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Abstract

AIDS, like so many other epidemics before it, has posed a tremendous challenge to the

global public-health establishment, but it has also s a uniquely tortured history that has been

riddled with missed opportunities and bad decisions. When AIDS first appeared in the United

States, federal funding for AIDS research was a contentious issue due to a perceived connection

between AIDS and homosexuality, and homophobic sentiment impeded government action on

AIDS until the eventual appearance of AIDS in the heterosexual population removed some of

AIDS's stigma. Then, two decades later, South African President Thabo Mbeki based his

nation's public health response to AIDS on the demonstrably false belief, advocated by the

American biologist Peter Duesberg, that HIV was not the cause of AIDS, causing untold

damage.

This thesis analyzes the social dimensions of the global AIDS epidemic, paying special

attention to the pseudoscience that shaped government AIDS policy in South Africa. Through a

comparative analysis with other pseudoscientific movements, a taxonomy of pseudoscience is

assembled. We see that pseudoscience owes much of its popularity to a mistrust of science and to

a perception that scientific consensus is somehow unreliable; additionally, the rise of the internet

has facilitated the circulation of pseudoscience and has made it likely that, going forward,

pseudoscientific movements will play an increasingly prominent role in debates over, and the

formulation of, scientific policy.
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Introduction

During the summer of 2008, I worked at Keep a Child Alive, a Brooklyn-based nonprofit

that funds AIDS clinics in sub-Saharan Africa, researching and writing an application for a grant

to expand their services in South Africa. Knowing absolutely nothing about AIDS, I spent much

of my time researching the history of the AIDS epidemic in Africa, and, more specifically, in

modern-day South Africa. AIDS has ravaged South Africa's population, but one story - a mere

footnote in most of the literature on the subject - caught my attention. At first blush, the story

seemed too astounding to be true.

A group of American scientists, the story went, led by the once-esteemed biologist Peter

Duesberg, had convinced South African President Thabo Mbeki that HIV was not the cause of

AIDS and had vilified the very medications used to treat the disease. It turned out that the story

was not just shocking, it was also true, and the Americans' influence had far-reaching results.

Mbeki believed these scientists so thoroughly that he tailored his nation's health policy around

their radical - and demonstrably false - belief. His administration refused to pay for medical

treatment for poor South Africans and opposed education programs intended to stop the risky

behaviors that can spread HIV/AIDS. The cost of these decisions was ghastly: according to one

study, the institutional resistance to providing effective treatment resulted in 365,000 otherwise

avoidable deaths (Dugger 2008).

This story becomes even more unbelievable when placed alongside the history of AIDS

in the United States, where, twenty years earlier, things played out very differently. AIDS first

appeared in the United States in the homosexual population, and it was largely ignored by a

moralistic government that refused to fund AIDS research; AIDS was dismissed by many as
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"gay cancer." To a sizable portion of the American public, AIDS seemed to be some sort of

divine punishment, the just desserts of a group of sinners. Only after a decade of bitter political

battles - and, to a degree, after it became clear that the disease was not limited to homosexuals 

did it shed some of this stigma and become the object of large-scale medical research. Today,

AIDS is still a horrific disease, but it is no longer a death sentence. And though it still carries

more stigma than, say, breast cancer, it is no longer seen in the United States as the mark of

Cain.

So, in light of this history of AIDS in the United States, what do we make of South

Africa? Consider the contrast: the president of South Africa, one of the African continent's most

developed nations, misled by a group of deviant scientists, discarded an understanding of

HIV/AIDS that was produced more than a decade earlier through years of struggle by AIDS

activists in the United States, and so convinced was he that he refused to provide medicine to

gravely ill people. South Africa, despite its tortured past, was, and still, is a relatively wealthy

and developed country, and Mbeki and his advisors were superbly educated. How, then, did this

happen?

The answer to this question has implications that go far beyond an isolated historical

incident in South Africa. From this grim tale we can extract important lessons about the social

dimension of epidemic disease, the responsiveness of government policy-makers to domestic and

international pressures, the role of discourse in the determination of scientific truth, and the

dangers posed by pseudoscientists and conspiracy theorists - no matter how the mainstream

chooses to deal with them.

First, there are two completely distinct definitions of HIV/AIDS, and, more generally, of

disease. There is a the biological understanding of a disease: how it is spread, how it functions in
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the body, and what can be done to treat it. But there is also a definition that is part of a social, not

medical, reality, one in which personalities, policies, social structures, and the workings of

history itself combine to create something very different from the virus that can be isolated in a

laboratory and treated by modern medicine. This social reality encompasses the ways in which

people respond to those infected with a disease, including what they conclude about the moral

character of those with the disease, how they believe the disease is transmitted, and what kind of

threat they believe the sick pose to the healthy population. It also includes whether or not the

general public believes that the disease in question ought to be a matter of common concern.

This social dimension is vital in the creation and implementation of public policy.

Second, government responses to epidemic disease - and, more generally, to issues of

scientific policy - are shaped not only by the broader social dimension of a disease, but also by

the personalities of people in positions of policy-shaping power. The individuals who shape

policy can determine policies that are strikingly disconnected from the wishes of their

constituents, domestic and international consensus, and even simple common sense. Of course,

the careers of such individuals are inherently limited in duration, and foolish decisions that are

shaped by personal whims rarely outlast the people who make them.

Finally, differing conceptions of science itself are of great significance, as an airtight

scientific consensus is meaningless if the people responsible for scientific policy disbelieve what

mainstream scientists tell them. There is such a thing as a scientific fact, but misconceptions of

scientific legitimacy, coupled with the misguided belief that all scientific knowledge is

inherently contestable, have at times obscured this basic reality. Together with the media's

affinity for giving two sides to every story and the complicating effect of the internet, this has
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given crackpot scientists and conspiracy theorists a broad audience that they could not otherwise

reach.

Taken in combination, these three factors - the social dimension of disease, the personal

character of government policy, and differing conceptions of scientific truth - shaped the course

of the AIDS epidemic in both the United States and South Africa. When we consider them

together with the long and tragic history of pseudoscience, we can make a compelling case for

the inclusion of a social-scientific framework in responding to issues of scientific policy as they

concern public health. Scientists, doctors, and medications are necessary, but they are not always

enough: because pseudoscience is, by definition, incompatible with "good" science, the

interpretive qualitative framework provided by the social sciences can address pseudoscience in

a way that traditional science's empirical framework cannot.
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Chapter One: AIDS

"The global HIVIAIDS epidemic is an unprecedented crisis that requires an unprecedented
response. In particular it requires solidarity - between the healthy and the sick, between rich and

poor, and, above all, between richer and poorer nations. We have 30 million orphans already.
How many more do we have to get, to wake up?"

-KofiAnnan

I. Global AIDS

The global AIDS epidemic poses a singular challenge for the world's public health

infrastructure. Stopping the disease's spread has proven to be immensely difficult, and, as a

result, AIDS has become the world's most severe present-day epidemic: the number of people

worldwide infected with AIDS is greater than the number infected with the next two most

widespread infectious diseases, tuberculosis and malaria, combined (Hunter 2003: 21). AIDS has

reached every social stratum on every continent, claiming the lives of wealthy celebrities and

destitute peasants alike. Its effect has been most devastating in the developing world - especially

in sub-Saharan Africa - where medical treatment has not been available on the scale necessary to

control the epidemic. It is the only disease that has been labeled a global security threat by the

United Nations, and Colin Powell, the former Secretary of State to George W. Bush, once

famously declared that AIDS, not violent conflict or terrorism, represents the most serious

problem facing the world today (Hunter 2003: 7-8).

HIV was first detected in a human blood sample in 1959 (Nattrass 2007: 16), but it did

not develop into a serious public health threat until the early 1980s, when it began to appear

more widely in the United States and across the globe. AIDS has posed a serious challenge for

public health officials in every country touched by the epidemic, as effecting the behavioral
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changes necessary to stop the spread of AIDS throughout the general population has proven to be

both difficult and controversial. In developing nations, scientific reality has often clashed with

popular beliefs about AIDS, and contraceptive methods that could slow or prevent the spread of

the disease have been regarded with suspicion or disapproval; in more developed nations, an

aversion to open discussion of contraception and an affinity for abstinence-only sex education

have stymied efforts to increase safer-sex practices that could cut down on new HIV infections.

Furthermore, the disease's associations with unprotected sex and intravenous drug use have

attached a stigma to HIV infection that has significantly complicated efforts to halt the spread of

the disease.

The epidemic's death toll has been horrific: as of 2009, an estimated 25 million people

had lost their lives to AIDS, with nearly three-fourths of those deaths occurring in Sub-Saharan

Africa. (Vancouver Sun 2009).1 Recent signs have, however, been cause for hope among those

fighting the epidemic: the number of new HIV infections worldwide has fallen every year since

1996, and the number of AIDS-related deaths worldwide has fallen every year since 2005

("AIDS Epidemic Update, December 2009").

Nonetheless, the AIDS epidemic remains at the forefront of the global public health

infrastructure's agenda. In the year 2000, it was chosen as the target of one of the eight

Millennium Development Goals established by the United Nations. In doing so, the UN resolved

to "[halt] by 2015 and [begin] to reverse the spread of HIV/AIDS" and to "achieve, by 2010,

universal access to treatment for HIV/AIDS for all those who need it.,,2 The UN has reported

1 As horrifying as this number is, it is much lower than the level that the death toll from AIDS was once predicted to
reach. In her 2003 book Black Death: AIDS in Africa, for example, Susau Hunter summarized the prevailing
epidemiological wisdom when she predicted that, by the year 2010, AIDS would have killed at least 52 million
people worldwide (21).

2 United Nations Millennium Development Goals: Goal 6: Combat HIV/AIDS, Malaria, and Other Diseases.
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some tentative progress in this endeavor, but a great deal of work remains to be done if the

epidemic is to be stopped.
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II. The Biology of AIDS

Although AIDS's lethal march across the globe has posed a serious challenge for the

public health establishment, modern science has made tremendous progress in developing an

understanding of its biological mechanism. In 1984, just three years after the first symptoms of

AIDS began to appear in the American homosexual population, the biologists Robert Gallo, of

the National Cancer Institute in Bethesda, Maryland, and Luc Montagnier, of the Pasteur

Institute in Paris, had simultaneously isolated and identified the human immunodeficiency virus

(HlV) as the cause of AIDS 3

The HlV virus works by first altering the genetic makeup of a host cell so that it can

replicate itself. It then replicates itself as many times as possible, destroys the host cell, and

begins the process anew in more host cells. A person infected with the virus usually goes through

an extended period of time, called a latency period, in which he or she exhibits no physical

symptoms of AIDS; this period can be as long as fifteen years and can at times be even longer.

The latency period ends when the HIV virus attacks and destroys the host's white blood cells,

weakening his or her immune system and leaving him or her susceptible to opportunistic

infections and tumors (McCutchan 2008). This weakening of the immune system is called

acquired immunodeficiency syndrome - AIDS.

The HIV virus can only be transmitted through certain bodily fluids; the most common of

these are blood, semen, vaginal secretions, and breast milk. HIV is transmitted most commonly

via sexual intercourse, the sharing of unsterilized needles, and breastfeeding, but, unlike

everyday diseases like influenza, it cannot be spread via activities in which the aforementioned

3 Though Gallo aud Montagnier officially shared credit for discovering the virus, credit for the discovery was
fiercely contested, with many accusing Gallo of stealing Montagnier's virus when it was lent to his laboratory for
research purposes. Randy Shilts was one of the first to publicly make such au accusation in his 1987 book And the
Band Played On, au account of the early years of the Americau AIDS epidemic. The dispute was revisited in 2008,
when the Nobel Prize in Medicine was awarded to Dr. Montagnier and his colleagues for the discovery - but not to
Dr. Gallo.
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fluids are not exchanged, like sneezing, coughing, and kissing. Because HIV can be transmitted

via sexual contact, it is classified as a sexually transmitted disease, or STD (McCutchan 2008).

The first medical treatment for AIDS, Zidovudine, also known as AZT, was introduced in

1987. AZT was the first treatment of any sort for HIV infection and has become so important to

the maintenance of public health that it is included on the World Health Organization's Essential

Medicines list, which lists the "minimum medicines [needed] for a basic health care system"

("Essential Medicines"). AZT, which is still widely used to treat AIDS in the developing world,

is now part of several costlier drug combinations that are used to treat AIDS in the United States

and elsewhere. AZT is itself a toxic substance, and has side effects that can at times be severe,

including fatigue, vomiting, and, in extreme cases, bone marrow damage (Rogers 2010). AZT

slows the progress of AIDS, but does not cure it; to date, no true cure for AIDS exists.
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III. AIDS in the United States

AIDS claimed its first victim in the United States when, in 1969, a gay teenager in

Missouri named Robert R. died after being diagnosed with both chlamydia and Kaposi's

sarcoma. (Kaposi's sarcoma would later come to be recognized as a telltale sign of HIV

infection.) His symptoms baffled doctors: Kaposi's sarcoma was an incredibly rare form of skin

cancer, and some of Robert's symptoms looked like nothing that they had seen before (Gorman,

Dorfman, and Kramer 1987). In 1981, similar immune deficiencies and cases of Kaposi's

sarcoma began to appear on a wide scale in the American homosexual population; the disease

was initially called gay-related immune deficiency, or GRID, though many referred to it as "gay

cancer" (Shilts 1987: 165).

At the center of AIDS's early spread through the male homosexual population was a

young Air Canada flight attendant named Gaetan Dugas, who spent much of his time in San

Francisco, the epicenter of the American AIDS epidemic, and died of an AIDS-related infection

in 1984 at the age of 31. Dugas first came to the attention of scientists tracking the epidemic

when they realized that, not including himself, he was linked to 8 of the first 18 cases of AIDS in

the United States. He was for many years known as "patient zero" of the epidemic and, by his

own estimate, had sexual relations with more than 2500 men after his infection. Dugas likely

picked up the virus through a sexual encounter with an African during one of his travels; later,

when he settled in San Francisco, he no doubt passed it to countless others (Shilts 1987: 23-460).

The title "patient zero" proved to be erroneous, however, as Dugas was not, in fact, the first

person to bring AIDS to the United States; recent research has shown that the earliest strain of

AIDS to appear in the United States almost certainly came from Haiti, and was likely brought

here by a single individual whose identity is, and will likely remain, unknown (Bowdler 2007).
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Without the actions of Dugas and several other gay men in the San Francisco area, however, it is

quite possible that the disease might not have spread throughout the United States in its earliest

years 4 (New York Times 1987).

Gay activists feared that if the disease were labeled as an exclusively homosexual

problem, it would be difficult to obtain federal funding for medical research that might

eventually lead to the discovery of a cure. Eventually, the virus began to appear in heterosexual

intravenous drug users, and in July 1982, a new name was chosen: acquired immunodeficiency

syndrome, abbreviated as AIDS (Kher 1982).

Gay activists soon saw their worst fears realized, as the religious right wasted little time

in decrying AIDS as the homosexual community's rightful punishment. Patrick J. Buchanan, a

former speechwriter for President Nixon and the first prominent conservative to publicly address

the issue of AIDS, wrote, in an explosive 1983 editorial, "Poor homosexuals - they have

declared war upon nature, and now nature is exacting an awful retribution" (Shilts 1987: 311)5

Soon after, the influential minister Jerry Falwell, the leader of the evangelical group Moral

Majority, entered the fray. On a television special dedicated to AIDS, Falwell proclaimed,

"When you violate moral, health, and hygiene laws, you reap the whirlwind. You cannot shake

your fist in God's face and get by with it" (Shilts 1987: 347). Falwell's comments were

particularly worrisome to the gay community because he and his Moral Majority had played a

4 Part of Dugas's notoriety came from the fact that he steadfastly refused to refrain from sexual activity, even when
it became clear that he was spreading a deadly disease. When a doctor instructed him to stop having sex, he once
curtly replied, "Somebody gave this thing to me. I'm not going to give up sex" (Shilts 1987: 138). A year after his
infection, rumors began to spread about Dugas in the San Francisco gay community; one rumor told of a man who,
after a sexual encounter, would taunt his partner, saying "I've got gay cancer. I'm going to die and so are you"
(Shilts 1987: 165).

