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I. SUMMARY

S. 2731, the Tom Lantos and Henry J. Hyde United States
Global Leadership Against HIV/AIDS, Tuberculosis, and Malaria
Reauthorization Act of 2008 [hereafter the Reauthorization Act],
authorizes $50 billion for United States bilateral and multilateral
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programs to combat human immunodeficiency virus (HIV) and the
acquired immunodeficiency syndrome (AIDS) [hereafter referred to
as “HIV/AIDS”], tuberculosis (TB) and malaria for fiscal years 2009
through 2013. This Act seeks to build on the remarkable successes
achieved during the last 5 years by the President’s Emergency Plan
for AIDS Relief (PEPFAR) and by the promising start of the Presi-
dent’s Malaria Initiative and to support a transition from an emer-
gency approach to more country-driven strategies that will better
allow public health professionals on the ground to combat the local
HIV/AIDS, TB, and malaria epidemics that they confront.

This Act sets out ambitious targets for HIV/AIDS prevention,
treatment, and care while removing funding directives that have
served as stove-pipes for those interventions and limited the flexi-
bility of professionals in the field who plan and implement the pro-
grams. Of the three goals, it prioritizes prevention as the most crit-
ical element in slowing the pandemic and reversing its course. In
pursuing this goal, the Act requires a balanced approach to the
prevention of the sexual transmission of HIV—emphasizing the im-
portance of behavior change programs to promote abstinence, fidel-
ity, the reduction of concurrent sexual partners, and the delay of
sexual debut along with programs to promote the correct and con-
sistent use of condoms.

HIV/AIDS epidemics do not occur in isolation. Persons and com-
munities affected by HIVAIDS are also affected by other economic
and health challenges that can have a direct effect on prevention,
care, and treatment outcomes. Continuing the guidelines estab-
lished in the U.S. Leadership Against HIV/AIDS, Tuberculosis, and
Malaria Act of 2003 (P.L. 108-25) [hereafter the 2003 Leadership
Act], this Act promotes the further coordination of care and treat-
ment programs with other life-changing interventions such as nu-
tritional support, and more cohesive integration of these disease-
specific programs within the broader United States health and de-
velopment agenda. S. 2731 increases the focus on women and girls,
particularly in terms of addressing the factors that make them
more vulnerable to the transmission of HIV. It emphasizes the
need for improved internal coordination and enhanced harmoni-
zation with other international actors and partner countries and
authorizes, although it does not mandate, bilateral and regional
framework or “compact” agreements. It seeks to strengthen health
capacity in developing countries affected by these epidemics, by
promoting the training and retention of personnel and improve-
ments in infrastructure, management, finances, and health sys-
tems. The legislation enhances oversight and emphasizes the im-
portance of operations research to evaluate and maximize the im-
pact of United States assistance. Finally, the Reauthorization Act
would repeal a provision in law that differentiates HIV/AIDS from
all other diseases and currently makes HIV infection the only stat-
utory grounds for barring prospective international visitors from
entry into the United States.

II. BACKGROUND AND PURPOSE OF THE LEGISLATION

In his State of the Union address on January 28, 2003, President
George W. Bush announced a dramatic proposal: To spend $15 bil-
lion over 5 years to combat HIV/AIDS globally, particularly in sub-
Saharan Africa, the region hardest hit by the pandemic, and he
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called for the creation of the President’s Emergency Plan for AIDS
Relief (PEPFAR). Congress responded promptly, authorizing the
full amount requested by the President and expanding the diseases
covered through the 2003 Leadership Act which was signed into
law May 27, 2003. Congressional support for the program has been
strong and steady; Congress has appropriated over $19.7 billion
since then to combat these three diseases through bilateral and
multilateral programs.

The 2003 Leadership Act provided a roadmap for an ambitious
plan to achieve objectives in the prevention, care, and especially
the treatment of HIV/AIDS.! To oversee these programs, the 2003
Leadership Act established within the Department of State—a Co-
ordinator of United States Government Activities to Combat HIV/
AIDS Globally [hereafter the Global AIDS Coordinator], to be ap-
pointed by the President with the advice and consent of the Senate.
The Office of the Global AIDS Coordinator (OGAC) leads inter-
agency implementation and administration of U.S. global HIV/
AIDS policy. The 2003 Leadership Act required a 5-year emergency
plan (for fiscal years 2004—2008) designed to coordinate all U.S.-
funded bilateral HIV/AIDS programs, including those established
by the President’s Emergency Plan for AIDS Relief, and adminis-
tered through seven implementing agencies,? to address the emer-
gency. The bill specifically mentioned 14 countries within the Coor-
dinator’s oversight and authorized the President to name addi-
tional countries to this list.3 The 2003 legislation also included pro-
visions to address TB and malaria and authorized participation in
the Global Fund to Fight AIDS, Tuberculosis and Malaria [here-
after the Global Fund]—a multilateral financing mechanism to
manage and disburse resources to fight the three diseases. The
Global Fund now provides grants in 138 countries. The United
States remains the leading contributor to the Global Fund, having
pledged over $3.7 billion to date.

In 2003, roughly 50,000 people in all of Africa were receiving
antiretroviral (ARV) pharmaceutical treatment for AIDS, though,
according to current data, an estimated 21.6 million people in Afri-
ca were HIV positive at that time.* Some people argued that large-
scale, successful treatment in such resource-poor settings was im-
possible. To counter these arguments and to address this most
urgent issue—trying to reverse a sentence of certain death for mil-
lions and simultaneously provide an incentive for getting tested for

1The human immunodeficiency virus is the underlying cause of AIDS. Most people who are
infected with HIV are not yet in need of ARV treatment; rather they need monitoring of their
condition. AIDS is diagnosed when an HIV-positive person’s immune system deteriorates to a
specific point, most often evaluated on the basis of a person’s CD4 count or when he/she acquires
certain opportunistic infections or malignancies associated with AIDS. [CD4 cells coordinate the
immune system’s response to certain micro-organisms such as viruses and may be seen as one
barometer of a person’s progression toward AIDS—if CD4 counts fall below a certain level, phy-
sicians recommend initiating ARV treatment, which must then be continued for life.]

2The Department of State, the United States Agency for International Development (USAID),
the Department of Health and Human Services, the Department of Defense, the Department
of Commerce, the Department of Labor, and the Peace Corps.

3The original 14 named countries were Botswana, Cote d’Ivoire, Ethiopia, Guyana, Haiti,
Kenya, Mozambique, Namibia, Nigeria, Rwanda, South Africa, Tanzania, Uganda, and Zambia.
The President added Vietnam to this list in 2004. Currently approximately 60 percent of
PEPFAR assistance is directed to these 15 countries.

4 As the available HIV/AIDS data has improved, the Joint United Nations Programme on HIV/
AIDS (UNAIDS) has revised earlier estimates of HIV prevalence. In 2003, when the Leadership
Act was enacted, it was estimated that approximately 42 million individuals were infected with
HIV; UNAIDS’ more recent analysis estimates that 30.9 million people were likely HIV positive
in 2003, of whom 21.6 million were in sub-Saharan Africa.



4

HIV—the 2003 Leadership Act emphasized treatment among the
three goals, establishing first through a Sense of Congress provi-
sion and subsequently through a budgetary directive that 55 per-
cent of bilateral assistance should go to therapeutic medical care,
with at least 75 percent of that allocation to be expended for the
purchase and distribution of antiretroviral pharmaceuticals. The
legislation also recommended that 15 percent of funds go toward
palliative or supportive care® and required in the later fiscal years
that 10 percent of funding go to provide for the needs of orphans
and vulnerable children.

As part of the 2003 Leadership Act, Congress also established
parameters to support prevention efforts. The 2003 legislation rec-
ommended a spending level of 20 percent for prevention programs
and, for fiscal years 2006 to 2008, required that one-third of pre-
vention funds go toward promoting abstinence until marriage. This
prevention approach was based on examples of successful efforts in
Uganda and elsewhere to reduce the transmission of HIV/AIDS
through an “ABC approach”—Abstain, Be faithful, and use
Condoms.

The 2003 Leadership Act recognized the importance of a multi-
dimensional strategy and the bill included provisions relating to
the empowerment of women, including requiring strategies to en-
hance their empowerment in interpersonal situations and to in-
crease their access to employment opportunities, income, produc-
tive resources, and microfinance programs and authorizing assist-
ance in these areas. The Act also recognized the importance of nu-
trition and called for the Administrator of the United States Agen-
cy for International Development (USAID) to integrate nutrition
programs with HIV/AIDS activities as appropriate.

Over the course of the last 5 years, the United States has made
tremendous strides in leading the global campaign against HIV/
AIDS, particularly establishing treatment programs. With the sup-
port of PEPFAR and the Global Fund, over 1.99 million people
have received ARVs.6 Millions more have been the beneficiaries of
palliative care and prevention educational and outreach efforts and
commodities. U.S. programs have helped to ensure that over
150,000 infants, most in sub-Saharan Africa, who likely would have
been infected with HIV in utero or during birth were not. Over 33.7
million people have received voluntary counseling and HIV testing.
Faith-based and community-based organizations have played piv-
otal roles in the success of these programs, delivering services on
the front lines of the war against HIV/AIDS.

While these achievements are impressive, the pandemic con-
tinues to outpace them. The 2007 AIDS Epidemic Update of the
Joint United Nations Programme on HIV/AIDS (UNAIDS) brought
the welcome news that global prevalence estimates were lower
than earlier projections, but even these revised numbers indicated
that approximately 33.2 million people in the world are living with

50GAC guidance on palliative care states “Comprehensive palliative care is essential to the
health and well-being of people living with HIV/AIDS (PLWHA) and is an integral part of the
President’s Emergency Plan for AIDS Relief (the Emergency Plan). Palliative care has tradition-
ally been associated with terminal or end-of-life care. However, current thought and practice
and Emergency Plan policy take the broader view that palliative care encompasses care pro-
vided from the time that HIV is diagnosed and throughout the continuum of HIV infection.”

6 According to the most recent PEPFAR report to Congress, PEPFAR and the Global Fund
jointly support 909,000 people on treatment; PEPFAR alone supports approximately 544,000
people, and the Global Fund alone supports 539,000 people.
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HIV; that 2.1 million people died of AIDS-related causes in 2007;
and that 2.5 million people became newly infected in 2007, mean-
ing that for every person who enrolled in a treatment program, ap-
proximately six more reportedly became HIV positive.?” Further-
more, most people who are infected with HIV remain untested and
undiagnosed.

Sub-Saharan Africa remains by far the most affected region of
the world: An estimated 22.5 million people there are living with
HIV, over two-thirds of the global population of persons who are
HIV-positive, and the region suffered more than three quarters of
all AIDS deaths in 2007. In six countries in southern Africa (Bot-
swana, Lesotho, South Africa, Swaziland, Zambia, and Zimbabwe),
estimated prevalence rates continue to exceed 15 percent. Women
and girls make up over 60 percent of persons in sub-Saharan Africa
who are HIV infected, and the disparities along gender lines are
even more striking among younger age cohorts. Africa is most af-
fected but not alone. Rates of HIV incidence (the number of new
infections in a population in a given year) are rising in East Asia.
The Caribbean has the second highest regional prevalence rate at
1.0 percent (with Haiti and the Dominican Republic accounting for
three quarters of the 230,000 people living with HIV in the Carib-
bean), while Eastern Europe and Central Asia are experiencing
prevalence rates of 0.9 percent with an estimated 1.6 million people
living with HIV. Illicit injection drug use continues to be a major
driver of the epidemic; unsafe sex among men who have sex with
men and the commercial sex trade are also significant means of
transmission in many areas. These basic demographic realities
must continue to shape the U.S. strategy on HIV/AIDS, as should
the economic need of recipient countries, as these programs enter
a new phase of operations.

The U.S. global HIV/AIDS initiative, like the Marshall Plan, rep-
resents American foreign policy at its best. It demonstrates the effi-
cacy of U.S. assistance and the generosity of the American people.
It has also demonstrated the ability to adapt both to changing con-
ditions on the ground and to more accurate data as it has become
available. This Reauthorization Act seeks to enhance that flexi-
bility and to reflect the progress that has been made and the les-
sons learned. As this program continues to grow and potentially
expands to other poor countries, it will face new challenges. As
treatment rosters grow, so does the responsibility to maintain
them—a patient on ARV treatment must, for now at least, continue
taking the medication for the rest of his or her life. This fact, and
its clear economic and moral implications, reinforces the need to
improve and expand prevention efforts. While treatment must re-
main a key component of our strategy, without greater emphasis
on prevention, HIV/AIDS will never be successfully controlled or
contained. Countries currently receiving our assistance are eager to
assume greater leadership but lack much of the capacity,

7Data on global and regional prevalence and incidence rates are from the report of the United
Nations Programme on HIV/AIDS (UNAIDS) and the World Health Organization (WHO), “AIDS
epidemic update” (December 2007). The December UNAIDS 2007 report significantly reduced
prevalence estimates from previous years and included a revised estimate of approximately 32
million persons living with HIV, down from the 2006 estimate of 38.6 million. These revised
estimates stemmed most directly from improved data in countries such as India, rather than
changes in the epidemic, but they also reflected notable reductions in prevalence rates in several
countries, including Kenya and Zimbabwe.
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healthcare workforce, and delivery systems to do so. Improved har-
monization of U.S. programs with one another and with other
international actors is necessary to maximize impact; and a clearer
roadmap is needed of how global HIV/AIDS programs fit into the
broader U.S. health and development agenda.

S. 2731 recognizes the lethal impact of tuberculosis and malaria
and authorizes a substantial increase in resources to address these
deadly diseases. Together, TB and malaria claim over 2.6 million
lives a year, and they have a devastating effect on economic devel-
opment in many countries. The Act, building on the initial inclu-
sion of these diseases in the 2003 Leadership Act, seeks to
strengthen these efforts and to promote improved coordination
across prevention and care programs for HIV/AIDS, TB, and ma-
laria and between these programs and other U.S. assistance efforts.

III. REAUTHORIZATION ACT OF 2008

The reauthorization of the 2003 Leadership Act for FY 2009-
2013 is designed to respond to these challenges. It sets ambitious
targets for treatment, care, prevention, pediatric treatment, care
for orphans and vulnerable children, and the prevention of mother-
to-child transmission, and for helping countries to train and retain
healthcare workers. Among these goals, the Act explicitly
prioritizes prevention as critical to saving lives in recognition of
both the progress made in initiating path-breaking treatment pro-
grams and the fact that we must do more to break the cycle of new
infections. It underscores the value of the ABC approach to pre-
venting the sexual transmission of HIV and requires a balanced ap-
proach to prevention. The Reauthorization Act recognizes that the
drivers of the epidemic vary from country to country and that our
public health professionals and their partners should be given the
means to respond to these variances as well. The legislation em-
phasizes capacity-building, coordination, and evaluation and over-
sight and calls for an increased focus on the needs and vulnera-
bilities of women and girls. It addresses the grave threats posed by
malaria and tuberculosis, including the increasing dangers of drug-
resistant TB. Finally, it supports a transition from a U.S.-led emer-
gency approach to a more sustainable, country-driven public health
strategy toward HIV/AIDS, including increased technical assistance
to improve the capabilities of partner governments to play such a
role. To accomplish these goals, the Reauthorization Act increases
U.S. funding for bilateral and multilateral HIV/AIDS, tuberculosis,
and malaria programs to $50 billion over the next 5 fiscal years.

Estimates of Funding

The $50 billion, 5-year authorization will provide a total of $41
billion for bilateral HIV/AIDS programs and the Global Fund, $5
billion for malaria programs, and $4 billion for tuberculosis pro-

rams. The committee chose not to assign annual spending for the
%50 billion in order to allow for these programs to be increased over
time as services are expanded and to accommodate absorptive ca-
pacities. The Reauthorization Act authorizes up to $2 billion for the
Global Fund for fiscal year 2009 and such sums as are necessary
for the following 4 fiscal years.

The Global Stop TB Partnership, of which the United States is
a member, has estimated that total country needs to achieve the
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goals of the Global Plan to Stop TB will require $24.9 billion over
the 2009 to 2013 period. The plan calls for 57 percent of funds to
go toward the expansion of Daily Observed Treatment Short-course
(DOTS) therapy, with the remainder directed primarily toward TB/
HIV programs; DOTS-Plus programs that supplement the standard
DOTS strategy in areas with significant drug resistance; TB drugs;
and vaccine research and development.

The WHO'’s current best estimate of global need for malaria pro-
grams as outlined in the Global Malaria Business Plan of the Roll
Back Malaria partnership is $4.1 billion per year (which the WHO
breaks down to $3.2 billion for implementation and $0.9 billion for
research and development). The Reauthorization Act authorizes up
to $5 billion as the U.S. Government’s contribution to this global
effort over 5 years.

HIV Prevention Policy

A growing body of evidence led the committee to reform the ap-
proach to budgetary allocations or earmarks within U.S. global
HIV/AIDS programs. Simply put, current earmarks have con-
strained the ability of the U.S. Government and its partners to
combat the local epidemics that they are facing in individual coun-
tries. They also undercut efforts to promote harmonization with
other national and international efforts. This conclusion was high-
lighted in the Institute of Medicine’s report, “PEPFAR Implementa-
tion: Progress and Promise,” which was mandated under the 2003
Leadership Act and which stated that the short-term targets mani-
fested in the budget allocations have “adversely affected implemen-
tation of the U.S. Global AIDS Initiative.”® Other types of activi-
ties, such as the prevention of mother to child transmission
(PMTCT), as well as more comprehensive approaches to the pre-
vention of the sexual transmission of HIV that combine abstince,
fidelity, and condom programming (A, B, and C), have sometimes
directly suffered as a result of budget allocations, according to re-
ports by the Government Accountability Office (GAO).? Addition-
ally, an independent comparative analysis of PEPFAR, the Global
Fund, and the World Bank concluded that, of the three, “PEPFAR
funding is least conducive to allowing recipients to implement com-
prehensive approaches that combine elements of treatment, preven-
tion, and care.” 10

The committee believes that goals rather than numerical per-
centages should guide programming. By setting a goal of pre-
venting 12 million new infections through a balanced approach and
strengthening evaluations of prevention programs, the committee
hopes to make a greater impact in stemming the epidemic.

In order to increase flexibility and allow for the more effective al-
location of resources in response to local conditions, S. 2731 re-
moves the one-third “abstinence until marriage” funding directive
from the 2003 Leadership Act, along with all other numerical ear-

8Institute of Medicine, “PEPFAR Implementation: Progress and Promise,” Washington, D.C.:
National Academies Press, 2007, p. 10.

9 Government Accountability Office, “Spending Requirement Presents Challenges for Allo-
cating Prevention Funding under the President’s Emergency Plan for AIDS Relief,” GAO-06—
395 (April 4, 2006).

10Nandini Oomman, et al. “Following the Funding for HIV/AIDS: A Comparative Analysis of
the Funding Practices of PEPFAR, the Global Fund and World Bank MAP in Mozambique,
Uganda and Zambia,” Center for Global Development (October 10, 2007), p. xii.
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marks within HIV/AIDS funding, except for the 10-percent alloca-
tion for orphans and vulnerable children. The Reauthorization Act
explicitly prioritizes prevention and continues support for a bal-
anced approach in which behavior change programs that are aimed
at promoting abstinence and fidelity, reducing numbers of concur-
rent partners, and delaying sexual debut, which may collectively be
termed “AB,” are to be funded in a meaningful and equitable way,
in tandem with “C” prevention tools promoting the correct and con-
sistent use of condoms. Because the committee believes that both
the “AB” behavior change elements and the “C” elements of the
ABC approach are crucial to stopping the spread of HIV/AIDS, lan-
guage in the Reauthorization Act explicitly requires the Global
AIDS Coordinator to report to Congress if the funding ratio for
these “AB” behavior change programs and for “C” (condom) pro-
grams falls below one to one (AB:C). Additional means of preven-
tion including programs to empower women and others, medical
male circumcision, the safeguarding of blood supplies, and the po-
tential development of new mechanisms or approaches are also ad-
dressed, separately from this one to one ratio.

S. 2731 strengthens an existing provision in the 2003 Leadership
Act to ensure that no organization shall be required to endorse,
participate in, or make a referral to any program to which that
organization has a moral or religious objection, nor shall they be
required to endorse or participate in a multisectoral or compre-
hensive approach to HIV/AIDS. Such organizations cannot be dis-
criminated against in grants or other agreements as a result of
electing not to endorse, participate in, or refer patients to such pro-
grammatic activities.

As noted, the Reauthorization Act requires a prevention strategy
for each country in which the United States maintains an HIV/
AIDS program; if, in that strategy, less than 50 percent of the pre-
vention programs aimed at the sexual transmission of HIV are di-
rected toward behavior change programs aimed at reducing or de-
laying sexual activity or reducing numbers of sexual partners as
outlined above, then the Global AIDS Coordinator must provide a
justification to Congress. The objective epidemiological evidence to
be used for the Coordinator’s determination should be primarily
partner country Demographic and Health Surveys, the AIDS Infor-
mation Service (AIS), and other United States Government sup-
ported surveys and data, including surveys requested by the Con-
gress; other independent, scientifically sound studies may also be
taken into account. The modification of the previous abstinence
spending requirement should not be interpreted to imply that ab-
stinence and be faithful programs are no longer considered by the
committee to be a priority for prevention funding. Modifications in
the directive and the required country strategies are intended to
promote locally guided approaches to prevention that respond to
changes in patterns of incidence (new HIV infections) and to spe-
cific drivers of the epidemic. Any program to change cultural norms
should be led by the partner countries, with the U.S. Government
providing financial and technical assistance when appropriate; one
of the clear lessons of Uganda’s early success in reducing HIV prev-
alence rates is that national and local leadership matters.

The prevention of the transmission of HIV from mother to child
represents an important component of the overall prevention strat-
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egy. S. 2731 establishes a goal of helping partner countries to
achieve 80 percent access to counseling, testing, and treatment to
prevent mother-to-child transmission and emphasizes the impor-
tance of maintaining a continuum of care before and after birth
and of promoting provider-initiated or “opt-out” HIV testing.1! The
committee also recognizes new and promising developments regard-
ing the use of ARVs to reduce the transmission of HIV through
breast milk and supports expansion of these interventions as ap-
propriate.

HIV/AIDS Treatment and Care Policy

S. 2731 maintains treatment and care as core priorities of U.S.
HIV/AIDS programs and sets a target of supporting treatment for
3 million people by 2013, an increase of 1 million people to be
added to treatment rosters, and additional access to treatment
through contributions to the Global Fund. The bill also sets a tar-
get of supporting care for 12 million people, including 5 million or-
phans and vulnerable children.’2 In order to measure progress to-
ward the treatment objective, the Reauthorization Act requires a
timetable with yearly global treatment targets and subsequent re-
porting, including country-level explanations if the timetable’s
goals are not on track to be achieved. As with most of the other
HIV/AIDS budget directives, S. 2731 removes the allocation requir-
ing that 55 percent of funding go toward treatment, again reflect-
ing the committee’s preference that goals to guide planning and re-
sources rather than numerical directives. The 55 percent earmark
was seen as necessary 5 years ago when treatment was almost
nonexistent in resource-poor settings such as Africa, and some
claimed it was not even possible, but current data demonstrate
that this directive is no longer needed or appropriate. The Presi-
dent’s Emergency Plan for AIDS Relief has proven the skeptics
wrong: Today, due to the combined efforts of PEPFAR and the
Global Fund, nearly 2 million people are on treatment, mostly in
Africa. Additionally, with the availability of less expensive generic
drugs and better supply chain management in place, the cost of
ARYV supply and distribution has decreased, while other public and
private partners have increased their role in supporting treatment
programs. The 55 percent earmark for treatment was also set at
a time when the infrastructure to deliver treatment was almost
completely absent in many areas and the costs were considered by
some to be prohibitively expensive. This 55 percent figure has
never correlated with actual treatment costs in pursuit of the tar-
gets of the 2003 Leadership Act, and the goal of supporting 3 mil-
lion people on treatment by 2013 does not require such a budgetary
directive.

Some have suggested that a target of 3 million people on treat-
ment is insufficient. While the committee would prefer that all who
need treatment receive it, the committee shares the view of the

11For PMTCT in developing countries, 80 percent is often defined as “universal access” be-
cause 100 percent access 1s not reahstlcally achievable. “Opt out” testing refers to a protocol
in which all clients in a medical facility are asked if they would be willing to take an HIV test,
rather than waiting for clients to request testing. All voluntary counseling and testing should
follow WHO guidelines.

12Tn his 2003 State of the Union Address, President Bush established targets of treating 2
million people, preventing 7 million new infections and providing care for millions more. Cur-
rently, over 1.4 million people are enrolled in ARV treatment programs through U.S. bilateral
assistance programs. The direct impact of prevention programs is more difficult to measure.
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Global AIDS Coordinator, Ambassador Mark Dybul, that “we can-
not treat our way out of this epidemic.” For every person put on
ARVs last year, six more became newly infected with HIV; preven-
tion efforts, capacity building, and other programs are critical to es-
tablishing a more sustainable approach. Treatment targets should
be and are ambitious, but the committee believes it is neither ad-
visable nor financially feasible for the United States to be the sole
supplier of ARVs. In a number of communities, U.S. bilateral pro-
grams now focus on providing the more complex “second line
drugs” (for patients whose initial treatments have failed), while the
Global Fund, private foundations, or others provide many of the
“first line” drugs). The committee encourages such shared efforts.
The U.S. commitment to support treatment for 3 million people in
this Act would constitute well over half of the commitment made
to date by the entire Group of Eight (G-8). The world, not just the
United States, needs to confront this crisis, and members of the G—
8 and others need to do more, particularly because treatment, as
noted previously, is a long-term commitment—at this time, it must
be life-long for every person who begins taking ARVs.

Furthermore, the committee believes that in seeking to provide
treatment for at least 3 million people, the United States, and its
implementing partners, must also do more to ensure that its pro-
grams achieve the desired outcome, namely the long-term survival
of people on treatment and their return to productive lives. In some
PEPFAR-supported programs, as many as a quarter or more of
those who begin treatment are subsequently “lost to followup” and
disappear from rosters. Some of these patients will have died; oth-
ers may have dropped out or enrolled elsewhere. Poor adherence to
ARV regimes is extremely dangerous for the individual and has
larger ramifications as it may contribute to the spread of drug re-
sistant strains of HIV/AIDS, which are more difficult and costly to
treat. Through enhanced oversight and analysis, along with
strengthened coordination with nutrition programs and other sup-
port, the Reauthorization Act seeks to save more lives through im-
proved as well as expanded treatment and care.

In terms of care, S. 2731 recognizes the impact of opportunistic
infections such as tuberculosis, bacterial pneumonia, toxoplasmosis,
viral and fungal diseases, and HIV/AIDS-associated malignancies
such as Kaposi’s sarcoma on many persons with HIV/AIDS and in-
cludes a provision calling for free or readily affordable prophylaxis
and treatment for these infections as part of care and treatment.
Palliative assistance and pain management are also important
components of HIV/AIDS care and treatment programs, as noted in
the Reauthorization Act. Additionally, the committee strongly sup-
ports expanded access to voluntary counseling and testing, particu-
larly the adoption of provider-initiated or “opt-out” testing, ex-
panded mobile services, and the use of rapid testing to reduce wait-
ing times for patients and facilitate the delivery of test results.

Pediatric participation in care and treatment programs has been
underrepresented to date, in part because many HIV infected chil-
dren die without ever being tested, particularly in countries with
low rates of access to Prevention of Mother to Child Transmission
(PMTCT) programs. Drawing on S. 2472, the Global Pediatric HIV/
AIDS Prevention and Treatment Act, the Reauthorization Act es-
tablishes a target for participation in treatment and care programs
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for children in proportion to their percentage within the HIV-in-
fected population of a given country as a policy objective of U.S.
global HIV/AIDS programs.

The Role of HIV/AIDS, Tuberculosis, and Malaria Programs With-
in the United States Health and Development Agenda

A core objective of this Act is to encourage the President to sit-
uate programs to combat HIV/AIDS, tuberculosis, and malaria
more clearly within the United States health and development
agenda, particularly because HIV/AIDS programs have come to
dominate U.S. assistance in many countries in sub-Saharan Africa
and elsewhere. To address this issue, S. 2731 requires strategic
planning for HIV/AIDS programs within this broader context as
well as long-range planning for the initiative. The Reauthorization
Act also seeks to improve coordination between HIV/AIDS pro-
grams and other development activities; to address the needs and
heightened vulnerabilities of girls and women to HIV; and to build
capacity in the health sectors of partner countries and promote a
shift toward more sustainable approaches grounded in national
strategies. The Act also calls for closer coordination between HIV/
AIDS, TB, and malaria programs. In approaching the question of
how these health programs fit into the broader U.S. development
agenda, the committee explicitly builds upon the 2003 Leadership
Act; with the insights gained from 5 years of programs, it seeks to
strengthen these activities in order to maximize the positive impact
of taxpayer dollars and to achieve improved outcomes in saving
lives and helping people resume productive activities.

Nutrition and Food Support for Persons With HIV/AIDS and Their
Families

The Reauthorization Act strengthens linkages between HIV/
AIDS and nutritional and food support. The 2003 Leadership Act
recognized the importance of nutritional support, but persons living
with AIDS, clinicians, and other implementers working to treat and
support them through PEPFAR programs have repeatedly identi-
fied inadequate access to food or nutrition as a major problem in
combating the effects of HIV/AIDS. Adequate nutrition is impor-
tant clinically in terms of improved health outcomes and better ad-
herence to regimes, in part because lack of food can make it very
difficult to tolerate ARVs, and many malnourished patients will
simply stop taking their ARVs because the side effects are too se-
vere.13 Current efforts to address this issue through “wraparound”
programs with the World Food Program and other agencies cannot
completely bridge this gap. In wraparound programs, another agen-
cy provides a service such as nutritional support for persons with
HIV/AIDS. These wraparound programs often lack the resources to
provide sufficient services to the individuals receiving PEPFAR
support and are frequently based in rural areas, while PEPFAR
programs tend to be more urban. S. 2731 directs the Global AIDS
Coordinator to integrate nutrition programs more fully with HIV/
AIDS activities and to establish services where referrals are inad-
equate. The Reauthorization Act identifies nutritional and food

13PEPFAR Implementation: Progress and Promise, p. 157.
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support as a basic component of care and treatment for those per-
sons with HIV/AIDS who meet established criteria of need.

