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Women. In this position Mary spear-
headed the Hall of Fame to honor out-
standing women who have provided
service to the community. She also
created a special committee on domes-
tic abuse to help others learn to spot
indicators and educate women on what
resources are available to those in
need.

Mr. President. I am truly grateful for
the service Mary Taylor has given to
me, to our community, and to Utah. I
will miss Mary tremendously but know
that life holds many exciting and won-
derful new opportunities for her to
enjoy. When I think of the best way to
describe Mary, the word ‘‘loyal’ just
seems to fit. Mary is a loyal friend,
mother, wife, and has been a tremen-
dously loyal staff member for 31 years.
Someone once said: ‘‘Loyalty cannot be
blueprinted. It cannot be produced on
an assembly line. In fact, it cannot be
manufactured at all, for its origin is
the human heart.” This is Mary—her
heart is pure and she is loyal to all.

I want to wish Mary the very best in
retirement and want her to know that
I will pray for her continued good
health, success and happiness. May God
bless Mary and her family for her won-
derful service.

———————

CELEBRATING THE MANGINOS’
DIAMOND ANNIVERSARY

Ms. SNOWE. Mr. President, I rise
today to honor and recognize the six-
tieth wedding anniversary of Antonio
and Rose Ann Mangino of Portland, ME
on April 4, 2008.

Originally born in Lewiston, ME, An-
tonio, Tony, graduated from Portland
High School in 1942. He was the son of
Camillo and Antoinette Mangino, who
owned a small grocery store in Port-
land. He had two brothers and three
sisters. From 1943-1945, Tony served in
the United States Army in the Third
Armored Division, where he was one of
the brave men who landed on the
beaches of Normandy, 13 days after D-
Day. Tony went on to fight the Nazi
army in Normandy, France and in Ger-
many. And he is one of the proud mem-
bers of the ‘‘greatest generation’ who
can say they fought in the Battle of
the Bulge.

Having served his Nation coura-
geously, placing his own life on the
line, Tony returned home to Maine
where he met Rose Ann Atripaldi, a
1947 graduate of Portland High School
and the daughter of Vincent and Marie
and one of five sisters and three broth-
ers. In 1948 Tony proposed to Rose, and
they got married at St. Peter’s Catho-
lic Church in Portland. Preferring not
to return to the family grocery busi-
ness, Tony worked for the United
States Postal Service as a letter car-
rier, and he was actively involved in
his union and worked at the Postal
Service until he retired. At the same
time, Tony enjoyed selling real estate,
and worked as a part-time broker with
Deering Realty in Portland, helping to
sell property in areas of North Deering
in Portland.
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Although Rose Ann was a full-time
mother, raising two daughters—Judy
Fox of Portland, ME and Camilla
McCannell of Gray, ME—she remained
civically involved by volunteering for
the Maine Democratic Party, one of
the highlights of which was riding in a
motorcade when President John F.
Kennedy visited Portland, ME. In addi-
tion, Rose Ann volunteered at the St.
Vincent De Paul soup kitchen and was
known for her weekly trips to Bruns-
wick, ME to make her famous meatball
recipe for Vincenzo’s, a restaurant
owned by her brother Andy.

With a marriage that is an enduring
inspiration to us all and a standing tes-
tament to their mutual devotion and
love, Tony and Rose Mangino today are
the proud grandparents of three grand-
children, Christopher McCannell of
Washington, DC, Michael Fox of Den-
ver, CO, and Jennifer Fox, also of Den-
ver. They are also blessed with two
great-grandchildren, Zack and Coby
Fox, sons of Michael and his wife Ei-
leen Fox. I couldn’t be more pleased to
join with the McCannell and Fox fami-
lies in wishing Tony and Rose Mangino
a happy diamond anniversary.