5 At the time of his editorial, Buchanan was a freelance writer, but his remarks were still of great concern to the gay
community because of his perceived access to the Reagan White House and his influence on social policy. These
fears were not unfounded; in 1985, he would become President Reagan's White House Communications Director.
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crucial role in the election of - and were thought to wield significant influence over - the man

ultimately responsible for the nation's AIDS policy: President Ronald Reagan.

From the beginning, Reagan was in a very awkward position when it came to the AIDS

cnS1S. Because most of AIDS's early victims were gay, and because of the belief that only

homosexuals could contract the disease, there was a great deal of opposition among the nation's

conservatives to any sort of funding for AIDS research. Reagan himself was the nation's most

prominent conservative, and if he himself did not share the homophobia of his constituents, he

kept this belief to himself (White 2004). Many of Reagan's advisors were startlingly

unsympathetic to the plight of the nation's thousands of AIDS victims; his surgeon general, C.

Everett Koop, explained that Reagan's closest advisors "took the stand, 'They are only getting

what they justly deserve'" (White 2004). Koop, one of the most prominent and proactive

surgeons general in American history, was the lone exception: despite the White House's refusal

to allow him to participate in AIDS policy decisions, he was an outspoken advocate for funding

for AIDS research and education. In 1986, much to the consternation of the Reagan

administration, Koop published the "Surgeon General's Report on Acquired Immune Deficiency

Syndrome," the first government publication to address the epidemic ("The C. Everett Koop

Papers").

Reagan outraged many by maintaining complete silence on the subject of AIDS, even as

the disease killed thousands upon thousands of people. The medical establishment begged for

federal funding for AIDS research; without it, there was little hope for the development of an

effective treatment. While Reagan maintained his refusal to even mention the epidemic in public,

activists managed to convince sympathetic members of Congress, led by Representative Henry

Waxman of California, to include appropriations for AIDS research in the federal budget, and
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they were able to do so with some success (Shilts 1987: 187). In July 1983, a federal spending

bill that included $12 million for AIDS research was passed into law; Reagan made noises about

vetoing the entire spending bill if the AIDS funding was not removed, but, in the face of

overwhelming bipartisan support for the bill, thought better of doing so and allowed it to pass

(Shilts 1987: 328).

Eventually, public opinion concerning AIDS made a decisive shift away from Falwell

and Buchanan's hate-mongering, and in 1987, Reagan finally addressed the AIDS epidemic,

promising to dedicate federal resources to finding a cure. The motivations behind Reagan's shift

were complicated: though the general public was likely far less homophobic than many of those

close to Reagan, by 1987 it had become clear that AIDS was not confined to the gay and drug

using populations and was wreaking havoc among recipients of blood transfusions. Because

AIDS had reached the drug-free heterosexual population, the argument put forth by Falwell and

Buchanan - that AIDS was a righteous punishment for sinners - lost support even among the

religious right.

Once the federal government made a commitment to fight the AIDS epidemic, progress

was rapid. In 1987, the introduction of AZT meant that AIDS no longer had to be a death

sentence, and the gradual introduction of effective safe-sex education further strengthened the

public health establishment's efforts against AIDS (White 2004). AIDS never became as

widespread in the United States as it did in other countries: the highest infection rate, reached in

1993, was a mere .04% of the population, and by 1998 this rate had fallen to .017% (Steckel

2006).
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IV. AIDS Denialism

Among the most unusual dimensions of the global HIVIAIDS crisis has been the

emergence of a community of scientists, journalists, and others who, despite the preponderance

of scientific evidence to the contrary, believe that the HIV virus is not the cause of AIDS. These

"AIDS denialists" - who prefer the idea of resistance conjured by the phrase "AIDS dissidents"

- have been completely discredited by the scientific community, but have at times forced their

way into the mainstream consciousness.

The leader of this movement has long been the biologist Peter Duesberg, who was one of

the world's foremost cancer researchers in the 1970s. Duesberg was the first person to identify

an oncogene - a gene that can cause cancer - and was rewarded for his discovery with tenure at

the University of California at Berkeley and membership in the prestigious National Academy of

Sciences (Interlandi 2009). Shortly afterward, however, Duesberg made a decision that would

permanently redirect the course of his academic career. In 1987, he published "Retroviruses as

Carcinogens and Pathogens: Expectations and Reality," in which he made his radical claim,

writing, "[The] AIDS virus is not sufficient to cause AIDS, and [...] there is no evidence [... ]

that it is necessary for AIDS." (Duesberg 1987: 1199-1220). Duesberg's idea can be summarized

in its most popular form as follows: HIV is a harmless virus, and AIDS, rather than being caused

by the HIV virus - or, for that matter, any virus - is the result of malnutrition, recreational drug

use, and the very antiretroviral drugs that are used to treat it. This idea would become known as

the Duesberg Hypothesis.

The Duesberg Hypothesis was rejected by the international scientific community, which

pointed to the many studies that provide evidence contrary to the Hypothesis and the dearth of

supporting research; Duesberg has been accused of taking his evidence out of context and of
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misrepresenting the findings of other scientists' work. Over time, as Duesberg refused to

renounce his belief, his esteem in the academic community evaporated. But as his academic

standing withered, Duesberg's broader public profile grew. He became the face of the AIDS

denialist movement, appearing in the mass media and eventually publishing his magnum opus,

Inventing the AIDS Virus, in 1996.

Duesberg's rise to prominence attracted a legion of sympathizers and hangers-on. These

include the biologist Harvey Bialy, a minor academic, and Celia Farber, a journalist who has

written for such major magazines as Harper's, Rolling Stone, and Esquire. Bialy aimed to bring

AIDS denialism to a wider audience when he authored Oncogenes, Aneuploidy, and AIDS: A

Scientific Life and Times of Peter H. Duesberg, a gushing portrayal of Duesberg that lionizes

him as one of the few people with the courage to stand up against the institutionally enshrined

falsehood of HIV/AIDS.

Farber, a journalist with no formal scientific training, stumbled across the AIDS denialist

movement while writing a story about Duesberg; she has focused on the apparent fact that

questioning the science behind AIDS is something that is simply not allowed in the scientific

community. In an interview with Discover Magazine, Farber describes the scientific

establishment's vitriol towards anybody who questions the accepted scientific view of

HIV/AIDS:

At the time we [Farber and her colleagues] thought we were doing very
straightforward journalism, but there was an immediate powerful reaction. We
soon were made aware that we had touched across a major taboo. And the taboo
was to question any of the orthodox-any of what's called the catechisms of
AIDS. [... ] The [AIDS] paradigm has failed miserably on virtually all counts. So
the orthodoxy right now is particularly venomous and vicious against anybody
who is what they call an AIDS denialist. (Kruglinski 2006).
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Unlike Duesberg and Bialy, who have defended the science behind the Duesberg Hypothesis,

Farber, who has been called the mouthpiece of the denialist movement, simply defended their

right to question the dominant paradigm. In that sense she views herself less as a scientific

dissident and more as an advocate for freedom of discussion. Nevertheless, she has been

embraced by the AIDS denialist movement. The Semmelweis Society, which claims to advocate

for those "who are threatened by, or subjected to, malicious and improper (sham) peer review,"

honored Farber with its Clean Hands award for her work covering AIDS ("Mission and

Bylaws,,)6

The AIDS denialist movement has not only been discounted by the mainstream scientific

establishment; it has been ridiculed by a multitude of others as well. The South African scholar

Nicoli Nattrass, for example, in Mortal Combat: AIDS Denialism and the Struggle for

Antiretrovirals in South Africa, mocks the movement as "a collection of minor academics,

alternative therapists and somewhat paranoid and grandiose eccentrics" (Nattrass 2007: 2), a

characterization that has been echoed by countless others.

The denialist movement has not been without its own tragedies. Jody Wells, Huw

Christie, and Michael Baumgartner, the publishers of the denialist magazine Continuum and

tireless proponents of AIDS denialism, devoted their careers to questioning the HIV-AIDS

connection. They continued to do so until, in the grimmest of ironies, the magazine was forced to

cease publication when all three publishers passed away after lengthy battles with AIDS

(Kalichman 2009).

6 The Semmelweis Society is named for the Hungarian physician Ignaz Semmelweis, who recommended that
doctors wash their hands when delivering babies and who fell into obscurity because of his belief that a lack of
cleanliness was the cause of all disease; he succumbed to mental illness at a relatively young age and died in a
mental institution. The Semmelweis Society once wrote of Peter Duesberg that "not since the trials of Galileo and
Ignaz Semmelweis has a scientist been more of a threat to a corrupt scientific establishment" ("The Berkeley
Inquisition Exposed).
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Perhaps the most tragic story of an AIDS denialist is that of Christine Maggiore, an HIV

positive woman who founded an organization dedicated to promoting AIDS denialist ideas.

When Maggiore's daughter Eliza was born, she refused to avail herself of the medical techniques

designed to prevent the transmission of HIV from mother to child. Her daughter, who was

chronically ill, succumbed to illness and passed away at the age of three; an autopsy revealed

that her sickness was the result of an AIDS-related illness. Three years later, Ms. Maggiore

herself passed away; to the end, she was adamant that the HIV virus with which she was infected

was completely unrelated to her sickness (Kalichman 2009).

Though these are, admittedly, mere anecdotes, they speak to the sincerity of the AIDS

denialist movement. Wells, Christie, Baumgartner, and Maggiore are not the only people who

have denied the lethality of the HIV virus even as it caused their deaths. The motivations of the

movement's academic leaders, but the motivations of many of those who believe their ideas are

beyond reproach.

What does AIDS denialism have to do with the larger issues with which we are

concerned? We will see that this movement, which might have been a mere historical footnote

had it remained the purview of journalists and academics, had an impact that far exceeded these

narrow spheres. Next, we turn to the history of the AIDS epidemic in South Africa, where the

Duesberg Hypothesis shaped the fate of a nation.
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V. AIDS in South Africa

The AIDS epidemic in South Africa began in much the same way at it did in the United

States. In 1982, two gay white flight attendants living in South Africa who had recently visited

the United States tested positive for HIV; soon, AIDS spread among the white homosexual

population in Johannesburg, South Africa's largest city ("Avert.org"). South Africa, which, at

the time, was still racially segregated under apartheid, had leaders who did not believe that the

disease would spread beyond the white homosexual population, so it developed AIDS prevention

and education programs aimed solely at this group (Nattrass 2007: 38). This soon proved to be

inadequate: in 1987, the first case of AIDS in a black South African was recorded, and by 1991 it

had spread widely in the black population and had become more prevalent among the

heterosexual population than among the homosexual population ("Avert.org").

In the early 1990s, the AIDS epidemic began to develop into a serious public health

threat: from 1990 to 1992, the rate of infection in South African pregnant mothers nearly tripled,

going from 0.8% to 2.2% ("Avert.org"). This coincided with the dismantling of apartheid, a

singularly unstable moment in South African history. The racially segregated nation had long

been ruled by the all-white National Party, but, with negotiations to end apartheid underway, it

was clear that this arrangement was nearing its end and that the black African National Congress

(ANC), led by national hero Nelson Mandela, would soon be assuming power. White South

Africans were worried about what would happen under a black President, and the black

leadership of the ANC was preoccupied with readying themselves to step into a role that they

had dreamed of for decades. As Mark Gevisser writes in A Legacy of Liberation: Thabo Mbeki

and the Future of the South African Dream, "The [AIDS] epidemic struck at the very moment
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the ANC was preparing for power" (Gevisser 2009: 277). This awkward timing would ultimately

prove disastrous.

While South Africa's AIDS epidemic was still relatively new, other African nations were

already dealing with a full-blown epidemic. In 1986, 29% of Ugandans living in urban areas

were HIV-positive; by 1991, 30% of pregnant Ugandan women were HIV-positive (Hooper

1990). Botswana and Zimbabwe would see their infection rates skyrocket shortly thereafter

("Kaiser Family Foundation"), but South Africa seemed to remain relatively safe.

All that would soon change in devastating fashion. The 0.8% of pregnant women in

South Africa who were HIV-positive in 1990 had risen to 12.2% in 1996, and by the time Thabo

Mbeki succeeded Mandela as President, 25% of pregnant South African women were HIV

positive. By 2004, that number had risen to a whopping 30% and, even more alarmingly, the

death rate had quadrupled (Gevisser 2009: 276). Over a span of 15 years, South Africa went

from being relatively insulated from the horrors of the AIDS epidemic to having the greatest

number of AIDS-related deaths on the planet. The epidemic wreaked havoc on South African

society, too, shattering families and destroying the very fabric of communities. More than 1.5

million South African children have lost their parents to AIDS ("Country Progress Report on the

Declaration of Commitment on HIV/AIDS"), straining the extended families that often lack the

resources to properly care for these children.

In considering the reasons for South Africa's abrupt turn for the worse, it would be

dangerous to ignore the leadership of Mandela and Mbeki. First, as was mentioned earlier, the

AIDS epidemic came at a time when South Africa's leadership was preoccupied by their ascent

to power. The ANC had spent most of its existence as a resistance group: Mandela spent more

than two decades as a political prisoner, and his colleagues suffered varying degrees of
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persecution for belonging to an oppositional organization. Now, with apartheid coming to a

close, Mandela and Mbeki were focused on getting the ANC off to a strong start and building

confidence in the future of a black-ruled South Africa. Though both men understood the

importance of combating the AIDS crisis, it was not at the top of their agenda (Gevisser 2009:

276).

The second, but no less important, reason for the horror of the South African epidemic

was Thabo Mbeki's affinity for the AIDS denialist movement. Mbeki first learned about the

movement through its website, virusmyth.net; soon after discovering it, he asked an official in

the government's health ministry why he had not been told about the scientific tension over the

causes of AIDS. Mark Gevisser describes the exchange, writing, "When [the official] answered

that she did not think it necessary to inform him, as science had long ago resolved the matter, his

suspicions were confirmed;" this was all the proof he needed of the website's claims (2009: 283).

To Mbeki's inner skeptic, the fact that those beneath him had not seen fit to tell him of the

dispute was proof positive that a cover-up was underway.

Mbeki investigated the denialist movement further and became convinced that Duesberg

and his colleagues were on to something. In his opening speech at the 13th International AIDS

Conference in Durban, South Africa, he questioned the HIV-AIDS linkage and boldly declared

that poverty, not a virus, was responsible for South Africa's plague (Mbeki 2000). The response

from the scientists in attendance was clear: hundreds simply walked out while he was speaking

(Russell 2000). Six months later, Mbeki convened the Presidential AIDS Advisory Panel to

resolve this "dispute" in the scientific community. The panel was composed of both mainstream

scientists and AIDS denialists; among the denialists were Peter Duesberg and Harvey Bialy. The

panel was a disaster from the start. The mainstream scientists, who agreed to join in the hope that
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they could convince Mbeki that the science behind the dominant AIDS paradigm was sound,

were appalled by what they believed to be the recklessness of the denialist contingent, and they

refused to return for the second meeting of the panel (Gevisser 2009: 283). The result was again,

to Mbeki, proof that his suspicions were correct: such a disagreement was only possible if there

was something to this notion of a contested understanding of AIDS.

Mbeki's beliefs shaped his nation's health policy. He appointed Manto Tshabalala

Msimang to the post of health minister; she soon made headlines and drew international scorn by

denouncing antiretroviral medications like AZT as "poison" and instructing South Africans with

AIDS to treat their sickness by eating garlic and beetroot (Weber 2009). Mbeki's health ministry

repeatedly delayed the provision of antiretroviral drugs to those suffering from AIDS and refused

to develop a safe-sex education campaign (Gevisser 2009: 341). In 2007, he fired Nozizwe

Madlala-Routledge, a deputy health minister who had been instrumental in the attempted

creation of these programs; in the process, Mbeki put the nation's response to the epidemic

solely in the hands of people who refused to provide medication (LaFraniere 2007).

