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U.S. RESPONSE TO GLOBAL AIDS CRISIS: A
TWO-YEAR REVIEW
WEDNESDAY, APRIL 13, 2005

HOUSE OF REPRESENTATIVES,
COMMITTEE ON INTERNATIONAL RELATIONS,
Washington, DC.
The Committee met, pursuant to notice, at 10:35 a.m. in room
2172, Rayburn House Office Building, Hon. Henry Hyde (Chairman
of the Committee) presiding.
Chairman HYDE. This Committee will come to order. Good morning. Welcome to today’s hearing.
Two years ago, this Committee championed the ‘‘U.S. Leadership
Against HIV/AIDS, Tuberculosis, and Malaria Act of 2003.’’ Since
this landmark legislation, the United States has taken the lead in
this global fight urging the world to rally together to stop HIV
transmissions and save the lives of those who have AIDS. The U.S.
has raised the profile of the emergency and has provided the resources to back it up, $2.8 billion this year and $3.2 billion likely
next year.
As the President’s Coordinator for our country’s overall effort to
fight AIDS, Ambassador Randall Tobias has demonstrated tremendous leadership and vision for moving forward an extraordinarily
difficult and complex program of activities.
Ambassador Tobias is deserving of our highest praise for his accomplishments, even as we in the Congress press him to do more
and to do it faster because while much has been done to stem the
tide, the AIDS pandemic unfortunately continues to roll forward. It
continues to claim millions of lives and devastate countless families, especially in Africa. Indeed, AIDS is proving to be an elusive
and moving target, and its defeat will require closing the gaps that
arise during the battle.
I would like to highlight three such gaps that have emerged and
require our full attention. First, the best defense for preventing
HIV transmission is practicing (A) Abstinence and (B) Being mutually faithful to a non-infected partner. This ‘‘A’’ and ‘‘B’’ combined
with the ‘‘C’’ of correct Condom use when necessary, form the ABC
approach, the essential foundation for HIV prevention.
However, organizations best suited to promote A and B programs, such as faith-based and indigenous organizations, are often
not the ones implementing these programs. Instead, organizations
long associated with the social marketing of condoms are given
much of the funding for AB programs. This must not continue.
(1)
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2
I urge the Administration to accelerate the targeting and developing of indigenous and faith-based organizations as the key instruments in our fight to prevent the spread of AIDS.
Second, for many women and girls, having the disease is compounded by knowing that they were infected by an act of violence
or exploitation. The protection from AIDS infection associated with
the ABC approach evaporates in environments of sexual violence or
coercion. For example, a woman who practices abstinence or faithfulness cannot negotiate the terms of her rape.
Similarly, women practicing faithfulness cannot negotiate the
terms of their husband’s infidelity, nor can girls given to older men
in child marriages exercise the option of refusal.
Perhaps most shocking is the infection of children by teachers
and authority figures in schools and other places where children
congregate. These sickening methods of transmission compromise a
significant but vastly underreported portion of new infections that
must be eliminated.
We must reverse the trend where women and girls now constitute 60 percent of those living with AIDS in sub-Sarahan Africa
with girls aged 15 to 19 infected at rates as much as five to seven
times higher than boys of their age.
With ABC, we must now include a ‘‘D’’ for Defending the rights
of the vulnerable to secure the intended protections resulting from
responsible behavior, particularly those derived from practicing abstinence and mutual fidelity.
The tacit acceptance of abuse against women and children is an
assault upon the rights of individuals to use personal moral values
as the most fundamental instrument in the fight to defeat this disease. We must expand programs to correct or prevent violence and
coercive behavior by men, including men as an essential part of the
solution, and assist women and children who are or may become
victims. Law enforcement and judicial systems must also be bolstered to prevent and respond to these circumstances.
The third issue that I would like to highlight is the severe lack
of professional and technical health workers and supporting facilities. This is the single greatest impediment to treating the millions
who need it, a far greater bottleneck than the expensive
antiretroviral drugs.
We can ship millions of pills to the warehouses of countries devastated by AIDS, but who will conduct the tests, make the diagnoses, perform the labwork, care for those recovering, dispense the
prescription, transport the medicines, provide the counseling and
monitor adherence to the drug regime?
The World Health Organization notes that Africa has 14 percent
of the world’s population and 25 percent of the global AIDS burden,
but only 1.3 percent of the world’s healthcare workers. African
countries struggle not only with limited capacity, but also the hemorrhaging of what few professional staff they have to Western countries.
African Governments must take the lead to recruit, train and retain health professionals and build their health infrastructure to
help their own people. For our part, we must assist those who have
the commitment but lack the resources to do it on their own. Our
goal should not be just to have 2 million people on treatment by
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3
2008, but to have 2 million people being treated by their fellow citizens in their own country.
AIDS can only be defeated if we recommit ourselves at every
turn and close off every avenue that it may seek to gain new footing. We must especially close the gaps that expose the most vulnerable.
I look forward to hearing from Ambassador Tobias and our other
witnesses today, and I am particularly interested in their views on
these three areas to which I believe much greater attention must
be given.
I turn to my friend, Tom Lantos, the Ranking Democratic Member, for his opening remarks.
Mr. LANTOS. Thank you very much, Mr. Chairman. Before coming to my prepared text, let me pay public tribute to you for your
extraordinary leadership on this issue.
Without your passionate commitment to helping the millions who
are impacted by HIV/AIDS, this legislation would never have gotten out of this Committee, and I am delighted to acknowledge my
gratitude and the gratitude of millions to your leadership.
Chairman HYDE. Thank you.
Mr. LANTOS. Mr. Chairman, thank you for convening this very
important hearing to review the strengths and shortcomings of our
country’s efforts to stop the global spread of AIDS and the virus
that causes it, and for your continued leadership on all matters related to HIV/AIDS.
Mr. Chairman, 2 years ago our Committee undertook an enormously challenging enterprise to craft a comprehensive legislative
package in support of the President’s $15 billion commitment to
battle the scourge of HIV/AIDS in poor countries around the world.
We knew, Mr. Chairman, that in order for this noble enterprise
to succeed, both sides of the aisle needed to shelve their partisan
and ideological differences. When the House voted 375 to 41 in support of our landmark HIV/AIDS legislation, it was clear that our
bipartisan, non-ideological approach was the right one and indeed
the only one which offered a hope of success.
Mr. Chairman, with over 8,000 men, women and children around
the globe still dying each day of HIV/AIDS, it is imperative that
we keep up the overwhelming support shown thus far to fulfill the
President’s $15 billion HIV/AIDS promise. To achieve that goal, we
must continue to check our partisan and ideological differences on
the HIV/AIDS issue at the door.
Together we must support the commonsense ABC approach to
slow the transmission of the virus that causes AIDS. We must
make extraordinary efforts to increase the availability of low-cost
drugs for those infected with this horrendous disease, and we must
address the impact on the HIV/AIDS crisis of collapsing healthcare
systems in developing countries.
Mr. Chairman, while we are correctly focused on treatment and
the amazing hope it brings to millions of sufferers, we must continue to vigorously support prevention programs, particularly those
targeted at young adults and high-risk populations.
Despite our differences, Congress accepted the ABC prevention
strategy—Abstinence, Being faithful and the effective use of
Condoms. While some wanted greater emphasis on C and others
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wished to focus on A and B, reason prevailed and we adopted a
comprehensive strategy because in the end we all realized that the
point was not to fight over ideological differences, but to keep a
pandemic from spreading further.
Mr. Chairman, there is mounting evidence that ABC, the complement of the three approaches together, works the best, including
in the country where the ABC approach began, the African nation
of Uganda.
For the ABC approach to work effectively, U.S. taxpayer dollars
should not be going to any organization which actively discourages
the use of condoms or for that matter the importance of abstinence
and being faithful. We must also choose organizations to carry out
our prevention programs which have proven track records, not
those which merely pass some moral or ideological litmus test.
Mr. Chairman, the Global Leadership Act approved by our Committee has also increased tremendously the number of HIV/AIDS
victims overseas receiving lifesaving pharmaceuticals. The Coordinator reported that 155,000 patients in sub-Sarahan Africa are receiving AIDS treatment as a result of our efforts. He also reported
the program is on target to reach the 200,000 mark by June of this
year.
Impressive as this figure may be, this represents just 8 percent
of the 2008 treatment goals of 2 million AIDS victims set by the
President and endorsed by Congress. Clearly if we are to meet our
own targets and get ahead of this disease, we must uncover the
reasons we are reaching so few people with our bilateral programs.
I am particularly concerned that U.S.-funded facilities have reported shortages on HIV/AIDS drugs because FDA approval has
not been obtained for some globally acceptable genetics. While we
must maintain the efficacy of drug stocks available for distribution
to U.S.-supported facilities, regulatory delays and other barriers
also need to be removed so generic drugs can become more readily
available where they are needed. To this end, the Coordinator may
need to review the procurement process in order to ensure a quick
response when early signs of shortages appear.
Lastly, Mr. Chairman, we must address the declining—or in
some instances collapsed—healthcare systems in poor countries affected by HIV/AIDS. The expansion of the number of people in
treatment has created major obstacles due to the severe limitations
of healthcare systems in developing nations. Strengthening the
healthcare infrastructure and increasing the numbers of trained
doctors and nurses must remain a major priority for the United
States.
Africa faces particularly difficult obstacles of all the regions affected by HIV/AIDS. After independence, most African countries invested heavily in healthcare systems, workforce training and impressively improved the healthcare of their citizens.
With the economic crisis of the 1980s, all this was reversed. In
the 42 poorest countries of Africa, spending on healthcare fell by
50 percent during the 1980s. Most African nations also experienced
a brain drain of skilled health workers who emigrated to wealthier
countries seeking trained doctors and nurses.
For instance, in Ghana between 1982 and 1992 the number of
doctors in government healthcare systems dropped from 1,700 to
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665. Meanwhile, more than 2,400 nurses from Ghana were licensed
to practice in the United Kingdom.
The return of African healthcare professionals is absolutely critical to the reversal of the AIDS pandemic. This will require incentives to stimulate the voluntary return of healthcare professionals
and investment in training thousands of paraprofessional workers
to extend care to vast underserved rural areas.
Mr. Chairman, the next 3 years will be a critical time in the implementation of our 5-year Global Leadership Act. By working
closely with the Global Coordinator’s Office we can ensure the effectiveness of prevention programs, significant increases in the distribution of inexpensive and lifesaving HIV/AIDS drugs and new
efforts to boost the quality of healthcare delivery systems.
None of this will happen if we fail to maintain bipartisan support
for global spending on HIV/AIDS programs. Let us use today’s
hearing to redouble our collective efforts to work together in a nonideological fashion to achieve this vital goal.
With people globally dying of AIDS at the rate of 8,000 per day,
nearly 700 will be lost to this disease in the next few hours. We
have no time to waste.
Thank you, Mr. Chairman.
Chairman HYDE. Thank you, Mr. Lantos.
Normally the Chair does not entertain opening statements beyond the Ranking Democrat and himself. However, Members many
times have a great urge to make a statement, and the reason for
holding them down is so we can hear the witnesses. We have other
opportunities to talk, and the witnesses have a limited window to
present us with their views.
In an effort to compromise the situation, the Chair will entertain
1-minute opening statements from those who choose to do so. By
unanimous consent, the full statements will be made a part of the
record.
I have been asked by two Members, and there may be more as
we proceed, so first Mr. Smith of New Jersey is recognized for 1
minute.
Mr. SMITH OF NEW JERSEY. Thank you very much, Mr. Chairman, and I want to especially thank you for your leadership in
crafting this legislation.
When you said this Committee crafted this bill, we did all have
some input, but you took the lead. It would not have been law
without you, so I want to publicly say how grateful we all are that
you took the lead on this.
Let me also just say to Ambassador Tobias, and during the Q&A
I intend on pursuing this. There is a concern, as you know, Mr.
Ambassador, that many of the organizations that are receiving the
funding do not take seriously the A and the B of the ABC model.
PSI, for example. I was reading some of the testimony that Martin Ssempa will be presenting later on in this hearing, and he
points out that faith-based organizations are being shown the door,
are being told that they are not going to be receiving funding because of their emphasis on the abstinence.
I want to make it very clear and remind my colleagues I wrote
the amendment and offered the amendment that provided a conscience clause that is absolutely crystal clear airtight that an orga-
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nization that may have some objection, morally and otherwise, can
decide not to be a part of a condom distribution plan.
Martin makes the point in his testimony that there is this drive
by USAID and by other Western donor countries and agencies to
trivialize the whole abstinence and be faithful part of this, and if
you look at Uganda——
Chairman HYDE. The gentleman’s time has expired.
Mr. SMITH OF NEW JERSEY [continuing]. The numbers have
dropped dramatically with an emphasis on abstinence and being
faithful.
Chairman HYDE. Mr. Brown of Ohio.
Mr. BROWN. Thank you, Mr. Chairman, and thank you for changing your policy to allow Members to speak for 1 moment.
Welcome, Ambassador Tobias. I look forward to this hearing as
a forum to address the successes and the challenges and the opportunities facing you and PEPFAR as we enter its third year.
I want to welcome other witnesses, including Mr. Valenti, and
thank him and those at the Global Fund to Fight AIDS, TB and
Malaria for their ongoing commitment to this fight.
The AIDS epidemic around the world continues to reach new and
staggering heights. Some 40 million people around the world are
living with HIV/AIDS. Millions a year, as we know, die from this
awful disease.
In the countries targeted by PEPFAR, incidence rates for tuberculosis are up to 5 times the global average, nearly 150 times the
incidence rate in the United States. We know that one-half of AIDS
deaths in Africa are in fact deaths from tuberculosis.
I look forward to hearing about how our witnesses feel we can
address the parallel epidemic of TB infection that is accompanying
skyrocketing rates of HIV/AIDS in the 15 targeted countries. We
know that around the world the convergence of those two diseases
can be catastrophic if we do not act more preemptively than we,
as a wealthy nation with a nation of opportunity, can.
Thank you.
Chairman HYDE. Mr. Poe of Texas?
Mr. POE. Thank you, Mr. Chairman. I want to thank all the witnesses for being here today at this important hearing as we try to
have oversight on the $15 billion we authorized last Congress to
fight the AIDS epidemic in Africa through treatment and prevention.
However, despite public law and the U.S. policy to promote a balanced ABC model in our AIDS prevention grant, we are getting reports of a very unbalanced dispersal of money to organizations with
aggressive condom social marketing campaigns. Meanwhile, groups
promoting abstinence and fidelity are severely underfunded.
I understand that one of our witnesses today was denied funding
because his organization did not promote open condom marketing.
This is unacceptable and clearly breaks the law as it was passed
in 2003.
So my concern and my request is, we need an explanation on
how the least effective, least popular method of birth control,
condoms, is being pushed upon other cultures as their front line of
defense against the AIDS epidemic, and I would like an explanation on why groups with a history of criticizing and opposing a
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7
balanced ABC strategy receive the bulk of the AIDS prevention
grants.
Chairman HYDE. The gentleman’s time has expired.
Mr. POE. Thank you, Mr. Chairman.
Chairman HYDE. The gentlelady from California, Ms. Lee?
Ms. LEE. Thank you, Mr. Chairman. Let me also thank you and
our Ranking Member for your leadership and thank Ambassador
Tobias and our witnesses for being here. You have an incredibly
difficult job.
Let me just say I am one of those who wanted a greater emphasis, of course, on model C. I think when you look at the numbers
of women and children now being infected, female condoms, male
condoms, we have to have a larger emphasis, a greater emphasis
on that in terms of an effective intervention for those who are sexually active.
Let me just say earlier this week I attended in my district the
17th Annual National HIV/AIDS Update Conference, and everyone
in the field is concerned about this Administration’s, for the most
part, abstinence only policy as being the cornerstone of our HIV
and AIDS prevention efforts.
I was at the conference in Bangkok, Thailand. Once again, the
entire world is concerned about this abstinence only policy and so
I think while ABC is the preferred and I support ABC—Abstinence,
Be faithful, use Condoms—we have to have an equal comprehensive strategy in terms of funding because groups on the ground in
Africa, especially, are telling us and throughout the world that the
prevention of the discussion of the distribution of condoms is really
a death sentence.
Chairman HYDE. The gentlelady’s time has expired.
Ms. LEE. Thank you, Mr. Chairman.
Chairman HYDE. The gentlelady from Minnesota, Ms. McCollum?
Ms. MCCOLLUM. Thank you, Mr. Chair. I look forward to today’s
hearing, and because I have a lengthy question, I would hope that
maybe the Chair would give me an extra minute on my question
and I would yield back the time to the Chair.
Chairman HYDE. I thank the gentlelady.
Mr. Crowley of New York?
Mr. CROWLEY. Thank you, Mr. Chairman. Firstly, Mr. Chairman,
thank you for holding this hearing today and secondly for supporting my amendment to the Global HIV bill that we passed 2
years ago dealing with gender equity and recognizing the need to
teach not only ABC, but the ‘‘R’’ word, Respect of young boys and
men toward women in treating them as co-equals.
I have another concern, one that I shared with my colleague,
Barbara Lee, and that is the issue of India. She and I had an opportunity to travel there last year to talk about HIV/AIDS and its
spread, and the concern that India is not a part of the global
HIV/AIDS bill that we passed, it is not one of the PEPFAR countries.
I think it is important in recognizing the development that India
is going through right now, the continuing development, that we
need to do more in that country as well to help them with their
HIV/AIDS crisis that is more than looming. It needs to be addressed in order for India to participate in the way in which we
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8
want them to participate in the future. That is, not as a fledgling
democracy, but a strong and vital democracy in that part of the
world.
I wholeheartedly support the ABC program. I wholeheartedly
support the ‘‘R’’ word, and I think that we need to see that transferred as well not only in Africa, but also at some point, to India
as well.
With that, I yield back the balance of my time.
Chairman HYDE. I would like to welcome Ambassador Randall
Tobias, the President’s Global Coordinator for the Emergency Program for AIDS Relief.
Ambassador Tobias was nominated by the President in July 2003
and confirmed by the Senate that October. Before assuming his position as Coordinator, Ambassador Tobias served on a number of
corporate boards and was the President and CEO of Eli Lilly &
Company and was named Pharmaceutical CEO of the Year by the
Wall Street Transcript in 1995. Before this he was Chairman and
CEO of AT&T International.
We are honored to have you, Ambassador Tobias, appear before
us, and please proceed with a 5-minute, give or take, summary of
your statement. Of course, your full statement will be part of the
record.
Ambassador Tobias?
STATEMENT OF THE HONORABLE RANDALL L. TOBIAS, U.S.
GLOBAL AIDS COORDINATOR, U.S. DEPARTMENT OF STATE

Ambassador TOBIAS. Mr. Chairman, Mr. Lantos, Members of the
Committee, thank you all, first, for your very strong and continuing
leadership on this issue, and thank you also for the opportunity to
discuss the Emergency Plan for AIDS Relief this morning.
In the 15 months since funds were first appropriated in January
2004, the Emergency Plan has worked throughout the world in
more than 100 countries with special focus on 15 of the most severely burdened nations. We believe that dramatic success in these
nations, many of them among the world’s poorest, will enable us
to demonstrate to the entire world what intensive leadership and
commitment of resources can indeed do in this fight.
In my view, what the world has most needed in dealing with
HIV/AIDS is hope. For there to be hope, it is essential to be able
to point to real progress, and I am pleased to report that the Emergency Plan is making progress and is on track to meet its ambitious 5-year prevention, care and treatment goals.
These early achievements are described in detail in our recent
first annual report to Congress in the area of treatment. And for
perspective, in December 2002, at the time President Bush announced the Emergency Plan in January 2003, an estimated 50,000
people were all that were receiving antiretroviral therapy in all of
sub-Sarahan Africa.
In the first 8 months of the Emergency Plan we supported treatment for about 155,000 HIV-infected adults and children in the focused nations, and that means that the United States was quickly
able to support treatment for three times as many people as had
existed before, and we are supporting treatment for more than any
other in the developing world.
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9
That data is as of September 30, and the number is now certainly a great deal higher as we have continued to scale up our
treatment programs in the months that have followed.
Prevention is another area in which we are making real progress
working in support of national strategies. The Emergency Plan
reached over 120 million people with targeted prevention messages
through media——
[Protestor interruption.]
Mr. LANTOS. We have the message. I think you can sit down
now.
Ambassador TOBIAS. The Emergency Plan reached over 120 million people with targeted prevention messages through media and
community- and faith-based interventions during the program’s initial 8 months. We were also able to reach 1.2 million women with
services to prevent the tragedy of mother-to-child transmission of
HIV.
We are also committed to care. We have scaled up our programs
for orphans and vulnerable children and for palliative care for
those HIV-positive people who need it. In the early months, the
U.S.-supported care for more than 1.7 million people infected and
affected by HIV/AIDS, including over 630,000 orphans and vulnerable children, but there is so much more to do. It is a promising
start, but it is only a start.
Counseling and testing are also crucial to the success of our efforts, and the Emergency Plan helped make them available for
nearly 1.8 million people in the focus countries in the initial
months.
Clearly the U.S. has made great strides in fulfilling our commitment in these first 15 months, and with Congress’ support, the
Emergency Plan will continue to provide strong results-oriented
leadership around the world.
Mr. Chairman, you highlight the importance of partners in our
prevention work, including our support for host nations programs
to promote the delay of sexual debut and faithfulness for those in
monogamous relationships. We are working with many of the indigenous and faith-based partners whose experience and commitment to this work you noted, and we are reaching out for more.
In all of our activities I am committed to ensuring that the partners we work with are, in fact, carrying out the policies set by the
Congress and the President. We are in the process of instituting an
independent programmatic audit to help us monitor program activities, and that capability will be added to the Emergency Plan
in 2005.
You also mentioned the importance of protecting women and
girls from HIV infection due to violence or coercion. Of course, you
are absolutely right that this is a very serious problem, one that
is difficult, but essential to address.
The Emergency Plan has begun to support some innovative programs that focus on that issue, and we recognize the need to do
more in the coming years as you suggest.
Chairman HYDE. Ambassador, if you would hold up just for a few
minutes?
I wonder if the police could escort our friends from the room?
[Pause.]
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10
Chairman HYDE. I think you can proceed now. Thank you.
Ambassador TOBIAS. Thank you, Mr. Chairman.
Let me close my opening remarks by simply saying that I emphatically agree with you, Mr. Chairman, on the importance of
training more indigenous healthcare workers. Building capacity is
the key to a sustainable response, and it is and will remain one of
our very top priorities. Throughout intensive training efforts we are
helping people in our host nations develop the skills to meet their
neighbors’ needs.
Mr. Chairman, new hope is being borne in places where it has
been in very short supply, and this is something of which you and
this Committee and all Americans can be justly proud.
I thank you, Mr. Chairman. I ask that my full testimony be included in the record, and I will be happy to respond to questions.
[The prepared statement of Ambassador Tobias follows:]
PREPARED STATEMENT OF THE HONORABLE RANDALL L. TOBIAS, U.S. GLOBAL AIDS
COORDINATOR, U.S. DEPARTMENT OF STATE
Mr. Chairman, Mr. Lantos, and Members of the Committee:
Thank you for this opportunity to discuss President Bush’s Emergency Plan for
AIDS Relief. As the International Relations Committee has long recognized, global
HIV/AIDS is one of the most daunting challenges the world faces—or, indeed, has
ever faced.