Providing food assistance only or preferentially to persons who
are HIV-infected also poses clear ethical and policy difficulties,
both within any given community and in terms of the overall dis-
tribution of resources. This community concern may be offset some-
what by the grim economic impact of long-term illness: Families
whose breadwinner has been stricken by AIDS have often been
forced to sell off what assets they possess. Therefore, even in a
community where food insecurity is widespread, these families may
have fewer resources on which to draw. Nonetheless, this matter
remains an issue of concern. In communities where HIV/AIDS and
food insecurity are both highly prevalent, the Reauthorization Act
supports community-based assistance programs, with an emphasis
on sustainable approaches such as community gardens.

Women and Girls and HIV /|AIDS

Women and girls are biologically more vulnerable to the sexual
transmission of HIV, and sociological and economic factors add to
this heightened peril. Young women in much of sub-Saharan Afri-
ca, where HIV/AIDS rates are the highest in the world, are three
times as likely as their male counterparts to be infected with HIV;
globally, two-thirds of all new infections among young people aged
15 to 24 are among women.* S. 2731 emphasizes the issue of gen-
der as a risk factor for HIV on a number of levels, with the goal
of strengthening U.S. efforts to help partner countries address the
underlying issues that heighten vulnerabilities for girls and women
and to improve the quality and enhance the impact of gender-based
programming. Gender elements are central to the required 5-year
strategy and report and subsequent evaluations, and the committee
emphasizes the importance of programs to reach men, women, and
youth to reduce gender-based vulnerabilities to, and the disparate
impacts of, HIV/AIDS. Gender-based programs must also be a core
element of any future compacts or framework agreements. Con-
sistent with the underlying 2003 Leadership Act, programmatic
components to address gender issues within the Reauthorization
Act include support for property and inheritance rights for women
and children as well as assistance to promote broader legal equal-
ity and legal protection; support for civic organizations run by and
for women; life skills training for adolescents; recognition and pre-
vention of gender-based violence and strengthened legal and sup-
port responses to violence; and improved coordination with
antitrafficking efforts. The committee recommends that additional
staff training and development of expertise on gender-related
issues be included in planning for HIV/AIDS programs and country
operational plans, along with expanded local input from women, in-
cluding women living with HIV/AIDS. Similarly, additional tech-
nical assistance may be needed to help encourage the participation
and involvement of women in drafting, coordinating, and imple-
menting the national HIV/AIDS strategic plans of their countries.

The committee believes it is important to monitor and evaluate
progress on outcomes and impacts linked to goals and targets and

14 Office of the Global AIDS Coordinator, “The President’s Emergency Plan for AIDS Relief
Report on Gender-Based Violence and HIV/AIDS” (November 2006), p. 4.
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to ensure that data are disaggregated by risk factors, including sex,
age, marital status, and other factors relevant to local epidemics.
The Global AIDS Coordinator should provide clear guidance to field
missions to integrate gender across all prevention, care, and treat-
ment programs; adopt specific targets for reaching women and girls
within the country’s prevention, care, and treatment targets; and
undertake gender analysis in order to identify priority interven-
tions. Gender-specific indicators are critical to measure program
outreach and effectiveness. Operations research and evaluations of
gender-responsive interventions, as required under the Reauthor-
ization Act, will help identify and encourage replication or adapta-
tion of effective models, and provide both positive and negative les-
sons learned for dissemination among programs supported by U.S.
assistance in different countries or regions.

The Reauthorization Act authorizes structural HIV prevention ef-
forts intended to help alter social, political, and economic factors in
the environment so that people may be empowered to engage in
safer behaviors. These efforts help countries to address factors
within the environment, such as gender inequities or migration
patterns that can create conditions conducive to the spread of HIV,
and begin to remedy them, for example by supporting microcredit
opportunities for women or providing off-hours activities or housing
options for migrant men or transport workers. Such prevention ap-
proaches also offer important opportunities for increased linkage
across development lines, through the promotion of livelihoods and
small enterprise development, job training, basic health services,
and education. These activities are particularly relevant in terms
of the needs of women and girls and continue programs that were
authorized under the 2003 Leadership Act.

Gender-based violence plays a significant role in the trans-
mission of HIV in many areas, and efforts to assist countries in the
development and enforcement of laws and policies to prevent and
respond to gender-based violence and to promote screening and ap-
propriate counseling, testing, and treatment in both HIV/AIDS and
gender-based violence programs are important components of pre-
vention, care, and treatment programs as authorized under this
Reauthorization Act. Violence against women and girls in humani-
tarian relief, conflict, and post-conflict operations is an issue of par-
ticular concern. Domestic violence is widespread in some regions,
including areas of high HIV prevalence, but this situation can
change. Strengthening laws and enforcement mechanisms; publi-
cizing laws and penalties and expanding awareness of victims’
services through national media campaigns; expanding youth edu-
cation efforts; and promoting communication across gender lines,
along with efforts to address alcohol abuse, can help to change so-
cial norms contributing to tolerance of violence. Increased access to
economic opportunities is also an important component in the pre-
vention of and response to domestic and sexual violence. Recog-
nizing the importance of these programs in the fight against HIV/
AIDS, microcredit activities continue to be authorized under this
legislation. Finally, the committee notes that currently many
women and girls are unable to rely on the ABC strategy to protect
themselves because they lack the power to abstain, cannot control
or depend on their partners’ faithfulness, and cannot impose the
use of condoms within their relationships. That fact makes efforts
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to strengthen women’s rights an important component of HIV/AIDS
and national development strategies and underscores the need for
support for programs such as those outlined above as well as new
adxlfances in prevention methods that women themselves can con-
trol.

Children and HIV/AIDS

According to UNAIDS, an estimated 2.5 million children are liv-
ing with HIV; nearly 9 out of 10 live in sub-Saharan Africa. Over
300,000 children under the age of 15 died of AIDS-related causes
in 2007. Over 14 million children in the world have lost one or both
parents to AIDS. Millions of more children are affected by or vul-
nerable to HIV/AIDS. S. 2731 seeks to address these issues con-
fronting children on multiple levels, from increasing emphasis on
PMTCT programs and expanding access to pediatric HIV/AIDS
testing, treatment, and care, to supporting assistance for orphans
and other children directly affected by the disease and expanding
our understanding of what it means to be vulnerable to HIV/AIDS.

The prevention of mother to child transmission (PMTCT) rep-
resents an area where scientific certainty—we know how to prevent
transmission during pregnancy and childbirth—meets the limita-
tions of maternal healthcare access and infrastructure in much of
sub-Saharan Africa and elsewhere. Around the world, approxi-
mately a thousand infants a day are infected with HIV, most in
sub-Saharan Africa. S. 2731 underscores the importance of expand-
ing access to PMTCT services and achieving delivery targets and
of supporting a continuum of care to connect prenatal and
antenatal services with health services for mother and child after
delivery.

To date, children with HIV/AIDS have been underserved within
global HIV/AIDS assistance programs. Barriers to enrollment for
children in treatment programs include limited access to reliable
HIV testing for the youngest children; a shortage of providers
trained in delivering pediatric care; weak linkages between services
to prevent mother-to-child transmission and HIV/AIDS care and
treatment and child health programs; and the need for additional,
low-cost pediatric formulations of HIV/AIDS medications—pediatric
treatment is far more complex and expensive than that for adults.
The Reauthorization Act identifies treatment of children in propor-
tion to their percentage within the HIV infected population of a
given country as a policy objective and seeks to help countries sur-
mount these treatment barriers. The committee strongly supports
expanded treatment and care for children not only through ARVs
but also through increased access to additional medications such as
cotrimoxazole prophylactic, for example, which at a cost of three
cents a day has been shown to cut childhood HIV/AIDS mortality
rates dramatically.

The one numerical budgetary allocation for HIV/AIDS retained in
this legislation is the 10-percent earmark for orphans and vulner-
able children. This directive continues to receive broad support
from implementers and U.S. Government officials alike. It is impor-
tant to retain this allocation, and to maintain it separately from
pediatric treatment, in order to ensure that orphans and vulner-
able children remain a priority within U.S. HIV/AIDS country pro-
grams and to signal their importance to partner countries, many of
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whom have not sufficiently emphasized programs for children. S.
2731 also recognizes that, particularly in areas with high HIV
prevalence rates, definitions of what it means to be vulnerable to
HIV/AIDS or its socioeconomic effects should be expanded. For this
reason, the legislation amends the original budget directive on or-
phans and vulnerable children from “orphans and vulnerable chil-
dren affected by HIV/AIDS” to “orphans and other children affected
by, or vulnerable to” HIV/AIDS. The committee encourages the
Global AIDS Coordinator to provide clear guidance to the field on
this subject.

Capacity Building and Sustainability

Lack of health personnel, inadequate infrastructure and health
systems, and poor management represent formidable roadblocks to
progress in the battle against HIV/AIDS and other infectious dis-
eases and medical conditions, particularly in sub-Saharan Africa.
The HIV/AIDS pandemic has aggravated the existing shortage of
health workers through loss of life and illness among medical staff,
unsafe working conditions for medical personnel, and increased
workloads for diminished staff. The shortage of health personnel in
turn undermines efforts to prevent infection and provide care and
treatment for those with HIV/AIDS and to address other health
challenges. Migration of health workers—often termed the “brain
drain”—adds to these losses; the committee supports codes of con-
duct and other measures to promote ethical practices in the inter-
national recruiting of healthcare workers, as well as steps to re-
duce “push factors” such as unsafe working conditions that also
fuel this brain drain. According to the 2003 United Nations Devel-
opment Programme, Human Development Report, approximately 3
out of 4 countries in sub-Saharan Africa have fewer than 20 physi-
cians per 100,000 people, the minimum ratio recommended by the
World Health Organization, and 14 countries have 5 or fewer phy-
sicians per 100,000 people.l> Numbers of nurses and other health
professionals are also critically low across much of the continent.
The concentration of professionals in cities further limits the deliv-
ery of health services in rural areas. Capacity building is critical
to making progress against HIV/AIDS, tuberculosis, and malaria
and to shifting from a donor-led emergency line of attack to a more
sustainable, country-driven public health approach.

The PEPFAR program has made real progress in training per-
sonnel, increasing laboratory capacity, and improving infrastruc-
ture. The Reauthorization Act seeks to build on that progress and
elevate the objective of capacity-building within U.S. programs. Ad-
ditional health professionals, paraprofessionals, and compensated
community health workers are all needed in this effort. The Reau-
thorization Act draws on S. 805, the African Health Capacity In-
vestment Act of 2007 (which the committee approved in September
2007), to address the need for health workers, infrastructure, and
management development.

In order to help achieve needed staffing levels, S. 2731 sets a tar-
get of training and retaining 140,000 professionals and paraprofes-

15 According to the United Nations Development Program, Tanzania, Malawi, Niger, Burundi,
Ethiopia, Mozambique, Sierra Leone, Togo, Benin, Chad, Lesotho, Eritrea, Rwanda, and
Burkina Faso all have 5 or fewer physicians per 100,000 people. The only other nations in the
world with such a small number of physicians per capita are Bhutan and Papua New Guinea.
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sionals with the objective of helping countries to achieve World
Health Organization recommended minimum staffing levels for
doctors, nurses, and midwives. Doctors, nurses, and other health
professionals must be trained, but also effectively deployed, under
safe working conditions and with additional incentives to support
retention. Skilled paraprofessionals, such as laboratory technicians,
are needed, as are community health workers who often serve on
the front lines of health services. The bulk of community health
workers in many PEPFAR programs are volunteers; the committee
recognizes the value of their service, but has concerns about the
sustainability of a volunteer-based model and relying upon the
poorest participants in the health workforce as volunteers.

Older orphans, vulnerable children, and at risk youth are in need
of educational and employment opportunities, while virtually all
countries receiving significant U.S. assistance programs are in need
of an expanded healthcare workforce. Public-private partnerships
and other mechanisms should be pursued to help address this
nexus through training of these individuals as entry level health
workers and as paraprofessionals and through expanded support
for higher education, with appropriate measures to promote in-
country service following graduation.

In addition to training more individuals (and retaining them in-
country), systemic reforms and improvements are needed to combat
HIV/AIDS and other diseases and health challenges. Task-shift-
ing—in which lower-level health workers are authorized to assume
some duties formerly reserved for physicians or other highly
trained professionals—will help address imbalances in service de-
livery, but is only a partial solution and raises potential concerns
that nurses and other healthcare workers might be diverted from
primary healthcare duties for HIV/AIDS care.l® More diversified
training is also needed, including instruction in the detection of op-
portunistic infections, pediatrics, gender-based violence assess-
ments, TB/HIV coinfection, prevention education, and counseling
and testing, to help achieve a work force with sufficient skills. The
Reauthorization Act supports such training efforts as well as
health and financial management reforms and infrastructural de-
velopment to allocate resources more effectively. In undertaking
such efforts, the potential benefit for the health system as a whole
should help guide decisionmaking, and every precaution should be
taken to ensure that HIV/AIDS programs do not diminish access to,
or quality of, broader health services.

Partner countries themselves must also invest more heavily in
their health and education sectors, and S. 2731 urges them to do
so, as set forth in the Abuja Declaration.1” The Reauthorization Act
underscores the importance of the national HIV/AIDS and health
strategies of partner countries in U.S. planning and allows for ad-
ditional technical assistance to strengthen such instruments where
needed. The legislation authorizes the Secretary of the Treasury to
provide assistance to country health and finance ministries to at-

16The World Health Organization has issued guidelines on task-shifting in WHO, “Treat,
Train, Retain: Task Shifting: Rational Redistribution of Tasks among Health Workforce Teams”
(December 2007).

171n the Abuja Declaration of 2001, heads of state of the Organization of African Unity [the
predecessor of the African Union] pledged to place the fight against HIV/AIDS at the forefront
in national development plans and committed to set a target of allocating 15 percent of annual
budgets to the improvement of the health sector.



17

tract and manage international assistance more effectively. The
committee also emphasizes the importance of supply chain manage-
ment and equipment maintenance to ensure the effective use of
purchased and donated goods. Sustainability of global HIV/AIDS
programs cannot be achieved in the next 5 years, but it should ulti-
mately be one of the longer term objectives of U.S. programs.18

Promoting country ownership of HIV/AIDS programs and meth-
odologies represents one of the underlying goals of this legislation.
Compacts or framework agreements between the United States and
regional or national governments may be one way to achieve this
objective. As part of his announcement regarding the reauthoriza-
tion of PEPFAR on May 30, 2007, President Bush expressed his de-
sire to establish partnership compacts with participating nations.
S. 2731 includes language providing for the development of com-
pacts or framework agreements. Compacts would constitute part-
nership agreements, with mutual obligations commensurate with
national resources and capabilities. For countries with greater re-
sources, U.S. contributions might be limited largely to technical as-
sistance. Compacts could be reached either with one or more indi-
vidual countries or with regions, such as the Caribbean Community
(CARICOM). Key components of prospective compacts include
health capacity-building; country investments; elements to
strengthen the legal, economic, educational, and social status of
women, girls, and vulnerable children and youth; civic participa-
tion; the promotion of policies, regulations, and law conducive to
enhancing HIV/AIDS prevention, treatment, and care; evaluation,
research, and information-sharing; and improved coordination of ef-
forts to combat HIV/AIDS, TB, and malaria with national health
and development strategies. Benchmarks, targets, and intended
methodology to achieve them should be included within such
framework agreements.

Oversight and Evaluation of HIV /AIDS Programs

The scope of the U.S. global HIV/AIDS initiative and the speed
with which it has been developed and implemented under the lead-
ership of the Global AIDS Coordinator are extremely impressive;
this scope and speed, however, also contribute to challenges of sus-
tainability and accountability. As indicated in reports by the offices
of the Inspectors General for the Department of State and USAID,
PEPFAR country teams have tended to be understaffed for the
workload, budget, and responsibilities associated with the pro-
grams that they manage.l® Oversight, monitoring, and evaluation
will almost inevitably suffer if staffing is inadequate. To facilitate
smoother coordination and improve oversight and management of
programs, S. 2731 recommends the appointment of full-time, expe-
rienced country coordinators for all U.S. missions with significant

18The term sustainability is widely used but more rarely defined. Dr. Helene Gayle of CARE,
in testifying before the House Foreign Affairs Committee on September 25, 2007, stated that
“sustainability relates to a set of activities continuing, even after their initiator exits. Another
type refers to the durability of a certain impact: For example, a vaccine that provides immunity
to a disease. A deeper form of sustainability is reflected in the ability of societies to maintain
processes of economic, social and cultural transformation.”

19USAID Office of Inspector General reports on Zimbabwe (October 2007), Malawi (September
2007), and Tanzania (May 2006) reported respectively that staff shortages adversely affected
basic monitoring activities of partners; data collection and management; and reduced site visits,
which “could jeopardize the achievement of future outputs and targets, and impact the quality
of the program data reported by the partners to the Mission, and the target information re-
ported to the U.S. Government by USAID/Tanzania.”
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HIV/AIDS programs, supports adequate staffing of all country
teams, and acknowledges the important contributions of Foreign
Service Nationals to these efforts.

The committee has included several provisions in the legislation
to maintain and strengthen oversight and program review of U.S.
global HIV/AIDS efforts.

First, the bill calls for a report, including a preliminary design
plan and budget, by the Institute of Medicine of the National Acad-
emies that assesses the performance of U.S. global HIV/AIDS pro-
grams and an evaluation of the impact of these programs on pre-
vention, treatment, and care. The Institute conducted a similar
study during the first 5 years of the global HIV/AIDS effort under
the Leadership Act. That study, released in 2007, helped inform
the committee’s work on the Reauthorization Act, particularly in
regard to whether to retain certain funding allocations, or ear-
marks. The Institute of Medicine study under the Reauthorization
Act is intended to address progress toward prevention, treatment,
and care targets and evaluate the impact of treatment and care
programs (e.g., mortality, adherence, and resistance rates) and of
programs directed toward women and orphans and vulnerable chil-
dren, as well as seeking to assess the impact of these efforts on
health systems and service delivery in countries with significant
programs.

Second, the bill requires a review by the Government Account-
ability Office (GAO) no later than 3 years after enactment of this
Act that will examine monitoring and evaluation practices, inter-
agency coordination, procurement practices, and harmonization of
the U.S. effort with national and international strategies. It will
also assess the effect of HIV/AIDS investments on U.S. global
health programming, and provide recommendations for improving
global HIV/AIDS programs.

Third, the Reauthorization Act emphasizes operations research,
in order to evaluate policies and program outcomes.2% To promote
the dissemination of information, the bill requires the Global AIDS
Coordinator to publish a “best practices” report annually to high-
light those programs with potential for replication or adaptation,
particularly those programs that may be replicated or adapted at
a low cost in other settings. In this manner, U.S. programs can
make an indirect but important contribution to HIV/AIDS efforts
where the United States is not directly involved. The committee re-
gards it as important for OGAC to communicate information on ad-
verse outcomes or unsuccessful approaches as well.

Finally, the bill requires the Inspectors General (IGs) of the
three largest U.S. Government agencies involved in the global HIV/
AIDS efforts—the Department of State, the Department of Health
and Human Services, and the U.S. Agency for International Devel-
opment—to coordinate on an annual oversight plan of bilateral pro-
grams. The provision also requires the Global AIDS Coordinator to
make available not more than $10 million to fund the oversight by
the Inspectors General. The committee is aware that the Offices of
Inspector General at State and USAID have received only modest
budgetary increases in recent appropriations, and are often asked

20 Regarding operations research, S. 2731 draws on S. 2584, the PEPFAR Accountability and
Transparency Act.
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to do more with less. This financing mechanism—just .0002 percent
of the $50 billion authorized in this bill—will strengthen the ability
of those Offices to conduct regular audits, inspections, and perform-
ance reviews of bilateral HIV/AIDS programs. Oversight and moni-
toring and evaluation should be seen as components of effective
prevention, treatment, and care programs rather than as competi-
tors with them for resources.

The Global Fund to Fight HIV/AIDS, Tuberculosis, and Malaria

S. 2731 authorizes up to $2 billion for the Global Fund for fiscal
year 2009 and such sums as necessary for the subsequent 4 fiscal
years; this structure parallels section 202(d)(1) of the 2003 Act,
which authorized $1 billion for fiscal year 2004 and such sums as
necessary for the remaining fiscal years. The Global Fund rep-
resents the primary multilateral component of the Reauthorization
Act. The legislation recognizes the increasingly effective coordina-
tion between the Global Fund and bilateral U.S. assistance pro-
grams. The committee commends this development, recognizes that
the bilateral and multilateral efforts each possess comparative ad-
vantages in certain areas, and notes that the Global Fund model
may have the potential for greater capacity-building and sustain-
ability in the long term. The committee also regards the Global
Fund as having made significant progress toward addressing con-
cerns raised by the Government Accountability Office about trans-
parency and accountability and anticipates further progress as the
newly appointed Inspector General for the Global Fund attains full
staffing levels and undertakes monitoring activities.

In order to promote greater transparency, accountability, and
public availability of information, the Reauthorization Act includes
a provision to withhold 20 percent of the U.S. contribution begin-
ning in FY 2010 if certain benchmarks are not met. Benchmarks
include: The evaluation of Local Fund Agents; the disclosure of in-
formation, performance data, and funding levels for principal and
subrecipients; the activities of the Inspector General; reporting on
standard indicators and distribution of resources; the establish-
ment of a tariff policy and pursuit of steps to prevent the imposi-
tion of taxes on Global Fund services; the Global Fund’s continu-
ation as a financing institution focused on the three diseases; and
progress in sustaining a multisectoral approach with resources allo-
cated to different sectors, including governments, civil society, and
faith-and community-based programs.

Table 1.—Global Fund Contributions
(in U.S. dollars)

2001-02 2003 2004 2005 2006 2007 2008 est.

Total Global Contributions ............... 947M 937M 1.5B 1.5B 2.2B 2.58B 3.58B
U.S. Appropriations ........ . 300M 348M 547M 435M 545M 724M 841M
U.S. Share of Contributio

(as a percentage) .....

32 33 32 31 24 28 28

M = million.
B = billion.

Tuberculosis

Tuberculosis claims an estimated 1.6 million lives a year, and
drug resistant strains of the disease are becoming increasingly
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common and more dangerous. This airborne disease, including its
drug-resistant variants, is becoming a more generalized epidemic
in many countries of the world. While there are an estimated 9 mil-
lion new tuberculosis cases per year, only one-third of those with
the disease currently receive treatment. The World Health Organi-
zation recently reported that 5 percent of new cases of TB are
multidrug resistant (MDR-TB), and that at least 40,000 persons
are thought to have extensively drug resistant TB (XDR-TB); this
number could be considerably higher as many countries lack the
capacity to test for resistance.2l Drug resistance emerges most
commonly when TB patients fail to complete their course of treat-
ment; mutations in the bacterium may then develop, and drug-
resistant strains can subsequently be transmitted to others. Tuber-
culosis normally requires a 6-month course of treatment with costs
as low as $20 per patient; treatment for MDR-TB may take 2 years
and cost thousands of dollars. XDR-TB is even more difficult to
treat and often fatal. Persons with HIV/AIDS are particularly vul-
nerable to TB, and coinfection rates within the HIV infected popu-
lation top 50 percent in some countries.

Drawing upon S. 968, the Stop Tuberculosis (TB) Now Act of
2007, which was favorably reported by the committee in October
2007, S. 2731 recognizes the global threat posed by tuberculosis,
and particularly MDR- and XDR-TB, and authorizes $4 billion to
combat the disease over 5 years. The World Health Organization’s
“Stop TB” Strategy offers a roadmap for combating tuberculosis
and reducing the threats of increasing drug resistance and for the
resources necessary for this effort. Directly Observed Treatment
Short-course (DOTS) treatment for TB is one of the most cost-effec-
tive health interventions available today. The committee empha-
sizes the importance of both ensuring maximum on the ground im-
pact of resources to combat TB and of maintaining the quality of
programs and services delivered, not least because of the extraor-
dinary public health costs associated with poor adherence to stand-
ard treatment for TB. Patient services, training for health workers
and the maintenance of safe working conditions, laboratory capac-
ity, and drugs and diagnostics should be prioritized. The committee
recognizes and supports funding for the global TB work of the Cen-
ters for Disease Control and Prevention. The committee also sup-
ports robust funding for the Global Tuberculosis Drug Facility and
recommends significantly increased annual U.S. contributions,
building on recent appropriations.

Coinfection between HIV/AIDS and TB represents a significant
public health problem in many countries, making increased coordi-
nation between HIV/AIDS and TB programs a continuing priority;
TB remains the leading cause of death among persons with AIDS.
Diagnosis can be difficult particularly because TB symptoms may
manifest themselves differently in HIV positive persons, often as
sputum smear-negative pulmonary and extra-pulmonary forms of
TB that are more difficult to detect and that are associated with
higher mortality rates. In order to help achieve the objectives set
forth in the Stop TB Strategy and the Millennium Development
Goals, expanded diagnostic and treatment capacity for all forms of

21MDR-TB is defined as TB demonstrating resistance to the two most commonly used drug
treatments, rifamin and isoniazid; XDR-TB is resistant to those two first-line drugs and at least
two other major drug treatments.
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TB is necessary, as is expanded laboratory capacity to detect drug
resistance.

Malaria

Over 1 million people a year die of malaria, most of them chil-
dren under the age of 5 or pregnant women. The President’s
Malaria Initiative, launched in 2005, is already beginning to make
an impact in the fight against this deadly and preventable disease.
S. 2731 authorizes $5 billion for fiscal years 2009 to 2013 in order
to build on this early progress by expanding the resources and
reach of U.S antimalarial programs. In order to advance these ef-
forts and improve the operations of antimalarial programs and co-
ordination across U.S. agencies and with other multilateral, na-
tional, and private actors, the Reauthorization Act codifies a posi-
tion within USAID of a Coordinator of United States Government
Activities to Combat Malaria Globally [hereafter, the Malaria Coor-
dinator].

This legislation supports numerous primary interventions, in-
cluding long-lasting insecticide-treated bednets; indoor residual
spraying with insecticides; intermittent presumptive treatment of
pregnant women in areas of high malaria transmission; commu-
nity-based symptoms detection, management and care; artemisinin-
based combination therapies (ACTs); and other measures to
promote treatment, care, and prevention. As with other health
interventions, capacity-building is a critical element in the fight
against malaria. The Reauthorization Act also supports research
activities to develop and evaluate new diagnostics, treatment regi-
mens, and prevention and control measures. Artemisinin-based
drugs and insecticides are potentially subject to increasing resist-
ance over time. The spread of counterfeit drugs may hasten the
emergence of more widespread drug resistance, signs of which are
already appearing in the Mekong Delta region. The World Health
Organization also indicates that malaria-carrying mosquitoes have
developed resistance to some of the 12 approved insecticides in the
Amazon Basin, the Mekong Delta, and particular regions of Aftrica,
thus reducing the efficacy of insecticide-treated bednets and indoor
spraying programs. S. 2731 requires the monitoring of global ma-
laria trends and the assessment of the environmental and health
impact of malarial vector control efforts, including the use and pro-
duction of insecticides for bednets and residential spraying. The
committee also underscores the importance of adherence to World
Health Organization and other relevant standards in the use and
control of these products.

IV. COMMITTEE ACTION

Last year, the committee held two hearings directly related to
the subject matter of the bill. On October 24, 2007, the committee
held a hearing on “The Next Phase of the Global Fight against
HIV/AIDS,” at which Ambassador Mark Dybul, the Global AIDS
Coordinator, testified. On December 13, 2007, it held a hearing
with outside witnesses on “Perspectives on the Next Phase of the
Global Fight against HIV/AIDS, Tuberculosis, and Malaria.”

On March 7, 2008, Senators Biden, Lugar, Kennedy, and Sununu
introduced S. 2731, a bill to authorize appropriations for fiscal
years 2009 through 2013 to provide assistance to foreign countries
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to combat HIV/AIDS, tuberculosis, and malaria, and for other pur-
poses.

On March 13, 2008, the committee held a business meeting to
consider S. 2731. The committee approved a series of amendments
by voice vote. The amendments were as follows:

e An amendment by Senator Biden making technical amend-
ments to section 101(f) on Inspectors General.

¢ An amendment by Senators Biden and Lugar to alter the con-
science clause provision to conform to the House bill.

¢ An amendment by Senator Biden to change “healthcare work-
ers and professionals” to “healthcare paraprofessionals and
professionals” in section 301 and adding definition of para-
professionals.

¢ An amendment by Senator DeMint regarding the Global Fund.

e An amendment by Senators Biden and Lugar to eliminate the
phrase “behavior change” in several places in the bill to con-
form to the House bill and clarify its meaning.

e An amendment by Senators Biden and Dodd to make adjust-
ments to the provisions on pediatric treatment.

¢ An amendment by Senator Biden to define “structural preven-
tion.”

e An amendment by Senator Dodd to create a panel to review
Prevention of Mother-to-Child Transmission.

¢ An amendment by Senator Kerry to promote vaccine develop-
ment.

¢ An amendment by Senator Obama to promote microbicide de-
velopment.

¢ An amendment by Senator DeMint to ensure that CDC surveil-
lance activities on malaria do not duplicate the work of the
World Health Organization.