It was in this context that South Africa's AIDS crisis became a true human catastrophe:

Mbeki's policies carried a tremendous human toll. According to one study, Mbeki's refusal to

create an effective AIDS prevention and treatment regime caused 365,000 otherwise avoidable

deaths (Dugger 2008). In 2008, Mbeki lost a power struggle with his political rival Jacob Zuma,

received a vote of no confidence from his party, and was forced to resign. Since then, South

Africa has slowly put together the kind of public health regime that, though it could not have

completely averted of the AIDS epidemic, might have slowed it. Tshabalala-Msimang was

removed by Mbeki's immediate successor, Kgaleme Motlanthe (Weber), and the final remnants

of Mbeki's disastrous AIDS policy were dismantled. Though South Africa is now fighting the
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epidemic with modern resources, its HIV/AIDS epidemic remains among the world's worst

("South Africa Country Situation"): the damage wrought by the AIDS epidemic will take years

to be undone.
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Chapter Two: The Popular Imagination

"Am I fearing AIDS? Oh yeah, sure, who isn't? But you know, you gotta live your life."

-Elaine Benes, Seinfeld

Throughout history, disease - and, more specifically, epidemic disease - has occupied a

special place in the human imagination. From leprosy in Biblical times to cholera in the 1800s to

AIDS today, people have been at once terrified, mystified, repulsed, and fascinated by the power

of epidemics to create misery, death, and destruction.

AIDS, the most recent such epidemic, has carved out its own place in the popular

imagination. It has become a myth and a source of fear, a stigmatizing label and a marker of

deviant sexuality. In this chapter, we will see how these intangible dimensions of the epidemic

shaped the popular definition of HIVIAIDS. The AIDS epidemic has manifested itself in a

variety of forms: it is at once a mythical force, a source of primordial terror, a source of stigma,

and a uniquely sexual - and therefore moral - epidemic, and the manifestation of these forms has

contributed to the creation of the popular reality of the epidemic in both the United States and

South Africa.
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I. Whispers

Shortly after AIDS first appeared in the gay population in San Francisco, people began to

whisper. Gay men whispered about a mysterious plague, spread by mysterious people, that was

killing so many of them in such painful fashion. Evangelical and social conservatives whispered

that the gays were getting what they deserved, that this is what happened to people who spurned

the straight and narrow path. Doctors whispered about the deadly potential of the disease and

whether or not a cure could be found in time to prevent death on a massive scale. And the men

lying in hospital beds, covered in painful sores and running out of hope, whispered, "What is

going to happen to me?"

Eventually, each of these whispers would turn into a roar. But in each of these whispers,

we see the genesis of HIV/AIDS as a myth7 This myth has been shaped and reshaped, and, at

times, the course of the epidemic has been virtually indistinguishable from the course of this

myth's evolution. The myth has many dimensions: a labeling of the HIV-positive infected

population as immoral, a personal stigmatization of those infected with AIDS, an assumption of

sexual deviance in HIV-positive adults, and - in what is perhaps the most personal and

immediate aspect of the epidemic - a special terror in those who come face-to-face with the

disease.

7 It is important to distinguish the conceptualization of the AIDS myth used here from that of the AIDS denialist
community. When they speak of the "AIDS myth" - and that is their term of choice to describe the AIDS
establishment - they use "myth" to mean falsehood. I use "myth" in the sense of a Greek myth (that is, as in the
word "mythical"): to connote an allegory or a fable. Defined in this way, a myth is an exaggerated story that is an
attempt to understand a complicated an inexplicable truth.
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II. Social Labeling

We begin with the notion of HlV/AIDS as a kind of metaphor. The theorist Susan

Sontag, in Illness as Metaphor, explored the idea that a disease can attain a metaphorical

dimension. Sontag's central argument is that the institutions that deal with disease distort the

truth of illness by wrapping it in metaphors that have nothing to do with being ill. This often

works to the detriment of the ill person, as these metaphors shroud the reality of illness and

needlessly make disease mysterious and terrifying. Illness as Metaphor, which Sontag wrote

after surviving breast cancer and experiencing the medical establishment firsthand, is an

invaluable meditation on the metaphorical aspects of disease.

Sontag begins by tracing societal perceptions of disease throughout history. She begins in

antiquity, where "the speculations of the ancient world made disease most often an instrument of

divine wrath" (Sontag 1989: 39). This belief appeared in ancient Greece: the Greeks conceived

of disease as the work of the Gods, but they did not always believe that disease was necessarily

punitive. Sontag writes of disease's portrayal in the ancient Greek epics:

Disease occurs in the Iliad and the Odyssey as supernatural punishment, as
demonic possession, and as the result of natural causes. For the Greeks, disease
could be gratuitous or it could be deserved (for a personal fault, a collective
transgression, or a crime of one's ancestors) (Sontag 1989: 43).

In other words, disease - which the Greeks did not believe to be a biological phenomenon -

could be part of the natural order of things, or it could be divine retribution for wrongdoing. This

conception, despite its age, echoes in conceptions of disease up to the present day.

Centuries after the ancient Greeks faded into history, Christianity came to dominate the

way in which Western civilization considered the world. Christianity assigned to disease, as it

did to nearly everything, a completely moral dimension. Sontag writes that the Church "imposed

more moralized notions of disease, [and] a closer fit between disease and "victim" eventually
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evolved. The idea of disease as punishment yielded the idea that a disease could be a particularly

appropriate and just punishment" (Sontag 1989: 43).

Today, of course, scientists understand that disease is a biological phenomenon, and it is

clear that becoming ill can be understood without recourse to stories of divine wrath.

Nevertheless, one of the key incarnations of disease as metaphor has persisted: the notion that a

society wracked with disease is somehow metaphorically reaping the fruits of its sins. This

thread, which continues to the present day, dates at least as far back as Biblical times. In the

book of Samuel, when the sacred Ark of the Covenant is stolen, the Lord decides becomes angry

at those have wrongly kept it. For punishment, he chooses to afflict them with tumors (l Samuel

5:6-12).

The same pattern of thought appeared during the early 1800s cholera outbreak. Shortly

before the epidemic reached the United States, the governor of New York opined that "an

infinitely wise and just God has seen fit to employ pestilence as one means of scourging the

human race for their sins of uncleanliness and temperance" (Rosenberg 1962: 41-43). After

cholera arrived in New York City, one newspaper writer hypothesized that a life of sin left a

person especially susceptible to cholera, writing, "The broken down constitutions of these

miserable creatures perish almost instantly on attack, [... ] but the business part of our population,

in general, appear to be in perfect health and security" (Rosenberg 1962: 41-43).

Cholera in the United States was also assigned a more secular morality. As cholera tore

through Europe, Americans took comfort in the fact that Europe's aristocratic wealth and

destitute poverty - and with them the sins that were believed to be the province of these groups -

were absent in the United States. Charles Rosenberg, in The Cholera Years, writes that:

Americans fearful of cholera in the spring of 1832 were encouraged by the
reflection that there was little real poverty in the United States ... [Many believed
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that] the vices which predisposed to cholera were characteristic in Europe of both
the very highest and lowest classes. America, which has few of either, seemed to
have little to fear. "The middle and respectable ranks," to which the great mass of
Americans belonged, were the "most sober and temperate" of classes, and would,
accordingly, escape though both high and low be swept away (1962: 55-56).

In other words, unacceptably inequitable and unrighteous societies were the ones that cholera

would obliterate. Sontag makes a similar observation about the types of societies that people

have believed to be the targets of disease, writing, "illnesses have always been used as metaphors

to enliven charges that a society was corrupt or unjust" (Sontag 1989: 72).

This moral posturing was no doubt facilitated by the lack of accurate information about

cholera available to the general public. A life of intemperance does not, in reality, predispose one

to infection, nor do the vices that were, in the public imagination, connected to extreme wealth

and extreme poverty. Cholera is spread only through contaminated food and water ("Cholera"),

and the poor are thus more likely to contract cholera than are the upper classes, as the poor have

historically had little access to clean food and water. But in 1832, this fact was all but unknown

to the general population, so the notion that cholera somehow only targeted sinners seemed

thoroughly credible.

This historical perspective illustrates the ways in which disease can be cast as an

appropriate fate for a flawed society: it can be represented as a divine punishment for iniquity, or

it can painted as the natural consequence of societal flaws. In either case, such a reading of

disease can label a population affected by disease as somehow deficient. These same themes

appeared in the AIDS epidemic, and such an accusation of collective inadequacy was the basis

for the mistreatment of the HIV-positive population in both the United States and South Africa.

In the United States, some conservatives used the AIDS epidemic to vilify the gay community

that became the epidemic's ground zero, while in South Africa, AIDS was taken to provide
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confirmation of the prevailing stereotype of black Africans as uncivilized barbarians. In both

cases, HIV/AIDS was used to give credence to a preexisting bias. In the United States, that

preexisting bias was homophobia; in South Africa, it was racism.

When HIV/AIDS first gained recognition as a new disease in the United States, the

national climate was not one in which the gay population was embraced. President Reagan was a

social conservative who entertained a significant anti-gay element within his inner circle, and,

though the general population was by no means as strongly anti-gay as some of Reagan's

advisors, the lack of public outcry over Reagan's foot-dragging and ambivalence towards

supporting HIV/AIDS research spoke volumes about the extent to which the public was

concerned about the gay population.

Shortly after the recognition of HIV/AIDS as a serious threat to public health, the public

discussion about the epidemic began to assume the same tone as the public discussion about

cholera 150 years earlier. Pat Buchanan wrote a column denouncing the gay community for

using their plague to kill hemophiliacs, blood-transfusion recipients, and children (Shilts 1987:

312), and Falwell continued to denounce the epidemic as a consequence of the gay community's

moral degeneracy (Shilts 1987: 347-8).

The success of this fear-mongering was III large part a result of a lack of good

information about the disease: in its early years, even after Drs. Gallo and Montagnier isolated

the HIV virus, it was not clear how AIDS was spread. The American Medical Association

(AMA) issued a press release in May of 1983 announcing entitled "Evidence Suggests that

Household Contact may Transmit AIDS," and Dr. Anthony Fauci of the National Institutes of

Health was quoted expressing concern for what would happen to the epidemic if AIDS were able

to be spread by "routine personal contact" (Shilts 1987: 299-300). The AMA's suggestion would
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prove to be false, but it contributed to an atmosphere of panic in which assigning a moral label to

the epidemic seemed reasonable.

This moral discourse was also a new manifestation of old beliefs. The anti-gay sentiment

that Buchanan, Falwell, and others preached so vociferously was not the product of the AIDS

epidemic; rather, it was the same refrain that they had preached for years and would continue to

preach long after anti-gay rhetoric related to the subject of HIV/AIDS had become

unfashionable. This discourse of homosexual immorality did not arise as a mechanism for

explaining the epidemic; instead, HIV/AIDS only "gave new fuel to old prejudices" (Shilts 1987:

322)8

Just as in the United States, the South African epidemic was marshaled as evidence of the

accuracy of a prevailing prejudice. Unlike in the United States, however, it was marshaled not in

support of homophobia, but of racism. More specifically, it was used to give support to the

Western belief that black Africans were somehow backwards and barbaric.

The stereotype of Africa as a backwards continent has its roots in colonial times, when

white Europeans ruled over African lands. Colonial rulers varied in their treatment of native

Africans, but they shared the belief that Africans were a backwards race in need of civilizing.

Later, when South Africa would come under apartheid rule, racism was institutionalized in an

unprecedented way: white Afrikaaners were established as first-class citizens, while blacks were

denied even the most basic rights, and this colonial-era segregation would become an official

national policy until 1994. Even with the elimination of apartheid, though, the stereotype of the

uncivilized and barbaric African persisted in the Western world. This stereotype was famously

mocked by the American boxer Muhammad Ali when, before his legendary "Rumble in the

8 We will return to this issue and discuss at greater length the anti-gay sentiment that bubbled to the surface during
the early years of the AIDS epidemic.
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Jungle" with George Frazier in Uganda, he met local Ugandan children and facetiously asked

them if they still lived in trees (Hunter 2003: 53).

This racist stereotype has been pervasive in the popular perception of the South African

AIDS epidemic. Susan Hunter, in Black Death: AIDS in Africa, cites South African scholar

Karen Jochelson, who contends that "AIDS aggravates an already dim view of Africa's reality

and potential, an image of Africa perpetrated since colonial days 'as a sick and dying continent,

harbouring deadly disease and inhabited by an essentially promiscuous people who are part of a

dangerous, wild, natural world and bound by primitive traditions and superstitions'" (Hunter

2003: 53). This stereotype, of course, predates HIV/AIDS, but the fact that HIV/AIDS has

wrought devastation in Africa that far exceeds its effects anywhere else has only contributed to

the stereotype's perpetuation.

The apparent confirmation of racist stereotypes is exacerbated by the scientific belief that

the disease originated in Africa. This belief, coupled with racial stereotypes, creates the story that

AIDS was born in the uncivilized, animalistic jungles of Africa and then found its way to more

civilized places. Sontag writes, "Africans who detect racist stereotypes in much of the

speculation about the geographic ongm of HIV/AIDS are not wrong... The subliminal

connection made to notions about a primitive past ... cannot help but activate a familiar set of

stereotypes about animality, sexual license, and blacks" (Sontag 1989: 139).

In both the United States and South Africa, then, HIV/AIDS, like cholera before it, has

been used to lend credence to popular stereotypes of the infected populations: that gays in the

United States were immoral, and that blacks in South Africa were barbaric. A similar effect took

place on a personal level in both nations, as people with HIV/AIDS were stigmatized and found

themselves the victims of scorn and hatred. We now turn to an examination of this personal
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III. Stigma

We begin our exploration of personal stigma with the work of the sociologist Erving

Goffman. Goffman's 1963 book Stigma: Notes on the Management of Spoiled Identity, has

become the seminal sociological work on the subject of personal labeling. In Stigma, he presents

a theoretical framework for explaining the experiences of people whose personal attributes

diverge from what is considered to be "norma!."

Goffman begins by noting that the history of the word "stigma" offers a glimpse into the

term's modern meaning. In ancient Greece, the word denoted "bodily signs designed to expose

something unusual and bad about the moral status of the signifier. The signs were cut or burnt

into to body and advertised that the bearer was a slave, a criminal, or a traitor -- a blemished

person, ritually polluted, to be avoided, especially in public places." Later, in Christian times,

stigma would refer to outward symptoms of a physical disorder (Goffman 1962: 1-3). The irony,

Goffman observes, is that though we have long ceased branding our outcasts, the modern

meaning of the word is similar to what it was for the Greeks: a stigmatized person is one who

bears a marker of some flaw.

Goffman's primary concern is with the ways in which society responds to stigmatized

people9 Stigmatized people - those who are physically disabled, those who have suffered from

mental illness, those who are forced to live as petty criminals and prostitutes, and others - must

navigate a uniquely marginal place in modern society: they are visibly different from others and

thus often find themselves unable to fully partake in social life. He writes:

In [the case of every type] of stigma...] the same sociological features are found:
an individual who might have been received easily in ordinary social intercourse
possesses a trait that can obtrude itself upon attention and turn those of us whom

9 Much of Goffman's work is dedicated to a detailed listing of the various techniques that stigmatized individuals
have apparently employed to deal with society, but we are more concerned with the manifestations of stigma than
with its amelioration.
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he meets away from him, breaking the claim that his other attributes have on us.
He possesses a stigma, an undesired differentness from what we had anticipated
(Goffman 1963: 4-5).

These defects vary in size and scope, but all have the same effect: the stigmatized person is

perceived to be not quite the same as the rest of his fellow men and women, and when other

people notice the difference, they respond to the stigmatized person differently than they respond

to stigma-free people. Goffman does not pass judgment on this process, but most it seems to be

an almost purely negative one.

The sources of stigma that Goffman discusses are primarily permanent physical

conditions like blindness. lO These conditions are largely incurable, and their severity neither

increases nor decreases with time (for example, a person does not usually become blinder or less

deaf). This distinguishes them from severe diseases like HIV/AIDS. The personal stigma of HIV

infection has two additional sources: the potential to spread the disease and the potential to die

from it. People may react uncomfortably to a blind man or a woman who has lost an arm, but

their reaction to someone carrying a deadly disease is drastically different, and this difference is

central to the personal stigmatization of people living with HIV/AIDS. First, unlike the blind

man, the sick man may have the potential to transmit his disease to anyone with whom he comes

into contact. Although AIDS cannot be transmitted via casual contact, popular misconceptions

have often run to the contrary. Second, unlike the blind man, the man with the deadly disease is

engaged in a fight that is quite literally a matter of life and death, and thus may appear even more

unusual - and hence even more stigmatized - to the "normal" person.

