in country teams’ categorization of funding for
certain integrated ABC programs and some broad sexval (ransmission prevention
activities, data on prevention allocations may reflect the variation in categorization
methods rather than actual differences.

2Some of the decline in “other prevention” funding may be due to varying methods of
categorizing sexual transmission prevention programs and changes in categorization
methods across fiscal years. However, the data demonstrate a comumon trend across the
nonexempted country teams.
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Figure §: P All ions for A pted and Exemy Foeus Country
Teams, Fiscal Years 2005 and 2006

Fiscal yoar

2005

2008

2008

Exempled country
wams

2006

Percent

B Abstinencefaithfulness

sty Other prevention

- Bicod salely

B <o medicatinjections
Sources: GAC analysis of hcal yaer 2005 counlry cperational plans and CGAL's Country Dperationsl

Ftan and Reponing Systerm dambase.

Note: Fiscal year 2006 funding is planned funding as of March 15, 2006. Data that OGAC reported to
Congress in April 2006 regarding fiscal year 2006 planned PEPFAR prevention funding diller irom
these figures, primarily because OGAC's reported prevention funding included costs not repored in
previous fiscal years as program area funds. These percentages are reliable for understanding
general trends in data rather than for precise percentage differences in program areas, because of
potential ditferences in categorization methods.,

As figure 6 shows, overall levels of PMTCT funding stayed relatively
constant for both nonexempted and exempted focus country teams.
Overall, the proportion of funding dedicated to PMTCT in the focus
countries was about 23 percent in fiscal year 2005 and about 22 percent in
fiscal year 2006. Focus countries’ total PMTCT funding was $66.3 million
in fiscal year 2005 and $67.5 million in fiscal year 2006,

Finally, OGAC's decision to apply the spending requirement to all PEPFAR
prevention funding—although OGAC had determined that, as a matter of
law, the requirement applies only to funds appropriated to the GHAI
account—may further challenge some teams’ ability to address HIV
prevention needs at the local level, For fiscal year 2006, non-GHAI
prevention funds amounted to about $35 million (10 percent) of PEPFAR
prevention funding—that is, about $6 million (2 percent) of the focus
country teams' planned PEPFAR prevention funds and about $29 million
{82) percent of the five additional country teams’ planned PEPFAR
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prevention funds. Because of OGAC’s policy, some country teams are
constrained from allocating non-GHAI funding to meet local needs if the
allocations do not comply with the spending requirement.

Concluding
Observations

In conclusion, our analysis of HIV/AIDS prevention efforts funded under
PEPFAR reported in our April 2006 report showed that, although couniry
teams consistently value the ABC model as a useful tool for preventing
HIV, the Leadership Act’s 33 percent abstinence-until-marriage spending
requirement has presented challenges to their ability to adhere to the
PEPFAR sexual transmission prevention strategy. In particular, it has
challenged their ability to integrate the components of the ABC model and
respond to local needs, local epidemiology, and distinctive social and
cultural patterns. OGAC's application of the spending requirement to $35
million in funds not appropriated to the GHAI account may further hamper
some country teams’ ability to develop locally responsive prevention
programs. OGAC may be able to address some of the constraints country
teams face by reconsidering this policy, but the amount of non-GHAI
funding is relatively small and the underlying challenges that country
teams face in having to reserve a specific percentage of their prevention
funds for abstinence-until-marriage programs would remain.

Because meeting the 33 percent abstinence-until-marriage spending
requirement can challenge country teams’ ability to allocate prevention
resources in a manner consistent with the PEPFAR sexual transmission
prevention sirategy, our April 2006 report recommended that the Secretary
of State direct the U.S. Global AIDS Coordinator to take the following
actions:

Collect information from the country teams each fiscal year on the
spending requirement’s effects on their HIV sexual transmission
prevention programming. This information should include, for example,
the justifications submitted by country teams requesting exemption from
the spending requirement.

Provide this information in an annual report to Congress.
Use the information collected to, among other things, assess whether the
spending requirement should be applied solely to funds appropriated to

the Global HIV/AIDS Initiative account, in line with OGAC's legal
determination that the requirement applies only to these funds.
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In commenting jointly on a draft of our April 2006 report, the Department
of State/OGAC, HHS, and USAID reiterated their strong cormmitment to
fight HIV/AIDS and also noted the importance of the ABC model in
preventing sexual transmission of HIV, The agencies agreed with our
recommendation to collect information regarding the effects of the
Leadership Act’s abstinence-until-marriage spending requirement. They
disagreed with a draft recommendation regarding applying the abstinence-
until-marriage spending requirement only to funds appropriated to the
GHAT account, citing concerns about the effect on a unified budget
approach and noting the small amount of non-GHAI funding that the focus
countries receive. We modified our recommendation to recommend that
they consider this policy change after collecting information on the effect
of the spending requirement. However, we noted that the five additional
countries required, absent exemptions, to meet the spending requirernent
received more than 80 percent of their funds through non-GHAI accounts.

Matters for
Congressional
Consideration

Given the challenges that meeting the abstinence-until-marriage spending
requirement presents to country teams atterapting to implement locally
responsive and integrated HIV/AIDS prevention programs, our April 2006
report also suggested that Congress, in its ongoing oversight of PEFAR,
should review and consider the information provided by OGAC regarding
the spending requirement's effect on country tearns’ efforts to prevent the
sexual transmission of HIV and use this information to assess the extent to
which the spending requirement supports the Leadership Act’s
endorsement of both the ABC model and strong abstinence-until-marriage
programs.

Mr. Chairman and members of the committee, this concludes my prepared
statement. I will be happy to answer any questions you may have at this
time.
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Mr. SHAYS. Dr. Gayle.

STATEMENT OF HELENE GAYLE

Dr. GAYLE. Thank you, and thank you very much, Mr. Chairman,
Congresswoman Lee, and thank your subcommittee for the oppor-
tunity to join today to consider issues related to HIV prevention
programs funded by the President’s Emergency Plan for AIDS. We
clearly feel that ensuring PEPFAR achieve its success in reducing
HIV rates while we continue to focus on equitable treatment and
humane care for those already infected is a key critical challenge
for U.S. policymakers.

Organizations like CARE who implement programs at the coun-
try level share your commitment to make sure that we use these
resources in the most effective way as possible. We feel we owe
that to the people in those countries and clearly to the U.S. tax-
payers who make these resources available.

We applaud the focus on prevention because clearly while treat-
ment is critical, we can’t treat our way out of this epidemic, and
we really do need to think about how we are using the resources
to keep people from getting infected to begin with. And we know
that without effective prevention strategies, the numbers of in-
fected individuals will continue to grow.

We are here because we feel strongly that PEPFAR and the U.S.
Government have shown real leadership and have contributed
major resources and critical momentum to prevention, treatment
and care, and we know that the program has already saved count-
less lives and provided much-needed support to communities, and
we strongly support the continuation of this vital initiative beyond
2008. And so we are here today because we believe in the program,
believe that it has a strong role, and want to provide instructive
feedback.

I would just say—and that feedback, that comes, from our experi-
ence, at the field level so that this program can be strengthened.

Just say from the outset there was a lot of discussion, the first
panel, about the ABC approach and whether this is the right ap-
proach. And I think we would go on record saying that we strongly
believe that a behavioral approach, approach that changes people’s
risk of acquiring this infection or avoids it altogether, is the right
approach. And so ours is not an argument about the merits of an
ABC approach, but rather a look at how the current legislation
may be construed in ways that don’t allow for a balanced approach
to the use of an ABC and behavioral change approach.

And I also say this as somebody who worked in the U.S. Govern-
ment for 20 years and was responsible for developing program
guidance, and understand that what may be written at one level
has huge implications in how it actually gets translated at the
country level. So it is with that perspective that I want to talk
about some things that we think would really help and make more
effective the current program and make a bigger difference in lives.

So I want to talk about, first of all, the importance of being able
to more flexibly implement the current guidance to best respond to
the needs at the country level; that we feel that the issue of—as
a result of vulnerability of women and girls must be even more
strongly focused on; that it is important that a focus on engaging
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other highly vulnerable populations is incorporated; look at the bet-
ter need to integrate efforts to address underlying determinants
that drive or compound vulnerability to HIV; and then finally to
look at a greater commitment to look at the impact and the evalua-
tion and long-term sustainability of this program.

So I will try to be brief. I have a written statement that goes into
much more detail. But our first point, that in our experience on the
ground and resources for countries throughout the developing
world, the PEPFAR country teams responsible for interpreting pro-
gram guidance have articulated prevention policies and programs
with a strong AB preference, leaving little room and funding for in-
tegrated local responses, HIV-AIDS prevention programs. And
again, we understand that this may not be the intent, but the expe-
rience on the ground suggests that this is a real issue.

Let me just give you one example from our many conversations
with CARE field staff in preparation for this hearing. In one of the
PEPFAR focus countries with a generalized epidemic, our country
office approached the PEPFAR country team with an innovative
proposal to work with sexually active youth who were exchanging
sex for money. Our proposal would have provided treatment for
sexually transmitted diseases, training for alternative livelihood so
that youth would not have to exchange sex for livelihood and for
money, and a variety of—a more comprehensive approach to ad-
dress these issues.

This proposal was turned down for AB prevention funding be-
cause it was seen as not having a focus on those two elements, and
I think highlights the fact that there is a real difficulty and a bias
that works against having a comprehensive approach in the way
that programs are actually implemented in the field because the
funding categories of AB and other often end up being applied in
a very rigid fashion.

We have other examples of how this interpretation of the need
to partition funding works against a more comprehensive approach,
and as I stated in the beginning, our strong feeling is that all of
those components are important, and it is only through having a
comprehensive approach, a truly comprehensive approach, that the
prevention efforts can be most effective.

We believe that countries left to make the decisions, that have
the freedom to make their own decisions that meet the needs of
their country’s circumstances, will, in fact, apply the funds in a
way that provides for a balanced approach, and that countries don’t
need to be dictated to about the percentage of resources that are
used for any particular strategies. So we believe that countries left
to their own wisdom will, in fact, make good use and make—and
use a balanced approach in their effort.

Second, in sub-Saharan Africa, women represent 60 percent of
those infected with HIV and 75 percent of infections between the
ages of 15 and 24.

Women and girls in Africa are well served by the ABC model
only when they are free to make choices about abstaining from sex,
or choosing to remain in a relationship where faithfulness is mean-
ingful, or to access condoms and negotiate their correct and consist-
ent use.
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But wherever women cannot control the sexual encounters they
engage in, either for reasons of rape, abuse, gender
disempowerment, economic dependency and cultural practices,
ABC in its current formulation is significantly more problematic.
And we have a lot of examples from countries that have high rates
of rape and sexual exploitation where girls report that they feel
compelled to exchanges sex for food.

So clearly a message that focuses on abstinence and being faith-
ful misses the point of the circumstances of these women and their
lives. And so having a focus that really addresses the needs of
women and the circumstances in which they find themselves is
critical.

I just give one quote, a predicament of one African woman inter-
viewed by CARE which is all too widespread. She said, I am a
widow and have no family around me except my small children.
People in the community know I am poor and alone and thus more
vulnerable. As I have no one to protect me and no money, I am
often forced to provide sexual favors to officials, military and even
my brother-in-law.

We know that the OGAC has given more support to the issue of
including gender issues, but we feel that needs to be a much
stronger focus, recognizing that the ABC approach alone does not
take into consideration the entrenched cultural and social norms
that drive women’s vulnerability. But we know that a difference
can be made, and particularly when more focus is placed on chang-
ing male behavior.

Again, to illustrate, an African man recounted the following to
CARE field staff: My wife was raped, and I threw her out of out
of the house. A neighbor helped her and talked to me, but I refused
to listen to that woman. Later the men from the association came
to talk to me. They explained what had happened, and it wasn’t
my wife’s fault. They encouraged me to take her back into the
home, and I did.

So we know that, in fact, that by focusing on men’s behavior at
the same time, that we can have an impact on making a difference
in the circumstances that affect the lives of women.

Third point, the risk of HIV infection is significantly higher
among certain vulnerable populations, including sex workers, injec-
tion drug users, men who have sex with men, and prisoners and
sexually active adolescents. In many countries CARE HIV-AIDS
and reproductive health programs reach sex workers and those en-
gaged in transactional sex through interventions designed to re-
duce the risk of infection or identify activities to expand livelihood
activities. PEPFAR’s funding is often supporting too little and too
little innovation in prevention programs among vulnerable popu-
lations.

And in view of the time, I won’t go into a lot of detail other than
to say that I think the focus on vulnerable populations has to be
included in that regard. And we think that the antiprostitution
pledge is particularly counterproductive in the fight against HIV-
AIDS.

Our fourth point is that as we look toward PEPFAR
reauthorization
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N Mr. SHAYS. Is this your final point? Because we need to conclude
ere.

Dr. GAYLE. Yes.

It is important to learn from experience to date and begin to ar-
ticulate components of a truly comprehensive HIV prevention pol-
icy that looks beyond the ABC formula and also addresses the
broader underlying issues linked to HIV vulnerability and related
issues.

In that regard we look at issues of poverty, gender inequality and
livelihood, understanding that all of that can’t be funded through
PEPFAR, but a better approach to integrating sources of U.S. fund-
ing, like food, nutrition, agriculture and economic growth resources
so that those components can be integrated with prevention will
clearly make a huge impact on the effectiveness of prevention pro-
grams.

And I won’t go into detail in the final one only to say that eval-
uation of this program and looking at the long-term impact of sus-
tainability is also going to be critical.

So I will just close there and look forward to your questions.

Mr. SHAYS. You will have plenty of time to elaborate on any
point in your statement and questions.

[The prepared statement of Dr. Gayle follows:]
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WRITTEN STATEMENT

Mr. Chairman, Congressman Kucinich, Congressman Waxman, thank you for this
opportunity to join you today to consider the President’s Emergency Plan for AIDS
Relief or ‘PEPFAR’ as we’ve all come to know it. CARE has a long history of
implementing HIV and AIDS projects with funding from the United States Government
and other governmental and institutional sources. CARE is a nonprofit, nongovemmental
humanitarian organization fighting poverty through long-term development projects and
emergency relief during natural disasters and conflict. CARE works in 70 countries with
more than 12,000 staff worldwide — the vast majority of whom are from the countries in
which we work. CARE works in 11 of the 15 PEPFAR focus countries and in four of the
five non-focus countries receiving more than $10 million annually from PEPFAR. Our
total current PEPFAR budget is $44.5 million. CARE’s HIV and AIDS program began
with one project in 1987 and by 2005 we had more than 150 projects in 40 countries

addressing HIV and AIDS. Our objectives are primarily focused on reducing the number
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of new HIV infections, especially among the most vulnerable; mitigating the impact of
HIV and AIDS on economic development and community well-being; and increasing
access to high quality care and support for affected families. CARE’s HIV and AIDS
projects are typically community-based, comprehensive, and multi-sectoral.

PEPFAR represents an unprecedented investment and long-term commitment by
the U.S. government to the fight against HIV and AIDS. In i, American funding has
allowed CARE and other global health and civil society organizations to design and
implement a diverse spectrum of promising approaches to prevention, treatment and care
that have positively affected the lives of millions around the world. CARE looks forward
to working with Congress and the Global AIDS Coordinator to ensure that this critical
investment is sustainable, that we achieve maximum results in the fight against HIV and
AIDS, and that the strategies employed in this fight are based on sound, evidence-based
public health practices.

In CARE’s experience, PEPFAR has contributed energy, resources, and critical
momentum to prevention, treatment and care programs in resource-poor countries that
have shown tangible results, saved countless lives and provided much needed support in
communities with a heavy burden of HIV and AIDS. PEPFAR has also demonstrated
crucial leadership, political will and lasting commitment from the United States, all key
ingredients in the broader fight to stem the tide of HIV/AIDS, CARE strongly supports
the continuation of this valuable program and we are here today to offer our support and
our constructive suggestions, drawn from our field experience, to further strengthen the
program. Given the critical nature of this initiative, we take seriously the opportunity to

help ensure that it can exert the greatest possible impact over the long run.



91

Today, I would like to raise several issues based on CARE’s experience
implementing PEPFAR-funded programs, particularly in the prevention area given the
focus of today’s hearing.

First, there is a crucial need for a more balanced and flexible approach to HIV
prevention policy, one that integrates the strengths of A, B, and C programming and
enables local decision-making on how best to achieve and maintain that balance.

Second, U.S. prevention efforts need to give far higher priority to activities that
reduce gender inequity and the acute vulnerabilities of young women and girls.

Third, PEPFAR prevention programming should intensify its focus on
populations at greatest risk, such as sexually active youth, commercial sex workers and
injecting drug users (IDUs) among others.

Fourth, PEPFAR should more systematically leverage other development
resources and programs that can strengthen the position of women and girls and reduce
their vulnerabilities and those of other high risk groups.

Finally, adjustments are needed to strengthen PEPFAR’s measurement framework

and project timelines.

More Integrative Programming is Needed

The HIV sexual transmission prevention strategy of the U.S. Government centers
on the ABC miodel. The elements of the ABC model are, of course, Abstaining from sex,
Being faithful to one sexual partner, and cormrectly and consistently using Condoms.

ABC provides individuals with simple, understandable messages on how they can avoid

HIV infection. CARE strongly supports PEPFAR and its important work on behalf of
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individuals who are or who may become infected with HIV, and in particular, we support
and implement each element of the ABC model as appropriate in our global HIV and
AIDS prevention work. Much has been written about the 2004 Lancer commentary on
finding common ground for optimal prevention policy. As co-author of that statement, I
firmly believe that “the ABC ... approach can play an important role in reducing the
prevalence of HIV in a generalized epidemic, as occurred in Uganda. Al three elemenis
of this approach are essential to reducing HIV incidence, although the emphasis placed
on individual elements needs to vary according to the target population.”’

