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 In memory





AIDS has come to haunt a world that thought it was incomplete. Some wanted children, some wanted money, some wanted property, some wanted power, but all we have ended up with is AIDS.

—Bernadette Nabatanzi, traditional healer
 Kampala, Uganda, 1994







Preface



One morning in November 2001, two officials from a Kenyan AIDS organization picked me up from my hotel in Nairobi and took me on a drive. We drove and drove all day, over muddy tracks, through endless pineapple and coffee plantations, rural villages and slums, through all of Africa, it seemed, to arrive at a small field, perhaps half an acre, with some weeds growing in it and an old woman standing there with a hoe.

I had not expected this. I was reporting on AIDS programs for an American foundation, and most of the other projects I had visited were either medical programs, AIDS awareness campaigns using billboards, radio or television spots, or traveling roadshows designed to promote AIDS awareness or condoms or HIV testing. I was about to say something when one of my guides spoke first.

“We are very proud of this project.”

So I said nothing. About twenty women had saved up for two years to buy this land. All of them were supporting orphans whose parents had died of AIDS, and they hoped the land would produce enough food for about fifty people in all. On a nearby hill, one of Kenya’s vast corporate-owned coffee plantations loomed like the edge of the sea. The old woman kept glancing at it as though it might sweep her away. I was moved by what I saw, although I didn’t understand at the time how this project was supposed to fight AIDS. This book explains how I came to do so.

The worldwide AIDS epidemic is ruining families, villages, businesses, and armies and leaving behind an immense sadness that will linger for generations. The situation in East and southern Africa is uniquely severe. In 2005, roughly 40 percent of all those infected with HIV lived in just eleven countries in this region—home to less than 3 percent of the world’s population.1 In Botswana, Lesotho, and Swaziland, roughly a quarter of adults were infected, a rate ten times higher than anywhere else in the world outside Africa. In other world regions, the AIDS epidemic is largely confined to gay men, intravenous drug users, commercial sex workers, and their sexual partners. But in East and southern Africa, the virus has spread widely in the general population, even among those who have never engaged in what health experts typically consider high-risk behavior and whose spouses have not done so either. Although there were predictions that HIV would soon spread widely in the general population in Asia and eastern Europe, this has yet to occur, even though the virus has been present in those regions for more than two decades. The UN AIDS Program now predicts it probably never will.2

Why is the epidemic in East and southern Africa so severe? And why has it been so difficult to control? I started thinking about this in 1993, when I quit a postdoctoral job in molecular biology at the University of California and went to Uganda to work on an AIDS vaccine project. My results, like those of many others, were disappointing.

For more than twenty years, scientists have been trying to make such a vaccine, and most experts predict it will take at least another decade.3 The editor of Britain’s prestigious medical journal The Lancet has even suggested that a truly effective AIDS vaccine may be a biological impossibility.4

I continued to work on AIDS as a writer and consultant for various development agencies after I left Uganda, and I continued to wonder about what might be done to arrest the epidemic, and whether some other device or program might substitute for a vaccine. In 1996, a combination of three antiretroviral drugs, taken for life, was found to dramatically relieve the symptoms and extend the lives of HIV-positive people. At the time, these drugs were patented and extremely expensive, and for years they were out of reach of the millions of poor African patients who needed them. Before long, a worldwide network of AIDS activists began to pressure pharmaceutical companies to cut the prices of these drugs and urged international donors to raise billions of dollars to fund AIDS treatment programs in developing countries. As a result, millions of Africans with HIV are now receiving treatment.

In this book, I do not deal at length with this extraordinary struggle, a story that has been ably covered by other writers, some of whom are activists themselves.5 While the humanitarian urgency of AIDS treatment programs is inarguable, these drugs will not halt the epidemic on their own. They are not a cure, they don’t work for everyone, and they can have severe side effects. In Africa, those most likely to spread the virus to others are often at an early stage of infection and are not in need of treatment. In many cases, their infections may not even be detectable by HIV tests.6 Because Africa’s health-care infrastructure is in such a dire state, treatment programs are expensive and difficult to administer, even when the drugs themselves are practically free. Those who do receive treatment can expect to gain, on average, only 6.6 years of life because the virus eventually develops resistance, necessitating second- and third-line treatment, presently all but unavailable in Africa.7 It is impossible to put a price on six years of anyone’s life, least of all that of an African mother whose children would otherwise be orphaned, so the international community must endeavor to expand the range of AIDS drugs available in Africa. However, it would be better by far if that mother had never become infected in the first place.8

To date, the closest thing to a vaccine to prevent HIV is male circumcision, which was shown in 2006 to reduce the risk of HIV transmission by roughly 70 percent.9 The widespread practice of male circumcision in the predominantly Muslim countries of West Africa may largely explain why the virus is so much less common there than it is along the eastern and southern rim of the continent. It is urgent that as many men as are willing to undergo the procedure have access to cheap, safe circumcision services. But it may take years to develop such services and in the meantime, millions of people will become infected. In any case, HIV infection rates may be quite high, even in West African cities where nearly all men are circumcised.10

As international concern about the epidemic has grown, along with foreign-aid budgets for programs to fight it, a global archipelago of governmental and nongovernmental agencies has emerged to channel money, consultants, condoms, and other commodities to AIDS programs all over the world. During the past decade, I have visited dozens of these programs and spoken to hundreds of people. I never found a panacea, but I did learn a great deal. I learned, for example, that AIDS is a social problem as much as it is a medical one; that the virus is of recent origin, but that its spread has been worsened by an explosive combination of historically rooted patterns of sexual behavior, the vicissitudes of post-colonial development, and economic globalization that has left millions of African people adrift in an increasingly unequal world. Their poverty and social dislocation have generated an earthquake in gender relations that has created wide-open channels for the spread of HIV. Most important, I came to understand that when it comes to saving lives, intangible things—the solidarity of ordinary people facing up to a shared calamity; the anger of activists, especially women; and new scientific ideas—can be just as important as medicine and technology.