The stigmatization of those suffering from HIV/AIDS in the United States began in the

earliest years of the epidemic. The lack of information about the disease made people with

10 Goffman also discusses deviance - that is, voluntary behavior that diverges from societal expectations. We set this
aside for the time being but will return to it when we discuss sexuality.



38

HIV/AIDS mysterious and, in the public imagination, deadly. Once the outbreak became widely

known, people responded to those with HIV/AIDS as if they were radioactive. Members of one

San Francisco jury who were placed on a jury with an HIV-positive man wrote a note to their

judge asking that they not be force to share the jury box with "an admitted victim of a fatal

disease"; police officers in New York insisted on wearing surgical masks when arresting a man

with AIDS; and two nurses in San Jose chose to quit their jobs rather treat an AIDS patient and

risk infection (Shilts 1987: 320-323). None of this was done with malice intended towards the

people with AIDS; rather, the stigma of having AIDS in the earliest years of the epidemic

stemmed almost entirely from the belief that the disease was easily transmissible. This falsehood

proved surprisingly hard to quash: as late as 1992, after the NBA star Magic Johnson announced

that he was HIV-positive, many players were afraid to touch him for fear of being exposed to the

disease (Kaufman 2009).

Eventually, the stigmatization of HIV/AIDS patients in the United States faded. Many

prominent and beloved people contracted AIDS, and many died. The tennis star Arthur Ashe

died after contracting HIV from a contaminated blood transfusion; the Hollywood star Rock

Hudson, the first major celebrity to publicly disclose his struggle with HIV/AIDS, died from the

disease; the writer Isaac Asimov died after contracting HIV from contaminated blood during

heart surgery; the diver Greg Louganis made public both his homosexuality and his HIV

infection. The list goes on, and, eventually, most Americans came to accept HIV/AIDS as a

normal, if tragic, part of the order of things. AIDS has never completely shed its connection with

stigmatized homosexuality or, more generally, with sexual promiscuity, but American mores

have shifted enough the most common reaction to AIDS victims is not fear or hostility but
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compassion. 11

In South Africa, the stigmatization of those with the disease has been and remains

widespread, and it has only begun to fade where antiretroviral treatment is widely available. The

type of misinformation that enabled Buchanan and Falwell's fear-mongering in the United States

remains pervasive there, and people with HIV/AIDS in South Africa are often treated as if they

are somehow unclean. HIV/AIDS patients report being made to use separate toilets, eat with

separate dining utensils, and wash themselves outdoors. HIV-positive children have been

prohibited from attending school, and AIDS victims have even been beaten or exiled after their

condition became public knowledge (Timberg 2005). Throughout Africa, people with HIV/AIDS

are often referred to simply as "fear" (Schott 2009).

How can we understand the American and South African responses to those suffering

from HIV/AIDS? Why do the differences between AIDS victims and the subjects of Goffman's

inquiry add such vitriol to people's reactions? The reasons for this are twofold. First,

misconceptions about the disease - as we saw earlier - make it out to be more of a threat than it

actually is, and people respond with fear and anger towards those that they believe are vectors

for a lethal disease. Second, because acquisition of the disease is often perceived to be the result

of some sort of reckless activity, HIV/AIDS patients are often assigned a degree of blame that

the disabled are not.

The two most common misconceptions about HIV/AIDS are that 1.) HIV is

communicable through casual person-to-person contact, and 2.) AIDS is always fatal.

Communicable diseases almost always convey a significant level of stigma, as people with an

easily communicable disease pose a real health threat to those around them (Herek 1999: 3).

11 There are, of course, exceptions to this. Tragic stories persist of HIV-positive adults being shunned by their
friends and families (Blumenthal and Shive 2008).
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Though AIDS is not actually such a disease, it is easily communicable in the minds of many

South Africans with HIV-positive friends and family, and, as a result, its scientific reality is

trumped by the alternative reality of the public imagination.

The belief that AIDS is always fatal has its roots in fact: absent antiretroviral treatment,

AIDS is almost always eventually fatal. But with the advent of effective medication, it is now

only a death sentence for those who do not receive access to medical care. But the erroneous

belief that AIDS always kills is more dangerous than it might otherwise seem; research has

shown that diseases that are perceived to be fatal carry far more stigma than those that are not

(Engelhard and Pangman 2010: 11).

So far in our discussion of stigma, we have ignored the sexual aspect of the HIV/AIDS

epidemic. This aspect is far from insignificant; indeed, it may be the most significant feature of

the epidemic. We now turn to a discussion ofthis sexual component of HIV/AIDS.
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IV. Sexual Stigma

This stigmatizing function of the AIDS myth draws much of its strength from the facet of

the disease that most distinguishes it from the roster of other infectious diseases: its mode of

transmission. As has been previously noted, HIVIAIDS can be spread through intravenous drug

use and contact with contaminated blood, but its most common mode of transmission is sexual

contact, and it is thus known first and foremost as a sexually transmitted disease. We have

already discussed the stigma that comes from being infected with a potentially fatal disease;

now, we discuss the stigma that comes from being infected with a potentially fatal sexually

transmitted disease.

HIV/AIDS's connection to sexual activity - and, in its early years, homosexual activity-

connects AIDS to the discourses of shame and deviance that have attached themselves to modern

sexuality. In exploring this issue further, it is necessary to separate the stigmatization of

homosexuality from the stigmatization of unrestrained sexuality more generally. We begin with a

discussion of the stigmatization of homosexuality.

Goffman devotes part of Stigma to people who differ from the "normal" population not in

physical characteristics but in behavior; such people are considered to be deviant. 12 Deviance

differs from physical stigma in that, unlike a permanent physical attribute, deviant behaviors are

voluntary. Such behavior includes criminality, alcoholism, drug addiction, and - in Goffman's

typology at least - homosexuality.13 While sexual orientation is not a decision, many who

disapprove of homosexuality see a degree of intentionality in the living of a homosexual

lifestyle.

12 In this usage, the word "deviant" is a neutral term, describing behavior that is not necessarily good or bad but
simply different from some social norm.

13 Goffman believed that identity was a performative endeavor, and accordingly seems to also believe that sexual
orientation is, at some level, a choice. Such a question is well beyond the scope of this paper, but I follow the
modern consensus and work from the premise that this is not so.
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For an example of the way in which homosexuality is viewed by a large portion of the

population, we need look no further than Stigma itself. Goffman lists what he considers to be the

most common deviant characters:

Prostitutes, drug addicts, delinquents, criminals, jazz mUSICIans, bohemians,
gypsies, carnival workers, hobos, winos, show people, full time gamblers, beach
dwellers, homosexuals, and the urban unrepentant poor-these would be
included. These are the folk who are considered to be engaged in some kind of
collective denial of the social order. They are perceived as failing to use available
opportunity for advancement in the various approved runways of society; they
show open disrespect for their betters; they lack piety; they represent failures in
the motivational scheme of society (Goffman 1963: 144).

The very fact that a prominent sociologist could include homosexuality in the same list as drug

addicts, criminals, and the "unrepentant poor," coupled with the very fact that we have a word

("homophobic") to describe those who are prejudiced against homosexuals, says perhaps all that

needs to be said about the way in which homosexuals are perceived by a certain segment of the

general public. To be homosexual, then, is to possess a stigmatized identity. We have already

seen how, in the United States, HIV/AIDS was cited as support for an anti-gay agenda. But

HIV/AIDS can also stigmatize a gay individual.

HIV/AIDS confers stigma when it makes public an aspect of a person's sexual identity

that he or she may have wished to keep secret. Sontag argues that being identified as HIV-

positive is tantamount to being unmasked: she writes, "to get AIDS is precisely to be revealed, in

the majority of cases so far, as a member of a certain 'risk group,' a community of pariahs. The

illness flushes out an identity that might have remained hidden from neighbors, jobmates, family,

friends" (1963: 112-113). In the early years of the epidemic, this risk group was, of course, the

homosexual population. More specifically, it was - or at least was popularly believed to be - the

promiscuous homosexual population, which, in the eyes of many, made it even more worthy of

scorn.
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Of course, though HIVIAIDS has since spread into the heterosexual population, it has not

shed its sexually-based stigma. Instead, this stigma has followed AIDS, and the sexual behaviors

through which a person can contract AIDS have come to be stigmatized in much the same way

as homosexuality.

Michel Foucault, in The History of Sexuality, traces the evolution of the discourse of

sexuality and examines the nature of sexuality in modernity. He notes that in the modern age,

sexuality has become identified with baseness: there has occurred "An [...] evolution [that]

tended to make the flesh into the root of all evil, shifting the most important moment of

transgression from the act itself to the stirrings - so difficult to perceive and formulate - of

desire" (Foucault 19-20). It is not, then, the act of sex itself that has been stigmatized, but the

sexual urge. This is exactly the aspect most commonly associated with HIV/AIDS.

The two sexual behaviors that are most closely associated with HIV/AIDS are

unprotected sex and sexual promiscuity, and each of these is, in turn, associated with an inability

to control one's sexuality. The risks of unprotected sex have always included unwanted

pregnancy and the spread of sexually transmitted diseases, but HIVIAIDS was the first sexually

transmitted disease that was both truly lethal and incurable, and its appearance assigned to

unprotected sex an entirely new level of risk14 Similarly, HIVIAIDS made the potential to

acquire a fatal disease a consequence of sexual promiscuity. In the popular imagination, the

tremendous risks associated with the sexual practices through which HIV is transmitted meant

that the only people who would partake in them - and, consequently, the only people who could

contract HIV/AIDS - were those unable to control their sexuality.

Sontag takes this argument a step further and argues that becoming infected with

14 Syphilis was the first widespread and fatal sexually transmitted disease, but treatments for syphilis have existed
since the early 19008, and penicillin has been known to be a complete cure for the disease since its discovery in
1928. AIDS is distinguished by the fact that, in the era of antibiotics, no cure exists.
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HIV/AIDS signifies more than such an inability to control oneself; it signifies a certain baseness,

a taste for perversity. She writes, "The unsafe behavior that produces HIV/AIDS is judged to be

more than just weakness. It is indulgence, delinquency - [an] addiction to... sex regarded as

deviant" (Sontag 1989: 113). Hunter echoes this sentiment when she summarizes the perception

of those who contract HIV/AIDS throughout Africa, saying, "Getting the disease through a

sexual practice is thought to be... willful, therefore [deserving of] blame (Sontag 1989: 114).

Becoming infected with a sexually transmitted disease - and, more specifically, a potentially

fatal sexually transmitted disease like HIV/AIDS - is thus a reflection of an inherent quality of

the HIV/AIDS victim. A person with HIV/AIDS is recognized as having engaged in risky sex,

and thus as having willfully refused to control his or her sexual urges. This marks the person as

deviant,15 and thus as possessing a very significant stigma.

We see the connection of HIV/AIDS to homophobia in the South African HIV/AIDS

epidemic. In South Africa, efforts to educate the gay population about the risks of HIV/AIDS

have failed miserably for a simple reason: the stigma of being gay - and, even worse, of being

gay and HIV-positive - make it very difficult to even identify the men who should be the targets

of these programs (Lindow 2008). Further, in nearby African countries, HIV/AIDS activists who

target any of their programs at gays are often threatened by homophobic national governments

(Melloy 2010).

South Africa has also seen stigma attached to the heterosexual mode of transmission of

the HIV/AIDS epidemic. Mark Gevisser observes that "what made AIDS even more difficult to

deal with was the particular way that stigma around it had rooted in South Africa ... where there

was ... a perception - nonexistent in the rest of sub-Saharan Africa - that AIDS was a function

not just of promiscuity but of deviancy,' too" (Gevisser 2009: 277).

15 When the word "deviant" is used as in the phrase "sexual deviant," the speaker is making a value judgment.
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V. Terror

Finally, we come to the element of the HIV/AIDS myth that is most immediate for those

suffering from the disease and those close to them: the terror inspired by the disease's lethality.

When a person learns that he or she is HIV positive, and especially when he or she learns that he

or she has full-blown AIDS, he or she must face the very real possibility that he or she will die.

Especially among people who do not have access to medical treatment, this reality, perhaps more

than any collective or personal stigmatization, is the defining aspect of the HIV/AIDS epidemic.

HIV/AIDS's ability to kill is not altogether different from cancer or any other often-fatal

disease, but in its early years in the United States, HIV/AIDS was seemingly untreatable by

modern medicine and thus represented certain death. Despite the medical advances since this

first appearance, HIV/AIDS often remains a death sentence in poor areas like the slums of South

Africa when antiretroviral treatment is unavailable. Such a potential fate can be horribly

depressing; Sontag recalls her own experience with cancer and writes, "As long as a particular

disease is treated as an evil, invincible predator, not just a disease, most people [suffering from

it] will indeed be demoralized by learning what disease they have" (Sontag 1989: 7).

In the United States, where AIDS is now readily treatable by the medical establishment

AIDS may be "just a disease." But in South Africa, where access to effective antiretroviral

treatment is sporadic, this is not so. A popular South African euphemism for having HIV/AIDS

in is to say that a person is ''tracking''; this is an abbreviated form of "God is tracking [him or

her]," and is meant to suggest the way in which the government tracks and recovers stolen

vehicles. The insinuation is that the person with HIV/AIDS will soon be reclaimed by God

(Schott 2009).
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Chapter Three: AIDS and the State

Question: Larry, does the President have any reaction to the announcement - the

Centers for Disease Control in Atlanta, that AIDS is now an epidemic and have

over 600 cases?

MR. SPEAKES: What's AIDS?

Question: Over a third of them have died. It's known as "gay plague." (Laughter.)

No, it is. I mean it's a pretty serious thing that one in every three people that get

this have died. And I wondered if the President is aware of it?

MR. SPEAKES: I don't have it. Do you? (Laughter.)

-Transcript of a press briefing with Larry Speakes, press

secretary to Ronald Reagan

In any nation facing a serious public health crisis, a strong and well-designed government

response is critical. The government has the most money to provide medication and sponsor

medical research, and as such it provides the medical line of first defense; likewise, it is the voice

to which people listen in times of crisis, and as such is the one that can set the tone for the

discourse surrounding the epidemic. When AIDS first became recognized as a threat to public

health in the United States, it is to the government that many looked for guidance; likewise,

when AIDS appeared in South Africa, most believed that the government would take care of the

situation. But in neither country did the government understand what it would take to combat the

epidemic, and neither government assembled an adequate public health response. As a result,

neither nation was able to halt the epidemic at its outset. These lacking government responses set

the tone for what was to come.
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In both nations, the initial government response to the epidemic was inadequate, but the

forces at work in shaping each nation's shortcomings were very different. In the United States,

the government response was lacking because it was shaped by the social understanding that had

sprung up around the AIDS epidemic - an understanding that was incompatible with the goals of

government policy - and completely neglected the epidemic's scientific reality. In South Africa,

the government also failed to address the social reality of the disease, and as a result allowed

AIDS victims to be mistreated, at times severely, but its most startling failing was its embrace of

junk science and its resulting failure to sponsor an AIDS treatment program that could actually

have slowed or stopped the spread ofthe disease.

While both shortcomings were regrettable and ultimately destructive, a major distinction

must be drawn between the two nations. The failings of the United States government simply

tapped into widespread popular beliefs during a time when reliable scientific information about

the AIDS epidemic did not yet exist; President Reagan and his colleagues did not create these

circumstances, but they did fail to separate popular beliefs - and their own beliefs - from

objective science. The failings of the South African government, however, were based on a

fringe movement with virtually no popular support, ignoring a wealth of scientific information

that might have changed the course of the epidemic. President Mbeki and his colleagues did not

tap into widely understood conceptions; rather, they sought out things that almost nobody else

believed and made them the centerpiece ofthe nation's response.

Of course, it is impossible to separate the actions of a government from the actions of that

government's leaders. Policies neither write nor implement themselves, so in attributing credit or

blame for a government response it is important to keep in mind the architects of that response.