¢ An amendment by Senators Nelson and Menendez to highlight
the Caribbean region as a potential partner for regional ap-
proaches to HIV/AIDS.

¢ An amendment by Senators Biden and Lugar to add a new sec-
tion 401(b) on the scaleup of the spending over the course of
the five fiscal years.

e An amendment by Senator Cardin to promote preservice train-
ing for health capacity.

e An amendment by Senators Biden and Lugar to make a tech-
nical change to insert section 307 and to renumber the rest of
Title IIT accordingly.

The committee then voted to order the bill, as amended, reported
favorably by a vote of 18 to 3. Voting in favor of the bill were Sen-
ators Biden, Dodd, Kerry, Feingold, Boxer, Nelson, Obama, Menen-
dez, Cardin, Casey, Webb, Lugar, Hagel, Coleman, Corker,
Voinovich, Murkowski, and Isakson. Voting against the bill were
Senators DeMint, Vitter, and Barrasso.

V. SECTION-BY-SECTION ANALYSIS

Section 1. Short title

The short title is the “Tom Lantos and Henry J. Hyde United
States Global Leadership Against HIV/AIDS, Tuberculosis, and
Malaria Reauthorization Act of 2008.”
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Sec. 2. Findings

This section amends the findings in the United States Leader-
ship Against HIV/AIDS, Tuberculosis and Malaria Act of 2003 (“the
2003 Leadership Act”) by adding to that Act additional findings
with updated data on human immunodeficiency virus (HIV) and
the acquired immunodeficiency syndrome (AIDS) (hereafter re-
ferred to as “HIV/AIDS”), tuberculosis (TB), and malaria around
the world and the impact of U.S. assistance in combating these dis-
eases since the 2003 Leadership Act was enacted. The findings also
identify ongoing and growing challenges in meeting the needs for
treatment, care, prevention, cure and research of and related to
these diseases.

Sec. 3. Definitions

This section amends the 2003 Leadership Act by adding addi-
tional definitions of terms.

Sec. 4. Purpose

This section amends the purpose section of the 2003 Leadership
Act and sets out the overall goals and objectives of this bill. It re-
fers to the mandate for a new 5-year coordinated strategy to com-
bat HIV/AIDS, tuberculosis, and malaria as part of the overall
United States global health and development agenda; calls for in-
creased resources for bilateral and multilateral efforts to combat
these diseases; intensifies prevention, treatment, and care efforts
and seeks to enhance program effectiveness including addressing
the particular vulnerabilities of girls and women; encourages pub-
lic-private partnerships; reinforces vaccine development and other
research, including operations research; and helps partner coun-
tries to strengthen health systems and improve capacity.

Sec. 5. Authority to consolidate and combine reports

This section maintains a provision in current law allowing the
executive branch to consolidate and combine reports, with a minor
technical amendment.

TITLE I—POLICY PLANNING AND COORDINATION

Sec. 101. Development of a comprehensive, 5-year, global strategy

This section amends section 101 of the 2003 Leadership Act by
providing additional guidance to the President on the development
of the second 5-year plan to combat HIV/AIDS globally and a sub-
sequent report to Congress.

It instructs the President to seek to situate United States efforts
to combat HIV/AIDS, tuberculosis, and malaria within the broader
health and development agenda; to provide a plan to be carried out
over the next 5 years to prevent 12 million new HIV infections,
support care for 12 million adults and children with HIV/AIDS (in-
cluding 5 million orphans and other children affected by HIV/
AIDS), and to support treatment for 3 million persons with HIV/
AIDS through bilateral efforts as well as additional persons
through multilateral programs.

It also establishes targets to promote universal access (defined as
80 percent) to services to prevent mother-to-child transmission, to
treat children in proportion to their numbers within a country’s
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population of persons with HIV/AIDS, and to strengthen health
workforces. The strategy prioritizes the importance of HIV preven-
tion, including programs to promote abstinence, fidelity, and the
use of condoms, as well as other prevention tools. To ensure that
treatment is not neglected, it requires a timetable for achieving
treatment targets. It instructs the President to strengthen health
capacity in, and to enhance attention to the national HIV/AIDS
strategies of partner countries, and to promote coordination in
United States responses to HIV/AIDS, tuberculosis, and malaria.

This section calls for a plan for regional priorities for resource
distribution and a structure for potential new compacts or frame-
work agreements. It underscores the importance of addressing the
needs and vulnerabilities of women and girls. Finally, it calls for
a long-range estimate of projected resource needs and progress to-
ward sustainability.

This section also instructs the Global AIDS Coordinator to com-
mission a study by the Institute of Medicine (with prior design plan
and budget) to assess progress and outcomes of United States
global HIV/AIDS programs and provides for a Government Ac-
countability Office report on monitoring and evaluation, coordina-
tion, and impact of HIV/AIDS funding and programs on United
States global health programs as a whole. It requires annual publi-
cation of a “Best Practices” report based on operations research. To
enhance oversight, it requires joint, coordinated plans by the In-
spectors General (IGs) of the three largest U.S. Government agen-
cies carrying out this program (State Department, HHS, and
USAID) and authorizes the transfer of up to $10 million to the IGs
to support financial audits, inspections, and performance reviews.

Sec. 102. Interagency working group

This section amends current law to strengthen and expand the
duties of the Global AIDS Coordinator, including enhancing the
role of the Coordinator in consulting and coordinating with foreign
governments, nongovernmental organizations, and other U.S. Gov-
ernment agencies. It expands the duties of the AIDS Coordinator
to include establishing and heading a working group consisting of
representatives from the United States Agency for International
]S)evelopment (USAID) and the Department of Health and Human

ervices.

Sec. 103. Sense of Congress

This section provides a sense of Congress about the importance
of country coordinators, foreign service nationals, and staffing lev-
els for country teams.

TITLE II—SUPPORT FOR MULTILATERAL FUNDS,
PROGRAMS, AND PUBLIC-PRIVATE PARTNERSHIPS

Sec. 201. Voluntary contributions to International vaccine funds

This section reauthorizes the existing programs under section
302 of the Foreign Assistance Act for fiscal years 2009-2013, spe-
cifically the vaccine fund, the International AIDS Vaccine Initia-
tive, and the malaria vaccine development program. This section
also provides a new authorization for a U.S. contribution to tuber-
culosis vaccine development programs.
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Sec. 202. Participation in the Global Fund to Fight AIDS, Tuber-
culosis and Malaria

This section amends section 202 of the 2003 Leadership Act re-
lating to U.S. contributions to the Global Fund. Subsection (a) up-
dates findings in the Act and expresses the sense of Congress re-
garding transparency, accountability, and coordination. Subsection
(b) increases the annual authorization for the U.S. contribution to
the Global Fund from $1 billion to up to $2 billion for fiscal years
2009, and such sums as necessary for fiscal years 2010-2013.

The subsection includes new benchmarks designed to improve
the accountability and transparency of the Global Fund’s activities,
including a provision, beginning in fiscal year 2010, that would
withhold 20 percent of appropriated funds until the Secretary of
State certifies achievement of certain benchmarks.

Sec. 203. Microbicide research

Subsection (a) expresses the sense of Congress recognizing the
need and urgency to expand the range of interventions for pre-
venting the transmission of HIV, including nonvaccine prevention
methods that can be controlled by women.

Subsection (b) amends the Public Health Service Act (42 U.S.C.
300cc-40 et seq.) by directing the Director of the National Institutes
of Health Office of AIDS Research to develop and implement Fed-
eral strategic plans for microbicide research and to review and up-
date such plans annually, prioritizing funding and activities rel-
ative to scientific urgency and potential market readiness of
microbicide products as appropriate. The subsection also directs the
Director to consult with representatives of other relevant Federal
agencies, the microbicide research community, and health advo-
cates. The subsection includes authorization of such sums as nec-
essary.

Subsection (c) amends the Public Health Service Act by directing
the Director of the National Institute of Allergy and Infectious Dis-
eases (NIAID) to conduct research and development of microbicides
for use in developing countries to prevent HIV transmission. The
Director shall ensure adequate staffing and structure to carry out
such activities, such as through a dedicated microbicide research
and development branch.

Subsection (d) directs the Director of the Centers for Disease
Control and Prevention (CDC) to fully implement the CDC’s
microbicide agenda to support research and development of
microbicides. It authorizes as such sums as may be necessary for
each of fiscal years 2009 through 2013 to carry out these activities.

Subsection (e) authorizes the Administrator of USAID, in coordi-
nation with the Coordinator of U.S. Government Activities to Com-
bat HIV/AIDS Globally, to develop and implement a program to
facilitate wide scale availability of microbicides that prevent the
transmission of HIV if such microbicides are proven safe and effec-
tive. It authorizes such sums as may be necessary for fiscal years
2009 through 2013 to carry out this section.
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Sec. 204. Combating HIV/AIDS, tuberculosis, and malaria by
strengthening health policies and health systems of partner
countries

This section amends title II of the 2003 Leadership Act by adding
a new section 204 relating to strengthening health policies and
health systems of host countries. Subsection (a) provides a state-
ment of policy regarding the need for strengthening of such health
policies and systems. Subsection (b) authorizes the appropriation of
funds authorized under section 401 of the Act to the Department
of Treasury to provide technical assistance to host countries to im-
prove the public finance management systems of such countries to
enable them to receive HIV/AIDS assistance, collect revenue, and
manage their own programs.

Sec. 205. Facilitating effective operations of the Centers for Disease
Control and Prevention

This section amends the Public Health Service Act by author-
izing the Secretary of Health and Human Services to participate
with other countries in cooperative endeavors in research,
healthcare services, and other activities authorized under the Re-
authorization Act. The section also strikes a provision prohibiting
the Secretary from providing financial assistance for the construc-
tion of any facility in any foreign country. It authorizes the provi-
sion of funds by advance or reimbursement to the Secretary of
State, as may be necessary, to pay for the acquisition, lease, con-
struction alteration, equipping, or managing of facilities outside the
United States and authorizes grants or cooperative agreements re-
lating to such activities, in consultation with the Secretary of State.

Section 206. Facilitating vaccine development

Subsection (a) authorizes the USAID Administrator to strength-
en the capacity of developing countries’ governments to conduct
proper protocols for the introduction of new vaccines, if such vac-
cines are proven safe and effective, to review protocols for clinical
trials and impact studies and improve implementation, and to en-
sure adequate supply chain and delivery systems.

Subsection (b) directs the Secretary of the Treasury to enter into
negotiations with appropriate entities including the World Bank
and GAVI Alliance to establish advanced market commitments to
purchase vaccines to combat HIV/AIDS, tuberculosis, malaria, and
other related infectious diseases. In such negotiations, the Sec-
retary is directed to take into account factors regarding pricing,
transparency, safety, dispute settlement, and needed flexibility.
Not later than 1 year after enactment, the Secretary shall provide
the appropriate congressional committees with a report on negotia-
tions and the President shall produce a report by a study group of
qualified professionals setting forth a strategy for vaccine develop-
ment.
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TITLE III—BILATERAL EFFORTS

Subtitle A—General Assistance and Programs

Sec. 301. Assistance to combat HIV/AIDS

This section amends section 104A of the Foreign Assistance Act
of 1961 and section 301 of the 2003 Leadership Act, both of which
relate to bilateral U.S. HIV/AIDS assistance.

Subsection (a) modifies the findings of the 2003 Leadership Act
and identifies that it is a policy objective of the United States for
FY 2009-2013 to assist countries in:

e Preventing 12 million new HIV infections;

e Supporting treatment of at least 3 million people with HIV/
AIDS as well as additional support through multilateral
efforts;

e Supporting care for 12 million people including care and sup-
port for 5 million children affected by HIV/AIDS;

e Providing access to counseling and services for prevention of
mother-to-child transmission to 80 percent of the target popu-
lation (80 percent is the level most often defined as “universal
access”);

e Providing care and treatment services to children with HIV/
AIDS in proportion to their percentage within the population
of persons who are infected within a given country; and

¢ Training 140,000 new paraprofessionals and professionals.

The subsection further amends section 104A by supporting a co-
ordinated global strategy to confront HIV/AIDS in sub-Saharan Af-
rica, the Caribbean, Central Asia, Eastern Europe, Latin America,
and other countries and regions to help address generalized and
concentrated HIV/AIDS epidemics, highlighting the importance of
prevention.

Section 301 also notes the activities for which U.S. HIV/AIDS as-
sistance can be used for prevention, including an increased focus on
counseling, delay of sexual debut, abstinence, fidelity, life skills,
prevention of mother-to-child HIV transmission, and medical male
circumcision. It also provides for a more coordinated approach to
HIV/AIDS by supporting access to treatment for opportunistic in-
fections and development programs that can improve the effective-
ness of HIV/AIDS efforts, such as nutrition, education, and pro-
grams that improve the livelihood of individuals with HIV/AIDS as
well as programs to address the needs and vulnerabilities of girls
and women. It promotes the use of provider-initiated or “opt out”
voluntary counseling and testing as well as rapid testing.

The section underscores the importance of operations research as
a component of HIV/AIDS activities, and amends the 2003 Leader-
ship Act to create an enhanced focus on food and nutrition assist-
ance as critical to an integrated approach to treatment of indi-
viduals with HIV/AIDS. Section 301 authorizes, though does not
mandate, compacts or framework agreements in order to promote
a more sustainable, country-driven approach. The section includes
necessary components of such compacts. It also expands the annual
report to address a number of the new approaches described in this
Act and to emphasize outcomes of programs.

Section 301 also amends section 301 of the 2003 Leadership Act
to extend the authorization to fiscal years 2009 through 2013.
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Subsection (h) clarifies that not only are groups receiving funds
under the Act not required to endorse or utilize any activities or
programs to which they have a moral or religious objection, they
are also not required to integrate with, or refer to programs to
which they have a moral or religious objections.

Sec. 302. Assistance to combat tuberculosis

Subsections (a) and (b) amend section 104B of the Foreign Assist-
ance Act of 1961 relating to assistance to combat tuberculosis,
drawing from S. 968, the Stop Tuberculosis (TB) Now Act of 2007,
which the committee approved on September 11, 2007. These
amendments include a revised statement of policy; a requirement
to provide assistance to combat tuberculosis and a list of activities
to be carried out, including diagnostic testing and counseling, treat-
ment, and implementation of protocols to address drug resistance.

Subsection (c¢) authorizes the provision of increased resources to
the World Health Organization.

Subsection (d) offers definitions of additional terms.

Subsection (e¢) amends section 302 of the 2003 Leadership Act to
authorize up to a total of $4 billion for fiscal years 2009 to 2013
from the overall amounts authorized by section 401 of the 2003
Leadership Act (as amended by this Act) for assistance to combat
tuberculosis.

Sec. 303. Assistance to combat malaria

Subsection (a) amends section 104C of the Foreign Assistance Act
of 1961 to ensure that treatment is part of U.S. efforts to combat
malaria.

Subsection (b) amends section 303 of the 2003 Leadership Act to
authorize up to a total of $5 billion for fiscal years 2009 to 2013
from the overall amounts authorized by section 401 of the 2003
Leadership Act (as amended by this Act) for assistance to combat
malaria.

Subsection (¢) provides a statement of policy regarding malaria.

Subsection (d) requires the President to provide a comprehensive
5-year strategy to combat malaria.

Sec. 304. Malaria Response Coordinator

Section 304 amends section 304 of the 2003 Leadership Act by
adding a requirement for a comprehensive strategy to combat ma-
laria and to establish within USAID a malaria coordinator. It also
authorizes contributions to the Roll Back Malaria Partnership and
the World Health Organization; research by relevant U.S. agencies
to address prevention, treatment, and care of malaria; and requires
an annual report on the prevention, treatment, control and elimi-
nation of malaria.

Sec. 305. Amendment to the Immigration and Nationality Act

Section 305 amends section 212(a)(1)(A) of the Immigration and
Nationality Act by removing the statutory prohibition on persons
with HIV entering the country. Under section 212, should this pro-
vision be enacted, aliens remain inadmissible if they have a “com-
municable disease of public health significance” under regulations
issued by the Secretary for Health and Human Services.
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Sec. 306. Clerical amendment

This provides a technical amendment to a subtitle heading in the
2003 Act.

Sec. 307. Requirements

This section amends section 312 of the 2003 Leadership Act to
provide for additional policy and other requirements, including the
establishment of targets for reaching 80 percent of the target popu-
lation for prevention of mother-to-child transmission (PMTCT) of
HIV and to ensure that the proportion of children receiving care
and treatment for HIV/AIDS is proportionate to their numbers
within the population. The section also calls for integrating care
and treatment with PMTCT programs; expanding programs for
orphans and for children who are affected by or vulnerable to HIV/
AIDS; increasing access of women in PMTCT programs to maternal
and child health services; and establishing a timeline for expanding
access to PMTCT regimes.

Sec. 308. Annual reports on prevention of mother-to-child trans-
mission of the HIV infection

This section amends section 313 of the 2003 Leadership Act by
extending the duration of the annual PMTCT report required by
such subsection and requires that such report include additional in-
formation on the number of women who receive various types of as-
sistance related to PMTCT.

Section 309. Prevention of mother-to-child transmission expert panel

This section amends section 312 of the 2003 Leadership Act by
directing the Global AIDS Coordinator to establish a panel of ex-
perts on the prevention of mother-to-child transmission of HIV to
review PMTCT activities and make recommendations to the Global
AIDS Coordinator and the appropriate congressional committees.
The panel shall terminate 60 days after said report is submitted.

TITLE IV—FUNDING ALLOCATIONS

Sec. 401. Authorization of appropriations

Subsection (a) increases the authorization under section 401(a) of
the 2003 Leadership Act to $50 billion for fiscal years 2009 to 2013.
Unlike the House bill, which provides an authorization of $10
billion per fiscal year, this allows for a gradual expansion of the
program.

Subsection (b) expresses the sense of the Congress that these
funds should be gradually increased over the 5 fiscal years covered
by the bill and in a manner consistent with program requirements,
absorptive capacity, and priorities set forth in the Act. The com-
mittee does not expect the President to request or the Congress to
fund these programs all in 1 year. For fiscal year 2008, Congress
appropriated $6.327 billion for these programs, according to the
Congressional Research Service.

Sec. 402. Sense of Congress

This section amends the “sense of Congress” language included
in section 402(b) of the 2003 Leadership Act to eliminate specific
spending directives in the legislation expressed as a sense of Con-
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gress for percentage allocations for treatment and for the use of
prevention funds for abstinence programs.

Sec. 403. Allocation of funds

This section amends section 403(a) of the 2003 Leadership Act to
maintain focus on balanced prevention programming. This section
includes a requirement that the Coordinator provide balanced
funding for prevention activities for sexual transmission of HIV/
AIDS and ensure that abstinence, delay sexual debut, monogamy,
fidelity and partner reduction programs are implemented and
funded in a meaningful and equitable way in the strategy for each
host country, based on objective epidemiological evidence as to the
source of infection and in consultation with the government of each
host country involved in HIV/AIDS prevention activities.

The new subsection also provides that the Coordinator shall es-
tablish an HIV sexual transmission prevention strategy governing
the expenditure of funds authorized by the Act used to prevent the
sexual transmission of HIV in any host country with a generalized
epidemic. In each such host country, if this strategy provides less
than 50 percent of such funds for behavior change programs includ-
ing abstinence, delay of sexual debut, monogamy, fidelity, and part-
ner reduction activities, the Coordinator shall, within 30 days of
the issuance of this strategy, report to the appropriate congres-
sional committees on the justification for this decision. The sub-
section excludes new prevention technologies or modalities such as
medical male circumcision or microbicides as well as PMTCT ac-
tivities, blood safety measures, and other prevention tools unre-
lated to the sexual transmission of HIV from calculations to deter-
mine compliance with the balanced funding reporting requirement.

Finally, this section maintains the 10-percent earmark for
orphans and vulnerable children, and modifies the focus of this ef-
fort to include children who are vulnerable to, as well as affected
by, HIV/AIDS to allow greater flexibility in providing services to at-
risk children, especially in communities with high prevalence rates.

VI. CosT ESTIMATE

In accordance with rule XXVI, paragraph 11(a) of the Standing
Rules of the Senate, the committee provides this estimate of the
costs of this legislation prepared by the Congressional Budget
Office.

U.S. CONGRESS,
CONGRESSIONAL BUDGET OFFICE,
Washington, DC, April 11, 2008.
Hon. JOosEPH R. BIDEN, Jr.,
Chairman, Committee on Foreign Relations,
U.S. Senate, Washington, DC.

DEAR MR. CHAIRMAN: The Congressional Budget Office has pre-
pared the enclosed cost estimate for S. 2731, the Tom Lantos and
Henry J. Hyde U.S. Global Leadership Against HIV/AIDS, Tuber-
culosis, and Malaria Reauthorization Act of 2008.
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If you wish further details on this estimate, we will be pleased
to provide them. The CBO staff contact is Michelle S. Patterson.
Sincerely,
ROBERT A. SUNSHINE
(For Peter R. Orszag, Director).

Enclosure.

S. 2731—Tom Lantos and Henry J. Hyde U.S. Global Leadership
Against HIV |AIDS, Tuberculosis, and Malaria Reauthorization
Act of 2008

Summary: S. 2731 would reauthorize several assistance pro-
grams aimed at preventing and treating HIV/AIDS, tuberculosis,
and malaria in other countries. For those programs, the bill would
authorize the appropriation of $50 billion over the next 5 years.
Other provisions of the bill would authorize funding for U.S. con-
tributions to international vaccine funds and for research on the
development of substances that can be applied topically to limit the
transmission of HIV. CBO estimates that implementing S. 2731
would cost $35 billion over the 2009—2013 period, assuming appro-
priation of the authorized amounts. (Additional amounts would be
spent after 2013.)

In addition, enacting S. 2731 would increase direct spending. The
bill would allow immigrants with HIV/AIDS to enter the United
States. CBO estimates that providing certain benefits to those
immigrants and their children would increase direct spending by
less than $500,000 in 2010 and by $83 million over the 2010-2018
period. Enacting S. 2731 would have no effect on revenues.

S. 2731 contains no intergovernmental or private-sector man-
dates as defined in the Unfunded Mandates Reform Act (UMRA).
CBO estimates that state spending for Medicaid would increase by
$53 million over the 2010-2018 period as a result of the bill’s im-
migration provisions, but such spending would not result from
intergovernmental mandates.

Estimated cost to the Federal Government: The estimated budg-
etary impact of S. 2731 is shown in Table 1. The costs of this legis-
lation fall within budget functions 150 (international affairs), 550
(health), and 600 (income security).

TABLE 1.—ESTIMATED BUDGETARY IMPACT OF S. 2731

By fiscal year, in millions of dollars—

2009
2009 2010 2011 2012 2013 2013

CHANGES IN SPENDING SUBJECT TO APPROPRIATION
HIV/AIDS, Tuberculosis, and Malaria Programs:

Estimated Authorization Level .........ccccoovevvevvncenee. 10,000 10,000 10,000 10,000 10,000 50,000

Estimated Outlays 1,392 6,392 8,262 9,082 9,482 34,610
Contributions to Vaccine Funds:

Estimated Authorization Level ... 108 108 108 158 158 640

Estimated Outlays 108 108 108 158 158 640
Microbicide Research:

Estimated Authorization Level ........cccovvenniinriee 10 11 13 12 12 58

Estimated Outlays 4 9 11 12 12 43
Total Changes:

Estimated Authorization ..........ccccooeeververeeevncene. 10,118 10,119 10,121 10,170 10,170 50,698

Level Estimated Outlays ........ccccoooorvrrrvvcevceciiiiicnnnnes 1,504 6,509 8,381 9,252 9,652 35,298
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TABLE 1.—ESTIMATED BUDGETARY IMPACT OF S. 2731—Continued

By fiscal year, in millions of dollars—

2009

2009 2010 2011 2012 2013 2013

CHANGES IN DIRECT SPENDING !

Estimated Budget Authority .........ccccoovvnmiinninciiinrinnnns 0 * * 1 2 3
Estimated Outlays 0 * * 1 2 3

LIn addition to the direct spending effects shown here, enacting S. 2731 would have effects on direct spending after 2013 (see Table 2).
The estimated increase in direct spending sums to $3 million over the 2010-2013 period and $83 million over the 2010-2018 period.

Note: * = less than $500,000.

Basis of estimate: For this estimate, CBO assumes that the bill
will be enacted by September 30, 2008, that the authorized
amounts will be appropriated, and that outlays will follow histor-
ical spending patterns for existing programs.

Spending subject to appropriation

S. 2731 would reauthorize several assistance programs and in-
crease the funding levels for those programs. It also would require
research into various vaccines and microbicides. In total, imple-
menting the bill would have discretionary costs of $1.5 billion in
2009 and $35 billion over the 2009-2013 period.

HIV/AIDS, Tuberculosis, and Malaria Programs. Section 401
would authorize the appropriation of $50 billion over the 2009—
2013 period. For this estimate, CBO assumes that $10 billion
would be appropriated for each of the 5 years, though the allocation
of the $50 billion authorization could vary from that assumption.
The funds would be used to operate and expand the existing assist-
ance programs that provide grants and contributions to organiza-
tions and global funds devoted to treating the effects of HIV/AIDS,
tuberculosis, and malaria, and to preventing the transmission of
those diseases. Those programs, which received a total of $6 billion
for 2008, are run by the Department of State, the U.S. Agency for
International Development (USAID), and the Department of
Health and Human Services.

Based on information from the Department of State, CBO esti-
mates that the authorized 5-year total of $50 billion is sufficient to
fund the expanded requirements. CBO estimates that imple-
menting section 401 would cost about $35 billion over the 2009-
2013 period. Most of the additional amounts from the authorized
funding would be spent by 2018.

Contribution to Vaccine Funds. Section 201 would authorize the
appropriation of such sums as may be necessary to make contribu-
tions for research and development of various vaccines. Based on
information from USAID on the current amount of contributions to
those funds (about $100 million in 2008) and, after 2011, the
amount needed to fund the final stages of development for a tuber-
culosis vaccine, CBO estimates that implementing section 201
would cost $640 million over the 2009—2013 period.

Microbicide Research. Section 203 would direct the Centers for
Disease Control and Prevention (CDC) to conduct research with the
goal of developing topical mircobicides that could be used to limit
the transmission of HIV. For that purpose, it would authorize the
appropriation of such sums as necessary.
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Based on information from the CDC, CBO estimates that such
research would require $10 million in 2009 and $58 million over
the 2009-2013 period. Assuming appropriation of those amounts,
and that spending for those activities would follow historical spend-
ing patterns, CBO estimates that implementing section 203 would
cost $48 million over the 2009-2013 period.

AIDS Drug Assistance Programs. The Ryan White Care Act pro-
vides grants to states to run the AIDS Drug Assistance Program
(ADAP). ADAP provides prescription drug benefits to certain low-
income individuals with HIV/AIDS. Implementing S. 2731 would
increase the number of individuals eligible for ADAP benefits. CBO
estimates that the number of people newly eligible for ADAP bene-
fits would reach about 1,000 in 2011.

The Ryan White Care Act authorizes the appropriation of specific
amounts for ADAP through 2011. Absent a change in the specific
authorization or appropriation for ADAP, no new Federal funding
would be available to meet this increased demand. If additional
funding were provided for the ADAP program, CBO estimates it
would cost about $20 million in 2010 and 2011 to provide ADAP
benefits to individuals affected by section 305. (This section would
have direct spending costs, as explained below.)

Direct spending

Section 305 would amend the Immigration and Nationality Act
by removing language that explicitly identified HIV infection—and
consequently AIDS—as one of the communicable diseases of public-
health significance that render aliens ineligible for visas or admis-
sion to the United States. Based on information from the CDC,
CBO expects that the agency would amend the regulations con-
cerning communicable diseases to allow aliens with HIV or AIDS
into the United States if section 305 were enacted. CBO expects
that the amended regulations would take effect at the beginning of
fiscal year 2010.

Enacting section 305 would enable additional immigrants to re-
ceive visas to enter the United States, primarily in the visa pro-
gram for immediate family members. (For some visa programs, the
number of immigrants with HIV/AIDS would increase, but the total
number of immigrants admitted would not change.) Based on infor-
mation from the CDC, the World Health Organization, and the
Department of Homeland Security, CBO estimates the annual
number of additional immigrants with HIV/AIDS would total about
900 in 2010 and grow to approximately 4,300 in fiscal year 2013.
Thereafter, the number of additional immigrants would grow in
line with overall immigration, totaling roughly 5,600 in 2018. Addi-
tionally, CBO estimates that about 800 citizen-children would be
born to those immigrants between 2010 and 2018, a markedly
lower birth rate than that for non-HIV/AIDS immigrants.

CBO estimates that a small percentage of the immigrants who
would enter the United States under section 305 would receive
Federal disability, health, and nutrition benefits. In total, CBO es-
timates that providing benefits to those immigrants and their chil-
dren would increase spending by less than $500,000 in 2010 and
$83 million over the 2010-2018 period, as shown in Table 2.
(Through 2017, the end of the Senate’s enforcement period for di-
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rect spending under the current budget resolution, the bill would
increase direct spending by $46 million.)

TABLE 2.—COMPONENTS OF DIRECT SPENDING UNDER S. 2731

By fiscal year, in millions of dollars—

2018 2009-  2009-

2009 2010 2011 2012 2013 2014 2015 2016 2017 2013 2018

CHANGES IN DIRECT SPENDING

Medicaid:

Estimated Budget Authority ........... 0 * * 1 2 3 5 10 18 31 3 70

Estimated Outlays ..........ccccoceevveneee 0 * * 1 2 3 5 0 18 31 3 70
Food and Nutrition Programs:

Estimated Budget Authority ........... 0 * * * * 1 1 1 3 3 * 9

Estimated Outlays ..........ccccceevvunee. 0 * * * * 1 1 1 3 3 * 9
Supplemental Security Income:

Estimated Budget Authority ........... 0 * * * * * * * 1 3 * 4

Estimated Outlays .............
Total Changes:

Estimated Budget Authority

Estimated Outlays

Note: * = less than $500,000.