Like many newcomers to Africa, I learned early on that the most successful AIDS projects tended to be conceived and run by Africans themselves or by missionaries and aid workers with long experience in Africa—in other words, by people who really knew the culture. The key to their success resided in something for which the public health field currently has no name or program. It is best described as a sense of solidarity, compassion, and mutual aid that brings people together to solve a common problem that individuals can’t solve on their own. The closest thing to it might be Harvard sociologist Felton Earls’s concept of “collective efficacy,” meaning the capacity of people to come together and help others they are not necessarily related to. Where missionaries and aid workers have, intentionally or not, suppressed this spirit, the results have been disappointing. Where they have built on these qualities, their efforts have often succeeded remarkably well.

It’s easy to be pessimistic about Africa. Headlines from the continent chronicle apparently endless war, tyranny, corruption, famine, and natural disaster, along with a few isolated nature reserves and other beauty spots. Certainly there are many war-torn countries in Africa and many poor, sick people who need assistance. But sometimes helplessness is in the eye of the beholder. There is also another Africa, characterized by a striking degree of reciprocity, solidarity, and ingenuity. Time and again, African people have relied on these qualities to save themselves—and at one time, the entire human family—from extinction. Now, faced with the scourge of AIDS, some of them, including the farmer I met in Kenya, are trying to do so again.

Most of the black Africans who now live in the region covered in this book are descended from Bantu farmers who began migrating from western Africa several thousand years ago, across the continent and then south.11 On the way, some of them encountered other African population groups—the San and Khoi of southern Africa and the Nilotes of the Sahel, for example—with whom they exchanged aspects of language and culture and with whom they sometimes intermarried. Subgroups splintered off from each other and adapted to local circumstances.

Their story is, with some exceptions, not about the accumulation of great personal fortunes and the founding of cities with palaces, cathedrals, and libraries. It is a story of relatively small groups banding together to survive on a harsh and dangerous frontier, of natural disasters and political and economic crises.

Survival was not inevitable. The ancient, infertile soils of Africa could not sustain large permanent farming settlements, and the development of towns was further prevented by infectious diseases that spread rapidly as soon as populations reached a certain threshold. When farmers cleared large tracts of land to grow crops, malaria bloomed in the sunlit mud; as herds expanded, the animals succumbed to tuberculosis and sleeping sickness, which spread to their owners.

Faced with such a mutable, dangerous world, the people of East and southern Africa developed a genius for local improvisation, adapting to life in forests, deserts, or lakesides. Cut off by the Sahara from the developing technologies of Europe and Asia, they were forced to innovate and developed their own methods of agriculture, iron smelting, and mining. In a world without the apparent consolations of property and bureaucratic institutions, a powerful sense of spirituality provided moral order and solace to the suffering.12 Few groups developed writing, but they relied on drumming, the patterns woven into cloth and beadwork, and their prodigious memories to transmit information and an ever-changing repertoire of stories and myths.

On the harsh African frontier, you were nowhere without other people, and this is still the case, even though the crises facing the continent are very different and constantly changing. It is almost impossible to be truly alone in Africa, and this has a profound effect on how people see the world and act in it. In remote villages, the poorest families will invite strangers into their houses and won’t let them leave until they have eaten an enormous meal. Most Africans I know live in households that swarm with a vast and changing cast of inhabitants, including grown offspring, nieces, nephews, poor relations, aged aunts and uncles, and innumerable children. You would need a spreadsheet to establish who is related to whom and how.

These societies, wrote the historian Basil Davidson, “enclosed relations between people within a moral framework of intimately binding force…. an intense and daily interdependence that we in our day seldom recognize, except in moments of postprandial afflatus or national catastrophe. The good of the individual was a function of the good of the community, not the reverse.”13

This sense of solidarity has a downside when it contributes to tribalism and social rigidity, but it can also be a source of power and creativity, and it has been at the heart of the region’s most successful responses to AIDS.

What I didn’t know when I was in Uganda in the early 1990s was that something remarkable was happening there. During the 1990s the HIV infection rate fell by some 60 percent in the arc of territory along the northern and western shores of Lake Victoria, an area comprising southern Uganda and the remote Kagera region of Tanzania. This success, unique on the continent at the time, saved perhaps a million lives. It was not attributable to a pill or a vaccine or any particular public health program, but to a social movement in which everyone—politicians, preachers, women’s rights activists, local and international health officials, ordinary farmers, and slum dwellers—was extraordinarily pragmatic and candid about the disaster unfolding in their midst. This response was similar to the spontaneous, compassionate, and angry AIDS activism of gay men in Western countries during the 1980s, when HIV incidence in this group also fell steeply.14 Why has such a response been so slow to emerge elsewhere? The complete answer may never be known, but in this book, I suggest that outside of Uganda and Kagera, health officials misunderstood the nature of the AIDS epidemic in this region, in particular why the virus was spreading so rapidly in the general population. As a result, the programs they introduced were less effective than they might have been and may have inadvertently reinforced the stigma, shame, and prejudice surrounding the disease.

Much of the stigma and confusion surrounding AIDS has to do with its common association with perceived “irresponsible” or “immoral” sexual behavior. However, what many people—from policy-makers, to public health experts, to ordinary African people at risk—did not realize is that most HIV transmission in this region results from normative sexual behavior, practiced by large numbers of people. It’s not that African people have more sexual partners, over a lifetime, than people in Western countries do—in fact, they generally have fewer.15 However, in many African communities, both men and women are more likely than people in other world regions to have more than one—perhaps two or three—overlapping or “concurrent” long-term partnerships at a time. A man may have two wives, or a wife and girlfriend, and one of those women may have another regular partner, who may in turn have one or more other partners and so on. This “long-term concurrency” differs from the “serial monogamy” more common in western countries, and the casual and commercial “one-off” sexual encounters that occur everywhere. But long-term overlapping relationships are far more dangerous than serial monogamy, because they link people into a giant network that creates a virtual superhighway for HIV.16

Concurrent sexual partnerships have strong cultural, social and economic roots in East and Southern Africa, and this has made fighting HIV very difficult. Fifteen years of vigorous condom promotion in many African towns and cities has had little effect on the epidemic, probably because most transmission occurs in long term relationships in which condoms are seldom used. As family planning experts have known for decades, people use condoms mainly in casual and commercial relationships, and inconsistent condom use offers poor protection against either pregnancy or STD transmission in long term relationships.