In my view, what the world has most needed in dealing with HIV/AIDS is hope.
For there to be hope, it is essential to be able to point to real progress.
It will be a long journey for us to bring hope under the tragic circumstances of
HIV/AIDS. That journey is now, however, well under way.
It began just over two years ago, when the President proposed the largest financial commitment any nation has ever made to an international health initiative
dedicated to a single disease. The Emergency Plan is a five-year, $15 billion dollar
commitment—our nation’s promise to provide bold leadership and action to a world
that faces a desperate emergency.
In the time since funds were first appropriated in January 2004, the Emergency
Plan has worked throughout the world, with a special focus on 15 severely burdened
nations, including 12 in sub-Saharan Africa, two in the Caribbean, and one in Asia
We believe that dramatic success in these nations, many of them among the world’s
poorest, will enable us to demonstrate to the entire world what intensive leadership
and commitment of resources can do in this fight.
I am pleased to report that the U.S. has begun to do what we must to bring hope
to the hopeless: we are getting results. As our recent Annual Report to Congress
makes clear, the Emergency Plan is on track to meet the ambitious five-year prevention, care, and treatment goals the President set for it.
Let me give an example of these results in the area of treatment. To put them
in perspective, in December 2002, one month before President Bush announced the
Emergency Plan, an estimated 50,000 people were receiving antiretroviral therapy
in all of sub-Saharan Africa.
In its first eight months, the Emergency Plan worked under national strategies
in the 15 focus countries to support treatment for nearly 155,000 HIV-infected
adults and children.
And that data is as of September 30th. The number is now certainly much higher,
as we have continued to scale up treatment programs.
Prevention is another area in which it is essential for us to work in support of
national strategies. Our approach must be based very specifically on what works for
the culture and circumstances of each place we are working, with the individuals
and groups we are targeting. Our prevention strategies are informed by the remarkable experience of Uganda, and implementation is being developed in consultation
with the people and governments of our host nations.
I’m pleased to report that the Emergency Plan reached over 120 million people
with targeted prevention messages through media and community-based interventions during the program’s initial eight months. One example of targeted outreach
is the Emergency Plan’s initiative to reach out to men and boys, helping them keep
themselves and their loved ones safe from HIV. In South Africa, a U.S.-supported
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workshop offered lifesaving prevention information, getting men involved in fighting
HIV/AIDS.
Another key prevention strategy involves preventing transmission of HIV from
mothers to children. Last year, we were able to reach 1.2 million women with services to prevent that tragedy. Once again, that number is as of six months ago, so
the figure is much higher today. In Guyana, for example, Emergency Plan support
helped a clinic reach more than 25 percent of all pregnant women in the nation,
offering testing and, as needed, antiretroviral prophylaxis.
In addition, we are pursuing other prevention strategies, described at length in
the Report to Congress.
We also remain committed to care. We have scaled up our programs under national strategies for orphans and vulnerable children, and for palliative care for
those HIV-positive people who need it.
In the early months of implementation, the U.S. supported care for more than 1.7
million people infected and affected by HIV/AIDS, including over 630,000 orphans
and vulnerable children. Speak for the Child, a community-based program in Kenya,
offers an example of the activity the U.S. is supporting for children. The program
focuses on young children, who are especially vulnerable to disease, malnutrition,
and psychosocial harm when their families are affected by AIDS. With dramatically
increased support thanks to the Emergency Plan, Speak for the Child was able to
expand from serving 400 children in March 2004 to 3,300 by the end of September.
When people see that those who are infected with HIV, or who lose parents to
AIDS, are well cared for, that too brings hope. There’s so much more to do, but it
is a promising start
As we look forward, one of the biggest challenges we face, along with other donors, is the need to sharply increase the rate of counseling and testing. I believe
that the paradigm of ‘‘provider-initiated testing,’’ in which testing is increasingly integrated into the health care system, is very promising. In the Emergency Plan’s
early months, we supported counseling and testing for nearly 1.8 million people in
the focus countries. Once again, those are numbers we plan to drive much higher
in the coming years.
So the U.S. has not just taken a single step, but has made great strides in fulfilling our commitment. Based on our results to date, I believe we are on track to
meet the President’s goals, and to save a steadily increasing number of lives.
I am deeply grateful to this Committee, and to Congress as a whole, for the support we have received for the first two years of the Emergency Plan. In Fiscal Year
2004, our funding level was nearly $2.4 billion, and it rose to $2.8 billion for the
current fiscal year. The President’s request for nearly $3.2 billion in 2006, therefore,
represents the third year of steadily increasing funding toward the President’s commitment of $15 billion in five years.
From the outset, the President intended that funding for this initiative be increased over time. This approach is consistent with sound public health practice.
His Fiscal Year 2006 request for nearly $3.2 billion is what is needed for us to keep
the Emergency Plan on track to fulfill our commitment of $15 billion over 5 years,
and to reach our goals of preventing 7 million new infections, supporting treatment
for 2 million people, and caring for 10 million people, including orphans and vulnerable children.
We support programs in many nations where the capacity to deliver health care
is severely limited by a history of poverty and neglect. At the risk of stating the
obvious, our ability to put resources to work in a nation is constrained by its health
care infrastructure and supply of trained health workers.
This is why we have invested so much effort in expanding that capacity in nations
hard-hit by HIV/AIDS. The initial success we have been able to achieve gives us
confidence that we can put steadily increasing resources to effective use.
Of course, our capacity-building work is not primarily about making it possible
for the United States to do more in the future. Rather, the Emergency Plan is building local and host-nation capacity so that national programs can achieve results,
monitor and evaluate their activities, and sustain their responses for the long term.
Without local capacity, nations cannot fully ‘‘own’’ the fight they must lead
against HIV/AIDS. For that reason, a statistic I find most encouraging from the
early months of our work is this one: fully 80 percent of our more than 1,200 partners working on the ground were indigenous organizations including faith- and community-based partners.
In the early days of the Emergency Plan, we have made tremendous strides in
helping host nations develop their capacity to respond. Our recent Report to Congress provides detailed information on these achievements, so I will only briefly
summarize them here.
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As you know, infrastructure is a major challenge. In the early days of the Emergency Plan, the U.S. has been able to promote the expansion of existing health care
networks and the development of new public and private network systems to enhance the delivery of HIV/AIDS services in remote areas.
For those networks to be effective, they require trained personnel. Responding to
the critical shortage of trained health workers at all levels, the Emergency Plan has
supported training that covers a broad range of services, from prevention—including
mother-to-child prevention—to antiretroviral treatment, to palliative care, to counseling and testing, to orphan care. The American people, through the Emergency
Plan, are helping people in our host nations develop the skills to meet their neighbors’ needs.
The Emergency Plan has also fostered indigenous leadership in the fight against
the HIV/AIDS pandemic. The U.S. has provided technical assistance for appropriate
policy development, including policies protecting women and girls, and for strengthening local institutions and organizations, including organizations of persons living
with HIV/AIDS.
Other components of local capacity on which we have focused include surveillance,
reporting, evaluation, and strategic information. These tools allow us to maintain
the accountability which is a cornerstone of the Emergency Plan, and to adjust our
programming based on what works. Even more importantly, these tools allow host
nations to monitor and adjust their national responses.
Our host nations have warmly welcomed our commitment to partnership with
them, and our support for their national responses. At this early stage, U.S. support
is still needed—in fact, it is indispensable. Our support is essential to allowing host
nations that have recently been able to begin antiretroviral therapy on a broad scale
to maintain and expand that work. We can help to ensure that the gains we have
made are not allowed to slip away, but are built upon.
The Emergency Plan is also providing essential support to our international partners, working with them to build capacity. Under the ‘‘Three Ones’’ agreement, we
are cooperating intensively with international donors in support of our host nations’
strategies. For example, we support the Global Fund to Fight AIDS, Tuberculosis,
and Malaria in two ways: through our direct financial contributions, which continue
to far exceed those of any other donor government, and through our efforts to build
the capacity on which their programs often rely.
Ever-increasing accountability and transparency will continue to be areas of emphasis throughout 2005. From the beginning, Congress has shared the President’s
vision of the Emergency Plan as a new way of doing business, one focused on the
bottom line—saving lives. We have made an unprecedented commitment to strategic
information, monitoring and evaluation, and we have made substantial progress on
that front, as described in the Report to Congress.
I am committed to ensuring that the partners we work with are in fact carrying
out the policies set by Congress and the President. We are in the process of instituting an independent, programmatic audit to help us monitor partner activities,
and that capability will be added to the Emergency Plan in 2005. I am also aware
of the need for a user-friendly Emergency Plan website to offer Congress and the
public access to information. Such a website is currently under development.
If I may step back and look at the big picture for a moment, the Emergency Plan
is part of our nation’s broad effort to offer leadership on international development.
I think the Emergency Plan embodies the President’s approach, emphasizing partnership with host nations, capacity building, and accountability. These are increasingly among the hallmarks of America’s development strategy.
Results, of course, are the test of any strategy. In just eight months, the United
States was able to put more people in the developing world on drug treatment than
any other donor. That’s a powerful fact. With Congress’ support, the Emergency
Plan will continue to provide that kind of strong, results-oriented leadership around
the world.
Thanks to the commitment of the American people and Congress, along with the
courageous people of our host nations, new hope is being born in places where it
has been in short supply. This is something of which all Americans can be proud.
Mr. Chairman I ask that my full testimony be included in the record. I would be
happy to address your questions.

Chairman HYDE. Without objection. It shall be made a part of
the record, and we will now proceed with questions.
Mr. Lantos?
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Mr. LANTOS. Thank you, Mr. Chairman. I want to commend Mr.
Tobias not only on his statement, but on his very effective and nonideological performance, a very difficult responsibility.
I want to apologize in advance if I dash out, but I am in another
Committee, and a vote is pending. I may have to leave.
Mr. Tobias, I would like reassurance from you, if I may, that any
group receiving abstinence-only funds from your office is not allowed to provide medically inaccurate information about condoms.
For instance, I would like to ask you whether you would grant
funds to an organization in Uganda which would use our taxpayer
dollars to inform young people that condoms do not protect them
from HIV/AIDS and an organization which engages in public burning of condoms.
Ambassador TOBIAS. Mr. Lantos, as has been pointed out, it is
part of the legislation that created the Emergency Plan, and it is
certainly the policy and practice as we are implementing the Emergency Plan that this is a results-based/data-based implementation
program.
Therefore, with our prevention—the heart of our prevention program being our A and B and C—organizations are expected not to
provide or put out information that is simply not factually correct
about A, or about B, or about C. That is our policy, and we are
doing our best to implement that.
Mr. LANTOS. With all due respect, Mr. Tobias, you did not answer my question.
If an organization publicly announces that condoms do not protect young people from HIV/AIDS and demonstrably engages in the
public burning of condoms, would such actions make them ineligible for U.S. taxpayer funds?
Ambassador TOBIAS. Based on the facts as you have represented
them, I would think it would.
Mr. LANTOS. So you would deny funds to such an organization?
Ambassador TOBIAS. Based on those facts.
Mr. LANTOS. Based on those facts.
Ambassador TOBIAS. I think that would be the case.
Mr. LANTOS. I appreciate it very much.
The second question I have relates to India. It is our projection
that in 5 years’ time, India may have over 20 million cases of
HIV/AIDS, and I would like to make a strong recommendation that
India be included in the list of focus countries because certainly
while on a percentage basis, given the size of India’s population,
the HIV/AIDS problem may appear to some to be negligible, we are
talking about millions and soon tens of millions of people.
I would be grateful if you would respond.
Ambassador TOBIAS. Mr. Lantos, the focus of the Emergency
Plan is really to bring together all United States Government
HIV/AIDS activities around the world, and we have programs in
about 100—a little more than 100—countries around the world.
The large focus in particularly launching the Emergency Plan
has been on the 15 so-called focus countries. Our working definition
of a focus country is one that is engaged in a national scale-up of
prevention, treatment and care activities and where the United
States is committing the resources and the assistance and the involvement to help support that national scale-up.
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At the same time, we are also deeply engaged in a number of
other places, India being an example. We increased our commitment to fighting HIV/AIDS in India by nearly 25 percent from 2003
until 2004, and in fact India has, and I think quite appropriately,
the largest bilateral U.S. support outside of the 15 focus countries,
and in fact it is larger than the financial support for some of the
focus countries. It was about $36 million in 2004.
In addition to that, because the Global Fund is such an important part of our overall strategy and we are providing a third of
the funding for the Global Fund and the Global Fund is also very
active in India, we are providing a good deal of support that way.
I think as time goes on we will need to find ways to do more because, as you point out, India is a very, very important source of
HIV/AIDS’ spread in the world and within the country.
Mr. LANTOS. Thank you, Ambassador. Thank you, Mr. Chairman.
Chairman HYDE. Mr. Smith of New Jersey?
Mr. SMITH OF NEW JERSEY. Thank you very much.
Mr. Ambassador, I referenced earlier some of the testimony that
a man by the name of Martin Ssempa will be providing later on.
He makes the point, and I would ask you if you could respond to
it, in talking about money that had been given to Population Service International—a condom social marketing firm—as the primary
abstinence provider and calls that a joke, that lives are at stake.
He is concerned that for kids it is a ticket to death.
He points out that PSI turns away faith-based groups. One of the
managers informed him, and I quote Mr. Ssempa: ‘‘If we are going
to work together, we have to include condoms as a component of
our prevention program,’’ which is absolutely contrary to the legislation, because I know—I offered the amendment, and it passed the
House, passed the Senate, was signed by President Bush into law,
and you know the clear language.
What is done to PSI now, if this is true, to ensure that that kind
of illegality is stopped dead in its tracks?
Secondly, a group which also receives a significant amount of
money from our Government, Family Health International, which
is headed by Dr. Willard Case, and I would just point out, parenthetically, to my colleagues that back in 1976 he gave a paper,
and I have a copy of it, and I say this parenthetically because it
is not exactly on point, but it shows, I think, a mindset that I find
extremely disturbing. He said that pregnancy is the second most
prevalent sexually-transmitted disease. A natural occurring, life-affirming, life-giving state that a woman finds herself in when she
is with child—pregnancy—is called a disease. He is now head of
Family Health International.
His organization, and I would ask you if you could respond to
this, makes the point when they are talking about abstinence to
young people, and this is apparently black and white their definition of what is included in an abstinence definition. It includes
massage, body rubbing, kissing, masturbation and mutual masturbation.
Now, is that a message that you tell young people in Africa or
anywhere else constitutes abstinence, and what do we do in terms
of our definition of what abstinence is? Is it just simply a lack of
sexual intercourse? Or are oral sex and a whole host of other non-
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pregnancy producing or potentially HIV-enhancing activities what
we are talking about? If you could respond specifically to their definition of abstinence, I would appreciate it.
Finally, on the local front, Commission Cleet is going to be holding a 4-week or so meeting and asked a number of questions of our
personnel over there in Geneva, where is the money going in the
Global Fund?
I supported President Bush. I supported Henry Hyde, was a cosponsor of this legislation, but who we give this money to does matter. It has to be transparent, and I find a lack of transparency
when it comes to the Global Fund and exactly what it is that they
are doing on the ground with this money.
PSI, like I said. If you could respond to those three questions, I
would appreciate it.
Ambassador TOBIAS. Mr. Smith, when the President announced
the creation of the Emergency Plan and then when this Committee
initiated legislation, including the amendment that you referred to,
it was very clear that ABC was the heart of our prevention strategy.
We spelled that out in some detail then in the early part of 2004
when we produced a strategy, and then in January of this year we
produced for the field some far more detailed guidance for the implementation of ABC. What is contained in those documents and
particularly the guidance to the field, I think, would be the answers to the definitional questions.
Let me say that everything we are doing, we are doing with very
careful consideration of what I have learned since joining the government are very complex procurement and contracting laws and
regulations. We are very careful to follow that.
Once organizations are funded, they understand that in receiving
the funding they have to comply with the programs and policy
guidance that we provide them based on that strategy and based
on the guidance to the field I mentioned.
We are engaging now, and I think it is very timely to do so, program auditors, external program auditors, who will be evaluating
the adherence to that guidance and those policies in the program
implementation because we want to ensure that the money we are
investing is going into things that are going to work and going to
produce results. Any specific instances of deviation from the policies and guidance will be reviewed when they are identified and
appropriate action will be taken, whatever that may be.
Mr. SMITH OF NEW JERSEY. What is appropriate action?
Ambassador TOBIAS. Appropriate action could include terminating the awards if in fact under the law that is the appropriate
thing to do, but we will have to see what instances are identified
during this process and then what the appropriate steps are to do.
At the same time we are working hard to expand the pool of
partners to implement the programs. Part of our annual review
process of the country operating plans includes reviewing the
progress that has been made in each country and bringing in new
partners, the degree to which we are increasingly utilizing indigenous partners and the utilization of faith-based organizations.
We have made progress. Particularly with indigenous partners.
I am pleased that 80 percent of the total partners in the program
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who will receive funding in 2005 are indigenous organizations.
There was an increase in faith-based partners from 20 percent to
23 percent in 2004 to 2005.
We are also in the final stages of finalizing a new partners initiative that will be designed to provide technical support to organizations who want to do business with the government but need training in order to gain the techniques in order to do business with the
government.
Implementation of the Emergency Plan involves changes in the
magnitude that everybody has recognized here this morning. The
magnitude of the challenge is very consistent with my own experience in running an international company in the private sector
with operations in 132 countries.
It is one thing for the head of the organization to announce from
the CEO’s office that this is our policy. It is not then surprising to
me, in going around the remote corners of the world, that not everybody is doing everything perfectly the first time. I think we are
making progress, but clearly there is much, much more to be done.
Chairman HYDE. The gentlelady from California, Ms. Lee?
Ms. LEE. Thank you, Mr. Chairman. Let me just follow up in
terms of the issue of following procurement laws. It has come to my
attention that last year, around November 1, you approved funding
for an HIV/AIDS prevention grant in Uganda the Technical Review
Committee deemed not suitable for funding.
Now, this grant was never announced to the public. I thought
that the technical review process had to be completed and adhered
to in terms of a recommendation. There was no public announcement on this grant. I believe it was the Children’s Aid Fund organization run by Ms. Anita Smith and Shepherd Smith.
I am trying to get a handle on this because I do know that they
have close ties with the Bush Administration, but again we need
all of the information. I would like to ask you for all of the information on the review of this grant, including the contacts with the
White House and just how this actually happened following up
with what Mr. Smith said.
I mean, you indicated transparency. This one clearly did not
meet that test.
Ambassador TOBIAS. Well, Ms. Lee, this particular grant involves
a unique opportunity to replicate the success in Uganda where HIV
prevalence has declined from 15 percent to 5 percent in other nations that are battling generalized HIV/AIDS epidemics.
The First Lady of Uganda, Janet Museveni, is credited in many
places with placing a significant role in developing Uganda’s highly
successful ABC approach. The Children’s Aid Fund proposal provides the U.S. Government with a unique opportunity to work directly with the First Lady of Uganda and her Uganda Youth
Forum in AIDS prevention activities.
As the technical panel that you referred to noted, the Uganda
Youth Forum is a pioneer in abstinence and faithfulness messages.
Based on those reasons, the USAID Administrator recommended
that the Global AIDS Coordinator approve funding for the Children’s Aid Fund proposal subject to certain determinations.
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That recommendation was consistent with USAID’s grant-making policies when such a selection is based on an adequate justification, as it was in this case.
Ms. LEE. Mr. Ambassador, okay. So when a technical review
panel indicates it is not suitable for funding, you have the authority to use other means to go on and fund it that give you the confidence that it is suitable for funding?
Ambassador TOBIAS. That is right.
Ms. LEE. Okay.
Ambassador TOBIAS. For all of these reasons, the USAID Administrator recommended that funding be approved. I approved that
recommendation and asked that USAID fund the proposal subject
to a determination that they meet USAID’s financial management
requirements.
Ms. LEE. Okay. Would you be so kind as to release the information that you can release to us for our review with regard to that
grant, please?
Ambassador TOBIAS. I believe that whatever information can be
released subject to the privacy requirements around the procurement process——
Ms. LEE. Sure. I understand.
Ambassador TOBIAS [continuing]. Has been. I will check when I
go back to my office——
Ms. LEE. Would you double-check? Okay.
Ambassador TOBIAS [continuing]. To determine that.
Ms. LEE. The second question I want to ask you is, I am very
concerned now about the denial of funds to those organizations that
work with sex workers. You all have decided that you require organizations to have a public policy opposing prostitution.
Now, you know, that issue is a very important issue for women
especially, and let me just say I visited Zambia and talked to many
of the sex workers at truck stops. One hundred percent of them
said if they had a job, if they had other means to support themselves, they would.
Why in the world would you deny organizations who try to work
with these sex workers, who try to find them jobs, who try to help
them understand how to protect themselves? Why would you deny
funding to one of those organizations and allow this policy in addition to the whole issue of First Amendment rights that these organizations have? What is going on?
Ambassador TOBIAS. Ms. Lee, the facts are not quite as I think
they may have been reported to you.
The fact is that the legislation passed by the Congress directs to
me that no funds may be made available to carry out the act by
providing assistance to any group or organization that does not
have a policy explicitly opposing prostitution and sex trafficking,
and so we are implementing that provision in the legislation.
Quite simply, it is our responsibility to comply with the provisions of the act, and I think it is an important provision of the law.
In fulfilling our responsibilities it is our intent to fight the disease
and the spread of the disease and the people who promote the
spread of the disease, but it is not our intent to fight the people
who live with the disease.
Ms. LEE. Mr. Chairman?
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Ambassador TOBIAS. As emphasized in the funding restrictions,
we have no policy and no intent to exclude any group of persons
from services who need these services, and in fact I have visited
programs that we are funding where we are trying to provide job
skills, for example, to get prostitutes out of such work.
Ms. LEE. Mr. Chairman, I just think, given the huge numbers
now in terms of women being infected with HIV and AIDS, we
need to first repeal that policy.
Secondly, immediately ask USAID to stop doing this because I
know many organizations that are being denied funding if in fact
they are trying to work with these sex workers.
Chairman HYDE. I thank the gentlelady.
Mr. Poe of Texas?
Mr. POE. Thank you, Mr. Chairman.
I have two rather short questions, Mr. Ambassador. First, we
have an ABC model. What is the percentage for A, the percentage
for B, and percentage for C that the funds go to? And which countries other than Uganda have shown a decrease in AIDS in their
country?
Ambassador TOBIAS. The benchmarks or the earmarks in the legislation direct that 20 percent of the funding be spent on prevention and that 33 percent of prevention expenditures be spent on abstinence.
Now, in actually implementing this in the field, and I think most
public health professionals would agree with this, it is important
to couple the A messages and the B messages except for young children, and so when we talk to people about abstinence, about delaying the age at which they become sexually active, we also then talk
to them about what to do when they enter into a marriage relationship and the importance of knowing their status and their partner’s status and being faithful within that relationship.
In 2004, 34 percent of the funding in the focus countries was
spent on all prevention. That would be prevention not only of sexual transmission of HIV, but also prevention through safe blood,
safe injections, preventing mother-to-child transmission and so
forth. AB spending was 27 percent of that 34 percent. Now, if we
look only at the expenditure in 2004 of prevention for sexual transmission of HIV, then AB spending was 56 percent of that portion
of prevention.