0 * * 1 2 4 6 11 22 37 3 83
0 * * 1 2 4 6 11 22 37 3 83

Medicaid. Under the Medicaid eligibility rules for noncitizens,
immigrants entering under section 305 who meet Medicaid’s in-
come and categorical eligibility criteria would have to wait 5 years
before they could receive full Medicaid benefits. However, those in-
dividuals would be eligible for emergency Medicaid services before
the end of the 5-year waiting period.

CBO estimates that enacting section 305 would increase direct
spending for the Federal share of the Medicaid program by $3 mil-
lion over the 2010—2013 period and $70 million over the 2010-2018
period. The increase in estimated costs after 2014 reflects individ-
uals becoming eligible for full Medicaid benefits after completing
the 5-year waiting period.

Food and Nutrition Programs. By 2018, CBO estimates that
about 1,300 newly admitted immigrants would qualify for Food
Stamps with an average benefit of about $130 a month. In addi-
tion, about 4,000 children of the additional immigrants would be
eligible for child nutrition programs in 2018, with an average
monthly cost of about $30 (in 2018 dollars). In total, CBO estimates
that direct spending for the Food Stamp and Child Nutrition pro-
grams would increase by less than $500,000 in 2010 and $9 million
over the 2010-2018 period.

Supplemental Security Income (SSI). CBO estimates that direct
spending for the Supplemental Security Income program would in-
crease by less than $500,000 in 2010 and $4 million over the 2010-
2018 period. Under current law, immigrants generally have to wait
until they became naturalized citizens before they can receive SSI.
Based on data from the CDC, the Social Security Administration,
and private researchers, CBO estimates that nearly 400 of the ad-
ditional immigrants under section 305 would enter the rolls by
2018. Over that period, CBO projects average monthly benefits
would grow from $500 to $590.

Social Security Disability Insurance. CBO estimates that, under
section 305, off-budget direct spending for the Social Security
Disability Insurance (DI) program would increase by less than
$500,000 over the 10-year budget window. Based on the age and
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health profile of immigrants, CBO estimates that few people would
qualify for DI over that period.

Medicare. Noncitizens can become eligible for Medicare if they
are over the age of 65 and are residents of the United States for
five consecutive years, or after receiving DI for 2 years. CBO as-
sumes that few of the new entrants under section 305 would meet
either of these eligibility criteria. Therefore, CBO estimates that di-
rect spending for Medicare would increase by less than $500,000
over the 2010-2018 period.

Estimated impact on state, local, and tribal governments: S. 2731
contains no intergovernmental mandates as defined in UMRA, but
changes to immigration law would result in an increased number
of individuals eligible for Medicaid, SSI, and ADAP. State spending
for those programs would increase, but that additional spending
would not result from intergovernmental mandates.

CBO estimates state spending for Medicaid would increase by
$53 million over the 2010-2018 period, while state spending for
supplemental SSI payments would increase only slightly. ADAP
benefits are state-controlled, voluntary, and federally funded
through grants. Any additional costs to state, local, or tribal gov-
ernments might incur in that program, including matching funds,
would result from complying with conditions of aid.

Estimated impact on the private sector: S. 2731 contains no new
private-sector mandates as defined in UMRA.

Previous CBO estimate: On March 5, 2008, CBO transmitted a
cost estimate for H.R. 5501, the Tom Lantos and Henry J. Hyde
U.S. Global Leadership Against HIV/AIDS, Tuberculosis, and Ma-
laria Reauthorization Act of 2008, as ordered reported by the
House Committee on Foreign Affairs on February 28, 2008. While
the two pieces of legislation have many provisions in common, S.
2731 contains two provisions that are not included in H.R. 5501.
Section 305 of S. 2731 would allow immigrants with HIV to enter
the United States, which CBO estimates would increase direct
spending. In addition, section 203 of S. 2731 would require the
CDC to conduct additional research. Differences in the estimated
1costs of S. 2731 and H.R. 5501 reflect those differences in the legis-
ation.

Estimate prepared by: Federal Costs: Foreign Aid—Michelle S.
Patterson; Centers for Disease Control and Prevention—Tim
Gronniger; Supplemental Security Income—David Rafferty; Med-
icaid—Andrea Kastin Noda; Food and Nutrition Programs—dJona-
than Morancy.

Impact on State, Local, and Tribal Governments: Neil Hood; Im-
pact on the Private Sector: MarDestinee C. Perez.

Estimate approved by: Peter H. Fontaine, Assistant Director for
Budget Analysis.



VII. MINORITY VIEWS

We strongly dissent from the committee’s report of S. 2731 to the
full Senate. We are gravely concerned that the President’s Emer-
gency Plan for AIDS Relief (PEPFAR) program is under serious
threat of dramatic policy reversals that endanger the lives of mil-
lions around the world suffering from and at risk of contracting
HIV/AIDS. First authorized in 2003, PEPFAR was a historic new
approach to combating HIV/AIDS. The elements of the program
were unprecedented:

e Saving the lives of people with AIDS: For the first time, the
U.S. would fund antiretroviral treatment for millions.

¢ Evidence-based prevention: The U.S. would implement the Af-
rican-grown “ABC” model of abstinence, “be faithful” and
condoms that had led to such dramatic reductions in HIV inci-
dence in Uganda.

¢ Concentration of effort: Targeted funding for the poorest coun-
tries in sub-Saharan Africa and the Caribbean with the worst
AIDS epidemics.

As the bill to authorize this new initiative moved through the
Congress, its sponsors and supporters fought hard to keep off the
many worthy, but competing initiatives that would have diluted
the impact of the PEPFAR program. Unfortunately, S. 2731 fails
to protect the program from similar efforts; and we are gravely con-
cerned that the noble impact and long-term legacy of the program
are being threatened. Specifically, we believe that S. 2731 has the
following serious flaws:

Politics Trump Proven Prevention Policy

We object to the bill’s elimination of the protected funding for ab-
stinence-until-marriage programs required under current law and
replaces it with watered-down, ill-defined language that would per-
mit a prevention program to operate without measurable, signifi-
cant support for abstinence and fidelity programs. Prior to the im-
plementation of PEPFAR, the only country to ever demonstrate a
nationwide reduction in HIV incidence was Uganda. The success
was driven by the African-grown, grassroots, low-tech, low-cost
“ABC” model of HIV prevention, based on three commonsense mes-
sages, each targeted to a different population: (1) The promotion of
abstinence until marriage or delay of sexual debut for youth and
unmarried adults, (2) the promotion of fidelity within marriage and
partner reduction for sexually active unmarried adults, and (3) the
promotion of the consistent and correct use of condoms for espe-
cially high-risk subpopulations, such as prostitutes and their cus-
tomers, substance abusers and their equipment-sharing and sexual
partners, and HIV-serodiscordant married couples. The evidence is
clear: ABC works to prevent sexual transmission of HIV/AIDS in
a generalized epidemic such as you find in sub-Saharan Africa.

(36)



37

Nothing else ever has. As a result of this sound approach, Uganda
now has company: Several PEPFAR focus countries have started to
see reductions, including Kenya, Cote D’Ivoire, and Ethiopia.

No Conscience Protections for Organizations Providing HIV/AIDS
Care

The bill removes most references to faith-based organizations
contained in current law, causing us to question whether the bill
authors intend PEPFAR to retreat from its important recognition
of the indispensable role of such organizations in reaching commu-
nities affected by HIV/AIDS in the developing world that might
never be successfully reached using U.S.-based USAID contractors.
Of even more concern, however, is the bill’s elimination of con-
science protections for organizations providing the critical third ele-
ment of the HIV treatment, prevention, and care combination. The
bill protects organizations participating in HIV/AIDS treatment,
prevention, and monitoring programs from being required to sup-
port or provide services to which they have a moral or religious ob-
jection. However, no such protection is provided for organizations
providing HIV “care” programs, which include all programs for or-
phans and vulnerable children, hospice and palliative care services,
support groups and psychosocial services and many other services.

Support for Morally Dubious Activities

The bill contains many references to activities “demonstrated to
be effective in reducing the transmission of HIV infection among
injection drug users without increasing illicit drug use.” Given the
claim by some that programs to distribute clean needles to injec-
tion drug users are effective at reducing transmission and do not
lead to more drug use, these provisions could be interpreted to sup-
port needle exchange programs, a practice not currently supported
domestically or abroad using U.S. funds. Americans should not be
forced to subsidize the distribution of paraphernalia for illicit drug
use, when the best HIV prevention for injection drug use would be
treatment of the underlying addiction.

The Global Fund Takes Cues from the U.N.

When the 108th Congress authorized the first contribution to the
Global Fund to Fight HIV/AIDS, Tuberculosis, we were assured
that the Fund would not be like the U.N. and that the Fund would
guarantee full transparency and accountability. The current law
contains some important provisions to protect the taxpayer invest-
ment in this multilateral disease-fighting organization. However,
we have seen during the first few years of the Fund’s operation
that these provisions have not been sufficient to ensure full ac-
countability and transparency by the scandal-ridden Fund. What’s
more, the Fund has failed to provide Congress with all documents
requested, including reports of the so-called “independent” Inspec-
tor General. The Fund has lost money by relying on the U.N. De-
velopment Program (UNDP) in Burma, and failed to recoup funds
from terminated grants there. Burma is not the only country where
the Fund relies on UNDP, but actually uses the U.N. agency as a
“safer” alternative to directly funding rogue regimes such as
Zimbabwe and Sudan. UNDP is under investigation by the U.S.
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Senate Permanent Subcommittee on Investigations for using donor
money to finance North Korea illicit weapons sales; laundering un-
told millions from terrorist regimes through U.N. bank accounts;
using donor money to help Zimbabwe officials purchase “blood dia-
monds”; and a variety of other crimes.

Further, the Fund has failed to adequately safeguard the quality
of medicines procured using its funding. While we support the bill’s
provision conditioning 20 percent of the U.S. contribution to the
Fund to the achievement of certain accountability measures, the
bill also contains a variety of important transparency measures in
a nonbinding “Sense of Congress” provision. We believe that these
provisions should be made binding, as well.

Fiscal Irresponsibility

Before PEPFAR was authorized, the U.S. spent less than $200
million annually on global AIDS. Compared to past levels,
PEPFAR’s initial authorization of $15 billion over 5 years was a
dramatic increase. Indeed, the administration has ramped up to an
annual spending level that grossly exceeds the statutory limit in
current law. Even if Congress agreed to extend funding at these
unauthorized levels, we would “only” need to pass a reauthoriza-
tion bill to provide between $25—-$30 billion over the next 5 years.
S. 2731, however, authorizes $50 billion over 5 years in addition to
numerous, “such sums” authorizations.

What’s more, the current targeted, effective HIV/AIDS program
is under assault in this bill by “mission creep” that threatens to di-
lute the impact of the program and violate all pretentions of fiscal
restraint by prioritizing seemingly every activity except HIV treat-
ment, prevention, and care. The bill’s HIV programs are crowded
out by every possible development program imaginable, including
schools, poverty alleviation, microcredit, legal aid, government ad-
vocacy, women’s “empowerment,” “stigma reduction,” nutrition,
U.S.-based university agricultural research, biomedical vaccine de-
velopment, and health workforce development. In addition to
squeezing-out the higher priority HIV programs, the inclusion of all
these additional development programs will only guarantee that
the pressure to exceed the authorization caps in the bill will be ir-
resistible in the out years as the development needs of the world
can never be fully met.

CONCLUSION

The PEPFAR program has been one of the few success stories of
U.S. foreign assistance policy. The scientific policy has been sound,
the fiscal priorities appropriate, and the results astounding. As a
means of building diplomatic good will, PEPFAR has been an un-
questioned success in strengthening bilateral relationships in the
important emerging governments and economies in Africa. Simply
put, the program isn’t “broken.” The best approach to reauthoriza-
tion would be to simply extend current authorities at a fiscally re-
sponsible level. S. 2731 is a radical departure from current policy,
and will serve to reverse the many gains the program has achieved
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to date. We dissent from the committee’s report of the bill to the
Senate for full consideration.
Sincerely,

DAVID VITTER,
U.S. Senator.

JIM DEMINT,
U.S. Senator.



VIII. CHANGES IN EXISTING LAW

In compliance with Rule XXVI, paragraph 12 of the Standing
Rules of the Senate, changes in existing law made by the bill, as
reported, are shown as follows (existing law proposed to be omitted
is enclosed in black brackets, new matter is printed in italic, exist-
ing law in which no change is proposed is shown in roman).

The United States Leadership Against HIV/AIDS,
Tuberculosis, and Malaria Act of 2003

% * * * % * *

SEC. 2. FINDINGS.
Congress makes the following findings:

* k & & * k &

(28) * * *

(29) On May 27, 2003, the President signed this Act into law,
launching the largest international public health program of its
kind ever created.

(30) Between 2003 and 2008, the United States, through the
President”s Emergency Plan for AIDS Relief (PEPFAR) and in
conjunction with other bilateral programs and the multilateral
Global Fund has helped to—

Z(A) provide antiretroviral therapy for over 1,900,000 peo-
ple;

(B) ensure that over 150,000 infants, most of whom
would have likely been infected with HIV during pregnancy
or childbirth, were not infected; and

(C) provide palliative care and HIV prevention assistance
to millions of other people.

(31) While United States leadership in the battles against
HIV/AIDS, tuberculosis, and malaria has had an enormous
impact, these diseases continue to take a terrible toll on the
human race.

(32) According to the 2007 AIDS Epidemic Update of the
Joint United Nations Programme on HIV/AIDS (UNAIDS)—

(A) an estimated 2,100,000 people died of AIDS-related
causes in 2007; and

(B) an estimated 2,500,000 people were newly infected
with HIV during that year.

(33) According to the World Health Organization, malaria
kills more than 1,000,000 people per year, 70 percent of whom
are children under 5 years of age.

(34) According to the World Health Organization, /s of the
world”s population is infected with the tuberculosis bacterium,
and tuberculosis is 1 of the greatest infectious causes of death
of adults worldwide, killing 1,600,000 people per year.

(40)
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(35) Efforts to promote abstinence, fidelity, the correct and
consistent use of condoms, the delay of sexual debut, and the re-
duction of concurrent sexual partners represent important ele-
ments of strategies to prevent the transmission of HIV |AIDS.

(36) According to UNAIDS—

(A) women and girls make up nearly 60 percent of per-
sons in sub-Saharan Africa who are HIV positive;

(B) women and girls are more biologically, economically,
and socially vulnerable to HIV infection; and

(C) gender issues are critical components in the effort to
prevent HIV/AIDS and to care for those affected by the dis-
ease.

(37) Children who have lost a parent to HIV/AIDS, who are
otherwise directly affected by the disease, or who live in areas
of high HIV prevalence may be vulnerable to the disease or its
socioeconomic effects.

(38) Lack of health capacity, including insufficient personnel
and inadequate infrastructure, in sub-Saharan Africa and
other regions of the world is a critical barrier that limits the
effectiveness of efforts to combat HIV [AIDS, tuberculosis, and
malaria, and to achieve other global health goals.

(39) On March 30, 2007, the Institute of Medicine of the Na-
tional Academies released a report entitled “PEPFAR Imple-
mentation: Progress and Promise”, which found that budget al-
locations setting percentage levels for spending on prevention,
care, and treatment and for certain subsets of activities within
the prevention category—

(A) have “adversely affected implementation of the U.S.
Global AIDS Initiative”;

(B) have inhibited comprehensive, integrated, evidence
based approaches;

(C) “have been counterproductive”;

(D) “may have been helpful initially in ensuring a bal-
ance of attention to activities within the 4 categories of pre-
vention, treatment, care, and orphans and vulnerable chil-
dren”;

(E) “have also limited PEPFAR”s ability to tailor its ac-
tivities in each country to the local epidemic and to coordi-
nate with the level of activities in the countries” national
plans”; and

(F) should be removed by Congress and replaced with
more appropriate mechanisms that—

(i) “ensure accountability for results from Country
Teams to the U.S. Global AIDS Coordinator and to
Congress”; and

(it) “ensure that spending is directly linked to and
commensurate with necessary efforts to achieve both
country and overall performance targets for prevention,
treatment, care, and orphans and vulnerable children”.

(40) The United States Government has endorsed the prin-
ciples of harmonization in coordinating efforts to combat HIV /
AIDS commonly referred to as the “Three Ones”, which in-
cludes—
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(A) 1 agreed HIV/AIDS action framework that provides
the basis for coordination of the work of all partners;

(B) 1 national HIV/AIDS coordinating authority, with a
broadbased multisectoral mandate; and

(C) 1 agreed HIV/AIDS country-level monitoring and
evaluating system.

(41) In the Abuja Declaration on HIV/AIDS, Tuberculosis
and Other Related Infectious Diseases, of April 26-27, 2001 (re-
ferred to in this Act as the “Abuja Declaration”), the Heads of
State and Government of the Organization of African Unity
(OAU)—

(A) declared that they would “place the fight against
HIV/AIDS at the forefront and as the highest priority issue
in our respective national development plans”;

(B) committed “TO TAKE PERSONAL RESPONSI-
BILITY AND PROVIDE LEADERSHIP for the activities of
the National AIDS Commissions/Councils”;

(C) resolved “to lead from the front the battle against
HIV/AIDS, Tuberculosis and Other Related Infectious Dis-
eases by personally ensuring that such bodies were properly
convened in mobilizing our societies as a whole and pro-
viding focus for unified national policymaking and pro-
gramme implementation, ensuring coordination of all sec-
tors at all levels with a gender perspective and respect for
human rights, particularly to ensure equal rights for people
living with HIV /AIDS”; and

(D) pledged “to set a target of allocating at least 15% of
our annual budget to the improvement of the health sector”.

% % * * % % *
SEC. 3. DEFINITIONS.
In this Act:

(1) AIDS.—The term “AIDS” means the acquired immune de-
ficiency syndrome.

(2) APPROPRIATE CONGRESSIONAL COMMITTEES.—The term
“appropriate congressional committees” means the Committee
on Foreign Relations of the Senate and the [Committee on
International Relations] Committee on Foreign Affairs of the
House of Representatives, the Committee on Appropriations of
the Senate, and the Committee on Appropriations of the House
of Representatives.

(3) GLOBAL AIDS COORDINATOR.—The term “Global AIDS Co-
ordinator” means the Coordinator of United States Government
Activities to Combat HIV [AIDS Globally.

[(3)] (4) GLOBAL FUND.—The term “Global Fund” means the
public-private partnership known as the Global Fund to Fight
AIDS, Tuberculosis and Malaria established pursuant to Arti-
cle 80 of the Swiss Civil Code.

[(4)] (5) HIV.—The term “HIV” means the human immuno-
deficiency virus, the pathogen that causes AIDS.

[(5)] (6) HIV/AIDS.—The term “HIV/AIDS” means, with re-
spect to an individual, an individual who is infected with HIV
or living with AIDS.
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(7) IMPACT EVALUATION RESEARCH.—The term “impact eval-
uation research” means the application of research methods and
statistical analysis to measure the extent to which change in a
population-based outcome can be attributed to program inter-
vention instead of other environmental factors.

(8) OPERATIONS RESEARCH.—The term “operations research”
means the application of social science research methods and
statistical analysis to judge, compare, and improve policies and
program outcomes, from the earliest stages of defining and de-
signing programs through their development and implementa-
tion, with the objective of the rapid dissemination of conclusions
and concrete impact on programming.

(9) PARAPROFESSIONAL.—The term “paraprofessional” means
an individual who is trained and employed as a health agent
for the provision of basic assistance in the identification, pre-
vention, or treatment of illness or disability.

(10) PARTNER GOVERNMENT.—The term “partner government”
means a government with which the United States is working
to provide assistance to combat HIV [AIDS, tuberculosis, or ma-
laria on behalf of people living within the jurisdiction of such
government.

(11) PROGRAM MONITORING.—The term “program monitoring”
means the collection, analysis, and use of routine program data
to determine—

(A) how well a program is carried out; and
(B) how much the program costs.

(12) STRUCTURAL HIV PREVENTION.—The term “structural
HIV prevention” means activities or programs designed to—

(A) address environmental factors that could create con-
ditions conducive to the spread of HIV; and

(B) determine the best ways to remedy such factors by en-
hancing life skills and promoting changes in laws, policies,
and social norms.

[(6)]1 (13) RELEVANT EXECUTIVE BRANCH AGENCIES.—The
term “relevant executive branch agencies” means the Depart-
ment of State, the United States Agency for International De-
velopment, and any other department or agency of the United
States that participates in international HIV/AIDS activities
pursuant to the authorities of such department or agency or
the Foreign Assistance Act of 1961.

[SEC. 4. PURPOSE.

[The purpose of this Act is to strengthen United States leader-
ship and the effectiveness of the United States response to certain
global infectious diseases by—

[(1) establishing a comprehensive, integrated five-year, glob-
al strategy to fight HIV/AIDS that encompasses a plan for
phased expansion of critical programs and improved coordina-
tion among relevant executive branch agencies and between
the United States and foreign governments and international
organizations;

[(2) providing increased resources for multilateral efforts to
fight HIV/AIDS;
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[(3) providing increased resources for United States bilateral
efforts, particularly for technical assistance and training, to
combat HIV/AIDS, tuberculosis, and malaria;

[(4) encouraging the expansion of private sector efforts and
expanding public-private sector partnerships to combat HIV/
AIDS; and

[(5) intensifying efforts to support the development of vac-
cines and treatment for HIV/AIDS, tuberculosis, and malaria.]

SEC. 4. PURPOSE.

The purpose of this Act is to strengthen and enhance United
States leadership and the effectiveness of the United States response
to the HIV/AIDS, tuberculosis, and malaria pandemics and other
related and preventable infectious diseases as part of the overall
United States health and development agenda by—

(1) establishing comprehensive, coordinated, and integrated
5-year, global strategies to combat HIV |AIDS, tuberculosis, and
malaria by—

(A) building on progress and successes to date;

(B) improving harmonization of United States efforts
with national strategies of partner governments and other
public and private entities; and

(C) emphasizing capacity building initiatives in order to
promote a transition toward greater sustainability through
the support of country-driven efforts;

(2) providing increased resources for bilateral and multilat-
eral efforts to fight HIV |AIDS, tuberculosis, and malaria as in-
tegrated components of United States development assistance;

(3) intensifying efforts to—

(A) prevent HIV infection;

(B) ensure the continued support for, and expanded ac-
cess to, treatment and care programs;

(C) enhance the effectiveness of prevention, treatment,
and care programs; and

(D) address the particular vulnerabilities of girls and
women;

(4) encouraging the expansion of private sector efforts and ex-
panding public-private sector partnerships to combat HIV/
AIDS, tuberculosis, and malaria;

(5) reinforcing efforts to—

(A) develop safe and effective vaccines, microbicides, and
other prevention and treatment technologies; and

(B) improve diagnostics capabilities for HIV/AIDS, tu-
berculosis, and malaria; and

(6) helping partner countries to—

(A) strengthen health systems;

(B) improve human health capacity; and

(C) address infrastructural weaknesses.

SEC. 5. AUTHORITY TO CONSOLIDATE AND COMBINE REPORTS.

With respect to the reports required by this Act to be submitted
by the President, to ensure an efficient use of resources, the Presi-
dent may, in his discretion and notwithstanding any other provi-
sion of this Act, consolidate or combine any of these reports, except
for the report required by section 101 of this Act, so long as the
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required elements of each report are addressed and reported within
a 90-day period from the original deadline date for submission of
the report specified in this Act. The President may also enter into
contracts with organizations with relevant expertise to develop,
originate, or contribute to any of the reports required by this Act
to be submitted by the President, with the exception of the 5-year
strategy.

TITLE I—POLICY PLANNING AND COORDINATION

SEC. 101. DEVELOPMENT OF A COMPREHENSIVE, FIVE-YEAR, GLOBAL
STRATEGY.

[(a) STRATEGY.—The President shall establish a comprehensive,
integrated, five-year strategy to combat global HIV/AIDS that
strengthens the capacity of the United States to be an effective
leader of the international campaign against HIV/AIDS. Such
strategy shall maintain sufficient flexibility and remain responsive
to the ever-changing nature of the HIV/AIDS pandemic and shall—

[(1) include specific objectives, multisectoral approaches, and
specific strategies to treat individuals infected with HIV/AIDS
and to prevent the further spread of HIV infections, with a
particular focus on the needs of families with children (includ-
ing the prevention of mother-to-child transmission), women,
young people, and children (such as unaccompanied minor chil-
dren and orphans);

[(2) as part of the strategy, implement a tiered approach to
direct delivery of care and treatment through a system based
on central facilities augmented by expanding circles of local de-
livery of care and treatment through local systems and capac-
ity;

[(3) assign priorities for relevant executive branch agencies;

[(4) provide that the reduction of HIV/AIDS behavioral risks
shall be a priority of all prevention efforts in terms of funding,
educational messages, and activities by promoting abstinence
from sexual activity and substance abuse, encouraging monog-
amy and faithfulness, promoting the effective use of condoms,
and eradicating prostitution, the sex trade, rape, sexual as-
sault and sexual exploitation of women and children;

[(5) improve coordination and reduce duplication among rel-
evant executive branch agencies, foreign governments, and
international organizations;

[(6) project general levels of resources needed to achieve the
stated objectives;

[(7) expand public-private partnerships and the leveraging of
resources;

[(8) maximize United States capabilities in the areas of tech-
nical assistance and training and research, including vaccine
research;

[(9) establish priorities for the distribution of resources
based on factors such as the size and demographics of the pop-
ulation with HIV/AIDS, tuberculosis, and malaria and the
needs of that population and the existing infrastructure or
funding levels that may exist to cure, treat, and prevent HIV/
AIDS, tuberculosis, and malaria; and
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[(10) include initiatives describing how the President will
maximize the leverage of private sector dollars in reduction
and treatment of HIV/AIDS, tuberculosis, and malaria.]