Urging African people to abstain or be faithful has its limitations too, because most people are faithful already, if not to one person, then to two or three. Many of those at highest risk of infection are the faithful partners of men or women with only one other trusted long-term partner; others are in mutually faithful relationships, in which one partner had concurrent partners in the past.

In this book, I argue that the key to the success of Uganda’s early AIDS campaigns was that Ugandans, like the gay men of San Francisco and New York and like the Thai men of Bangkok, knew where their risks were coming from, and this made it easier for them to respond pragmatically. Although Ugandan public health officials didn’t know the word “concurrency” they did know that the virus was spreading in relatively ordinary families and relatively ordinary relationships and that it wasn’t just a problem for “promiscuous” people alone. This made it possible for everyone to speak more openly about how HIV had devastated their lives and to regard those affected by the disease with greater compassion. This openness in turn led people to take obvious steps to protect themselves.

Outside of Uganda, most AIDS prevention campaigns in Africa were for years aimed almost exclusively at so-called “high risk groups”—meaning prostitutes, truckers, soldiers, and other rootless, migrant men. Such an approach made sense in the rest of the world, where HIV remains largely concentrated in “high risk groups.” But in East and Southern Africa, the concurrency “superhighway” puts virtually everyone at risk, from cabinet ministers to the women selling tomatoes on the street, even if they are not typically “promiscuous.”

Much has been written about the lessons of Uganda’s early success against AIDS, not all of it in agreement, either with the interpretation advanced here or with other interpretations. This is partly because the evidence for what happened in Uganda, and what it meant for billions of dollars in AIDS prevention funding, soon became the object of a tug-of-war between researchers and policy makers on the left and right of the political spectrum. Health officials on both sides interpreted the data in their own ways, and used their conclusions to support programs they favored. We will never know whether lives could have been saved had these policies been based on the evidence for what actually occurred in Uganda, but it is possible that this partly explains why fighting AIDS in Africa has been so difficult, and it may also suggest a way forward.

The AIDS epidemic is finally beginning to subside in many African countries, owing to increasing awareness and commonsense changes in sexual behavior. This is heartening, but it is possible that many lives might have been spared had policymakers better understood the nature of the epidemic early on.

Much of this book is concerned with donor-funded AIDS programs that failed in some way, beginning with my own vaccine project. I tell these stories not with a sense of satisfaction. I could not have done better myself at the time. But in science, failures are often as important as successes, because they tell us where the limits are. Only by looking honestly at our mistakes can we hope to overcome them. When it comes to fighting AIDS, our greatest mistake may have been to overlook the fact that, in spite of everything, African people often know best how to solve their own problems. They have been doing so throughout human history. Had they not succeeded, I would not be here to write these words, nor would you be here to read them.








Epilogue

Traditional Medicine



IN UGANDA, I once attended a musical AIDS play put on by a local community group. The central character and his wife lived in a village near Kampala with their four children. The man sang about how he wanted his wife to have another baby. She sang back that she didn’t want another baby. She wanted him to use condoms. He went to a bar, where he met two girls. They thought he was rich, and behind his back they sang about how they looked forward to filling their bellies. Soon, one of them became pregnant. The man brought both girls back to his house in the village. The girls gave the man HIV, which he transmitted to his wife. In the end, the man, his wife, the two girls, and the girl’s baby all died. In the finale, the man’s relatives all came onstage and fought over his property.

The sparse audience consisted mainly of friends of the actors. An American woman who worked for the development agency that was supporting the theater project wanted to know what the people thought of the play. “What was the message here?” she asked. “Don’t go out with bar girls,” said a young man laconically. “Stick to one partner,” said another. Then an older woman spoke up. She was a traditional healer and wore a voluminous green basuti, the traditional costume of her tribe. “AIDS has come to haunt a world that thought it was incomplete,” she said. “Some wanted children, some wanted money, some wanted property, some wanted power, but all we ended up with is AIDS.”

Today, in a growing number of African communities, a layman’s understanding of how sexual networks put everyone at risk of infection, combined with a more compassionate attitude toward the suffering of AIDS victims and new ideas about gender relations, is helping to reduce AIDS stigma, change sexual behavior, improve relationships between men and women, and reduce the spread of HIV.

Social mobilization is the best weapon we have against the epidemic. But what does this mean for policy? What can health officials do to mobilize people? There is no textbook strategy for motivating the broad social and normative changes in sexual behavior that occurred in Uganda, in Kagera, and for that matter, among gay men. The expertise of the international public health community lies in formulating short, medium, and long term plans; setting up national AIDS committees in African countries; and developing surveillance networks, laboratories, and procurement systems for pharmaceuticals, condoms, and other health related technologies.

Although there are no easy answers, one thing that always mobilizes people is a common enemy. In southern Africa (indeed, in much of the rest of the world), programs for “high-risk” groups and abstinence-only compaigns have sent the message that the enemy is people with AIDS. Ugandans along with gay men the world over, recognized early that the enemy was HIV itself.

The most urgent intervention may be the simplest. People must be made aware of the dangers of long-term concurrency and the risks this sexual system poses even to faithful people and those with few sexual partners. Simply explaining to people how the virus is spreading could help destigmatize the disease, open up discussions of sexuality, generate a more compassionate response to people with AIDS, and mobilize a more vibrant community-based response.

Many people are skeptical that information alone can save lives. After all, the connection between smoking and cancer was known in the 1950s, but US smoking rates remained high for decades. It’s important to remember that during those some decades, people received mixed messages about how risky the habit was. Phony tobacco industry—funded research promoted the idea that the risks of smoking were “unknown” or that filters and low tar brands were not very dangerous, when they were. When respected entities such as the American Medical Association and the New England Journal of Medicine, went along with the story, this may have reinforced people’s natural tendency to deny the risks they were taking. In the 1980s the US government began to realize just how much smoking related diseases were costing the Medicare program. The subsequent tobacco trials of the 1990s exposed the companies’ tactics, and since then, the government has imposed new anti-smoking regulations and launched anti-smoking campaigns, some of which have been extremely effective. Similarly, behavior change in response to HIV maybe more rapid when people receive clearer messages about where their risks are coming from.