The numbers do kind of funny things here because if, instead of
having spent 34 percent in 2004 on prevention, we had spent the
same amount on AB but had only spent 20 percent of the money
in the focus countries on prevention, then the AB spending would
have been 41 percent.
As we go out into the future I am confident that we will be meeting the earmarks that the Congress has established. As the money
goes up, it will go up in larger proportions in treatment because
we will be adding more people in treatment and acquiring drugs
and training, healthcare workers, and that sort of thing as these
programs expand. That will change the size of the base, and if you
do the math and all of that, it makes the percentages go up.
Those are the earmark requirements, and that is exactly what
we are attempting to do. Part of our programming effort involves
setting targets in each of the countries when they put their annual
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plans together, and those earmarks are the targets that they are
expected to work toward.
Mr. POE. So my question is: How much are we spending on A,
how much are we spending on B, and how much are we spending
on C percentage-wise, please?
Ambassador TOBIAS. It is difficult for me to break out A from B,
but the A and B together, as I indicated, depending on which base
you use, is either 27 percent or 56 percent of the prevention expenditure.
Mr. POE. And so the vast majority is going on C? Would you
agree with that?
Ambassador TOBIAS. No, I would not agree with that.
Mr. POE. But you cannot give me a percentage for each one of
them?
Ambassador TOBIAS. Well, I can, and I will be happy to lay this
out for you in some detail.
Chairman HYDE. The gentleman’s time has expired.
Mr. POE. Thank you, Mr. Chairman.
Chairman HYDE. The gentlelady from Minnesota, Ms. McCollum?
Ms. MCCOLLUM. Thank you, Mr. Chair.
There are three countries in southern Africa that are not focus
countries in the President’s Emergency Plan, but they are facing
disaster. In fact, your leading global AIDS expert has said Malawi,
Lesotho, and Swaziland are facing extinction. Each of these countries is surrounded by a PEPFAR country, which makes them islands of infection.
Malawi, Lesotho, and Swaziland have a combined population of
15 million people, and together the life expectancy for a woman in
any of these countries is 37 years old. For a man, it is less than
35. That means a teenager who is 17 years old has reached middle
age.
Females age 15 to 24 in Swaziland have an HIV prevalence rate
of 39.5 percent. In Lesotho it is 38.1 percent. In Malawi it is 15
percent. By 2010, these three small countries will have one million
AIDS orphans.
Now, I have no idea why these frightening deadly statistics do
not qualify as an emergency under PEPFAR and why these three
small nations which are literally dying due to AIDS and HIV are
not included in the President’s Initiative.
I strongly supported their inclusion, and I know many of my colleagues did as well. Unfortunately, these islands of infection have
the appearance of providing a tragic baseline study for data in
PEPFAR country reports.
Mr. Ambassador, my question is: Does the AIDS crisis in Malawi,
Swaziland, and Lesotho qualify as an emergency, and are you and
the Bush Administration willing to work with Congress to add
these three devastated countries to the current list of focus countries receiving support?
Mr. Chair, seeing as I did waive my 1-minute, I do have another
question.
Hearing your testimony last year in the House Foreign Relations
Subcommittee, you made reference to a study on condoms by the
London School of Hygiene and Tropical Medicine. One of the
study’s recommendations called for the increased investment on
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condom promotion distribution and strengthen logistics as current
supplies are inadequate.
It has come to my attention in calendar year 2004, 103 million
condoms were shipped to the Emergency Plan focus countries. This
is a 60 percent decrease—a 60 percent decrease—in condoms from
the previous year, which I find troubling and irresponsible; negligent, in fact, if this is true.
Since we know that abstinence does not protect girls and women
from rape, coercive sex, child marriage with an untested or infected
partner, and we also know that faithfulness in marriage to a partner who is untested and HIV-positive is a death sentence, especially in countries in Uganda where the average age for marriage
of a woman—or should I say a girl—is 17 years old.
My second question then: Why has PEPFAR decreased the supply of condoms to 60 percent when we know that 95 percent of the
sexually active population are untested? They do not know their
status. If you do not know your status or the status of your partner
and you are having unprotected sex, this becomes high-risk sex.
Even having sex in a faithful marriage relationship without knowing your status puts you in high risk. Why was there a 60 percent
decrease?
Ambassador TOBIAS. Ms. McCollum, I do not have the numbers
with me. I will get them and get them to you, but my impression
is we actually purchased more condoms in 2004 than in 2003. I do
not know the source of your numbers, but with the scale-up of the
program I think that is my understanding.
Let me also say that it is an ABC program. Abstinence works.
Being faithful works. Condoms work. They all have a role in the
mix, and I will be happy to talk about the details of that if you
would like.
With respect to the three countries that you mentioned, and
going back to the comments I made earlier about the fact that we
are not just a 15-country program, but a program really focusing
on more than 100 countries around the world. In 2005, we will provide funding in Malawi for almost $15 million, $14.99 million, and
in Lesotho and Swaziland, they will both receive something in the
range of $6.5 million.
We are also working in Lesotho and Swaziland to coordinate our
efforts there with the United States teams on the ground in both
of those countries, and the team in South Africa because of the geographic proximity, and we will be doing some of that with respect
to Malawi.
These are all three countries that have been very hard hit by the
HIV/AIDS pandemic, and they certainly deserve our attention, and
we are trying to give them that.
Chairman HYDE. Mr. McCaul of Texas?
Mr. MCCAUL. Thank you, Mr. Chairman. I appreciate your leadership on this issue and Congressman Lantos as well.
I just have two short questions. One, the Uganda model seems
to be an unqualified success, and it is stressing primarily the A and
B of the ABC. How can we replicate that success not only on the
African Continent, but worldwide? That is the first question.
The second one addresses the level of funding. We spent $2.8 billion this year, and I think $3.2 billion will be appropriated next
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year to prevent the transmission of HIV worldwide. The Continent
of Africa obviously is the major focus.
What percentage is going to the African Continent on this issue,
and can you also address the level of funding, whether this is an
appropriate amount of funding or whether it is either too less or
too much?
Ambassador TOBIAS. Let me address the funding issue initially.
I think when this Committee and the Congress responded to the
President’s State of the Union address and created the legislation
that created this program, I think both the title, the President’s
Emergency Plan for AIDS Relief, and the funding were both totally
appropriate. It is an emergency. Eight thousand people are dying
every day, and we have to have a greater sense of urgency than
we have.
I think as the Chairman said in his opening remarks, one of the
biggest roadblocks that I have been dealing with as we scale up
these programs is the lack of infrastructure, the lack of trained
healthcare workers on the ground, and so there have been some absorptive issues as we have gone forward.
I might note that if you look at the $15 billion commitment initially, and look at the $2.4 billion that was appropriated in the first
year, the $2.8 billion in 2005, the $3.2 billion that we have requested next year, add those three numbers together and subtract
them from $15 billion. That would leave an average of $3.3 billion
in each of the last 2 years in order to meet $15 billion, so we are
pretty much at a steady state.
I think the time will come soon when we need to think about
where do we go after this 5-year program, after 2008? And I am
beginning to think about how all of us working together ought to
be talking about that.
In addition, what we desperately need to do—desperately need to
do—is to get the rest of the world engaged in the same way that
this Congress and this President have been engaged. We, the
United States Government on behalf of the American people, are
providing more funding than the rest of the world’s donor governments combined.
Last year I was left sitting with $88 million in my hand that the
Congress appropriated for the Global Fund that, because of the
very appropriate 33 percent ceiling on our contributions to the
Global Fund relative to the total contributions, I was unable to give
to the Global Fund because the rest of the world had not stepped
up for their support to the Global Fund. So we need to get the rest
of the world engaged.
To your other point, a very, very big and important element of
the Emergency Plan is to use what we are doing and what we are
learning in the 15 focus countries as the basis for then extending
those lessons learned to other countries in the world.
As we have begun to get our hands around the focus countries
and extending our efforts beyond that, we will be doing more of
that kind of activity.
Mr. MCCAUL. I want to thank the Ambassador for his testimony
and his leadership in helping to save lives against this terrible disease. Thank you very much for being here.
Ambassador TOBIAS. Thank you.
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Chairman HYDE. Ms. Watson of California?
Ms. WATSON. Thank you so much, Mr. Chairman, and thank you
Ambassador Tobias.
I just recently returned from India. We went to the area devastated since the earthquake and tsunami, and in discussions with
the Prime Minister, AIDS is a tremendous concern and not only an
epidemic but, we know, a pandemic.
I understand that there is or has been some discussion that it
is such a huge country. I think they have over a billion people and
they have money so we are not going to make them a recipient, but
I think we should. I think we should. The $15 million ought to go
and hold their government responsible for its most effective use.
I would hope that we have some way of evaluating. I had missed
most of the discussion, but you might want to comment as to how
we evaluate the uses of our money. That is number one.
Also, I am concerned about how we distribute the funds on the
Continent of Africa. Because the continent is composed of 54 countries and because there are 22,000 tribes speaking 16,000 languages, we cannot use the cookie cutter approach.
I know there was a lot of support for the Uganda model, and we
know they have had success, but given the fact that there are different beliefs, there are different kinds of customs and cultures, we
ought to have some way of shaping our program to fit the needs
of the various countries and the various areas in a country, so I
would like you to comment on what we are doing along those lines
as well.
Ambassador TOBIAS. Ms. Watson, a very important principle of
the way in which we are implementing the Emergency Plan is to
do so hand-in-hand with the host country government.
About a year ago, in partnership with U.N. aides, the U.K., and
several other donors, we helped to put in place a kind of a global
strategy called ‘‘the three ones’’ which is having every donor encouraging every country to have one strategy for the country, to
have a coordinating mechanism within the country that can help
coordinate everything that goes on in that recipient country and to
embrace a single monitoring and evaluation, a results measurement system in each country so that we are all working together
and we are doing so on a country-specific strategy, so that is a very
important part of what we are doing.
Not very long ago I was in the southern part of South Africa and
spent almost half a day with a group of traditional healers. These
are women—generally women—who are really the first line of primary healthcare, if you will, for many people, particularly in rural
Africa.
When someone goes to a Western doctor and gets tested and they
find they are HIV-positive, the first thing they do in many cases,
particularly in the rural areas, is go to the traditional healer hoping to get a different opinion. And so because of that culture, we
are funding programs to work with these traditional healers who
are very receptive to what we are doing, to give them the knowledge and the skills to provide the right messages, messages about
A and B and C, and messages about the importance of adhering to
treatment and nutrition and other aspects of what we are doing.
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That is just one example of something that would not be an appropriate way to do it in some countries, but there are 400,000 traditional healers in South Africa alone.
Ms. WATSON. Would you yield for a moment? When you said the
one/one/one strategy, are you saying that they need to have one
way of dealing with the AIDS epidemic in a country, or is that one
strategy to work in various areas and regions of the country so the
kind of activities and programs and services that are provided fit
and are customized to meet the needs of the people in that area?
I just want you to clarify what your one strategy means.
Ambassador TOBIAS. You know, one of the great Members of this
body famously said that all politics are local. I have concluded all
healthcare is local.
It is not just having a single cookie cutter approach even in a
single country, but it is important that the nation have a strategy
as to how they are going to approach the implementation of
HIV/AIDS in that country. It may have different parts to that
strategy that focus on different areas of the country.
It is also important as more and more donors step up—the
United States Government, the Global Fund, other bilateral donors, philanthropists such as the Bill and Melinda Gates Foundation—that we are not stepping on each other and that we are closely coordinating all of our activities on the ground with the host
country and consistent with the host country’s strategy for approaching this, and that is really what we are making every effort
to do.
Chairman HYDE. The gentlelady’s time has expired.
We have three more questioners. We have two more panels and
so I would appreciate any brevity, succinctness, even terseness.
Mr. Fortenberry?
Mr. FORTENBERRY. Thank you, Mr. Chairman. I will be brief.
Thank you, Mr. Ambassador, for your service and for your important work in this most difficult task of combatting the spread of
HIV.
I would like to follow up to an earlier question. You suggested
that funding would be denied groups who have demonstrated opposition to condom distribution. Conversely, would you also withhold
funding from groups who by their demonstrated mission have opposed the abstinence and faithfulness message?
Ambassador TOBIAS. We have been very clear about what is in
the law. We have been very clear about our policies in implementing the law, and very clear in the agreements that we have
struck with people that we are funding of our expectation that they
adhere to the law and to the policies.
So if people are not doing that and, again, consistent with the
procurement and contracting laws and so forth, I would expect to
take whatever action is appropriate, and that certainly could be up
to and including terminating funding if people are not doing what
they have agreed to do with the money.
Mr. FORTENBERRY. Thank you.
Chairman HYDE. Mr. Payne of New Jersey?
Mr. PAYNE. Thank you very much. Thank you. It is good to see
you again. I am very impressed with the interest that you took this
responsibility on.
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Just on the $15 billion, and I missed your testimony. I am just
wondering. Of the $15 billion that was supposed to be allocated
over the 5 years, about how much of it have we actually spent?
Ambassador TOBIAS. It is $2.4 billion plus $2.8 billion in 2004
and 2005, plus we have asked for $3.2 billion in the 2006 budget,
so that is 8-point-whatever billion dollars that adds up to.
Mr. PAYNE. Okay.
Ambassador TOBIAS. $8.4 billion, I think.
Mr. PAYNE. All right. Has there been any work with your group?
You were talking about the 33 percent of the Global Fund, and I
personally believe that is the best way to expend the funds because
the Global AIDS Fund has a lot of infrastructure and countries
with a lot of organizations working together and U.N.-related organizations, and I think it is usually better run. However, there are
restrictions that we do have.
Has there been any advocacy on your part trying to talk to some
of your counterparts in other countries, to talk about them perhaps
having more focus on funding the Global AIDS Fund so that the
overall amount contributed can increase what the U.S. is able to
participate?
Ambassador TOBIAS. Well, Mr. Payne, certainly our strategy in
the Administration is one of implementing both the bilateral programs that we have talked so much about, but also in encouraging
support for the Global Fund. The Global Fund is a very important
part of our strategy. We are providing about a third of the funding
of the Global Fund.
I am about to go on the Board of Directors of the Global Fund,
replacing former Secretary Tommy Thompson, who will be actually
stepping down as Chair of the Global Fund at the upcoming April
meeting, but I think we need a multilateral vehicle out there that
can attract funding from other sources and particularly those who
are not in a position to have bilateral programs.
Then it is important that we are all working closely together,
and so we are putting more emphasis in our bilateral programs in
countries, for example, where the Global Fund money has been
slow in getting implemented.
In many cases the problems are on the ground. There are technical things that need to be done on the ground, and we need to
be proving technical support so that that money can flow. We are
trying to work very closely together with other donors and the host
countries to address those issues.
Mr. PAYNE. Thank you very much. This is my last point. In a
meeting about 2 months ago with the President, he asked me what
programs did I think were more beneficial, going through the Global AIDS Fund or bilateral? And I still contend that the global approach is the most thorough even though, bilaterally, I do not think
we should not do that. But I think that if we strengthen the Global
Fund, strengthen their organization, I think at the end of the day
it would probably be a better, more precise organization to work
for.
I appreciate what you are doing, and keep up the good work.
Ambassador TOBIAS. Thank you, Mr. Payne.
Chairman HYDE. Mr. Sherman of California?
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Mr. SHERMAN. I will be very brief, Mr. Chairman. Thank you
very much for holding these hearings.
For the last 3 years I have tried to increase our spending on
AIDS. I realize that our foreign aid dollars are scarce, and I would
like to see us spend more on foreign aid in general, and AIDS in
particular, but assuming our Committee will not be allowed to do
that I have, and Secretary Powell sat in that chair and praised an
amendment that I hope that we will be able to pass this year. That
is, to give the President the right to take money that would otherwise go to the World Bank away from the World Bank and instead
use it for combatting AIDS around the world, at least to the extent
that the World Bank is sending money to the Government of
Tehran, which last I checked, is one of the two remaining axis of
evil.
So I know at least Secretary Powell has supported that move. I
hope the Administration will support that move. I hope, Ambassador, that you will, and I hope to have support on this Committee.
If we cannot increase the amount we spend on international aid,
the least we can do is make sure it is going to the right place and
the right causes.
I yield back.
Chairman HYDE. Thank you, Mr. Sherman.
Ambassador TOBIAS. Mr. Sherman, could I make just a brief comment, and that is that the support that I have received now most
recently from Secretary Rice on a continuing basis on this program
has been essential, and I think the Committee will be interested
to know I have had two conversations in the last 2 weeks with
former Secretary Powell, who is still engaged in helping with this
effort.
Chairman HYDE. Thank you very much, Ambassador. We commend you for your dedication, your productivity and your endurance. Thank you.
Ambassador TOBIAS. Thank you very much, Mr. Chairman.
Chairman HYDE. Our next witness is Jack Valenti, and I would
like to welcome Mr. Valenti, who is a friend to the Committee, the
President, as well as everybody he knows. He is President of the
Friends of the Global Advocacy Group for the work of the Global
Fund. For almost four decades, Mr. Valenti served as President
and CEO of the Motion Picture Association of America before beginning his long and very distinguished career in the movie industry; in 1966, he served as a special assistant to President Lyndon
Johnson.
It is with great pleasure that I welcome you to our Committee,
Jack, and let me be the first, or the last, to thank you for your tireless work to fight the AIDS pandemic. If you don’t mind encapsulating your speech to 5 minutes, the full statement will be made
a part of the record. Mr. Valenti.
STATEMENT OF MR. JACK VALENTI, PRESIDENT OF FRIENDS
OF THE GLOBAL FIGHT (FORMER PRESIDENT AND CEO OF
THE MOTION PICTURE ASSOCIATION)

Mr. VALENTI. I am not ready for the digital age, Mr. Chairman.
I want to thank you, Mr. Chairman, and the Ranking Member,
Mr. Lantos, and I want to thank you because of what you and this
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Committee are doing. I think that it is one of the great tributes to
American leadership.
You are earning the gratitude of millions of desperately poor and
desperately sick people all over this globe. So I think that is a laurel wreath that you and this Committee can wear with great honor.
And I would also like to endorse and applaud the work of Ambassador Tobias. His valiant efforts are becoming more apparent to the
American people. I count him to be a man whose skill, diplomacy,
and urgency is getting things done that need to be done; and I
count him an heroic warrior in the struggle against these
pandemics. He is working in very close harmony with Dr. Richard
Feachem, the Executive Director of the Global Fund.
Now, I have been President of the Friends of the Global Fight
Against AIDS, TB and Malaria for, well just recently. Our mission
is to do everything we can to sustain and enlarge all the work of
PEPFAR and the Global Fund, and all other critical groups out
there that are fighting this grotesque intrusion on peoples’ lives.
AIDS, malaria and TB kill 6 million people every year.
Now, Mr. Chairman, let me put that in graphic language. It is
the equivalent of: Forty-six 747s crashing fully loaded every day;
it is the equivalent of an Asian tsunami hitting us every 2 weeks;
it is the equivalent, and this is the worst part, of New York City
being totally populated today by orphans, little children. Now, what
is unacceptably tragic is that we have the resources, we have in
place that which can prevent and treat these diseases and, in the
case of malaria and TB, cure them. So we have the tools, we have
the resources, we have the knowledge. Why this delay? Why don’t
we do more?
Well, I think you, Mr. Chairman, I think Mr. Lantos pointed out
two challenges which face us. One, of course, is the exodus from
these countries stricken with these diseases, the exodus of doctors
and nurses and volunteer workers. They are going someplace else,
or they are falling ill to the diseases themselves; and this is something that the Global Fund is looking into as well as PEPFAR, but
it is not easy to solve.
I know that the Global Fund, in the last couple of years, has
trained 385,000 people in these life-saving techniques. They are not
doctors, and they are not registered nurses, but they are people
who can go into the remote areas, who can go into these villages
and do good work. So that is what we have to do.
Now, let me offer to you something I think that has to be put
into perspective about how little it takes. For the cost of a Sunday
newspaper, Mr. Chairman, for the cost of a Sunday newspaper, a
woman can prevent the transmission of HIV to her unborn child;
for the cost of a sandwich and soda, a woman can be cured of tuberculosis; for the cost of a cup of coffee, you can provide a bed net
that is impregnated with an anti-mosquito treatment and that
child can sleep safely for 5 years; and for less than the cost of a
subway ride, you can cure a child of malaria in 3 days.
Now that, to me, shows that so much needs to be done in the
way of both volunteer forces and funding. Now, what has the Global Fund done along with PEPFAR? It has committed $3.2 billion
in 310 programs, in 127 countries, for prevention and treatment.
Along with PEPFAR, it has treated almost a quarter of a million
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people with AIDS drugs; it has given HIV counseling and messages
about attitude changing to over a million people; it has distributed
1.4 million bed nets, bed nets which keep you from getting malaria;
it has delivered, and this is a key point, 300,000 doses of a strikingly effective malaria medicine, the best the world has ever seen.
It is called ‘‘ACTs.’’ And this year, they are going to be delivering
30 million doses of this extraordinarily effective drug.
But the Global Fund needs more, Mr. Chairman, just to extend
these successful programs in these 127 countries. And by the way,
I haven’t even talked about what needs to be done in China and
Russia and in India, as has been explained here by the questions
that you have asked. The National Intelligence Council says that,
unchecked, AIDS will reach 35 million people in India and those
three countries, 20 million in India alone.
The Global Fund needs money; it needs just to continue these
successful programs; it needs $2.4 billion, of which $800 million
would come from the U.S., one-third. Now, I know we have budget
problems, and I know we are all constricted, but how much is a life
worth? And the Global Fund is the only multi-lateral organization
out there working very closely, I might add, with PEPFAR. They
are partners in this.
And my final point, Mr. Chairman, is this: The heaviest pain is
being borne by little children, in whom the ceremony of innocence
has been drowned. These children, all alone, do not understand
why they are alone, their parents dead. When they go to sleep at
night, if they sleep, they are doubtless praying for somebody, someone to come and be with them. Now, if no one comes, Mr. Chairman, what then do we say to them?
I don’t have to go on any more. This Committee knows better
than anyone in Congress about what is going on, what needs to be
done. And, as I said, we have all the tools and resources at hand.
What is needed is more people in the field, going into the remote
areas, into the villages, not into the chanceries of the world, or the
prime minister’s or the President’s office, but out where the people
live and die. I am kind of mesmerized by what I am saying up
here, Mr. Chairman, but I think I will stop at this time.
[The prepared statement of Mr. Valenti follows:]
PREPARED STATEMENT OF MR. JACK VALENTI, PRESIDENT OF FRIENDS OF THE GLOBAL FIGHT (FORMER PRESIDENT AND CEO OF THE MOTION PICTURE ASSOCIATION)
‘‘. . . you can almost hear little innocent children, their parents dead, now
alone, pray for someone to be there for them. If no one comes, what then can
we say to them?’’
First I choose, on behalf of the ‘‘Friends of the Global Fight against AIDS, and
Tuberculosis (TB) and Malaria,’’ to applaud and endorse the valiant labors of Ambassador Randall Tobias, who guides the forward journey of President Bush’s Emergency Plan for AIDS Relief, otherwise known as PEPFAR. Ambassador Tobias understands with mounting clarity what needs to be done, and with skill, diplomacy
and urgency is moving to the future with indispensable action. He is a heroic warrior in this worldwide struggle, working in close harmony with Dr. Richard
Feachem, Executive Director of the Global Fund.