(a) STRATEGY.—The President shall establish a comprehensive, in-
tegrated, 5-year strategy to expand and improve efforts to combat
global HIV/AIDS. This strategy shall—

(1) further strengthen the capability of the United States to
be an effective leader of the international campaign against this
disease and strengthen the capacities of nations experiencing
HIV /AIDS epidemics to combat this disease;

(2) maintain sufficient flexibility and remain responsive to—

(A) changes in the epidemic;

(B) challenges facing partner countries in developing and
implementing an effective national response; and

(C) evidence-based improvements and innovations in the
prevention, care, and treatment of HIV /AIDS;

(3) situate United States efforts to combat HIV /AIDS, tuber-
culosis, and malaria within the broader United States global
health and development agenda, establishing a roadmap to link
investments in specific disease programs to the broader goals of
strengthening health systems and infrastructure and to inte-
grate and coordinate HIV [AIDS, tuberculosis, or malaria pro-
grams with other health or development programs, as appro-
priate;

(4) provide a plan to—

(A) prevent 12,000,000 new HIV infections worldwide;

(B) support treatment of at least 3,000,000 individuals
with HIV/AIDS and support additional treatment through
coordinated multilateral efforts;

(C) support care for 12,000,000 individuals with HIV/
AIDS, including 5,000,000 orphans and vulnerable chil-
dren affected by HIV/AIDS, with an emphasis on pro-
moting a comprehensive, coordinated system of services to
be integrated throughout the continuum of care;

(D) help partner countries in the effort to achieve goals
of 80 percent access to counseling, testing, and treatment to
prevent the transmission of HIV from mother to child, em-
phasizing a continuum of care model;

(E) help partner countries to provide care and treatment
services to children with HIV in proportion to their percent-
age within the HIV-infected population in each country;

(F) promote preservice training for health professionals
designed to strengthen the capacity of institutions to de-
velop and implement policies for training health workers to
combat HIV /AIDS, tuberculosis, and malaria;

(G) equip teachers with skills needed for HIV/AIDS pre-
vention, treatment, and care;

(H) provide and share best practices for combating HIV/
AIDS with health professionals; and

(1) help partner countries to train and support retention
of healthcare professionals and paraprofessionals, with the
target of training and retaining at least 140,000 new
healthcare professionals and paraprofessionals and to
strengthen capacities in developing countries, especially in
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sub-Saharan Africa, to deliver primary healthcare with the
objective of helping countries achieve staffing levels of at
least 2.3 doctors, nurses, and midwives per 1,000 popu-
lation, as called for by the World Health Organization;

(5) include multisectoral approaches and specific strategies to
treat individuals infected with HIV/AIDS and to prevent the
further transmission of HIV infections, with a particular focus
on the needs of families with children (including the prevention
of mother-to-child transmission), women, young people, or-
phans, and vulnerable children;

(6) establish a timetable with annual global treatment tar-
gets;

(7) expand the integration of timely and relevant research
within the prevention, care, and treatment of HIV /AIDS;

(8) include a plan for program monitoring, operations re-
search, and impact evaluation and for the dissemination of a
best practices report to highlight findings;

(9) provide for consultation with local leaders and officials to
develop prevention strategies and programs that are tailored to
the unique needs of each country and community and targeted
particularly toward those most at risk of acquiring HIV infec-
tion;

(10) make the reduction of HIV/AIDS behavioral risks a pri-
ority of all prevention efforts by—

(A) promoting abstinence from sexual activity and en-
couraging monogamy and faithfulness;

(B) encouraging the correct and consistent use of male
and female condoms and increasing the availability of, and
access to, these commodities;

(C) promoting the delay of sexual debut and the reduc-
tion of multiple concurrent sexual partners;

(D) promoting education for discordant couples (where an
individual is infected with HIV and the other individual is
uninfected or whose status is unknown) about safer sex
practices;

(E) promoting voluntary counseling and testing, addic-
tion therapy, and other prevention and treatment tools for
illicit injection drug users and other substance abusers;

(F) educating men and boys about the risks of procuring
sex commercially and about the need to end violent behav-
ior toward women and girls;

(G) supporting comprehensive programs to promote alter-
native livelihoods, safety, and social reintegration strategies
for commercial sex workers and their families;

(H) promoting cooperation with law enforcement to pros-
ecute offenders of trafficking, rape, and sexual assault
crimes with the goal of eliminating such crimes; and

(I) working to eliminate rape, gender-based violence, sex-
(Léal assault, and the sexual exploitation of women and chil-

ren;

(11) include programs to reduce the transmission of HIV
through structural prevention efforts, particularly addressing
the heightened vulnerabilities of women and girls to HIV in
many countries; and
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(12) support other important means of preventing or reducing
the transmission of HIV, including—

(A) medical male circumcision;

(B) the maintenance of a safe blood supply; and

(C) other mechanisms to reduce the transmission of HIV;

(13) increase support for prevention of mother-to-child trans-
mission;

(14) build capacity within the public health sector of devel-
oping countries by improving health systems and public health
infrastructure and developing indicators to measure changes in
broader public health sector capabilities;

(15) increase the coordination of HIV/AIDS programs with
development programs;

(16) provide a framework for expanding or developing exist-
ing or new country or regional programs, including—

(A) drafting compacts or other agreements, as appro-
priate;

(B) establishing criteria and objectives for such compacts
and agreements; and

(C) promoting sustainability;

(17) provide a plan for national and regional priorities for re-
source distribution and a global investment plan by region;

(18) provide a plan to address the immediate and ongoing
needs of women and girls, which—

(A) addresses the vulnerabilities that contribute to their
elevated risk of infection;

(B) includes specific goals and targets to address these
factors;

(C) provides clear guidance to field missions to integrate
gender across prevention, care, and treatment programs;

(D) sets forth gender-specific indicators to monitor
progress on outcomes and impacts of gender programs;

(E) supports efforts in countries in which women or or-
phans lack inheritance rights and other fundamental pro-
tections to promote the passage, implementation, and en-
forcement of such laws;

(F) supports life skills training and other structural pre-
vention activities, especially among women and girls, with
the goal of reducing vulnerabilities to HIV /|AIDS;

(G) addresses and prevents gender-based violence; and

(H) addresses the posttraumatic and psychosocial con-
sequences and provides postexposure prophylaxis protecting
against HIV infection to victims of gender-based violence
and rape;

(19) provide a plan to address the vulnerabilities and needs
of orphans and children who are vulnerable to, or affected by,
HIV/AIDS;

(20) provide a framework to work with international actors
and partner countries toward universal access to HIV/AIDS
prevention, treatment, and care programs, recognizing that pre-
vention is of particular importance in terms of sequencing;

(21) enhance the coordination of United States bilateral ef-
forts to combat global HIV/AIDS with other major public and
private entities;
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(22) enhance the attention given to the national strategic
HIV/AIDS plans of countries receiving United States assistance
by—

(A) reviewing the planning and programmatic decisions
associated with that assistance; and

(B) helping to strengthen such national strategies, if nec-
essary;

(23) support activities described in the Global Plan to Stop
TB, including—

(A) expanding and enhancing the coverage of the Directly
Observed Treatment Short-course (DOTS) in order to treat
individuals infected with tuberculosis and HIV, including
multi-drug resistant or extensively drug resistant tuber-
culosis; and

(B) improving coordination and integration of HIV/AIDS
and tuberculosis programming;

(24) ensure coordination between the Global AIDS Coordi-
nator and the Malaria Coordinator and address issues of co-
morbidity between HIV /|AIDS and malaria; and

(25) include a longer term estimate of the projected resource
needs, progress toward greater sustainability and country own-
ership of HIV/AIDS programs, and the anticipated role of the
United States in the global effort to combat HIV/AIDS during
the 10-year period beginning on October 1, 2013.

[(b) REPORT.—

[(1) IN GENERAL.—Not later than 270 days after the date of
enactment of this Act, the President shall submit to the appro-
priate congressional committees a report setting forth the
strategy described in subsection (a).

[(2) REPORT CONTENTS.—The report required by paragraph
(1) shall include a discussion of the elements described in para-
graph (3) and may include a discussion of additional elements
relevant to the strategy described in subsection (a). Such dis-
cussion may include an explanation as to why a particular ele-
ment described in paragraph (3) is not relevant to such strat-
egy.

[(3) REPORT ELEMENTS.—The elements referred to in para-
graph (2) are the following:

[(A) The objectives, general and specific, of the strategy.

[(B) A description of the criteria for determining success
of the strategy.

[(C) A description of the manner in which the strategy
will address the fundamental elements of prevention and
education, care, and treatment (including increasing access
to pharmaceuticals and to vaccines), the promotion of ab-
stinence, monogamy, avoidance of substance abuse, and
use of condoms, research (including incentives for vaccine
development and new protocols), training of healthcare
workers, the development of healthcare infrastructure and
delivery systems, and avoidance of substance abuse.

[(D) A description of the manner in which the strategy
will promote the development and implementation of na-
tional and community-based multisectoral strategies and
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programs, including those designed to enhance leadership
capacity particularly at the community level.

L(E) A description of the specific strategies developed to
meet the unique needs of women, including the empower-
ment of women in interpersonal situations, young people
and children, including those orphaned by HIV/AIDS and
those who are victims of the sex trade, rape, sexual abuse,
assault, and exploitation.

L(F) A description of the specific strategies developed to
encourage men to be responsible in their sexual behavior,
child rearing and to respect women including the reduction
of sexual violence and coercion.

[(G) A description of the specific strategies developed to
increase women’s access to employment opportunities, in-
come, productive resources, and microfinance programs.

[(H) A description of the programs to be undertaken to
maximize United States contributions in the areas of tech-
nical assistance, training (particularly of healthcare work-
ers and community-based leaders in affected sectors), and
research, including the promotion of research on vaccines
and microbicides.

[(I) An identification of the relevant executive branch
agencies that will be involved and the assignment of prior-
ities to those agencies.

[(J) A description of the role of each relevant executive
branch agency and the types of programs that the agency
will be undertaking.

[(K) A description of the mechanisms that will be uti-
lized to coordinate the efforts of the relevant executive
branch agencies, to avoid duplication of efforts, to enhance
on-site coordination efforts, and to ensure that each agency
undertakes programs primarily in those areas where the
agency has the greatest expertise, technical capabilities,
and potential for success.

[(L) A description of the mechanisms that will be uti-
lized to ensure greater coordination between the United
States and foreign governments and international organi-
zations including the Global Fund, UNAIDS, international
financial institutions, and private sector organizations.

[(M) The level of resources that will be needed on an an-
nual basis and the manner in which those resources would
generally be allocated among the relevant executive
branch agencies.

[(N) A description of the mechanisms to be established
for monitoring and evaluating programs, promoting suc-
cessful models, and for terminating unsuccessful programs.

[(O) A description of the manner in which private, non-
governmental entities will factor into the United States
Government-led effort and a description of the type of
partnerships that will be created to maximize the capabili-
ties of these private sector entities and to leverage re-
sources.

[(P) A description of the ways in which United States
leadership will be used to enhance the overall inter-
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national response to the HIV/AIDS pandemic and particu-
larly to heighten the engagement of the member states of
the G-8 and to strengthen key financial and coordination
mechanisms such as the Global Fund and UNAIDS.

[(Q) A description of the manner in which the United
States strategy for combating HIV/AIDS relates to and
supports other United States assistance strategies in de-
veloping countries.

[(R) A description of the programs to be carried out
under the strategy that are specifically targeted at women
and girls to educate them about the spread of HIV/AIDS.

[(S) A description of efforts being made to address the
unique needs of families with children with respect to HIV/
AIDS, including efforts to preserve the family unit.

[(T) An analysis of the emigration of critically important
medical and public health personnel, including physicians,
nurses, and supervisors from sub-Saharan African coun-
tries that are acutely impacted by HIV/AIDS, including a
description of the causes, effects, and the impact on the
stability of health infrastructures, as well as a summary of
incentives and programs that the United States could pro-
vide, in concert with other private and public sector part-
ners and international organizations, to stabilize health in-
stitutions by encouraging critical personnel to remain in
their home countries.

[(U) A description of the specific strategies developed to
promote sustainability of HIV/AIDS pharmaceuticals (in-
cluding antiretrovirals) and the effects of drug resistance
on HIV/AIDS patients.

[(V) A description of the specific strategies to ensure
that the extraordinary benefit of HIV/AIDS pharma-
ceuticals (especially antiretrovirals) are not diminished
through the illegal counterfeiting of pharmaceuticals and
black market sales of such pharmaceuticals.

[(W) An analysis of the prevalence of Human Papilloma
Virus (HPV) in sub-Saharan Africa and the impact that
condom usage has upon the spread of HPV in sub-Saharan
Africa.]

(b) REPORT.—

(1) IN GENERAL.—Not later than October 1, 2009, the Presi-
dent shall submit a report to the appropriate congressional
committees that sets forth the strategy described in subsection
(a).

(2) CONTENTS.—The report required under paragraph (1)
shall include a discussion of the following elements:

(A) The purpose, scope, methodology, and general and
specific objectives of the strategy.

(B) The problems, risks, and threats to the successful
pursuit of the strategy.

(C) The desired goals, objectives, activities, and outcome-
related performance measures of the strategy.

(D) A description of future costs and resources needed to
carry out the strategy.
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(E) A delineation of United States Government roles, re-
sponsibility, and coordination mechanisms of the strategy.

(F) A description of the strategy—

(i) to promote harmonization of United States assist-
ance with that of other international, national, and
private actors as elucidated in the “Three Ones”; and

(ii) to address existing challenges in harmonization
and alignment.

(G) A description of the manner in which the strategy
will—

(i) further the development and implementation of
the national multisectoral strategic HIV/AIDS frame-
works of partner governments; and

(it) enhance the centrality, effectiveness, and sustain-
ability of those national plans.

(H) A description of how the strategy will seek to achieve
the specific targets described in subsection (a) and other
targets, as appropriate.

(D A description of, and rationale for, the timetable for
annual global treatment targets.

(J) A description of how operations research is addressed
in the strategy and how such research can most effectively
be integrated into care, treatment, and prevention activities
in order to—

(i) improve program quality and efficiency;

(it) ascertain cost effectiveness;

(iii) ensure transparency and accountability;

(iv) assess population-based impact;

(v) disseminate findings and best practices; and

(vi) optimize delivery of services.

(K) An analysis of United States-assisted strategies to
prevent the transmission of HIV/AIDS, including meth-
odologies to promote abstinence, monogamy, faithfulness,
the correct and consistent use of male and female condoms,
reductions in concurrent sexual partners, and delay of sex-
ual debut, and of intended monitoring and evaluation ap-
proaches to measure the effectiveness of prevention pro-
grams and ensure that they are targeted to appropriate au-
diences.

(L) Within the analysis required under subparagraph (J),
an examination of additional planned means of preventing
the transmission of HIV including medical male circumci-
sion, maintenance of a safe blood supply, and other tools.

(M) A description of the specific targets, goals, and strate-
gies developed to address the needs and vulnerabilities of
women and girls to HIV/AIDS, including—

(i) structural prevention activities;

(it) activities directed toward men and boys;

(iii) activities to enhance educational, microfinance,
and livelihood opportunities for women and girls;

(iv) activities to promote and protect the legal em-

powerment of women, girls, and orphans and vulner-
able children;
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(v) programs targeted toward gender-based violence
and sexual coercion;

(vi) strategies to meet the particular needs of adoles-
cents;

(vii) assistance for victims of rape, sexual abuse, as-
sault, exploitation, and trafficking; and

(viii) programs to prevent alcohol abuse.

(N) A description of strategies—

(i) to address the needs of orphans and vulnerable
children, including an analysis of—
(I) factors contributing to children’s vulnerability
to HIV/AIDS; and
(I1) vulnerabilities caused by the impact of HIV/
AIDS on children and their families; and
(it) in areas of higher HIV/AIDS prevalence, to pro-
mote a community-based approach to vulnerability,
maximizing community input into determining which
children participate.

(O) A description of capacity-building efforts undertaken
by countries themselves, including adherents of the Abuja
Declaration and an assessment of the impact of Inter-
national Monetary Fund macroeconomic and fiscal policies
on national and donor investments in health.

(P) A description of the strategy to—

(i) strengthen capacity building within the public
health sector;

(it) improve healthcare in those countries;

(iit) help countries to develop and implement na-
tional health workforce strategies;

(iv) strive to achieve goals in training, retaining, and
effectively deploying health staff;

(v) promote ethical recruiting practices for healthcare
workers; and

(vi) increase the sustainability of health programs.

(Q) A description of the criteria for selection, objectives,
methodology, and structure of compacts or other framework
agreements with countries or regional organizations, in-
cluding—

(i) the role of civil society;

(ii) the degree of transparency;

(iti)) benchmarks for success of such compacts or
agreements; and

(iv) the relationship between such compacts or agree-
ments and the national HIV/AIDS and public health
strategies and commitments of partner countries.

(R) A strategy to better coordinate HIV |AIDS assistance
with nutrition and food assistance programs.

(S) A description of transnational or regional initiatives
to combat regionalized epidemics in highly affected areas
such as the Caribbean.

(T) A description of planned resource distribution and
global investment by region.

(U) A description of coordination efforts in order to better
implement the Stop TB Strategy and to address the prob-
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lem of coinfection of HIV/AIDS and tuberculosis and of
projected challenges or barriers to successful implementa-
tion.

(V) A description of coordination efforts to address ma-
laria and comorbidity with malaria and HIV |AIDS.

[(c) STUDY; DISTRIBUTION OF RESOURCES.—

[(1) STuDY.—Not later than 3 years after the date of the en-
actment of this Act, the Institute of Medicine shall publish
findings comparing the success rates of the various programs
and methods used under the strategy described in subsection
(a) to reduce, prevent, and treat HIV/AIDS, tuberculosis, and
malaria.

[(2) DISTRIBUTION OF RESOURCES.— In prioritizing the dis-
tribution of resources under the strategy described in sub-
section (a), the President shall consider the findings published
by the Institute of Medicine under this subsection.]

(¢) STUDY OF PROGRESS TOWARD ACHIEVEMENT OF PoLicy OBJEC-
TIVES.—

(1) DESIGN AND BUDGET PLAN FOR DATA EVALUATION.—The
Global AIDS Coordinator shall enter into a contract with the
Institute of Medicine of the National Academies that provides
that not later than 18 months after the date of the enactment
of the Tom Lantos and Henry J. Hyde United States Global
Leadership Against HIV [AIDS, Tuberculosis, and Malaria Re-
authorization Act of 2008, the Institute, in consultation with the
Global AIDS Coordinator and other relevant parties rep-
resenting the public and private sector, shall provide the Global
AIDS Coordinator with a design plan and budget for the eval-
uation and collection of baseline and subsequent data to ad-
dress the elements set forth in paragraph (2)(B). The Global
AIDS Coordinator shall submit the budget and design plan to
the appropriate congressional committees.

(2) STUDY.—

(A) IN GENERAL.—Not later than 4 years after the date of
the enactment of the Tom Lantos and Henry J. Hyde
United States Global Leadership Against HIV /AIDS, Tu-
berculosis, and Malaria Reauthorization Act of 2008, the
Institute of Medicine of the National Academies shall pub-
lish a study that includes—

(i) an assessment of the performance of United
States-assisted global HIV |AIDS programs; and

(it) an evaluation of the impact on health of preven-
tion, treatment, and care efforts that are supported by
United States funding, including multilateral and bi-
lateral programs involving joint operations.

(B) CONTENT.—The study conducted under this para-
graph shall include—

(i) an assessment of progress toward prevention,
treatment, and care targets;

(it) an assessment of the effects on health systems, in-
cluding on the financing and management of health
systems and the quality of service delivery and staffing;

(iti) an assessment of efforts to address gender-spe-
cific aspects of HIV/AIDS, including gender related
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constraints to accessing services and addressing under-
lying social and economic vulnerabilities of women and
men;

(iv) an evaluation of the impact of treatment and
care programs on 5-year survival rates, drug adher-
ence, and the emergence of drug resistance;

(v) an evaluation of the impact of prevention pro-
grams on HIV incidence in relevant population groups;

(vi) an evaluation of the impact on child health and
welfare of interventions authorized under this Act on
behalf of orphans and vulnerable children;

(vii) an evaluation of the impact of programs and ac-
tivities authorized in this Act on child mortality; and

(viit) recommendations for improving the programs
referred to in subparagraph (A)(i).

(C) METHODOLOGIES.—Assessments and impact evalua-
tions conducted under the study shall utilize sound statis-
tical methods and techniques for the behavioral sciences,
including random assignment methodologies as feasible.
Qualitative data on process variables should be used for as-
sessments and impact evaluations, wherever possible.

(3) CONTRACT AUTHORITY.—The Institute of Medicine may
enter into contracts or cooperative agreements or award grants
to conduct the study under paragraph (2).

(4) AUTHORIZATION OF APPROPRIATIONS.—There are author-
ized to be appropriated such sums as may be necessary to carry
out the study under this subsection.

(d) COMPTROLLER GENERAL REPORT.—

(1) REPORT REQUIRED.—Not later than 3 years after the date
of the enactment of the Tom Lantos and Henry J. Hyde United
States Global Leadership Against HIV/AIDS, Tuberculosis,
and Malaria Reauthorization Act of 2008, the Comptroller Gen-
eral of the United States shall submit a report on the global
HIV/AIDS programs of the United States to the appropriate
congressional committees.

(2) CONTENTS.—The report required under paragraph (1)
shall include—

(A) a description and assessment of the monitoring and
evaluation practices and policies in place for these pro-
grams;

(B) an assessment of coordination within Federal agen-
cies involved in these programs, examining both internal
coordination within these programs and integration with
the larger global health and development agenda of the
United States;

(C) an assessment of procurement policies and practices
within these programs;

(D) an assessment of harmonization with national gov-
ernment HIV/AIDS and public health strategies as well as
other international efforts;

(E) an assessment of the impact of global HIV/AIDS
funding and programs on other United States global health
programming; and
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(F) recommendations for improving the global HIV/AIDS

programs of the United States.
(e) BEST PRACTICES REPORT.—

(1) IN GENERAL.—Not later than 1 year after the date of the
enactment of the Tom Lantos and Henry J. Hyde United States
Global Leadership Against HIV /AIDS, Tuberculosis, and Ma-
laria Reauthorization Act of 2008, and annually thereafter, the
Global AIDS Coordinator shall publish a best practices report
that highlights the programs receiving financial assistance from
the United States that have the potential for replication or
adaption, particularly at a low cost, across global AIDS pro-
grams, including those that focus on both generalized and lo-
calized epidemics.

(2) DISSEMINATION OF FINDINGS.—

(A) PUBLICATION ON INTERNET WEBSITE.—The Global
AIDS Coordinator shall disseminate the full findings of the
annual best practices report on the Internet website of the
Office of the Global AIDS Coordinator.

(B) DISSEMINATION GUIDANCE.—The Global AIDS Coor-
dinator shall develop guidance to ensure timely submission
and dissemination of significant information regarding best
practices with respect to global AIDS programs.

(f) INSPECTORS GENERAL.—

(1) OVERSIGHT PLAN.—

(A) DEVELOPMENT.—The Inspectors General of the De-
partment of State and Broadcasting Board of Governors,
the Department of Health and Human Services, and the
United States Agency for International Development shall
Jointly develop 5 coordinated annual plans for oversight ac-
tivity in each of the fiscal years 2009 through 2013, with
regard to the programs authorized under this Act and sec-
tions 104A, 104B, and 104C of the Foreign Assistance Act
of 1961 (22 U.S.C. 2151b-2, 2151b-3, and 2151b6—4).

(B) CONTENTS.—The plans developed under subpara-
graph (A) shall include a schedule for financial audits, in-
spections, and performance reviews, as appropriate.

(C) DEADLINE.—

(i) INITIAL PLAN.—The first plan developed under
subparagraph (A) shall be completed not later than the
later of—

(I) September 1, 2008; or

(II) 60 days after the date of the enactment of the
Tom Lantos and Henry J. Hyde United States
Global Leadership Against HIV/AIDS, Tuber-
culosis, and Malaria Reauthorization Act of 2008.

(it) SUBSEQUENT PLANS.—Each of the last four plans
developed under subparagraph (A) shall be completed
not later than 30 days before each of the fiscal years
2010 through 2013, respectively.

(2) COORDINATION.—In order to avoid duplication and maxi-
mize efficiency, the Inspectors General described in paragraph
(1) shall coordinate their activities with—

(A) the Government Accountability Office; and
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(B) the Inspectors General of the Department of Com-
merce, the Department of Defense, the Department of Labor,
and the Peace Corps, as appropriate, pursuant to the 2004
Memorandum of Agreement Coordinating Audit Coverage
of Programs and Activities Implementing the President’s
Emergency Plan for AIDS Relief, or any successor agree-
ment.

(3) FUNDING.—The Global AIDS Coordinator and the Coordi-
nator of the United States Government Activities to Combat
Malaria Globally shall make available necessary funds not ex-
ceeding $10,000,000 during the 5-year period beginning on Oc-
tober 1, 2008 to the Inspectors General described in paragraph
(1) for the audits, inspections, and reviews described in that
paragraph.

SEC. 102. HIV/AIDS RESPONSE COORDINATOR.
(a) ESTABLISHMENT OF POSITION.—* * *

* * & * * * &

(d) SENSE OF CONGRESS.—It is the sense of Congress that—

(1) full-time country level coordinators, preferably with man-
agement experience, should head each HIV/AIDS country team
for United States missions overseeing significant HIV/AIDS
programs;

(2) foreign service nationals provide critically important serv-
ices in the design and implementation of United States country-
level HIV/AIDS programs and their skills and experience as
public health professionals should be recognized within hiring
and compensation practices; and

(3) staffing levels for United States country-level HIV [AIDS
teams should be adequately maintained to fulfill oversight and
other obligations of the positions.

* * & & * * *

TITLE II—SUPPORT FOR MULTILATERAL FUNDS,
PROGRAMS, AND PUBLIC-PRIVATE PARTNERSHIPS

SEC. 201. SENSE OF CONGRESS ON PUBLIC-PRIVATE PARTNERSHIPS.

* * *k & * * *k

SEC. 202. PARTICIPATION IN THE GLOBAL FUND TO FIGHT AIDS, TU-
BERCULOSIS AND MALARIA.
[(a) FINDINGS.—The Congress finds as follows:

[(1) The establishment of the Global Fund in January 2002
is consistent with the general principles for an international
AIDS trust fund first outlined by the Congress in the Global
AIDS and Tuberculosis Relief Act of 2000 (Public Law 106—
264).

[(2) Section 2, Article 5 of the bylaws of the Global Fund
provides for the International Bank for Reconstruction and De-
velopment to serve as the initial collection trustee for the Glob-
al Fund.

[(3) The trustee agreement signed between the Global Fund
and the International Bank for Reconstruction and Develop-
ment narrows the range of duties to include receiving and in-
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vesting funds from donors, disbursing the funds upon the in-
struction of the Global Fund, reporting on trust fund resources
to donors and the Global Fund, and providing an annual exter-
nal audit report to the Global Fund.]
(a) FINDINGS; SENSE OF CONGRESS.—
(1) FINDINGS.—Congress makes the following findings:

(A) The establishment of the Global Fund in January
2002 is consistent with the general principles for an inter-
national AIDS trust fund first outlined by Congress in the
Global AIDS and Tuberculosis Relief Act of 2000 (Public
Law 106-264).

(B) The Global Fund is an innovative financing mecha-
nism which—

(i) has made progress in many areas in combating
HIV /AIDS, tuberculosis, and malaria; and

(it) represents the multilateral component of this Act,
extending United States efforts to more than 130 coun-
tries around the world.

(C) The Global Fund and United States bilateral assist-
ance programs—

(i) are demonstrating increasingly effective coordina-
tion, with each possessing certain comparative advan-
tages in the fight against HIV |AIDS, tuberculosis, and
malaria; and

(ii) often work most effectively in concert with each
other.

(D) The United States Government—

(i) is the largest supporter of the Global Fund in
terms of resources and technical support;

(it) made the founding contribution to the Global
Fund; and

(iii) is fully committed to the success of the Global
Fund as a multilateral public-private partnership.

(2) SENSE OF CONGRESS.—It is the sense of Congress that—

(A) transparency and accountability are crucial to the
long-term success and viability of the Global Fund;

(B) the Global Fund has made significant progress to-
ward addressing concerns raised by the Government Ac-
countability Office by—

(i) improving risk assessment and risk management
capabilities;

(it) providing clearer guidance for and oversight of
Local Fund Agents; and

(iii) strengthening the Office of the Inspector General
for the Global Fund,;

(C) the provision of sufficient resources and authority to
the Office of the Inspector General for the Global Fund to
ensure that office has the staff and independence necessary
to carry out its mandate will be a measure of the commit-
ment of the Global Fund to transparency and account-
ability;

(D) regular, publicly published financial, programmatic,
and reporting audits of the Fund, its grantees, and Local
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Fund Agents are also important benchmarks of trans-
parency;

(E) the Global Fund should establish and maintain a
system to track—

(i) the amount of funds disbursed to each sub-
recipient on the grant’s fiscal cycle; and

(it) the distribution of resources, by grant and prin-
cipal recipient, for prevention, care, treatment, drug
and commodity purchases, and other purposes;

(F) relevant national authorities in recipient countries
should exempt from duties and taxes all products financed
by Global Fund grants and procured by any principal re-
cipient or subrecipient for the purpose of carrying out such
grants;

(@) the Global Fund, UNAIDS, and the Global AIDS Co-
ordinator should work together to standardize program in-
dicators wherever possible; and

(H) for purposes of evaluating total amounts of funds
contributed to the Global Fund under subsection
(d)4)(A)@Q), the timetable for evaluations of contributions
from sources other than the United States should take into
account the fiscal calendars of other major contributors.

* * & * * * &

(d) UNITED STATES FINANCIAL PARTICIPATION.—

(1) AUTHORIZATION OF APPROPRIATIONS.—In addition to any
other funds authorized to be appropriated for bilateral or mul-
tilateral HIV/AIDS, tuberculosis, or malaria programs, of the
amounts authorized to be appropriated under section 401,
there are authorized to be appropriated to the President up to
[$1,000,000,000 for the period of fiscal year 2004 beginning on
January 1, 2004,1 $2,000,000,000 for fiscal year 2009, and such
sums as may be necessary for [the fiscal years 2005-2008]
each of the fiscal years 2010 through 2013, for contributions to
the Global Fund.

(2) AVAILABILITY OF FUNDS.—Amounts appropriated under
paragraph (1) are authorized to remain available until ex-
pended.

(3) REPROGRAMMING OF FISCAL YEAR 2001 FUNDS.—Funds
made available for fiscal year 2001 under section 141 of the
Global AIDS and Tuberculosis Relief Act of 2000—

(ﬁx) are authorized to remain available until expended;
an

(B) shall be transferred to, merged with, and made avail-
able for the same purposes as, funds made available for
fiscal years 2004 through 2008 under paragraph (1).

(4) LIMITATION.—

(A)i) At any time during [fiscal years 2004 through
2008] fiscal years 2009 through 2013, no United States
contribution to the Global Fund may cause the total
amount of United States Government contributions to the
Global Fund to exceed 33 percent of the total amount of
funds contributed to the Global Fund from all sources.
Contributions to the Global Fund from the International
Bank for Reconstruction and Development and the Inter-
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national Monetary Fund shall not be considered in deter-
mining compliance with this paragraph.

(i) If, at any time [during any of the fiscal years 2004
through 20081 during any of the fiscal years 2009 through
2013, the President determines that the Global Fund has
provided assistance to a country, the government of which
the Secretary of State has determined, for purposes of sec-
tion 6(G)(1) of the Export Administration Act of 1979 (50
U.S.C. App. 2405(G)(1)), has repeatedly provided support
for acts of international terrorism, then the United States
shall withhold from its contribution for the next fiscal year
an amount equal to the amount expended by the Fund to
the government of each such country.

(iii) If at any time the President determines that the ex-
penses of the Governing, Administrative, and Advisory
Bodies (including the Partnership Forum, the Foundation
Board, the Secretariat, and the Technical Review Board) of
the Global Fund exceed 10 percent of the total expendi-
tures of the Fund for any 2-year period, the United States
shall withhold from its contribution for the next fiscal year
an amount equal the to the average annual amount ex-
pended by the Fund for such 2-year period for the ex-
penses of the Governing, Administrative, and Advisory
Bodies in excess of 10 percent of the total expenditures of
the Fund.

(iv) The President may waive the application of clause
(iii) if the President determines that extraordinary cir-
cumstances warrant such a waiver. No waiver under this
clause may be for any period that exceeds 1 year.

(v) If, at any time during any of the fiscal years 2004
through 2008, the President determines that the salary of
any individual employed by the Global Fund exceeds the
salary of the Vice President of the United States (as deter-
mined under section 104 of title 3, United States Code) for
that fiscal year, then the United States shall withhold
from its contribution for the next fiscal year an amount
equal to the aggregate amount by which the salary of each
such individual exceeds the salary of the Vice President of
the United States.

(vi) [for the purposes]l For the purposes of clause (i),
“funds contributed to the Global Fund from all sources”
means funds contributed to the Global Fund at any time
during [fiscal years 2004 through 20081 fiscal years 2009
through 2013 that are not contributed to fulfill a commit-
ment made for a fiscal year [prior to fiscal year 2004] be-
fore fiscal year 2009.