However, in our experience on the ground in resource-poor countries throughout
the developing world, OGAC and the country teams responsible for interpreting program
guidance have articulated prevention policies and programming with a strong AB
preference that leaves too little space or funding for meaningful, integrated HIV and
AIDS prevention programming. Qur specific concers include the following:

s Issuing unclear guidance. CARE concurs with the finding of the Government
Accountability Office {GAO) that OGAC guidance explaining the ABC
approach lacks clarity. In our experience with country office teams, OGAC’s
lack of specific, understandable gnidance on its primary prevention approach
results in uncertainty of scope and overly conservative interpretations by
PEPFAR country teams about what prevention interventions can be included
in implementing partners’ programs.

»  Defining program conteni narrowly. Too often, PEPFAR has emphasized the

narrower interpretation of appropnate programming, ignoring meaningful

! The time has come for common ground on preventing sexual transmission of HIV. Lancer 364, 1913
(2004).
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comprehensive programming in favor of a more basic AB message. Our
country offices express deep concern that messages about abstinence or
faithfulness, de-coupled from the broader reality that most individuals in
resource-poor countries face every day, are not effective in influencing high-
risk behaviors or promoting safer practices over the long term.

« Counting AB dollars separately. For reporting purposes, the program refuses
to count funds devoted to comprehensive ABC programming toward the
earmark even when the programs contain abstinence or delay-of-debut
components, requiring that its AB programs exist in isolation. We know from
our work in the field that isolated interventions are rarely successful—
accounting for AB resources separately reinforces the ‘island effect’ of U.S.
prevention programming and ignores the synergistic value of more balanced,
integrated approaches.

« Isolating ‘high-risk’ populations. By requiring that condom outreach,
distribution, and marketing programs be focused only on “high risk’ groups,
PEPFAR ignores the sound public-health premise that ‘integrated’ means
integrating A, B, and C. In particular, U.S. programming should support truly
integrated programming in generalized epidemics (all PEPFAR focus
countries in sub-Sahara Africa) where those who are sexually active should alt
be considered at risk of infection.

CARE’s experience, confirmed by the Government Accountability Office’s

(GAO) recent analysis, is that the ABC approach is interpreted and applied inconsistently

actross PEPFAR focus countries by USG country teams. In some countries, CARE has
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observed that country teams are able to find ways to make A, B and C accessibleina
more balanced, integrative way. In other countries, the guidance we receive is more
rigid, and fosters the perception that condoms are an undesirable “only if-all-else-fails”
option. The variability and uncertainty at the country-team level regarding permissible
programming with AB funding is created in Washington but transmitted to CARE and
other implementing partners in the field, constraining our ability to design and implement
interventions that best respond to local circumstances.

In our conversations with CARE field staff in preparation for this hearing, one
experience in particular stands out. Ina CARE project in one of the PEPFAR focus
countries with a generalized epidemic, our country office approached USAID with an
innovative proposal to work with sexually-active youth engaging in fransactional sex for
money. Qur proposal would have provided treatment for sexually-transmitted diseases
and training for alternative livelihoods to reduce the economic dependence of these
desperately poor children. Unfortunately, OGAC turned down our request for AB
funding but suggested country office staff resubmit the proposal for OVC care and
support funding to pursue the same objectives. Ultimately, though after considerable
delay, this innovative proposal was accepted and funded with OVC funds. But think
about the implications here. Why does programming designed to treat STDs and draw
children out of transactional sex work, a high-risk activity for HIV infection, not qualify
for U.S. prevention funding? The answer, regrettably, is simply because U.S. policy has
compartmentalized prevention funding into arbitrary categories, “AB” and “*Other

Prevention”, with simple deliverables that must be ‘rolled up’ to the national (and global)



95

level every year. The result is unfortunate: a rigid interpretation results in significant
delay while bold and innovative programming becomes harder to fit and harder to fund.

We recognize that this is as a result of the underlying statutory requirement
included by Congress in the Global AIDS Act that requires U.S. prevention programming
to devote at least one-third of its funding to abstinence-until-marriage programming.
Unfortunately for implementing organizations like CARE, the statutory restriction
constrains OGAC’s ability to support the design and implementation of more
comprehensive and flexible programming. We are encouraged by recent legislative
initiatives in both the House and the Senate to modify or eliminate this restrictive
requirement. Though A and B programming are both important in certain settings for
specific populations, as we’ve said before, an integrated approach that balances all three
elements and addresses the complicated realities of individuals living in resource-poor
countries is strongly preferable to an arbitrary formula with no basis in public health
evidence or practice. CARE urges Congress to consider modifying or repealing the AB
set-aside to substantially increase the ability of PEPFAR country teams and

implementing partners to respond to local circumstances.

Fully Address Gender as a Determinant of Vulnerability

In sub-Saharan Africa, women represent 60% of those infected with HIV and
75% of those infected between the ages of 15 and 24, Young women age 15-24 in South
Africa, Zambia and Zimbabwe are three to six times more likely to be infected than are
young men. One in four women in South Africa is HIV-infected by the age of 22.2 In

our experience, women and girls are disproportionately infected by HIV because they are

* Quinn T, Overbaugh J. HIV/AIDS in Women: An Expanding Epidemic. Science 308, 1582 (2005).

2
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less able to negotiate sexual relations, they are more prone to sexual violence, they are
often married at an early age to older men and they are more susceptible to pressure to
engage in transactional and inter-generational sex.

Women and girls in these countries are only meaningfully engaged by the ABC
model when they are free to choose to abstain from sex, or to choose to enter or to remain
in a relationship where their own faithfulness is reciprocated and thus truly protective, or
to avail themselves of condoms where they can negotiate correct and consistent use. In
those instances, ABC as a preventive strategy—including AB for appropriate target
populations—is an effective intervention. But wherever women cannot control the sexual
encounters they engage in, either for reasons of rape or abuse, gender disempowerment,
economic dependency, or cultural practices, ABC in its current formulation is
significantly more problematic. Warldwide, thousands of women and girls are infected
with HIV daily in settings where saying no to sex or insisting on condom use is not an
option because of cultural factors, lack of financial independence, and even the threat of

violence.”

The following predicament of a young African woman, as conveyed to a
member of CARE’s field staff, is all too common: “l am a widow and have no family
around me, except my small children. People in the community know | am poor and
alone and thus more vulnerable. As I have no one to protect me and no money, I am
often forced to provide sexual favors to officials, military and even my brother-in-taw.”
In CARE’s experience, many women and girls are unable to choose to remain
abstinent due to the high prevalence of rape and gender-based violence (GBV) in far too

many countries. In Burundi, CARE found that 15 percent of men admitted to raping

someone at least once in their lives. It is clear that we must do more to change men’s

* Fauci, A. Twenty-Five Years of HIV/AIDS. Science 313, 409 (2006).
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behavior. We must find ways to engage men more fully so that they are equal partners in
the fight against HIV and AIDS. Moreover, rape and GBV all too often go hand-in-hand
with conflict and instability. For example, in the Great Lakes region of Central Africa, a
woman told CARE staff, “I was raped two years ago by a man in uniform . . . Fifteen
hours after he committed this ignoble act he told me, ‘T got AIDS by paying for sex. You
are lucky; I gave it to you for free.”” Darfur and eastern Congo are two current, terrible
examples where unthinkable numbers of women and girls have been raped or coerced
into sex. In countries where the costs of going to school are high, too many young girls
participate in transactional sex, often with older men and sometimes with their own
school teachers, in order to be able to cover the costs of schoot or simply to contribute to
meeting their family’s basic needs. One African woman told CARE, “I was one of the
few lucky to go to school. However, my teacher kept harassing me when [ arrived. 1
asked a friend about this and she said, ‘If you want to pass the exam, you have to agree to
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his sexual demands.”” Women may also enter into such relations so that they and their
families can survive. CARE and others’ assessments in Rwanda point to an alarmingly
high rate of young women and girls who are or who have been sexually abused or
engaged in “survival sex™.

Worldwide, 80 percent of women newly infected with HIV are practicing
monogamy within a marriage or long-term relationship. Sadly, their husbands and
partners are not. Under AB programming, CARE country offices have encouraged
couples to be faithful to each other despite the reality, in many cases, that many couples

either do not know each other’s status or at least one partner is or may be infected and

discordant. Certainly for women who faithfully respect the sanctity of their marital bonds
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but who are unknowingly exposed to the HIV virus by a discordant husband, PEPFAR’s
current approach is of little or no value at reducing the likelihood that they will contract
HIV and AIDS.

CARE’s experience shows that no single approach can effectively prevent HIV
infection. For instance, married women in sub-Saharan Africa have one of the highest
HIV prevalence rates. Promoting abstinence or fidelity will not protect them from HIV,
since it is often their husbands who infect them. If we’re emphasizing faithfulness in this
context, it has to focus as much or more on men than women, and it has to recognize that
relationships of economic or cultural dependency where women do not have the power to
refuse unprotected sex are the problem, not the presence or absence of faithfulness per se.
OGAC has rightfully acknowledged that working with men in peer groups is essential to
transforming underlying gender norms that endanger women. CARE has found that such
interventions are critically important and should be encouraged. As one African man
recounted to a member of CARE’s field staff, “My wife was raped and I threw her out of
the house. A neighbor helped her and tried to talk to me, but I refused to listen to that
woman. Later, the men from the association came to talk to me. They explained what
had happened and that it was not my wife’s fault. They said she was neither seropositive
nor pregnant. They encouraged me to take her back into the home.” Men, alongside
women, must be leading the fight against sexual violence and PEPFAR can do even more
to help make that happen.

Too often in our conversations with field staff in preparing for this hearing, we
heard that despite the critical importance of gender as a determinant of vulnerability for

people at risk of contracting HIV and AIDS, gender inequity still is not a sufficient focus

10
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of PEPFAR nor an area that PEPFAR is especially effective at addressing. Too many
women and girls are becoming infected with HIV and dying from AIDS. We have to do

better.

Engage Vulnerable Populations

The risk of infection is significantly higher among certain valnerable populations,
including sex workers, injecting drug users (IDUs), sexually active adolescents and
children, prisoners, men who have sex with men (MSMs) and other individuals whose
activities or practices put them at higher risk of contracting or spreading the HIV virus.
In many countries, CARE’s HIV and AIDS and reproductive health programs reach sex
warkers and others engaged in sex in exchange for food, money or other resources
through interventions designed to reduce the risk of infection or activities to expand
livelihood opportunities.

CARE’s vision places human dignity at the very center of our work. We seek to
protect and advance the dignity of all people, especially those who are living in poverty
and at the margins of broader society. CARE is committed to addressing the underlying
causes of poverty and vulnerability, and helping poor communities become empowered
to seek the fulfillment of their rights. In the countries in which CARE works, many
people are marginalized and vulnerable for many different reasons, including gender,
poverty, age, caste, religion, occupation and ethnicity. Although individuals in resource-
poor countries are entitled to the same basic human rights as people in more privileged
positions, they are often not able 10 avail themselves of those rights. Their access to

health care, education, housing and employment is limited, their personal security is
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constantly at risk, and they are prevented from realizing their full potential as human
beings.

CARE seeks to advance our vision by working alongside marginalized and
vulnerable people, helping them to ciaim their rights and fulfill their responsibilities. We
also help to hold people and institutions with duties to protect and upheld those rights
accountable. CARE works with vulnerable and marginalized groups in a wide variety of
settings: examples include low-caste and tribal groups in India, child soldiers in the
Democratic Republic of Congo, girls subjected to female genital cutting in Ethiopia,
indigenous populations in Bolivia, and people subjected to gender-based violence and
exploitation throughout the world. In each case, CARE stands in solidarity with such
groups to enhance their most basic human rights and positions in society.

In our HIV and AIDS and reproductive health programs, CARE works with many
groups that are vulnerable, including sex workers, injecting drug users, men who have
sex with men, and women and girls engaged in transactional sex among others. Because
of gender disparities, cultural norms and socio-economic pressures, these groups exist on
the margins of society. They are especially vulnerable to violence, unplanned pregnancy
and sexually transmitted infections, including HIV. If these groups are not effectively
reached by HIV and AIDS programming, they can be disproportionately infected by HIV
and become significant drivers of the epidemic.

CARE works with vulnerable groups as a service provider, facilitator, and partner.
Our evidence base demonstrates that addressing vulnerability and reducing stigma are
essential elements of effective strategies to fight HIV and AIDS, and must underpin

successful prevention, treatment and care efforts. Medically-focused interventions alone
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directed toward these groups are insufficient to address the HIV and AIDS pandemic.
Vulnerable groups must be willing and able to access these services, and use the
information they receive. This cannot happen as long as these groups are pushed
“underground” or shunned by society.

CARE’s programs seek to facilitate the empowerment of individuals in these
groups, so that they can secure their basic needs and human rights, and expand their
range of choices and opportunities. We understand that vulnerability stems from social,
economic and cultural factors, and our activities seek to address these underlying factors,
for example, by providing alternative vocational training, counseling and legal referrals,
building leadership and negotiation skills, and creating networks of peer educators for
condom distribution, management of clinics and prevention communication.

Currently, PEPFAR is funding and supporting too little vulnerable-populations
prevention work. In one especially telling example, a CARE field staff member in a
high-prevalence PEPFAR focus country told us that the USG country team had
specifically suggested that they should seek other — non-PEPFAR - funding for
addressing vulnerable populations. To improve its effectiveness at reaching these
important but marginalized populations, PEPFAR must significantly increase its
investments in well-established interventions that reduce stigma around HIV and AIDS
and discrimination and abuse of vulnerable populations; encourage safer sex among sex
and transport workers; harm reduction strategies and effective treatment for IDUs and
other vulnerable populations; structural interventions to positively affect the social,
political, or cultural environment in which infection and transmission occur; and more

comprehensive, engaged programming directed at sexually active youth. In CARE’s
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experience, not enough PEPFAR funding for ‘other prevention’ is supporting work with
vulnerable populations, nor is PEPFAR funding the more creative, highly responsive
interventions that can meaningfully engage these populations and reduce their likelihood
of contracting or transmitting the HIV virus. These populations are at significant risk; we
must do a better job.*

In this regard, we are also concerned about the 1.5, prostitution pledge
requirement. To effectively prevent HIV and AIDS, CARE works with vulnerable
groups who exist on the margins of society. Sex workers represent an especially high-
risk population that we must reach in order to strengthen prevention efforts worldwide.
Because they are often shunned by society and pushed “underground,” sex workers are
not able to receive the information and health services necessary to protect them from
HIV and AIDS and other sexually transmitted diseases. Even when they have access to
information and services, sex workers are often not able to protect themselves effectively
because they don’t have the power to negotiate safe sex. CARE works to help vulnerable
individuals, including sex workers, to better protect themselves against HIV and to
cultivate a broader range of economic options for themselves and their families.

CARE believes the U.S. prostitution pledge requirement is counterproductive in
the fight against HIV and AIDS and supports the legal efforts currently underway to
overturn the requirement. In our view, the pledge requirement threatens to drive a wedge
between implementing organizations like CARE and the vulnerable populations whose
trust and respect we must preserve in order to combat HIV and AIDS effectively. CARE

is also concemed that the application of the current pledge requirement to non-U.S. non-

¢ See e.g., Report on the Global AIDS Epidemic. Geneva: UNAIDS; 2006: 106 (“In China, it 1s estimated
that sex workers and their clients account for just less than 20% of the total nurmber of people living with
HIV” (Ministry of Health, People’s Republic of China/UNAIDS, 2005)).

14



103

governmental organizations adversely affects their work on behalf of poor, marginalized
people. We stand with our pariners and urge Congress to consider repealing this
provision in its entirety as it looks for new opportunities to strengthen PEPFAR and to

increase the effectiveness of U.S. HIV prevention policy.

Comprehensive Programming is Needed

As we look toward PEPFAR reauthorization in 2007-08, it is important to begin
to articulate the components of a truly effective U.S. prevention policy. From CARE’s
perspective, we have to integrate A, B, and C wherever appropriate and in whatever
configuration is most likely to increase the effectiveness of meaningful prevention over
the fong term, but we must go beyond the simple ABC formula to recognize that access
to education for young girls, economic and gender empowerment, public health
infrastructure, protection from sexual violence, and food security and livelihood options
for desperately poor people are the ultimate foundation o which an effective prevention
strategy in resource-poor countries must be built.

PEPFAR could be considerably stronger in addressing vulnerability if it took a
broader health and development approach to combating HIV and AIDS. PEPFAR’s
work is often too clinical, disease-specific and narrowly medical in focus. Despite its
medical and public health context, HIV and AIDS is not a health issue alone, The
underlying causes of the spread of HIV and AIDS reflect a combination of many non-
health factors such as poverty, gender inequality, stigma and social and cultural norms.
As one African woman told CARE staff, “I received more than once, nightly visits from

the local chief harassing me and I had to give in so that I could feed my children. Itis
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difficult to escape what is linked to survival.” Additionally, the impact of HIV and AIDS
on families, communities, and societies goes well beyond health alone. Congress should
consider expanding U.S. HIV and AIDS programming beyond medically-focused
prevention, treatment and care to more effectively leverage its HIV and AIDS funding
and other foreign assistance resources.

Appropriate, carefully targeted food aid, community gardening to enhance food
and nuiritional security, inheritance and property rights protection, and small scale
economic development through microfinance and microenterprise are program areas that
PEPFAR should actively embrace to better address food and nutritional insecurity and to
relieve chronic economic pressures that increase vulnerability to HIV infection in poor
countries. In one troubling example confirmed by several CARE country offices, CARE
staff raised the issue of inadequate nutrition for people living with HIV and AIDS on
ARV therapy. Despite the critical need, CARE staff have not been able to secure
resources to address the problem because, they were told by USAID, “PEPFAR does not
have the mandate.” All too often, there are no other agencies, even within the USG,
stepping up to fill PEPFAR’s gaps. A colleague from another of our PEPFAR-supported
country offices reported that, recently, the USAID Health Team in couniry passed her to
their colleagues in the Economic Growth Team (down the hall) to seek food and
economic strengthening resources for the most HIV and AIDS-affected families. Shortly
thereafier, CARE was informed by the Economic Growth Team that such resources were
not available and that what was needed was more money for food and economic security
interventions from PEPFAR! The lack of communication and agreement on a

coordinated approach to address such a major priority was hard to swallow, and our
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impression is that this was not an isolated case — USG coordination and complementarity
appear to be lacking in all PEPFAR countries.