We at the Friends of the Global Fight have enlisted in this war on grotesque
pandemics. Our mission is to sustain and enlarge the work of PEPFAR, the Global
Fund and other critical partners. We are all too dismally aware of the collision between medical science/in-the-field forces and a contagion gone berserk. There sweeps
across the planet a trio of terrifying shroud-covered messengers of death: AIDS, ma-
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laria and TB. They are literally decimating civilizations, more fearsome than the
Black Death that almost destroyed Europe in the Middle Ages.
Six million human beings die every year from these diseases. Let me put it more
graphically.
That death toll is the equivalent of 46,747s fully loaded crashing every day of the
year.
It is the equivalent of an Asian tsunami hitting us every two weeks.
It is the equivalent of New York City totally populated by orphans.
What is unacceptably tragic is that these diseases are treatable and preventable,
with life-extending drugs and attitude-changes, and in the instance of malaria and
TB, curable.
We have the knowledge. We have the tools. We are equipped to attack this trio
of death-dealers head-on with safe and effective medicines that work and with effective prevention techniques.
If that is so, why can’t we do more? Why the delay? The challenges are many,
but a few stand out above the crowd.
Firstly, there is a shortage of foot soldiers to wage this fight. The doctors and
nurses who are so critical to delivering life-saving aid are themselves succumbing
to these diseases or leaving their home countries to accept more lucrative jobs. We
must turn our sights to this difficult problem. PEPFAR and the Global Fund are
leading the way. Already, Global Fund programs have trained 385,000 passionate
people in techniques to fight these diseases.
Our battle plans must also focus on those who are bearing the brunt of this onslaught, women. A broad range of tactics must be deployed to help all women, from
young school girls to married mothers, protect themselves from these diseases. The
Global Fund is attuned to this need. It has many programs around the globe employing those critical tactics. In Kenya, for example, a remarkable group of women
from the Kenyan Network of Women Living with HIV/AIDS are spreading compassion and empowerment to women throughout the country with the help of the Global Fund.
Our crusade lacks another essential: More funds.
Again, to put it in clear easy-to-understand language—
For the cost of a Sunday newspaper, a mother can prevent the spread of HIV to
her unborn child.
For the cost of a movie ticket and popcorn, thirty AIDS patients can receive a day
of life-extending drug treatment.
For the cost of a sandwich and soda, six months of medicine can cure a woman
of TB.
For the cost of a cup of coffee, a child can sleep safe from malaria for 5 years
under a bed net with anti-mosquito impregnation.
For the cost of a subway trip, a little girl can receive the world’s best malaria
medicine to cure her of the disease in 3 days.
The United States is one of the founders of the Global Fund, the progeny of the
G8 countries. The US contributes one-third of the Global Fund’s total income, with
all other countries contributing two-thirds. In 2004, the Fund received some $1.6
billion. In the interest of candor and fact, that is not enough for the Global Fund
to continue current programs to expand ifs life-giving work in the year ahead and
to take on new challenges that will not go away.
The Global Fund and PEPFAR are strengthening their collaboration at the individual country level, where the actual treatment takes place. There are specific
plans in the 15 countries where PEPFAR operates and teams from PEPFAR and
the Global Fund make sure that duplication is eliminated, and joint efforts are
given new urgency. In fact, because the Global Fund operates 310 programs in 127
countries, the Fund is the multi-lateral arm of PEPFAR, complementing the work
of US bilateral programs around the world.
This collaboration arrives at the right moment. The pandemics are rushing into
India, Russia and Chins with hurricane-swiftness, and growing rapidly. In these
countries, the Global Fund is the channel for 60 percent of total US funding to combat AIDS, extending the reach of bilateral programs. Especially important is the
Fund’s role as the action vehicle for US investment in TB and malaria control, two
diseases that together kill as many as die from AIDS. Results in malaria control
have been rapid and impressive.
In the beginning of its fifth year, the Global Fund has now committed more than
$3.2 billion to prevention and treatment in 127 countries throughout the world. It
releases fund only upon proven performance.
What are the wide sweeping results of the Global Fund at the end of 2004? Together with PEPFAR, the Fund has provisioned 240,000 sick people with life-extending AIDS drugs, driving an uplift of 70% in treatment access globally in 2004.
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It has made HIV counseling and testing services available to over one million people.
It has distributed nearly 1.4 million insecticide-treated bed nets to protect families from malaria.
It has distributed 300,000 doses of the most strikingly effective malaria medicines
(artemisinin-combination therapies) more readily known as ‘‘ACTs.’’ By shifting to
the more powerful ACTs to defeat malaria, the Fund is now ready to provide more
than 30 million ACT treatments each year, compared to under one million previously.
It has treated nearly 400,000 TB patients.
It has had cheerful, confirmed successes in Zambia, the Lubombo Region (100,000
square kilometers across South Africa, Swaziland and Mozambique), and Haiti
In Zambia, where the AIDS rate is 16% of adults in the country, where 1,000,000
children are now orphans, the Fund has distributed more than $120 million to
counter-attack these diseases. It is allied with the Churches Health Association of
Zambia (CHAZ), which in turn works with 250 faith-based organizations all over the
country. These programs have supported and cared for 52,000 orphans, and have
reached 270,000 people with behavior change messages. PEPFAR and the Global
Fund are in intimate cooperation in Zambia.
In the Lubombo Region, the Fund’s support for a program created by private corporations has enabled the Fund to reduce malaria infections by 90%. The principal
weaponry has been ACT medicines and the spraying of the interiors of lodgings with
DDT.
Haiti has the highest HIV infection rate in the Western Hemisphere. Despite frustrating political turmoil over the past year, the Fund provided 2,300 people with
ARV treatment, tested 85,000 for HIV and reached nearly 1,000,000 at-risk youths
with effective prevention messages.
What then is our plea?
The Global Fund has urgent funding requirements if it is to attack unceasingly
the pandemics across a wide landscape in all parts of the world. In fiscal year 2006,
it needs $2.4 billion just to extend its existing successful programs. The U.S. share
of that crucial funding would be $800 million. If the funds are not there what happens? The Fund may surely have to discontinue effective life-saving programs and
the life-extending medications of AIDS patients would be in jeopardy. The board of
directors of the Fund (whose chairman for the past two years was HHS Secretary
Tommy Thompson) has launched a new round of grants, which will require $1 billion more, $300 million from the U.S. This would amount to a total of roughly $1.1
billion in fiscal year 2006. Other donor countries are primed to provide their share.
Already other donor countries have pledged enough funding to fully match the U.S.
FY 2005 appropriation of $435 million on a two-to-one basis. The Global Fund has
launched a new replenishment process to raise funds from other donors for the next
two years. It is confident the process will raise enough money to match a U.S. appropriation of at least $800 million in FY 2006.
These pandemics move with indifferent regard for the misery and death they inflict. I dare any observer to gaze into the hopeless, fearful, wondering eyes of little
children. Children with no parents, whose innocence is drowned because of a savage
intrusion over which they had no control Children who don’t understand why there
are alone and when they sleep, if they do, you can almost hear them pray for someone to be there for them. If no one comes, what then can we say to them?

Chairman HYDE. Well, thank you, Jack. You are equal to the
task of fighting AIDS and you do a brilliant job. I would like to get
to the third panel, however. If someone insists on asking a question, I will certainly yield. I rarely do. Mr. Lantos, who seldom
interjects himself.
Mr. LANTOS. Thank you very much, Mr. Chairman.
I can see why Lyndon Baines Johnson was so incredibly effective
because you were running his public-diplomacy program, Jack. We
are deeply in your debt. You are clearly the most effective public
citizen the United States is fortunate in having, and I think
HIV/AIDS is very fortunate to have you assume this responsibility.
I have a very simple question. For four decades, you have led the
Motion Picture Association with incredible attractiveness. What
would be your suggestion to involve private corporations in this
enormously important battle?
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Mr. VALENTI. Mr. Lantos, I think it is very important. As you
know, there is a group, I think it is called—it is Public-Corporation
Coalition. It is led by some very dedicated people. They are going
to corporations now and enlisting their contributions to fight AIDS,
malaria and TB in those areas where they do business around the
world.
So they have a personal interest, a corporate interest in doing
this, but I think a lot more needs to be done. I think we need to
enlist far more corporations than we have now. I think there are
about 190 who are involved in this public coalition. We probably
ought to have four times that many, and I do believe that we have
to enlist other foundations. The Gates Foundation has done extraordinary work in this, the generosity is massive.
But more needs to be done. It is an area, as you quite rightly
point out, that needs to be really artfully explored.
Mr. LANTOS. Well, we are deeply in your debt and we salute you
for your continuing work on behalf of the people of the world.
Mr. VALENTI. Thank you, Mr. Lantos.
Chairman HYDE. Mr. Smith?
Mr. SMITH OF NEW JERSEY. Thank you, I will be very brief as
well. And I am going to say that was brilliant testimony, very encouraging. You covered every base, and I think your focus on the
fact that with the right kind of drug, for a very modest amount of
money, the mother, the child, the transmission of AIDS from mother to child, especially during the birthing of a child, can be prevented, and that is a message that needs to be gotten out everywhere.
And secondly, beginning in 2006, as I know you know, 10 percent
of the money in Mr. Hyde’s bill will be used for orphans, or supposedly is going to be used for orphans who have been left behind.
But again, that was outstanding testimony.
Mr. VALENTI. Thank you.
Chairman HYDE. Ms. Lee?
Ms. LEE. Thank you very much. Thank you, Mr. Chairman.
Let me just also commend you, Mr. Valenti, for the very compassionate and dedicated work that you are doing. I think the plea
that you made to us this morning reaffirms my belief that, quite
frankly, I don’t think we need this limit in terms of U.S. contributions, in terms of waiting until the international community comes
forward because of the numbers of people who are dying and who
are infected.
If you remember, it was myself and Congressman Keach, with
the help of Ron Dellums, who established the framework for the
Global Fund with the Global AIDS and Tuberculosis Relief Act of
2000. We really never envisioned this limitation on U.S. contributions. You heard Ambassador Tobias talk about the fact that there
were $88 million, I think he said, that couldn’t be used because the
international community didn’t step up to the plate.
I just wonder in terms of how you see this? Do we need to hold
back our money, given the nature of the pandemic, as you so eloquently described, or how do we address his concern with regard
to the international community? I know Dr. Feachem very well and
I know that he is committed to doing that. But why in the world
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should the United States hold back, given the nature of the problem and the fact that we do have the resources to do this?
Mr. VALENTI. Good question. Ms. Lee, I think the law says that
the U.S. can give up to one-third of the total amount of money contributed by other donors.
Ms. LEE. That is what the law says. Some of us didn’t agree to
that. That came later after we set up the fund.
Mr. VALENTI. But, as it is now, that is the canopy under which
we live. But I believe, and I know that Canada, the U.K., and other
countries, are increasing their donations, as is Italy.
If we could appropriate $800 million, we are throwing down a
gauntlet to the world, saying: ‘‘We are ready to commit. Where are
you?’’ I think this would have a real surging affect on these other
countries. As a matter of fact, people within the Global Fund, who
are in more intimate contact with the leaders of other countries,
tell me that is absolutely so.
So I say that is why I think the U.S., always in the lead, has
to continue in the lead. The appropriation of this $800 million, I
think, would stimulate an immense outpouring from other countries, which means that we would have $1.6 billion coming from
other donors. It would be what we need, what the Global Fund
needs, to continue these programs.
Ms. LEE. I agree, Mr. Valenti, and I certainly support what you
are saying. But it sounds like we are in a Catch-22, the chickenand-the-egg situation. It is kind of like we are withholding money
until we see other countries come forward. Yet if we do throw down
the gauntlet and say: ‘‘This is what we are willing to do,’’ I agree
that more countries will respond. So how do we convince the Administration, and those who are opposed to this, to do that and the
money would follow?
Mr. VALENTI. Well, there are a lot of people in Congress who believe this is the way to go; and I think this is a question of persuasion, of making other Members understand what the stakes are
here. Entire civilizations are being decimated and we can’t stand
aloof from that.
Therefore, I believe that some of this antagonism—maybe I
shouldn’t call it that, this opposition will begin to defuse and melt
away. I really do. I have been an optimist all my life, Ms. Lee, and
I am not going to stop now.
Chairman HYDE. Thank you.
Do you have a question, Ms. Watson?
Ms. WATSON. Thank you, Mr. Chairman.
And I want to wish Mr. Valenti all the best. I have watched you
over decades and I admire your ability to be persuasive.
As we try to implement our contribution program, can you suggest to us what it is that we need to do here in Congress? As you
so rightfully described, this pandemic can wipe out this globe. No
doubt about it. So what would you suggest and recommend that we
can do? And with your influence and persuasion, you can assist us
here in Congress to improve the way we are delivering needs.
Mr. VALENTI. Ms. Watson, you have been a good friend and I am
grateful to you.
I do believe that Congress’ essential task is to provide the funds.
I mean you can’t get out and actually do the work, but those funds
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are absolutely indispensable for it to be done. When I cite you the
minuscule amounts to save one child’s life, and to save one mother’s life, then you can multiply it, but the U.S. has to come forward
with those funds.
If we appropriate the $800 million, it will really send a ringing
message around the world. I think the last appropriation was what,
$457 million? I am hopeful that the White House will find this suitable to their aims; I hope that other Members of Congress will too;
and I think that we just have to do a lot of persuasion, and to offer
up the prospect of hope among those without hope, and offer a little
better tomorrow for the desperate around the world today.
And I repeat again: It seems like a long ways away to India and
China and Russia and sub-Saharan Africa, but this is a small planet these days and we cannot live alone on it. That is the best persuasion I think that I can offer.
Mr. Chairman, I thank you so very much for allowing me to
spend some time with you. Thank you.
Chairman HYDE. Our third panel is now to come forward. Dr.
Geeta Rao Gupta is President of the International Center for Research on Women (ICRW), a leading global authority on women’s
role and development, women’s empowerment and human rights.
She has been at ICRW since 1988 and President since 1998. Dr.
Rao Gupta led a number of groundbreaking studies documenting
the factors fueling the spread of HIV/AIDS among women. She also
serves on the boards of Interaction, the Ms. Foundation, and the
Moriah Fund, and is an advisor to the U.N. Global Coalition on
Women and AIDS, and co-Chairs the U.N.’s Millennium Project’s
Task Force on promoting gender equality and empowering women.
Welcome, Dr. Gupta.
Mr. Martin Ssempa comes to us from Uganda where he is the
Founder and Director of the Campus Alliance to Wipeout AIDS, a
faith-based organization with Makevere University in Kampala,
where he specializes in AIDS prevention. Mr. Ssempa is a longtime activist against AIDS in Uganda, advocating the merits of abstinence and be-faithful programs, and has been an adviser to
Uganda’s First Lady and her efforts to fight HIV/AIDS. We welcome you, Mr. Ssempa.
Holly Burkhalter is the U.S. Policy Director of Physicians for
Human Rights, headquartered in Boston, specializing in medical,
scientific and forensic investigations of violations of internationally
recognized human rights. Before her current position, she spent 14
years at Human Rights Watch, including Director of its Washington office. She worked for then-Representative Tom Harkin of
Iowa; she also was a staffer on this Committee at the time working
on the Subcommittee on Human Rights and International Organizations. So we welcome you back, Ms. Burkhalter.
It is pleasure to have you three here today and we look forward
to your insights on these important issues. We ask that you proceed in the order that you were introduced, providing a 5-minute
summary of your written statements; and, needless to say, your full
statement will be made a part of the record.
And so, Dr. Gupta.
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STATEMENT OF GEETA RAO GUPTA, PH.D., PRESIDENT,
INTERNATIONAL CENTER FOR RESEARCH ON WOMEN

Ms. GUPTA. Thank you very much. I would like to thank you, Mr.
Chairman, and other Members of this Committee for scheduling
this important hearing.
As you have been hearing all morning, we are in the midst of a
relentless epidemic, the HIV/AIDS epidemic that is taking countless lives worldwide, and there are only two points I want to make
today. The first is that increasingly large numbers of those who are
infected are women, particularly young women, and the second is
that our current strategies for prevention are not sufficient to meet
the needs of women and girls.
U.N. AIDS statistics have shown that, since 2002, the number of
women living with HIV has risen in every region of the world. In
sub-Saharan Africa, as we heard earlier today, out of every 10 infected persons, 6 are now women, and infection rates among young
women are especially high. In the African region as a whole, three
out of every four infected 15- to 20-year-olds are now women.
This inexorable rise in infections among women demands special
attention and immediate action, action that must go beyond the
ABC approach, the approach that refers to Abstention, Be faithful,
and using Condoms. That approach, while necessary to contain the
AIDS epidemic, is not sufficient to address the underlying
vulnerabilities that contribute to women’s risk of infection.
And I would like, today, to draw your attention to three specific
vulnerabilities that women in the developing world face that prove
that the ABC approach is not sufficient and which underscore the
need for that additional ‘‘D’’ that you talked about, for women to
be able to Defend themselves against infection.
The first of these is with regard to marriage. For many women
around the world, marriage poses a risk of infection that they have
very little ability to control or reduce. The ABC approach for these
women is not a realistic strategy for prevention because abstinence
within marriage is not a viable option because their husband is
typically their only sexual partner, and the use of a condom is dependent on their husband’s cooperation and is often stymied by the
need for a child.
The risk of infection is often greatest when a woman gets married at a young age. We have data from Kenya and Zambia that
show that HIV infection levels among married girls, 15 to 19 years
of age, were 10 percent higher than for unmarried, sexually active
girls of the same age.
When the age difference between spouses is 10 years or more,
the risk of HIV infection for the wife doubles, as compared to an
age difference of 4 years or less. Marriage for such young women
does not offer any protection because older husbands are more likely to have been exposed to the virus before marriage and, therefore,
are more likely to enter the marriage with HIV infection, sometimes not knowing their status.
Young brides also have much less social and economic power
than their husbands and, therefore, have very little leverage to negotiate protection or fidelity. And because newly married couples in
most cultures have to prove their fertility by having children, it
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makes it very difficult for them to use condoms, which, you know,
are also contraceptive.
This issue of child marriage is particularly important because it
is not a small problem. Recent data show that 51 million adolescents are currently married, and it is predicted that 100 million
more will be married over the next decade, and I am talking about
countries all over the globe. Research also shows that it is poverty,
lack of education, and a lack of viable economic alternatives for
young women that makes child marriage so prevalent. It is not just
culture.
Our research in India shows that when laws prohibiting child
marriage are combined with community education on the risks of
child marriage, and when community interventions include the participation of both parents and young people, the age of marriage
can, in fact, be increased.
I would like to suggest some actions that can be taken within the
President’s Initiative for AIDS Relief, and the first of these is an
investment in female-controlled methods of prevention, such as the
female condom or microbicides. Microbicides are substances that
women can use to prevent sexually-transmitted infections. The female condom is currently too expensive and, as a result, is not accessible to women in poor countries. And microbicides urgently
need financial support to accelerate research and development. The
U.S. has played, and should continue to play, a leadership role in
this regard by including microbicides as part of a comprehensive
response to the HIV/AIDS pandemic.
The second recommendation I would like to make is to invest in
interventions to increase the age of marriage and reduce the incidence of child marriage in developing countries and respond to the
unmet needs of young married girls by investing in their access to
secondary schools, which they are often denied because they are
married; by their access to reproductive health services and information; and to nonexploitative and safe economic opportunities. In
addition, we need community education initiatives on the risks of
child marriage that can protect girls and allow them to be healthy,
to complete their education, and to benefit from economic opportunities.
I would like to urge you, Mr. Chairman, especially, to consider
holding a hearing on this important issue of child marriage and its
implications for the HIV/AIDS epidemic.
The second vulnerability I would like to talk about is violence
against women, both physical and sexual. Violence against women,
both directly and indirectly, increases their risk of infection to HIV
and greatly constrains their ability to seek testing or treatment or
look after loved ones who are sick or dying. Statistics from WHO,
the World Health Organization, show that anywhere between 10 to
69 percent of women report physical abuse at the hands of an intimate partner at least once in their lives, and between 7 to 48 percent of girls between 10 to 24 years of age report that their first
sexual encounter is coerced.
Just as there is an AIDS epidemic, Mr. Chairman, there is an
epidemic of violence against women that we have been ignoring,
despite the fact that it has enormous health and economic consequences for women and for the societies in which they live.
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Forced or coercive sex presents a direct risk of HIV infection for
women that cannot be prevented by any of the strategies currently
promoted, A, B, or C, and, additionally, fear of violence and the
threat of abandonment pose significant risks as well because they
significantly limit women’s ability to negotiate protection, leave a
risky relationship, discuss fidelity, or access testing or treatment
services.
Women’s economic vulnerability and dependency on men makes
the threat of violence or abandonment a much more immediate
danger to them than the possible risk of infection and death 5 to
7 years later. The link between violence against women and HIV
is so strong that a study in Tanzania found that the experience of
violence was, in fact, a predictor of HIV status. Young, HIV-positive women were almost 10 times more likely to report partner violence than similarly aged HIV-negative women.
So, to address the issue of violence against women, I would like
to suggest that the President’s Initiative for AIDS Relief invest in
the provision of post-exposure prophylaxis, which is antiretrovirals
for all victims of rape, and this must be made mandatory in all programs immediately upon the occurrence of rape in all programs
funded by the U.S.; second, that communication programs be invested in that challenge prevailing beliefs about the acceptability
of violence against women. There are several such successful communications efforts, such as the Soul City Program in South Africa,
that can be replicated, and they have successfully decreased the
tolerance of violence against women.
And, third, we would like to see an investment in a coordinated,
health sector response to violence against women because women
exposed to violence are most likely to seek help at a health facility.
Voluntary counseling and testing facilities, for example, should
have the ability to identify women who are at risk of violence upon
disclosure of their status and should be able to provide those
women with the necessary counseling and mediate disclosure sessions with partners as a potential way to reduce tension and the
adverse consequences.
The third issue on vulnerability that I would like to bring up is
property inheritance rights. Women’s economic dependency and
vulnerability underlies much of their vulnerability in this epidemic
because without economic leverage, women cannot insist on protection or fidelity in their marriage or other relationships; nor can
they leave a relationship that they know to be risky.
Access to economic assets, such as land and housing, much more
than just income, provides women an important way to assure
themselves some economic security, as well as a means of likelihood and shelter, all of which are important ways to gain economic
leverage. Land and property can also serve as collateral for loans
in times of crisis. Yet there are many countries in the world where
women still do not have the right to own or inherit property and
land, and even when such laws exist, they are often poorly enforced.
As a result, women are not guaranteed the most basic economic
protection when faced with the death of a spouse or father and can
be left destitute and homeless when they most need support and
solace. The lack of economic security at such a time also greatly in-
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creases the probability that women will sell sex for money in order
to survive and to feed their children.
Research in Karala, India, found that 49 percent of women with
no property also reported physical violence, whereas only 7 percent
of women with property reported physical violence. So there is a
link between property rights and violence against women.