(B)d) Any amount made available under this subsection
that is withheld by reason of subparagraph (A)(i) shall be
contributed to the Global Fund as soon as practicable, sub-
ject to subparagraph (A)(i), after additional contributions
to the Global Fund are made from other sources.

(i1)) Any amount made available under this subsection
that is withheld by reason of subparagraph (A)(iii) shall be
transferred to the Activities to Combat HIV/AIDS Globally
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Fund and shall remain available under the same terms
and conditions as funds appropriated pursuant to the au-
thorization of appropriations under section 401 for HIV/
AIDS assistance.

(iii)) Any amount made available under this subsection
that is withheld by reason of clause (ii) or (iii) of subpara-
graph (A) is authorized to be made available to carry out
section 104A of the Foreign Assistance Act of 1961 (as
added by section 301 of this Act). Amounts made available
under the preceding sentence are in addition to amounts
appropriated pursuant to the authorization of appropria-
tions under section 401 of this Act for HIV/AIDS assist-
ance.

(iv) Notwithstanding clause (i), after July 31 of each of
the [fiscal years 2004 through 20081 fiscal years 2009
through 2013, any amount made available under this sub-
section that is withheld by reason of subparagraph(A)@G) is
authorized to be made available to carry out sections 104A,
104B, and 104C of the Foreign Assistance Act of 1961 (as
added by title III of this Act).

(C)d) The President may suspend the application of sub-
paragraph (A) with respect to a fiscal year if the President
determines that an international health emergency threat-
ens the national security interests of the United States.

(i1) The President shall notify the [Committee on Inter-
national Relations] Committee on Foreign Affairs of the
House of Representatives and the Committee on Foreign
Relations of the Senate not less than 5 days before making
a determination under clause (i) with respect to the appli-
cation of subparagraph (A)(i) and shall include in the noti-
fication—

(I) a justification as to why increased United States
Government contributions to the Global Fund is pref-
erable to increased United States assistance to combat
HIV/AIDS, tuberculosis, and malaria on a bilateral
basis; and

(IT) an explanation as to why other government do-
nors to the Global Fund are unable to provide ade-
quate contributions to the Fund.

(5) WITHHOLDING FUNDS.—Notwithstanding any other provi-
sion of this Act, 20 percent of the amounts appropriated pursu-
ant to this Act for a contribution to support the Global Fund
for each of the fiscal years 2010 through 2013 shall be withheld
from obligation to the Global Fund until the Secretary of State
certifies to the appropriate congressional committees that the
Global Fund—

(A) has established an evaluation framework for the per-
formance of Local Fund Agents (referred to in this para-
graph as “LFAs”);

(B) is undertaking a systematic assessment of the per-
formance of LFAs;

(C) is making available for public review, according to
the Fund Board’s policies and practices on disclosure of in-
formation, a regular collection and analysis of performance
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data of Fund grants, which shall cover principal recipients
and subrecipients;

(D) is maintaining an independent, well-staffed Office of
the Inspector General that—

(i) reports directly to the Board of the Global Fund;
and

(ii) is responsible for regular, publicly published au-
dits of financial, programmatic, and reporting aspects
of the Global Fund, its grantees, and LFAs;

(E) has established, and is reporting publicly on, stand-
ard indicators for all program areas;

(F) has established a methodology to track and is report-
ing on—

(i) all subrecipients and the amount of funds dis-
bu&sed to each subrecipient on the grant’s fiscal cycle;
an

(ii) the distribution of resources, by grant and prin-
cipal recipient, for prevention, care, treatment, drugs
and commodities purchase, and other purposes;

(G) has established a policy on tariffs imposed by na-
tional governments on all goods and services financed by
the Global Fund;

(H) through its Secretariat, has taken meaningful steps
to prevent national authorities in recipient countries from
imposing taxes or tariffs on goods or services provided by
the Fund;

(D) is maintaining its status as a financing institution fo-
cused on programs directly related to HIV /AIDS, malaria,
and tuberculosis; and

(J) is maintaining and making progress on—

(i) sustaining its multisectoral approach, through
country coordinating mechanisms; and

(it) the implementation of grants, as reflected in the
proportion of resources allocated to different sectors, in-
cluding governments, civil society, and faith- and com-
munity-based organizations.

SEC. 204. COMBATING HIV/AIDS, TUBERCULOSIS, AND MALARIA BY
STRENGTHENING HEALTH POLICIES AND HEALTH SYS-
TEMS OF PARTNER COUNTRIES.

(a) STATEMENT OF PoLICY.—It shall be the policy of the United

States Government—

A (1) to invest appropriate resources authorized under this
ct—

(A) to carry out activities to strengthen HIV [AIDS, tuber-
culctl)sis, and malaria health policies and health systems;
an

(B) to provide workforce training and capacity-building
consistent with the goals and objectives of this Act; and

(2) to support the development of a sound policy environment
in partner countries to increase the ability of such countries—

(A) to maximize utilization of healthcare resources from
donor countries;

(B) to increase national investments in health and edu-
cation and maximize the effectiveness of such investments;
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(C) to improve national HIV/AIDS, tuberculosis, and
malaria strategies;

(D) to deliver evidence-based services in an effective and
efficient manner; and

(E) to reduce barriers that prevent recipients of services
from achieving maximum benefit from such services.

(b) ASSISTANCE TO IMPROVE PUBLIC FINANCE MANAGEMENT SYS-
TEMS.—

(1) IN GENERAL.—Consistent with the authority under section
129 of the Foreign Assistance Act of 1961 (22 U.S.C. 2152), the
Secretary of the Treasury, acting through the head of the Office
of Technical Assistance, is authorized to provide assistance for
advisors and partner country finance, health, and other rel-
evant ministries to improve the effectiveness of public finance
management systems in partner countries to enable such coun-
tries to receive funding to carry out programs to combat HIV/
AIDS, tuberculosis, and malaria and to manage such pro-
grams.

(2) AUTHORIZATION OF APPROPRIATIONS.—Of the amounts au-
thorized to be appropriated under section 401 for HIV/AIDS
assistance, there are authorized to be appropriated to the Sec-
retary of the Treasury such sums as may be necessary for each
of the fiscal years 2009 through 2013 to carry out this sub-
section.

* * k & * * k

TITLE III—BILATERAL EFFORTS

* * *k & * * *k

SEC. 301. ASSISTANCE TO COMBAT HIV/AIDS.
(a) AMENDMENT OF THE FOREIGN ASSISTANCE ACT OF 1961.—* *
*

* * *k & * * *k

(b) AUTHORIZATION OF APPROPRIATIONS.—

(1) IN GENERAL.—In addition to funds available under sec-
tion 104(c) of the Foreign Assistance Act of 1961 (22 U.S.C.
2151b(c)) for such purpose or under any other provision of that
Act, there are authorized to be appropriated to the President,
from amounts authorized to be appropriated under section 401,
such sums as may be necessary for each of the [fiscal years
2004 through 2008] fiscal years 2009 through 2013 to carry out
section 104A of the Foreign Assistance Act of 1961, as added
by subsection (a).

(2) AVAILABILITY OF FUNDS.—Amounts appropriated pursu-
ant to paragraph (1) are authorized to remain available until
expended.

(3) ALLOCATION OF FUNDS.—Of the amount authorized to be
appropriated by paragraph (1) for the [fiscal years 2004
through 2008] fiscal years 2009 through 2013, such sums as
may be necessary are authorized to be appropriated to carry
out section 104A(d)(4) of the Foreign Assistance Act of 1961 (as
added by subsection (a)), relating to the procurement and dis-
tribution of HIV/AIDS pharmaceuticals.
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[(c) RELATIONSHIP TO ASSISTANCE PROGRAMS TO ENHANCE NU-
TRITION.—In recognition of the fact that malnutrition may hasten
the progression of HIV to AIDS and may exacerbate the decline
among AIDS patients leading to a shorter life span, the Adminis-
trator of the United States Agency for International Development
shall, as appropriate—

[(1) integrate nutrition programs with HIV/AIDS activities,
generally;

[(2) provide, as a component of an anti-retroviral therapy
program, support for food and nutrition to individuals infected
with and affected by HIV/AIDS; and

[(3) provide support for food and nutrition for children af-
fected by HIV/AIDS and to communities and households caring
for children affected by HIV/AIDS.]

(¢) FOOD AND NUTRITIONAL SUPPORT.—

(1) IN GENERAL.—As indicated in the report produced by the
Institute of Medicine, entitled “PEPFAR Implementation:
Progress and Promise”, inadequate caloric intake has been
clearly identified as a principal reason for failure of clinical re-
sponse to antiretroviral therapy. In recognition of the impact of
malnutrition as a clinical health issue for many persons living
with HIV/AIDS that is often associated with health and eco-
nomic impacts on these individuals and their families, the
Global AIDS Coordinator and the Administrator of the United
States Agency for International Development shall—

(A) follow World Health Organization guidelines for
HIV/AIDS food and nutrition services;

(B) integrate nutrition programs with HIV /AIDS activi-
ties through effective linkages among the health, agricul-
tural, and livelihood sectors and establish additional serv-
ices in circumstances in which referrals are inadequate or
impossible;

(C) provide, as a component of care and treatment pro-
grams for persons with HIV/AIDS, food and nutritional
support to individuals infected with, and affected by, HIV |
AIDS who meet established criteria for nutritional support
(including clinically malnourished children and adults,
and pregnant and lactating women in programs in need of
supplemental support), including—

(i) anthropometric and dietary assessment;
(ii) counseling; and
(iii) therapeutic and supplementary feeding;

(D) provide food and nutritional support for children af-
fected by HIV/AIDS and to communities and households
caring for children affected by HIV/AIDS; and

(E) in commaunities where HIV /AIDS and food insecurity
are highly prevalent, support programs to address these
often intersecting health problems through community-
based assistance programs, with an emphasis on sustain-
able approaches.

(2) AUTHORIZATION OF APPROPRIATIONS.—Of the amounts au-
thorized to be appropriated under section 401, there are author-
ized to be appropriated to the President such sums as may be
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necessary for each of the fiscal years 2009 through 2013 to
carry out this subsection.

SEC. 302. ASSISTANCE TO COMBAT TUBERCULOSIS.
% * * % % * *

(b) AUTHORIZATION OF APPROPRIATIONS.—

(1) IN GENERAL.—In addition to funds available under sec-
tion 104(c) of the Foreign Assistance Act of 1961 (22 U.S.C.
2151b(c)) for such purpose or under any other provision of that
Act, there are authorized to be appropriated to the President,
from amounts authorized to be appropriated under section 401,
[such sums as may be necessary for each of the fiscal years
2004 through 20081 a total of $4,000,000,000 for the 5-year pe-
riod beginning on October 1, 2008 to carry out section 104B of
the Foreign Assistance Act of 1961, as added by subsection (a).

(2) AVAILABILITY OF FUNDS.—Amounts appropriated pursu-
ant to the authorization of appropriations under paragraph (1)
are authorized to remain available until expended.

(3) TRANSFER OF PRIOR YEAR FUNDS.—Unobligated balances
of funds made available for fiscal year 2001, 2002, or 2003
under section 104(c)(7) of the Foreign Assistance Act of 1961
(22 U.S.C. 2151b(c)(7) (as in effect immediately before the date
of enactment of this Act) shall be transferred to, merged with,
and made available for the same purposes as funds made
available for [fiscal years 2004 through 2008] fiscal years 2009
through 2013 under paragraph (1).

* * & & * * &

SEC. 303. ASSISTANCE TO COMBAT MALARIA.
* * % % * * %

(b) AUTHORIZATION OF APPROPRIATIONS.—

(1) IN GENERAL.—In addition to funds available under sec-
tion 104(c) of the Foreign Assistance Act of 1961 (22 U.S.C.
2151b(c)) for such purpose or under any other provision of that
Act, there are authorized to be appropriated to the President,
from amounts authorized to be appropriated under section 401,
[such sums as may be necessary for fiscal years 2004 through
20081 $5,000,000,000 during the 5-year period beginning on
October 1, 2008 to carry out section 104C of the Foreign Assist-
ance Act of 1961, as added by subsection (a), including for the
development of anti-malarial pharmaceuticals by theMedicines
for Malaria Venture.

(2) AVAILABILITY OF FUNDS.—Amounts appropriated pursu-
ant to paragraph (1) are authorized to remain available until
expended.

(3) TRANSFER OF PRIOR YEAR FUNDS.—Unobligated balances
of funds made available for fiscal year 2001, 2002, or 2003
under section 104(c) of the Foreign Assistance Act of 1961 (22
U.S.C. 2151b(c) (as in effect immediately before the date of en-
actment of this Act) and made available for the control of ma-
laria shall be transferred to, merged with, and made available
for the same purposes as funds made available for [fiscal years
2004 through 20081 fiscal years 2009 through 2013 under
paragraph (1).
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(¢) CONFORMING AMENDMENT.—Section 104(c) of the Foreign As-
sistance Act of 1961 (22 U.S.C. 2151b(c)), as amended by section
301 of this Act, is further amended by adding after paragraph (3)
the following: * * *

(¢) STATEMENT OF PoLICcY.—Providing assistance for the preven-
tion, control, treatment, and the ultimate eradication of malaria
is—

(1) a major objective of the foreign assistance program of the
United States; and

(2) 1 component of a comprehensive United States global
health strategy to reduce disease burdens and strengthen com-
munities around the world.

(d) DEVELOPMENT OF A COMPREHENSIVE 5-YEAR STRATEGY.—The
President shall establish a comprehensive, 5-year strategy to combat
global malaria that—

(1) strengthens the capacity of the United States to be an ef-
fective leader of international efforts to reduce malaria burden;

(2) maintains sufficient flexibility and remains responsive to
the ever-changing nature of the global malaria challenge;

(3) includes specific objectives and multisectoral approaches
and strategies to reduce the prevalence, mortality, incidence,
and spread of malaria;

(4) describes how this strategy would contribute to the United
States’ overall global health and development goals;

(5) clearly explains how outlined activities will interact with
other United States Government global health activities, includ-
ing the 5-year global AIDS strategy required under this Act;

(6) expands public-private partnerships and leverage of re-
sources;

(7) coordinates among relevant Federal agencies to maximize
human and financial resources and to reduce duplication
among these agencies, foreign governments, and international
organizations;

(8) coordinates with other international entities, including the
Global Fund;

(9) maximizes United States capabilities in the areas of tech-
nical assistance and training and research, including vaccine
research; and

(10) establishes priorities and selection criteria for the dis-
tribution of resources based on factors such as—

(A) the size and demographics of the population with ma-
laria;

(B) the needs of that population;

(C) the country’s existing infrastructure; and

(D) the ability to closely coordinate United States Govern-
ment efforts with national malaria control plans of partner
countries.

SEC. 304. PILOT PROGRAM FOR THE PLACEMENT OF healthcare PRO-

FESSIONALS IN OVERSEAS AREAS SEVERELY AFFECTED
BY HIV/AIDS, TUBERCULOSIS, AND MALARIA.

[(a) IN GENERAL.—The President should establish a program to
demonstrate the feasibility of facilitating the service of United
States healthcare professionals in those areas of sub-Saharan Afri-
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ca and other parts of the world severely affected by HIV/AIDS, tu-
berculosis, and malaria.

[(b) REQUIREMENTS.—Participants in the program shall—

[(1) provide basic healthcare services for those infected and
affected by HIV/AIDS, tuberculosis, and malaria in the area in
which they are serving;

[(2) provide on-the-job training to medical and other per-
sonnel in the area in which they are serving to strengthen the
basic healthcare system of the affected countries;

[(3) provide healthcare educational training for residents of
the area in which they are serving;

[(4) serve for a period of up to 3 years; and

[(5) meet the eligibility requirements in subsection (d).

[(c) ELIGIBILITY REQUIREMENTS.—To be eligible to participate in
the program, a candidate shall—

[(1) be a national of the United States who is a trained
healthcare professional and who meets the educational and li-
censure requirements necessary to be such a professional such
as a physician, nurse, physician assistant, nurse practitioner,
pharmacist, other type of healthcare professional, or other indi-
vidual determined to be appropriate by the President; or

[(2) be a retired commissioned officer of the Public Health
Service Corps.

[(d) RECRUITMENT.—The President shall ensure that information
on the program is widely distributed, including the distribution of
information to schools for health professionals, hospitals, clinics,
and nongovernmental organizations working in the areas of inter-
national health and aid.

[(e) PLACEMENT OF PARTICIPANTS.—

[(1) IN GENERAL.—To the maximum extent practicable, par-
ticipants in the program shall serve in the poorest areas of the
affected countries, where healthcare needs are likely to be the
greatest. The decision on the placement of a participant should
be made in consultation with relevant officials of the affected
country at both the national and local level as well as with
local community leaders and organizations.

[(2) COORDINATION.—Placement of participants in the pro-
gram shall be coordinated with the United States Agency for
International Development in countries in which that Agency
is conducting HIV/AIDS, tuberculosis, or malaria programs.
Overall coordination of placement of participants in the pro-
gram shall be made by the Coordinator of United States Gov-
ernment Activities to Combat HIV/AIDS Globally (as described
in section 1(f) of the State Department Basic Authorities Act
of 1956 (as added by section 102(a) of this Act)).

[(f) INCENTIVES.—The President may offer such incentives as the
President determines to be necessary to encourage individuals to
participate in the program, such as partial payment of principal,
interest, and related expenses on government and commercial
loans for educational expenses relating to professional health train-
ing and, where possible, deferment of repayments on such loans,
the provision of retirement benefits that would otherwise be jeop-
ardized by participation in the program, and other incentives.
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[(g) REPORT.—Not later than 18 months after the date of enact-
ment of this Act, the President shall submit to the appropriate con-
gressional committees a report on steps taken to establish the pro-
gram, including—

[(1) the process of recruitment, including the venues for re-
cruitment, the number of candidates recruited, the incentives
offered, if any, and the cost of those incentives;

[(2) the process, including the criteria used, for the selection
of participants;

[(3) the number of participants placed, the countries in
which they were placed, and why those countries were se-
lected; and

[(4) the potential for expansion of the program.

[(h) AUTHORIZATION OF APPROPRIATIONS.—

[(1) IN GENERAL.—In addition to amounts otherwise avail-
able for such purpose, there are authorized to be appropriated
to the President, from amounts authorized to be appropriated
under section 401, such sums as may be necessary for each of
the fiscal years 2004 through 2008 to carry out the program.

[(2) AVAILABILITY OF FUNDS.—Amounts appropriated pursu-
ant to the authorization of appropriations under paragraph (1)
are authorized to remain available until expended.]

SEC. 304. MALARIA RESPONSE COORDINATOR.

(a) IN GENERAL.—There is established within the United States
Agency for International Development a Coordinator of United
States Government Activities to Combat Malaria Globally (referred
to in this section as the “Malaria Coordinator”), who shall be ap-
pointed by the President.

(b) AUTHORITIES.—The Malaria Coordinator, acting through non-
governmental organizations (including faith-based and community-
based organizations), partner country finance, health, and other rel-
evant ministries, and relevant executive branch agencies as may be
necessary and appropriate to carry out this section, is authorized
to—

(1) operate internationally to carry out prevention, care, treat-
ment, support, capacity development, and other activities to re-
duce the prevalence, mortality, and incidence of malaria;

(2) provide grants to, and enter into contracts and cooperative
agreements with, nongovernmental organizations (including
faith-based organizations) to carry out this section; and

(3) transfer and allocate executive branch agency funds that
have been appropriated for the purposes described in para-
graphs (1) and (2).

(¢c) DUTIES.—

(1) IN GENERAL.—The Malaria Coordinator has primary re-
sponsibility for the oversight and coordination of all resources
and international activities of the United States Government re-
lating to efforts to combat malaria.

(2) SpEcIFIC DUTIES.—The Malaria Coordinator shall—

(A) facilitate program and policy coordination of
antimalaria efforts among relevant executive branch agen-
cies and nongovernmental organizations by auditing, moni-
toring, and evaluating such programs;
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(B) ensure that each relevant executive branch agency un-
dertakes antimalarial programs primarily in those areas in
which the agency has the greatest expertise, technical capa-
bility, and potential for success;

(C) coordinate relevant executive branch agency activities
in the field of malaria prevention and treatment;

(D) coordinate planning, implementation, and evaluation
with the Global AIDS Coordinator in countries in which
both programs have a significant presence;

(E) coordinate with national governments, international
agencies, civil society, and the private sector; and

(F) establish due diligence criteria for all recipients of
funds appropriated by the Federal Government for malaria
assistance.

(d) ASSISTANCE FOR THE WORLD HEALTH ORGANIZATION.—In car-
rying out this section, the President may provide financial assist-
ance to the Roll Back Malaria Partnership of the World Health Or-
ganization to improve the capacity of countries with high rates of
malaria and other affected countries to implement comprehensive
malaria control programs.

(e) COORDINATION OF ASSISTANCE EFFORTS.—In carrying out this
section and in accordance with section 104C of the Foreign Assist-
ance Act of 1961 (22 U.S.C. 2151b—4), the Malaria Coordinator
shall coordinate the provision of assistance by working with—

(1) relevant executive branch agencies, including—

(A) the Department of State (including the Office of the
Global AIDS Coordinator);

(B) the Department of Health and Human Services;

(C) the Department of Defense; and

(D) the Office of the United States Trade Representative;

(2) relevant multilateral institutions, including—

(A) the World Health Organization;

(B) the United Nations Children’s Fund;

(C) the United Nations Development Programme;

(D) the Global Fund;

(E) the World Bank; and

(F) the Roll Back Malaria Partnership;

(3) program delivery and efforts to lift barriers that would
imgede effective and comprehensive malaria control programs;
an

(4) partner or recipient country governments and national en-
tities including universities and civil society organizations (in-
cluding faith- and community-based organizations).

(f) RESEARCH.—To carry out this section and in accordance with
section 104C of the Foreign Assistance Act of 1961 (22 U.S.C.
1151d—4), the Secretary of Health and Human Services, through the
Centers for Disease Control and Prevention and the National Insti-
tutes of Health, shall conduct appropriate programmatically rel-
evant clinical and operational research to identify and evaluate new
diagnostics, treatment regimens, and interventions to prevent and
control malaria.

(g) MONITORING.—To ensure that adequate malaria controls are
established and implemented, the Centers for Disease Control and
Prevention shall carry out appropriate surveillance and evaluation
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activities to monitor global malaria trends and assess environ-
mental and health impacts of malarial control efforts. Such activi-
ties shall complement the work of the World Health Organization,
rather than duplicate such work.

(h) ANNUAL REPORT.—

(1) SUBMISSION.—Not later than 1 year after the date of the
enactment of the Tom Lantos and Henry J. Hyde United States
Global Leadership Against HIV/AIDS, Tuberculosis, and Ma-
laria Reauthorization Act of 2008, and annually thereafter, the
President shall submit a report to the appropriate congressional
committees that describes United States assistance for the pre-
vention, treatment, control, and elimination of malaria.

(2) CONTENTS.—The report required under paragraph (1)
shall describe—

(A) the countries and activities to which malaria re-
sources have been allocated;

(B) the number of people reached through malaria assist-
ance programs, including data on children and pregnant
women;

(C) research efforts to develop new tools to combat ma-
laria, including drugs and vaccines;

(D) the collaboration and coordination of United States
antimalarial efforts with the World Health Organization,
the Global Fund, the World Bank, other donor govern-
ments, major private efforts, and relevant executive agen-
cies;

(E) the coordination of United States antimalarial efforts
with the national malarial strategies of other donor or
partner governments and major private initiatives;

(F) the estimated impact of United States assistance on
childhood mortality and morbidity from malaria;

(G) the coordination of antimalarial efforts with broader
health and development programs; and

(H) the constraints on implementation of programs posed
by health workforce shortages or capacities; and

(D) the number of personnel trained as health workers
and the training levels achieved.

[Subtitle B—Assistance for Children and Families]
Subtitle B—Assistance for Women, Children, and Families

* * & * * * &

SEC. 312. POLICY AND REQUIREMENTS.

(a) PoLicy.—The United States Government’s response to the
global HIV/AIDS pandemic should place high priority on the pre-
vention of mother-to-child transmission, the care and treatment of
family members and caregivers, and the care of children orphaned
by AIDS. To the maximum extent possible, the United States Gov-
ernment should seek to leverage its funds by seeking matching con-
tributions from the private sector, other national governments, and
international organizations.

(b) REQUIREMENTS.—The 5-year United States Government strat-
egy required by section 101 of this Act shall—
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[(1) provide for meeting or exceeding the goal to reduce the
rate of mother-to-child transmission of HIV by 20 percent by
2005 and by 50 percent by 2010;

[(2) include programs to make available testing and treat-
ment to HIV-positive women and their family members, includ-
ing drug treatment and therapies to prevent mother-to-child
transmission; and

[(3) expand programs designed to care for children orphaned
by AIDS.]

(1) establish a target for the prevention and treatment of
mother-to-child transmission of HIV that, by 2013, will reach
at least 80 percent of pregnant women in those countries most
affected by HIV/AIDS in which the United States has HIV/
AIDS programs;

(2) establish a target that, by 2013, the proportion of children
receiving care and treatment under this Act is proportionate to
their numbers within the population of HIV infected individ-
uals in each country;

(3) integrate care and treatment with prevention of mother-to-
child transmission of HIV programs to improve outcomes for
HIV-affected women and families as soon as is feasible and
support strategies that promote successful follow-up and con-
tinuity of care of mother and child;

(4) expand programs designed to care for children orphaned
by, affected by, or vulnerable to HIV |AIDS;

(5) ensure that women in prevention of mother-to-child trans-
mission of HIV programs are provided with, or referred to, ap-
propriate maternal and child services; and

(6) develop a timeline for expanding access to more effective
regimes to prevent mother-to-child transmission of HIV, con-
sistent with the national policies of countries in which pro-
grams are administered under this Act and the goal of achiev-
ing universal use of such regimes as soon as possible.

(¢) PREVENTION OF MOTHER-TO-CHILD TRANSMISSION EXPERT
PANEL.—

(1) ESTABLISHMENT.—The Global AIDS Coordinator shall es-
tablish a panel of experts to be known as the Prevention of
Mother-to-Child Transmission Panel (referred to in this sub-
section as the “Panel”) to—

(A) provide an objective review of activities to prevent
mother-to-child transmission of HIV; and

(B) provide recommendations to the Global AIDS Coordi-
nator and to the appropriate committees of Congress for
scale-up of mother-to-child transmission prevention services
under this Act in order to achieve the target established in
subsection (b)(1).

(2) MEMBERSHIP.—The Panel shall be convened and chaired
by the Global AIDS Coordinator, who shall serve as a non-
voting member. The Panel shall consist of not more than 15
members (excluding the Global AIDS Coordinator), to be ap-
pointed by the Global AIDS Coordinator not later than 1 year
after the date of the enactment of this Act, including—
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(A) 2 members from the Department of Health and
Human Services with expertise relating to the prevention of
mother-to-child transmission activities;

(B) 2 members from the United States Agency for Inter-
national Development with expertise relating to the preven-
tion of mother-to-child transmission activities;

(C) 2 representatives from among health ministers of na-
tional governments of foreign countries in which programs
under this Act are administered;

(D) 3 members representing organizations implementing
prevention of mother-to-child transmission activities under
this Act;

(E) 2 healthcare researchers with expertise relating to
global HIV /AIDS activities; and

(F) representatives from among patient advocate groups,
healthcare professionals, persons living with HIV/AIDS,
and non-governmental organizations with expertise relating
to the prevention of mother-to-child transmission activities,
giving priority to individuals in foreign countries in which
programs under this Act are administered.

(3) DUTIES OF PANEL.—The Panel shall—

(A) assess the effectiveness of current activities in reach-
ing the target described in subsection (b)(1);

(B) review scientific evidence related to the provision of
mother-to-child transmission prevention services, including
programmatic data and data from clinical trials;

(C) review and assess ways in which the Office of the
United States Global AIDS Coordinator collaborates with
international and multilateral entities on efforts to prevent
mother-to-child transmission of HIV in affected countries;

(D) identify barriers and challenges to increasing access
to mother-to-child transmission prevention services and
evaluate potential mechanisms to alleviate those barriers
and challenges;

(E) identify the extent to which stigma has hindered
pregnant women from obtaining HIV counseling and test-
ing or returning for results, and provide recommendations
to address such stigma and its effects;

(F) identify opportunities to improve linkages between
mother-to-child transmission prevention services and care
and treatment programs; and

(G) recommend specific activities to facilitate reaching
the target described in subsection (b)(1).

(4) REPORT.—

(A) IN GENERAL.—Not later than 1 year after the date on
which the Panel is first convened, the Panel shall submit
a report containing a detailed statement of the rec-
ommendations, findings, and conclusions of the Panel to
the appropriate congressional committees.

(B) AVAILABILITY.—The report submitted under subpara-
graph (A) shall be made available to the public.

(C) CONSIDERATION BY COORDINATOR.—The Coordinator
shall—
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(i) consider any recommendations contained in the
report submitted under subparagraph (A); and

(it) include in the annual report required under sec-
tion 104A(f) of the Foreign Assistance Act of 1961 a de-
scription of the activities conducted in response to the
recommendations made by the Panel and an expla-
nation of any recommendations not implemented at the
time of the report.

(5) AUTHORIZATION OF APPROPRIATIONS.—There are author-
ized to be appropriated to the Panel such sums as may be nec-
essary for each of the fiscal years 2009 through 2011 to carry
out this section.

(6) TERMINATION.—The Panel shall terminate on the date
that is 60 days after the date on which the Panel submits the
report to the appropriate congressional committees under para-
graph (4).

SEC. 313. ANNUAL REPORTS ON PREVENTION OF MOTHER-TO-CHILD
TRANSMISSION OF THE HIV INFECTION.

(a) IN GENERAL.—Not later than 1 year after the date of the en-
actment of this Act, and annually thereafter for a period of [5
years] 10 years, the President shall submit to appropriate congres-
sional committees a report on the activities of relevant executive
branch agencies during the reporting period to assist in the preven-
tion of mother-to-child transmission of the HIV infection.