For too long, people in Southern Africa have been under that impression that typical “promiscuity” is at the root of the epidemic in their communities. The truth itself, in all its complex detail, will almost certainly get people talking more openly about HIV, examining their own behavior and beliefs, and working together to change the things they can change. It is not only an urgent public health priority that they be properly informed. Access to accurate public health information is also a human right.

In southern Africa, the silence surrounding AIDS is partly due to the shadow cast by past racist discourses about black sexuality. In Uganda, where the colonial experience was more benign, where people’s dignity had not been ruined by centuries of racism, discrimination, and forced displacement, discussions of sex and AIDS may have been easier. In the 1980s, these discussions helped Uganda’s health officials analyze the situation more dispassionately, and this in turn enabled them to design pragmatic campaigns that informed people that everyone was at risk. As a result, most Ugandans understood that people with AIDS were just as “moral” and deserving of compassion as anyone else. As people began to recognize where their own risks were really coming from, they took measures—mainly partner reduction and condom use—to avoid them. Unfortunately, the relatively new abstinence-only programs are inhibiting this openness, and deepening divisions between “moral” and “immoral” behavior, which could thwart Uganda’s success.

The failure of so many donor programs has left many with the mistaken impression that when it comes to behavior change, “nothing works”. But a growing number of initiatives, including Stepping Stones, IMAGE, and Men as Partners, another South African program that uses peer education techniques to mobilize men against domestic violence and HIV are working, sometimes with words alone.

However, words alone are not enough. The billion-dollar aid agencies such as USAID, the World Bank and the Bill and Melinda Gates Foundation must continue to make condoms and counseling and testing services as widely available as possible, and should also continue to extend the offer of AIDS treatment to all who need it. But they should be aware that these programs, though vitally important, are unlikely to bring the epidemic under control on their own. They also need to do more to support programs that promote a sense of solidarity among all those who care about the disease. Too many donor programs have divided people—rich from poor, old from young, HIV positive from HIV negative, “moral” from “immoral.” Microfinance programs, home-based care and orphan programs, women’s rights programs and other initiatives that are truly locally conceived and controlled need to be expanded. This must be done carefully and in good faith; episodic, self-serving efforts to boomerang funds back to donor agencies themselves can be worse than useless, as can opportunistic “projects” spontaneously generated in response to new donor funds.

The African AIDS epidemic is partly a consequence of patterns of sexual networking that have evolved in response to the insecurity of living in a rapidly globalizing world that is leaving the continent behind. Therefore, the industrialized countries should also reexamine their policies in trade and foreign investment so that African nations can compete on fairer terms in the global economy.

THE CONCLUSION that targeted technical public health programs such as condom promotion, HIV testing, and sexually transmitted disease services have played only a modest role in controlling the African AIDS epidemic will come as little surprise to historians of public health, to whom the power of new ideas and social mobilization is well known.2 In late-nineteenth-century America, knowledge of the newly proven germ theory of disease saved millions of lives long before antibiotics, vaccines, and other technical advances based on this discovery became available decades later.3 It was the age of long skirts and parasols, when women were believed to be incapable of abstract thought or action in the world. Nevertheless, legions of middle-class women, armed only with knowledge gained from newspaper reports about the germ theory, launched spontaneous public health campaigns. They printed pamphlets, held meetings, and went door-to-door lecturing about hygiene. Their efforts not only helped reduce infant mortality; they changed an entire culture. The social imperative to wash, an aversion to those who spit and cough in public, the elevation of the lowly estate of housekeeping to a “domestic science,” modern kitchens and bathrooms with easily washable white surfaces, even the growing popularity of the clean lines of modernist architectural styles and the doing away with the dust-and-germ-laden draperies of the Victorian era—all these things were powerfully influenced by this revolutionary mobilization to prevent disease.

The adoption of birth control has similarly been driven as much by social mobilization and new ideas as by new contraceptive technology.4 The first country to see a sustained, voluntary decline in birthrates was France, in the late eighteenth century. As the population grew, French farmers had been forced to divide their land into smaller and smaller parcels for the next generation, and this created pressure to reduce family size. At the time, the only form of contraception was a rudimentary condom fashioned from goat intestines. But revolutionary ideas were in the air. Philosophers and economists were debating whether population growth was creating a Malthusian nightmare, and ordinary French people were absorbing new ideas about personal rights and questioning church teaching about sexuality. Couples increasingly began to use withdrawal, masturbation, and other techniques to limit childbearing, while more and more women delayed marriage or avoided it altogether.

In 1978, the World Health Organization and UNICEF sponsored a vast conference on public health in developing countries in Alma-Ata, Kazakhstan. Thousands of experts, including the health ministers of more than one hundred countries, came together to launch the “Health for All” movement, a global campaign to deliver basic health care to the world’s poor by the year 2000. The final declaration of the conference recognized that this would require more than increased funding for services and medical technology. Because poor health was partly an outcome of social and economic inequality, it would require greater popular participation in policy- and decision-making so that poor people could decide for themselves what services they received and could strive to change the social and economic conditions that placed them at risk of illness in the first place.

The Health for All movement was a fading gleam of 1960s communitarian thinking on development. But dusk was falling on the sometimes naïve optimism of those years. By 1980, global recession, the debt crisis, and a new cadre of neoliberal leaders in the United States and Europe all but drew the curtain on the Alma-Ata Health for All movement. It would soon be replaced with what UNICEF officials called the “Child Survival Revolution,” which essentially employed a vertical, technocratic approach to delivering health commodities such as vaccines, antibiotics, and contraceptives in developing countries. The distribution was carried out by contract agencies that specialize in social marketing and other private-sector methods and have close ties to the pharmaceutical and medical-technology industries.