I would like to recommend some actions that the President’s Initiative for AIDS Relief can take. The first is to make sure that
property and inheritance rights for girls and women are a cornerstone of the AIDS prevention and care intervention supported by
this initiative. The initiative must support legal literacy programs
for women that make them aware of their rights to own property
in countries where this right is enshrined in the law. And the initiative should invest in paralegal services to help families affected
by AIDS write wills and create the legal documentation that makes
property grabbing from widows less likely.
There are several in-country organizations, women’s groups, in
particular, that are already engaged in such activities that desperately need to be funded and need all of the technical support we
can provide them.
In conclusion, let me reiterate that the increase in women’s HIV
infections should serve as a wakeup call to alter the current U.S.
approach to AIDS prevention, treatment, and care. To expand it beyond the ABC approach to what I call an ‘‘ABC-plus approach’’ that
includes investments in programs to increase the age of marriage,
provide services to allow women, as well as their spouses, to be
safe within marriage, reduce violence against women, and assure
women’s ownership and control of economic assets, such as land
and housing.
Just asserting the need to abstain, be faithful, and use condoms
is not enough to protect women and girls from the ravages of this
epidemic. We need more, and we need it now, and we need these
things in order to ensure that the President’s Initiative’s targets
are, in fact, met. Thank you very much.
[The prepared statement of Ms. Gupta follows:]
PREPARED STATEMENT

OF GEETA RAO GUPTA, PH.D., PRESIDENT, INTERNATIONAL
CENTER FOR RESEARCH ON WOMEN

Thank you for this opportunity. As you all know, we are in the midst of a relentless epidemic—the HIV and AIDS epidemic—that is taking countless lives worldwide. The two points that I would like to make today are first, that increasingly
large numbers of those infected are women, particularly young women, and second,
that our current strategies for prevention are not sufficient to meet the needs of
women and girls.
UNAIDS statistics show that since 2002 the number of women living with HIV
has risen in every region of the world. In sub-Saharan Africa, out of every 10 infected persons nearly 6 are women. And infection rates among young women are especially high. In Kenya, for example, for every 20 young men with HIV (15–24 years
of age), there are 45 young women with the virus—more than double. In the African
region as a whole, three out of every four infected 15–24 year olds are women
(UNAIDS and WHO 2004).
This inexorable rise in infections among women demands special attention and
immediate action—action that must go beyond the ABC (abstain, be faithful, and
use condoms) approach to prevention. That approach, while necessary to contain the
AIDS epidemic, is not sufficient to address the underlying vulnerabilities that contribute to women’s risk of infection. I would like to draw your attention to three specific vulnerabilities that women in the developing world face that prove that the
ABC approach is not sufficient and that underscore the need for additional strate-
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gies. Each of these vulnerabilities occurs because of fundamental economic and social inequalities between women and men that must be addressed if we are to succeed in containing the spread of AIDS.
Marriage: For many women around the world, marriage poses a risk of infection
that they have very little ability to control or reduce. The ABC approach for these
women is not a realistic strategy for prevention because abstinence within marriage
is not a viable option; their husband is typically their only sexual partner; and the
use of a condom is dependent on their husband’s cooperation and is often stymied
by the need to have a child. The risk of infection is often greatest when a woman
gets married at a young age. Data from Kenya and Zambia show that HIV infection
levels among married girls 15–19 years of age were 10 percent higher than for unmarried sexually active girls of the same age (UNAIDS and WHO 2004). A recent
review of research by ICRW shows that in countries that are hard hit by the epidemic, when the age difference between spouses is 10 years or more, the risk of HIV
infection for the wife doubles, as compared to an age difference of 4 years or less
(Luke and Kurz 2002).
Marriage for such young women does not offer any protection because older husbands are more likely to have been exposed to the virus before marriage and therefore are more likely to enter the marriage with HIV infection; because young brides
have much less social and economic power than their husbands and therefore have
very little leverage to negotiate protection or fidelity; and because newly married
couples in most cultures have to prove their fertility by having children which
makes it difficult to use the condom, which is also a contraceptive, as a means of
protection from infection.
In designing policies for prevention it is important for us to pay attention to marriage as a vulnerability for women and adolescent girls because the majority of
women in the developing world are in marriage or some form of long-term relationship and a very large number of them are married before the age of 18. Recent data
show that 51 million currently married women were child brides and it is predicted
that 100 million more will be married before the age of 18 over the next decade
(Mathur et al. 2003). In countries such as Niger, Bangladesh, Chad, Yemen, Ethiopia and Mozambique, more than 50 percent of girls are married before the age of
18 and in some parts of Nigeria and India girls are getting married at the age of
12 or younger. Research also shows that it is poverty, lack of education and a lack
of viable economic alternatives for young women that makes child marriage so prevalent—not culture. In fact, our research in India shows that when laws prohibiting
child marriage are combined with community education on the risks of child marriage and community interventions that include the participation of parents and
young people, the age of marriage can be increased by one year after only four years
of intervention (ICRW 2004). And other research in Nepal shows that even in communities where the average age of marriage for girls is less than 18, the desired
age of marriage as expressed by girls and their parents is much higher, which suggests that it is not culture but rather poverty and the lack of viable alternative options for girls that prevent families from acting upon their desires (Mathur et al.
2004).
Recommended Actions: To reduce women’s and girls’ vulnerability within marriage
requires that the President’s Plan for AIDS Relief must include:
1. An investment in a female controlled method of prevention, such as the female condom or microbicides (substances that women can use to prevent sexually transmitted infections). The female condom is currently too expensive
and as a result not accessible to women everywhere. And microbicides urgently need financial support to accelerate their clinical testing to establish
their effectiveness.
2. Interventions to increase the age of marriage and as a result reduce the incidence of child marriage in developing countries, respond to the unmet needs
of young married girls by investing in access to secondary schools, reproductive health services and information, and non-exploitative economic opportunities. In addition, support, community education initiatives on the risks of
child marriage that will protect girls and allow them to be healthy, to complete their education, and benefit from economic opportunities.
In addition, because child marriage is a widespread development problem that
needs immediate attention, I urge you, Mr. Chairman, to consider holding a hearing
on this important issue.
Violence Against Women: The second vulnerability that women face is violence—
both physical and sexual—that directly and indirectly increases their risk of infection to HIV and greatly constrains their ability to seek testing or treatment or look
after loved ones who are sick or dying. Statistics from the World Health Organiza-
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tion show that anywhere between 10 to 69 percent of women report physical abuse
by an intimate partner at least once in their lives and between 7 and 48 percent
of girls between 10–24 years of age report their first sexual encounter as being coerced (WHO 2004). In rural Peru, for example, 24 percent of young women said
their first sexual interaction was forced and 12 percent of girls in Jamaica who had
sex before the age of 20 said they had been raped. Just as there is an AIDS epidemic, there is an epidemic of violence against women that we have been ignoring
despite the fact that it has enormous health and economic consequences for women
and for the societies in which they live.
Forced or coercive sex presents a direct risk of HIV infection for women that cannot be prevented through any of the strategies currently promoted—A, B, or C. And
fear of violence and the threat of abandonment pose significant risks as well because
they significantly limit women’s ability to negotiate protection, leave a risky relationship, discuss fidelity, or access testing or treatment services. In a study conducted in Botswana and Zambia, ICRW found that the use of services to prevent
the transmission of HIV from infected mothers to their children was low because
women were afraid that the use of such services might expose them to stigma and
violence at a time when they are most vulnerable—during pregnancy (Nyblade and
Field-Nguer 2000). Women’s economic vulnerability and dependency on men makes
the threat of violence or abandonment a much more immediate danger than the possible risk of infection and illness five to seven years later.
The link between violence against women and HIV is so strong that a study in
Tanzania found that the experience of violence was a strong predictor of HIV status.
In this study, conducted among women who sought voluntary counseling and testing
services, younger HIV positive women (between 18–29 years) were almost ten times
more likely to report partner violence than similarly aged HIV-negative women
(Maman et al. 2002).
Recommended Actions: To reduce violence against women, the President’s Plan for
AIDS Relief must invest in:
1. The provision of post-exposure prophylaxis—antiretrovirals as prevention of
HIV infection—for all victims of rape. This must be made mandatory in all
programs funded by the U.S.
2. Communication programs that challenge prevailing beliefs about the acceptability of violence against women. There are several successful communications programs, such as Soul City in South Africa, that can be replicated,
which have successfully decreased the tolerance of violence against women.
3. A coordinated health sector response to violence against women. A broad
range of health services must address violence against women because
women exposed to violence are most likely to seek help at health facilities.
For example, voluntary counseling and testing (VCT) clinics should have the
ability to identify women who are at risk of violence upon disclosure of their
status and provide them with the necessary counseling and mediated disclosure sessions as a potential way to reduce tensions between partners and adverse consequences.
Property and Inheritance Rights: Women’s economic dependency and vulnerability
underlies much of their vulnerability in the AIDS epidemic because without economic leverage women cannot insist on protection against infection or fidelity in
their marriage or other relationships, nor can they leave a relationship they know
to be risky. Access to economic assets such as land and housing, provide an important way to assure women some economic security as well as a means of livelihood
and shelter—all of which are important ways to gain economic leverage. Land and
property can also serve as collateral for loans in times of crisis.
Yet, there are many countries in which women still do not have the right to own
or inherit land and property and even where such laws exist, they are often poorly
enforced. As a result women are not guaranteed the most basic economic protection
when faced with the death of a spouse or father and as a result can be left destitute
and homeless when they most need support and solace. There is now documentation
of property grabbing from and eviction of widows who have lost their husbands to
AIDS. Such actions are justified through the stigma attached to AIDS. The lack of
economic security at such a time greatly increases the probability that women will
sell sex for money in order to survive and to feed their children.
Beyond the direct economic benefits, recent research suggests that property ownership can protect against the risk of domestic violence. Research in Kerala, India
found that 49 percent of women with no property reported physical violence, whereas 7 percent of women with property did, even when controlling for a wide range
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of other factors such as household economic status, education, employment and
other variables (Panda 2002).
Recommended Actions: To provide women with economic security, the President’s
Plan for AIDS Relief must recognize that guaranteeing women and girls’ property
and inheritance rights as a cornerstone of AIDS prevention and care interventions
and must therefore:
1. Support legal literacy programs for women that make them aware of their
rights to own property in countries where this right is enshrined in the law;
2. Invest in paralegal services that help families affected by AIDS write wills
and create the legal documentation that makes property grabbing less likely.
In conclusion, let me reiterate that the increase in women’s HIV infections should
serve as a wake-up call to alter the current U.S. approach to AIDS prevention and
care—to expand it beyond the ABC approach to an ‘‘ABC-plus’’ approach that includes investments in programs to increase the age of marriage, provide services to
allow women as well as their spouses to be safe within marriage, reduce violence
against women, and assure women’s ownership and control of economic assets such
as land and housing. The disempowerment of women is killing women and men,
boys and girls in the developing world during their most productive years. Just asserting the need to abstain, be faithful, and use condoms is not enough to protect
women and girls from the ravages of the AIDS epidemic—we need more and we
need it now. Thank you.
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Chairman HYDE. Thank you, Doctor.
Mr. Ssempa?
STATEMENT OF MR. MARTIN SSEMPA, DIRECTOR, MAKERERE
YOUTH MINISTRY IN UGANDA, SPECIAL REPRESENTATIVE
TO FIRST LADY OF UGANDA’S TASK FORCE ON AIDS

Mr. SSEMPA. Thank you, Chairman Hyde and all of the distinguished Members of the International Relations Committee. I am
Martin Ssempa, a Ugandan Christian pastor and head of an abstinence program for secondary and university students which started
in 1988.
More than 10 years ago, as a student at Makerere University,
where I currently work, I watched my brother and sister painfully
die from AIDS. As a teenager, I, myself, was sexually promiscuous
and came to embrace the message of abstinence and faithfulness,
having watched the deaths of my brother and my sister. Right now,
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I am taking care of their orphans and looking at an older brother
who is HIV-positive.
With this in mind, I mince no words when I address my fellow
Ugandans every day, and I mince no words with you. The reasons
why other Africans and Ugandans are dying is because of sexual
promiscuity. That is what is killing us. I was heartened to see the
United States’ plan to invest more heavily in fighting AIDS in Africa, and do so in a way that not only reflects reality but respects
our nation’s culture and religion. By this, I mean the ABC approach, specifically, A and B components, and the plan to involve
faith-based organizations.
Unfortunately, it is mostly business as usual in Uganda, and AB
activists like me are increasingly getting frustrated. Let me say
that there are some good people at USAID headquarters that have
developed and promoted the ABC policy and are willing to listen,
but many people at the faith level are skeptical or biased and seem
not to like this policy.
When President Museveni assumed power in 1986, the country
was in chaos. We had no funds to purchase condoms, even if we
wanted to do so. Foreign advisers, including USAID and CDC, advised us that condoms was the only proven intervention and the
only way to prevent AIDS. But President Museveni was a skeptic.
He reasoned that even if condoms could prevent AIDS, there was,
and is, no way that an adequate supply could be assured in the
rural areas.
President Museveni and his wife believed that a better approach,
one suited to the realities of Africa, would be to return to traditions
of abstinence before marriage and fidelity after marriage. This was
later to be called the ‘‘ABC approach.’’
The national response involved the mobilization of all elements
of society. We all got together as a village, and it worked, and
Uganda has achieved a two-thirds decline in HIV infections, and I
understand that this has not occurred elsewhere, including America. President Bush recognized and embraced Uganda’s ABC model
as the foundation for PEPFAR. USAID actually adopted ABC as its
policy for prevention in late 2002, at least, for Africa. So you would
think everything would be fine, but it is not so.
USAID and the CDC still favor condoms and are largely skeptical of abstinence-and-fidelity programs. If Congress had not been
so wise as to make it law that one-third of the prevention must be
for abstinence, I am sure nothing would have changed with the donors in Uganda. But there are ways to get around the law, such
as giving abstinence funds to PSI.
PSI is the largest contraceptive social-marketing company in the
world. It has also generated controversy around the world for its
pro-condom promotion tactics. But PSI shares USAID’s philosophy
of condoms for everyone, even though many of us in Uganda feel
that this approach actually encourages promiscuity, the very behavior that has been killing us.
We have noticed that African countries that have the most
condoms also have the highest HIV/AIDS infection. Last year, in
conversations with PSI, I told them that I would not promote
condoms to youths because I see that as a ticket to death. One of
the PSI managers informed me that condom promotion was manda-
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tory, and if you are going to work together—our discussions in the
PSI boardroom came to an early end. I can name several abstinence groups which have not been funded because of their position
against promoting condoms. This, I believe, violates American law.
Mr. Chairman, USAID itself conducted an ABC country study of
six countries and has found that condoms alone cannot reduce
HIV/AIDS infection. There is a role for condoms, but it is not the
primary one.
USAID also financed the development of a national condom policy and strategy. This plan calls for placing a full-time condom officer in every one of our 56 districts. Unfortunately, it gives condoms
a privileged status in the fight against HIV/AIDS in Uganda.
USAID will say that we Ugandans want this plan, but the truth
is it is USAID that wants this plan.
Mr. Chairman, if USAID and PEPFAR really have an ABC policy, why did they not finance a national policy and strategy for abstinence and faithfulness, especially since USAID’s own ABC study
shows that A and B behaviors are essential?
I have here with me three documents that guide our national
AIDS-prevention program. I ask that the Committee allow me to
submit the key documents so that the Congress and the American
people can see some of the documentary evidence undermining
ABC. USAID provided technical assistance and funding for this key
document, yet these documents have virtually no abstinence or
faithfulness elements. If you look at earlier documents of this sort,
they were full of abstinence and being-faithful objectives and impact indicators.
[The information referred to follows:]
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Mr. SSEMPA. I do not want to end on a negative note. The new
leadership of the Global Health Bureau, as well as Ambassador
Tobias, seem to be committed to seeing ABC policy implemented in
the way intended. We Ugandans look forward to working with
USAID and PEPFAR in solving the problems that I have described.
I would also ask Congress that they would support and fund a
draft AB policy which will multiply the AB initiative that has been
developed in Uganda across the country and across the world.
Thank you, Mr. Chairman.
[The prepared statement of Mr. Ssempa follows:]
PREPARED STATEMENT OF MR. MARTIN SSEMPA, DIRECTOR, MAKERERE YOUTH MINISTRY IN UGANDA, SPECIAL REPRESENTATIVE TO FIRST LADY OF UGANDA’S TASK
FORCE ON AIDS
I AM MARTIN SSEMPA, A UGANDA COLLEGE MINISTER.
MORE THAN 10 YEARS AGO, AS A STUDENT AT THE SAME UNIVERSITY
WHERE I TEACH, I WATCHED MY BROTHER AND SISTER PAINFULLY DIE
FROM AIDS.
AS A TEENAGER I WAS SEXUALLY PROMISCOUS AND ON THE SAME
PATH TO DEATH AS MY BROTHER AND SISTER. THEN I CAME TO UNDERSTAND AND EMBRACE THE MESSAGES OF ABSTINENCE AND FAITHFULNESS.
FOR THESE REASONS I MINCE NO WORDS WHEN I ADDRESS MY FELLOW
UGANDANS AND I SHALL MINCE NO WORDS WITH YOU. THE REASON
UGANDANS AND OTHER AFRICANS ARE DYING IS BECAUSE OF SEXUAL
PROMISCUITY. THAT IS WHAT IS KILLING US. FOR THESE REASONS I WAS
HEARTENED TO SEE THE UNITED STATES’ PLANS TO INVEST MORE HEAVILY IN FIGHTING AIDS IN AFRICA, AND DO SO IN A WAY THAT NOT ONLY
REFLECTS REALITY BUT THAT RESPECTS OUT NATION’S CULTURE AND
RELIGION. BY THIS I MEAN THE ‘‘ABC’’ APPROACH, SPECIFICALLY A AND
B UNFORTUNETLY, THE USAID AND CDC AGENCIES CONTIUNE TO PROMOTE PROMISCUITY AND CONDOMS, AND ARE NOT ALLOWING FAITHBASED ORGANIZATIONS TO HELP US. IT IS BUSINESS AS USUAL HERE, WE
ARE BEGINNING TO LOSE HOPE WE IN AFRICA NEED TO CHANGE OUR BEHAVIOUR AND US REPRESENTATIVES IN UGANDA AND OTHER AFRICAN
COUNTRIES NEED TO ACTIVELY IMPLEMENT THE ABC PROGRAM PRESIDENT BUSH AND CONGRESS HAVE APPROVED, WITH THE GREATEST EMPHASIS ON THE A AND B.
WHEN PRESIDENT MUSEVENI AND HIS WIFE ASSUMED POWER FROM
IDI AMIN IN THE MID 1980’S THE COUNTRY WAS IN CHAOS. ALL FOREIGH
ADVISORS HAD FLED. WE HAD NO FUNDS TO PURCHASE CONDOMS EVEN
IF WE WANTED TO SO. THEREFORE, THE MUSEVENIS SPOKE TO THEIR
PEOPLE IN THE SAME WAY THEY SPOKE TO THEIR CHILDREN ABOUT HIV/
AIDS. ‘‘ABSTAIN AND YOU WILL NOT GET IT (MEANING HIV/AIDS)’’ AND BE
FAITHFUL TO ONE UNINFECTED PARTNER AND YOU WILL NOT GET IT.’’
AT THE TIME WE CALLED THE ‘‘B’’ MESSAGE ‘‘ZERO GRAZING’’ MEANING
GRAZE IN YOUR OWN YARD AND NOT IN YOUR NEIGHBORS YARD.
PRESIDENT MUSEVENI ACTUALLY TRAVELLED FROM VILLAGETO VILLAGE WITH A BULLHORN DELIVERING THE ABC MESSAGE WITH AN EMPHASIS ON A AND B. HE ADDED THAT IF YOU DID NOT ADHERE TO HIS
WARNING YOU WOULD ‘‘D’’ DIE.
THE FIRST LADY OF UGANDA WAS VOCAL ABOUT THE PROGRAM AND
ALL PUBLIC AND MANY PRIVATE AGENCIES WERE INVOLVED AND HAD
THEIR OWN OBJECTIVES AND WORK PLANS. THE HEALTH MINISTRY, THE
LOCAL HEALTH AGENCIES, THE SCHOOLS, THE CHURCHES AND OTHER
FAITH BASED ORGANIZATIONS, THE NEWSPAPERS AND THE RADIO—ALL
WERE INVOLVED. AND THE PROGRAM WORKED. HIV/AIDS INCIDENCE
RATES FELL IN THE LATE 1980S AND THE HIV/AIDS PREVALENCE RATE
FELL FROM 21% IN 1992 TO AROUND 6% IN 2002. I KNOW OF NO OTHER
COUNTRY WHICH HAS CUT ITS HIV/AIDS PREVALENCE RATE BY TWOTHIRDS.
PRESIDENT BUSH SAW AND EMBRACED THE UGANDA ABC PROGRAM
AND MADE IT THE PRESCRIBED HIV/AIDS PREVENTION METHOD FOR THE
UNITED STATES. THE ABC PREVENTION METHOD WAS INCLUDED IN THE
PEPFAR PLAN WHICH WAS APPROVED BY THE WHITE HOUSE AND CON-
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GRESS. SO YOU WOULD THINK EVERYTHING WOULD BE GOOD. RIGHT?
WRONG.
TODAY WE FACE A NEW ENEMY IN THE FIGHT AGAINST HIV/AIDS NOT
ONLY IN UGANDA BUT IN ALL THE OTHER AFRICAN COUNTRIES. THAT
ENEMY IS THE WESTERN BELIEF THAT CONDOMS CAN END THE HIV/AIDS
EPIDEMIC.
AS YOU NOW KNOW, THE UGANDA ABC PROGRAM HAS PRODUCED SPECTACULAR RESULTS. CONDOM SOCIAL MARKETING, THE PRIMARY HIV/
AIDS PREVENTION METHOD PROMOTED BY THE US AND OTHER WESTERN
DONORS FOR THE LAST 18 YEARS HAS NOT WORKED. IN FACT, IN MARCH
2004 UNIVERSITY OF CALIFORNIA PROFESSOR NORMAN HEARST AND SAN
FRANCISCO DEPARTMENT OF HEALTH EPIDEMIOLOGIST SANNY CHEN REPORTED IN THE JOURNAL ‘‘STUDIES IN FAMILY PLANNING’’ THAT EXTENSIVE COMPUTERIZED SEARCHES OF SCIENTIFIC CONFERENCE PRESENTATIONS AND PROFESSIONAL JOURNALS UNCOVERED NO EVIDENCE
THAT CONDOM SOCIAL MARKETING HAS STEMMED THE DISEASE IN A
GENERAALIZED EPIDEMIC IN ANY COUNTRY IN THE WORLD.
SO, WHAT IS THE PROBLEM? THE PROBLEM IS THAT MOST OF THE PEOPLE IN USAID AND CDC DO NOT LIKE THE ABC MESSAGE. THEY LIKE THE
CONDOM SOCIAL MARKETING MESSAGE.WHY? WHY?
I BEILEVE IT’S BECAUSE THE UGANDA ABC PROGRAM WAS ESTABLISHED BY AFRICANS FOR AFRICANS. THIS ANGERS MANY SO CALLED
‘‘PROFESSIONALS’’ IN THE AIDS COMMUNITY WHO HAVE PROMOTED
CONDOM SOCIAL MARKETING.