(b) REPORT ELEMENTS.—Each report shall include—

(1) a statement of whether or not all relevant executive
branch agencies have met the goal described in section
312(b)(1); and

(2) a description of efforts made by the relevant executive
branch agencies to expand those activities, including—

(A) information on the number of sites supported for the
prevention of mother-to-child transmission of the HIV in-
fection;

(B) the specific activities supported;

(C) the number of women tested and counseled; and

(D) the number of women receiving preventative drug
therapies.

(c) REPORTING PERIOD DEFINED.—In this section, the term “re-
porting period” means, in the case of the initial report, the period
since the date of enactment of this Act and, in the case of any sub-
sequent report, the period since the date of submission of the most
recent report.

* * * & * * *

TITLE IV—AUTHORIZATION OF APPROPRIATIONS

SEC. 401. AUTHORIZATION OF APPROPRIATIONS.

(a) IN GENERAL.—There are authorized to be appropriated to the
President to carry out this Act and the amendments made by this
Act [$3,000,000,000 for each of the fiscal years 2004 through 2008]
$50,000,000,000 for the 5-year period beginning on October 1, 2008.

(b) AVAILABILITY.—Amounts appropriated pursuant to the au-
thorization of appropriations in subsection (a) are authorized to re-
main available until expended.
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(c) AVAILABILITY OF AUTHORIZATIONS.—Authorizations of appro-
priations under subsection (a) shall remain available until the ap-
propriations are made.

SEC. 402. SENSE OF CONGRESS.

(a) INCREASE IN HIV/AIDS ANTIRETROVIRAL TREATMENT.—It is a
sense of the Congress that an urgent priority of United States as-
sistance programs to fight HIV/AIDS should be the rapid increase
in distribution of antiretroviral treatment so that—

(1) by the end of fiscal year 2004, at least 500,000 individ-
uals with HIV/AIDS are receiving antiretroviral treatment
through United States assistance programs;

(2) by the end of fiscal year 2005, at least 1,000,000 such in-
dividuals are receiving such treatment; and

(3) by the end of fiscal year 2006, at least 2,000,000 such in-
dividuals are receiving such treatment.

(b) EFFECTIVE DISTRIBUTION OF HIV/AIDS FuNDs.—It is the
sense of Congress that, of the amounts appropriated pursuant to
the authorization of appropriations under section 401 for HIV/AIDS
assistance, [an effective distribution of such amounts would be—

[(1) 55 percent of such amounts for treatment of individuals
with HIV/AIDS;

[(2) 15 percent of such amounts for palliative care of individ-
uals with HIV/AIDS;

[(3) 20 percent of such amounts for HIV/AIDS prevention
consistent with section 104A(d) of the Foreign Assistance Act
of 1961 (as added by section 301 of this Act), of which such
amount at least 33 percent should be expended for abstinence-
until-marriage programs; and

[(4) 10 percent of such amounts] 10 percent should be used
for orphans and vulnerable children.

SEC. 403. ALLOCATION OF FUNDS.

[(a) THERAPEUTIC MEDICAL CARE.—For fiscal years 2006 through
2008, not less than 55 percent of the amounts appropriated pursu-
ant to the authorization of appropriations under section 401 for
HIV/AIDS assistance for each such fiscal year shall be expended for
therapeutic medical care of individuals infected with HIV, of which
such amount at least 75 percent should be expended for the pur-
chase and distribution of antiretroviral pharmaceuticals and at
least 25 percent should be expended for related care. For fiscal
years 2006 through 2008, not less than 33 percent of the amounts
appropriated pursuant to the authorization of appropriations under
section 401 for HIV/AIDS prevention consistent with section
104A(d) of the Foreign Assistance Act of 1961 (as added by section
301 of this Act) for each such fiscal year shall be expended for ab-
stinence-until-marriage programs.]

(a) BALANCED FUNDING REQUIREMENT.—

(1) IN GENERAL.—The Global AIDS Coordinator shall—
(A) provide balanced funding for prevention activities for
sexual transmission of HIV |AIDS; and
(B) ensure that behavioral change programs, including
abstinence, delay of sexual debut, monogamy, fidelity, and
partner reduction, are implemented and funded in a mean-
ingful and equitable way in the strategy for each host coun-
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try based on objective epidemiological evidence as to the
source of infections and in consultation with the govern-
ment of each host county involved in HIV |AIDS prevention
activities.

(2) PREVENTION STRATEGY.—

(A) ESTABLISHMENT.—In carrying out paragraph (1), the
Global AIDS Coordinator shall establish a HIV sexual
transmission prevention strategy governing the expenditure
of funds authorized under this Act to prevent the sexual
transmission of HIV in any host country with a generalized
epidemic.

(B) REPORT.—In each host country described in subpara-
graph (A), if the strategy established under subparagraph
(A) provides less than 50 percent of the funds described in
subparagraph (A) for behavioral change programs, includ-
ing abstinence, delay of sexual debut, monogamy, fidelity,
and partner reduction, the Global AIDS Coordinator shall,
not later than 30 days after the issuance of this strategy,
report to the appropriate congressional committees on the
Justification for this decision.

(3) EXCLUSION.—Programs and activities that implement or
purchase new prevention technologies or modalities, such as
medical male circumcision, pre-exposure pharmaceutical pro-
phylaxis to prevent transmission of HIV, or microbicides and
programs and activities that provide counseling and testing for
HIV or prevent mother-to-child prevention of HIV, shall not be
included in determining compliance with paragraph (2).

(4) REPORT.—Not later than 1 year after the date of the enact-
ment of the Tom Lantos and Henry J. Hyde United States Glob-
al Leadership Against HIV [AIDS, Tuberculosis, and Malaria
Reauthorization Act of 2008, and annually thereafter as part of
the annual report required under section 104A(e) of the Foreign
A}‘Lsszﬁtance Act of 1961 (22 U.S.C. 2151b-2(e)), the President
shall—

(A) submit a report on the implementation of paragraph
(2) for the most recently concluded fiscal year to the appro-
priate congressional committees; and

(B) make the report described in subparagraph (A) avail-
able to the public.

(b) ORPHANS AND VULNERABLE CHILDREN.—For [fiscal years

2006 through 2008] fiscal years 2009 through 2013, not less than
10 percent of the amounts appropriated pursuant to the authoriza-
tion of appropriations under section 401 for HIV/AIDS assistance
for each such fiscal year shall be expended for assistance for or-
phans and [vulnerable children affected byl other children affected
by, or vulnerable to, HIV/AIDS, of which such amount at least 50
percent shall be provided through non-profit, nongovernmental or-
ganizations, including faith-based organizations, that implement
programs on the community level.

* * *k & * * *k

The Foreign Assistance Act of 1961

* * * * * * *
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PART I

Chapter 1—Policy; Development Assistance Authorizations
* * * * * * *

SEC. 104A. ASSISTANCE TO COMBAT HIV/AIDS.

(a) FINDING.—Congress recognizes that the alarming spread of
HIV/AIDS in countries in sub-Saharan Africa, the Caribbean, Cen-
tral Asia, Eastern Europe, Latin America, and other developing
countries is a major global health, national security, development,
and humanitarian crisis.

[(b) PorLicy.—It is a major objective of the foreign assistance pro-
gram of the United States to provide assistance for the prevention,
treatment, and control of HIV/AIDS. The United States and other
developed countries should provide assistance to countries in sub-
Saharan Africa, the Caribbean, and other countries and areas to
control this crisis through HIV/AIDS prevention, treatment, moni-
toring, and related activities, particularly activities focused on
women and youth, including strategies to protect women and pre-
vent mother-to-child transmission of the HIV infection.]

(b) PoLICY.—

(1) OBJECTIVES.—It is a major objective of the foreign assist-
ance program of the United States to provide assistance for the
prevention and treatment of HIV/AIDS and the care of those
affected by the disease. It is the policy objective of the United
States, by 2013, to—

(A) assist partner countries to—

(i) prevent 12,000,000 new HIV infections worldwide;

(it) support treatment of at least 3,000,000 individ-
uals with HIV/AIDS;

(iit) support additional treatment through coordi-
nated multilateral efforts;

(iv) support care for 12,000,000 individuals with
HIV/AIDS, including 5,000,000 orphans and vulner-
able children affected by HIV /AIDS, with an emphasis
on promoting a comprehensive, coordinated system of
services to be integrated throughout the continuum of
care;

(v) provide at least 80 percent of the target popu-
lation with access to counseling, testing, and treatment
to prevent the transmission of HIV from mother-to-
child;

(vi) provide care and treatment services to children
with HIV in proportion to their percentage within the
HIV-infected population of a given partner country;
and

(vii) train and support retention of healthcare profes-
sionals, paraprofessionals, and community health
workers in HIV /AIDS prevention, treatment, and care,
with the target of providing such training to at least
140,000 new healthcare professionals and paraprofes-
sionals;
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(B) strengthen the capacity to deliver primary healthcare
in developing countries, especially in sub-Saharan Africa;
and

(C) help countries achieve staffing levels of at least 2.3
doctors, nurses, and midwives per 1,000 population, as
called for by the World Health Organization.

(2) COORDINATED GLOBAL STRATEGY.—The United States and
other countries with the sufficient capacity should provide as-
sistance to countries in sub-Saharan Africa, the Caribbean,
Central Asia, Eastern Europe, and Latin America, and other
countries and regions confronting HIV /AIDS epidemics in a co-
ordinated global strategy to help address generalized and con-
centrated epidemics through HIV/AIDS prevention, treatment,
care, monitoring and evaluation, and related activities.

(3) PRIORITIES.—The United States Government’s response to
the global HIV/AIDS pandemic and the Government’s efforts to
help countries assume leadership of sustainable campaigns to
combat their local epidemics should place high priority on—

(A) the prevention of the transmission of HIV; and

(B) moving toward universal access to HIV /AIDS preven-
tion counseling and services.

(c) AUTHORIZATION.—

(1) IN GENERAL.—Consistent with section 104(c), the Presi-
dent is authorized to furnish assistance, on such terms and
conditions as the President may determine, for HIV/AIDS, in-
cluding to prevent, treat, and monitor HIV/AIDS, and carry out
related activities, in countries in sub-Saharan Africa, the Car-
ibbean, [and other countries and areas.] Central Asia, Eastern
Europe, Latin America, and other countries and areas, particu-
larly with respect to refugee populations or those in postconflict
settings in such countries and areas with significant or increas-
ing HIV incidence rates.

(2) ROLE OF NGOS.—It is the sense of Congress that the
President should provide an appropriate level of assistance
under paragraph (1) through nongovernmental organizations
(including faith-based and community-based organizations) in
countries in sub-Saharan Africa, the Caribbean, [and other
countries and areas affected by the HIV/AIDS pandemic] Cen-
tral Asia, Eastern Europe, Latin America, and other countries
and areas affected by the HIV/AIDS pandemic, particularly
with respect to refugee populations or those in post-conflict set-
tings in such countries and areas with significant or increasing
HIV incidence rates.

(3) COORDINATION OF ASSISTANCE EFFORTS.—The President
shall coordinate the provision of assistance under paragraph
(1) with the provision of related assistance by the Joint United
Nations Programme on HIV/AIDS (UNAIDS), the United Na-
tions Children’s Fund (UNICEF), the World Health Organiza-
tion (WHO), the United Nations Development Programme
(UNDP), the Global Fund to Fight AIDS, Tuberculosis and Ma-
laria and other appropriate international organizations (such
as the International Bank for Reconstruction and Develop-
ment), relevant regional multilateral development institutions,
national, state, and local governments of [foreign countriesl
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partner countries, other international actors, appropriate gov-
ernmental and nongovernmental organizations, and relevant
executive branch agencies within the framework of the prin-
ciples of the Three Ones.

(d) ACTIVITIES SUPPORTED.—Assistance provided under sub-
section (c) shall, to the maximum extent practicable, be used to
carry out the following activities:

(1) PREVENTION.—Prevention of HIV/AIDS through activities
including—

(A) programs and efforts that are designed or intended
to impart knowledge with the exclusive purpose of helping
individuals avoid behaviors that place them at risk of HIV
infection, including integration of such programs into
health programs and the inclusion in counseling programs
of information on methods of avoiding infection of HIV, in-
cluding delaying sexual debut, abstinence, fidelity and mo-
nogamy, reduction of casual sexual partnering and mul-
tiple concurrent sexual partnering, reducing sexual violence
and coercion, including child marriage, widow inheritance,
and polygamy, and where appropriate, use of [condoms]
male and female condoms;

(B) assistance to establish and implement culturally ap-
propriate HIV/AIDS education and prevention [programs
that]l programs that are designed with local input and
focus on helping individuals avoid infection of HIV/AIDS,
implemented through nongovernmental organizations, in-
cluding faith-based and community-based organizations,
particularly [those organizations] those locally based orga-
nizations that utilize both professionals and volunteers
with appropriate skills, experience, and community pres-
ence;

(C) assistance for the purpose of encouraging men to be
responsible in their sexual behavior, child rearing, and to
respect women;

(D) assistance for the purpose of providing voluntary
testing and counseling (including the incorporation of con-
fidentiality protections with respect to such testing and
counseling) and promoting the use of provider-initiated or
“opt-out” voluntary testing in accordance with World
Health Organization guidelines;

(E) assistance for the purpose of preventing mother-to-
child transmission of the HIV infection, including medica-
tions to prevent such transmission and access to infant for-
mula and other alternatives for infant feeding;

(F) assistance to—

(i) achieve the goal of reaching 80 percent of preg-
nant women for prevention and treatment of mother-to-
child transmission of HIV in countries in which the
United States is implementing HIV |AIDS programs by
2013; and

(it) promote infant feeding options and treatment
protocols that meet the most recent criteria established
by the World Health Organization;
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(G) medical male circumcision programs as part of na-
tional strategies to combat the transmission of HIV/AIDS;

L(F)] (H) assistance to ensure a safe blood supply and
sterile medical equipment;

[(G)] (D) assistance to help avoid substance abuse and
intravenous drug use that can lead to HIV infection; [and]

[(D] (J) assistance for the purpose of increasing wom-
en’s access to employment opportunities, income, produc-
tive resources, and microfinance programs, where appro-
priatel.l, including education and services demonstrated to
be effective in reducing the transmission of HIV infection
without increasing illicit drug use; and

(K) assistance for counseling, testing, treatment, care,
and support programs, including—

(i) counseling and other services for the prevention of
reinfection of individuals with HIV |AIDS;

(it) counseling to prevent sexual transmission of HIV,
including—

(I) life skills development for practicing absti-
nence and faithfulness;

(II) reducing the number of sexual partners;

(I11) delaying sexual debut; and

(IV) ensuring correct and consistent use of
condoms;

(iii) assistance to engage underlying vulnerabilities
to HIV/AIDS, especially those of women and girls,
through structural prevention programs;

(iv) assistance for appropriate HIV/AIDS education
programs and training targeted to prevent the trans-
mission of HIV among men who have sex with men;

(v) assistance to provide male and female condoms;

(vi) diagnosis and treatment of other sexually trans-
mitted infections;

(vii) strategies to address the stigma and discrimina-
tion that impede HIV |AIDS prevention efforts; and

(viit) assistance to facilitate widespread access to
microbicides for HIV prevention, if safe and effective
products become available, including financial and
technical support for culturally appropriate introduc-
tory programs, procurement, distribution, logistics
management, program delivery, acceptability studies,
provider  training, demand  generation, and
postintroduction monitoring.

(2) TREATMENT.—The treatment and care of individuals with
HIV/AIDS, including—

(A) assistance to establish and implement programs to
strengthen and broaden indigenous healthcare delivery
systems and the capacity of such systems to deliver HIV/
AIDS pharmaceuticals and otherwise provide for the treat-
ment of individuals with HIV/AIDS, including clinical
trgining for indigenous organizations and healthcare pro-
viders;

(B) assistance to strengthen and expand hospice and pal-
liative care programs to assist patients debilitated by HIV/
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AIDS, their families, and the primary caregivers of such
patients, including programs that utilize faith-based and
community-based organizations; [and]

(C) assistance for the purpose of the care and treatment
of individuals with HIV/AIDS through the provision of
pharmaceuticals, including antiretrovirals and other phar-
maceuticals and therapies for the treatment of opportun-
istic infections, pain management, nutritional support, and
other treatment modalities[.];

(D) as part of care and treatment of HIV/AIDS, assist-
ance (including prophylaxis and treatment) for common
HIV/AIDS-related opportunistic infections for free or at a
rate at which it is easily affordable to the individuals and
populations being served; and

(E) as part of care and treatment of HIV/AIDS, assist-
ance or referral to available and adequately resourced serv-
ice providers for nutritional support, including counseling
and where necessary the provision of commodities, for per-
sons meeting malnourishment criteria and their families;

(3) PREVENTATIVE INTERVENTION EDUCATION AND TECH-
NOLOGIES.—(A) With particular emphasis on specific popu-
lations that represent a particularly high risk of contracting or
spreading HIV/AIDS, including those exploited through the sex
trade, victims of rape and sexual assault, individuals already
infected with HIV/AIDS, and in cases of occupational exposure
of healthcare workers, assistance with efforts to reduce the
risk of HIV/AIDS infection including post-exposure pharma-
ceutical prophylaxis, and necessary pharmaceuticals and com-
modities, including test kits, condoms, and, when proven effec-
tive, microbicides.

(B) Bulk purchases of available test kits, condoms, and,
when proven effective, microbicides that are intended to reduce
the risk of HIV/AIDS transmission and for appropriate pro-
gram support for the introduction and distribution of these
commodities, as well as education and training on the use of
the technologies.

(4) MONITORING.—The monitoring of programs, projects, and
activities carried out pursuant to paragraphs (1) through (3),
including—

(A) monitoring to ensure that adequate controls are es-
tablished and implemented to provide HIV/AIDS pharma-
ceuticals and other appropriate medicines to poor individ-
uals with HIV/AIDS;

(B) appropriate evaluation and surveillance activities;

(C) monitoring to ensure that appropriate measures are
being taken to maintain the sustainability of HIV/AIDS
pharmaceuticals (especially antiretrovirals) and ensure
that drug resistance is not compromising the benefits of
such pharmaceuticals; [and]

(D) monitoring to ensure appropriate law enforcement
officials are working to ensure that HIV/AIDS pharma-
ceuticals are not diminished through illegal counterfeiting
or black market sales of such pharmaceuticalsl.l;
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(E) carrying out and expanding program monitoring, im-
pact evaluation research and analysis, and operations re-
search and disseminating data and findings through mech-
anisms to be developed by the Coordinator of United States
Government Activities to Combat HIV/AIDS Globally, in
coordination with the Director of the Centers for Disease
Control, in order to—

(i) improve accountability, increase transparency,
and ensure the delivery of evidence-based services
through the collection, evaluation, and analysis of data
regarding gender-responsive interventions, disaggre-
gated by age and sex;

(ii) identify and replicate effective models; and

(iii) develop gender indicators to measure outcomes
and the impacts of interventions; and

(F) establishing appropriate systems to—

(i) gather epidemiological and social science data on
HIV; and

(ii) evaluate the effectiveness of prevention efforts
among men who have sex with men, with due consider-
ation to stigma and risks associated with disclosure.

(5) PHARMACEUTICALS.—

(A) PROCUREMENT.—The procurement of HIV/AIDS
pharmaceuticals, antiviral therapies, and other appro-
priate medicines, including medicines to treat opportun-
istic infections.

(B) MECHANISMS FOR QUALITY CONTROL AND SUSTAIN-
ABLE SUPPLY.—Mechanisms to ensure that such HIV/AIDS
pharmaceuticals, antiretroviral therapies, and other appro-
priate medicines are quality-controlled and sustainably
supplied.

(C) MECHANISM TO ENSURE COST-EFFECTIVE DRUG PUR-
CHASING.—Subject to subparagraph (B), mechanisms to en-
sure that safe and effective pharmaceuticals, including
antiretrovirals and medicines to treat opportunistic infec-
tions, are purchased at the lowest possible price at which
such pharmaceuticals may be obtained in sufficient quan-
tity on the world market.

[(C)] (D) DisTRIBUTION.—The distribution of such HIV/
AIDS pharmaceuticals, antiviral therapies, and other ap-
propriate medicines (including medicines to treat oppor-
tunistic infections) to qualified national, regional, or local
organizations for the treatment of individuals with HIV/
AIDS in accordance with appropriate HIV/AIDS testing
and monitoring requirements and treatment protocols and
for the prevention of mother-to-child transmission of the
HIV infection.

(6) [RELATED ACTIVITIES.—1 RELATED AND COORDINATED AC-
TIvITIES.—The conduct of related activities, including—

(A) the care and support of children who are orphaned
by the HIV/AIDS pandemic, including services designed to
care for orphaned children in a family environment which
rely on extended family members;
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(B) improved infrastructure and institutional capacity to
develop and manage education, prevention, and treatment
programs, including training and the resources to collect
and maintain accurate HIV surveillance data to target pro-
grams and measure the effectiveness of interventions;
[and]

(C) vaccine research and development partnership pro-
grams with specific plans of action to develop a safe, effec-
tive, accessible, preventive HIV vaccine for use throughout
the world[.];

(D) coordinated or referred activities to—

(i) enhance the clinical impact of HIV/AIDS care
and treatment; and

(ii) ameliorate the adverse social and economic costs
often affecting AIDS-impacted families and commu-
nities through the direct provision, as necessary, or
through the referral, if possible, of support services, in-
cluding—

(D) nutritional and food support;

(1) nutritional counseling;

(I1I) income-generating activities and livelihood
initiatives;

(IV) maternal and child healthcare;

(V) primary healthcare;

(VD) the diagnosis and treatment of other infec-
tious or sexually transmitted diseases;

(VII) substance abuse and treatment services;
and

(VIII) legal services;

(E) coordinated or referred activities to link programs ad-
dressing HIV/AIDS with programs addressing gender-
based violence in areas of significant HIV prevalence to as-
sist countries in the development and enforcement of wom-
en’s health, children’s health, and HIV/AIDS laws and
policies that—

(i) prevent and respond to violence against women
and girls;

(it) promote the integration of screening and assess-
ment for gender-based violence into HIV/AIDS pro-
gramming;

(iit) promote appropriate HIV/AIDS counseling, test-
ing, and treatment into gender-based violence pro-
grams; and

(iv) assist governments to develop partnerships with
civil society organizations to create networks for psy-
chosocial, legal, economic, or other support services;

(F) coordinated or referred activities to—

(i) address the frequent coinfection of HIV and tuber-
culosis, in accordance with World Health Organization
guidelines;

(ii) promote provider-initiated or “opt-out” HIV/
AIDS counseling and testing and appropriate referral
for treatment and care to individuals with tuberculosis
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or its symptoms, particularly in areas with significant
HIV prevalence; and

(iir) strengthen programs to ensure that individuals
testing positive for HIV receive tuberculosis screening
and appropriate screening and to improve laboratory
capacities, infection control, and adherence; and

(G) activities to—

(i) improve the effectiveness of national responses to
HIV/AIDS; and

(ii) strengthen overall health systems in high-preva-
lence countries, including support for workforce train-
ing, retention, and effective deployment, capacity build-
ing, laboratory development, equipment maintenance
and repair, and public health and related public finan-
cial management systems and operations.

(7) COMPREHENSIVE HIV/AIDS PUBLIC-PRIVATE PARTNER-
sHIPS.—The establishment and operation of public-private
partnership entities within countries in sub-Saharan Africa,
the Caribbean, and other countries affected by the HIV/AIDS
pandemic that are dedicated to supporting the national strat-
egy of such countries regarding the prevention, treatment, and
Iﬂllonilt((i))ring of HIV/AIDS. Each such public-private partnership
shou

(A) support the development, implementation, and man-
agement of comprehensive HIV/AIDS plans in support of
the national HIV/AIDS strategy;

(B) operate at all times in a manner that emphasizes ef-
ficiency, accountability, and results-driven programs;

(C) engage both local and foreign development partners
and donors, including businesses, government agencies,
academic institutions, nongovernmental organizations,
foundations, multilateral development agencies, and faith-
based organizations, to assist the country in coordinating
and implementing HIV/AIDS prevention, treatment, and
monitoring programs in accordance with its national HIV/
AIDS strategy;

(D) provide technical assistance, consultant services, fi-
nancial planning, monitoring and evaluation, and research
in support of the national HIV/AIDS strategy; and

(E) establish local human resource capacities for the na-
tional HIV/AIDS strategy through the transfer of medical,
managerial, leadership, and technical skills.

(8) COMPACTS AND FRAMEWORK AGREEMENTS.—The develop-
ment of compacts or framework agreements, tailored to local
circumstances, with national governments or regional partner-
ships in countries with significant HIV /AIDS burdens to pro-
mote host government commitment to deeper integration of
HIV/AIDS services into health systems, contribute to health
systems overall, and enhance sustainability.

(e) COMPACTS AND FRAMEWORK AGREEMENTS.—

(1) FINDINGS.—Congress makes the following findings:

(A) The congressionally mandated Institute of Medicine
report entitled “PEPFAR Implementation: Progress and
Promise’ states: “The next strategy [of the U.S. Global AIDS
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Initiative] should squarely address the needs and chal-
lenges involved in supporting sustainable country HIV/
AIDS programs, thereby transitioning from a focus on
emergency relief.”

(B) One mechanism to promote the transition from an
emergency to a public health and development approach to
HIV/AIDS is through compacts or framework agreements
between the United States Government and each partici-
pating nation.

(C) Key components of a transition toward a more sus-
tainable approach toward fighting HIV/AIDS, tuber-
culosis, and malaria and thus priorities for such compacts
include—

(i) building capacity to expand the size of the trained
healthcare workforce in partner countries and improve
its retention, safety, deployment, and utilization of
skills and to improve public health infrastructure and
systems;

(ii) partner governments increasing their national in-
vestments in health and education systems, as called
for in the Abuja Declaration;

(iit) increasing the focus of United States government
efforts to address the factors that put women and girls
at greater risk of HIV/AIDS and to strengthen the
legal, economic, educational, and social status of
women, girls, orphans, and vulnerable children and
encouraging partner governments to do the same;

(iv) building on the New Partners Initiative and
other efforts currently underway to strengthen the ca-
pacities of community- and faith-based organizations
and civil society in partner countries to contribute to
country efforts to prevent or manage the effects of HIV /
AIDS, tuberculosis, and malaria epidemics and to im-
prove healthcare delivery;

(v) improving the coordination of efforts to combat
HIV/AIDS, tuberculosis, and malaria with broader
national health and development strategies;

(vi) promoting HIV [AIDS-related laws, regulations,
and policies that support voluntary diagnostic coun-
seling and rapid testing, pediatric diagnosis, rapid,
tariff-free regulatory procedures for drugs and com-
modities, and full inclusion of people living with HIV/
AIDS in a multisectoral national response.

(vii) sharing and implementing findings based on
program evaluations and operations research; and

(viii) reducing the disease burden of HIV/AIDS, tu-
berculosis, and malaria through improved prevention
efforts.

(D) Such compacts should also take into account the
overall national health and development and national
HIV/AIDS and public health strategies of each country
and should contain provisions including—
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(i) the specific objectives that the country and the
United States expect to achieve during the term of a
compact;

(it) the respective responsibilities of the country and
the United States in the achievement of such objectives;

(iii) regular benchmarks to measure, where appro-
priate, progress toward achieving such objectives;

(iv) an identification of the intended beneficiaries,
disaggregated by gender and age, and including infor-
mation on orphans and vulnerable children, to the
maximum extent practicable;

(v) the methods by which the compact is intended to
address the factors that put women and girls at greater
risk of HIV/AIDS and to strengthen the legal, eco-
nomic, educational, and social status of women, girls,
orphans, and vulnerable children;

(vi) the methods by which the compact will strength-
en the healthcare capacity, including the training, re-
tention, deployment, and utilization of healthcare
workers, improve supply chain management, and im-
prove the health systems and infrastructure of the part-
ner country, including the ability of compact partici-
pants to maintain and operate equipment transferred
or purchased as part of the compact;

(vii) proposed mechanisms to provide oversight;

(viit) the role of civil society in the development of a
compact and the achievement of its objectives;

(ix) a description of the current and potential partici-
pation of other donors in the achievement of such objec-
tives, as appropriate; and

(x) a plan to ensure appropriate fiscal accountability
for the use of assistance.

(2) LocAL INPUT.—In entering into a compact authorized
under subsection (d)(8), the Coordinator of United States Gov-
ernment Activities to Combat HIV/AIDS Globally shall seek to
ensure that the government of a country—

(A) takes into account the local perspectives of the rural
and urban poor, including women, in each country; and

(B) consults with private and voluntary organizations,
including faith-based organizations, the business commu-
nity, and other donors in the country.

(3) CONGRESSIONAL AND PUBLIC NOTIFICATION AFTER ENTER-
ING INTO A COMPACT.—Not later than 10 days after entering
into a compact authorized under subsection (d)(8), the Global
AIDS Coordinator shall—

(A) submit a report containing a detailed summary of the
compact and a copy of the text of the compact to—

(i) the Committee on Foreign Relations of the Senate;

(ii) the Committee on Appropriations of the Senate;

(iit) the Committee on Foreign Affairs of the House
of Representatives; and

(iv) the Committee on Appropriations of the House of
Representatives; and
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(B) publish such information in the Federal Register and
on the Internet website of the Office of the Global AIDS Co-
ordinator.

[(e)] (/) ANNUAL REPORT.—

(1) IN GENERAL.—Not later than January 31 of each year, the
President shall submit to the Committee on Foreign Relations
of the Senate and the [Committee on International Relations]
Committee on Foreign Affairs of the House of Representatives
a report on the implementation of this section for the prior fis-
cal year.