Several CARE offices have developed innovative, multi-sectoral interventions
with communities affected by HIV and AIDS but only after struggling to mobilize
alternative, non-PEPFAR resources. While we recognize that PEPFAR resources must
focus on HIV/AIDS and cannot bear the burden of engaging the totality of U.S.
development assistance, encouraging examples of focused multisectoral programs are
emerging across the developing world and should be carefully examined — and more
robustly supported - by PEPFAR administrators and USG country teams. Better
coordination with other USG development and food and nutrition funding sources must
be operationalized on the ground in order to ensure an effective and sufficiently
resourced multi-sectoral approach.

Another serious concern of CARE country offices is focused on programs
designed to prevent mother-to-child transmission of HIV (PMTCT). Many PEPFAR
PMTCT projects are simply too narrow and fail to incorporate the full range of services
that women in resource-poor countries need and want. First, PMTCT is significantly
strengthened by ensuring that women can prevent unplanned pregnancies. In our
experience, many PMTCT services are utilized by women who would have preferred not
to become pregnant. An integrative PMTCT regimen should ensure that HIV-positive
women who prefer not to become pregnant are able to access the full range of family
planning and reproductive health services. Secondly, for HIV-positive women seeking to
have children, PMTCT programs should focus on both appropriate anti-retroviral therapy

and child survival. In too many instances, CARE staff have witnessed tragic outcomes
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when mothers who are successful at preventing antenatal HIV transmission lose their
infants to diarrheal illnesses that are easily preventable through access to safe water or
low-cost interventions like oral rehydration therapy (ORT). On other occasions, young
mothers are given information on the risk of passing HIV to infants through
breastfeeding, but do not receive assistance to allow them to access infant formula.

Several CARE country offices have raised these concerns with USG country
teams and asked for help at finding additional funding for a more comprehensive PMTCT
approach. Unfortunately, on most occasions they were told that integrated PMTCT could
not be supported. All U.S. PMTCT programs should incorporate reproductive health and
family planning services for women who prefer to avoid pregnancy and provide
integrated programming to protect newborn infants from HIV and other readily
preventable illnesses. This is another area where better coordination with other USG
foreign assistance funding sources, including child survival and reproductive health
funding, could strengthen PMTCT programming.

Although, there is general support for the so-called wraparound approach
requiring strong and regular “coordinat{ion] with and leverag{ing of] resources from
other agencies and sectors, such as nutrition and education, to promote comprehensive
and effective responses,”* PEPFAR in its current configuration has largely failed to
adequately address the broader health and development causes and consequences of HIV
and AIDS. Beyond OVC care and support programs, relatively few PEPFAR-supported
programs address economic and social issues related to HIV and AIDS. These programs

are often neglected, apparently in the hope that other agencies — whether USG or

3 «Action Today, A Foundation for Tomorrow: The President’s Emergency Plan for AIDS Relief: Second
Annual Report to Congress.” Page 13. hittp://www state govidocuments/organization/60598 pdt
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otherwise — will ‘wrap around” PEPFAR's mainly clinically-focused work to achieve a
multi-sectoral, holistic response. To work effectively, this wrap-around approach entails
real, ongoing, on-the-ground coordination, planning, and resource pooling with other
agencies. The reality remains far removed from the ideal and leaves the goal of

comprehensive programming largely unfulfilled.

QOperational Challenges

CARE appreciates PEPFAR’s commitment to accountability and we agree
completely that it is essential to systematically monitor and meaningfully assess program
outcomes to ensure the maximum return on the U.S. and host governments’ mvestments
in the fight against HIV and AIDS. That said, after conducting many conversations with
CARE and partner staff implementing PEPFAR interventions around the world, the
manner in which PEPFAR s results measurement and evaluation framework has been
implemented requires attention by policy makers. Above all, PEPFAR’s ambitious 2-7-
10 targets are driving a single-minded pursuit of highly specific results, prodacing an
excessive focus on quantitative process outputs without sufficient attention to program
sustainability, impact evaluation and continuous learning,

Sustainability in particular can be jeopardized when narrowly-focused U.S.
programming emphasizes meeting numerical targets over engaging the underlying causes
and consequences of HIV and AIDS. In one especially hard-hit PEPFAR focus country,
for example, CARE’s model OVC care and support program was criticized as too
expensive on a cost-per-OVC basis. To meet OGAC targets for numbers of orphans and

vulnerable children “reached,” CARE was pushed fo scale back key investments in
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support of local ownership and community capacity building. According to field staff,
the pressure was enormous to reduce or eliminate planned investments in community
support networks and promotion of food and income security. In CARE’s long
experience in community development, we have learned that such interventions are key
to ensuring program sustainability and to improving, in the long run, the quality-of-life
and well-being of vulnerable children. As this and other CARE experiences illustrate,
Congress and the Administration must find a more productive balance that ensures
sustainability and durable change from U.S. investments in the fight against HIV and
AIDS. Effective measures have to assess the degree to which PEPFAR programming
encourages economic, social and cultural transformation that can take root locally and be
sustained over the long term.

In addition, in assessing PEPFAR program evaluation and leaming, CARE urges
greater, more systematic attention to the crucial question of impact measurement. Are
the individuals who receive information or education about abstinence, faithfulness, or
condoms actually modifying behaviors to reduce risk, and do we know the ultimate
impact in averted infections? It is certainly challenging to measure behavioral cutcomes
successfully, but crucial investments in impact evaluation and continuous learning should
not be sacrificed to PEPFAR's “full speed ahead” emergency mindset. In the long run,
we have to be sure that we are doing the best job possible with PEPFAR resources. Or as
one of my colleagues with extensive, on-the-ground PEPFAR implementation experience
wondered recently, “Are we building a bunch of straw houses here?”

Finally, in addition to its excessive focus on numerical targets, PEPFAR

programming tends to involve short contracting periods. The short-term nature of
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PEPFAR programming makes it difficult to address one of the key goals of the U.S. Five-
Year Global HIV/AIDS Strategy to “develop sustainable HIV and AIDS health care
networks” and to build local capacity for the long term.® From CARE's long and
extensive experience in building local capacities to address HIV and AIDS, we have
learned that it takes time to build frust and truly enable meaningful, effective, and
sustainable community-based interventions. Small community-based or faith-based
organizations operating in developing countries generally do not have the ability to
absorb large amounts of funding, conduct effective programming, and measure results on
six-month or one-year contracts. They need to be accompanied and supported over a
multi-year period to enable analysis of HIV and AIDS’ causes and consequences and
engender community solidarity and action planning io respond. Enabling women’s
participation and creating a climate in which the potential of women’s leadership can
bear fiuit is an especially lengthy effort, since it must go hand in hand with a profound
process of social change in order to be truly sustainable. CARE shares OGAC’s
commitment to devolving more HIV prevention, care and treatment service delivery to
local organizations and local government entities. But let us be clear that longer-term
investments are needed to ensure that local organizations and government entities will be
capable of continuing to provide — responsibly and effectively — these crucial services in

the future.

©“The President's Emergency Plan for AIDS Relief: U.S. Five-Year Global HIV/AIDS Strategy.” Page 8.
htrp-//www state. gov/documents/organization/2983 1 .pdf
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Conclusion
Let me close by saying that we welcome the opportunity to work with this
committee and with our partners at the Office of the Global AIDS Ceordinator to
strengthen U.S. prevention practices and to reduce, wherever possible, the likelihood that
any individual worldwide will contract HIV and AIDS.
I look forward to answering your questions Mr. Chairman, Congressman

Kucinich, Congressman Waxman, Thank you
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Mr. SHAYS. Dr. Nkya, you are most welcome here. And the only
thing that concerns me is when I saw you in Africa, you had a
smile on your face. You look too serious to me. I need to see that
smile.

This is a wonderful opportunity for us to have you here, and I
just want to say before you speak, I don’t want to put pressure on
you, but our visit to Africa was made very special by getting to
meet you. You are a remarkable person, and you honor us with
your presence, and it is lovely to have you here.

STATEMENT OF LUCY SAWERE NKYA

Dr. NKYA. Mr. Chairman, Congresswoman Ms. Lee, members of
the subcommittee, I am honored to be here to speak on behalf of
the African continent, and more specifically for my people from
Tanzania.

Mr. Chairman, before I discuss or give the evidence of what is
happening with PEPFAR funding in Tanzania, I would like to give
a few statistics of information about the epidemic in Tanzania.

The AIDS Tanzania epidemic was first recognized in Tanzania in
1983 with three cases from the northwestern part of Tanzania
called Kagera region. Within 3 years, the epidemic had spread
throughout the whole country. That means it assumed a disaster
proportion, and that is why in the year 2000 our President, when
launching the AIDS policy, announced that AIDS was a national
disaster in Tanzania.

Mr. Chairman, I would like to bring to the attention that there
is only 1 case out of 14 of AIDS cases in Tanzania who are reported
to the nationalized control program, which is charged with the fol-
lowing of the money that are in the epidemic in Tanzania. That
means that the statistics which are released are really, you know—
and the reporting, and they are downplaying the epidemic and the
proportion of the epidemic in the country.

Out of all the cases reported, they referred that the peak of the
epidemic is between 20 and 49 years that contributes 73 percent
of all the AIDS cases in the country, which means that this age
group has been infected during adolescence or during their youthful
years; that is, between 15 and 20 years of age. Then 10 years later
that is when the epidemic starts showing up.

Another point to take, to note, is the, you know, preponderance
of-

Mr. SHAYS. Let me ask you to put the mic a little closer to you.
Just a little.

Dr. NKYA. Is the early age of infection in women. The peak is be-
tween 20 and 29 years. That means women are infected at a very
young ages compared to male counterparts, and that married peo-
ple contribute 56 percent of all the cases of AIDS which are re-
ported in the country as compared to the 32 percent of the singles.

And the currently AIDS infection in Tanzania now is 7.7 percent.
This does not mean that the prevalence rate has gone down, but
it is because it is based on blood donor, surveillance reports, which
have proved that people now who are going go to donate blood have
known about HIV-AIDS, so a person who suspects himself as being
infected will not go. So this has brought down the infection rate.
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Let me tell you that we aimed at treating only 1,200 people out
of 2,000 who are infected, but this is only in urban areas, and the
legality is if your city or county is less than 200 percent—200, that
means a lot of people infected who could be healthy and lead a
meaningful life—are denied opportunity for treatment. I don’t know
who brought in this cut point, but it is there.

Let me say that the initial response is good, and I do have a very
good HIV prevention strategy which includes ABC, plus other con-
tributing factors like using the same instruments, ear-piercing and
injections, and more on cultural behaviors and beliefs which con-
tribute to the, you know, spread of the HIV-AIDS.

Now, what about my experience now with PEPFAR fund. And I
am going to talk in relation to for trust fund.

Mr. SHAYS. Your experience with what?

Dr. Nkya. With PEPFAR funding program, the AB program.

I am going to talk about my experience with FARAJA Trust
Fund, which is an agency which I am directing. Before I started
working with Deloitte through a program called ISHI—ISHI means
live. It was a campaign which was targeting young people in
Morogoro municipality with one message, that you should wait
until marriage, and if you cannot, you can use a condom and en-
gage in dialog.

Dr. NKYA. Yes. The message is this: It means wait, don’t be
afraid. You know, engage him in a dialog or her in a dialog, or ab-
stain. If you cannot, use a condom.

That was the message. And you know, we produced a lot of
teachers with the message. And it was all over the radio program,
television programs, even the national television. Unfortunately
during the last session of the Parliament, this message was banned
from being transmitted through our television programs in Tanza-
nia.

Dr. NKYA. It was a successful program, it was a 1-year program.
We had more than 7 million shillings from Deloitte. And it give the
youth an opportunity to discuss openly about HIV/AIDS, to get ac-
cess to condoms, the few condoms which I had because we could
not access new condoms through the ministry because they were
not available, there were no funds.

And then the second message came in 2005, 2006 through Fam-
ily Health International. Now the message changed, it was now
AB, that was abstain or change your behavior. That was the mes-
sage that was being given to the young people. Now what was the
reaction? The reaction was very confusing. The young people would
come to us and ask us, are you going mad? It was a bit embarrass-
ing. You have been advocating condom use, behavioral change and
abstinence where it is applicable, but now you change and say OK
guys, it is time to be more realistic, abstain from sex until you get
married—as if everybody’s going to get married—or change your
behavior, be faithful in marriage.

So several questions came up. The first question was, what will
happen to the sexually active young people who are HIV positive?
What will happen to the couples who are HIV positive if free
condoms—because many people in Tanzania are poor—if no free
condoms are available? They’re asking me, you know, have you
changed the behavior and the culture of the people whereby, you
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know, rich men, especially affluent men, in the community that
they are rich and influential, the number of concubines or sexual
partners they’re going to have, they came to ask me, you know,
don’t you know, mom, that the problem here is poverty, not even,
you know, we being promiscuous.

And this brought me back to the project which we started in the
brothels. It is one of the biggest brothels where a lot of young
women were in the 1990’s, and I talked with one and asked her
what is your problem, why do you have to leave your home and
come to this place, which is filthy and they’re being abused by men.
She said, look here—they used to call me mother-in-law—mother-
in-law, look here, it is better to die slowly than to die of starvation
to death, and better off dying 10, 20 years to come if the message
is this, rather than dying today because the 10 years will give me
time, first of all, to work and build a house for my children, and
give enough time for my children to grow up and to become self-
reliant, and also be able to purchase a farm. And then very slowly
given enough time to repent of my sins, that’s what they told me.

Then probably, if I would give another example, another example
is about a young girl who is 15 years old and she has a child. This
woman, this girl asked how come she have a child. She told me
that she was forced into marriage by her father, and that is, you
know, perfectly in order, depending on the culture of our people in
Tanzania, to marry a man as his official wife, and when this man
died, she was forced to be inherited by the older brother of the dead
man that she managed to run away and escape.

Now what was her refugee? How could she leave with two chil-
dren? So she had to engage in commercial sex work in order to live.
And now I'm talking to her, telling her now, you see, if we check
you—you come for physical, and we refer to you as either negative
or positive, you should be abstaining from sex. Then she asked me,
what am I going to do? How am I going to feed my children? My
mother also expects me to support her from where I am now.

That’s the issue, Mr. Chairman. Let me say that the approach
and the policy of AB does not take into consideration the culture
of the people in the developing countries. It does not take into con-
sideration the socioeconomic situations, things like poverty.

Let me tell you that even empowering women or gender em-
powerment will never succeed if we don’t address the issue of pov-
erty, especially among women. This is evidenced by a program I
conducted in a brothel whereby I was able to empower those
woman economically, and we managed to remove more than 67 per-
cent of those women from prostitution, they are living, and their
children are now going to school.

Mr. Chairman, I have a lot of testimony, but——

Mr. SHAYS. Well, maybe we’ll get some of your testimony from
the questions, but I remember your conversation with us, and as
you—this brothel, as I remember, had literally hundreds of women,
didn’t it?

Dr. NKYA. There were about 450 women, and we managed to res-
cue 270 women who were HIV negative to stop prostitution, and
they moved back into their homes. The remaining, we were able to
give them some money so that they could take care of themselves.
Although they were positive, they could do some work, ideas to get
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food, to meet their present medical requirements and to feed their
children. And eventually, as I'm talking today, Mr. Chairman, the
brothel has been demolished, and these women now are living, they
are respected and they’re living.

So that is a living example which has been by many people and
organizations in Tanzania and some organizations from the coun-
tries that empowering women should complement economic em-
powerment because poverty is the basis of HIV. HIV is epidemic in
our countries. Whether you are infected or not infected, you are in
the rural area or in the urban area, if you are poor, you are going
to engage into behavior which is going to put you into risk of get-
ting infected. I'm not forgetting that.

44 percent of our population is young people. That means these
young people, as we have seen in the statistics here, they are more
vulnerable than the others. So let’s say that they’re all vulnerable
to getting HIV infection. So telling them to abstain, that is not
really going to hold water, and backed by the fact that we did the
survey in Morogoro in year 2000 and year 2003, whereby we found
that the minimum age of sexual activity started from 10 years, and
for some were 9 years of age.

So given that basic fact, and I think, you know, it would be bet-
ter off if HIV prevention strategies, that means including AB plus
the other cultural factors, and economic factors which are contrib-
uting to this plague of HIV/AIDS.

Mr. SHAYS. Well, we will get into some of this in the questions
that Ms. Lee and I will be asking. So thank you for your testimony.

I'm struck by the memory that as you went to this brothel to deal
with these women, as I recall, your husband, who traveled, got a
note from one of his friends saying your wife has become a pros-
titute. He didn’t quite understand the role you were playing. You
are obviously a magnificent lady.

[The prepared statement of Ms. Nkya follows:]
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HIV PREVENTION: HOW EFFECTIVE IS THE PRESIDENT’S
EMERGENCY PLAN FOR AIDS RELIEF (PEPFAR)?
TANZANIA’S EXPERIENCE
Dr. Lucy Nkya

Introduction

AIDS epidemic in Tanzania was first recognized in 1983, when the first three cases were
recorded in Kagera region. Three years later 21 regions of Tanzania mainland reported AIDS
cases in hospitals. This signified fast spread of the disease making it a potential national
disaster. Consequently, the president of Tanzania declared AIDS a national disaster in 2000
when launching National AIDS Policy.

NACP report of 2004 indicated that there were 16,430 new cases reported from 21 regions of
Tanzania mainfand leading to a cumulative total of 192,532 cases since 1983. The statistics
were obtained from hospitals and few HIV care facilities mostly found in urban areas. Based
on Estimation and Projection Package (EPP) and spectrum model developed by WHO, only
one out of fourteen cases of AIDS are reported in Tanzania. Based on the EPP, therefore, the
total number of AIDS cases for 2004 was 1,840,000 leading to cumulative number of
2,675,448 since 1983. The highly affected age group is between 20 — 49 years (73%).
Females between ages 20 and 29 are more affected than maies while married peopie form
55.6% of PLHA as compared to 22% of singles. Current HIV infection prevalence rate in
Tanzania is estimated at 7.7% which is based on blood donors (NACP, 2004).