Ronald Reagan, Thabo Mbeki, and the men and women they entrusted with crafting their
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respective nations' AIDS policies were not mere conduits through which a mistaken social

understanding or junk sCIence became active; rather, they exerted their individual agency

through the mechanisms of government and are, for better or worse, responsible for the policies

they created.
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I. AIDS and the United States

We have already discussed the social construction of the AIDS epidemic in considerable

depth: we have seen that AIDS can affix a stigma to an HIV-positive person, not least of all

because of its sexual component, and that having AIDS can cause others to view a person as

somehow dangerous, immoral, or deviant. When the AIDS epidemic first emerged in the United

States, another, more direct form of stigmatization also took place. AIDS, as it did in many other

countries, first appeared in the homosexual population in the United States, but it did so at a time

when homophobia was widespread among the general American population. As a result, the

connotation of risky sexuality that AIDS often conferred was conferred onto a gay population

that was already subjected to insinuations of sin and immorality. This double effect did

exacerbate the stigmatization of gays, but much more importantly, it was taken to justify it. Many

of those who already believed in the immorality of homosexuality saw AIDS - a disease that, as

far as anybody knew, was restricted to the gay population - as a just punishment for a group of

sinners, and a punishment the likes of which no properly moral population would be singled out

to receive.

Such a conclusion was possible because of the religious tendencies of a large segment of

the homophobic American population. President Ronald Reagan and many of his closest

advisors were devout Christians; indeed, the Evangelical minister Jerry Falwell and his Moral

Majority, a widely popular religious organization that sought to restore the moral values that had

ostensibly been lost in American life, had supported Reagan's election. Though homophobia and

Evangelical Christianity need not walk hand in hand, the particular brand of Christianity

preached by Rev. Falwell made liberal use of homophobic ideology and cast homosexuals as one

of the primary sources of immorality in modern America.
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In such a religious discourse, the notion of divine punishment fit quite naturally. While a

secular view of AIDS could have attached the sort of stigma to AIDS victims that was discussed

in Chapter 2 (that is, the idea of AIDS as a marker of contagion or of sexual deviance), only a

religious view of the disease could have cast the emergence of AIDS a confirmation that

homosexuals were living in sin. The religious right did just that: Falwell railed against AIDS as a

divine scourge of the gay population, and he was joined by the other leading lights of the

evangelical movement, including Pat Buchanan, a close advisor to President Reagan.

The leap from this groundswell of homophobic anti-AIDS sentiment to an anti-AIDS

government policy was not a major one. Reagan had been elected thanks to evangelical support,

and he was sympathetic to the beliefs of Falwell and his Moral Majority. Once AIDS became a

major public health concern and the evangelical establishment came down against those with the

disease, it was only a matter of time before official government policy followed suit.

Reagan's official AIDS policy was actually no policy at all. From 1981, when AIDS first

came to doctors' attention, to the beginning of 1986, when it had killed almost 14,000

Americans, ("Aegis.com"), Reagan refused to even say the word "AIDS" in public. He refused

to craft policy responses addressing it or direct funding to it, and he acted as if, for all intents and

purposes, the epidemic did not exist. Because the government is the largest source of funding for

basic scientific research, this meant that little research toward developing a treatment for AIDS

could take place. And because physicians looked to the government's medical establishment for

guidance in dealing with the disease, they were left to their own individual judgment in deciding

how to deal with their patients.

Eventually, of course, sanity was restored, and the US government implemented policies

that both funded research and gave adequate guidance to American physicians. This took place
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in two phases: in the first, American lawmakers worked around President Reagan's intransigence

to provide whatever funding they could for AIDS research education. In the second, Reagan

himself addressed the disease and allowed funding to flow towards it. Just as poor AIDS policy

had been in large part the result of social misconceptions of the disease, the ultimate undoing of

these inadequate policies was the result of a reversion in those same social misconceptions.

We saw in Chapter 1 that American lawmakers led by Barney Frank were able to include

AIDS appropriations in the federal budget despite the objections of Reagan and his cabinet. In

this event, which marked the first step towards the development of an effective AIDS policy, we

see both the ways that the government can resist the agenda of an individual and the effect that

individuals can have on the government.

With President Reagan refusing to address the subject of AIDS and refusing to approve

any legislation that would direct federal resources toward finding a cure, AIDS activists might

reasonably have believed that AIDS would be ignored by the federal government at least until

the end of Reagan's presidency. But Barney Frank and many of his fellow Congressmen proved

that this was not so, and that the beliefs of the American President need not set policy for the

entire country. Through a clever legislative maneuver - placing AIDS funding in the same bill

that would finance the operations of the federal government - they forced Reagan to decide if he

was willing to make AIDS the central issue of his Presidency. He had a choice: either he could

step aside and allow the funding to pass, or he could veto the entire federal budget to prevent

several million dollars - an amount that was pocket change when compared to the budget's

overall scope - from going to a cause that many Americans supported.

In so doing, these Congressmen also showed that individuals can alter the course of

government policy. A less optimistic person might have seen Reagan's opposition to AIDS
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funding as representing the full opposition of the United States government: after all, any law

must receive the President's signature, and only overwhelming support for a measure can sustain

a Presidential veto. But the Congressmen who slipped AIDS funding into the budget knew that

the President is just one person in the government's employ, and even he must weigh the costs

and benefits of opposing a measure; as a result, if the cost of doing so is too high, the President

may choose not to oppose a policy that he detests.

But apart from Congress's defiance of Reagan's opposition to AIDS research was the

biological reality of the disease, which eventually rendered Reagan's stance obsolete. Central 

and, indeed, necessary - to the labeling of AIDS as a scourge of the gay population was the

belief that AIDS did not infect heterosexuals. Though a certain degree of stigma attached itself to

the disease solely from its sexual mode of transmission, an entirely different level of

stigmatization followed from the belief that the disease was somehow intended solely for gays.

In 1982 and 1983, evidence began to accumulate that pointed to AIDS transmissions through

blood transfusions, and in 1985, Americans were able to put a face to the blood borne

transmission of AIDS found a face when Ryan White, a 13-year-old hemophiliac, contracted

AIDS from a tainted blood transfusion and was subsequently banned from attending school

("Avert.org").

The revelation that AIDS transmission was not confined to gays - and that transmission

was not even limited to risky sexual practices - precipitated a dramatic change in public attitudes

towards the disease. People were still wary of AIDS victims, as many did not fully believe that

AIDS could not be spread by casual contact, but it had become impossible to treat AIDS victims

as one unified - and sinful - group. After all, what did the teenage boy who received a tainted

blood transfusion have in common with the gay men who contracted the disease through
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promiscuous sex? It was still possible to vilify the gay men who had AIDS, but it was no longer

possible to paint AIDS as a special retribution for their sins, and opposing funding for AIDS

research was no longer a reasonable extension of a person's homophobia. In this light, opposition

to funding for an AIDS research was not just moralistic or foolish, it was transparently

ridiculous. Even the most vociferous homophobic opponents of AIDS funding eventually

realized that the anti-gay crusade was sure to be a losing effort if it also advocated denying

treatment to sick children, and abandoned AIDS as their cause celebre.

In 1986, when Reagan finally addressed the epidemic, his motives remained a mystery,

thanks to his earlier silence on the topic. It seems fairly obvious, however, that his tacit

opposition to AIDS research, and the resulting refusal of the US government to fund such

research, reflected the homophobic beliefs of his constituents. Whether Reagan himself shared

these beliefs or was simply afraid to oppose Falwell's powerful Moral Majority is impossible to

say, and likewise it is impossible to determine what inspired his subsequent about-face. It is

possible that he, like the rest of the anti-gay movement, came around on the issue of AIDS when

he realized that AIDS was not the ideal platform for such an agenda; but it is also possible that

he was simply overwhelmed by the support for AIDS research in Congress, and by the shifting

public opinion that had made AIDS more an object of pity than of scorn.
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II. AIDS and South Africa

AIDS became a nationwide epidemic in South Africa long after it had been squashed in

the United States. Indeed, as we saw in Chapter 1, South Africa's struggles with AIDS were

unique in that it was the last country - and by a wide margin at that - to lose control of AIDS.

Just as the rest of Africa was bringing the AIDS epidemic under control, South Africa's AIDS

epidemic was exploding. The explanation for this, as we saw in Chapter 1, is simple: South

Africa designed a response to the epidemic around a scientific conception of the disease that was

completely wrong. The AIDS denialist movement had languished in obscurity for nearly a

decade before President Thabo Mbeki plucked it from oblivion and made it the centerpiece of his

nation's response to the AIDS epidemic at the epidemic's most pivotal moment. As in the United

States, South Africa's AIDS fiasco hints at the relationships between people and the government,

but unlike in the United States, no social conceptions or constituent beliefs were at fault: Mbeki

was the motor behind the flawed policy.

Like Reagan's personal motivations for opposing AIDS research, the reasons for Mbeki's

affinity for the AIDS denialist movement are impossible to definitively pin down, as he alone

can explain them. But his biographer Mark Gevisser, in A Legacy of Liberation, speculated as to

why such junk science had a special allure to Mbeki. Gevisser concluded that two factors were at

work: first, Mbeki was a natural skeptic who liked the idea of debate, discussion, and contention;

and second, Mbeki saw in the global discourse of HIV/AIDS an accusation that his black African

government was unfit to lead South Africa.

Mbeki's natural skepticism found an easy outlet in HIV/AIDS. Mbeki said of his

upbringing, "We grew up with books around the home, and whenever we were together with the

parents...you could say anything, and it would be discussed." Further, he believed that "there are
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many ideas in the world, and it's not shameful not to know about something. In fact, it would be

shameful if you didn't try and find out" (Gevisser 2009: 37). To Mbeki, the science behind AIDS

was no different from any other idea, and as such ought to be discussed, debated, and explored.

Mbeki combined this skepticism with a deep mistrust of the medical profession, which he

did not consider qualified to adjudicate an issue as serious as HIV/AIDS. Either as a result of

cultural biases or some personal experience, Mbeki believed that doctors were more mechanics

than they were scientific researchers. He told Gevisser, "One of the things we make a mistake

about is thinking a medical doctor is a scientist. They're not. They're craftsmen and craftswomen.

So you make an assumption about their capacity to think out of the box." (279). Mbeki looked at

the scientists doing AIDS research in the United States, and saw many medical doctors among

them; as a result, he concluded that if something was amiss with the science behind AIDS, the

doctors researching it would be unable to discover this truth. Even the overwhelming medical

consensus around AIDS did not persuade Mbeki, who saw in that consensus the very lack of

curiosity that he believed infected the medical profession. Indeed, the very presence of consensus

among such people was proof enough that something had been missed.

Mbeki's skepticism and mistrust of the medical profession seized on HIV/AIDS in

particular because Mbeki saw in the discourse of HIV/AIDS echoes of the racism that had long

plagued South Africa. He saw in this discourse not just an oversight, but something far more

sinister: an attempt by the Western world to cause a black-led South Africa to fail.

The colonial history of South Africa - and, more generally, the colonial history of all of

sub-Saharan Africa - is rife with instances of white people telling black Africans what to do.

From colonial times, when European nations made it their mission to rule African nations so that

they could civilize their citizens, to South Africa's recent history, when it was ruled by a white
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political party that denied rights to black South Africans, Mbeki did not have to think hard for

cases in which Western interference in South Africa had occurred to the detriment of native

Africans. He believed that same thing was taking place with HIVIAIDS and that the newfound

freedom that black South Africans were enjoying was at stake.

Mbeki was wary of what Gevisser terms "Afro-pessimism": the belief that the African

continent would fail if its fate was left in the hands of black Africans. The colonial apparatus was

clearly an instrument of Afro-pessimism, and Mbeki saw the threat posed to African self-

determination by the science of HIVIAIDS as another. He saw a particular threat to black males,

who, he believed, were the villain in the dominant AIDS narrative because of what the narrative

portrayed as their inability to control their sexuality (Gevisser 2009: 276). Such an accusation

sounded too much like much older accusations of barbarism and primitivism that the earliest

colonists had made as justifications for the abuses of colonial rule, and Mbeki was determined

that the first black South African government would not be labeled as primitive or barbaric. If

such a labeling were to succeed - or, even worse, if this labeling of black sexuality were at some

level true - then that, symbolically at least, would be proof that South Africa's colonizers were

right all along (Gevisser 2009: 296).

Mbeki would eventually be an unnamed co-author16 on an infamous document called

"Castro Hlongwane, Caravans, Cats, Geese, Foot & Mouth, and Statistics: HIV/AIDS and the

Struggle for the Humanisation of the African," a lengthy and rambling manifesto that sets forth

the views of African AIDS denialists. In the document, Mbeki and his colleagues cast doubts on

the effectiveness of antiretroviral medications, accuse American pharmaceutical companies of

16 Castro Hlongwane does not list an author, but during Gevisser's interactions with Mbeki, he concluded that
Mbeki wanted to be recognized as the document's author. This reached its most dramatic when, more than fOUf

years after the document's publication, Mbeki arranged for his personal driver to deliver to Gevisser an updated
version of the document, including citations of new material that had been published after the original document
(Gevisser 2009: 294).
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"working with the pharmaceutical industry to impose its patents on developing countries" and,

most dramatically, claim, "Africans and black people themselves have been persuaded to join

and support a campaign whose result is further to entrench their dehumanization"

("Virusmyth.com")

Of course, Mbeki was mistaken: the attribution of AIDS to unsafe sex was not an attempt

to label African men as barbaric or promiscuous, nor was it an attempt to discredit his

government. In fact, Mbeki's reaction to the dictates of the medical establishment as they

concerned AIDS was not even unique to Africa: in the early years of the American AIDS

epidemic, gay men bristled just as stridently at what they perceived as an attack on their

sexuality (Shilts 1987).

Mbeki's mistake was that he confused issues of identity and politics with issues of

science, and mistook for the truth what was, at best, a clever interpretation of events. Gevisser

relates that Mbeki was fond of paraphrasing what he believed to be the dominant conception of

HIV/AIDS as if nothing could be more absurd, as when he said,

It's the way [AIDS] was presented! You see, the presentation of the matter, which
is actually quite wrong, is that the major killer of the African continent is
HIV/AIDS, this is really going to decimate the African population! So your
biggest threat is not unemployment or racism or globalization, your biggest threat
which will really destroy South Africa is this one! (Gevisser 2009: 283)

The problem, of course, is that anything can sound ridiculous when it is phrased in such a

dramatic manner. Mbeki was right that unemployment, racism, and globalization all posed

threats to South Africa, but what he somehow failed to recognize was the fact that the Western

establishment considered these to be less important than AIDS because none of these other

forces threatened South Africans with agonizing death on a massive scale. A coherent plan for

South Africa's future would contend with all of these forces, and nobody was asking him to



58

neglect everything else and focus solely on AIDS, but Mbeki, either because he could not sustain

his focus on several things at once or because he felt that AIDS was overshadowing these other

important issues, decided that AIDS did not belong on his nation's agenda at all.

Indeed, it may be that Mbeki latched onto these conspiracy theories because, to the

untrained eye, each by itself almost sounds plausible. Given South Africa's colonial past,

perhaps it does not stretch the imagination that Western powers would seek to sabotage a black

led South African state. Given centuries-old stereotypes of African males as sexually

uncontrollable savages, perhaps it is tempting to read a similar stereotype into sexual directives

intended to stop the spread of AIDS. And perhaps, in light of what seems to be a global mistrust

of the American corporation's profit motive, the idea that American pharmaceutical companies

were selling poison to Africans might sound reasonable. But taken together, these beliefs

comprise a conspiracy theory that would have been laughable on its face if Mbeki had not

believed it.

Because as tempting as each of these ideas might appear, all are false, and none of them

offer any hope of eradicating the AIDS epidemic. This is the most baffling part of Mbeki's full

embrace of the AIDS denialist movement: the movement claimed to debunk existing treatments

for AIDS, but proposed no alternative solution. People were dying on a massive scale, and all

AIDS denialism could do was attempt to poke holes in the treatment regime that was attempting

to save them.

In the final estimate, maybe the task of combating the modern era's most VICIOUS

epidemic was just too much for Mbeki. Devising public health responses is difficult, but

conspiracy theories are easy. They demand no difficult choices, no hard work; all that they

require is a willingness to believe what others do not. Perhaps Mbeki was simply not up to the
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task of fighting AIDS and so embraced a different ideology, one that would absolve him of

responsibilities that he was neither willing nor able to bear. Maybe the scientific reality of AIDS,

and the accompanying realization that he was facing a plague the likes of which nobody had seen

before, frightened him out of his senses. Perhaps he thought it would be better to be remembered

as the President who defied the establishment, the man who took a bold, if ultimately

unsuccessful, stand, than to be remembered as the President whose best efforts were stearnrolled

by a plague of Biblical proportions. Only Mbeki knows for sure.
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Chapter Four: Pseudoscience

So far, we have explored social conceptions of disease and the role of political leaders

and the state in dealing with the AIDS epidemics in the United States and South Africa. One

issue remains: a taxonomy of the kind of pseudoscience that shaped AIDS policy in South

Africa.