———

TRIBUTE TO MAJOR PERRY
JEFFERSON

Mr. ALLARD. Mr. President, I rise
today to pay tribute to Major Perry
Jefferson. On April 3, 1969, Major Jef-
ferson was an aerial observer on board
an O-1G Bird Dog observation aircraft
conducting a reconnaissance mission in
the Ninh Thuan Province of Vietnam
when the aircraft crashed. After an ex-
tensive search, Major Jefferson’s body
was not recovered and he was subse-
quently listed Missing in Action. How-
ever, in 2001, after 32 years, a Viet-
namese national turned over remains
that were identified to be that of Major
Jefferson. Today, Major Jefferson was
finally laid to rest in our nation’s most
hallowed grounds in a moving cere-
mony at Arlington National Cemetery.

While growing up in Colorado, Major
Jefferson developed a love for geology,
wilderness and the mines of Colorado;
so much so, that his code word was Ge-
neva Creek, after a tributary of the
North Fork South Platte River in cen-
tral Colorado. A graduate of Southern
Methodist University, Major Jefferson
joined the Colorado Air National Guard
as a technician and intelligence officer
with the 120th Tactical Fighter Squad-
ron when it was mobilized to Vietnam
in 1968. Major Jefferson was a com-
mitted patriot. While in Vietnam, he
served his Nation with great distinc-
tion. Major Jefferson embodies the
spirit and character of Colorado, and I
commend his service and sacrifice.

The return of his remains brings clo-
sure to his family and friends. I am
grateful to have this opportunity and I
hope that the 96,000 Americans missing
and unaccounted for while serving
their country will eventually receive a
similar honor.
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THE SAVE LIVES FIRST ACT OF
2008

Mr. COBURN. Mr. President, 5 years
ago, Africa was in crisis and in despair.
HIV/AIDS was decimating whole com-
munities. Some countries, such as Bot-
swana, were literally on a path to ex-
tinction, with rates of HIV infection
among pregnant women in some loca-
tions reaching as high as 40 and even 50
percent. In South Africa, while a third
of pregnant woman were infected with
the virus, the country’s political lead-
ers were actually denying that AIDS
was caused by HIV infection, an omi-
nous sign that little help was on the
way for the over 4 million South Afri-
cans—over 10 percent of the popu-
lation—dying of AIDS.

In 2003, if a woman in sub-Saharan
Africa was infected with HIV, the fa-
miliar story was all too oft-repeated.
She would very likely watch her hus-
band die first, and then her youngest
children would also become infected ei-
ther at birth or through breastfeeding,
as she languished under her own death
sentence. Within a short time, her chil-
dren would be orphans, left to fend for
themselves in the streets and slums of
Nairobi, or Soweto, often getting sick
with their own HIV infections and
dying alone, without food or shelter or
medicine.

The sheer numbers at the time were
staggering. The disease affected well
over 20 million people in sub-Saharan
Africa by the year 2000, roughly equiva-
lent to the total number of American
children under 6 years old. The problem
seemed overwhelming, indeed hopeless.

What was the world doing to stop the
carnage? Were there armies of doctors
sweeping in with the miracle drugs
that had been saving lives in America
and other rich countries for nearly a
decade? No. The U.S. was spending
under $200 million a year on HIV/AIDS
overseas, mostly on report-writing,
some condom marketing, and ‘‘capac-
ity-building”’ programs that never ac-
tually used any of the capacity sup-
posedly built and that had no measur-
able impact on the devouring epidemic.

Treatment was the demand of most
global health activists of the day. An
indignant group gathered in South Af-
rica in 2002. ‘“While a necessary compo-
nent of the response to HIV/AIDS, pre-
vention will never be enough,’” insisted
Winston Zulu of the Network of Zam-
bian People Living with HIV/AIDS
(NZP+). “When will the world wake up
to the fact that the 16 million Africans
that have already died of HIV/AIDS?
This is only the beginning if we con-
tinue down the prevention-only path.
This movement will make treatment,
which we all know strengthens preven-
tion efforts, our priority demand.” Do-
mestic and international chapters of
ACT-UP and others were heckling U.S.
officials at international health con-
ferences, demanding antiretroviral
treatment for people with HIV/AIDS in
the developing world, especially in Af-
rica.