In year 2004 the Government of Tanzania planned ARV treatment to an estimated number of
500.000 AIDS patients, most of which were in urban areas. Only those with CD4 count less
than 200 were eligible for treatment. This means that a large numbers of HIV cases are not

getting ARV treatment. Nutritional support is not part of the treatment package due to lack of
funds.

Tanzanian government response to the AIDS epidemic is robust. The National AIDS Policy
spells out prevention approaches which include; care, treatment and support to those affected
by HIV/AIDS. Education on the use of condom and distribution to high risk groups is one of
the approaches. Free access to condoms is no longer possible, however, due to shortage of

funds. Abstinence and faithfulness drive is still limited to faith based organizations.
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This testimony provides a general overview of PEPFAR in refation to HIV/AIDS situation in
Tanzania with reference to Faraja Trust Fund.

What is Faraja Trust Fund?
Faraja Trust fund (referred to as FARAJA) is a community based non-governmental
organization with integrated activities on HIV/AIDS prevention, care and treatment. The

organization was established in 1991 in response to HIV/AIDS epidemic in Morogoro region
of Tanzania.

The mission of FARAJA is to alleviate suffering among the HIV/AIDS vulnerable peopie
and affected individuals through counseling, care and coping support, income generation
activities and preventive health education. The vision of FARAJA is to see communities free
from suffering arising from the scourge of HIV/AIDS and to become the foremost competent
and effective service provider in alleviating suffering through care and support of HIV/AIDS
affected individuals in Morogoro Region. The Motto of FARAIJA is to alleviate suffering
through building self-help capacity.

FARAJA started with Commercial Sex Work Resocialization program in 1991 when 270
Commercial Sex Workers were enabled to switch from risky behaviour to other socially
acceptable income generating activities. Strategics employed included HIV/AIDS/STI
education, information about condom use and distribution and economic empowerment
through small grants. As the organization grew, strategies expanded to include HIV/AIDS
peer education, counseling and home based care, OVC support, human rights and legal aid,

school health program and out of school youths program.

Faraja Experience with PEPFAR
Experience through ISHI Campaign (2004-2005)

Through the agency of Deloitte and Touché FARAJA was provided with $ 7,000 for the
‘ISHI” Campaign targeting youth in Morogoro Municipality. The aim of the project was to
promote youth’s behavioral change, abstinence until marriage, condom promotion. and

promotion of voluntary counseling and testing (VCT).
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This program was highly successful because many youths turned for VCT and attended youth
behaviorat change “Wednesday” debates. There was also increased demand for STI treatment
and increased demand for condoms. Feedback from beneficiaries confirmed that knowledge
about HIV/AIDS/STI was increased by about 90% among youth in the intervention while
information about condom and condom use increased by 80%. Those treated for STI'S
reported high rate of condom use afler treatinent. Sex workers acquired skills of negotiating
condom use with their beneficiaries who were also interested in knowing their HIV status.
Youth living with HIV/AIDS became more willing to disclose their HIV status and joined the
campaign against spread of HIV/AIDS as wiinesses to the reality of HIV/AIDS epidemic.

Experience through Family Health International {2005-2006)

FARAIJA continued with second phase of ISHI Campaigns funded through Family Health
International (FHI) where a total of $7000 was provided to target youth in Morogoro
Municipality with a focus on abstinence until marriage, behavioral change, promotion of
VCT and *“no condom” promotion. Sex workers (prostitution) were not part of the
programme. In this second phase the campaign style changed and results were mixed.

A number of youths reported that they were confused by the new approach where Faraja
seemed to have abandoned their previous focus of advocating behavioral change, abstinence

and condoms, and switched to a new moralistic approach of encouraging youth to abstain
until marriage, no condom use, and family planning.

Several questions were been asked by beneficiaries of the program, including:

e  What will happen to the sexually active youth and adoiescents who are living with
HIV/AIDS?

o What about the sexual rights of PLHA youths? (The issues at stake here were re-

infection, unwanied pregnancies leading to giving birth to HIV+ children and forced
early marriages.
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Faraja Assessment of the ISHI Campaigns

The concept of AB approach as compared to ABC approach did not take into account the
following realities:

« The issues of culture, such as polygamy, parents not discussing reproductive and sex
education with their children, behavior of men when they have money, behaviors during
folk festivals (initiation ceremonies, witchcrafi, raping the young for cleansing and
wealth). i

« The role of poverty in the spread of HIV/AIDS and its impact on communities in which

young wormen, single mothers and widows are predisposed to HIV.AIDS infection.

* Increased unemployment in developing countries exposes youths to risky behaviours i.e.
sex work and drug abuse.

The bottom-line outcome arising from the complexity of the HIV/AIDS is that the traditional
family support system is rapidly weakening due to rapid urbanization, deaths of parents
caused by AIDS and family breakdown. This is contributing to the rapid increase of children
and youth living in streets and are exposed to greater risk of contracting STI’s and HIV

infections due to many reasons.
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Mr. SHAYS. Dr. Green.

STATEMENT OF EDWARD GREEN

Dr. GREEN. Thank you. Mr. Chairman, members of the Govern-
ment Reform Committee, thank you for inviting me to participate
in this important hearing on AIDS prevention and PEPFAR. I'm a
senior research scientist at the Harvard Center for Population and
Development Studies.

For most of my career I have not been an academic. I've worked
in less developed countries as an applied behavioral science re-
searcher and as designer and evaluator of public health programs,
mostly under funding of USAID. I've worked extensively in Africa
and other resource-poor parts of the world. I've worked in AIDS
prevention since the mid 1980’s, at which time I was working in
the field of family planning and contraceptive social marketing in
Africa and the Caribbean, and I've served on the Presidential Advi-
sory Council for HIV/AIDS since 2003.

I might add that I worked with Dr. Nkya in 1984 in Morogoro
in that very project for sex workers. We were helping them not get
infected or pass on infections, treat their STDs, and provide income
generating skills if they wanted to get out of sex work, which the
great majority did.

I would say that obviously abstinence is not the very relevant
message if you're an active sex worker, but then neither are
condoms and clean syringes, the primary message that you would
bring to primary schools.

Since my time too is very short, let me just cut to the chase. And
I feel that amending the 2003 act that requires that 33 percent of
PEPFAR prevention funds be spent on abstinence and fidelity pro-
grams, moving this would be a bad move, removing this earmark
would remove the essential primary prevention foundation from
the U.S. Government response to the AIDS pandemic. It would
leave only risk reduction, which is different in intent and effective-
ness from true prevention.

A risk reduction approach assumes that behavior contributing to
morbidity and mortality cannot be changed; therefore, the best we
can do is to reduce risk. And this was our strategy with those sex
workers in Morogoro. Risk reduction alone has never brought down
HIV infection rates in Africa. This conclusion was reached by three
separate studies under the rubric of the USAID funded ABC study
in 2003, and later. It was also reached by a U.N. AIDS study of
a 2003 study condom effectiveness review by Herston Chen, and it
was the conclusion implicit in the UN/AIDS multi-site African
study published in 2003.

Prevention based on risk reduction had some early success in
Thailand, and later in Cambodia, but never in Africa, or at least
outside of the few high risk groups. Now PEPFAR and USAID lead
the world in AIDS prevention, promoting a balanced and targeted
set of interventions that include Abstinence, Being Faithful and
Condoms for those who cannot or will not follow A or B behaviors.
And I'm the person who said this is in spite of formidable and con-
tinuing institutional resistance to change, and maybe we can talk
more about that.
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Removing primary prevention from this mix by removing the
present earmark would almost certainly return AIDS prevention to
the era when HIV prevalence continued to rise in every country in
Africa, with the exception of Uganda and Senegal, the first two
countries in Africa to implement ABC programs. Since then, ABC
programs and changes specifically in A and B behaviors, especially
in B behaviors, as has been said earlier, which is measured in the
decline in the proportion of men and women reporting two or more
partners in the last year, are credited with reducing HIV preva-
lence not only in Uganda, but in Kenya, Zimbabwe and Haiti, and
possibly in Rwanda. These last three countries’ successes were all
the more remarkable considering the political and economic devas-
tation they’ve suffered.

As was mentioned, a consensus statement published for the 2004
World Aids Day special issue of the Lancet proposed that mutual
faithfulness with an unaffected partner should be the primary be-
havioral approach promoted for sexually active adults in general-
ized epidemics. Abstinence or the delay of age of sexual debut
should be the primary behavior approach promoted for youth. This
represents a fairly marked departure from many previous preven-
tion approaches which emphasized condom use almost exclusively
as the first line of defense for sexually active adults for all types,
in other words, regardless of the country, the culture or the type
of epidemic. This statement was endorsed by over 150 global AIDS
experts, including representatives of five U.N. agencies, the WHO,
the World Bank, as well as President Museveni, and two of the au-
thors were myself and Dr. Gayle.

A growing number of public and international health profes-
sionals recognized the previously missing AB component of ABC as
logical, sensible, cost effective, sustainable, culturally appropriate
interventions for general as distinct from high risk populations.
Moreover, the evidence is clear that these components work, and
that risk reduction alone has not lead to a simple success in gener-
alized epidemics.

I wish I had more time to present more evidence, I thought we
were going to be kept on our 5 minutes.

For example, DHS, Demographic and Health Survey data showed
that higher levels of AB behaviors—and it’s assumed by many that
we already see that, including people who work in the AIDS field
ought to be familiar with the data. For example, only 23 percent
of African men and 3 percent of African women reported multiple
sex partners in the last year, according to the most recent DHS
surveys. Among unmarried youth 15 to 24, only 41 percent of
young men and 32 percent of young women in Africa reported pre-
marital sex in the last year. This means that most African men
and women practice B behaviors, or do not have outside sexual
partners, and most unmarried African youth do not report sexual
intercourse in the past year.

I hate to use the controversial A word, abstinence, but that’s
what surveys show. And I wish we could take away the word only
after abstinence.

Moreover, the trend in Africa is toward higher levels of A and B
behavior, it is toward incrementally lower HIV prevalence. HIV
prevalence is an average of 7.2 percent for Sub-Saharan Africa in
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2005, compared to 7.5 percent in 2003. I mention this because crit-
ics of the African ABC model often depict African men in particular
as incapable of monogamy or fidelity, which is simply not true.
When critics of fidelity and abstinence programs argue that these
behaviors sound nice but don’t get the reality of Africa, one only
needs to look at the available behavioral and epidemiologal evi-
dence—this is from DHS, studies by Population and Services Inter-
national of Family Health International, a number of USAID re-
cipients of funds.

In conclusion, I hope Congress will take no actions that would se-
riously undercut the one major donor agency in the world that is
conducting effective AIDS prevention, the generalized epidemics by
in effect removing the very interventions that have been proven to
have the most impact. I believe that the simple effect of the African
model of AIDS prevention is still so new and different from the old
way of doing things that without some direction from Congress, the
bureaucracies involved in guiding implementation would probably
fall back into old habits and once again limit AIDS prevention to
its reduction to condoms, drugs and testing. These three are all
necessary, but A and B is the missing part.

If T could just take a moment to answer the question that you
were asking the government panel, why not simply leave alloca-
tions to the countries themselves. We had an example of that hap-
pening in 1998, the Ministry of Health in Jamaica convinced
USAID, they said basically we feel we have the expertise in our
government and our NGO’s, give us the money and we’ll give you
the results. After 5 years, we’ll account for every dollar to see how
we do results-wise. And what they did, what Jamaica did is they
developed a program very much like that of Uganda or Senegal, it
was a balanced ABC program, and I was one of the three American
evaluators, and STD rates were coming down, and it seemed like
HIV rates were coming down, and it was one of the better pro-
grams I've seen in developing countries.

I think where the problem is, Mr. Chairman, is with us, is we
technocrats from the United States and Europe, we’re used to the
American model of AIDS prevention which is focused on MSM and
IDU, focused on high risk groups. And so if you come from a family
planning background the way I do and you're used to preventing
contraception, which I am and USAID is institutionally, and all of
a sudden, you find out that Uganda and some other countries are
quietly doing something a little bit differently and having results,
it takes a while to change your thinking and to change what the
bureaucracy does. And when you think of all the grantees, the con-
tractors and what they do, what they do best, it takes some change.
So I really think that if the earmark were removed right now, we
would go back to the AIDS prevention before 2002, and we
wouldn’t be having as many successes as we now have. Thank you.

Mr. SHAYS. Thank you, Dr. Green.

[The prepared statement of Dr. Green follows:]
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Green, Edward C., "Culture Clash and AIDS Prevention.”
The Responsive Community.
Vol. 13(4); 4-9 2003,

While attending a recent international heaith conference, I satinona

session on AIDS prevention. Out of the four scheduled presenters, only one, an
American, showed up to speak; the other three, all African, could not attend due

1o travel problems. The American speaker spoke about HIV transmission among
gay men, using the word "homophobia" about a dozen times. The audience, mainly
from Africa, Latin America, and the Caribbean, seemed unresponsive, and while
there was at least 90 minutes left for a Q& A session, no one said a word.

The situation secemed a bit awkward. The session moderator knew me, and perhaps
because | was sitting near the front of the room, she asked me if I would like

to open up a discussion about AIDS prevention. So | commented on the

different patterns and dynamics of transmission between AIDS in America and Africa,
and told the audience a little about Uganda's simple. low-cost ABC program, led
by President Museveni: Abstain, Be faithful, or use Condoms if A and B are

not practiced. The abstinence message urged youth to delay having sex until

they were older, preferably married. There was a deliberate attempt to fight

stigma and discrimination associated with AIDS, and to generate open and candid
discussion about the epidemic everywhere, down to the village level.

Information about AIDS and how to avoid it reached local communities through
culturally

appropriate means of communication involving local leaders, indigenous

healers, drama, and song. There was AIDS education in the primary schools. Christian
and Muslim faith-based organizations were involved from the beginning of the
national response, and they were particularly adept at promoting abstinence and
faithfulness. The government took concrete steps to empower women so that

they could refuse unwanted sex.

The result? Since the program's inception, Uganda has experienced an
unparaileled two-thirds reduction in national HIV infection rates, and in 1989, the
new infection rate began to decline. Western experts began showing up a few
years later.

The audience was immediately full of questions: Why had they not heard more

about these interventions? Why don't we involve religious groups and

schoolteachers more in AIDS prevention? How can we prevent seduction of schoolgirls
by

older men? How can we get husbands to stop running around and then infecting

their wives? Just as the audience had no comments about the presentation they

had just heard, the American who had made the presentation had no comments about
this new topic that so animated the audience.

This itlustrates not only the very different types of epidemics found in two
regions of the world and therefore the different responses needed to address
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them, but also a clash of cultures and values between the West and Africa.

Africans and others in the audience thought that promotion of fidelity and

abstinence was exactly the right response to AIDS, whereas this is usually thought by
Westerners to constitute unwarranted infringement in people’s personal lives.

Some of my colleagues call this approach "missionary terrorism,” designed to
interfere with people's right to experience having multiple sexual partners.

The American and indeed Western model of AIDS prevention is to leave sexual
behavior alone, but reduce risk by promoting condoms and treating the curable

STDs (since these facilitate transmission of HIV).

How has the Western risk-reduction model fared in Africa? There is no

evidence that mass promotion of condoms has paid off with a decline of HIV infection
rates at the population level in Africa, according to a new UNAIDS assessment

of condom effectiveness. In fact, countries with the highest levels of condom
availability (Zimbabwe, Botswana, South Africa, Kenya) also have some of the
highest HIV prevalence rates in the world. Still unknown is the impact of the

other relatively expensive AIDS prevention programs we now fund, namely
widespread treatment of STDs or voluntary counseling and testing. We know that these
programs, along with condom social marketing, had not yet started in Uganda

when infection rates began to decline. This does not mean they might not have
contributed to HIV prevalence decline in later years, In fact, even though only

8% of Ugandan men and women were using condoms regularly by 2000, those who
were using them were exactly the ones that needed them: sex workers and the few
men who still had multiple partners.

To understand why the major donors continue to pour millions of dollars into

risk reduction while largely ignoring the evidence from Africa, it is useful

to review some recent history. Western donor organizations and the groups they
fund began implementing "behavior change communications” programs in the Third
World in the mid-1980s, soon after American AIDS activists felt they had
discovered how to defeat AIDS in San Francisco and New York. Of course, the very
term "behavior change” suggests that outsiders know what is best for Africans,

that Africans are misbehaving and need to change their behavior, and that

outsiders will show them the way to behave. Yet now that we have comparative data,
we know that African and American sexual behavior is not very different.

There are subgroups of Africans an Americans who have a great many sexual
partners, but most people in both populations do not.

When Americans designed interventions for Africans, the only prevention model
available was the risk reduction model that had been designed in the United
States for special high-risk groups. The model's premise was that we cannot
change the behavior of gay men {or drug addicts), therefore the best we can do is
reduce risk through condom promotion (and needle exchange for addicts). This
model seemed to work realtively well in the 1980s, although infection rates

are rising again among gay men in America. Nevertheless, since the mid-1980s,
this model has been applied to populations where most of those infected are not
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in special high-risk groups but instead in the majority population. In short,

we provided American solutions for Third World populations. Once the risk
reduction mode} was launched in Africa and the developing world, it assumed a
life of its own and became the unchallenged paradigm for global AIDS prevention.

The risk reduction approach also involves the promotion of "safer sex”

practices such mutual masturbation and oral sex, if not male-to-male sex, even
though all these practices seem to be comparatively rare in Africa. Some Westerners
see this as liberating Africans from outmoded and perhaps repressive sexual

norms. What Americans and Europeans forgot when designing these approaches is
that African cultures are still largely bound by tradition and religion, and

that they have not undergone the general sexual revolution, and certainly not

the gay-lesbian revolution, of the West. This should have been Anthropology 101.

In the minds of Western AIDS activists and public health professionals, no

one should judge someone else's sexual behavior. This leads to "moralizing”

about behavior, and which should not have any place in public health. Yet Ugandans
who turned around their AIDS epidemic did not know they were supposed to

remain value-neutral. In a BBC interview in August 2002, Museveni recounted how
he talked about AIDS at every meeting with the public: "I would shout at thema€,
you are going to die if you don't stop this fhaving multiple sexual partners].