AIDS PREVENTION IS NOW A BILLION DOLLAR INDUSTRY BASED UPON
SUPPLYING HIV PREVENTION PROGRAMS THAT CENTERS ON THE DISTRIBUTION OF CONDOMS.
ABSTINENCE AND BE FAITHFUL DOES NOT GENERALLY FIT IN WITH
THE WORLD VIEW OF MANY IN THE AIDS COMMUNITYU AND THEIR LIKE
MINDED FRIENDS.
SO WHAT HAVE THE USAID AND CDC PERSONNEL DONE IN UGANDA
AND OTHER COUNTRIES TO DEFEAT ABC AND PROMOTE CONDOM SOCIAL
MARKETING.
1. THEY DISCONTINUED FUNDING A, B, AND ABC PLANS. I HAVE WITH
ME AND HAVE PROVIDED TO YOU COPIES OF THE LATEST 3 HIV/AIDS PREVENTION PROGRAM PLANNING DOCUMENTS THAT HAVE BEEN PAID FOR
AND/OR SUPPORTED BY USAID. THEY ARE BEREFT OF AB OR EVEN ABC
ACTIVITIES.
2. THEY GAVE FUNDING TO PSI, A CONDOM SOCIAL MARKETING FIRM
TO BE A PRIMARY ABSTINENCE PROVIDER.WHAT A JOKE THIS WOULD BE
IF LIVES WERE NOT AT STAKE. HOW CAN THE LEADING SOCIAL CONDOM
MARKETING AGENCY BECOME AN ABSTINENCE ADVOCATE OVERNIGHT?’’
3. BY USING PSI IT ALLOWS THEM TO TURN AWAY FAITH BASED
GROUPS. I WAS REFERRED BY US OFFICIALS TO PSI. WHEN I TOLD THEM
I WOULD NOT PROMOTE CONDOMS BECAUSE MY CONSCIENCE SAYS DISTRIBUTING CONDOMS TO KIDS IS ‘‘A TICKET TO DEATH’’ ONE OF THE PSI
MANAGERS INFORMED ME ‘‘IF WE ARE GOING TO WORK TOGETHER...WE
HAD TO INCLUDE CONDOMS AS A COMPONENT OF OUR PREVENTION.’’ I
CAN NAME A HALF DOZEN ABSTINENCE GROUPS WHICH HAVE NOT BEEN
FUNDED BECAUSE OF THEIR POSITION AGAINST CONDOMS.
4. US GOVERNMENT PERSONAL ARE NOW ATTEMPTING TO ENCODE THE
USAID-FUNDED NATIONAL CONDOM POLICY AND STRATEGY INTO UGANDA LAW WHICH WOULD JUSTIFY MORE SPENDING ON COMDOM DISTRIBUTION AND MAKE IT HARDER FOR ABSTINENCE GROUPS TO COMPETE.
NOW YOU MIGHT ASK ‘‘BUT WHY ARE THE USAID AND CDC GROUPS SO
INFLUENTIAL IN UGANDA. WHY DOESN’T THE UGANDA GOVERNMENT
TAKE ACTION AGAINST THESE AGENCIES IF THEY FEEL SO STRONGLY
ABOUT THIS ISSUE?
IN UGANDA AND IN MANY OTHER POOR AFRICAN COUNTRIES MORE
THAN HALF THE REVENUES COME FROM OVERSEAS DONORS WITH THE
US BEING THE PRIMARY DONOR. IN ADDITION, USAID AND CDC FUND INDIVIDUALS AT INTERNATIONAL RATES WHICH ARE TYPICALLY MANY
TIMES WHAT THESE PEOPLE WOULD OTHERWISE EARN. MAKE NO MISTAKE ABOUT IT, YOU AND YOUR IN-COUNTRY REPRESENTATIVES ARE
VERY, VERY INFLUENTIAL.
TODAY THE ABSTINENCE MESSAGES ARE GONE. GONE ARE THE ‘AIDS
KILLS’ ADS WARNING TEENAGERS TO ABSTAIN. GONE ARE THE SIGNS
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THAT ONCE WARNED TRUCK DRIVERS TO ‘‘DRIVE HOME TO THEIR
WIVES.’’ THE ABSTINENCE BILLBOARDS HAVE BEEN REPLACED WITH
NEW BILLBOARDS ADVERTISING CONDOMS WITH SLOGANS LIKE ‘‘SO
STRONG, SO SMOOTH.’’ AND THE HIV/AIDS RATE HAS BEGUN TO TICK UPWARDS. IN THE RAKAI DISTRICT WHERE CONDOM PROMOTION OVERSHADOWS THE PROMOTION OF ABSTINENCE AND MARITAL FIDELITY,
USAID HAS INCREASED THE LEVEL OF CONDOM USE ONLY TO FIND THAT
THE RATE OF NEW INFECTIONS, WHICH HAD BEEN DECLINING, IS NOW
BACK ON AN UPWARD TREND. NEW INFECTIONS AMONG MEN HAVE INCREASED BY 50% OVER A DECADE AGO.
CONGRESSMEN AND CONGRESSWOMEN I ASK ONLY ONE SIMPLE
THING. PLEASE RESPECT US AS PEOPLE. PLEASE RESPECT THE WISHES
OS OUR PRESIDENT AND FIRST LADY. PLEASE RESPECT OUR CULTURE.
ASK YOUR AGENCIES IN UGANDA AND ELSEWHERE TO IMPLEMENT THE
ABC PROGRAM PRESENTED BY THE WHITE HOUSE AND APPROVED BY
CONGRESS. MANY MORE OF US WILL DIE UNLESS YOU DO. MANY OF US
WILL BE SAVED IF YOU DO.

Mr. SMITH OF NEW JERSEY [presiding]. Thank you very, very
much.
Ms. Watson has to leave for an important engagement, so I
would like to yield to her before going to Ms. Burkhalter.
Ms. WATSON. I certainly want to thank the Chair and the two
witnesses, in particular. And, Ms. Burkhalter, I am sorry, I will not
be here to hear your testimony, but this question goes to Dr.
Gupta.
I think you make a real understandable case about the role
women play. Could we look at the role men play in the Indian societies since they are dominant? And young women are to be virgins
when they marry and so on, so they control.
Would it be helpful, and I just need your comment, to focus on
males to try to change their cultural thinking in how they treat
women?
And then, Mr. Ssempa, I do know that in south-Saharan Africa,
maybe down in South Africa itself, that there was a belief that a
male having sex with an infant would then address the spread of
AIDS. My real troubling concern is how do you change these cultural patterns: The domination men have over the women; the fact
that young women, as young as 13 and 14, are getting married in
India and in Africa; and could we put a minimum age limit that
a young woman would have to be to be married on the continent?
And then, Dr. Gupta, if you could talk about focusing on male
behavior, his societal role, and what we could do.
May I start with Dr. Gupta first?
Ms. GUPTA. Thank you for that very important question.
I think that societal definitions of male and female roles are defined by all of society. While it is important to target educational
messages to men and boys about responsibility and respectful behavior toward women, it is equally important to ensure that
women get the same messages and that women are empowered to
be able to have access to economic resources and education so that
they can, in fact, change their own roles.
Part of the problem is the domination continues because women
do not have access to economic opportunities. They do not have the
same access to jobs, to secure jobs, the same levels of income; they
cannot, as I said, own and inherit and control property; there are
still huge gender gaps in most countries in the developing world in
education, particularly secondary education; and it is those factors
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that we can, in fact, change through policy and through sort of
prioritizing investments that can make a huge difference in the
way in which women’s roles are perceived in societies.
So even though cultural norms may define male and female roles
in particular ways, policies can make a huge difference in changing
those roles and how they are perceived by ensuring an equal distribution of key assets and resources to both men and women.
Ms. WATSON. Are you talking about policies that come from government, governmental policies?
Ms. GUPTA. Yes, from the governments, the national governments, as well as from development-assistance dollars that flow
into those governments. A lot of our development-assistance dollars
that flow into countries like India do not necessarily have attached
to them any conditions about an equal distribution to programs
that benefit both women and men.
Ms. WATSON. Thank you. That is something that we can take
into consideration.
Mr. Ssempa?
Mr. SSEMPA. Thank you very much. The question regarding why
older men would molest little girls in a bid to get a cure for HIV
has been known in southern Africa and sub-Saharan Africa, and
the cause is bad advice, or sometimes traditional healers giving bad
advice to their clients that if they would deflower or defile or sexually abuse a little baby, they would get healed.
The solution to this is both two ways: Training and educating the
traditional healers, reaching them. As Ambassador Tobias talked
earlier, it is necessary to reach the source of the bad advice that
it will be discouraged. Secondly, it is putting in place laws. We
have a law in place in Uganda that could be emulated, especially
in dealing with the same situation that has been mentioned here
of defilement or sexual abuse with the age of consent at 18.
We have made a law in Uganda that sex for any young woman
beneath 18 breaks the law, and right now our jails are filled with
young men between 15 and 25 who could not control themselves.
And it also gives the importance of teaching the message of character education of abstinence. That is why it is also critical to teach
the behavior change level. Thank you.
Ms. WATSON. If I may just comment, I hear over and over again
that there is a role for the traditional healers to play in our programs, and this is something that we might want to address as a
Committee. I appreciate that. I have seen the results of the work
they do in various areas of Africa.
Dr. Gupta, is there a national policy on the age, or does it go
state by state, that a young person can marry, particularly a
woman?
Ms. GUPTA. Are you asking about India specifically?
Ms. WATSON. India specifically.
Ms. GUPTA. India has a legal age of marriage that is 18, but it
is not enforced as strictly as it should be. That is the problem.
In most countries, there is a legal age of marriage that is defined
as adulthood, that children can only be married when they are
adults, but that is not always enforced, and that is part of the
problem, is it is not enforced.
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So you have laws on the books that are not enforced. We have
to strengthen the enforcement mechanisms, but one of the ways to
do that is to invest in community-education initiatives to try and
explain what the risks of child marriage are, in addition to making
sure that children have access to schools and to economic opportunities so that parents do not feel the need to get them married because there is nothing more to do with them once they have passed
a particular age.
Ms. WATSON. Thank you so much.
Ms. GUPTA. It is more borne out of poverty, ma’am.
Ms. WATSON. Yes. Thank you so much, and thank you, Mr.
Chairman.
Mr. SMITH OF NEW JERSEY. Ms. Burkhalter?
STATEMENT OF MS. HOLLY J. BURKHALTER, U.S. POLICY
DIRECTOR, PHYSICIANS FOR HUMAN RIGHTS

Ms. BURKHALTER. It is an honor to be here, sir. Thank you for
waiting it out. It has been a long hearing, and I know you have
the attention span for a much longer one, but I will not keep you
here too much longer.
I did want to say a few words about an issue that Chairman
Hyde mentioned as one of the three areas of focus for this hearing,
which is the scarcity of the skilled health workforce in Africa.
You know, in thinking about what the President’s Global AIDS
Initiative has accomplished, it occurs to me that the President’s
State of the Union address in 2003 and this Committee’s initiation
of the U.S. leadership legislation that put that vision into operation
were based on a fundamentally radical and humane premise. That
radical premise was the notion, accepted by few around the world,
that poor people with AIDS in Africa should live and not die. And
the reason why I say it was a radical premise is that most donors
and much of the world had simply written off sick people or people
who were not yet symptomatic, but people with AIDS, and particularly in Africa, millions and millions of them. Everyone’s focus was
on prevention, which, of course, is essential in the fight against the
pandemic.
But the concept that an expensive medication could be available
to people in countries where national health budgets were pennies
per person per year was a truly radical notion. The reason I say
‘‘radical’’ and not ‘‘naive’’ is that it was based on the premise that
we will offer treatment—the President and the Congress set an
ambitious and extraordinarily brave treatment target—we will
offer treatment, and we will build the infrastructure to offer it and
to reach the poorest. We will build it as we go. That is exactly what
PEPFAR has tried to do, and I salute them for it.
However, the scope of the problem of scarce, skilled health workers in Africa is so vast that even that brave and humane and radical goal, that we will build infrastructure as we go, has to include
very substantial building materials and a sort of ‘‘PEPFAR II,’’ a
second phase, to make that build-as-you-go a reality and to permit
the treatment and prevention and care initiatives that are now a
part of the international approach to the pandemic in Africa,
thanks to the leadership of our country.
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Let me give you a sense of the scope of the problem. The Harvard-based, international research effort to try to get a handle on
what the skilled, health workforce crisis looked like says that Africa, which has about 600,000 nurses and doctors and pharmacists,
needs a million more to even begin to reach the minimal humane
targets in infectious disease, maternal health, and child survival.
A million more. That means a tripling of the numbers we have
now. But at the rate we are going, Africa is losing health workers,
not gaining them, and no amount of training and technical-skill
transfers can really fundamentally change that dreadful and dire
arithmetic.
Let me tell you what it looks like in one particular country because the figure, a million workers needed, does not really resonate; it is simply too big. It is like the figures of genocide in Rwanda or Sudan. The bigger they get, the less meaning they have, and,
thus, the less-creative and workable policies we come up with to
deal with them. It is just too big.
This is how it looks in Tanzania. The Joint Learning Initiative
that I was speaking of notes that Tanzania, which has a relatively
high density of workers among African countries—so we are better
off in Tanzania for health workers than in many places—faces a
shortfall of 35,000 workers to reach the threshold needed. To fill
this gap by 2015, to reach the maternal health child survival goals
and infectious disease goals that I was referring to, it would take
an average annual production of 3,500 physicians, nurses, and midwives.
But current levels of production in the country are less than onefifth this number, with about 90 physicians and 550 nurses, and
that does not even take into account brain drain, outmigration, or
the push factors of unsafe workplaces for nurses and doctors, where
you do not have occupational safety: Gloves and new syringes, and
all of the other things that we take for granted here.
Add the other push factors, which include poor management, not
getting paid on time, no respite, no healthcare, no vacation days,
no paid vacation days, and you can understand why the new graduates of nursing institutions around the continent leave to get better salaries immediately. It does not help that foreign countries are
recruiting heavily to make up for our own scarcities, particularly
in the nursing corps.
South Africa sends approximately 3,000 nurses annually to the
U.K. alone. So the poorest countries in the world train doctors and
nurses for the richest countries in the world. Now, something has
to be done about that, and it is going to have to go beyond
PEPFAR’s very valiant efforts to date.
By the way, I would like to take this opportunity to thank Ambassador Tobias and his staff for their constant willingness to talk
to the human rights and the health-activist community. We have
never been turned away, to my knowledge, from their door. They
are very attentive to the health workforce problem. They know it
far better than we do. It is a small staff, and they are working
around the clock, but the situation with regard to the health workforce in Africa that they inherited with their bold and brave experiment simply is not going to work for them or for any other health
need on the continent.
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Accordingly, I have some recommendations for sort of PEPFAR
II, if you will, but it is not just limited to treating AIDS and tuberculosis and malaria, though it is desperately needed for those infectious diseases.
Ms. WATSON. Mr. Chair, can I ask the speaker to yield for a
minute for a question?
Ms. BURKHALTER. Certainly.
Ms. WATSON. Since we have been talking about the traditional
healers, and they seem to be everywhere, in every social group, society, could we use them, work with them, to give them some very
menial skills to work, particularly in the rural areas, work with the
populace? Would you comment on that, just to increase the numbers?
Ms. BURKHALTER. That was part of my testimony. If you have to
leave, I would be glad to jump ahead.
Ms. WATSON. Yes, please.
Ms. BURKHALTER. It is not just traditional healers. The bulk of
AIDS care is being delivered by family members or community
health workers, and it is an inestimable resource. Many countries
depend heavily upon their volunteer health workforce.
It depends on the country, but those that have no potential to
begin to graduate the number of nurses and mid-level professionals, in particular; many of these countries do not have nursing
schools. The local health workers, community caregivers, and family members and relatives are an essential component. And, yes, indeed, they can take on very important aspects of not just AIDS
care but other health initiatives, but not without training and resources and some kind of remuneration.
Without providing home healthcare workers, for example, something back, it can actually exacerbate gender discrepancies and disparities and poverty disparities because women, in particular, who
bear the burden of this care, sink further and further down. They
are sick themselves, and without something to help them, some
supplies and some kind of a stipend, they cannot be expected to
take the place of nurses and doctors and all of the other elements
of a functioning health system.
Along with that recommendation, which we have included in our
testimony, I wanted to talk about some other things, that this new
initiative could do. I would like to see a new Presidential Initiative,
to make the first one even better than it is and to help it work and
achieve and exceed the ambitious treatment care and prevention
goals that it has. But also to address the terrible and completely
unnecessary rates of mother death in childbirth and baby death before the age of 5, for which the health worker shortage plays a
great role in those daily and hourly tragedies, are the things we
could look at in a new, global health initiative that would be the
third, global foreign-aid initiative on President Bush’s watch, but
I think this Committee and the President are fully capable of expanding their generous vision to include this essential piece, which,
you know, if we had done it really right, we would have put the
horse in front of the cart—AIDS drugs.
But if we had not, and you had not had, the extraordinarily helpful vision that we should not wait until we have developed everything we needed to do AIDS interventions properly, we are going
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to start it now. If we had waited to just build health infrastructure,
we would still be waiting. More importantly, Africans would still be
waiting, because we do not have the kind of political force that is
needed around the issue of scarce health workers. It is a really
tough issue to get at. It is all tangled up in good governance, and
solutions to the problem involve better governance and better assistance with better governance, computer databases of health
workers and personnel.
There are some things that are not rocket science but that could
immeasurably help countries keep track of their workers. These
things would help with graft and corruption. Payrolls are notorious
places where money disappears—but some of the loss is not because of corruption and venality. It relates to literally not having
the skills of governance and the tools of governance. I think
PEPFAR can help provide those skills, along with other training.
But, you know, without some way to get at the fundamental
problem that contributes to outmigration of health staff from Africa
to richer countries, some way or another you are going to have to
get to poor salaries, low salaries, and we, as donors, do not do that.
We do not pay salaries for health workers, and ‘‘we’’ meaning donors in this country, particularly, do not pay salaries in the public
sector.
But the problem is, if you introduce new initiatives, you do not
have a larger pool of workers. We do not have recruitment strategies and scale-up for workers that are desperately required to do
these new duties and use these new drugs that are now being supplied by the United States and the Global AIDS Fund and others.
So what happens? Well, health workforce issues are so interrelated that you can unwittingly do harm while doing good. For example, there was an American university AIDS research program
based in Malawi. The first thing they did when they entered the
country was hire 60 nurses off the public health wards, leaving
hundreds and thousands of patients with no nurses. So what that
means in terms of AIDS prevention is that if a mom is giving birth
and bleeding out over here on this side of the ward, and there are
25 other mothers giving birth, who is going to deliver the
naviropene to prevent the mother-to-child, and that is if they know
about it and have it?
I do not mean to put it so graphically, but truly, not enough
nurses means that you cannot load them up with new duties. It is,
indeed, upon the nurses and the midwives and the mid-level health
professionals that most of those duties fall. There must be more of
them. There must be hundreds of thousands more of them. The African countries can neither recruit them from schools nor keep
them once they graduate unless there is a system of remuneration
and credentialing and support and management and safe workplaces for them to work in so that they will want to stay.
Well, I have gotten to some of my recommendations and not all
of them. I am going to stop now because we are out of time, but
I just want to say a personal word to you, Chris, and to you, Ms.
McCollum. When did you come to Congress, Chairman Smith?
Mr. SMITH OF NEW JERSEY. In 1988.
Ms. BURKHALTER. Well, I got here before you did but just barely.
We have worked together for 25 years and during that time, I have
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never seen the across-the-political-spectrum collaboration and hope
and goodwill and optimism and energy that I have seen around the
creation of the U.S. Leadership Bill.
Sure, there are plenty of things to argue about, and we heard
about some of it today, as Congressman Lantos said. The Members
of the Committee, I think, recognizing that all of these initiatives
are needed—and everybody who is serious about prevention knows
that—and as a mother of two young daughters, I sure hope the
schools they are going to are talking about boy responsibility and
about abstinence and faithfulness. And I certainly hope that people
at risk, whatever their situations are, are getting exactly the strategies and the choices that they need to keep themselves safe and
to keep themselves alive and well.
So we could dissipate the energy and the optimism and the
funds, and we could lose that big tent and that consensus that was
so extraordinarily carefully crafted by you and by the Chairman
and by Mr. Lantos and your colleagues—the issues that I think are
not unimportant or insignificant at all—but compared to the billions of dollars that are now going, I think it is chicken feed. I really do, and I think we need billions more, and if we could just hang
on to the vision that animated the President and you, we will get
the billions, and we will have 100-percent support like you did the
last time around. We are here to help you do it. Thank you.
[The prepared statement of Ms. Burkhalter follows:]
PREPARED STATEMENT

OF MS. HOLLY J. BURKHALTER, U.S. POLICY DIRECTOR,
PHYSICIANS FOR HUMAN RIGHTS

Chairman Hyde, Representative Lantos, and Members of the Committee: Thank
you for inviting me to testify at today’s hearing on the HIV/AIDS and the U.S. Response. I am honored to be here. My name is Holly Burkhalter and I represent Physicians for Human Rights, a US nongovernmental organization that employs the
skills and the voice of the medical and scientific profession in the service of international health and human rights. I am grateful for the assistance of my colleague,
Eric Friedman of Physicians for Human Rights, in the preparation of this testimony.
Just a few years ago the concept of providing antiretroviral drugs, which at the
time cost more per capita per day than poor governments spent on health per capita
in a year, was largely a fantasy. But the drop in the price of antiretroviral drugs
and development of generic medicines of the past five years, the extraordinary commitment of resources by President Bush and the United States Congress, and the
creation of a major new international financing mechanism to confront the pandemic, the Global Fund to Fight AIDS, Tuberculosis, and Malaria, have transformed
HIV/AIDS for some in sub-Saharan Africa, Asia, and the Caribbean into a manageable disease.
If access to treatment had been withheld from poor countries until they secured
the health infrastructure they needed to provide basic primary health care to all,
as well as manage an immense HIV/AIDS case load with medicines largely unknown to them, those countries would be waiting for antiretrovirals to this day. Fortunately, the vision of treatment activists and now major donors as well has been
to ‘‘build it as we go.’’ Accordingly, the President’s Emergency Plan for AIDS Relief
(PEPFAR) has provided technical assistance, supplies, training, drugs, laboratory
equipment, and other resources to countless hospitals and clinics in the fifteen focus
countries to create capacity to scale up prevention and care, and graft antiretroviral
therapy onto existing health services.