As a result of the Child Survival programs, the health of women and children in Africa did improve during the 1980s and into the 1990s, but the returns on this approach have begun to diminish. By the late 1990s, child- and maternal-health indicators had stagnated or deteriorated, especially in Africa—a trend that could not be explained entirely by AIDS. The reasons included decreased funding for health programs, increased corruption, flagging political will, and tensions within communities that only local people could comprehend or hope to resolve.5 But while aid agencies often referred in their publicity documents to “community ownership” and “participation,” and sometimes employed volunteers and community health workers, local people had no decision-making power and no voice in how programs were carried out.6

When HIV infection rates soared throughout Africa, the commodities-based approach was rapidly redeployed. Such programs as condom social marketing, the loveLife franchises, the voluntary testing and counseling services that dot the landscape throughout East and southern Africa—even the packaged “Life Skills” curricula distributed to schools throughout the continent—have tended to follow this model. But with AIDS, the commodities-based approach would be less successful than it was with childhood illnesses, because its effectiveness depends critically on a sense of commitment and will that cannot be bought and sold.

BACK IN the early 1990s, when I was still working in Kampala at the Uganda Cancer Institute and beginning to realize how hard it was going to be to make an AIDS vaccine, I became interested in traditional African medicine. The powerful antiretroviral drug cocktails had yet to been invented, but I had heard that Africa’s traditional healers had their own cures for malaria, diarrhea, and other diseases that cause great suffering in Africa. These men and women, known for their exotic costumes and strange rituals, are consulted by millions of African people with physical and spiritual problems for which ordinary medicine is considered useless. Most combine trancelike drumming and dancing with herbal ointments and beverages they make themselves from local plants and other substances. I wondered if one of these healers might, perhaps, have discovered a substance that could treat the symptoms of AIDS.

Over the years, I made it a hobby to visit the markets where African traditional healers sell their goods. I learned that in Africa, illnesses fall into two categories.7 There are “European” diseases, such as tuberculosis and the fevers of childhood, that occur naturally and can sometimes be cured with Western medicine. And there are “African” diseases—unusual afflictions or epidemics caused by supernatural forces, for which Western medicine is useless. When a jealous neighbor sends a spell that makes you sick, or when a person is felled by the anger of a neglected ancestor, or when a sudden epidemic strikes seemingly from nowhere and kills millions of otherwise healthy people, these are African diseases.

Treatments for African diseases tend to rely less on their chemical activity than on symbolism and ritual. In Zambia, the roots of the hook-thorn tree, with its straight, narrow trunk and rough, thorny bark resembling an inverted sore throat, are used to cure coughing. In South Africa, roots are ground up and fed to mad people to keep them still, and plants that smell bad are used to chase away evil spirits. In Uganda, a chicken is placed upon the head to cure epilepsy. There are many treatments for sexual problems. In South Africa, an animal horn fashioned into a tube and blown between the legs functions as a sexual stimulant; to promote the growth of their testicles, Zambian boys drink a tea made from the roots of the bush orange tree, the branches of which bend under the weight of a large yellow fruit; when a Zambian girl rubs the huge flat leaves of a bush known as “the sex tree” on her face, it is said to arouse any man who looks at her. Fortunately, the African forest also produces abundant treatments for sexually transmitted diseases, such as the whitethorn, with its tiny red berries, or the ancylobotrys tree, the roots of which secrete a white gum resembling pus.

Some African medicine does have scientifically measurable chemical activity. African healers were among the first to develop the technique of smallpox inoculation, for example, and used quinine to cure malaria long before Europeans did. In Uganda, I befriended a local zoologist who was studying a plant mixture that had been used for centuries by Ethiopian peasants to cure a variety of ills. The zoologist was testing the substance experimentally, to see whether it killed any of the parasites common in Uganda—such as those that cause malaria and river blindness. He told me he had heard that in Ethiopia, peasants used this substance to cure yeast infections of the skin, such as athlete’s foot and ringworm, an itchy but not very serious infection named for the circular, coin-sized rashes it causes. He suggested I try to determine whether this was true.

This was not a cure for AIDS, I thought, but since many AIDS patients suffer from yeast infections, it could be a start. Ringworm is extremely common among Ugandan children, so I asked a few neighbors in the semirural Kampala suburb where I was living whether they knew any children with ringworm.

At first, they came one by one. Mothers and fathers with feverish children, and children with oozing sores on their legs, arms, and faces; others in even graver condition. “That kid needs to go to the hospital,” I’d say to their parents. “You take us,” their parents replied. “The hospital people treat us badly unless we have money.” I did go with one child. To others, I gave money for bribes.

Then, one morning when I was out of town, my landlord awoke to the sound of murmuring and clanking metal. A substantial crowd had gathered at his front gate. The visitors told him that they had heard there was a lady in the house who had special medicine for sick children. When I heard what had happened, I was relieved not to have been there. Now, looking back, I am sorry I wasn’t. What I should have done was march the crowd to the hospital, to the Ministry of Health, to the president’s office. What I should have done was write something for the international newspapers about the sorry state of health services in Uganda, a nation that was receiving substantial donor funding for Child Survival programs.


Instead, I went to England to attend graduate school in public health. I brought a vial of my friend’s Ethiopian herbal mixture with me and asked several English people I knew with athlete’s foot to try it. It didn’t work, they said. I then sent a sample of the mixture to a lab at Kew Gardens that tests natural products for medicinal properties. The results came back a year later. The mixture had no activity against yeast, bacteria, HIV, or any other microbe.

Only later did I realize the opportunity I had missed. Back then I was still subject to magic-bullet thinking—the idea that serious public health problems could be addressed without considering their social and political causes. The Ugandans seemed to know better, but their message was lost on me.

Sometimes when I am in Africa staying in rural areas or the settled fringes of towns, I have lain awake at night listening to the sounds of drumming and the hoots and calls of dancers coming from the compound of a traditional healer. To describe these rituals, the anthropologist John Janzen uses the southern African term ngoma, which translates roughly as “Drums of Affliction.”8 According to Janzen, ngoma rituals tend to occur more frequently whenever a culture or way of life is threatened. They serve to reestablish community ties and social cohesion and often attract the marginalized, such as disabled people, or women, or as in Uganda, an entire society afflicted with a horrifying new disease. Like Africa’s songs, dances, and sculpture, these healing customs offer more than mere relief from illness; they are part of a larger social code and system of ethics.