You are going to die.”

Forms of sexual behavior highly relevant to HIV transmission, such as rape,

coercion, and seduction of minors, take us into the realm of morals or at least

ethics, whatever our objections. Issues involving guestions of right and

wrong may well require an ethical or value-related answer. Ellen Goodman has
wondered whether in the American transition from a more religious to a more secular
society, we have somehow given ourselves a "moral lobotomy." She asks

whether, due to our reluctance to being considered judgmental, "a€are we disabled from
making any judgment at all?” To avoid a fatal disease fueled by having

multiple sex partners, good judgment dictates that people have fewer partners,

Common sense should not be dismissed as moralizing.

Apart from Western values and biases, there are economic factors to consider,
AIDS prevention has become a billion dollar industry. Under President Bush's
global AIDS initiative, the US will spend $15 billion, partially on

prevention. It would be politically naA ve to expect that those who profit from the
lucrative AIDS-prevention industry would not be inclined to protect their

interests. Those who work in condom promotion and STD treatment, as well as the
industries that supply these devices and drugs, do not want to lose market share, so
to speak, to those few who have begun to talk about behavior. Put crudely, who
makes a buck if Africans simply start being monogamous?

Financial interests aside, it is tempting to rely on quick technological
fixes to complex problems involving human behavior. Condoms and STD drugs can be
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procured, promoted, and distributed, and all of this can be counted easily.

With condoms and pills we have ready-made monitoring and evaluation measurement
units, and these units are already familiar from decades of experience with

family planning programs. USAID often comments that it has a "comparative
advantage" in the condom supply and promotion part of AIDS prevention. Yet other
major donors could also make the same claim, leaving no one with a "comparative
advantage" in promoting non-contraceptive, non-drug interventions focused on
simple behavioral change. In fact, faith-based organizations have exactly this
interest and capability, but they are usually excluded from donor-funded
participation in AIDS prevention. Western experts, who often have backgrounds in
AlDS activism and contraception, are predisposed to be suspicious about religious
organizations. There is a long history of antagonism between family planning
organizations and certain religious groups, notably the Roman Catholic Church,

and more recently, the "religious right” in America. Some of my family

planning colleagues fear that raising any question about condom effectiveness for
AIDS prevention is evidence of a larger agenda to cut off funding for all
contraception and to oppose the advancement of women's rights.

Part of the whole problem is precisely the "ever-increasing polarization

between left and right." Some in the religious right have in fact attacked broader
contraception and progressive social programs in the same breath as they have
attacked the condom distribution {or "condom airlift") solution to AIDS. This
has put liberals so much on the defensive that they will simply not listen to
logical public health arguments on the need to address risky sexual behavior

in a pandemic driven by risky sexual behavior. Partisans on the left and right
are currently fighting over how the newly promised billions for AIDS
prevention wiil be spent. The fight seems to have once again been reduced to condoms
versus "abstinence," forgetting that the lesson from Uganda is that a balanced,
integrated approach that provides a range of behavioral options is what works
best.

Rethinking AIDS Prevention
Learning from Successes in Developing Countries

Edward C. Green

hitp://www . greenwood.com/booksBook Detail_plasp?pt=0&dept_id=1&sku=1316

Description:

This is not another book about how AIDS is out of control in Africa and Third
World nations, or one complaining about the inadequacy of secured funds to

fight the pandemic. Edward C. Green, a member of President's Advisory Committee
on HIV/AIDS, looks objectively at countries that have succeeded in reducing
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Mr. SHAYS. We're going to start with Ms. Lee.

Ms. LEE. Thank you very much, Mr. Chairman.

Let me first say once again, thank you for this hearing. It’s very
important. And as I listen to the testimony, the only thing I can
think of is we’re talking about saving lives right now, and finding
the best way to do that and to help people live longer lives until
we do find a vaccine or a cure. And I need to say up front that I
think we need to repeal this earmark. I intend to do everything I
can do to try to get that repealed.

Dr. Green, now you're at Harvard University, and I appreciate
Harvard and know of your good work and Harvard’s good work
throughout the world. And I have to ask you, though, in one who
believes that ABC makes sense, abstinence, be faithful, use
condoms, why in the world would you believe that ABC is not what
we’re talking about when we talk about abstinence, be faithful, use
condoms, I mean, we’re talking about a balanced comprehensive
approach. And with this earmark being what it is, we have seen
in and GAO has indicated that this is probably hindering our ef-
forts in the prevention arena. And let me just say, I was at the last
AIDS conference in Toronto, the rest of the world, quite frankly,
disagrees with what you’re saying, Dr. Green, the rest of the world
understands and gets it. The rest of the world believes that they
know how to develop country-specific plans that come up with their
specific ways of addressing prevention, care, treatment. And so why
would we not listen to what works in countries and not be as heavy
handed in our approach?

Dr. GREEN. With all due respect, that’s exactly what I'm doing,
my rethinking AIDS prevention in 2003 was looking specifically at
the first five or six countries to experience prevalence decline. I
also have to say, with all due respect, that the people who attend
the global AIDS conference are not a cross-section of Africa, Asia,
Latin America—this is not the best of the world.

Ms. LEE. Well, Dr. Green, what countries do you think would not
want to see the earmark repealed?

Dr. GREEN. What countries would not want to see it repealed?
Who would you ask in those countries? If you put it to a vote of
the people, the majority of the population, I'm certain that all of
the countries would want to keep the earmark there if they under-
stood that

Ms. LEE. They knew they could get some money.

Dr. GREEN. No, if they understood that AIDS prevention would
go back to risk reduction only.

The head of the National Aids Committee for Kenya 2 or 3 years
ago posted a complaint on an AIDS discussion group on line that
the ministry—that the government of Kenya had received an addi-
tional $10 or $15 million for AIDS prevention. And part of what the
government wanted to do was have a program to reach kids before
they become sexually active, to promote abstinence or delay of sex-
ual debut, not abstinence only, but to include. And they were told
no, this is money from the U.S. Government, it has to be spent on
condoms. And he wrote a letter to complain, and I asked if I could
put his letter in my book, which I did. I, again, say I think the
problem is with we technocrats—and I mean European and Amer-
ican experts who work in AIDS, we’re used to thinking in terms of




127

the American epidemic, the European epidemic, high risk groups—
which are some of the first groups we went after in Africa and the
Caribbean, I was working in the Dominican Republic in the mid
‘80’s. We went after—we tried to reach sex workers and their cli-
ents. But again, if you look at the data, most Africans, most people
everywhere are already engaged in primarily B behaviors, and
young people are primarily engaged in A behaviors. I don’t even
like the word “behavior change.”

Ms. LEE. Dr. Green, all I'm saying is that the conditionality as-
pect of this, even telling a country that they must have a strategy
that only uses condom as part of their strategy——

Dr. GREEN. I'm glad you agree that’s wrong.

Ms. LEE. I'm talking about ABC; I'm talking about allowing
countries to come up with their culturally specific, their scientif-
ically specific, their gender specific, their overall approach to how
they want to deal with this pandemic. So no, we shouldn’t say

Dr. GREEN. I think we should do that, I think we should find
out—

Ms. LEE. I think we shouldn’t say if we don’t like the way you
approach it. What I've heard—and again, I think that we, at the
international AIDS conferences and throughout the year we hear
from many, many people around the world who want to get rid of
this earmark because of one point, they want to be able to be
unencumbered by their approach to addressing this pandemic be-
cause it’s so serious.

And with regard to women, what happens to women? We all
know what happens to women. We heard earlier, the empowerment
of women, women’s equity, gender equity, female condoms, all of
these strategies.

Dr. GREEN. That’s part of the B strategy. If faithless men are in-
fecting their wives, then it’s the men’s behavior that needs to
change, and that’s B.

Ms. LEE. But what about women and the access to condoms? If
a country or the United States has precluded the funding for that,
what if women——

Dr. GREEN. Well, they shouldn’t.

Ms. LEE. Well, the earmark, in many ways, precludes a com-
prehensive balanced approach.

Dr. GREEN. I don’t see it that way. There is a larger pie now to
divide up than there was a year ago, 2 years ago, 3 years ago. As
I've been saying for some years now, as we have gained more to
work with in AIDS prevention, let’s not put all of our money into
programs that have not worked in Africa and the Caribbean.

Ms. LEE. I'm not talking about putting all of our money into pro-
grams that don’t work. All I'm saying is why can’t we just repeal
the earmark and say to countries, develop whatever plan makes
sense to address this terrible deadly disease. That’s all I'm saying,
period, dot dot.

Dr. GREEN. I agree with the intent of what you’re saying, but I
think in practice what happens is poor countries ask for the pro-
gram that they know that there is money for.

Ms. LEE. Oh, Dr. Green, come on. You know how you’re sound-
ing, very patronizing. Countries have the ability—and I've spent
quite a bit of Africa——
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Dr. GREEN. I lived there.

Ms. LEE. Countries around the world have many unbelievable
people who know how to address epidemics, pandemics, disease if
only provided the resources and the support and the technical as-
sistance. I can’t believe that in any country at this point, if we
didn’t help develop and go in and do the things we need to do to
support their efforts, that they couldn’t be successful. So I can’t buy
the poor country notion.

Dr. GREEN. Again, I agree with your intent. I wish there was
some way to let these countries choose for themselves without im-
posing our priorities on them.

Ms. LEE. Well, I think we can.

Let me just say to Dr. Gayle, I want to congratulate you on the
successful conference in Toronto, it was really quite successful,
quite powerful. I’'ve been to four, and intend to go to the next one
in Mexico City. And as I was thinking about Toronto today, I said
when in the world are we going to have an international AIDS con-
ference in America? And then it dawned on me that we have cer-
tain travel restrictions for people living with HIV and AIDS that
precludes us from having such an important conference in our own
country.

So I'm going to work with others to try to—again, I hate to keep
trying to repeal stuff, but we want to get rid of that, too.

You know, I mean, I think that the world is a small place now,
and we need to figure out ways to work together. And for us not
to be part of this conference and not to be able to have it on our
own soil to me is just downright wrong and, quite frankly, it’s im-
moral. I was proud to carry the American flag in a rally in Toronto.
I knew I couldn’t carry the American flag in a rally here in Amer-
ica at an international AIDS conference. Mr. Chairman, I think
that’i’g pretty bad and it doesn’t bode well for our standing in the
world.

And so I just to want congratulate you and also just to ask you
your take on—you heard what Dr. Green said about the conference
in terms of who goes and who doesn’t go. What is your take on the
abstinence only policy, and by the rest of the world, the rest of the
world that didn’t come to the international AIDS conference.

Dr. GAYLE. Yes, thank you. And we appreciate you and the
Chair’s leadership in this issue. And I also appreciate your com-
ment about repealing the travel restrictions. We really would love
to see an international conference on U.S. soil again and feel that
there’s a real value to it because I think it goes along with the
leadership role that the United States is playing. And that’s why
we feel so strongly about getting it right because we feel that not
only are the resources that the U.S. Government contributes criti-
cally important, but the leadership role that the U.S. Government
can play and does play is critically important. And so the consist-
ency in that leadership role we feel is extremely important on all
these issues.

I would disagree, I think the International Aids Conference, 1
disagree with Dr. Green that the International Aids Conference is
a wide cross section of people working on HIV at a grassroots level
as well as the international arena. So while perhaps it isn’t per-
haps totally inclusive, 24,000 people working on HIV from all dif-
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ferent continents I think does speak to a pretty inclusive gathering.
And we didn’t take a poll on what people thought about the restric-
tions, but I think it’s fair to say that there are concerns because
not only does what the U.S. Government do impact U.S. Govern-
ment funding, but again, the United States plays a strong leader-
ship role. And so I think it does also influence other people’s think-
ing about what is the right way to do things. And so what we do
with our funding does influence the world, and I think sending a
message to the world that we don’t see this in a comprehensive
way, that we do have biases, has an impact. And I think all efforts
to really allow for countries to make decisions to have an inte-
grated program, just like we talk about combination treatment, we
also have to talk about combination prevention. There is no one-
size-fits-all, it is by the ability to make programs that fit the coun-
try needs and country circumstances that we can have the most ef-
fect prevention response.

And I would argue that as somebody who’s been doing HIV pre-
vention programs for over 20 years, I don’t remember a time when
we as public health professionals said that condoms were the only
answers. So this idea of going back to that day, I'm not sure where
that perception comes from. I think that the understanding and the
evidence around what works for HIV prevention has evolved. And
so I think it is not legislation that leads to the understanding that
a comprehensive approach is right, it is evidence, it’s the fact that
we have growing evidence that this is the right approach.

So I don’t think the clock will be turned back, whether you think
that it was there or not. I don’t think that it is legislation that
keeps people looking at a comprehensive approach, it’s the evi-
dence, it’s the evidence that says this. And I think whether it’s
technocrats or whether it’s the country level, it is a comprehensive
approach that must move forward. And I don’t think that it is a
need for a proscriptive approach what is what will keep a com-
prehensive approach on the books and in our policies and in our
program, it’s the fact that we all know that is the best way to have
an impact on prevention by doing it in an integrated fashion, doing
it in a comprehensive way. The evidence is there, and I think that
stands for itself.

And I would just add that I do think that the issues that were
raised around making sure that we address the other issues, the
issues of poverty, the issues of gender and equity, we must do that
in order to support a behavioral prevention strategy because peo-
ple’s behavior, individual behaviors occur in the context of social re-
alities.

Mr. SHAYS. Let me jump in here, I'd like to take some time.

Dr. Green, first let me say you bring tremendous credibility to
whatever position you take based on the work you've done for so
many years. So even if Ms. Lee does not agree with you, it’s impor-
tant that we hear exactly what you think, and then kind of wrestle
those out.

I would like to know, coming all the way from Africa, what would
be the most important thing that you would want us to know about
the continent as it wrestles with this disease? And what is the big-
gest area that you would want, Dr. Nkya, to impress upon us so
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that I'm very clear as to the most important thing that you want
us to know.

Dr. NkyA. Thank you, Mr. Chairman.

Coming all the way from Africa, I'd like to insist that AIDS is
a disease of poverty. And it is compounding on the threat of dis-
ease, poverty, it is also compounding on the socioeconomic impact
and even the physical well-being of the people, which also in turn
compounds the vicious cycle of compounding poverty itself.That is
one.

Two; it is unfortunate that we in Africa, especially in Sub-Saha-
ran Africa, we are always the recipients; we totally depend on ex-
ternal support on most of our intervention packages. So whoever
comes with assistance in HIV intervention, they come with their
own prescription for intervention package. Whether we agree to it
or not, we have to adhere because we need the money. And it’s un-
fortunate that we cannot even become a bit flexible to fit into our
own, you know, what is really workable in our own environment.

So what I would like to, you know, ask you or request from this
package or from the funding is like what Congresswoman Lee was
saying, that if countries were given the opportunity to choose and
to plan for themselves, could it really have an impact on the spread
of the disease? I'm saying yes. Yes, because, for example, in Tanza-
nia, we recognize that women are very vulnerable. We know that
when we are addressing ABC, and there are free condoms for those
who want to use condoms and have the information, the impact is
really good, but now we cannot produce condoms because most of
the money for condoms came from the United States of America.
So now we do not have access to free condoms.

Money comes for treatment and for prevention for mother to
child. It’s unfair to just giving the women some medicine to prevent
the child from getting infection at birth and while the child is new-
born, but after that there is no form of support of counseling. So
I would like to see more money being allocated to provide holistic
HIV—I would like to see some money being allocated to provide ho-
listic HIV/AIDS prevention package, like for primary schools, very
young children we can talk about abstinence and behavioral
change. For the grown up children, because we know, whether we
want to talk about it or not, they are practicing sex.

We should be able to give them more information about, you
know, productive health, more information about behavior changes
through life skills training, which is not really widespread in Tan-
zania and that’s why we have so much AIDS.

Mr. SHAYS. What I find myself wrestling with, and I'd like all of
you to respond to it, and I'll start with you, Dr. Green, when I
heard the first panel talk about basically a holistic approach, look-
ing at all abstinence as well as condoms as well as be faithful and
so on, what I'm realizing though is, from the testimony that we've
heard from this panel, that we really separate them. And so I'm
thinking, is it a crapshoot in a way? Do some students only get ab-
stinence and some students only get condoms, and is it really an
integrated program because of that? And you know, you, Doctor,
are getting me to think that way, that if that’s where the money
is—first off, I believe that folks will go wherever the money is, I
mean, they’re going to design a program, we give them money
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they’re going to design a program to be able to attract that money.
Do you get the gist of my question, Dr. Green?

Dr. GREEN. Did I get the question?

Mr. SHAYS. Do you understand what I'm asking?

Dr. GREEN. Not quite.

Mr. SHAYS. OK, let me ask it this way. If we are mandating that
a certain amount be for abstinence—there’s going to an abstinence
program that’s provided, correct?

Dr. GREEN. Yes.

Mr. SHAYS. But I suspect in most instances, the abstinence pro-
gram is not going to also tell you you can use a condom, and that
you’re going to see a program in abstinence. And that you might
see a program that, you know, is providing condoms, but you don’t
integrate it. So it’s not like what people are suggesting. You know,
trying to persuade a young person about abstinence is the best
way, but here is a condom if you’re not going to go that route, it
almost seems like a contradiction.

Dr. GREEN. Well, I agree with your implicit criticism of compart-
mentalizing, you know, this program is for this and only this, and
the B and the C are only for the—and that’s not integration and
that’s not real life and that’s not responding to people’s actual
needs. So I think we’re in agreement there.

I think the government panel testified that after the age of 14,
that the B and C message are brought in. You know, if there is evi-
dence that children are sexually active at age 10 or 11 and that’s
their situation, you can’t change it—I would try to change it—then
you need to bring in condoms earlier. So I'm not in favor of absti-
nence only.

You know, if we just look at the Uganda model, and we can look
at the other models, Senegal and more recently Kenya and so forth,
I didn’t see much evidence of condoms only. I have pages of teach-
ers books and student books from primary schools in Uganda, and
condoms are part of the education. So there should be integration.
I don’t know that much about how PEPFAR is integrating, but
that’s the way it should be.