And then something remarkable hap-
pened. On a cold January night in
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Washington, DC, far from the over-
crowded, underequipped clinics of Afri-
ca, an American president made a
promise—a $15 billion promise to pro-
vide treatment to millions of Africans,
within 5 years.

Anti-retroviral drugs can extend life for
many years. And the cost of those drugs has
dropped from $12,000 a year to under $300 a
year—which places a tremendous possibility
within our grasp. Ladies and gentlemen, sel-
dom has history offered a greater oppor-
tunity to do so much for so many...tonight I
propose the Emergency Plan for AIDS Re-
lief—a work of mercy beyond all current
international efforts to help the people of Af-
rica. This comprehensive plan will prevent 7
million new AIDS infections, treat at least 2
million people with life-extending drugs, and
provide humane care for millions of people
suffering from AIDS, and for children or-
phaned by AIDS.—President George W. Bush,
State of the Union Address, Jan. 28, 2003.

Glimmers of hope ignited around the
world that night, as the U.S. policy
against providing treatment in a for-
eign aid program came to an abrupt
and inspiring end. The Congress took
up the challenge, and passed a bill a
few months later that was ground-
breaking, a seismic shift in current
policy and funding levels. The first and
perhaps most dramatic policy shift was
the statutory requirement that over
half, a full 55 percent of all $15 billion
of the program’s funding be spent on
life-saving medical treatment for peo-
ple with HIV/AIDS.

People said it couldn’t be done. The
naysayers said that Africans would not
be able to adhere to complex drug regi-
mens. They said that there simply
wasn’t the capacity to absorb all those
dollars and build new clinics and ex-
pand hospital wings. They said people
wouldn’t come from miles around to
get tested and treated. We wouldn’t be
able to use mopeds and bicycles to de-
liver drugs to the rural hinterlands.
There weren’t enough doctors. There
wasn’t sufficient logistic ability to
store so many drugs. These arguments
are being repeated today. They were
uninspired and uninformed in 2003 and
they still are today. The President’s
Emergency Plan for AIDS Relief,
PEPFAR, has proven them all wrong.

Since PEPFAR started, over 1.4 mil-
lion people who would either be dead or
dying today have received life-saving
antiretroviral treatment. That’s mil-
lions of children who didn’t become or-
phans. Millions of parents who get to
see their children grow up. Millions of
moms whose babies were protected
from infection. Countless communities
across the plains and prairies, streets
and slums of Africa and the Caribbean,
where hope has taken a foothold.
Where once stigma and despair kept
people from even getting tested, people
now come out by the thousands on HIV
testing days in Kampala and elsewhere.

PEPFAR is a comprehensive pro-
gram, investing heavily in prevention
and care as well as treatment. How-
ever, the majority of the funds have
been spent on treatment. The true na-
ture of PEPFAR, the appeal of the pro-
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gram, the miracle that has raised mil-
lions from the dead is the program’s
commitment to life-saving anti-
retroviral treatment. If you ask Afri-
cans what PEPFAR is, they’ll tell you
it’s about AIDS treatment. It is the
treatment component of PEPFAR that
has made it the most successful U.S.
humanitarian effort in history because
it has literally saved the lives of mil-
lions, preserved families and commu-
nities, and rescued countless babies
from being born with an AIDS death
sentence.