The Drums of Affliction are beating especially vigorously in Africa today, as the continent struggles to cope with so many scourges, including winner-take-all economic development, political corruption, civil conflict, and AIDS. Some of the cults that have developed are highly destructive, including the Lord’s Resistance Army that terrorized northern Uganda for two decades and the angry gangs of thieves and rapists that haunt the townships of South Africa. But some cults are positive. They start with ideas that get people talking and they develop into social movements that change things for the better. Until we find the magic bullet, this is the only cure.








A Note on the Statistics Cited in this Book



Throughout this book, I refer to various statistical entities, including “HIV rate,” “HIV prevalence,” and “HIV incidence.” “HIV rate” and “HIV prevalence” are synonyms meaning “the proportion of people in a given population who are HIV positive at a given time.” In Africa, these figures usually refer only to adults aged fifteen to forty-nine, the group assumed to be most sexually active. Thus, to say that “the HIV rate in Uganda was 18 percent in 1992” means that 18 percent of adults aged fifteen to forty-nine were HIV positive in 1992. “In 1992, HIV prevalence in Uganda was 18 percent” means exactly the same thing.

HIV incidence is a measure of the speed at which HIV spreads. It refers to the proportion of people in a given population who contract HIV during a given time interval, usually one year. Thus, to say that “HIV incidence was 4 percent in 1987” means that 4 percent of the adult population contracted HIV that year. “HIV incidence in Kagera fell by 75 percent between 1987 and 1993” means that 75 percent fewer people contracted HIV in Kagera in 1993 than in 1987.

Most of the statistics cited in this book come from UN documents, the U.S. Demographic and Health Surveys, or the scientific literature. Most figures are derived from two different types of surveys, antenatal clinic surveys and population-based surveys. These two types of surveys sometimes give different results. Antenatal surveys tend to lead to higher overall prevalence estimates because pregnant women are by definition at higher risk because they have recently had unprotected sex. Also, HIV infection rates in Africa tend to be higher among women than men. Why this is the case is not entirely known. Women are not physically more vulnerable to infection than uncircumcised men are, and women also have fewer partners then men. One possible explanation is that when long term concurrent partnerships are common, an individual’s risk of infection depends less upon her own behavior than on that of her partner.1

ANTENATAL SURVEYS

Antenatal surveys are based on tests of blood samples drawn from pregnant women in antenatal (or prenatal) clinics. As part of routine antenatal care, pregnant women are tested for syphilis and other conditions. In Africa, selected hospital labs are designated “HIV surveillance sites.” At these labs, some of the women’s blood samples are randomly selected to be tested for HIV, and the fraction found to be positive provides a rough measure of the HIV infection rate among sexually active women of childbearing age in the catchment area of the hospital. These surveys are usually conducted each year in selected African hospitals. They thus provide information not only about the HIV rate at a given time, but also about changes in the epidemic from year to year.

The dire condition of health services in many African countries means most women deliver their babies in their homes, not in hospitals. However, this does not significantly reduce the accuracy of antenatal HIV surveys because the vast majority of pregnant women attend a health clinic for antenatal care at some point during their pregnancies, even in the poorest African countries.2

Antenatal surveys are completely anonymous. The blood samples that arrive in the lab are labeled only with the women’s ages and the hospital’s name. There is no way of tracing a sample to a given woman, so neither the woman nor doctors and nurses nor lab technicians nor anyone else knows whether she is positive or not. Her confidentiality is thus entirely protected. A growing number of clinics in Africa now offer HIV counseling and testing for women who wish to know their HIV status.

The prevalence of HIV infection in pregnant teenagers aged fifteen to nineteen is sometimes used as a rough measure of the incidence of new infections in a population. This is because few children below age fifteen are HIV positive (see below), so most cases of infection in pregnant teens are assumed to have occurred recently.

POPULATION SURVEYS

Population surveys measure the HIV rate in the general population—including men, nonpregnant women, children, and the elderly, as well as pregnant women. These surveys are usually conducted by teams of researchers who go from house to house in a given area collecting blood or saliva samples that are then tested for HIV. In most cases, participants are offered the chance to learn their results or are referred to voluntary testing and counseling services.

Population surveys provide information about which population groups are most vulnerable to HIV. For example, they have shown that in East and southern Africa, HIV rates are higher among women than among men, while the opposite is the case in the rest of the world. Sub-Saharan Africa is also home to 90 percent HIV-positive children. Without antiretroviral drug treatment roughly 25 percent of babies born to HIV-positive women inherit the virus. Most of these children die of AIDS by age five, although a growing number are now being kept alive longer with AIDS treatment. HIV rates among children aged six to fifteen are extremely low, but then rise rapidly among sexually active teens.3 Some population surveys are conducted annually, and this allows researchers to calculate the incidence of new infections in a given population.

HIV statistics are often regarded with skepticism. All statistics should be questioned, whether they refer to the chance of rain tomorrow, the proportion of dentists who recommend chewing gum, or the prevalence of HIV in Africa. However, HIV infection is one of the most accurately measured diseases in Africa. In many countries, we know far more about the HIV/AIDS situation than we do about malaria, measles, postpartum hemorrhage, or other serious public health problems.