Mr. SHAYS. Dr. Gootnick.

Dr. GoorNICcK. Thank you. I think the particular lens that GAO
can bring to this discussion is really two-fold. One, if you offer the
U.S. Government implementers in the field, the USAID and CDC
staff in the field some degree of candor and ask them how this
spending requirement affects their programming, you’ll get some
interesting information. That’s the first thing. And second——

Mr. SHAYS. And the interesting information is?

Dr. GoorNICK. Well, the interesting information is that more
than half of the respondents will tell you that while Office of Glob-
al AIDS coordinator will certainly allow an integrated program, an
ABC program—and if Ambassador Dybul was here, I think he
would tell you that these programs, the vast majority of them are
integrated. But if you speak to the implementers in the field, they
will tell you that program dollars in these different buckets has
consequences, and that there are programs that could be much bet-
ter integrated but for the spending requirement that the program
works with.
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The second point is if you look at where the dollars have had to
move, and the difference between 2005 and 2006 really is enlight-
ening. And there will never be another set of data like the transi-
tion between 2005 and 2006 and that’s because 2006 was the first
year that the one third abstinence requirement became law.

So looking at what happened in the shift between 2005 and 2006,
it is informative that no other data set will be. And as I mentioned
in my prepared remarks, if you look at in the aggregate, AB pro-
grams went up very significantly whereas prevention mother-to-
child transition and condoms and related program activities remain
level. If you look at a country level, you see some real tradeoffs
that have been made there. If you look at a country like Zambia,
you see that there has been nearly a 40 percent cut in condoms and
related program activities at the same time that abstinence pro-
grams have risen. You see in that country also as you well know
that sex workers, migrant populations, and other vulnerable popu-
lations are perhaps key to the epidemic there. You see that sexual
transmission in discordant couples, in a couple where one individ-
ual is positive, the other is negative and may not know it, the rates
of transmission in discordant couples are very similar to the rates
of transmission in the general population, so——

Mr. SHAYS. I'm not getting the point as to how that relates to my
question.

Dr. GooTNIcK. Well, the point is that an integrated program—
the U.S. Government implementers will tell you that the counting
of the money in the buckets of abstinence, faithfulness and
condoms related programs does hamper their integration. And you
will see, if you look at the dollars, considerable shifts in program
dollars in order to meet the spending requirement.

Mr. SHAYS. OK, thank you. Doctor.

Dr. GAYLE. Yes, briefly to add to that, I would agree our experi-
ence at the field level is that while the guidance, strictly speaking,
does allow for an integrated approach, the way it’s practiced incon-
sistently and the guidance that is used does bias programs often
in an AB category where the preferred program would be to imple-
ment an integrated approach so that we do have in the field pro-
grams that end up being not integrated, only having one element
or the AB approach not being able to integrate condom funding,
and again, not because that is necessarily explicit, but the guidance
is confusing, and it ends up being interpreted in the field in a very
compartmentalized way.

hMr;) SHAYS. Does your organization provide all three, ABC, all
three?

Dr. GAYLE. Right. But were in 70 different countries. So at a
country level, the guidance is applied differently. As an organiza-
tion overall, yes, we definitely focus on a comprehensive integrated
approach. But by country by country, the way the guidance is in-
terpreted pushes people in one direction or the other, and compart-
mentalizes programs much more than the original intent would
have been.

Mr. SHAYS. OK, thank you.

Dr. NKyA. But Mr. Chairman, my concern is this; whether we
talk about ABC, but for poorer countries like Tanzania, you can,
you know, violate the rule and talk about ABC. But there are many
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people who would like to use the condom, and young people cannot
access condoms because they're not there. I go and ask the minister
of health what is happening, we don’t have condoms, we says we
are not getting money from the United States of America to buy
condoms

Mr. SHAYS. Let me ask you this; OK. You’re not getting it from
the United States, but you’re not getting it from anyone either?

Dr. NKYA. We're not getting it from anybody else because the
others who are funding something like integration impact, and oth-
ers have some other interests like working with other organiza-
tions, but initially, all the condoms in that country were being
funded by the USAID from America. So now we don’t access—for
the past 5 years—4 years we don’t access free condoms for anybody
in that country.

Mr. SHAYS. So I make an assumption that if condoms aren’t
available, we’re basically transmitting AIDS. If condoms aren’t
available, sex—I mean, I have not yet known a society that’s de-
cided to give up sex. So what I make an assumption is, from your
testimony—and it’s pretty powerful because, unlike the others,
you're there, you're working with young people all the time, and
you’re saying and testifying before this committee that condoms are
not available. That is a powerful message because we know that is
one way to prevent the transmission of AIDS. We could talk long
and hard about whatever we want to talk about, the value of absti-
nence, but if in the end condoms aren’t available and young people
and older people are having sex, they are at huge risk. And what
I'm trying to understand is why would it have to be, Dr. Green and
Dr. Gootnick and Dr. Gayle, if we are saying it’s an integrated ap-
proach, why can’t it include all of the above? And why, in the end,
are condoms not available? Are they that expensive that—so some-
one help me out here.

Dr. GAYLE. Well, I guess I would agree with the earlier state-
ments, that in order to have the best chance at having a balanced
approach is to let countries develop programs that meet their needs
at the country level, and that countries make those decisions about
what proportion gets spent on what part of the ABC approach
based on what their greatest needs are. So that if condoms and
condom shortage was the greatest need for a given country, that
they have the ability to use resources for condoms. If, on the other
hand, they had other funders that allowed them to use those re-
sources for purchasing condoms, that more focus be put on the
other parts of the approach, so that countries have the ability to
make those decisions without having arbitrary proportions that
need to be spent, and can develop a truly integrated approach.

So I think the lack of funding for condoms is reflected by the in-
ability too use resources to spend it on what countries need it for
the most.

Mr. SHAYS. I'm going to react to something—thank you. Dr.
Green, I’d like you to react to—I'm going to tell you what I'm hear-
ing and I’d like you to react to it.

What I'm hearing is a better and more powerful message than
I thought in support of abstinence programs. I thought that the
first panel did a better job than I anticipated. You believe in this
program and you carry a lot of weight; you've had tremendous ex-
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perience and you do research and so on, so that carries weight with
me. But I'm left with the fact that if it’s a mutually exclusive
issue—in other words, if you go the route of abstinence, you are not
providing enough condoms, for instance, as one preventative way,
then one, it isn’t know an integrated approach. But No. 2, if I had
my child—let’s not use my child, let’s just use any child, if they
only had one choice, they were going to have an abstinence pro-
gram but still have sex, I'd prefer they had a condom instead of an
abstinence program and still have sex. I mean, so react to what I'm
saying.

Dr. GREEN. It seems like we always fall back into talking about
abstinence versus everything else. Keeping in mind that both gov-
ernment panelists and I have reported, which is that it’s part of re-
duction, it’s not having—what drives epidemics, sexually transmit-
ted epidemics whether heterosexual or homosexual, what drives
these epidemics is having multiple concurrent partners. And what
brings prevalence down at the population level is not having mul-
tiple concurrent partners.

So I wish I didn’t always have to be put in the position of defend-
ing abstinence—and we’re leaving out the thing that works best. So
having said that, how often have I heard African health educators
and others say if it was—you know, it’s not if it was only one pro-
gram, they would say if it was only one behavior, I would want my
child to abstain and not have sex using a technology that, if used
consistently is 80 to 85 percent effective in reducing HIV infection.

The problem is that rarely are condoms used consistently in Afri-
ca, in the United States, anywhere in the world. I didn’t want to
bring this up because it just makes me even more unpopular than
I probably already am to talk about uncomfortable data, but there
is an unwanted and unfortunate correlation between populations
where you find more condoms available and people use them more,
and higher infection rates.

The demographic and health surveys, we now have serologic data
to go with behavior data, so we can easily cross tabulate those who
are—we can look at the sero status of those who are practicing A,
B and C behaviors. And the first countries we have evidence from
from the demographic and health surveys—and I don’t think these
have been published yet because there are uncomfortable data—
from Tanzania, from Ghana, from Uganda—I think there may be
one other country—we see that condom users are more likely to be
HIV infected than non-users. This is counterintuitive, it’s not what
we want, it’s not where we put billions of dollars, but it may be
because—it’s probably because condoms are not used consistently
usually, and second, there’s a disinhibiting effect. If the message is
you can do what you want, be sure to use American brand
condoms, then people will probably take more chances than they
would if they weren’t using condoms. Again, this seems to be
counterintuitive.

Mr. SHAYS. One last question. I heard the data is 85 percent; is
that because they’re not used properly?

Dr. GREEN. 85 percent is about right.

Mr. SHAYS. Basically, what you’re saying is so someone is having
sex with someone who had AIDS, by one out of ten, youre going
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to get AIDS even with a condom. But is that because they’re not
being used properly?

Dr. GREEN. We don’t know the reasons. It’s probably more im-
proper use. It’s not being consistent; this is when condoms are used
consistently, it’s probably that theyre not used correctly. In poor
countries, you don’t have good storage, condoms may be the wrong
size. How often in Africa I see condoms made in Thailand, wrong
size. There’s product failure, in part, because they may be old
condoms, expired and so forth, especially in poor countries.

So those reasons are—those figures are pretty consistent every
time. We knew this from family planning. Before the AIDS pan-
demic I worked in family planning; the condom was not one of the
more effective methods of prevention——

Mr. SHAYS. Let me do this; if any of the panelists want to just
respond to any question I asked Dr. Green.

Dr. NkKya. Mr. Chairman, I would like to comment. I would like
to ask him, at that particular time when condom distribution was
started, was there a survey, you know, a serological test to know
who was positive and who was negative? Because when you start
giving condoms, you don’t know who’s positive or who’s negative.
So when you started giving condoms, that’s the majority of those
people are already infected, but we are preventing infection. So
that is my concern.

And another thing about the storage, and the condoms being
made in Thailand being shorter than, you know, the private parts
of men in Africa it is true, but that is another aberration which I'm
seeing that if someone wants to give us assistance and he goes
ahead and orders condoms for us without taking into consideration
of sizes of our people, that is another thing that I'm saying that
I disagree with completely.

The storage part of it, you know, you give the condoms. You don’t
give money for logistic support whereby you could be able to trans-
port and store the condoms in the situation whereby they remain,
you know, protective, that is another problem, because someone
says I'm giving you condoms, I'm ordering them, not to take into
consideration about the sizes, the needs and other logistical sup-
port which is needed to transport the condoms from where it is
manufactured, and to the end point to where, you know, the bene-
ficiary is. That is another problem. And that’s why I support the
idea that the developing countries should be given the opportunity
to plan how to use the PEPFAR funds whenever the funds are
available.

Mr. SHAYS. Let me go to Ms. Lee. Oh, I'm sorry

Dr. GaYLE. I was just going to make an additional comment. I
agree with the comment that was made about the shortcomings of
the survey which are cross-sectional data, and I think it needs to
be put into broader context. It could be that people with condoms
were already infected, it could be that by definition, those in the
population are already at greater risk, so it’s not surprising that
the rates would be higher, but I think what it really points to is
the fact of what we’ve been talking about, that it isn’t one or the
other, even condom use needs to be in concert with a focus on
changing risk behavior to begin with. And I think most people in
this business believe that it isn’t one or the other and that they re-
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inforce each other, and it’s not just a condom message, it’'s a
condom message that also talks about reducing risk behavior, re-
ducing the number of partners. And it’s by doing all of those things
together that you have the greatest impact and are synergistic.

So it is not one or the other, and that’s, again, why this whole
focus on being able to have a comprehensive approach can’t be said
enough.

Mr. SHAYS. Thank you. Did you want to say something?

Dr. GREEN. Yes.That last statement I completely agree with.

Mr. SHAYS. Thank you.

Ms. Lee.

Ms. LEE. Thank you, Mr. Chairman. I'm not sure who to direct
this question to, so whoever can answer it, please do.

Let me ask you this; with regard to the guidance document, ab-
stinence or return to abstinence must be the primary message that
youth receive or for youth in PEPFAR countries, and information
about consistent and correct condom use is only provided to youth
who are identified as those who engage in risky behavior. But I
want to ask you just from a practical point of view, in a classroom
setting, how do you distinguish between youth who are engaged in
risky sexual behaviors and those who are not? And doesn’t it make
sense to provide again age-appropriate, scientifically medically
sound information that includes all aspects of ABC without stig-
matizing or segmenting part of that message? And so how is that
addressed at this point? Dr. Gayle or Dr. Gootnick.

Dr. GAYLE. I would just agree that I think that the ability to pro-
vide the complete message as appropriate at a given age is a—
seems to me be more effective than segmenting information by age
group. I think that most of us would agree that we would want to
have young people abstain from sex as long as possible and that
would be desirable. But when you’re looking at a population of
young people, it is difficult to segregate information based on
whether or not somebody’s currently abstaining from sex or not.
And so having half information, not complete information, seems to
be a less effective approach than looking at what’s an age-appro-
priate way of giving people more complete information because
somebody who is sexually inactive and are abstaining 1 day may
become sexually active the next day, and we want them to have the
information that allows them to reduce their risk even if they're
not totally avoiding risk. So I think the ability to do that in a com-
prehensive way at any age would be desirable.

Ms. LEE. So how is one supposed to separate out youth who are
high-risk youth in terms of youth who engage in risky sexual be-
havior being the ones who get the information with regard to cor-
rect and consistent condom use versus those who are not identi-
fied?

Dr. GAYLE. I think that raises a good point. I think it’s difficult.
I think it is easier for a group of youth who are at risk and who
are currently sexually active to know that. I think it’s difficult in
a situation of youth who are not specifically at high risk who are
in a classroom setting, who are within a civic organization or other
settings where there is going to be a mix of young people, to be
able to segregate information accordingly in a practical sense.
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Dr. NKYA. I would like to add on that. You know, for me, accord-
ing to my experience, 20 years of working with AIDS, I have come
to discover that all young people are at risk. So trying to segregate
who is to get it is going to bring some problems. I think our mes-
sage here should be that we should target all the youth, whether
in school or out of school, give them the message and correct infor-
mation. And more probably, try to make sure that every child has
the right health information because the survey which was con-
ducted in Dar es Salaam in high schools in Dar es Salaam, in 1988,
zero percent of the girls were infected with HIV, and then only one
boy was found to be infected because of transfusion.

Two years later, the infection went up 10 times, it was 8 percent.
That means that there is a high, you know, sexual activity taking
place among schoolgirls, especially where poverty is a problem.

So we should target the girls together with the boys, although
the infection with the boys was not significant, but we should tar-
get all the children, even as young as, you know, in primary one,
to tell them that there is AIDS, do you know AIDS, and then we
start from there. And make it a sustainable program, not just a
one-time seminar in school and then you disappear. So that is my
concern there.

So that is my concern there, a sustainable program from, you
know, primary 1, up to university if it is possible.

Ms. LEE. Thank you very much. I hope the powers that be heard
you, Doctor, because I think you make a lot of sense and it makes
sense. And, to me, listening to you, I am trying to, again, figure out
why the guidance documents instruct—you know, in PEPFAR
countries—instruct organizations to have the primary message as
being abstinence only, except the youth that they think are identi-
fied are at risk in terms of risky behavior.

Doctor Gootnick.

Dr. GOOTNICK. I would say briefly that the guidance document
we refer to is used extensively by the program officials in the field
and it is valued by them. They cite 3 key issues and key areas
where this guidance may be indeed—although clear if you read it
word for word—hard to apply in the field; one of which is the case
that you mentioned, the issue of how to deal with youth of different
age. There are different messages that can’t under PEPFAR’s guid-
ance be offered to youths less than 14, youths who are older than
14, populations who may be at risk or most at risk, and as a prac-
tical matter it is difficult for them to apply the guidance.

The second area of confusion is permissible activity with respect
to condom use. There is guidance for different populations that al-
lows you to discuss condoms but not promote condoms, and that be-
comes very difficult for the program officials to apply in the field.

And the third area where there is some confusion is in high-risk
activities or individuals. There is certain programs that PEPFAR
may implement for high-risk or most-at-risk populations, but in a
generalized epidemic it is often very difficult to determine who in-
deed is high risk or most at risk, because the fairest way to define
that is almost anybody who is having sex outside of a known mutu-
ally monogamous relationship with a noninfected partner or some-
one who is abstinent.
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Dr. GREEN. If we go by data, the epidemiologic data, we see that
7.2 percent of subSaharan Africans, if you average all the countries
together in subSaharan Africa, about 7 percent of Africans are HIV
positive, which means 93 percent are not positive. You don’t agree?

Mr. SHAYS. I was shaking my head because I was thinking 7 per-
cent of a population is such a huge number. It blows me away.

Dr. GREEN. Yes it is way too high.

Mr. SHAYS. I think of kids going to school with no teachers, com-
ing home to no parent.

Dr. GREEN. I mention that as an antidote to the thinking that
everyone is a current risk and all African men are promiscuous and
all African women have no power—African women have more
power than we foreigners give them credit for.

I agree with most of the comments I just heard, Dr. Nkya. I feel
certain that if we had time to sit down and if you just interviewed
me and Dr. Nkya and try to find points of disagreement, there
wouldn’t be many. And if Africans could choose for themselves,
without being influenced by what is on the donor menu not only
from the U.S. Government but from the United Nations, AID, and
other organizations I think that would be ideal.

I see a lot of of these problems as growing pains. It is as if we
were putting billions of dollars into reducing lung cancer and we
for some reason, because it might hurt people’s feelings, we didn’t
have don’t start smoking or give up smoking if you are already
smoking or at least smoke fewer cigarettes per day.

And I have never said that condoms were the only message, but
it was the main message before PEPFAR, and the other interven-
tions were and are for all other major donors treating STDs, VCT,
voluntary counseling and testing, and treating HIV-infected moth-
ers with nevirapine. And I think it is a great step forward that the
U.S. Government for whatever reasons, maybe it was for, I don’t
know, ideological reasons—Congresswoman Lee, you said you were
in on the planning of PEPFAR so maybe you know, but I don’t
know what the reasons were, but I think it was a genuine positive
step forward to include primary prevention, avoid the risk alto-
gether if you can.