(2) REPORT ELEMENTS.—Each report shall include—

(A) a description of efforts made by each relevant execu-
tive branch agency to implement the policies set forth in
this section, section 104B, and section 104C;

(B) a description of the programs established pursuant
to such sections; [and]

[(C) a detailed assessment of the impact of programs es-
tablished pursuant to such sections, including

[G)(I) the effectiveness of such programs in reducing
the spread of the HIV infection, particularly in women
and girls, in reducing mother-to-child transmission of
the HIV infection, and in reducing mortality rates
from HIV/AIDS; and

[(II) the number of patients currently receiving
treatment for AIDS in each country that receives as-
sistance under this Act.

[(i1) the progress made toward improving healthcare
delivery systems (including the training of adequate
numbers of staff) and infrastructure to ensure in-
creased access to care and treatment;

[(iii) with respect to tuberculosis, the increase in the
number of people treated and the increase in number
of tuberculosis patients cured through each program,
project, or activity receiving United States foreign as-
sistance for tuberculosis control purposes; and

[(iv) with respect to malaria, the increase in the
number of people treated and the increase in number
of malaria patients cured through each program,
project, or activity receiving United States foreign as-
sistance for malaria control purposes.]

(C) a detailed breakdown of funding allocations, by pro-
gram and by country, for prevention activities; and

(D) a detailed assessment of the impact of programs es-
tablished pursuant to such sections, including—

(1)(D) the effectiveness of such programs in reducing—

(aa) the transmission of HIV, particularly in
women and girls;

(bb) mother-to-child transmission of HIV, in-
cluding through drug treatment and therapies, ei-
ther directly or by referral; and

(cc) mortality rates from HIV [AIDS;

(II) the number of patients receiving treatment for

AIDS in each country that receives assistance under
this Act;
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(I1I) an assessment of progress towards the achieve-
ment of annual goals set forth in the timetable required
under the 5-year strategy established under section 101
of the United States Leadership Against HIV/AIDS,
Tuberculosis, and Malaria Act of 2003 and, if annual
gocctlls are not being met, the reasons for such failure;
an

(IV) retention and attrition data for programs receiv-
ing United States assistance, including mortality and
loss to follow-up rates, organized overall and by coun-
try;

(it) the progress made toward—

(I) improving healthcare delivery systems (in-
cluding the training of healthcare workers, includ-
ing doctors, nurses, midwives, pharmacists, lab-
oratory technicians, and compensated community
health workers);

(I) advancing safe working conditions for
healthcare workers; and

(III) improving infrastructure to promote
progress toward universal access to HIV/AIDS
prevention, treatment, and care by 2013;

(iii) with respect to tuberculosis—

(D) the increase in the number of people treated
and the number of tuberculosis patients cured
through each program, project, or activity receiving
United States foreign assistance for tuberculosis
control purposes through, or in coordination with,
HIV/AIDS programs;

(II) a description of drug resistance rates among
persons treated;

(I11) the percentage of such United States foreign
assistance provided for diagnosis and treatment of
individuals with tuberculosis in countries with the
highest burden of tuberculosis, as determined by
the World Health Organization; and

(IV) a detailed description of efforts to integrate
HIV/AIDS and tuberculosis prevention, treatment,
and care programs; and

(iv) a description of coordination efforts with relevant
executive branch agencies to link HIV/AIDS clinical
and social services with non-HIV/AIDS services as
part of the United States health and development agen-

a;
(v) a detailed description of integrated HIV /AIDS
and food and nutrition programs and services, includ-
ing—
(I) the amount spent on food and nutrition sup-
port;
(II) the types of activities supported,; and
(III) an assessment of the effectiveness of inter-
ventions carried out to improve the health status of
persons with HIV/AIDS receiving food or nutri-
tional support;
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(vi) a description of efforts to improve harmonization,
in terms of relevant executive branch agencies, coordi-
nation with other public and private entities, and co-
ordination with partner countries’ national strategic
plans as called for in the “Three Ones”;

(vii) a description of—

(D) the efforts of partner countries that were sig-
natories to the Abuja Declaration on HIV/AIDS,
Tuberculosis and Other Related Infectious Dis-
eases to adhere to the goals of such Declaration in
terms of investments in public health, including
HIV/AIDS; and

(I1) a description of the HIV/AIDS investments
of partner countries that were not signatories to
such Declaration;

(viii) a detailed description of any compacts or
framework agreements reached or negotiated between
the United States and any partner countries, including
a description of the elements of compacts described in
subsection (e);

(ix) a description of programs serving women and
girls, including—

(I) HIV/AIDS prevention programs that address
the vulnerabilities of girls and women to HIV/
AIDS;

(II) information on the number of individuals
served by programs aimed at reducing the
vulnerabilities of women and girls to HIV/AIDS
and data on the types, objectives, and duration of
programs to address these issues;

(I1I) information on programs to address the
particular needs of adolescent girls and young
women; and

(IV) programs to prevent gender-based violence
or to assist victims of gender based violence as
part, of or in coordination with, HIV/AIDS pro-
grams;

(x) a description of strategies, goals, programs, and
interventions to—

(I) address the needs and vulnerabilities of youth
populations;

(1) expand access among young men and women
to evidence-based HIV/AIDS healthcare services
and HIV prevention programs, including absti-
nence education programs; and

(III) expand community-based services to meet
the needs of orphans and of children and adoles-
cents affected by or vulnerable to HIV /AIDS with-
out increasing stigmatization;

(xi) a description of—

(D the specific strategies funded to ensure the re-
duction of HIV infection among injection drug
users;
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(I1) the number of injection drug users, by coun-
try, reached by such strategies;

(I1I) medication-assisted drug treatment for indi-
viduals with HIV or at risk of HIV; and

(IV) HIV prevention programs demonstrated to
be effective in reducing HIV transmission without
increasing drug use;

(xii) a detailed description of program monitoring,
operations research, and impact evaluation research,
including—

(I) the amount of funding provided for each re-
search type;

(I1) an analysis of cost-effectiveness models; and

(III) conclusions regarding the efficiency, effec-
tiveness, and quality of services as derived from
previous or ongoing research and monitoring ef-
forts; and

(xi1ii) a description of staffing levels of United States
government HIV [AIDS teams in countries with signifi-
cant HIV/AIDS programs, including whether or not a
full-time coordinator was on staff for the year.

[(H)] (g) FUNDING LIMITATION.—Of the funds made available to
carry out this section in any fiscal year, not more than 7 percent
may be used for the administrative expenses of the United States
Agency for International Development in support of activities de-
scribed in section 104(c), this section, section 104B, and section
104C. Such amount shall be in addition to other amounts otherwise
available for such purposes.

[(2)] (h) DEFINITIONS.—In this section:

(1) AIDS.—The term “AIDS” means acquired immune defi-
ciency syndrome.

(2) HIV.—The term “HIV” means the human immuno-
deficiency virus, the pathogen that causes AIDS.

(3) HIV/AIDS.—The term “HIV/AIDS” means, with respect to
an individual, an individual who is infected with HIV or living
with AIDS.

(4) RELEVANT EXECUTIVE BRANCH AGENCIES.—The term “rel-
evant executive branch agencies” means the Department of
State, the United States Agency for International Develop-
ment, the Department of Health and Human Services (includ-
ing its agencies and offices), and any other department or
agency of the United States that participates in international
HIV/AIDS activities pursuant to the authorities of such depart-
ment or agency or this Act.

% * * * % * *

SEC. 104B. ASSISTANCE TO COMBAT TUBERCULOSIS.
(a) FINDINGS.—Congress makes the following findings:
%k % £ £ %k % £

[(b) PorLicy.—It is a major objective of the foreign assistance pro-
gram of the United States to control tuberculosis, including the de-
tection of at least 70 percent of the cases of infectious tuberculosis,
and the cure of at least 85 percent of the cases detected, not later
than December 31, 2005, in those countries classified by the World
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Health Organization as among the highest tuberculosis burden,
and not later than December 31, 2010, in all countries in which the
United States Agency for International Development has estab-
lished development programs.]

(b) PoLicy.—lIt is a major objective of the foreign assistance pro-
gram of the United States to control tuberculosis. In all countries
tn which the Government of the United States has established devel-
opment programs, particularly in countries with the highest burden
of tuberculosis and other countries with high rates of tuberculosis,
the United States Government should prioritize the achievement of
the following goals by not later than December 31, 2015:

(1) Reduce by half the tuberculosis death and disease burden
from the 1990 baseline.

(2) Sustain or exceed the detection of at least 70 percent of
sputum smear-positive cases of tuberculosis and the cure of at
least 85 percent of those cases detected.

% * * * % * *

[(e) PriorITY TO DOTS COVERAGE.—In furnishing assistance
under subsection (c), the President shall give priority to activities
that increase Directly Observed Treatment Short-course (DOTS)
coverage and treatment of multi-drug resistant tuberculosis where
needed using DOTS-Plus, including funding for the Global Tuber-
culosis Drug Facility, the Stop Tuberculosis Partnership, and the
Global Alliance for TB Drug Development. In order to meet the re-
quirement of the preceding sentence, the President should ensure
that not less than 75 percent of the amount made available to
carry out this section for a fiscal year should be expended for
antituberculosis drugs, supplies, direct patient services, and train-
ing in diagnosis and treatment for Directly Observed Treatment
Short-course (DOTS) coverage and treatment of multi-drug resist-
ant tuberculosis using DOTS-Plus, including substantially in-
creased funding for the Global Tuberculosis Drug Facility.]

(e) PrRIORITY TO STOP TB STRATEGY.—In furnishing assistance
under subsection (c), the President shall give priority to—

(1) activities described in the Stop TB Strategy, including ex-
pansion and enhancement of Directly Observed Treatment
Short-course (DOTS) coverage, rapid testing, treatment for indi-
viduals infected with both tuberculosis and HIV, and treatment
for individuals with multi-drug resistant tuberculosis (MDR-
TB), strengthening of health systems, use of the International
Standards for Tuberculosis Care by all providers, empowering
individuals with tuberculosis, and enabling and promoting re-
search to develop new diagnostics, drugs, and vaccines, and
prc:;lgram-based operational research relating to tuberculosis;
an

(2) funding for the Global Tuberculosis Drug Facility, the
Stop Tuberculosis Partnership, and the Global Alliance for TB
Drug Development.

(f) ASSISTANCE FOR THE WORLD HEALTH ORGANIZATION AND THE
SToP TUBERCULOSIS PARTNERSHIP.—In carrying out this section,
the President, acting through the Administrator of the United States
Agency for International Development, is authorized to provide in-
creased resources to the World Health Organization and the Stop
Tuberculosis Partnership to improve the capacity of countries with
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high rates of tuberculosis and other affected countries to implement
the Stop TB Strategy and specific strategies related to addressing
multiple drug resistant tuberculosis (MDR-TB) and extensively drug
resistant tuberculosis (XDR-TB).

[(©)] (g) DEFINITIONS.—In this section:

(1) DOTS.—The term “DOTS” or “Directly Observed Treat-
ment Short-course” means the World Health Organization-rec-
ommended strategy for treating tuberculosisl.] including

(A) low—cost and effective diagnosis, treatment, and mon-
itoring of tuberculosis;

(B) a reliable drug supply;

(C) a management strategy for public health systems;

(D) health system strengthening;

(E) promotion of the use of the International Standards
for Tuberculosis Care by all care providers;

(F) bacteriology under an external quality assessment
framework;

(G) short-course chemotherapy; and

(H) sound reporting and recording systems.

(2) DOTS-pLUS.—The term “DOTS-Plus” means a com-
prehensive tuberculosis management strategy that is built
upon and works as a supplement to the standard DOTS strat-
egy, and which takes into account specific issues (such as use
of second line anti-tuberculosis drugs) that need to be ad-
dressed in areas where there is high prevalence of multi-drug
resistant tuberculosis.

(3) GLOBAL ALLIANCE FOR TUBERCULOSIS DRUG DEVELOP-
MENT.—The term “Global Alliance for Tuberculosis Drug De-
velopment” means the public-private partnership that brings
together leaders in health, science, philanthropy, and private
industry to devise new approaches to tuberculosis and to en-
sure that new medications are available and affordable in high
tuberculosis burden countries and other affected countries.

(4) GLOBAL TUBERCULOSIS DRUG FACILITY.—The term “Global
Tuberculosis Drug Facility (GDF)” means the new initiative of
the Stop Tuberculosis Partnership to increase access to high-
quality tuberculosis drugs to facilitate DOTS expansion.

(5) STOP TB STRATEGY.—The term “Stop TB Strategy” means
the 6-point strategy to reduce tuberculosis developed by the
World Health Organization, which is described in the Global
Plan to Stop TB 2006-2015: Actions for Life, a comprehensive
plan developed by the Stop TB Partnership that sets out the ac-
tions necessary to achieve the millennium development goal of
cutting tuberculosis deaths and disease burden in half by 2015.

[(5)] (6) STOP TUBERCULOSIS PARTNERSHIP.—The term “Stop
Tuberculosis Partnership” means the partnership of the World
Health Organization, donors including the United States, high
tuberculosis burden countries, multilateral agencies, and non-
governmental and technical agencies committed to short- and
long-term measures required to control and eventually elimi-
nate tuberculosis as a public health problem in the world.

* * * * * * *
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SEC. 104C. ASSISTANCE TO COMBAT MALARIA.
% * * % % * *

(b) PoLicYy.—It is a major objective of the foreign assistance pro-
gram of the United States to provide assistance for the prevention,
control, treatment, and cure of malaria.

* * *k & * * *k

Chapter 3—International Organizations and Programs

£ * ES ES £ * ES
Sec. 302. Authorization.—(a) * * *
ES £ ES ES ES £ ES

(c) None of the funds available to carry out this chapter shall be
contributed to any international organization or to any foreign gov-
ernment or agency thereof to pay the costs of developing or oper-
ating any volunteer program of such organization, government, or
agency relating to the selection, training, and programing of volun-
teer manpower.

(d) TUBERCULOSIS VACCINE DEVELOPMENT PROGRAMS.—In addi-
tion to amounts otherwise available under this section, there are au-
thorized to be appropriated to the President such sums as may be
necessary for each of the fiscal years 2009 through 2013, which
shall be used for United States contributions to tuberculosis vaccine
development programs, which may include the Aeras Global TB
Vaccine Foundation.

* * & * * * &

(k) In addition to amounts otherwise available under this section,
there is authorized to be appropriated to the President such sums
as may be necessary for each of the [fiscal years 2004 through
20081 fiscal years 2009 through 2013 to be available only for
United States contributions to the Vaccine Fund.

(1) In addition to amounts otherwise available under this section,
there is authorized to be appropriated to the President such sums
as may be necessary for each of the [fiscal years 2004 through
20081 fiscal years 2009 through 2013 to be available only for
United States contributions to the International AIDS Vaccine Ini-
tiative.

(m) In addition to amounts otherwise available under this sec-
tion, there are authorized to be appropriated to the President such
sums as may be necessary for each of the [fiscal years 2004
through 20081 fiscal years 2009 through 2013 to be available for
United States contributions to malaria vaccine development pro-
grams, including the Malaria Vaccine Initiative of the Program for
Appropriate Technologies in Health (PATH).

* * *k & * * *k

The Public Health Service Act

* * *k & * * *k

CHAPTER 6A—PUBLIC HEALTH SERVICE

* * * * * * *
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SUBCHAPTER II.—GENERAL POWERS AND DUTIES

* * *k & * * *k

PART A. RESEARCH AND INVESTIGATIONS

SEC. 307. INTERNATIONAL COOPERATION.

[(a) COOPERATIVE ENDEAVORS; STATEMENT OF PURPOSE.—For the
purpose of advancing the status of the health sciences in the
United States (and thereby the health of the American people), the
Secretary may participate with other countries in cooperative en-
deavors in biomedical research, healthcare technology, and the
health services research and statistical activities authorized by sec-
tion 306 of this title and by subchapter VII of this chapter.]

(a) The Secretary may participate with other countries in coopera-
tive endeavors in—

(1) biomedical research, healthcare technology, and the health
services research and statistical analysis authorized under sec-
tion 306 and title IX; and

(2) biomedical research, healthcare services, healthcare re-
search, or other related activities in furtherance of the activities,
objectives or goals authorized under the Tom Lantos and Henry
J. Hyde United States Global Leadership Against HIV /AIDS,
Tuberculosis, and Malaria Reauthorization Act of 2008.

(b) AUTHORITY OF SECRETARY; BUILDING CONSTRUCTION PROHIBI-
TION.—In connection with the cooperative endeavors authorized by
subsection (a) of this section, the Secretary may—

(1) make such use of resources offered by participating for-
eign countries as he may find necessary and appropriate;

(2) establish and maintain fellowships in the United States
and in participating foreign countries;

(3) make grants to public institutions or agencies and to non-
profit private institutions or agencies in the United States and
in participating foreign countries for the purpose of estab-
lishing and maintaining the fellowships authorized by para-
graph (2);

(4) make grants or loans of equipment and materials, for use
by public or nonprofit private institutions or agencies, or by in-
dividuals, in participating foreign countries;

(5) participate and otherwise cooperate in any international
meetings, conferences, or other activities concerned with bio-
medical research, health services research, health statistics, or
healthcare technology;

(6) facilitate the interchange between the United States and
participating foreign countries, and among participating for-
eign countries, of research scientists and experts who are en-
gaged in experiments or programs of biomedical research,
health services research, health statistical activities, or
healthcare technology activities, and in carrying out such pur-
pose may pay per diem compensation, subsistence, and travel
for such scientists and experts when away from their places of
residence at rates not to exceed those provided in section
5703(b) of Title 5 for persons in the Government service em-
ployed intermittently;
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(7) procure, in accordance with section 3109 of Title 5, the
temporary or intermittent services of experts or consultants;
[andl

(8) enter into contracts with individuals for the provision of
services (as defined in section 104 of part 37 of title 48, Code
of Federal Regulations (48 CFR 37.104)) in participating for-
eign countries, which individuals may not be deemed employ-
ees of the United States [for any purposel for the purpose of
any law administered by the Office of Personnel Management;

(9) provide such funds by advance or reimbursement to the
Secretary of State, as may be necessary, to pay the costs of ac-
quisition, lease, construction, alteration, equipping, furnishing
or management of facilities outside of the United States; and

(10) in consultation with the Secretary of State, through
grant or cooperative agreement, make funds available to public
or nonprofit private institutions or agencies in foreign countries
in which the Secretary is participating in activities described
under subsection (a) to acquire, lease, construct, alter, or ren-
ovate facilities in those countries.

[The Secretary may not, in the exercise of his authority under this
section, provide financial assistance for the construction of any fa-
cility in any foreign country.]

(c) BENEFITS FOR OVERSEAS ASSIGNEES.—The Secretary may pro-
vide to personnel appointed or assigned by the Secretary to serve
abroad, allowances and benefits similar to those provided under
chapter 9 of title I of the Foreign Service Act of [1990] 1980 (22
U.S.C. 4081 et seq.) or section 903 of the Foreign Service Act of
1980 (22 U.S.C. 4083) . Leaves of absence for personnel under this
subsection shall be on the same basis as that provided under sub-
chapter I of chapter 63 of Title 5 to individuals serving in the For-
eign Service.

* * & * * * &

PART B. FEDERAL-STATE COOPERATION
* £ * * * £ *
SEC. 317S. GENERAL GRANT OF AUTHORITY FOR COOPERATION.
* £ * * * £ *

SEC. 317T. MICROBICIDE RESEARCH.

(a) IN GENERAL.—The Director of the Centers for Disease Control
and Prevention shall fully implement the Centers’ microbicide agen-
da to support research and development of microbicides for use in
developing countries to prevent the transmission of the human im-
munodeficiency virus.

(b) AUTHORIZATION OF APPROPRIATIONS.—There are authorized to
be appropriated such sums as may be necessary for each of fiscal
years 2009 through 2013 to carry out this section.

SUBCHAPTER III—NATIONAL RESEARCH INSTITUTES

* * * * * * *
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PART C—SPECIFIC PROVISIONS RESPECTING NATIONAL RESEARCH
INSTITUTES

SUBPART 6—NATIONAL INSTITUTE OF ALLERGY AND INFECTIOUS
DISEASES

SEC. 477. PURPOSE OF INSTITUTE

The general purpose of the National Institute of Allergy and In-
fectious Diseases is the conduct and support of research, training,
health information dissemination, and other programs with respect
to allergic and immunologic diseases and disorders and infectious
diseases, including tropical diseases.

* * *k & * * *k

SEC. 447C. MICROBICIDE RESEARCH AND DEVELOPMENT.

The Director of the Institute, acting through the head of the Divi-
sion of AIDS, shall carry out research on, and development of, a
microbicide for use in developing countries to prevent the trans-
mission of the human immunodeficiency virus. The Director shall
ensure that there are a sufficient number of employees and structure
dedicated to carrying out such activities.

SUBCHAPTER XXI—RESEARCH WITH RESPECT TO
ACQUIRED IMMUNE DEFICIENCY SYNDROME

PART D—OFFICE OF AIDS RESEARCH
SUBPART I—INTERAGENCY COORDINATION OF ACTIVITIES
SEC. 2351. ESTABLISHMENT OF OFFICE.
% & * * % & *

SEC. 2351A. MICROBICIDE RESEARCH.
(a) FEDERAL STRATEGIC PLAN.—

(1) IN GENERAL.—The Director of the Office shall—

(A) expedite the implementation of the Federal strategic
plans for the conduct and support of research on, and de-
velopment of, a microbicide for use in developing countries
to prevent the transmission of the human immunodeficiency
virus; and

(B) annually review and, as appropriate, revise such plan
to prioritize funding and activities relative to their sci-
entific urgency and potential market readiness.

(2) COORDINATION.—In implementing, reviewing, and
prioritizing elements of the plan described in paragraph (1), the
Director of the Office shall consult with—

(A) representatives of other Federal agencies involved in
microbicide research, including the Coordinator of United
States Government Activities to Combat HIV/AIDS Glob-
ally, the Director of the Centers for Disease Control and
Prevention, and the Administrator of the United States
Agency for International Development;

(B) the microbicide research and development commu-
nity; and

(C) health advocates.
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(b) AUTHORIZATION OF APPROPRIATIONS.—There are authorized to
be appropriated such sums as may be necessary for each of the fis-
cal years 2009 through 2013 to carry out this section.

%

& * * * & *

The State Department Basic Authorities Act of 1956

*

k * & * * *

TITLE I—BASIC AUTHORITIES GENERALLY

ORGANIZATION OF THE DEPARTMENT OF STATE

SECTION 1.(a) SECRETARY OF STATE.—* * *

*®

* * * * * *

(f) HIV/AIDS RESPONSE COORDINATOR.—

(1) IN GENERAL.—There shall be established within the De-
partment of State in the immediate office of the Secretary of
State a Coordinator of United States Government Activities to
Combat HIV/AIDS Globally, who shall be appointed by the
President, by and with the advice and consent of the Senate.
The Coordinator shall report directly to the Secretary.

(2) AUTHORITIES AND DUTIES; DEFINITIONS.—

(A) AUuTHORITIES.—The Coordinator, acting through such
nongovernmental organizations (including faith-based and
community-based organizations), partner country finance,

health, and other relevant ministries, and relevant execu-
tive branch agencies as may be necessary and appropriate
to effect the purposes of this section, is authorized—

(i) to operate internationally to carry out prevention,
care, treatment, support, capacity development, and
other activities for combatting HIV/AIDS;

(ii) to transfer and allocate funds to relevant execu-
tive branch agencies; and

(iii) to provide grants to, and enter into contracts
with, nongovernmental organizations (including faith-
based and community-based organizations), partner
country finance, health, and other relevant ministries,
to carry out the purposes of section.

(B) DUTIES.—

(i) IN GENERAL.—The Coordinator shall have pri-
mary responsibility for the oversight and coordination
of all resources and international activities of the
United States Government to combat the HIV/AIDS
pandemic, including all programs, projects, and activi-
ties of the United States Government relating to the
HIV/AIDS pandemic under the United States Leader-
ship Against HIV/AIDS, Tuberculosis, and Malaria Act
of 2003 or any amendment made by that Act.

(11) SpECIFIC DUTIES.—The duties of the Coordinator
shall specifically include the following:

(I) Ensuring program and policy coordination
among the relevant executive branch agencies and
nongovernmental organizations, including audit-
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ing, monitoring, and evaluation of all such pro-
grams.

(I) Ensuring that each relevant executive
branch agency undertakes programs primarily in
those areas where the agency has the greatest ex-
pertise, technical capabilities, and potential for
success.

(IIT) Avoiding duplication of effort.

[(IV) Ensuring coordination of relevant execu-
tive branch agency activities in the field.

[(V) Pursuing coordination with other countries
and international organizations.]

(IV) Establishing an interagency working group
on HIV/AIDS headed by the Global AIDS Coordi-
nator and comprised of representatives from the
United States Agency for International Develop-
ment and the Department of Health and Human
Services, for the purposes of coordination of activi-
ties relating to HIV/AIDS, including—

(aa) meeting regularly to review progress in
partner countries toward HIV/AIDS preven-
tion, treatment, and care objectives;

(bb) participating in the process of identi-
fying countries to consider for increased assist-
ance based on the epidemiology of HIV/AIDS
in those countries, including clear evidence of
a public health threat, as well as government
commitment to address the HIV/AIDS prob-
lem, relative need, and coordination and joint
planning with other significant actors;

(cc) assisting the Coordinator in the evalua-
tion, execution, and oversight of country oper-
ational plans;

(dd) reviewing policies that may be obstacles
to reaching targets set forth for HIV/AIDS
prevention, treatment, and care; and

(ee) consulting with representatives from ad-
ditional relevant agencies, including the Na-
tional Institutes of Health, the Health Re-
sources and Services Administration, the De-
partment of Labor, the Department of Agri-
culture, the Millennium Challenge Corpora-
tion, the Peace Corps, and the Department of
Defense.

(V) Coordinating overall United States HIV/
AIDS policy and programs, including ensuring the
coordination of relevant executive branch agency
activities in the field, with efforts led by partner
countries, and with the assistance provided by
other relevant bilateral and multilateral aid agen-
cies and other donor institutions to promote har-
monization with other programs aimed at pre-
venting and treating HIV/AIDS and other health
challenges, improving primary health, addressing
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food security, promoting education and develop-
ment, and strengthening healthcare systems.

(VI) Resolving policy, program, and funding dis-
putes among the relevant executive branch agen-
cies.

(VII) Holding annual consultations with non-
governmental organizations in partner countries
that provide services to improve health, and advo-
cating on behalf of the individuals with HIV/
AIDS and those at particular risk of contracting
HIV/AIDS, including organizations with members
who are living with HIV/AIDS.

(VIII) Ensuring, through interagency and inter-
national coordination, that HIV/AIDS programs
of the United States are coordinated with, and
complementary to, the delivery of related global
health, food security, development, and education.

[(VII)] (IX) Directly approving all activities of
the United States (including funding) relating to
combatting HIV/AIDS in each of Botswana, Cote
d’Ivoire, Ethiopia, Guyana, Haiti, Kenya, Mozam-
bique, Namibia, Nigeria, Rwanda, South Africa,
Tanzania, Uganda, Vietnam, Zambia, and other
countries designated by the President, which
other designated countries may include those
countries in which the United States is imple-
menting HIV/AIDS programs as of the date of the
enactment of the United States Leadership
Against HIV/AIDS, Tuberculosis, and Malaria Act
of 2003 and other countries in which the United
States is implementing HIV/AIDS programs as
part of its foreign assistance program. In desig-
nating additional countries under this subpara-
graph, the President shall give priority to those
countries in which there is a high prevalence or
significantly rising incidence of HIV/AIDS, coun-
tries with large populations and inadequate health
infrastructure, countries in which a concentrated
HIV/AIDS epidemic could become generalized to
the entire population of the country, and in coun-
tries whose governments demonstrate a commit-
ment to combating HIV |AIDS.

(X) Working with partner countries in which the
HIV/AIDS epidemic is prevalent among injection
drug users to establish, as a national priority, na-
tional HIV/AIDS prevention programs, including
education and services demonstrated to be effective
in reducing the transmission of HIV infection
among injection drug users without increasing il-
licit drug use.

(XI) Working with partner countries in which
the HIV/AIDS epidemic is prevalent among indi-
viduals involved in commercial sex acts to estab-
lish, as a national priority, national prevention
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programs, including education, voluntary testing,
and counseling, and referral systems that link
HIV/AIDS programs with programs to eradicate
trafficking in persons and support alternatives to
prostitution.

[(VIID] (XII) Establishing due diligence criteria
for all recipients of [funds section] funds appro-
priated for HIV| AIDS assistance pursuant to the
authorization of appropriations under section 401
of the United States Leadership Against HIV/
AIDS, Tuberculosis, and Malaria Act of 2003 (22
U.S.C. 7671) and all activities subject to the co-
ordination and appropriate monitoring, evalua-
tion, and audits carried out by the Coordinator
necessary to assess the measurable outcomes of
such activities.

(XIII) Publicizing updated drug pricing data to
inform the purchasing decisions of pharmaceutical
procurement partners.

* * * & * * *

The Immigration and Nationality Act

* * * * * * *

The Immigration and Nationality Act, as Amended

* * *k & * * *k

INADMISSIBLE ALIENS

SEC. 212. (a) Except as otherwise provided in this Act, aliens who
are inadmissible under the following paragraphs are ineligible to
receive visas and ineligible to be admitted to the United States:

(1) HEALTH-RELATED GROUNDS.
(A) IN GENERAL. Any alien—

(i) who is determined (in accordance with regula-
tions prescribed by the Secretary of Health and
Human Services) to have a communicable disease of
public health significance, [which shall include infec-
tion with the etiologic agent for acquired immune defi-
ciency syndrome,l;

* * *k & * * *k
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