But mistakes do happen. In 2004, demographers at UNAIDS discovered an error in the analysis of antenatal surveillance data that led to an overestimation of HIV in some rural areas in Africa. Since a large fraction of the population of sub-Saharan Africa resides in rural areas, this led to a downward revision of the UNAIDS HIV prevalence estimates in many countries by 25 to 40 percent. For example, in 1992, Uganda’s HIV rate was estimated to be 30 percent, but the correction put the figure at roughly 20 percent. The error arose from the fact that the surveillance clinics used to estimate HIV prevalence in rural areas were actually located in towns and trading centers that had a distinctly urban character. Since HIV rates tend to be higher in urban areas, this led to an overestimation of HIV prevalence in rural Africa. The problem was corrected and now UNAIDS’s estimates correspond well with those of population-based surveys, such as the U.S. Agency for International Development’s demographic and health surveys.4

THE FUTURE OF THE GLOBAL AIDS EPIDEMIC

Estimates of the future course of the AIDS epidemic vary widely and are far less reliable than estimates of current prevalence. Predicting the future course of any event relies on numerous assumptions, and agencies generally present a range of possible scenarios. For years, UNAIDS; the World Health Organization; the Global Fund for AIDS, Tuberculosis and Malaria; and other agencies claimed that such countries as India, China, and Russia, which have generally had relatively low HIV rates, were “on the brink” of major epidemics on the scale of East and southern Africa.5 For reasons described in this book, the spread of HIV in Asia and eastern Europe is almost entirely confined to clearly defined risk groups, including prostitutes, intravenous drug users, and their sexual partners, and it is very unlikely that HIV will spread widely in the general population in these regions.6

MEASURING SEXUAL BEHAVIOR

Declines in HIV infection rates are finally underway in various countries in Africa, Asia, the Caribbean, and Latin America. There is general agreement that these declines are due to behavior change and not simply to the deaths of high risk individuals.7 However, there is considerable debate about what accounts for these welcome trends, particularly the most proximate behavioral changes—abstinence, faithfulness, or condom use—that must underlie them.


Sources of data on behavior change include the USAID-funded Demographic and Health Surveys, other national surveys and local research studies conducted by academic groups at Columbia University, Johns Hopkins University, Imperial College London, and others. The interpretation of these data should be straightforward. However, discrepancies sometimes arise in the measurement, analysis, and interpretation of the results. For example, indicators of condom use include “ever used,” “used at last sex,” “used at last higher risk sex,” and “always use.” Indicators of multiple partnerships include “multiple partners in last year,” “multiple partners in past four weeks,” and “sex with a non-spousal, non-cohabitating partner in past year.” Affirmative answers to any of these questions could have very different implications for the interpretation of data and trends. For example, for years, the UNAIDS program used indicators that over-estimated both the fraction of people engaging in “risky sexual behavior” and the fraction of people using condoms effectively.

Measuring “risky sexual behavior” is especially complicated. For many years, it was assumed that “risky sex” meant sex outside of marriage or cohabitation. Thus, the many researchers measured “risky sex” with the indicator “number of people who had sex with a nonspousal, noncohabitating partner in past year” of “all those who had sex in the past year.” We now know that in Africa, much HIV transmission takes place in ongoing relationships, including marriage, and therefore this indicator doesn’t really capture all of the riskiest sexual encounters, especially for young people. For example, using the usual indicator, a very high rate of “risky” sex would result if 99 percent of all young people were abstinent, and 1 percent were faithful to a single partner whom they were neither married to nor living with. In that case, 100 percent of sexually active young people in such a society would be having “high risk sex”—even if they were all abstinent or faithful! More realistically, since men tend to marry late in Africa, most of the young men who have sex, have it out of wedlock, so even if they are faithful to their partners, they will show up in the “risky sex” category. In Rwanda, for example, the fraction of young men and women having so-called “high risk” sex in 2005 was 48 percent and 15 percent, respectively, (meaning with a “non-marital/non-cohabitating partner”—among all youth who had sex) but only 9 percent of ALL young men and 5 percent of ALL young women had premarital sex at all.


Since the late 1990s, the US-funded Demographic and Health Surveys have been reporting the much simpler and more informative indicator “fraction of people with multiple partners in past year,” and as of 2008, UNAIDS will begin doing so as well.

When it comes to condom use, many researchers, report only the indicator “ever used,” or “used at last higher risk sex” (meaning with a non-marital, noncohabitating partner). But most HIV transmission in Africa takes place in longer term relationships and in such cases, condoms are only protective when used during every sexual act.1 Some studies report such “consistent use,” but the practice is rare. In 2007 a Ugandan newspaper ran a feature story about a couple that had managed to use condoms throughout their fourteen-year marriage. This was considered national news.






Author’s Note


This book is a work of nonfication. To the best of my knowledge, everything in it is true, with the exception of some of the details of my work on insects, described in Chapter 1. Here, I have conflated aspects of may Ph.D. and postdoctoral experiments. In addition, throughout the book, the names of many people have been changed to protect their privacy, including most of those living with HIV and all of the doctors I worked with in Kampala during the early 1990s.







Appendix: A Magic Bullet After All?

Male Circumcision, Antiretroviral Drugs, HIV Testing, Vaginal Microbicides

MALE CIRCUMCISION

For years, researchers puzzled over why most West African countries have lower HIV infection rates than many southern and East African countries. Some thought it must have something to do with the Muslim religion, widely practiced in West Africa, which imposes restrictions on women’s sexual freedom. However, male circumcision, which is ritually practiced by Muslims and by many other groups, turns out to be highly protective against HIV.1

In African countries where male circumcision is common, such as Senegal, Mali, Ghana, Benin, and the entire region of North Africa, HIV rates tend to be much lower than in countries such as Botswana, Lesotho, and Swaziland, where circumcision has traditionally been rare. In countries with high rates of HIV, provinces and districts that have high rates of circumcision, such as Inhambane in Mozambique or Dar es Salaam in Tanzania, tend to have lower HIV rates. Two African tribes with very high HIV infection rates are the Zulu of South Africa and the Tswana of Botswana. Before colonial times, men in both tribes underwent circumcision rituals during adolescence. But when King Shaka united the Zulu tribe in the 1820s, he abolished the ritual after two of his comrades died from infections acquired during the operation. When Christian missionaries settled in Botswana in the late nineteenth century, they declared circumcision barbaric and banned it.