But here are the other things you can do if that is not possible.
And I think programs should be integrated and not compartmen-
talized, and if some people in the field are having problems because
of the way the earmark is written, nobody likes earmarks. I come
from 2 generations of foreign service officers. My father and grand-
father always complained about congressional earmarks. I sym-
pathize, but I think it has brought us forward.

Mr. SHAYS. Let me quickly get a quick response. I am surprised
that other countries aren’t doing more. And am I just misreading
it? I am surprised that other countries aren’t doing more, and am
I misreading what other countries are doing, No. 1?7 And I am also
told sometimes when the United States really steps up to the plate,
other countries feel they don’t have to.

And so, one, is the United States stepping up to the plate, even
if we had this disagreement about where one-third of the preven-
tion dollars go? And No. 2, are other countries doing what they
should do? Maybe, Dr. Gayle, I could just ask you that, and Dr.
Gootnick.
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Dr. GAYLE. Definitely the United States is stepping up to the
plate, and, as the earlier panel said, we fund anywhere from one-
third to one-half depending on how the numbers come out in terms
of funding. I think the difference is that the U.S. Government has
always had a strong bilateral program where other countries have
not, and more of the countries put their money through the pooled
resources, through the global fund. So I think there are a variety
of different ways of looking at funding, and a lot of the other coun-
tries also put their money either in the global fund or through pro-
grams that are not specific sectorial programs and are going to
much more combined funding approach where they put it into a
pool that then gets used, so it is harder to track it as AIDS fund-
ing.

That being the case, clearly the U.S. Government is the largest
funder of HIV programs, and the work needs to be done to continue
to encourage others to increase their resources.

Mr. SHAYS. Quickly, what is the close second? Maybe there isn’t
a close second. Who is second?

Dr. GAYLE. England.

Mr. SHAYS. There is certainly not a close second. We take a lot
gf hlits on a lot of things but sometimes we don’t pat ourself on the

ack.

Dr. GAYLE. I think we should pat ourselves on the back. I also
think we have to remember that we are the largest economy, and
when you start looking at our contribution per capita, we don’t
have quite as much to be proud of; we still should be proud and
we still are the largest contributor, but in terms of per capita fund-
ing, if you look at some of the smaller countries per capita, they
actually are contributing substantial amounts. So I think we need
to look at it in a variety of different ways.

Mr. SHAYS. Fair enough. Dr. Gootnick.

Dr. GoOoTNICK. Just to put a couple of numbers to those com-
ments, and while not the subject of our analysis, roughly speaking
it is estimated about $8.3 billion was spent on AIDS last year, glob-
al spending. About $2.5 billion of that was national spending,
spending by the Governments of Tanzania, the so-called recipient
nations. And the remainder of that would be donor spending. Of
that, OGAC was more than half, about $3.2 billion, with the rest
of the two nations combined somewhere in the $2.5 to $2.7 billion
range.

Mr. SHAYS. That would suggest our economy at 25 percent of the
world’s economy, we are doing 50 percent of the contributions.

Dr. GOOTNICK. Yes. The other way to look at it is to look at the
percentage, our share of GDP. There is an aspirational notion that
donor countries would provide .7 percent of their GDP for develop-
ment assistance, humanitarian assistance, broadly speaking. Some
countries in Europe get closer to that and a few reach it. The
United States is about at .1 percent of GDP.

Mr. SHAYS. Let me do this. Is there any closing comment that
any of you would like to make, something that we should have
brought up that we didn’t, something that needs to be put on the
record? And we will start with you, Dr. Green.

Dr. GREEN. Just to continue the answer to that question, but it
brings out something that I would like to say, that I am not so con-
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cerned about the amounts or even the proportions of money; rather,
that money is well spent. Daniel Lobier, formerly of Cambridge
University, now with the Global Fund for ATM, estimated that be-
tween 1986 and 1991 in Uganda, when Uganda turned that epi-
demic around using its own approach before we donors really
moved in there, it was before the U.S. aid, the first bilateral pro-
gram, Uganda spent about 25 cents per person per year for this
highly effective program. It was the first really effective program
in the world.

So if money is well spent, we—it is less an issue of how much
and—but the other important point I would like to leave the sub-
committee with is that there is a perception out there that ABC is
something to do with the Bush administration, and like a faith-
based initiative and something to appease the religious right. And
for that reason the major donors, United Nations, AID, WHO, all
the major bilateral multilateral donors pretty much are very sus-
picious of it and don’t support the A and B parts, by and large, and
that is what the government panel said.

Mr. SHAYS. Very interesting. Dr. Gootnick.

Dr. GOOTNICK. Just briefly to reiterate what GAO recommended
in the aftermath of this study was that Congress—that the Office
of Global AIDS Coordinator collect and report information on the
downstream implications of the spending requirement report it to
Congress, and that Congress use it in its ongoing oversight of the
program. And we reiterate that recommendation.

Mr. SHAYS. Thank you for doing that. Dr. Gayle.

Dr. GAYLE. Yes, three very brief points, I think this panel is the
first one where all agree that the ABC approach is important and
should be the cornerstone of behavioral prevention. I think where
we disagree is how do we get to that comprehensive approach.

And I would just like to somewhat differ with some of the com-
ments that before the PEPFAR program there was not a commit-
ment to comprehensive programming. Having run USAIDS preven-
tion programs from the very early days, CDC’s programs, that in
fact the U.S. Government strategy was behavior change, treatment
of STDs and condoms before the PEPFAR. So the idea that the—
only by having that earmark will we make—keep a commitment to
comprehensive prevention doesn’t speak to the facts that a com-
prehensive approach that includes behavior change, has been part
of the U.S. Government program for the last couple of decades.

Second, I think that the issues that have been raised that there
needs to be greater flexibility to integrate programs that focus on
the other dimensions, the vulnerability that people face, the pov-
erty, gender inequity, food insecurity, that the other issues that put
people at risk for HIV to begin with, particularly women, need to
be able to be addressed, perhaps not directly through resources
from PEPFAR, but a greater flexibility and much greater coordina-
tion of U.S. Government funding, so that in fact there is the ability
to knit together these other aspects that, after all, if we don’t at-
tack the context in which people’s behaviors occur, we are not going
to be able to change individual behavior, because it is often based
on just life survival. And so we have to be cognizant of those issues.

And, third, that the importance of a long-term commitment to
sustainability, many of the programs that we are involved in, the
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aspects that would allow for community buy-in and long-term sus-
tainability are not allowed, and that we have to recognize that if
we are going to commit to these programs being sustainable in the
future, we have to look at how we do that and how do we make
sure that there is community buy-in, there is capacity development,
and that these things go hand in hand with the immediate need
to get programs up and running.

Mr. SHAYS. Thank you.

Dr. Sawere Nkya, you have the last word

Dr. NKyA. Mr. Chairman.

Mr. SHAYS [continuing]. Before I get the last word.

Dr. NKYA. I am the last word at home, too.

Mr. Chairman, I totally agree with what, you know, my fellow
testimony givers have talked about. But I would like to emphasize
on flexibility and just bring to attention that, you know, empower-
ing women in developing countries is through education. If women
are not educated we will never, ever be able to empower them and
they will always remain as vulnerable. So probably if there could
be some way whereby countries are made accountable into promot-
ing women or female education, like giving them free education,
giving free primary school education, because it makes a difference
if you are educated or not.

And another thing is that of, you know, trying to remove the
component of compartmenting people as risky groups or non-risky
groups because that is stigmatizing them. It makes people, even if
they know they are at risk, they never go for anything to help them
preserve life, because here we are talking about preserving life and
as a result also promoting the economies of the developing coun-
tries through reduction of morbidity and mortality.

So, Mr. Chairman, I request for flexibility and probably a change
of direction of looking into all countries’ needs; specifically, you
know, to that country, not, you know, the comparison with another
country.

Mr. Chairman, thank you very much.

Mr. SHAYS. Thank you very much. And we should pay attention
to you. You came all the way, 6,000 miles, to tell us this, and you
have been doing this work for decades.

You are a true hero, a true hero, and we really value your testi-
mony. We value the testimony of all our panelists but I particularly
want to thank you.

Mrs. Lee, a comment to close.

Ms. LEE. I want to say, Mr. Chairman, thank you for your lead-
ership and for your commitment to address this entire issue in a
bipartisan way and in a way that makes sense and it works; be-
cause, as I said earlier, this is about saving lives and it is about
making sure that people who are living with HIV and AIDS can
live longer.

I want to thank all of our panelists. Whether we agree or dis-
agree, I think we have to muddle through all of this together be-
cause it is so serious.

And the United States must continue to be out front in terms of
leadership, in terms of resources, and in terms of really being com-
mitted to allowing countries to do their thing in the way that they
know how to do it best. And so I hope that we can get to that point
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where we can go back when we do reauthorize PEPFAR, look at
your testimony, the suggestions you have made, and try to figure
out how we can incorporate some of these very thoughtful sugges-
tions and ideas into what we have to come up with in the future.
So thank you again, Mr. Chairman.

Mr. SHAYS. Thank you. I just want to say you are the true leader
on this. I eat the crumbs off your table. I thank you for what you
have done, and thank you for participating in this hearing and,
again, thank both panels, our first and second panel, and just to
say to Planned Parenthood that enabled me to take a really good
look at what two countries were doing. I went with the expectation
I would come back somewhat, frankly, disheartened, and I came
back with a tremendous amount of gratitude for the spirit that I
saw in both Tanzania and Uganda, particularly among the young
people that I met. I thought this is an alive place. And I met so
many young kids who just want to have a better future, that were
excited about their future, not asking for a lot.

And it made me feel—and I met a lot of people who are running
great programs.

So I came back from my visit to Africa with a feeling that it has
such unbelievable potential.

And I just kind of feel that Africa is on the cusp, at least in the
two countries that I saw, of really turning around, not just their
concerns with AIDS, but a whole host of other issues. So I thank
you. And with that, we will adjourn.

Thank you very much.

[Whereupon, at 4:22 p.m., the subcommittee was adjourned.]

[The prepared statement of Hon. Dennis J. Kucinich and addi-
tional information submitted for the hearing record follows:]
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Opening Statement of Rep. Dennis J. Kucinich
Ranking Minority Member
Subcommittee on National Security, Emerging Threats and International Relations
Committee on Government Reform

Hearing on “HIV Prevention: How Effective is the President’s Emergency Plau for
AIDS Relief (PEPFAR)?

September 6, 2006

Thank you, Mr. Chairman and good afternoon to our distinguished witnesses and
experts here today.

Tt is rare that this Congress holds oversight hearings over truly pressing matters —
matters touching the daily lives of citizens around the world, and which are truly life and

death decisions.

Today, I am pleased that the Subcommittee can work on a bipartisan basis to
examine the Emergency Plan to combat the global HIV/AIDS epidemic.

Across the world, but particularly in the neglected and impoverished communities
of sub-Saharan Affrica, this disease is killing millions of people, and entire generations
are being lost as they succumb to this horrific epidemic. According to the Joint United
Nations Programme on HIV/AIDS, an estimated 39 million people are currently infected
and living with HIV.

The passionate and emotional dialogue at last month’s 16th International AIDS
Conference in Toronto reminds us all that the world still has a long way to go in order to
defeat this scourge, and that we still need to build consensus on prevention and treatment
options. The United States should continue to be at the forefront in providing medical
research, availability of low-cost treatment options, prevention advocacy and training,
and humanitarian assistance.

Moreover, HIV/AIDS prevention should also be addressed in the larger context of
other societal and cultural problems such as gender inequality, global trafficking of
women, sex workers, and abuse of illegal narcotics.

While the establishment of the Office of U.S. Global AIDS Coordinator is an
important first step in marshaling our financial, health, scientific, private and grass roots
practitioner resources, Congress needs to make sure that the $15 billion allocated for the
program is spent wisely, and the most effective prevention and treatment initiatives are
given the support they need.

Therefore, we must ensure that our programming strategies and priorities reflect
the body of evidence showing what works and what does not. The GAO recently found
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that half of the focus country teams they interviewed said that abstinence spending
requirements were undermining prevention efforts.

Of course, each country also has its own unique situation, and we must be
respectful of local epidemiological conditions, cultural customs, and morals. There is no
simple answer. Rather, the task is both daunting and extremely complex, and a cookie
cutter approach will not work. Many teams reported to the GAO that the abstinence
spending requirements ran counter to their efforts to tailor solutions to local needs.
However, we should let science, not politics, guide us as we work together to fight HIV
and AIDS.

As has been clear for years, a politically driven mandate to spend an arbitrary
amount of money on abstinence does more harm than good. Congress should provide the
necessary flexibility to each of the 15 focus countries in the Program to address their own
needs from year-to-year, and adopt a comprehensive approach that includes each of the
ABC strategies as appropriate. I urge my colleagues to support H.R. 5674, the Pathway
Act of 2006 as introduced by Rep. Barbara Lee, which would eliminate the one-third
requirement for spending on abstinence programs.

I am grateful for the excellent work of the GAO auditors who examined the
PEPFAR program, and thank them for their recommendations on how to improve U.S.
leadership and coordination of HIV/AIDS prevention programs.

I hope that we will have open and honest testimony today, and hope that we can
hear some constructive suggestions to improve the PEPFAR program.

Thank you, and I yield back to the Chair.
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GUTTMACHER
INSTITUTE

September 11, 2006

The Honorable Christopher Shays

Chairman, House Government Reform Subcommittee on National Security, Emerging Threats
and International Relations

U.S. House of Representatives

Washington, DC 20515

Re; Testimony in connection with September 6, 2006 hearing entitled “HIV Prevention: How
Effective is the President’s Emergency Plan for AIDS Relief?”

Dear Mr. Chairman,

Thank you for the opportunity to submit this letter and attached materials for the record
pertaining to the hearing you chaired examining the rationale for and effect of the legal
requirement that at least 1/3 of all HIV/AIDS prevention funding under PEPFAR be reserved
for “abstinence until marriage” programs.

For background purposes, I am including a link to a compilation of brief articles written by our
senior staff addressing the politics and policy issues surrounding the “A”, “B” and “C” of the
ABC approach (abstinence, be faithful, use condoms) to prevention.

hitp://www guttmacher.org/pubs/compilations/agionabe.pdf. Tam also including a link to an
article highlighting how PEPFAR’s eraphasis on promoting “A” as the primary intervention
for young people is impeding the efforts of providers on the ground to get comprehensive
information and services especially to youth who are already sexually active.

hitp:/irwww.gutimacher org/pubs/tar/08/3/gr080304. pdf.

In our view, sexually active youth living in high HIV-prevalence countries (a defining
characteristic of all PEPFAR focus countries) must be considered at high risk and therefore are
deserving of more than only information about abstinence and fidelity in order to protect
themselves and their partners. Yet, as you know, the imperative to spend so much on
“abstinence until marriage” programs has limited the ability of in-country public health experts
to direct sufficient funding towards programs geared more to the realities and that takes into
account all the complexities of young people’s lives.

As you said at the hearing, calling for the elimination of the carmark does not mean calling for
the elimination of programs that increase sexual abstinence among youth. The earmark is not
necessary in order to assure continued U.S. support for “A™ and “B” programs, as Global
AIDS Coordinator Mark Dybul and USAID Global Heaith Administrator Kent Hill both made
clear. Meanwhile, however, the GAO has clearly documented the harm and confusion that the
spending requirement is causing in the field, which was attested to further by CARE’s Helene

Adh

sexual and ductive health ide through b, policy analysis and public education

1301 Connecticut Avenue N.W., Suite 700 | Washington, OC 20036 | Tel 202.296,4012 | Fax 202,223.5756 | www.gutimacherorg
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Gayle and Tanzanian physician and parliamentarian Lucy Nkya. Therefore, in the absence of
any science-based rationale for continuing to designate “abstinence until marriage” programs
as the single most important global HIV/AIDS strategy, and in recognition of its high costs, we
applaud your leadership in working towards repealing the spending requirement and allowing
PEPFAR prevention funds to be allocated according to public health needs and local
epidemiology.

Sincerely yours,
Cory L. Richards
Senijor Vice President and Vice President for Public Policy

sexual and reproductive health tdwide through policy lysis and public education
1301 Connecticut Avenue N.W., Suite 700 | Washington, DC 20036 | Tet 202.296.4012 | Fax202.223.5756 | www.gutimacher.org
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STATEMENT OF CHARLES MACCORMACK, PRESIDENT AND CEO OF
SAVE THE CHILDREN U.S.A. ON THE PRESIDENT’S EMERGENCY PLAN
FOR AIDS RELIEF

SUBCOMMITTEE ON NATIONAL SECURITY, EMERGING THREATS, AND
INTERNATIONAL RELATIONS OF THE HOUSE COMMITTEE ON
GOVERNMENT REFORM

September 6, 2006

There are an estimated 15 million children who have lost one or both parents to
HIV/AIDS. As the death rates from HIV/AIDS continue to increase around the globe,
the total number of children who will lose one or both parents is expected to climb to
approximately 25 million by 2010. Orphans and other vulnerable children (OVC)
affected by HIV/AIDS tend to drop out of school early to take care of sick family
members or to look for work for income no longer brought in by their parents. These
children are increasingly susceptible to abuse, sexual exploitation, criminal activities, and
drug use. HIV/AIDS has severely eroded the traditional extended family system in
Africa, and communities are staggering under the weight of escalating orphan
populations. These children face enormous barriers to staying in school, getting adequate
health care and psychosocial support and obtaining skills adequate to find legitimate
employment.

Save the Children programs for orphans and vulnerable children in Ethiopia,
Haiti, Malawi, Mozambique and Uganda work to address these issues by building the
capacity of local organizatious, family members, caregivers, and communities to provide
for the children orphaned or affected by HIV/AIDS, emphasizing interventions to meet
their basic care, psychosocial, educational, and nutritional needs. Congress recognized
the importance of supporting these needs and required, in “The United States Leadership
Against HIV/AIDS, Tuberculosis, and Malaria Act of 20037 (P.L. 108-25) that at least
10% of all funding for programs to address global HIV/AIDS be dedicated to orphans
and vulnerable children, beginning in fiscal year 2006. We urge Congress to work with
the Administration to ensure that not less than 10% of HIV/AIDS assistance goes to
interventions for orphans and other vulnerable children affected by HIV/AIDS, in order
to fulfill the U.S. commitment as required by P L. 108-25.