That approach has helped enlarge the number of people receiving anti-retroviral
treatment in sub-Saharan Africa from 50,000 in the end of 2002 to 310,000 in December 2004.1 But it has become increasingly clear that donors and national govern1 Office of the US Global AIDS Coordinator, Engendering Bold Leadership: The President’s
Emergency Plan for AIDS Relief: First Annual Report to Congress (March 2005), at 35. Available
at: http://www.state.gov/documents/organization/43885.pdf; World Health Organization, ‘‘3 by 5’’
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ments must simultaneously confront, ameliorate, and eventually remedy Africa’s
disastrous shortage of trained health care workers. As Ambassador Tobias indicated
in his first report to Congress in August of 2004, ‘‘Without a large increase in
trained health workers, the human capacity to deliver ART [anti-retroviral therapy]
and other therapies will simply be absent.’’ 2
While the dearth of health workers is undermining the huge scale up of HIV/AIDS
prevention, care, and treatment that Africa needs so desperately, conversely the emphasis on HIV/AIDS services is drawing resources away from other vital health
services that are also in short supply. For example, at the 970-bed the Lilongwe
Central Hospital in Malawi, only 169 nurses were practicing in mid-2004, compared
to the 520 nurses whom the hospital was authorized to employ. The hospital’s
former staff of 38 laboratory technicians had fallen to only six. The nurses and laboratory technicians were moving to HIV/AIDS programs sponsored by NGOs and
overseas universities, precipitating a staffing crisis at this major national referral
hospital.3
The health worker shortage may be newly visible to HIV/AIDS activists like me,
but it is far from a new problem. Funding for public heath in Africa by national
governments has been largely stagnant for decades, and ‘‘brain drain’’ of doctors and
nurses who migrate to the West has in some countries approached the number of
new health worker graduates. Today, Africa faces one of the greatest threats to
health and survival in human history—the HIV/AIDS pandemic—but it is in a poor
position to confront it. Adding new duties such as AIDS counseling, testing, and
treatment to an overburdened health work force without a commitment to dramatically enlarge their numbers will not only undermine new AIDS treatments initiatives, it has the potential to weaken fragile public health systems and erode other
primary health activities.
Physicians for Human Rights and the many activist organizations with whom we
collaborate want PEPFAR to succeed. Accordingly, we are calling for a second Presidential initiative for health in Africa to accelerate the recruitment, retention, training, and rational deployment of skilled health workers while simultaneously continuing to scale up prevention, care, and treatment of HIV/AIDS so as to meet and
exceed the President’s 2–7–10 goals and other health goals. We appeal to President
Bush and Congress, who have made PEPFAR a reality, to take the fight against
HIV/AIDS and other infectious diseases to the next level. We challenge you to develop and fund a ‘‘Global Health Workforce Initiative’’ to help AIDS-burdened countries recruit, retain, and support large numbers of African health professionals, and
link them to a trained and supported network of community health workers and
home health care givers.
Africa’s health worker shortage requires Congress and the executive branch to accelerate and scale up current health systems initiatives and to envision and administer new ones. The crisis requires strategic planning in collaboration with national
governments, international organizations, and other donors. American leadership
will be needed to permit a loosening of acroeconomic constraints on governments’
ability to spend their own and donors’ contributions on health and health worker
salaries. New programs should specifically invest in public health systems, and
plans must be made to ‘‘Africanization’’ PEPFAR-funded treatment, care and prevention initiatives. Durable solutions to the health worker shortage must include investing in African health professionals and giving them incentives to stay home
where they are needed most. It means empowering African medical and nursing
schools to recruit, train, and provide continuing education. And it will require that
the U.S. and other Western countries that recruit African health workers adopt an
ethical approach to the brain drain.
Background: Africa’s Health Worker Shortage:
Last spring my colleague Eric Friedman visited Rietvlei District Hospital in the
Eastern Cape, which is South Africa’s most rural province. The hospital superintendent told him that without more doctors, the hospital would be unable to proProgress Report: December 2004 (2005) at 11. Available at: http://www.who.int/3by5/publications/
en/progressreportfinal.pdf.
2 Office of the Global AIDS Coordinator, Bringing Hope and Saving Lives: Building Sustainable HIV/AIDS Treatment (August 2004), at 12. Available at: http://www.state.gov/documents/
organization/36287.pdf.
3 Adam L. Kushner, Steven J. Mannion & Arturo P. Muyco, ‘‘Secondary Crisis in African
Health Care,’’ letter. Lancet (May 1, 2004) 363: 1478. Kenya’s health ministry has expressed
concern that donor focus on HIV/AIDS has left other health priorities, such as malaria and reproductive health, receiving little attention, reducing Kenya’s prospects of achieving the Millennium Development Goals. ‘‘HIV/Aids Hogs Cash As Other Sectors Suffer,’’ East African Standard (Nairobi, Kenya), March 30, 2005.
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vide anti-retroviral therapy on any significant scale, even though the government
had designated the hospital as the AIDS treatment center for its district of 180,000
people. Eric learned first-hand that without a significant increase in African health
workers, ART capacity simply cannot be managed by some of the poorest clinics and
hospitals.4
The health worker shortage in Africa that is now in the public eye because of the
AIDS pandemic has also been a key factor in other health emergencies, including
the continent’s tragically high rate of maternal mortality. In sub-Saharan Africa, a
woman’s lifetime risk of maternal death is 1 in 16, compared to 1 in 2,800 in rich
countries.5 According to the World Health Report 2005—Make Every Child and
Mother Count, ‘‘Putting in place the health workforce needed for scaling up maternal, newborn and child health services towards universal access is the first and
most pressing task.’’ 6
The United Kingdom’s Commission for Africa, noting this disparity in its recent
report, recommends that African countries and donors unite to add 1 million health
care workers to Africa within a decade, nearly tripling Africa’s health workforce.7
The Commission estimates that Africa requires an immediate annual increase of
$10 billion, rising to at least $20 billion, in donor assistance to the health sector,
including health worker specific needs such as pre-service training and salary.8
The health worker shortage has multiple origins, including massive under-investment in health systems, inadequate attention to human resource policies, the death
of health workers and enormous burden of care created by the HIV/AIDS pandemic,
and deficits in the health worker education system. These problems, in turn, underlie the large-scale migration of health professionals from Africa to wealthier countries, such as the United States and United Kingdom. In some countries, the majority of physicians are leaving, and the number of nurses emigrating has skyrocketed
in the past decade.
In the absence of comprehensive data, country examples and anecdotes highlight
the scope of this ‘‘brain drain.’’ As of 2001, only 360 of the 1200 physicians trained
in Zimbabwe during the 1990s were still practicing in the country.9 In 2002/2003,
more than 3,000 nurses trained in South Africa, Zimbabwe, Nigeria, Ghana, Zambia, and Kenya registered in the United Kingdom.10 In 1999, about as many nurses
left Ghana as were trained there.11 It is frequently stated that more Malawian doctors practice in Manchester, England, than in all of Malawi.12 Brain drain is accelerated as wealthy nations, facing shortages in their own health workforces, actively
and aggressively recruit health professionals from some of the countries that can
least afford to lose them.
4 Holly Burkhalter & Eric A. Friedman, Physicians for Human Rights Testimony on ‘‘AIDS
Corps’’: HRH/HIV Opportunities: Equity and Sustainability (Dec. 2, 2004), at 1–2. Available at:
http://www.phrusa.org/campaigns/aids/pdf/testimonylaids-corps.pdf.
5 World Health Organization, World Health Report 2005—Make Every Child and Mother
Count (2005), at 11. Available at: http://www.who.int/whr/2005/en/index.html.
6 World Health Organization, World Health Report 2005—Make Every Child and Mother
Count (2005), at overview 7. Available at: http://www.who.int/whr/2005/en/index.html.
7 Commission for Africa, Our Common Interest: Report of the Commission for Africa (March
2005), at 188. Available at: http://www.commissionforafrica.org/english/report/thereport/
13chap6.pdf. The recommendation is based on the November 2004 report of the Joint Learning
Initiative, a collection of more than 100 global health experts who spent two years studying the
global health worker shortage. Joint Learning Initiative on Human Resources for Health and
Development, Human Resources for Health: Overcoming the Crisis (2004), at 33–34. Available
at: http://www.globalhealthtrust.org/Report.html.
8 Commission for Africa, Our Common Interest: Report of the Commission for Africa (March
2005), at 188. Available at: http://www.commissionforafrica.org/english/report/thereport/
13chap6.pdf.
9 Regional Network for Equity in Health in Southern Africa (EQUINET), Health Systems
Trust (South Africa) & MEDACT (UK), Health Personnel in Southern Africa: Confronting maldistribution and brain drain (2003), at 15. Available at: http http://www.equinetafrica.org/bibl/
docs/healthpersonnel.pdf.
10 DFID Health Systems Resource Centre (James Buchan & Delanyo Dovlo), International Recruitment of Health Workers to the UK: A Report for DFID (Feb. 2004), at 8. Available at: http:/
/www.healthsystemsrc.org/publications/reports/intlrec/int-rec-main.pdf.
11 Regional Network for Equity in Health in Southern Africa (EQUINET), Health Systems
Trust (South Africa) & MEDACT (UK), Health Personnel in Southern Africa: Confronting maldistribution and brain drain (2003), at 16. Available at: http://www.equinetafrica.org/bibl/docs/
healthpersonnel.pdf.
12 Clare Nullis-Kapp, ‘‘Health worker shortage could derail development goals,’’ Bulletin of the
World Health Organization (Jan. 2005) 83(1): 5–6. This anecdote provides a sense of the migration of Malawian doctors to Manchester, England, though the accuracy of this anecdote does not
appear to have been definitively documented.
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This migration, or brain drain, is part of a more complex flow of health workers
from poorer to wealthier developing countries, from the public sector to the private
sector, including for-profits as well as NGOs and vertical AIDS programs, and from
rural to urban areas. This last flow creates disparities within countries that in some
cases are so great that they mirror the global disparities. For example, two regions
in Ghana have only 34 nurses per 100,000 population, whereas another region has
120 nurses per 100,000 population. The physician disparity is greater still. One region in Ghana has only one physician per 100,000 population, while another region
has 30 physicians per 100,000 population.13
Health workers are leaving, in large part, because they are unable to meet their
own needs or those of their patients. Their wages are inadequate, sometimes not
even enough to cover their basic living expenses. They have few opportunities to develop themselves professionally, and fear contracting HIV and other infections on
the job, especially because they often lack the gloves and other protective gear. Poor
management and planning, leading to including inadequate supervision, enormous
workloads, late paychecks, and inadequate training, further harms health worker
morale. Health workers are trained to heal, but because they lack sufficient medicines, supplies, and equipment, all too often they can do little more than minister
to death.
A key factor in the continent’s brain drain of skilled health workers is the fact
that hospitals and clinics in much of sub-Saharan Africa lack basic infection control,
sanitation, and occupational safety.14 A survey by Physicians for Human Rights of
more than 1,000 health workers in Nigeria suggested that fear of occupational exposure to HIV/AIDS contributes to stigma and discrimination against people with
AIDS because health workers are afraid they will contract the virus from them.
Even in Free State, South Africa, a recent survey conducted at children and maternity units, including labor and pediatric wards, in 30 hospitals found that 49% of
health workers reported shortages of protective gear at some point during the course
of the year. In Uganda, the Mulago Hospital—the country’s major referral hospital—did not launch a comprehensive program of universal post-exposure prophylaxis until last month, and other Ugandan government hospitals have yet to do so.
Responding to the Shortage: Training Health Professionals Is Not Enough
Ambassador Tobias and his associates are attempting to address the health worker shortage and have made some innovative grants, such as supporting a Zambian
scheme to offer incentives for urban doctors to relocate to underserved rural areas.
But to the best of our knowledge, the American contribution to the African health
work force has largely been limited to the training of health workers. The $150 million ‘‘twinning center’’ managed by HRSA, for example, is aimed at linking U.S. and
African institutions for purpose of training. And the Institute of Medicine’s soon-tobe-released report on the overseas placement of US health professionals recommends that a global health service be principally for the purpose of training African counterparts. Numerous contracts and grants have been made to train doctors
and nurses in the use of antiretroviral therapy.
But training alone is not the answer to the health work force crisis in Africa; indeed, it may even accelerate health worker flight. If working conditions, salaries,
benefits, management and opportunities for health workers in their own countries
are not also addressed, additional training simply makes it more likely that the
newly skilled nurse or doctor will be recruited or seek out a job in the U.S., Canada,
or Europe at a vastly higher salary. As Dr. Elizabeth Madraa, who organizes antiretroviral therapy training for health workers in Uganda, stated, ‘‘We keep training
and they go to NGOs (nongovernmental organizations) or abroad where they can get
better money, then we have to train [more people] again.’’ 15
To recruit the vast numbers of students to nursing and medical school and prevent new graduates from leaving, national governments, donors, and international
institutions must join forces to eliminate the ‘‘push factors’’ that discourage trained
workers from staying home—the unsafe working conditions, low pay, poor super13 Ghana Ministry of Health, presented at the Oslo Consultation on Human Resources for
Health, Oslo, Norway, February 24–25, 2005. Available at: http://www.norad.no/default.asp?FILE=items/3070/108/Oslo presentation 2.ppt.
14 Physicians for Human Rights, An Action Plan to Prevent Brain Drain: Building Equitable
Health Systems in Africa (June 2005), at 40–43. Available at: http://www.phrusa.org/campaigns/
aids/pdf/braindrain.pdf; Physicians for Human Rights, HIV Transmission in Health Care Settings: A White Paper by Physicians for Human Rights (March 2003), at 37–38. Available at:
http://www.phrusa.org/campaigns/aids/whol031303/workers.html.
15 Charles Wendo, ‘‘Uganda leads way in innovative HIV/AIDS treatment,’’ Bulletin of the
World Health Organization (April 2005) 83(4): 244–245, at 244. Available at: http://www.who.int/
bulletin/volumes/83/4/en/infocus.pdf.
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vision, absence of benefits, staggering work loads, and dearth of supplies, medicines,
and equipment that sabotages worker satisfaction and patient health.
Even with substantial investments, the recruitment and retention of hundreds of
thousands of nurses, pharmacists, technicians and doctors is at best a multi-year
project, and poor people need health services today. We urge the Administration and
Congress to make the training of and assistance not only to skilled health professionals but also to community health workers and home care givers an essential
component of a Global Health Workforce Initiative.
Malawi’s experience of HIV/AIDS initiatives draining workers away from other
life-saving health interventions is a sobering check on AIDS treatment activists’ conviction that if health services are equipped to deliver antiretroviral drugs they will
be able to handle virtually anything. In fact, assistance to Africa to confront HIV/
AIDS has not had the desired impact of ‘‘lifting all the boats’’ because health worker
scarcity is so great that the current workforce cannot necessarily absorb new duties,
patients, and activities. But investing directly in health worker recruitment and retention, training and rational deployment required for HIV could also have that
positive impact on public health generally.
Investing in Communities
In the absence of sufficient numbers of skilled health workers, some countries and
communities with severe skilled health worker shortages rely heavily upon volunteers, family members, and community health workers in the fight against the pandemic. Other countries and communities may include community health workers as
a planned and important component of their health systems. Indeed, part of WHO’s
strategy for achieving its 3 by 5 initiative of 3 million people in developing countries
on AIDS treatment by 2005 has been providing training 100,000 people, about half
of whom WHO has expected would be community health workers providing treatment support.16
Both caregivers and community health workers can contribute to the health of
their communities. An August 2004 study of family and volunteer caregivers in
Uganda and South Africa contracted by USAID noted that ‘‘. . . home care programmes, if properly planned, can relieve the pressure that the care of HIV/AIDS
patients has on formal health care facilities . . . there is also evidence to suggest
that such programmes have clear health, social and economic benefits for the patients, families and communities.’’ 17 Community health workers have a central part
of the success of the AIDS treatment program being implemented by Partners in
Health in a remote, rural area of Haiti, where community health workers observe
patients taking their medication, respond to concerns of patients and their families,
and provide moral support.18
At the same time that both community health workers and family and volunteer
caregivers can provide important health services, both community health workers
and caregivers require significant support structures. The study on Uganda and
South Africa warned that without substantial investment in the home-based care,
the approach could exacerbate gender and poverty inequalities among families and
communities.19 Providing stipends, micro-credit or salaries to women engaged in
this work would help them, and offering them training, supplies, and drugs will
help the adults and children with AIDS who rely on them. Compensation is also important to maintaining the motivation of community health workers, who are also
likely to be poor and require financial or material support.
Along with compensation and training, community care-givers and those in their
care would also benefit greatly if the community care-giving structure is linked to
supervision and support from, and a referral network of, health professionals and
care-giving organizations. Supervision and training are also key elements of the success of community health workers. A career structure, a possibility for increased responsibilities and compensation, always with adequate supervision and support, can
also enhance the success of community health workers.
16 World Health Organization, Mobilizing Communities to Achieve 3 by 5 (2003). Available at:
http://www.who.int/3by5/publications/briefs/communities/en/.
17 Olagoke Akintola (Health Economics and HIV/AIDS Research Division), A Gendered Analysis of the Burden of Care on Family and Volunteer Caregivers in Uganda and South Africa (August 2004), at 6. Available at: http://www.ukzn.ac.za/heard/research/ResearchReports/2004/
Gendered%20Analysis%20of%20Burden%20of%20Care%20-%20Uganda%20%20SA.pdf.
18 Paul Farmer et al., ‘‘Community-Based Approaches to HIV Treatment in Resource-Poor Settings.’’ Lancet (Aug. 4, 2001) 358: 404–409, at 405.
19 Olagoke Akintola (Health Economics and HIV/AIDS Research Division), A Gendered Analysis of the Burden of Care on Family and Volunteer Caregivers in Uganda and South Africa (August 2004), at 4. Available at: http://www.ukzn.ac.za/heard/research/ResearchReports/2004/
Gendered%20Analysis%20of%20Burden%20of%20Care%20-%20Uganda%20%20SA.pdf.
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The Challenge
Mitigation and eventual resolution of Africa’s health worker shortage is long overdue, and harder today than it ever was given the West’s insatiable appetite for foreign nurses and the untold attrition of health workers, particularly nurses, due to
illness, care giving at home, and death from HIV/AIDS. HIV prevalence in health
workers is typically similar to that in the general population. In Malawi, 3% of
health workers were dying annually by 1997, a fatality rate six times higher than
it had been before the AIDS pandemic. In Lusaka, Zambia, in 1991–1992, the HIVprevalence rate among midwives was 39%, and among nurses, 44%.20 Much as Malawi, HIV/AIDS has caused illness and death rates of Zambia’s health workers to
increase five- to six-fold.21 Resolving it requires an unprecedented degree of strategic planning and cooperation between national governments, international agencies, and other donors.
Recommendations: The Next Phase of US Support for Health in Africa
Greatly increased spending by national governments and by foreign donors and
international organizations is required to enable countries to meet AIDS prevention,
care, and especially treatment targets and to sustain a high level of coverage for
these interventions. These systemic improvements to what is typically the weakest
part of health systems in Africa—personnel—will greatly enhance countries’ capacity to improve health in all areas, from combating other major diseases such as tuberculosis and malaria to improving child survival and driving down unspeakable
levels of maternal mortality that plague much of Africa.
We envision an initiative with four main pillars:
First, the United States should provide technical assistance to countries in assessing their current health workforce situations, in determining their health workforce
needs to achieve health targets, such as the Millennium Development Goals, and
in developing strategies to achieve those goals.
The strategies should be linked to overall health system development strategies
so that health worker strengthening occurs in concert with the other aspects of
health system strengthening require to achieve Millennium Development. So as to
guide both national budgets and donor assistance, the strategies should include costing estimates. The strategies should also include coordination among donors and the
national government to ensure that the full cost of implementing these strategies
is covered.
While the national government will determine the strategic process, the United
States should encourage broad participation, including by health workers themselves and leaders of rural communities. This will help ensure both that the strategy is consistent with and informed by health workers’ needs and the needs of communities, especially those in rural areas who presently have the least access to
health services. The United States can also promote, or at least ensure that countries seriously consider, other examples of good practice, such as closing the gap between the pay for physicians and other health workers,22 promoting equity in the
international distribution of health workers, and incorporating all sectors—public,
non-for-profit private, NGO, faith-based, and for-profit private—in planning processes.
Second, the United States should help fund the implementation of these strategies. The activities funded should be determined by national strategies, by the needs
as expressed by the people of those countries. Based on strategies that countries
have already begun to implement, as well the needs common to the region that will
determine the strategies, elements that will likely be in most or all of these strategies include:
• Higher salaries for health workers
• Incentives for health workers to serve in rural areas
20 Alan Whiteside, ‘‘Chapter 4: HIV/AIDS, Health, and Education’’ in International AIDS Economics Network (Steve Forsythe, ed.), State of the Art: AIDS and Economics (July 2002), at 25.
Available at: http://www.iaen.org/library/statepidemic/chapter4.pdf.
21 Avert.org, The Impact of HIV & AIDS on Africa. Available at: http://www.avert.org/
aidsimpact.htm. Accessed April 12, 2005.
22 In Ghana, on top of their salaries both doctors and nurses receive extra compensation
through the Additional Duty Hours Allowance (ADHA). Doctors, however, have received far
greater allowances than nurses. This caused frustration among nurses, who felt that they were
not appreciated. Since the introduction of the ADHA several years ago, nurse emigration from
Ghana has increased significantly. DFID Health Systems Resource Centre (James Buchan &
Delanyo Dovlo), International Recruitment of Health Workers to the UK: A Report for DFID (Feb.
2004), at 21, 23. Available at: http://www.dfidhealthrc.org/shared/publications/reports/intlrec/
int-rec-main.pdf.
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• Improved health worker safety, including full implementation of universal
safety precautions, post-exposure prophylaxis for health workers potentially
exposed to HIV, tuberculosis infection control, and hepatitis B vaccination
• Improved human resource management, including improving human resource
policies and enhancing management skills of local health managers
• Increased capacity of health training institutions, such as medical, nursing,
and pharmacy schools
• Providing continuous learning opportunities to health workers
• Support for community health workers, including compensation, training, supervision, supplies, and linkages to health professional support and referral
systems. Training, supporting and deploying people living with AIDS as counselors, prevention advocates, and care givers should be a priority.
• Re-hiring and rational deployment of retired or unemployed health professionals
• Health system improvements not specifically related to human resources for
health, such as assuring adequate and dependable provision of supplies and
essential drugs.
Third, while it is necessary for countries to have human resources for health
strategies, enough is known about what is needed to begin funding many interventions immediately, and indeed, the urgency of the crisis demands this. There is no
need to wait for fully formed strategies for the United States to begin to provide
financial and technical support that will actually begin to help retain health workers, train new ones, and increase health services in rural areas. Much of what is
needed, such as ensuring health worker safety and improved human resource management, will be part of any comprehensive strategy on strengthening the health
workforce. All health workers need the gloves and other gear to keep them safe. All
human resource systems will have to provide health workers with sound supervision, career structures, clear job descriptions, and on-time pay. And all countries
will need to have the capacity to know who their health workers are and where they
are, which will require computerized databases of their health workforce.
Furthermore, even where a complex strategy may be required, as for determining
exact training needs or salary structures, pressing needs in such areas as training
and salary support may be ripe for immediate funding, even before the strategies
are fully established. For example, the nursing school that is part of the Harare
Central Hospital in Zimbabwe had only three nurse tutors (professors) in the beginning of 2004, though the school officials say that at least fifteen are required.23
These posts need to be filled. As of 2003, Kenya had 4,000 nurses, 1,000 clinical officers, 2,000 laboratory staff, and 160 pharmacists or pharmacy technicians who were
unemployed not because they were not needed, but because the government could
not afford to pay them.24 These workers need to be hired.