Five years later, the American people
stand at a crossroads. PEPFAR is ex-
piring and the true test of our commit-
ment to life-saving treatment is before
us. We have a choice. Will we lose
heart? Will we lose our focus? Will we
allow a program that was ambitious,
inspiring, targeted and tangibly and
measurably effective at saving lives be-
come diluted, vague, ill-defined and
lose its life-saving impact? Will we
allow partisanship and competing pri-
orities and even some good intentions
cloud and subvert the long-term suc-
cess of PEPFAR? Will we turn
PEPFAR into just another bloated,
unmeasured and unmeasurable foreign
aid program with no accountability
and no real impact, a program that
tries to do too much and accomplishes
too little? As funding increases and
rhetoric builds, will we, in this mo-
ment of testing, betray our historic
commitment to Africa and the lives of
millions of its inhabitants?

It is embarrassing to admit that we
find ourselves on a direct path to that
shameful outcome. The once loud and
indignant voices demanding treatment
for Africans have found other prior-
ities, it would seem. Inexplicably and
inexcusably, the House and Senate
PEPFAR reauthorization bills, nego-
tiated with the approval of the Admin-
istration, reverse what was undoubt-
edly the most important element of
PEPFAR the requirement that the ma-
jority of funding be spent on HIV/AIDS
treatment. What’s more, the bills more
than triple PEPFAR funding, but only
increase treatment targets by 50 per-
cent. Despite their $50 billion price-
tags, the House-passed bill and the
Senate committee-reported bill would
only add an additional one million peo-
ple, of the many more millions in need,
to the treatment rolls over the next
five years. It seems that, after five
years focusing on helping people with
HIV/AIDS, the focus of the program
under these proposed reauthorizations
would shift to helping the foreign aid
“industrial complex’’ of USAID con-
tractors based in the U.S. and Euro-
pean capitals. The proposed reauthor-
ization bills would prioritize literally
every possible development cause ex-
cept HIV diagnosis and treatment.

It is this glaring policy reversal that
is the impetus for S. 2749, the ‘‘Save
Lives First Act of 2008.”” The bill rein-
states the current policy requiring at
least 55 percent of funding to go to life-
saving medical treatment for people in-
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fected with HIV/AIDS. It also allocates
a small percentage of funding for the
critical diagnostic screening that must
be ramped up dramatically if we are to
locate and treat every infected person
in the countries where PEPFAR oper-
ates. Finally, the bill acknowledges
that every baby infected with HIV by
her mother during birth or
breastfeeding is a largely preventable
tragedy that should be eliminated.

Although we have grave concerns
about many other policies in the House
and Senate reauthorization bills, in-
cluding the prevention policy, the ex-
pansion of funding to rich countries,
the ‘“‘mission creep’ that diverts fund-
ing from high-priority HIV/AIDS pro-
grams to lower-priority development
programs, and others, we chose to
focus in the Save Lives First Act on
the critical problem of the House and
Senate bills’ betrayal of the Presi-
dent’s and the 108th Congress’ historic
commitment to life-saving HIV/AIDS
treatment.

There is no question that PEPFAR
has been the most successful foreign
aid program since the Marshall Plan.
The structural reason for its success is
that it approaches and addresses AIDS
for what it is—a viral epidemic.
Though much may have changed in the
past four years, this simple fact has
not, and will not, change.

Regardless of location, demography,
mode of transmission, and so forth, the
basic method of combating an epi-
demic, any epidemic, is the same: find
the infected, provide them care, and
help them prevent transmission to oth-
ers. There are 33 million people living
with HIV, and only they can prevent
the transmission of the disease. If we
find the people with HIV, we could not
only treat them, but yes, prevent new
infections as well. That’s why treat-
ment and testing are critical to preven-
tion efforts. They are not the whole
story—behavior change programs are
needed—but diagnosis and treatment
are two of the foundations of disease
control. What’s more, prevention
through education is far less costly
than treatment. Uganda’s success in
the 1990s proved that with the proper
message and political leadership, be-
havior change that reduces trans-
mission rates dramatically can be
achieved fairly inexpensively. The cur-
rent PEPFAR program and its original
authorizing legislation are appro-
priately structured on this foundation
of diagnosis, treatment and successful
prevention.