Some obvious questions must be answered. Where does pseudoscience come from? How

does it remain in circulation? And why do people believe it? The answers to these questions are

complicated and can vary from drastically, but a few common threads emerge. Pseudoscience

nearly always begins with a single scientist or a small group of scientists who stand behind an

absurd idea; they may be motivated by any combination of jealousy, greed, or, religion, outright

lunacy. Their ideas come into circulation as a result of two factors: first, the media prefers

conflict to consensus and has a bizarre affinity for covering two sides of every story, even when

two legitimate sides do not exist; and, second, the internet has made it possible for fringe ideas to

find a wide audience. It has allowed any idea, no matter how outrageous, to find an audience if

one exists.

These pseudoscientific ideas gam traction m the popular imagination because of

fundamental misunderstandings of science itself. Skeptics are often mistrustful of beliefs that do

not allow room for dissension, and the scientific consensus on pressing issues like HIV/AIDS

allows no room for disagreement. But conspiracy theorists who see a cover-up in this one-sided

consensus fail to realize that some facts are beyond debate, and science, which is capable of

producing such facts, has generated such a fact in the dominant understanding of HIV/AIDS.
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To explore further these dimensions of pseudoscience, it will be necessary to broaden our

lens beyond Duesberg and the AIDS dissidents. We will also examine a dispute over the

inclusion of the theory of evolution into high school textbooks and a fringe movement that is

violently opposed to childhood vaccinations. Let us begin with a brief summary of each case.
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I. Other Cases

Evolution, Creationism, and "Intelligent Design"

Ever since Charles Darwin published his seminal On the Origin of the Species in 1859,

the theory of evolution has been at the center of a series of controversies. Darwin's idea is, in its

simplest formulation, that current forms of life - animals, plants, etc. - were not created in their

current states, but, rather, developed into their current version over millennia of adaptation to

their natural environments in a process called natural selection. This notion clashes very strongly

with Biblical story of creation, which claims that God created all living things at once, and that

humans, rather than being the descendants of lower primates, were instead created exactly as

they are in the present day, as the Bible teaches that they were created in God's own image. As a

result, fundamentalist Christian groups who believed the theory of evolution to be blasphemous

soon opposed its teaching in public schools.

In 1925, the issue was thrust into the national spotlight when the Tennessee high school

teacher John Scopes was tried in court for violating Tennessee's Butler Act, which made it a

crime to discuss evolution in a Tennessee public school. The trial, which was immortalized in

Jerome Lawrence and Robert Edwin Lee's Inherit the Wind, saw Scopes convicted of violating

the statute and ordered to pay a $100 fine, though the judgment was later overturned on a

technicality. But the prosecution was ridiculed in the national press, and the trial was a major

victory in the court of public opinion for proponents of evolution. In 1968, the Supreme Court

overturned all bans on teaching evolution in public schools in the landmark case Epperson v.

Arkansas.

Eventually, evolution became a central part of high school biology in nearly every public

school in the United States, and Creationists, who had once fought to have evolution excluded
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from public schools, were forced to fight instead to have Creationism included alongside

evolution in public school curricula. Here it must be noted that even by the time of the Scopes

Trial, the scientific community had long ceased to view the "theory" of evolution as a theory: for

all intents and purposes, it was an incontrovertible fact. Nevertheless, Creationists were

determined to see their beliefs presented as fact public schools, and many public schools

maintained policies that mandated that both evolution and Creationism be taught. But in the 1987

case Edwards v. Aguillard, the Supreme Court found that a Louisiana statute requiring the

teaching of evolution violated the Establishment Clause of the First Amendment and struck

down all such laws.

The Supreme Court's decision did, however, contain a caveat. In his majority opinion,

Justice William J. Brennan wrote:

We do not imply that a legislature could never require that scientific critiques of
prevailing scientific theories be taught. [...J Teaching a variety of scientific
theories about the origins of humankind to schoolchildren might be validly done
with the clear secular intent of enhancing the effectiveness of science instruction.
(Edwards v. Aguillard)

Rather than settling the controversy, the Court's decision in Edwards v. Aguillard instead gave

birth to a different phenomenon: an all-out scramble by Creationist groups to present the Biblical

Creation story as a scientific theory.

This effort was led by two prominent non-profit organizations: the Foundation for

Thought and Ethics and the Discovery Institute. Shortly after the Edwards decision, the

Foundation for Thought and Ethics published a biology textbook called Of Pandas and People

that cast doubt on the theory of evolution and rephrased Creationism as "intelligent design"

(Davis and Kenyon 1993). The Discovery Institute defines the theory of intelligent design as

follows:
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The theory of intelligent design holds that certain features of the universe and of
living things are best explained by an intelligent cause, not an undirected process
such as natural selection. [...J The dominant theory of evolution today is neo
Darwinism, which contends that evolution is driven by natural selection acting on
random mutations, an unpredictable and purposeless process that has no
discernable direction or goal, including survival of a species. It is this specific
claim made by neo-Darwinism that intelligent design theory directly challenges.
("Discovery.org").

The central idea of intelligent design, then, is that the natural world cannot possibly be the

product of the random chance that is claimed to drive the procedure of natural selection. Rather,

the process must have begun and been controlled by an intelligent designer. In Of Pandas and

People, that designer is never named, but it is clear that the Discovery Institute is referring to

God.

Despite intelligent design's scientific packaging, it is simply Creationism in a new

wrapper. The drafting process of Of Pandas and People reveals this quite clearly: in its initial

draft, the word "creation" was used almost exclusively, and in later drafts that word was

completely abandoned in favor of phrases that refer to intelligent design. In one instance that

must have been especially embarrassing for the book's authors and editors and that was certainly

damning for the book's claim to scientific impartiality, the phrase "cdesign proponentsists"

appears in one draft of the book. This was the result of a careless replacement of the word

"creationists" with the phrase "design proponents." ("NCSE.org") The authors of Pandas hoped

to re-brand their beliefs in a form that would pass the Edwards test by replacing an obviously

religious term, creationism, with an apparently secular one, "intelligent design."

Yet even this attempt would be rebuffed by the courts. In Kitzmiller v. Dover Area School

District, the District Court for the Middle District of Pennsylvania ruled that the practice of

teaching intelligent design in public school classrooms (the Dover district had used Of Pandas

and People in its biology classes) again violated the Establishment cause. In his decision, Judge
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John E. Jones wrote that intelligent design "cannot uncouple itself from its creationist, and thus

religious, antecedents" (Kitzmiller v. Dover). By the time the case was decided, the members of

the school board who had approved of the use of OfPandas and People had been forced out, and

their replacements chose not to appeal the decision, leaving Judge Jones's decision as the final

word on the issue.

The final word in both the scientific community and the legal system, then, is that

intelligent design may be fine religion, but it is junk science. But the intelligent design

"controversy" has not gone away: it remains in the news and has received attention from some

very high places. In 2005, Kansas's state Board of Education considered adding intelligent

design to its high school biology curriculum (Beale 2005); even though the suggestion ultimately

failed, it garnered the support of President George W. Bush, who confided to reporters during a

roundtable discussion at his home that he believed that "people ought to be exposed to different

ideas" like the theory of intelligent design ("MSNBC.com").

Andrew Wakefield and the Anti-Vaccination Movement

In 1998, the British surgeon Andrew Wakefield published one of the most famous and

controversial medical studies of the last century. In the prominent medical journal The Lancet,

Dr. Wakefield and his coauthors followed children who received the ubiquitous measles, mumps,

and rubella (MMR) vaccine and found that a strikingly high proportion of these children

developed autism soon after receiving vaccine. Their conclusion turned the medical world upside

down: vaccinations, Wakefield eventually argued, could cause autism.

The article set off a worldwide debate about the safety of childhood vaccinations and led

many parents to refuse to have their children vaccinated. The anti-vaccine movement used
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Wakefield's findings and vilified the pharmaceutical companies that produced the vaccines, and

found a receptive audience among concerned parents who believed that the possibility of their

children becoming sick was less worrisome than the possibility that they would become

irreversibly autistic after receiving the vaccine. The results were dramatic: in Great Britain,

where the study originated, infant vaccination rates plunged from nearly 100% to 80%, and

measles outbreaks, which had not been seen in decades, began to appear across the country.

But the science never caught up with the hype. More than 25 academic publications

attempted to replicate Wakefield's finding, but none were able to do so. In fact, no other peer

reviewed study that examined a possible connection between childhood vaccinations and autism

found evidence for such an effect. Mainstream science quickly discarded Wakefield and his idea,

but the anti-vaccination movement persisted nonetheless. Anti-vaccination advocates blamed the

pharmaceutical industry for the scientific community's dismissal of Wakefield's research. The

industry, as the conspiracy theory went, was covering up the truth about vaccines in order to

protect its profits. Wakefield, the movement's hero, stopped seeing patients and moved to Texas

to open Thoughtful House, an organization dedicated to advancing an anti-vaccination agenda.

Then, in January of 2011, Dr. Wakefield's landmark study itself was discredited. The

journalist Brian Deer, an investigative reporter with the Sunday Times, reviewed the medical

records of the patients in Wakefield's study and found that Wakefield's findings had been

completely fabricated: in the actual patient data, not one child developed autism after receiving

the vaccine. Deer speculated that Wakefield engaged in this fraud for personal financial gain: his

work was financed by lawyers readying a lawsuit again vaccine manufacturers. For the study,

Wakefield was paid $750,000.
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The fallout from Deer's discovery was swift. All of Wakefield's coauthors on the 1998

study withdrew their support for its findings, and The Lancet published an official retraction of

the study. Wakefield's medical license was revoked, and he was pilloried in the popular press,

denounced as a hoaxster and a fraud. Wakefield, defiant to the end, denied any misconduct.
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II. The Origins of Pseudoscience

First, it is useful to attempt an explanation of the sources of pseudoscience. The first

observation that we make in attempting such an explanation is that people have always been the

driving forces behind pseudoscientific movements. There would have been no AIDS denialism

without Peter Duesberg; there would have been no anti-vaccine movement without Andrew

Wakefield; and, though the belief in divine creation is one of humanity's oldest, it would never

have been permuted into the pseudoscientific notion of "intelligent design" had it not been for

the men and women at the Discovery Institute and the Foundation for Thought and Ethics.

Because individuals drive these movements, we can only speculate as to the true motivations

behind them. Further, because pseudoscientific movements are so few in number and so varied in

history, it is difficult to formulate a general explanation of their roots. But case-by-case

speculation can still offer us a great deal of insight into the many possible drivers of

pseudoscience.

We begin with Peter Duesberg. As a tenured professor at a leading research institution

and a member of the National Academy of Sciences, Duesberg seemed an unlikely promoter of

junk science. However, our portrait of Duesberg changes when we strip away the status

conferred by his credentials and look at his standing within the scientific community itself.

Despite his prestigious degrees and professorship at Berkeley, Duesberg had an axe to grind.

In its earliest years, AIDS, which was killing thousands upon thousands of people in

horrific fashion, was big news. It was mysterious and terrifying, and the media naturally took an

interest. This, in turn, turned the scientists studying AIDS - most notably Dr. Robert Gallo and

Dr. Anthony Fauci, both of the National Institutes of Health - into superstars. Gallo was hailed

as a hero when he achieved a major (though contested) breakthrough when he isolated the HIV
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virus, and Fauci became a favorite source for journalists looking for information a scientific

opinion concerning the AIDS virus.

Early in their careers, an argument could have been made that Gallo, Fauci, and Duesberg

were academic equals. But then HIV/AIDS burst onto the scene and thrust Gallo and Fauci - but

not Duesberg - into the spotlight. Duesberg became intensely jealous, and though he never

admitted to his jealousy in public, many of those close to him have been convinced that this is

his motive. He even met his wife while impersonating Dr. Gallo at a conference

("AidsTruth.org"). He also began a 2006 presentation about AIDS with mockery of Gallo on his

very first slide (Duesberg 2006).

This jealousy drove Peter Duesberg to back an idea as nonsensical as AIDS denialism.

Gallo and Fauci received tremendous attention for their HIV research; what better way to steal

their thunder than to claim that their precious HIV virus was merely a harmless passenger virus

that was effectively irrelevant to public health?

Of course, this explanation made sense at the time that Duesberg proposed the Duesberg

Hypothesis, but more than 20 years have passed since then, and he is still beating the drum of

AIDS denialism. Unfortunately, we can only speculate as to why, now that his academic career is

in tatters and he has nothing to gain from needling the work of AIDS scientists, he keeps at his

crusade. Perhaps it would simply be too embarrassing to admit that he has been telling a

monstrous lie for so many years. Perhaps, after all these years, he has come to actually believe

the things that he has said. Or perhaps he looks at AIDS's death toll in South Africa, and at the

policies that created it, and found it easier to simply believe his lie than to admit that his petty

jealousy became so deadly.
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In the debate over intelligent design, the protagonists' motives are far more obvious. The

Discovery Institutes and Foundation for Thought and Ethics are both, at their cores, religious

organizations, and their crusade to have intelligent design included in public school curricula is

really a desire to have their religious inclinations taught to schoolchildren. The articles of

incorporation of the Foundation for Thought and Ethics states that:

The primary purpose [for which the Foundation was formed] is both religious and
educational, which includes, but is not limited to, proclaiming, publishing,
preaching, teaching, promoting, broadcasting, disseminating, and otherwise
making known the Christian gospel and understanding of the Bible and the light it
sheds on the academic and social issues of our day.

The group has distanced itself from its religious roots as the debate over intelligent design heated

up, but, given its own account of its founding, it is impossible to attribute its actions to any

motive that is not a religious one.

In the case of the anti-vaccine movement, the simplest explanation of Andrew

Wakefield's behavior is that some combination of greed and attention-seeking drove him to first

make his outrageous claim. Brian Deer, the journalist who unmasked his fraud, discovered that

Wakefield, who had proposed a syndrome called "autistic enterocolitis," received approximately

$750,000 from lawyers who were in the process of suing vaccine makers for causing dangerous

side effects; the money came from a public legal defense fund intended to help indigent

plaintiffs. Deer attributes Wakefield's fraud directly to the money that he received:

[Wakefield received] money from the UK legal aid fund: run by the government
to give poorer people access to justice. Wakefield charged at the extraordinary
rate of £150 an hour - billed through a company of his wife's - eventually totaling
[...] £435.643 (about $750,000 US), plus expenses. These hourly fees - revealed
in The Sunday Times in December 2006 - gave the doctor a direct, personal, but
undeclared, financial interest in his research results: totaling more than eight times
his reported annual salary, and creating an incentive not only for him to launch
the alarm, but to keep it going for as long as possible. ("BrianDeeLorg")
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Wakefield continued to stand behind his fraud, however, for many years, but it did not cease to

be a profitable endeavor for him. After his fraud cost him his job, he founded an organization

called Thoughtful House that was dedicated to spreading the idea that vaccines caused autism 

and that paid Wakefield a yearly salary of $280,000.

But perhaps it is unfair to attribute something as serious as Wakefield's fraud to a motive

as petty as mere financial avarice. Wakefield's behavior after his initial suggestion of a vaccine

autism link suggests that he enjoys the attention that he has garnered from portraying himself as

a victim. He began by blaming pharmaceutical companies for attempting to silence him; then, he

proposed an outlandish conspiracy theory of which he was allegedly the target; and, finally, he

alleged that Deer, not he, was the fraudster ("BrianDeeLorg").