Additionally, the Office of the Global AIDS Coordinator (OGAC) has indicated
that in some cases funding for pediatric treatment for HIV/AIDS can be attributed to the
10% earmarked for OVC programs under PEPFAR rather than to the 55% earmarked for
treatment services. We are concerned that attributing pediatric treatment to the QVC
budget rather than the treatment budget reduces the already limited resources available
for vital care and support programs for children affected by HIV/AIDS. Wecallon
Congress to work with OGAC to preserve the limited OVC resources and to finance
comprehensive programming for children that includes increased resources for pediatric
treatment, funded through PEPFAR’s treatment allocation.
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Finally, Save the Children’s experience has demonstrated the need for flexibility
to use PEPFAR resources for supporting the hunger and nutrition needs of children,
families, and communities impacted by HIV/AIDS. In our efforts to support children
affected by HIV/AIDS to attend and complete school, one of the main barriers is the
difficulty orphans and other vulnerable children have in finding and acquiring sufficient
food. Many children are forced out of schaol or attend only sporadically because they
must search for or work for food.

The current PEPFAR guidance calls for organizations to leverage food and
nutrition support from "other international and/or host-country partners." According to
Save the Children and other NGOs working in Africa, the hunger and nutritional needs of
children impacted by HIV/AIDS is tremendous. Throughout the developing world,
hunger and malnutrition contribute to over five million child deaths annually. We ask
Congress to work with the Office of the Global AIDS Coordinator to provide greater
flexibility to support the immediate hunger and nutritional needs of children. We also
ask Congress to work with OGAC and USAID to fund sustainable local, community-
driven nutrition and livelihood initiatives to improve the nutritional status of children.

Thank you for your consideration of our requests.
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Plan for AIDS Relief

Washington, D.C. 20522-2920

September 9, 2006

Dear Chairman Shays,

Thank you for your invitation to testify at the Subcommittee’s hearing
on the President’s Emergency Plan for AIDS Relief (PEPFAR). [ am pleased
to have had the opportunity to inform the Subcommittee Members on our
progress to date in ensuring a comprehensive and balanced approach to
HIV/AIDS prevention.

It has been reported to me that a panelist from Tanzania said that (1)
the U.S. Government is the only source of condoms in Tanzania and that (2)
the U.S. Government is no longer procuring condoms for Tanzania. I request
that the following response to these two points be placed in the record of the
hearing.

First, with respect to whether the U.S. Government is the only source
of condoms in Tanzania, the Global Fund for AIDS, Tuberculosis, and
Malaria (Global Fund) and the World Bank Global HIV/AIDS Program are
major suppliers of condoms for Tanzania. While it is true that the U.S.
Government is by far the largest supporter of the Global Fund and has also
provided support to the World Bank program, both are independent of the
U.S. Government. In addition, the Government of the Netherlands also has a
condom distribution program in Tanzania. From all sources, there are over
150 million public sector condoms either in the country or planned for
shipment through June of 2008. Given current and future consumption
estimates, the U.S. Agency for International Development (USAID)
estimates that this amount will meet distribution needs throughout the
country well into 2009,

The Honorable,
Christopher Shays, Chairman,
Subcommittee on National Security,
Emerging Threats, and International Relations
Committee on Government Reform
United States House of Representatives.

United States President’s Emergency

Office of the U.S. Global AIDS Coordinator
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Second, with respect to whether the U.S. Government is procuring
condoms for Tanzania, USAID reports that the U.S. Government shipped
almost 18.6 million condoms to Tanzania in calendar year 2005, and has
shipped nearly 24 million to date in 2006. Further shipment of 5.9 million
condoms is scheduled before the end of 2006. Of course, the U.S.
Government will continue to work with the Government of Tanzania and
other international partners to monitor the country’s needs and ensure an
adequate supply of condoms.

I hope this clarifies the U.S. Government’s commitment to ensuring
the supply of condoms in Tanzania. Thank you for your support for the
President’s Emergency Plan for AIDS Relief.

Sincerely,

“ 5=

Ambassador Mark Dybul
U.S. Global AIDS Coordinator
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FARAJA TRUST FUND, MOROGORO TANZANIA

TESTIMONIES FROM VARIOUS PEOPLE ON THE
EFFECTIVENESS OF PEPFAR FUNDING PROGRAMS

Sept. 2006




VARIOUS TESTIMONIES ON EFFECTIVENESS OF
PEPFAR FUNDING PROGRAMS

Curently, PEPFAR Fund offers funds to
programs that advocate for abstinence
uniit mariage, and to those that are against
modern family planning and prostitution.

| have gathered different views and various
perceptions from different people about
the effectiveness of the AB approach

1. The abstinence-only-unlit -marriage
programs ignores the socio-economic
and cultural context of other couniries

“Though abstinence is the best and
recommended HIV preveniive among
youths, there are socio-economical and
cuitural factors hinder these efforts and thus
abstinence has proved failure to majority of
them...”

“I agree that the parents, teachers and
religious leaders should insist on abstinence
for children and the youths and that
abstinence should be our message.
However, these new conditions of PEPFAR
Funding contradict what transpires in their
western cultures and media. The western
influenced message received via
telecommunication like the Internet,
television and other sources are a different
story. How can African youth abstain while
each doy they see pornography on the
Internet and in the media? What lessons, if
any. can be drawn from this western
media? In western shows we see youth
having sex ¢l the time before mamiage,
and aren't they using condom? | believe
that the abstinence message will be
effective only if the western-culture through
media coming to Africa controlled. s the
current american administration prepared
to limit the media messages put forth by
their country in order 1o limit sexual activity
and promote abstinence among youth in

different countries?” Out of school youth,
Morogoro, Tanzania

2. "In my opinion. focusing only on
abstinence and faithfulness among
married people as the only strategies
against HIV in an African context is not
enough. In Tanzania, for example, there
are many fraditional practices that lead
to HIV infection. Many hibes practice
female genital mutilation and
circumceision  to  gils  and  boys
respectively. The chance of HIV infection
is very high when same instruments are
used during FGM or circumcision, There
are other traditional rituals and rites that
involve passing ones blood to another,
thus leading to HIV infection. Abstinence
and faithfulness is fine, but we shouid
adlso  consider other routes of HIV
infections and address them
consequently

“Fatuma Miagha,

a widow in

Morogoro

municipality,

Tanzania.

A study conducted in  Morogoro
Municipality among primary school pupils in
2000, and in Turani-a rural area in Mvomero
district in Morogoro, in 2003 revecled that at
the age of ten [class five) some adolescents
had dalready had a sexuadl relafionship.
{Source: Morogoro municipal ,Tanzania)

3. Asha’s Opinion

My name is Asha [not her actual), Tam 19
years old. | am an orphan and | am taking
care of my three young brothers. My father
died when | wos six years old. We were left
with our mother who was also sick and used
to prepare local brews as the only activity
to support our living. Our house was always



full of drunkard people. Some of them used
to sleep with my mother, and that way, she
was able fo earn extra little money 1o buy us
food. | remember one day when | was ten
or eleven years of age, a drunkard beat up
our mother because she was foo il o have
sex with him. He threatened to kill her unless
| siept with him. He grabbed my hand and
threw me into the comer of our bedroom.
He raped me! | was badly hurt and my
private part was full of blood. After one
week my wound healed. My mother did not
fake any action. From that day on, the
rapist became my partner. He was paying
me, about $ 2 per night. My mother died
when | was 15 years old. it was hard, as |
had to take the role of caring for my young
brothers through sex work, | became
pregnont at age 16 and delivered my son.
As a young mofiher, | had 1o care for my
sibling as well as my son; the father of my
son ran away. Then life became harder! |
had to turn into sex work. | became a sex
worker. | thank Fargja peer educators who
informed us about sexual reproductive
hedlth and safer sex. | now use condoms
whenever | have sex. Many of my friends
have died of AIDS because they did not use
condoms. i is too risky for sex workers,
whose living depends on sex. (Young sex
work in Morogore Municlapality, Tanzonia

4. ishi compoign Advisors View

“Tanzania for example, there are cultures
that initicte boys and girs into man hood
and woman hood respectively. After the
initiation ceremonies, they are ready for
marriage. But the chance of mariage is
sometimes very limited; as a result, they are
forced to engage into sex before mamiage
so as to have children, which is a strong
value for some tribes. Girls on the other
hand are sometimes subjected to rape
which results info unwanted pregnancies
and thus becoming young mothers. And
because of poverty, they opt to sex work so
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as to eamn a living, which means they are
further exposed to HIV and eveniually

AIDS..(1shi  campaign youth advisor, Morogoro
Municipality Tanzania)}

5. Sex Workers Opinion

“1 waos forced by father to many a rich
person, someone as old as my father, when
I was only 14 years of age, immediately
after my initiation ceremony. | was against
the idea, as | wanted to continue with my
education {I was in class seven and among
the brightest pupils in my class}. My father
insisted that | should get married so that he
could collect dowry, after all | was a gir,
and for him education was meant for men.
A traditional mamiage was aranged and |
became the fifth official wife fo that man. |
become pregnant after two years and
delivered a baby git. A year loter my
husband died. | became a widow with a
responsibility of caring for my daughter at
the age of 16. | was forced to run into
another village so aos to avoid to be
inherited by my late husband’'s elder
brother. Life is very difficult.  cannot go
back to my father's house because |
refused to be inherited. | do sex work so as
{0 earn a living. | have multiple pariners and
| insist on using condoms with my pariners
during sexual intercourse”. (A young mother
and sex worker af Mtamba in Morogore
rural)

6. Health workers reaction

“In Tanzania, the rate of HIV infection is
higher omong maried than those are not
married. The National AIDS Control program
Surveillance Report (2004} revealed that the
proportion of cases among the married
categories of patients with AIDS is 56%.

If those in marriage are in such rate of HIV
infection, then it is meaningless to advise us
to abstain il mariage, yes we can, but
eventually we end up being infected even
in our mariage. And because, some



people cannot abstain or be faithful in their
marriage. and because we cannot let them
infected by HiV-the virus that cause AIDS, |
think condom use should be insisted even in
mariage”

Paulina Rwegayura-
nursing officer,

Morogoro Tanzania

7. Community Members Reaction

Abstinence-Only-Until -Marriage Funding
the administration has not considered other
factors that lead fo HIV infection among
people such as those who inject drugs or
men who have sex with men,

"HIV can be transmitted through drug-
injection where shared equipment gives HIV
a direct route into the blood. On the other
hand, the non-injecting drug users are at
risky of engaging into other sexual behaviors
such as sex work so as eamn money for
buying drugs.

It is absolutely impossible to advocate only
for abstinence-fill-marrdage as the only
intervention in fighting against HIV, we
should talkk cbout holistic approach
strategies that address ailso  other risk
behaviors among people. Drug injectors
could abstain, but still get infected through
drugs; same as lesbians...| believe that the
ABC model should be complemented by
other sirategy, but not abstinence only...”

Victor
activist

Mulimlla-HIV/AIDS
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8. Journdlist Reaction

Abstinence-Only-Unfil  ~Marriage the
funding adminisiration has not considered
other factors that lead to HIV infection
among people such as poverly.

“l think Tabho Mbeki, the president of
Republic of South Africa, was right to
address poverty as cause of death among
HIV people rather than the virus. | agree
that poverty is the major contributing factor
of HiIV infection, Vuilnerable girls are forced
into sex work to earn a living, widows in rural
areqas exchange sex for food or
encouraging their daughter to engage in
sex work. Not only women but, poverty has
driven men o have sex with men on
monelary gain. They die within a short
period of time because of poverty as they
hardly can meet medical expenses, afford
nutritious and balance diet or ARVs if we
are really serious about combating
HIV/AIDS, we should address the issue of
absolute poverly..."Bujaga izengo Kadage
-Journatist, TV presenter, Sokoine University
of Agriculture  Television, Morogoro
Tanzania.

9. Sew Workers Reaction (urtban based)

“I know there is AIDS, and it has no cure, but
you see, | am 20 years old and | have two
children and no husband. Besides that, |
take core of my four bothers and sisters ond
our grand mother, and yet | do not have a
job. The only source of income is sex work. |
rather die fomomrow or after 10 years with
AIDS than die of hunger today. | am taking
a chance yes, but | am using condoms”
Amina-a sex work in Morogoro Municipalily.
10. Faraja  legal and Human
Volunteers Views

Rights

Abstinence-only-until-mariage maorginalizes
sexual rights to some calegories of people



such as. young mothers, widows ond
married couples who are infected with HIV,

"Addressing the ABs, as the only strategies
for combating HIV/AIDS it is frue that we
eliminate and deny the rights of other
categories of people like widows, widowers,
PLHA and young mothers. | think the focus
should not only cenfre on new prevention
but we should consider about re-infection
especially for PLHA. it is the nght of every
one to have sex-and because of AIDS, the
message should be protective sex. Now
where is protective sex without addressing
o&ms?

*Dianna Gangata-a
paralegal working with
Faraja, Morogoro,
Tanzania

11. A stakehoiders Reaction

The Global Gag Rule has greatly offected
the fight against AIDS in Sub Saharan Africa
including Tanzania. Prohibiting  the
availability of abortion information, modemn
family planning resources and counseling
services by cutting US funding to foreign
organizations that offer these services has
had nothing but a negative affect in the
fight against HIV/AIDS.

“In a poor couniry like ours (Tanzania)
where because of ignorance on sexual
reproductive health information education,
the birth rate is high, ond therefore cutting
funding for family planning is very
dangerous and almost suicidal. Think social
problems  likke rape coses, unwanied
pregnancies, and domestic violence in
Tanzania. All victims of these cases need
psychosocial counseling and other services,
it is unbelievable for USA to cut down such
a needed support. | really do  not
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undersiand.. . Victor- Social worker and

youth counseior.
12. Youth from University Reaction

Behavior change is not a quick process. We

-have seen this in previous aftempts to

change the lifestyles of high risk community
members, and already the change is noted
as a very slow one. With the introduction of
the new policy, the administration is
expecting a full turnaround in people’s
behavior, and in most developing countries,
lack of social and ecanomic development
will not warrant this. By applying the new
abstinence only policy, it seems that there
are many important steps in a positive
development process being overlooked.
Someone with any knowledge of
developing nations, thelr economic and
social problems, should not place such a
high expectation/demand on i people
{Pamj.

13. Pam Continves

The abstinence wunfil maorioge policy
contradicts everything that has been
taught in the past 4 years concerming the
ABCs. Finafly, condoms and condoms use is
not being complefely condemned by
sociefies in  developing natlions and
condom campaigns are becoming more
successful.  Taking away the funding to
continue with these and other family
planning campaigns devalues all of the
hard work previously put info  these
campaigns. it also gives mixed messages to
the youth concerming their own safety and
sexual activities, youth that are already
confused and scared enough with alt of the
social and economic problems they are
faced with today.

Africa is rich in culture. One of the things |
like the best about Tanzania is that two
strong religious groups. Christians  and



Muslims, live fogether peacefully. Some of
the most traditional beliefs in Tanzania are
that of polygamy. The Bush administration,
with its new policy, is discriminating against
such groups. These people should have the
right to their own sexual heaqith and safety
that comes, now a day, in the form of
protective birth conirol like using condoms.

s is unjustifioble to expect cultural
practices, that date back thousands of
years, to change, when there care

protective methods available today io save
the lives of many people. Pamela

14. A Parent reaction

Allowing faith based organizations to
exclude information about confraceptives
and condemning condom use ignores
African culture and traditions, particularly in
sub-Saharan countries where by polygamy
is part of life. In order to control family size
and even the population crisis facing the
entire world, modem family planning is
crucial.

Because of ignorance on some methods of
modern family planning, condoms seem
too easy and effective 1o use. President
Bush should understand that with limited
knowledge of sexual reproductive health
educgation information, STis are a major
problem in developing countries. Condorns
= i use has significantly
reduced fhe infecfion
of STls which are routes
of HIV infection.
Michael Njohole- Social-
economist, Morogoro

15. Reaction from PLHA

As @ youth-community educator and a
person living with the virus | have learmed
that the youth are at a high fisk of HiV
infection due fo a number of reasons which
include poverty, ignorance of sexudl
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reproductive hedith information education
and unemployment. | have counseled so
many young people who have been
suffering from STis, schoo! drop out because
of poverty, those with early pregnancies
and those suffering from focat abortion
complications. There are sex workers who
come several times at the cenifre with
repeated STis infections because they have
had several pariners. With the provision of
sexual reproduciive  heaqlth  information
education, condoms, economic
empowerment and the promoftion of sports
and games as alternatives to risky behavior,
the number of youths with 3STis cases
dropped. For exampile data from Faraja out
of School youth-user friendly centre indicate
that in 2005 a total number of 1531 youth
attended VCT of which, eight {8} were HIV
positive, and 36 had STt as compared o 962
youths attended VCT of which45 were HIV
positive and 84 had STls in 2003.Therefore,
any campaigns against HIV/AIDS should
address other contributing factors such as
poverty, SRHIE and protective sex through
condom use.

Sarfina Dalamsi-youth  peer  educator,
counselor and person living with the virus

Sarafing
parficipoted in the
Two ishi campaigns
conducied by
Faraja {2004/2005
and 2005/2006) She
compares the
STIS/HIV situations
before, the first Ishi

*  campaign which
advocated condoms as one of the campaign
components.

14. Reaction from Freelance Journalists

I am wandering whether a research was
done in Afica, particulady Sub-Saharan
Afica on the abslinence-til-mariage
policy. If the research was done in USA, and
the results were used fo generglize
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developing countries, this should not have
been done. These iwo worlds differ
significantly in terms of socio-economic and
cultural context. Even how the policy has
been effective in the USA is questionable. |
think it's the right time now for The Bush
Administration to re-evaluate this policy, not
only in third world, but also in USA, Devotha
Minja. Morogoro Tanzania,
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