So what are the mechanics of treat-
ing people? First, you must diagnose
those who are infected. That is why
this bill designates specific funding for
performing rapid tests, and sets testing
target goals. If we test 1 billion people
over the next 5 years, we will discover
the vast majority of all those living
with HIV. However, experience shows
that people will not get tested, no mat-
ter how much they may want to, with-
out an incentive to know their status.u
It cannot be disputed that people
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known to be HIV positive suffer enor-
mous stigma and discrimination
throughout the world, and therefore
need an incentive strong enough to
overcome this.

The incentive is treatment. If people
know that, should they be found to be
HIV positive, there is hope and health
in their future, they will have an in-
centive to get tested. The promise of a
longer and healthier life is necessary to
overcome the stigma—and, in a self-re-
inforcing loop, the presence of treat-
ment, and the effect of people literally
returning from the dead, goes a long
way to reduce HIV stigma. That is one
of the reasons why the Save Lives First
Act maintains the 55 percent allocation
of PEPFAR funding for treatment, and
seeks to increase the number of people
treated proportionally to the increase
in overall funding.

The AIDS drug nevirapine, which
costs only $4 per treatment, can dra-
matically reduce the likelihood that a
newborn will become infected with
HIV. Yet a new U.N. report delivers the
news that only a quarter of HIV-posi-
tive pregnant women in poorer coun-
tries are receiving the medication
needed to prevent baby AIDS. Further-
more, the number of AIDS orphans in
poorer countries continues to increase,
and in sub-Saharan Africa an esti-
mated 12.1 million children in 2007 had
lost one or both parents to HIV.

By sticking to the fundamental dis-
ease control methods of testing and
treatment, new infections are pre-
vented. First, we have seen here in the
U.S. that people who know their HIV
status are less likely to engage in risky
behavior—they seek to protect them-
selves and their partners. The Centers
for Disease Control and Prevention re-
ports that the 25 percent of Americans
who don’t know their HIV status trans-
mit 50-75 percent of new infections.
What’s more, a recent study has sug-
gested that increased testing in the
U.S. reduced infection. Further, people
who are receiving treatment have less
of the virus in them, and are less infec-
tious. There is increasing evidence doc-
umenting this phenomenon. Behavior
change programs targeted to the gen-
eral population, most of whom are
uninfected, may help reduce infection
rates to a point, but it is hard to think
of a more direct preventive measure
than rendering an HIV positive person
less infectious and less likely to infect
others.

Therefore, claims that the bill does
not address prevention are simply un-
true. First, billions and billions of dol-
lars not dedicated to treatment and
testing are available for prevention in
the House and Senate bills. After
spending 55 percent of the $50 billion in
the bills on lifesaving treatment, there
will still be $27.5 billion left over from
which prevention programs could be
funded, dramatically more programs
than under the current, $15 billion pro-
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gram. Second, and to an important ex-
tent, testing and treatment are part of
an effective prevention approach.

In addition, some have claimed that
the Save Lives First Act significantly
increases costs, anywhere from $13-$17
billion. These claims miss the point of
the Save Lives First Act—which is not
to add to costs, but to prioritize how
authorized funds are spent. As the at-
tached treatment cost analysis shows,
the total dollar amount for all drugs,
test kits, and prevention-of-mother-to-
child-transmission materials needed to
meet the goals in the bill is just over
$11 billion (using conservative assump-
tions about costs that are likely to be
lower in reality due to government dis-
counts). A reauthorization bill con-
taining $50 billion plus numerous ‘‘such
sums’ authorities, such as the bills
under current consideration in the
House and Senate, would contain suffi-
cient money to meet these goals as
well as procure the infrastructure nec-
essary to deliver these drugs and diag-
nostic tests. These costs are not added
on top of the proposed reauthorization
spending levels, as some have claimed.
Rather, the Save Lives First Act takes
the first 55 percent of all funding in
any reauthorization bill—whatever the
ultimate amount of funding turns out
to be—$30 billion, $50 billion or more
(as is actually likely given the current
appropriations frenzy in the Con-
gress)—and directs it to treatment
costs. If meeting the heroic targets in
our bill—adding 5 million new people
to treatment (in addition to the 2 mil-
lion already in treatment), conducting
a billion HIV tests, and saving babies
from being infected by their moms—
ends up costing more than 55 percent of
PEPFAR funding, we challenge any
critic to think of a better use of funds.
However, as the attached chart dem-
onstrates, there will be plenty of
money in a $50 billion bill left for pre-
vention and care after meeting the re-
quirements of the Save Lives First Act.