My reader might be excused for finding this discussion aimless, as there is very little to

tie together the motives of the drivers of these three pseudoscientific movements. But that is the

very thing that I wish to make clear: nearly anything can spark a pseudoscientific movement. The

only common thread in these stories is that the ideas behind these movements can be definitively

traced to an individual person or group of people. They do not spring out of nothingness, nor is it

difficult to determine who bears responsibility for them. Creationists may shirk credit for their

intelligent design movement, and Peter Duesberg may claim that he is merely a humble scientist

who made a radical discovery, but this is not true. Without these people, these movements would

not be.
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III. Distortions of Science

In Chapter 2, we saw that the scientific facts that constitute our understanding of

epidemic disease are accompanied by social understandings that can have very little to do with

scientific reality. We now turn our attention to a similar, but more basic, concern: the nature of

scientific facts themselves. We have already examined the roots of pseudoscientific movements

and the ways that they circulate, but their ability to gain followers despite their transparently

false premises requires an explanation of its own. This effect has its roots in a misunderstanding

of science itself. Advocates of and believers in pseudoscientific ideas fail to understand the

nature of scientific consensus and are mislead by their overreliance on their own skepticism and

trust in authority. They misunderstand the indisputable nature of scientific facts, and they place

their trust in people who, though they possess the credentials that distinguish scientific authority

figures, have lost the authority that their credentials once conferred.

Truth

The notion of truth in the scientific community is really the notion of consensus. Unlike

in mathematics, where established standards of proof exist, many scientific facts can only be

shown to be true so far as a critical mass of supporting scientific research exists. These facts are

accepted as true because study after study has shown that they are good descriptions of reality,

but when a person claims that the consensus is incorrect, the absence of true "proof' inherent in

science can be spun into the appearance of dispute and to the uninformed observer can make

facts look like questionable propositions. Additionally, when people place too much of their trust

in anecdotes, they can be misled: not only do anecdotes not constitute proper scientific evidence,

but the very nature of an anecdote makes it difficult to know if it is even true.
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Pseudoscientific movements have made a habit out of misrepresenting this reality and

painting everything - even matters that the scientific community has settled - as open to debate.

They take issues - like Creationism, for example - that have been settled by the scientific

community and attempt to re-establish them as contentious issues in the popular imagination.

They do this by drawing on three basic strategies: first, they portray the issue at hand, which is

always a settled matter in the mainstream scientific community, as the subject of vigorous

debate; second, they demand the mathematical sort of proof from those with whom they

disagree; and third, they offer a wealth of anecdotes that are portrayed as counter-evidence to the

dominant belief.

Consensus

We see the first strategy - the unsettling of a settled issue - in all of our cases. In the case

of South Africa, Thabo Mbeki sought to portray AIDS in this way by convening his Presidential

AIDS Advisory Panel. By convening a panel that featured many leading AIDS denialists, Mbeki

had clearly already made up his mind on the issue, and his goal was simpler: he wanted to

portray the science of AIDS as unsettled. The South African scholar Nicoli Nattrass writes that

"the panel served as a means for Mbeki and [his] Health Minister to portray AIDS science and

policy formation as deeply contested, and contestable" (Nattrass 2006: 9). In other words, Mbeki

took a settled scientific issue and turned it into a subject of debate. Because there was no real

"proof' of the HIV-AIDS connection, his ability to assemble two groups that would debate the

issue was, in a perverse way, proof that AIDS remained contentious.

Creationists use the same technique in promoting intelligent design. The central idea of

the intelligent design movement is that evolution is one of many theories that explain the current
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state of natural life; indeed, though Of Pandas and People does make an argument for intelligent

design, it also devotes a great deal of space to casting doubt on the theory of evolution (Of

Pandas and People). This is a natural starting place for the intelligent design movement: because

evolution is, to most people, an accepted truth, it must be discredited before any other idea can

gain credence.

In the debate over vaccine safety, we see the same attempt to portray a settled scientific

issue as contentious. In Scientific American, the journalist Seth Mnookin traces the creation of a

vaccine "controversy" in the popular imagination - a controversy that was never matched by a

dispute in the science of vaccines. When Dr. Andrew Wakefield gave his first speech discussing

his vaccine research, he deviated from the agenda on which he and his co-authors had agreed and

pulled a controversy out of thin air, saying, "with the debate over MMR [the measles, mumps,

and rubella vaccine] that has started, I cannot support the continued use of these [...] vaccines."

Of course, the reality was that Wakefield was sparking the very controversy to which was

referring in that very sentence. But even the suggestion of a dispute was enough to convince

people that a real dispute actually existed (Mnookin 2011).

Proof

Incessant and unreasonable demands for unattainable proof mark the denialist and anti

vaccine movements. Psychologist Seth Kalichman, in his paper "There is no Proof that HIV

Causes AIDS": AIDS Denialism Beliefs among People Living with HIV/AIDS," traces

denialists' demands for absolute proof of the HIV-AIDS connection. It is unclear, however, what

would constitute such proof, as it would be impossible to conduct a clinical trial studying the

effects of HIV infection. Denialists have also insisted that only a cure for AIDS would be proof
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that the HIV-AIDS connection is real, as if the only way to prove the truth of the dominant

understanding of AIDS is to cure it. Of course, this is also a false premise: scientists have long

understood the mechanisms behind cancer, but no cure exists (Kalichman 2010: 432-440).

Like the AIDS denialist movement, the anti-vaccine movement also demands proof that

does not - and, in all likelihood, cannot - exist. David Kirby, a journalist who has authored a

book casting doubt on the safety of childhood vaccinations, has been quoted as saying, "there is

nothing that anyone can do or say [to convince him of the safety of vaccines] [...] until

definitive proof of all the true causes of autism is found" (Mnookin 2011). Of course, hardly

anything is understood so thoroughly, and to demand such proof is absurd. By this demand,

which flies in the face of the definition of scientific evidence, Kirby places the scientific

establishment on its heels and creates the appearance that it has failed to meet some basic

standard of proof.

Anecdotes

All three movements present anecdotes as if they were facts. The journalist and AIDS

denialist Celia Farber, in a piece called "Out of Control" in Harper's Magazine, tells the story of

Joyce Ann Hafford, a pregnant woman who was diagnosed with AIDS shortly after becoming

pregnant. Before her diagnosis, Hafford appeared perfectly healthy, and she was shocked to learn

that she was HIV-positive. She began treatment immediately after being diagnosed, and her

health rapidly deteriorated; she died within a year of her diagnosis (Farber 2006). Creationists

offer the example "irreducibly complex" biological features - that is, features that are too

complex to have been the product of a random process like natural selection - and thus

constitutes proof that some intelligent (i.e. divine) agent is exercising his agency in the process
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of biological development. Anti-vaccine activists cite the example of numerous parents who are

convinced that vaccines made their children autistic; Kirby cites "evidence ... from friends,

family and business associates whose children had an adverse reaction, got sick, stopped talking

and never recovered" (Mnookin 2011).

Of course, none of these anecdotes actually constitute evidence that the idea being

challenged is incorrect. That one woman became fatally ill immediately after beginning

medication for AIDS does not prove that antiretrovirals are fatal or that AIDS is just drug

toxicity, just as the fact that a physical trait seems to be too advanced to be the product of

random chance does not disprove the theory of evolution and one parent's belief that their child's

autism appeared the day after his vaccination and thus must be the product of the vaccine. First,

anecdotes are by definition unreliable. Maybe the person who told Farber the story of Joyce

Hafford was unreliable, or maybe the co-occurrence of her treatment and her descent into severe

illness was simply a grim coincidence. Perhaps the examples cited by the authors of Of Pandas

and People seem irreducibly complex simply because we do not yet understand the mechanisms

by which they came to be. And perhaps the parents of an autistic child are misremembering, and

the date of their child's vaccination did not correspond perfectly to the onset of autism; as Seth

Mnookin notes, "In many cases where there is actual evidence - contemporaneous medical

records, videotapes, etc. - as opposed to the anecdotes that Kirby is referring to, what parents

remember occurring and what actually occurred are two different things" (Mnookin 2011). And

even if all of these were true, they are but a few cases out of thousands, if not millions, and it is

impossible to know what other factors might have been at work.
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Skepticism

From all of this, we see the dangers that arise when the uninformed think for themselves.

Of course, thinking for oneself is usually a good thing, but for a person who is not familiar with

the science underlying a scientific "dispute," it is impossible to distinguish fact from reality, and

it is all too tempting to believe a pseudoscientific idea simply because it is proposed by a

persuasive or charismatic advocate.

Skepticism is valuable - some might even say invaluable - in a number of cases, but not

III the case of scientific issues. Imagine an investigative journalist - in whose profession

skepticism and mistrust of authority is necessary - covering an election in a nation ruled by a

brutal dictator. After the election, the official stance is that the dictator was reelected by a wide

margin. But soon he visits a prison and meets a political dissident who was once a member of the

dictator's inner circle but was imprisoned for attempting to reveal political malfeasance. This

dissident tells him that the election was a sham: voters were threatened with death if they did not

vote for the dictator's reelection. The journalist talks to some voters, who confirm that they were

threatened and that some people were even killed for speaking out. The journalist, convinced that

he has uncovered a horrible ruse, writes an article unmasking the fraud. The international

community pressures the dictator to hold free elections or to step down; within months, he agrees

to hold free elections and is defeated in a landslide. For his efforts, the journalist is awarded the

Pulitzer Prize.

Now imagine a second journalist who is covering scientific policy in the United States.

He observes that childhood vaccinations appear to be a normal and uncontroversial aspect of

pediatric medical care. But then he meets a well-credentialed physician who tells him that a

cover-up is taking place. This doctor warns him that childhood vaccination can cause autism, a
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serious developmental disorder, and that the practice continues only because of pressure from

pharmaceutical companies, who make billions every year from vaccine sales. The journalist

speaks to parents of autistic children, all of whom insist that their children were perfectly normal

before receiving a vaccine but began to show signs of a developmental disability within days of

their vaccination. The journalist, convinced that he has uncovered a horrible ruse, writes an

article in which he purports to unmask the fraud. Unlike his colleague covering the election,

however, he does not receive awards. Instead, he is accused of extreme recklessness and is

forced to retract the article and apologize for its contents.

These two men went through nearly identical processes, but while one unmasked an

egregious violation of international law, the other inadvertently became a mouthpiece for a

dangerous piece of pseudoscience. The difference? The first journalist was covering an issue that

he understood, while the second was not. At first blush, this may be an unexceptional

observation, but it is crucial to understanding the treatment of scientific issues because when it

comes to understanding complex scientific issues, all but a few of us are like the second

jourlUllist. The conclusions that we draw are shaped by our trust in the authority figures who tell

us what is true and what is not; after all, we cannot perform our own clinical trials of AIDS

medications, and as a result all we can do is trust that the people who can perform these studies

are not leading us astray.

Most basically, then, pseudoscience flourishes because its strategies and techniques

appeal to people who are accustomed to trusting their own instincts. It should be no surprise that

Celia Farber, a journalist, became one of AIDS denialism's fiercest advocates. While researching

the topic, she discovered that Peter Duesberg and his colleagues were apparently being silenced

by the scientific establishment, and decided for herself that something sinister was afoot (Farber
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2006). But she had no scientific training and made the mistake of drawing a conclusion based on

the people involved in the dispute rather than on the merits of their scientific claims.

Authority

This raises a vital question: if we are not experts, how do we decide whom to trust? After

all, pseudoscientific movements ruthlessly exploit their leaders' credentials. Peter Duesberg was

a member of the National Academy of Sciences, Andrew Wakefield was a respected physician,

and intelligent design is supported by a number of academics ("Discovery.org"). None of these

movements are shy about promoting this apparent expertise, as if the mere possession of an

advanced makes a person trustworthy. Because MD and PhD degrees, once granted, are never

revoked, the people who hold these degrees have almost completely free reign to abuse the

authority that they confer. For this reason - and because such degrees have occupied such a

central place in these movements - it is impractical to trust in these credentials alone.

Instead, an uninformed observer would be wise to place his trust in scientific consensus.

A few scientists might be mistaken, or might intentionally seek to mislead, but the mass of

scientists is far more likely to possess the truth than is a lone dissident. Pseudoscientists have, of

course, made a habit of arguing that the scientific community is engaged in some sort of cover

up, often allegedly in the interests of shadowy multinational pharmaceutical companies, but this

is a ploy, an attempt to make the fact that they stand opposed to a massive number of qualified

and honest scientists.



80

IV. Circulation of Pseudoscience

If this is how pseudoscientific ideas originate, how, then, do they circulate? They owe

their ability to spread to two forces: the mainstream media, which is disturbingly indiscriminant

in what it presents as scientific news, and the internet, which has made self-publication

incredibly easy and which can facilitate connections between ideas and those who believe them

more easily than ever before.

The Media

The role of the media in the treatment of scientific issues is a complicated one. On the

one hand, the media is charged with investigating authoritative claims and presenting all sides of

a story; on the other, member of the media risk unwittingly promoting dangerous ideologies

when they report dangerous claims that they do not fully understand.

Earlier, we noted that a skeptical viewpoint can lead a person astray, and considered two

hypothetical journalists who applied the same methodology with dramatically different results.

This need not be a purely hypothetical exercise, as the media has played a role much like the one

in our example. Celia Farber followed her nose and wound up promoting Duesberg and his

quackery; likewise, the journalist David Kirby believed that he had uncovered a truth when he

stumbled across Andrew Wakefield and his anti-vaccine teachings.

These two experiences are evidence of a more general phenomenon in which journalists

report on issues that they do not understand. This is often innocuous: for example, the prominent

author and journalist Malcolm Gladwell, in a profile of the mathematician and hedge fund

manager (and now, a celebrity in his own right) Nassim Nicholas Taleb written for the New

Yorker, cites a discussion in which Taleb apparently finds an "igon value" (Gladwell 2002). Of
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course, the actual term is "eigenvalue," a fact that any college-level math student would find

obvious. But Gladwell had never heard the term, and in the process revealed that although he

could tell an interesting story, he did not understand - at all - what was really going on.

Gladwell's example is harmless enough, but his mistake is the same as the one made by

journalists who became proponents of dangerous pseudoscience. He listened to someone, took

notes, and wrote a story, all without even the faintest understanding of what that person had told

him or whether or not it was true. Had he understood Taleb's discussion, he would have written

"eigenvalue"; likewise, had Farber and Kirby really understood their subject matter, they would

have scorned, not praised, the pseudoscientists that they covered.

The Internet

The internet has facilitated the spread of fringe ideas via its transformation of self

publication from an expensIve and time-consuming process to one that is both quick and

inexpensive. Before the internet, a person with a story to tell or an idea to share could either

publish his work with a professional publishing house, magazine, or newspaper, but if none of

these established publications were interested in his work, his only option would be to publish it

himself. Self-publication required that he pay for the physical production of his material - the

printing, binding, and finishing - and that he also identify some means of distributing it. This

endeavor was costly and ultimately limited in scope, as the number of copies of the author's

work was restricted by the amount of money that he was willing to devote to his endeavor.

But today? Self-publication could not be easier. The internet offers an abundance of

services that make promoting one's ideas simple: blogging sites, website hosting services, and

social media platforms like Facebook and Twitter make it easier than ever to broadcast any idea
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to a potentially unlimited number of people. Such self-publication is completely unrestricted in

scale: unlike the contents of a book or pamphlet, the information in a blog post or website is a

completely non-rival good: once created, it can be consumed any number of times by any

number of people, and one person's consumption of the material in no way diminished another's

ability to view it. Where the pre-internet self-publisher had to pay for each and every copy of his

work, the self-publisher in the Internet age expends the same amount of work whether his work

is viewed by 2 people or 2 million people.

This tremendous ease of self-publication has had an effect in each of our examples, as

amateur websites have sprung up to promote pseudoscientific ideas. The AIDS denialist

movement has www.virusmyth.net. a repository of tracts by Duesberg and others, including an

impossibly arrogant piece by a journalist Anthony Liveridge called "The Limits of Science,"

There is one dim corner of science in particular, where there is every sign that the
public interest is being mugged daily by the arrogance and bias of scientists, and
even science editors. I refer to the science of AIDS ... What is still not widely
enough appreciated is that there is substantial doubt among some well-informed
scientists and commentators that this simple retrovirus is the right answer to the
puzzle of AIDS [...J [In the marginalization of Peter DuesbergJ the Galilean
challenger is censored, and the 20th Century Church of the science establishment
maintains its hegemony as effectively as the Church of Rome did in the 17th
(Liveridge 1995).

Indeed, it was virusmyth.net where Thabo Mbeki first discovered AIDS denialism. Without the

internet, it might even be fair to say that Mbeki never would have encountered AIDS denialism

at all.