Fourth, the United States should support efforts by the World Health Organization and others to collect and disseminate country lessons and experiences in human
resource policies and efforts to recruit, retain, and equitably deploy their health
workers. Information of both successful and unsuccessful practices should be widely
available so countries learn both from the experiences of other countries, adopting
successes to their own circumstances and avoiding other countries’ mistakes. One
way that the United States do this is by supporting a regional observatory on
human resources for health at WHO’s African region headquarters. This observatory
would promote evidence-based human resource policymaking, share experiences
with human resources reforms among regional policymakers, and increase human
resource policymaking capacity.
Along with learning from experiences elsewhere, countries should also learn from
their own experiences, and adjust their strategies based on those experiences. The
United States should therefore help countries develop strong monitoring and evaluation capacities.
Fortunately, this Administration and this Congress have shown that they are up
to the task. The two major new foreign aid initiatives of the past several years,
23 IRIN, ‘‘Health set to worsen,’’ IRINnews.org, Jan. 9, 2004. Available at: http://
www.irinnews.org/report.asp?ReportID=38835&SelectRegion=SouthernlAfrica&SelectCountry=ZIMBABWE.
24 Jong-wook Lee, ‘‘Global health improvement and WHO: shaping the future.’’ Lancet (2003)
362:
2083–88.
Available
at:
http://www.who.int/whr/2003/medialcentre/leelarticle/en/
index4.html; Jongwook Lee, Meeting of Interested Parties: Opening Session, Geneva, Switzerland, Nov. 3, 2003. Available at: http://www.who.int/dg/lee/speeches/2003/MIPlOpeningsession/
en/.
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PEPFAR and the Millennium Challenge Account, both represent new ways of doing
business. The adoption of the U.S. Leadership Against HIV/AIDS, TB, and Malaria
Act of 2003 represents the vision of Members and Senators from across the political
spectrum. It was the high-water mark of legislative and executive branch cooperation, and it made possible an unprecedented contribution to health in some of the
poorest countries in the world. We believe that with the leadership of the President
and this Committee, you can make a new and desperately needed contribution in
the form of direct support of African health workers that will sustain and broaden
the programs you launched in 2003. We stand ready to work with you to reach that
noble goal.
Thank you.

Mr. SMITH OF NEW JERSEY. Ms. Burkhalter, thank you very
much for your testimony and for these many years. When I chaired
the International Office of Human Rights Committee, you were a
frequent witness and provided us much valuable insight in writing
the trafficking laws and all of the other pieces of legislation when
you worked with Human Rights Watch. I always appreciated your
take, and now with the physicians’ group, it is very, very helpful.
So thank you.
And the focus you bring on the scarcity of healthcare professionals and providers in Africa is an issue that has gotten too little
attention here in Washington, perhaps elsewhere as well, so I know
you have talked about it before, but I think that whole focus needs
to be enhanced, and also the brain drain which just leads to people
being unhelped, unattended to.
We have a scarcity of nurses in this country, but, still, it is a
matter of what is the ratio of patients per nurse as opposed to no
nurse at all. So I think your point is very, very well taken.
I would like to ask you, if I could, and you began to allude to
it at the end, with regard to the importance of behavior change.
You know, I have been a very strong believer over these years that
just like we admonish countries through human rights law with a
linkage to penalties and rewards if human rights are adhered to
or not adhered to, I think the most salient case where human
rights linkage to rewards and punishments is in the area of trafficking. As you know, I was the prime sponsor of the Trafficking
Victims Protection Act, and there were a large number of people,
Democrats and Republicans, who were part of the coalition that got
it passed, and some people, both sides of the aisle, who did not
want to have any penalty as a result of misbehavior, in this case,
modern-day slavery with coerced prostitution and slave labor of
other kinds.
But it has proven itself. Countries have changed their laws.
Forty-four or 45 countries have totally rewritten their laws because
a small but, nevertheless, real sort of Damocles is hanging over
them with regard to loss of U.S. foreign aid. So it focused the mind.
Behavioral change—that is on the micro level, individuals—is
what the abstinence promotion was, and still is, all about, as well
as the to-be-faithful mindset. I think it is the soft side of racism
to suggest that some parts of the world are unwilling to be taught
that, and Uganda, in a situation where Ugandans told the rest of
the world that their leadership, moral, political, could admonish
their young people to defer. It is not a matter of never having sex;
it is a matter of deferral to the more appropriate time and to be
faithful to one’s partner, you know, whether it be a wife or husband
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or a situation where they are just exclusive, just the male and the
female.
My point being that we see, I think, a potential dissolution of
that or a lessening emphasis on that. Mr. Ssempa’s testimony is an
indictment, I think, of some of the contractors that are doing business who, when it gets down to real-world implementation, are failing to carry out the clear, nonambiguous intent of Congress and
the President to not discriminate against those who feel that the
AB should be emphasized and the C perhaps not at all.
That is what the conscious clause was all about, and perhaps you
might, Mr. Ssempa, might want to speak to that further because,
as you have pointed out, and I have heard this from other individuals as well, there is a concern that the infection may go up again,
and perhaps already is, because that message is not being reinforced over and over and over again in young people with regard
to the abstinence part.
Our language said condoms can be distributed. That is a large
commodity procurement that this country makes every year, but
there are those who feel that that is not the means where there
is the highest rate of efficacy, so they choose another way. So perhaps, Mr. Ssempa, you might want to speak to that as well.
And then, Dr. Gupta, if I could, and all of you might want to
speak to this, and, Holly, you might want to speak to this as well,
one of the amendments I offered to Mr. Hyde’s bill had to do with
hospice—not that any of us think that hospices are going to spring
up all over Africa or anywhere else in the developing world—but
hospice training, so that those who have HIV/AIDS and are in, particularly, those final, very hard last weeks and days are not treated
like lepers and put off in a corner somewhere to die not just a miserable death but an exceedingly lonely death as well.
We have had come to this Committee in the past faith-based
groups, including a priest and a nun from South Africa who were
doing great model-type work, prototyping work in South Africa
where they teach the lessons of hospice and how it can help, and,
Ms. Burkhalter, you might want to speak to that issue as well.
I have other questions, but if that could be the beginning.
Ms. BURKHALTER. I did not know about the hospice provision. I
just think it is a wonderful thing.
I was talking to my colleague, Eric Friedman, who is the researcher at Physicians for Human Rights upon whom this testimony is based, and I neglected to thank him at the outset—I would
not be here without his very good work and good fellowship.
I think it is a wonderful initiative with hospice care because
probably most people are dying at home. Eric was telling me, when
he visited hospitals in Africa recently, just a couple of months ago,
that many sick people do not come because there are not enough
nurses to care for them. And he mentioned that there was a nurse
that he talked to at a recent conference of nurses that took place
in Tanzania, mentioned to him that a nurse was being sued because someone died in a hospital without a nurse at his side. She
was just dumbfounded by that. She said, ‘‘We cannot possibly be
at their side; there are not enough of us.’’
Can you imagine how they must feel when they come back to
visit a patient, when they have 100 patients, and they are dead?
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We do not often think about what the health professional herself
or himself, what kind of a toll that must take on them. But that
is the reality, that people die alone. They die alone often in hospitals because there are not enough people to even hold their hands
and be with them as they leave this life.
Your notion that hospice care and education can not only help
the dying but help the living, the people with AIDS who are not
dead but who might be shunned by their communities. Ambassador
Tobias said something about all healthcare being local, and I really
like that comment because the issues that the three of us at this
table care about very much and, I am certain, are in agreement on,
which are care and treatment of the sick and dying, abuses against
women and children, stigmatization of people with AIDS; all of
those things really have to be addressed at the community level.
In addition to the provision of services for the very poorest who
do not have access to nurses and doctors and trained health professionals, which is where, I think, any kind of health worker initiative has to include the community health worker. They can do a
lot of the things that, at least, nurses and other caregivers might
do, and, at the same time, particularly if their core of workers includes people with AIDS, will just help more than anything else to
chip away at that stigma that makes the death of a person with
AIDS so lonely.
Mr. SMITH OF NEW JERSEY. If you could just respond on the behavioral-change issue.
Ms. BURKHALTER. I am just very, very interested in the leadership, the role of national government and civil society in making
changes and helping contribute to safer behaviors that have played
an important role in not just Uganda, but different kinds of behavior changes elsewhere, in the United States itself, as a matter of
fact. And I think that finding ways to shore them up and publicize
safe behavior, particularly in countries where women and girls are
very much at risk because of tolerated behavior—you know, we tolerated domestic violence here until rather recently. But there was
sort of a norm change. The health community was a part of that
norm change, and I would love to see them empowered to do so in
Africa. There are not enough of them, though.
But the cultural norms that could stigmatize somebody who is
having sex with a child or a teenaged girl, or the cultural norms
that could say, ‘‘We do not beat up wives and girlfriends in this
community,’’ it seems to me, are very much a part of the A and B
message. That is something on which everybody can agree. I think
that the standard by which Congress should look at all of the prevention programs we fund is not either/or, of course. The bill encompasses all three, but we should be funding the best of all three.
Mr. SMITH OF NEW JERSEY. Mr. Ssempa?
Mr. SSEMPA. Yes, Mr. Chairman. Thank you for that comment.
We have noticed that in places where there are more condoms
being distributed, more than A and B, we see that there is an increase in HIV/AIDS, and you would not expect that because I do
not think that the people who distribute condoms really want that.
The recent research that has come out was the Reichart research
that was all over the news and seemed to credit condoms for the
success of Uganda turning back the tide, but actually the opposite
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is true. We find that, in the particular area where the project was,
there is such an influx of condoms that there are 185—agents having double condoms in Rakai, more condoms, and in other areas
where there are very few condoms, like Moroto and Karamoja,
there is less HIV.
Even on an international level, we notice that countries such as
South Africa, Botswana, Zimbabwe, and Kenya that have higher
levels of condoms correspondingly have higher levels of HIV, something that has got all of us asking the question: What is going on
here? Because the people, like PSI, who are working on this same
message are not intending to spread HIV/AIDS, but it is worthy of
further investigation.
The other point I would like to make, Mr. Chairman, is having
been successful in convincing—has been two things, one, essential
fatigue, but then also there are elements that just do not like the
message of A and B. So this morning, with the demonstration in
the room, there are people just opposed to A and B, and as Ambassador Tobias said, partnership between U.N. AIDS and PEPFAR,
the development of the three critical ones, the development of one
single strategic framework, one single monitoring and evaluation,
one single coordinating entity.
I have those documents here, but increasingly in Uganda we are
seeing a systematic elimination of A and B, and it concerns me as
an activist. I do not want to come back 2 or 3 years from now, and
in the country that was credited for studying the ABC, that it is
practically gone. So I am concerned, and we are concerned about
it. To a great extent, it is an overreaching agenda of some who do
not like the balanced ABC message. Thank you, Mr. Chairman.
Ms. BURKHALTER. I just want to comment on two points that you
raised. I was not aware either of the amendment on hospice training, which I think is a wonderful idea. As you probably know, it
is women who bear almost the entire burden of care in most countries that are affected by this epidemic, and they do so with very
little available to them by way of resources or information. I think
the first step, therefore, is to just ensure that they get the water,
the gloves, the needles, the simple information about what is safe
and what is not, so that they can deal with the loved one’s care in
a way that is safe for them.
And the second point I wanted to make is that in behaviorchange communications, I would like to see more investment in
that kind of programming for reducing the acceptability of violence
against women. That is exactly what I was talking about. That is
a normative change that can be brought about. We have done it in
this country many times on many different issues. The famous one
that comes to mind is with litter in this country, the famous campaign of the American Indian with the tear. It worked.
There are things that can be done. We need mass campaigns at
that level while we have community interventions and initiatives
led by local organizations that are pointing out the cost. We need
the evidence to prove that these are costs to national economies,
not just to individual women, and we have the data to show that.
It actually reduces your GDP when you have that much violence
in a country against women. It reduces productivity. It increases
absenteeism.
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So there are many reasons, including HIV/AIDS and the spread
of it, to invest in doing something about what I think of as another
epidemic. If it was a public health issue, we would call it an epidemic.
Mr. SMITH OF NEW JERSEY. I have additional questions, but I
may have to submit them for the record. We will go on to Ms.
McCollum. We have to vacate this for another hearing that begins
at 1:30, regrettably. Ms. McCollum?
Ms. MCCOLLUM. Thank you, Mr. Chair.
There has been a lot of testimony that has been, I believe, well,
it should have been started with ‘‘in my opinion,’’ and we certainly
want to hear people’s opinions.
Mr. Ssempa, I have a couple of questions for you. What was the
dollar amount you were applying for in your contract that you
claim you were turned down for?
Mr. SSEMPA. I do not recall exactly. We were invited by PSI to
have discussions.
Ms. MCCOLLUM. You do not recall how much money you were
asking for?
Mr. SSEMPA. No. We do not recall how much money we were asking for.
Ms. MCCOLLUM. Okay. I find that kind of unusual, that you
would go in and discuss a contract, but you cannot recall how
much——
Mr. SSEMPA. We did submit a proposal.
Ms. MCCOLLUM. And how much was the proposal for?
Mr. SSEMPA. I do not recall right now.
Ms. MCCOLLUM. You do not? Okay.
Mr. Chair, I have a couple of things that I would like to submit
for the record because I know people have different opinions as to
how effective different things are, but when I found this was coming up, and I had an opportunity yesterday to sit at my Web site
and learn more about one of the organizations, PSI, that people
were giving their opinion on, and wanted to gather some information on what they did with faith-based programs and found out
that they had been working with faith-based programs that go back
to the late eighties, and different activities in different communities as their faith communities feel comfortable with.
If they just want to do the A and B, or if they want to do the
ABC, that faith-based organization is allowed to determine that,
but if the faith-based organization is found to be breaking U.S. law
in not using scientifically accurate information about condoms, if
they choose not to be silent on condoms, then they must be correct
in the information that they use when they describe condoms.
Mr. Ssempa, it has been brought to my attention that you do not
think condoms, in your opinion, are as effective as the A and B, but
have you publicly ever stated that condoms are not effective because they all have holes in them?
Mr. SSEMPA. No, ma’am. I never said that.
Ms. MCCOLLUM. You have never said that.
Mr. SSEMPA. No.
Ms. MCCOLLUM. Mr. Ssempa, I have an article in front of me, because I just want to clear things up for the record, and I am
quoting—it is from a New York Review of Books, and the author
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is Helen Epstein, and she, in an interview, and I do not know if
you have had a chance to see her book yet, that you condemn homosexuality, pornography, condoms, Islam, and Catholics, and certain kinds of rock music, women’s rights activists—who you say
promote lesbian—abortion, and the worship of female goddesses. Is
any of that correct, or is it all incorrect?
Mr. SSEMPA. I think that there is a lot of misrepresentation that
is put toward people like me who promote abstinence and being
faithful. That article came out recently by Helen Epstein, and I
have had an opportunity to look at it. It is full of misrepresentation.
I would like to draw one, especially in the part about condoms.
In that particular article, Helen Epstein writes that I burned
condoms, and I think there was a Congressman who asked a question about that, and it is true. I burned condoms. But what critical
piece of element is left out is the fact that those condoms had been
banned by the government a few days earlier, that they would pose
a significant risk to the population at large. So I was simply fulfilling what the government had ordered, a recall, a destruction of
those condoms.
Ms. MCCOLLUM. The government requested you to go to that
campus—I believe it was a campus—and the government personally asked you to burn the condoms?
Mr. SSEMPA. It issued a call to recall and destroy all condoms
from public. And what happened, I work with college students. It
was a season of freshmen. In fact, in that particular article, Helen
Epstein says it is a fresh pack of condoms. It was not a fresh pack.
It was a deteriorated, recalled pack of condoms that posed a significant, hazardous, life-threatening experience to anyone who would
have used it, so that is what happened.
Ms. MCCOLLUM. I am glad you had time to look at the lot number and verify that, and that was not your property that you destroyed. And in your opinion, you thought you were doing something that was good.
You have also said that many of these organizations do not work
with the government; they work against the government.
This is, Mr. Chairman, for the record, and I will submit some of
my other information for the record because I am going to stick to
what I have that is factual, that we have an ad campaign which
has the first lady, Janet Museveni in here. It is USAID, and this
was done in cooperation with PSI working on it, and it talks about
delaying abstinence. You know, it is very, very clear. I think it is
an excellent message that that has been put together, and I am
sure the first lady is very proud of the work.
In a country where people do not know their status, and people
are going to be entering into faithful relationships or entering into
marriage, and neither partner knows what their status is, and the
prevalence rate is high, would you recommend, Doctor, that that
couple seek to protect themselves while they were investigating
what their status was and that a condom would be a good thing
to use, so that that couple should have had information on condom
use available to them?
Ms. GUPTA. Absolutely. There is no question about it. If a couple
does not know their individual status, has not had the time or the
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opportunity to check it yet, they must protect themselves with the
only means that is available currently, which is a condom, until
such time as they know what their status is.
The problem that arises for young married couples is when they
want to prove their fertility, which is why I was saying that there
is a need for microbicides because investments in microbicides that
do not have contraceptive properties will actually allow couples to
protect themselves from infection and still be able to have a child.
Ms. MCCOLLUM. That is very interesting.
Mr. Chair, I will submit other faith-based organizations that PSI
has funded just in the last less than a year.
Mr. SMITH OF NEW JERSEY. Thank you.
Mr. Payne?
Mr. PAYNE. Thank you very much, Mr. Chair. I am sorry that I
missed much of the testimony.
It is good to see you again, Ms. Burkhalter. Any time I see your
face, I know that there are good things going on. I do not know the
other two persons, but I think this is a very important issue, the
question that you raised, Ms. Burkhalter, about the draining of
professionals.
The same thing is happening, as you know, even more so in the
Caribbean Islands, that they are struggling to try to keep their
nurses, in particular, there. They train them, they graduate, and
as soon as they are in practice for a few years, they are just
brought up to the middle Atlantic states or whatever. We have
even talked about attempting to see if there could be some allocation to some of those countries for their educational system to expand it a bit so that since we are not going to, it seems like, end
the practice, at least there could be some USAID subsidy to the
government to increase the number of persons that are going into
the field.
I hope that then more would not be brought up, but there is
some, I believe, some obligation and responsibility for us who are
pulling these nurses in this region, and as you have indicated, it
is certainly happening in South Africa.
I also have some concern about the lack of safety with needles,
for example. There are ways that needles can be prevented from
nurses striking themselves. Retractable, of course, is costly, but
even needles that can go back into, which are not automatic, but
needles which can go back into the container. Have you had any
discussion with any of the world organizations regarding the question of safety of the nurses or the first responders, so to speak?
Ms. BURKHALTER. Well, I am actually very proud to say that
Physicians for Human Rights wrote a big, white paper on
HIV/AIDS transmission in medical settings. So it is not sexual
transmission; it is AIDS transmission from reused needles and
from unscreened blood supply. There is argument in the international health community over what level is responsible from this
transmission source, but even the smallest numbers, estimates are
really huge, and all of them are preventable.
And a related problem, of course, is occupational exposure of the
nurses, among the nurses and doctors themselves. I do not really
have time to talk about it, but this is a real contributing factor to
brain drain. Doctors and nurses are afraid of being infected by
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their patients, and it is not just needles. Any open lesion on you
or anything open, your eyes. If you are a midwife delivering a baby,
and you do not have a gown, a mask, and gloves, and many do not,
you are at risk. It is low risk compared to some of the other more
efficient transmission modes, but it is a risk, and the perception of
risk is enough for people to say, ‘‘I cannot work here.’’ The risk contributes to a stigma within the medical community against people
with AIDS because they are afraid.
So we actually called for a targeted intervention in helping supply safer workplace activities, and there was an earmark in the
original bill over on the Senate side, and they have done an admirable job. On the medical transmission of AIDS, we are the first
government to do this, and it is now becoming much more a part
of a key prevention method that it was not in the past. But much
more needs to be done, and particularly in the area of universal
precautions, post-exposure prophylaxis, some of the other things
that are not universally available, by any stretch.
Mr. PAYNE. Thank you very much. Time is running out, but I believe that the amount of funds, the $15 billion sounds great, but,
in my opinion, it is just a drop in the bucket that we have put forward. You could not believe that when Secretary Colin Powell was
going originally, 5 years ago, our commitment was supposed to be
$200 million for 5 years. It was so disgraceful to even go and say
that we are going to do $200 million as our contribution. We are
able to, at least, compel them to, at least, change it to say, well,
maybe this is our beginning contribution. The $15 billion, like I
said, in my opinion, is not nearly enough. [Off mike.]
About $500 billion will be spent each year of 2 years. It is not
all spent, but it is in the budget. I do not know how the budget
works, how it lays in, but I just know I voted against $426 billion
and voted against these other supplements. The point is that about
$10 billion a week, if you take the trillion dollars spent in 2 years
or budgeted in 2 years, $10 billion a week—that is like, $1.2 billion
a day, maybe just $1 billion or maybe knock off $200 million—
when you look at numbers like that, and you talk about we are
doing such a fantastic job when we are talking about the allocation
of what we are doing in a week and a half as relates to the U.S.
military effort in the world. This is 5 years, $15 billion, and we are
patting ourselves all over the back. And they are military expenditures. We have to protect ourselves, defend our country, and all of
that—I am not un-American, but we are spending about that
amount in 2 weeks, not 5 years.
So I think it is the way that you look at things. Where is the
money going to come from? I do not know where it is coming from,
but a 426 we just approved for the military budget in the supplements; it comes from somewhere. Maybe they just print it. I do not
know how that works.
But we have to stop being satisfied with numbers that sound like
they are extraordinary. They are extraordinary because we were
going to do $200 million. So I could not agree with you more. There
has to be another look at this killer disease that has changed the
projections of populations in our years.
And also, I do not want to get into a big debate about the
condoms, but I do not know any person—I am a father and have
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triplet grandchildren—I do not think there is any adult, any parent, who does not talk abstinence. I have done it. My grandmother
and grandparents talked to me about it when I was a kid. I talked
about it to my children. Their little 6-year-olds are not talking
about it yet, but we all are for abstinence.
But I think we have to be realistic, too, and if the abstinence
does not work, then it is absolutely irresponsible to say that
condoms should not be used. It is absolutely wrong, and no one
knocks abstinence. We would have no problems if everybody abstained until they were married. We would not have unwed children. We would not have malnutrition. It would be fantastic, but
in the real world, it is like a world without wars, you know. It is
not going to be, and abstinence is not going to be.
As a matter of fact, in ‘‘Leave No Child Behind,’’ in Newark, New
Jersey, it is against the Federal law to talk about condoms. You
lose your Federal money. That is the law of the land in this country. Absolutely insane. Teachers are just choked up because they
only can talk abstinence. Can you imagine that here?
Mr. SMITH OF NEW JERSEY. Would my friend yield?
Mr. PAYNE. Yes.
Mr. SMITH OF NEW JERSEY. We have another hearing.
Mr. PAYNE. That is right. Okay. Sorry I got here late. We usually
do not have any limits.
Mr. SMITH OF NEW JERSEY. I would like this to go on for at least
another hour, and the gentleman knows that.
Mr. PAYNE. Thank you. I will yield back to you.
Mr. SMITH OF NEW JERSEY. Regrettably, we do have to end. I
have some additional questions I would like to submit for the
record. Thank you so much for your testimony and for your great
work. The hearing is adjourned.
[Whereupon, at 1 o’clock p.m., the Committee was adjourned.]
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