The current alternative to this ap-
proach, as embodied by the House and
Senate bills containing no money dedi-
cated to testing and treatment—is that
millions of people will die for lack of
treatment. In addition, the vast major-
ity of people with HIV will remain ig-
norant of their status, and will con-
tinue to unknowingly infect others,
continuing the cycle that led to the
devastating epidemic we now face. Let-
ting people die, and keeping people ig-
norant of their status, is not the way
to end this epidemic. We recognize this
truth here in the U.S., where we spend
11 percent annually on prevention, but
67 percent on treatment out of a total
budget of $23.3 billion spent on AIDS
domestically.

Some have argued that a heroic
American commitment to testing and
treatment such as the targets in the
Save Lives First Act will discourage
other donors from supporting diagnosis
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and treatment. The truth is that other
donors have yet to demonstrate sub-
stantial commitment to bilateral
treatment programs. Most other do-
nors prefer to fund treatment through
their contributions to the Global Fund
to Fight HIV/AIDS, Tuberculosis and
Malaria, a multilateral organization
affiliated with the United Nations, to
which the U.S. is the largest (by far)
contributor. That is what the Global
Fund is for—to create efficiencies of
scale and allow smaller donors to con-
tribute to those more efficient pro-
grams rather than reinventing the
wheel and starting up their own bilat-
eral programs. When other donors do
invest in bilateral efforts, it is almost
always on the prevention side—funding
needle exchanges for drug users,
condom and ‘‘empowerment’ programs
for prostitutes, and other prevention
efforts in Africa, Asia and eastern Eu-
rope, usually based on behavior change
programs. This is all the more reason
why one donor, the U.S., needs to focus
on diagnosis and treatment—the rest of
the donor community is not as com-
mitted to these programs compared to
other approaches. But let’s say that
other donors want to support treat-
ment—great! We welcome their partici-
pation. There is so much to do—be-
tween 7 and 8.4 million people still need
treatment today. PEPFAR certainly
can’t treat everyone in a given year,
and will have to rely on the efforts of
others going forward, if we want to
bring hope to everyone affected by this
dreadful disease.

We are proud of PEPFAR and the
millions of miracles it has created al-
ready in its first four years of oper-
ation. The American people can look at
PEPFAR and, unlike what they’ll find
with most government programs, they
can see measurable and tangible re-
sults in the faces of the millions saved
and cared for with TU.S. funding.
PEPFAR isn’t ““broken,” and it doesn’t
require ‘‘fixing”’ in its reauthoriza-
tion—it’s a stunning success. The bur-
den of proof is on those who want to
radically change PEPFAR policies, not
on those of us who want to preserve
them. We look forward to working with
the President and House and Senate
leaders to ensure that PEPFAR con-
tinues its successful, miraculous, life-
saving track record.

Bertha, a 23-year-old PEPFAR treat-
ment client in Tanzania speaks for mil-
lions when she says, “If it is not these
ARVs, I think I was dead long time ago
because I use and I am still using these
drugs. Now I can do anything. I'm
healthy and I'm strong.”

Mr. President, I ask unanimous con-
sent that my endnotes and graph be
printed in the RECORD.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:
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