Circumcision removes mucosal tissue in the foreskin that contains Langerhans cells with special receptors for HIV. In 2006, researchers in South Africa, Kenya, and Uganda found that circumcision cuts a man’s risk of contracting HIV by roughly 50 percent. The effect was so powerful that the trials were stopped prematurely, because it was considered unethical not to offer the procedure to men in the control groups.2

Although male circumcision doesn’t protect women directly fewer infections among men will obviously help reduce infection rates for everyone. This is not true of female circumcision, or female genital mutilation, which offers no protection against HIV and is extremely dangerous for other reasons.3

Male circumcision offers more effective protection against HIV than any of the experimental vaccines currently undergoing clinical trials around the world. It is also cheaper, carries few side effects, if done safely requires no booster shots, and is available now. Evidence that male circumcision might be protective has been available since the 1980s, but it was only in 2000 that clinical trials to confirm its efficacy got under way. It is now high time that international public health agencies such as UNAIDS, WHO, and USAID develop guidelines to promote safe, hygienic male circumcision in African hospitals and clinics and fund operational research on the cheapest, safest ways to carry out the procedure.4

Although male circumcision offers powerful protection against HIV, it does not offer total protection. Some West African cities, such as Cotonou in Benin and Yaounde in Cameroon, have HIV infection rates of 5 to 10 percent even though virtually all men are circumcised. Therefore, efforts to change sexual behavior will still be necessary, even if male circumcision becomes routine.

ANTIRETROVIRAL DRUG TREATMENT PROGRAMS

In 1996, U.S. researchers discovered that a “cocktail” of three antiretroviral drugs taken in combination can suppress the growth of HIV in the body for years and restore the immune systems of AIDS patients. It has extended the lives of millions of patients the world over and is increasingly being made available to patients in Africa through foreign-aid programs.

While these programs are extremely important, they do have limitations. In Western countries, antiretroviral drugs may add decades to the life expectancy of an AIDS patient. In Africa, however, the prospects are more modest; the UN now estimates that antiretroviral drugs will add, on average, only an extra four or five years to the life of an African patient. This is because HIV mutates and soon becomes resistant to one or all of the cocktail drugs. Therefore, patients must eventually switch to a new cocktail and then to another one. In Western countries, patients have twenty different drugs to choose from, but patients in Africa, even with all the funding for treatment programs currently available, so far have a choice of roughly six. For now, the others are too expensive or too difficult to administer in countries without reliable health infrastructure, including health workers, electricity supplies, and refrigeration.


Antiretroviral drug programs also raise equity concerns. Distributing even relatively simple drug regimens on a large scale in Africa poses formidable obstacles. Many African health facilities lack trained and motivated staff, adequate management and administrative capacity, and sufficient supplies of medicines, vehicles, refrigerators, lab reagents, and other basic equipment. Some lack water, electricity, and even intact buildings.

Programs to treat people with syphilis and tuberculosis, or even to distribute vitamins, show how difficult it is to deliver health care in such countries, even if the drugs are simple to administer and virtually free. Half a million children—most of them African—die every year from measles, which is preventable with a five-cent vaccine. More than a million pregnant women in Africa have syphilis that is never treated and puts their newborns at risk of deformity or death. The tests and drugs to eliminate this risk cost only twenty-five cents. Hundreds of thousands of children go blind every year, and more than a million die, because they are deficient in Vitamin A. Vitamin A supplements, which need to be taken only twice a year, are virtually free.

Treating AIDS patients is far more complicated than testing for syphilis or administering Vitamin A drops or measles vaccines. AIDS patients need counseling, laboratory tests, and ongoing clinical care to treat opportunistic infections and monitor drug resistance and side effects. Even where the drugs and other necessary supplies are available—and in many places they aren’t—antiretroviral treatment programs require considerable effort on the part of public-sector health workers. But the health workforce throughout sub-Saharan Africa is rapidly vanishing as salaries plummet and conditions deteriorate.

It will be important to ensure that antiretroviral drug treatment programs do not further degrade already fragile African health-care systems. The officials who run the new treatment programs sometimes hire away public-sector doctors and nurses who would otherwise be ensuring the safe delivery of babies or vaccinating children against deadly diseases. I once asked an American aid official whose organization was bidding on a U.S. government contract to deliver antiretroviral drugs in Africa how his group intended to deal with the stark inequalities between his own program for people with AIDS and the impoverished public health-care systems responsible for caring for everyone else. He said his organization was planning to ignore the issue. “When we get the contract, we’re going to grab every trained health-care worker we can get our hands on,” he replied.

While it is impossible to put a price tag on even one year of any human life, especially that of an HIV-positive mother whose children would otherwise be orphaned at even younger ages, it would be far better if that mother had never been infected in the first place. Antiretroviral drug programs are unlikely to turn the epidemic around unless they are accompanied by vigorous prevention efforts.6


HIV TESTING

Since the early 1990s, foreign donors, especially the U.S. Agency for International Development and the World Bank, have funded training programs to teach health workers how to administer HIV tests and conduct one-on-one counseling sessions for patients before and after they receive their results. Freestanding HIV testing kiosks, staffed by a counselor or a nurse, now dot the landscape in many African countries. Demand for these services is mixed. In some countries, such as Uganda, these services are in great demand. In much of southern Africa, however, fear and stigma leave many people with no desire to learn their status.

Some experts, reasoning that people who know they are negative should naturally wish to stay that way, and that people who know they are positive should naturally wish to protect others, have claimed that HIV testing is key to controlling the epidemic.7 However, there is little evidence that widespread testing is either necessary or sufficient for HIV prevention. In the American gay community, the most dramatic declines in HIV incidence began in the early 1980s, before HIV was even identified, and long before a test for the virus became widely available.8 Nor did many people in Uganda and Kagera know their HIV status when the epidemic began to subside in those regions in the late 1980s. While some studies show that HIV—positive people who discover their status do change their behavior, this may have more to do with the effects of the support groups they join afterward than with knowledge of the result itself. There is no evidence that HIV testing changes the behavior of those who find they are negative. A study in Uganda, for example, found that people who test HIV negative are just as likely to engage in risky behavior and contract HIV as those who don’t know their status.9

In recent years, door-to-door testing programs—in which outreach workers offer HIV testing
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