Creationists pitch their agenda through the Discovery Institute's Center for Science and

Culture website, which includes a convenient FAQ section dealing with objections to intelligent

design, arguing

The scientific community largely rejected design in the early twentieth century
after neo-Darwinism claimed to be able to explain the emergence of biological



83

complexity through the unintelligent process of natural selection acting on
random mutations. In recent decades, however, new research and discoveries in
such fields as physics, cosmology, biochemistry, genetics, and paleontology have
caused a growing number of scientists and science theorists to question neo
Darwinism and propose intelligent design as the best explanation for the existence
of specified complexity throughout the natural world ("Discovery.org").

Likewise, the anti-vaccine movement has www.wesupportandywakefield.com. where parents

who blame vaccines for their children's autism have rallied around their patron saint; the site

links to 21 other sites espousing similar ideas.

Connections

The internet has also facilitated the spread of obscure ideas through its ability to match

these ideas (which are now easier to publish) to the people who would believe them, a

connection that was once impossible. In The Long Tail: Why the Future of Business is Selling

Less ofMore, Chris Anderson, the editor of Wired magazine, argues that the Internet's ability to

connect buyers and sellers has fundamentally changed commerce. Now, a seller need not

produce a blockbuster item in order to be successful; it can sell small quantities of many niche

items instead. This works because the internet allows sellers like Amazon.com to match an

obscure product - say, one that will only appeal to 1,000 people - to those exact 1,000 people, no

matter where they are.

Imagine, for example, a book published 50 years ago that would appeal to only one

person in every city in the United States. No book store would carry such a book; after all, it

would have no way of knowing that that one potential buyer would ever come into the store. And

even if that buyer did come and purchase the book, the shelf space that would need to be devoted

to the book would not outweigh the possibility that it could remain unsold. So the store would

only carry popular books.
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Now imagine a similarly obscure title today. Though it only appeals to one person in a

particular city and will still not appear in brick-and-mortar bookstores, it will be available for

purchase online. Online booksellers do not have shelf space limitations, so they can stock the

book, confident that even if only one person per city buys the book, the overall volume sold will

still be considerable.

The term "long tail" refers to a graph of what mathematicians call the power law, or

Pareto, distribution. Such a distribution might be used to describe the popularity of books: if we

were to order all the books for sale in the world from most-popular to least-popular, place them

on a horizontal axis, and place a bar over each point with a height that corresponds to that

respective book's popularity, we would see very high bars for a relatively small portion of the

books that are very popular and much smaller bars for the rest of the relatively unpopular books.

But because there are so many unpopular books, the aggregate popularity of the unpopular

books - that is, the total height of the bars over them - actually exceeds the popularity of the

popular books. The graphical representation of these unpopular books is the long tail.!? Before

the internet, long-tail items, which are unpopular by themselves but are immensely popular when

considered together, could not be effectively distributed and were not available for sale; as a

result, the tremendous total demand for them went unfulfilled. Now, online retailers can

effortlessly distribute niche items to geographically dispersed consumers and can perfectly match

obscure items to the people who want them.

17 In 1906, the Italian economist Vilfredo Pareto observed that the wealthiest 20% of Italy's population owned 80%
of the nation's land; a generalization of this observation, known as both the Pareto Principle and the 80-20 rule,
states that in many cases, 80% of all results come from 20% of all causes. Applied to our example, this would mean
that 80% of all sales come from the most popular 20% of all books. But the very notion of a long-tailed distribution
is that this is not so. Indeed, in such a distribution, less than 50% of all sales come from the most popular 20% of
books. The other 80% of books - the relatively obscure and uupopular books - actually account for the majority of
sales.
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Anderson's observation is predicated on a simple, if counterintuitive, observation:

somewhere, there are buyers for almost every item, no matter how bizarre or unusual it is. These

buyers may not live near one another; for that matter, they may not even live on the same

continent. But for the vast majority of items, they exist somewhere.

Just as the internet has facilitated connections in the sale of physical goods, it has also

facilitated connections in the marketplace for ideas. Consider our pre-Internet self-publisher, but

now imagine that he believes that something is seriously amiss in science's understanding of

cancer. He could hardly be surprised if 100 people read his book and none believed it: the book

might make the rounds among the author's friends and family, but if none of them connected

with it, it would, in all likelihood, soon vanish into the ether. Today, however, when that same

zealot puts his material online, those he has never met can read it just as easily as those closest to

him. Millions upon millions of people can read it, and when each makes his or her own

assessment of its merits, chances are that some small fraction of them will find his ideas

compelling. Even if his friends, family, and neighbors laugh at him, that same author might find

10,000 people, spread across the globe, who feel similarly. This author, whose idea is too

peripheral to draw the attention of the mainstream, can nevertheless find an abundance of

kindred spirits.

Just as Anderson's argument is based on the belief that there is a buyer for nearly every

product, I wish to argue that there is a believer for almost any idea. One need only consider the

plethora of conspiracy theories and hateful ideologies that have found an online following to be

convinced that many ideas outside of the mainstream appeal to many people. The

pseudoscientific movements discussed here are certainly included in that roster, but they are not
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alone: believers in UFO abductions and government conspiracies have found a following, as

have cultists and hate groups of all stripes.

* * *

We have now assembled a basic taxonomy of pseudoscience. It is born in personal

motives: these can be age-old vices like greed and jealousy, or they can be something as intimate

as a religious conviction. Proponents of pseudoscience cite deeply flawed standards of scientific

evidence, in which anecdotes are cast as significant than scientific research; they also

misrepresent scientific consensus, portraying the inherently consensus-driven nature of scientific

truth as somehow unreliable. Finally, pseudoscience circulates through irresponsible media

coverage and the internet's facilitation of self-promotion and finds followers through the

internet's facilitation of connections between messengers and listeners.

With this in hand, we now return to South Africa's AIDS crisis.
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Conclusion

I set out to attempt an explanation of South Africa's catastrophic AIDS epidemic,

especially as it differed from the AIDS epidemic in the United States. Through our investigations

of AIDS in the public consciousness, AIDS and the workings of the state, and the nature of

pseudoscience, we can now construct such an explanation.

Before attempting to do so, however, I must make a concession. Though we can dissect

and scrutinize an epidemic like AIDS, there is only so much that we can explain. AIDS, like the

plague before it, cannot simply be turned away by a simple set of practices. It has overwhelmed

even the best efforts of governments and private organizations alike, and, despite the fact that it

has terrorized the world for more than two decades, it still has no cure. So though we can critique

the actions of both people and governments, it is important to keep in mind that, even with the

benefit of hindsight, it is impossible to imagine any action that could have completely halted the

AIDS epidemic. Human failures, which we have explored in great depth, have no doubt

exacerbated its impact, but any suggestion that the AIDS epidemic could have been averted

altogether is wishful thinking.

Put simply, South Africa's AIDS crisis was a perfect storm of the factors - explored in

the previous chapters - that combine to shape an epidemic, while the United States, though it

suffered its own misfortunes and missteps, was not so unlucky. In the United States,

stigmatization and a degree of state ineptitude combined to exacerbate the early years of the

epidemic, but in South Africa, stigmatization, mistreatment, gross state ineptitude, and the

irrepressible - and ultimately catastrophic - circulation of pseudoscience combined to create a

human catastrophe the likes of which the world does not often see.
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First, AIDS is far more than an infectious disease. It has become a label of difference and

a marker of immorality, and this has contributed immensely to the stigmatization and

marginalization of people with AIDS. In the early years of the American AIDS epidemic, the

perceived connection between AIDS and homosexuality led to a governmental refusal to fund

AIDS-related research and made it shameful to have the disease. In South Africa, the perception

that AIDS was connected to immoral behaviors - most notably promiscuous, unprotected sex

and intravenous drug use - as well the perception that people with AIDS were somehow

dangerous or unclean, led to the mistreatment of millions upon millions of sick people.

Next, the workings of both the American and South African governments helped to shape

their nations' respective AIDS epidemics. In the United States, President Reagan's early

opposition to the use of federal funds for of AIDS research, together with his refusal to publicly

address the epidemic, contributed to the level of terror that AIDS inspired and represented a

missed opportunity to corral the epidemic in its infancy, but the eventual intervention of the

Surgeon General and members of Congress mitigated the damage caused by Reagan's actions. In

South Africa, President Mbeki, whose attitude towards non-African influence were shaped by

South Africa's colonial history, took disastrous advice and formulated a completely ineffective

public health policy which ultimately exacerbated an already serious crisis, and nobody was

there to step in and stop him.

Finally, the circulation of a pseudoscientific idea - namely, the AIDS denialist movement

- shaped AIDS policy in South Africa, but did not do so in the United States. In the United

States, the birthplace of AIDS denialism, it never became more than a fringe movement, a thorn

in the side of scientists and the unfortunate source of an occasional refusal to have an HIV

infection treated. In South Africa, however, the circulation of AIDS denialism was the sine qua
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non of Mbeki' s failures as a leader. Were it not for him and his affinity for AIDS denialism, it

likely would have remained as marginal in South Africa as it did in the United States. But AIDS

denialism, which he first discovered on the internet and which appealed to him because it

couched the AIDS crisis in terms of disputes and cover-ups, not scientific experiments and

clinical trials, appealed to Mbeki, and he made the ultimately disastrous decision to shape his

government's AIDS policy around AIDS denialism's scientifically invalid ideas.

In our discussion of long-tail ideas, we noted that there is a believer for almost every

idea. But the vast majority of long-tail ideas are harmless and circulate among people without the

power to do anything with them, and they amount to nothing. In the uncountable mass of long

tail ideas, however, there are some truly dangerous ones, and in the unending roster of these

dangerous ideas' followers, there are, perhaps, a few powerful people. That a nation facing a

severe AIDS crisis counted its leader among the followers of Peter Duesberg's AIDS denialism

is astoundingly unlikely and perhaps the cruelest imaginable twist of fate. Had Mbeki been

passed over for the Presidency, or had he been a man slightly less willing to believe the worst of

Westerners, or had he simply never stumbled across AIDS denialism's website, things might

have been very different in South Africa.

To see the importance of the fact that it was Mbeki himself who came to believe the

tenets of AIDS denialism, we need only consider the anti-vaccine movement, which promotes an

idea as dangerous as AIDS denialism, but which has not had the same disastrous public health

effects of the AIDS denialist movement. Yes, some parents have withheld vaccinations for their

children, and yes, children have died, but the most severe estimate of the death toll numbers in

the hundreds. South African AIDS, on the other hand, has killed hundreds of thousands of

people. The difference is simply in the power of the people who believed in the pseudoscientific
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movement: a single parent can withhold vaccination for only his or her children, while the leader

of a nation can create health policies that affect millions. If AIDS denialism had found followers

only among ordinary people, and perhaps some minor government functionaries, it would likely

have had a much, much smaller death toll. But because the most powerful man in South Africa

was a believer, it attained tremendous destructive force.

Of course, it would be unfair to place all of the blame for the horror of South Africa's

AIDS epidemic on Thabo Mbeki. The difficulty of controlling an AIDS outbreak cannot be

overstated: even in nations like Uganda, where leaders have taken a proactive role in advocating

for the kinds of healthy behaviors that have been shown to prevent the spread of HIV, AIDS has

wrought tremendous havoc. Indeed, poverty is as significant a factor in the spread or non-spread

of AIDS as is anything else, and without addressing the underlying poverty of AIDS-ravaged

communities, there is a limit to how effective government and civil-society programs can be.

Indeed, Mbeki was correct when he argued that poverty was a significant contributor to the

deaths of South Africans with AIDS; but, of course, unlike the HIV virus, poverty does not cause

AIDS; it merely exacerbates it. Still, it would be foolish to discount the role of such a societal

factor in the spread of AIDS. Yes, Mbeki could have treated his people's epidemic more

effectively, but could he have completely stopped it? No.

I wish to conclude this exploration with a simple argument: III the analysis of

pseudoscientific movements, and in the formulation of policy responses to them, a social

scientific lens is essential. In South Africa, the best efforts of doctors, scientists, and foreign

policy-makers failed to stop the AIDS epidemic because people preaching a dangerous idea

gained the confidence of the South African President. Nowhere in an epidemiological model is

there a guideline for dealing with such a dangerous conviction in such a powerful person.
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Nowhere in the scientific understanding of the treatment of AIDS is there an understanding that

misguided people might not want to be treated, or that the leader of an AIDS-ravaged nation

might not want to treat his own people.

Mainstream scientists believed that AIDS denialists could be easily dismissed. After all,

denialists were simply lunatics, armed with no real scientific evidence, and surely anyone who

believed them could be dissuaded from doing so by a clear and coherent presentation of

scientific facts. But they were wrong. The people who believe pseudoscientific ideas do not do

so because they believe in the science behind the ideas; they do so because they do not trust

mainstream science's consensus. So no matter how vociferously mainstream scientists dismiss

pseudoscientists, there is little that can be effectively done without an understanding of the

personal hold that pseudoscience can have on nonscientists. Such an explanation is complex, and

the narrative offered here is just a first step in its direction. But because of the personal and

social dimensions of pseudoscience, if a full understanding of pseudoscience is to be found, it

will be found in the realm of the social sciences.

Pseudoscientific movements will undoubtedly appear again. When they do, the public

health establishment would be wise to adopt a more expansive view of pseudoscience.

Pseudoscientific movements, despite their ability to affect world events, are not based in fact,

and combating them by appealing to scientific reality is a fool's errand. Instead, they must be

engaged with on a social level that deals with the personalities involved in their genesis, the

mediums through which they circulate, and the societal factors that allow them to flourish. Such

an approach might have changed the course of the AIDS epidemic in South Africa.



92

Bibliography

Ban Ki-Moon. "The Stigma Factor." The Washington Post. 6 Aug 2008, Web. 13 Dec 2010.

Beale, Jonathan. "Bush weighs into evolution debate." BBC News. BBC News, 05 Aug 2005.
Web. 4 Apr 2011. <http://news.bbc.co.uk/2/hi/americas/4136690.stm>.

Bialy, Harvey. Oncogenes, Aneuploidy, and AIDS: A Scientific Life and Times ofPeter H.
Duesberg. Cuernavaca, Mexico: The Institute of Biotechnology of the Autonomous
National University of Mexico, 2004. Print.

Blumenthal, Sarah, and Melissa Shive. "AIDS Amnesia in America." The Washington Post. 12
Aug 2008, Web. 13 Dec 2010.

Bowdler, Neil. "Key HIV Strain 'Came From Haiti'." BBC News 30 Oct 2007: n pag. Web. 31
Oct 2010.

Davis, Percival, and Dean H. Kenyon. Of Pandas and People: The Central Question of Biological
Origins. 2nd ed. Dallas: Haughton Publishing Company, 1993. Print.

Duesberg, Peter H. "Retroviruses as Carcinogens and Pathogens: Expectations and Reality."
Cancer Research 47. (1987): 1199-1220. Web. 31 Oct 2010.
<http://www.duesberg.comlpapers/chl.html>.

Duesberg, Peter. Inventing the Aids Virus. Washington, D.C: Regnery Publishing, 1996. Print.

Duesberg, Peter. "A Multibillion $ Quiz: Is AIDS a Viral or a Chemical Epidemic?"
Duesberg.com. Duesberg on AIDS, n.d. N.p., 02 Dec 2006. Web. 4 Apr 2011.
<www.duesberg.comlpresentations/$bnAIDSQuiz.ppt>.

Dugger, Celia W. "Study Cites Toll of AIDS Policy in South Africa." New York Times 25 Nov
2008, Web. 31 Oct 2010.

Engelhard, Kelsie and Kyle Pangman. "The Stigmas Surrounding HIV/AIDS." In "AIDS
Exceptionalism," pg. 10-14 Web. 13 Dec 201 O. Retrieved from
http://www.potsdam.edu/academics/AAS/Anthrolloader.cfm?url=/commonspotlsecurity/
getfile.cfm&pageid=I78342

Farber, Celia. "Out of control: AIDS and the corruption of medical science." Harper's Mar 2006:
n. pag. Web. 4 Apr 2011. <http://www.harpers.org/archiveI2006/03/0080961>.

Gevisser, Mark. A Legacy ofLiberation: Thabo Mbeki and the Future of the South African
Dream. New York: Palgrave Macmillan, 2009. Print.

Gladwell, Malcolm. "Blowing Up." New Yorker 22 Apr 2002: n. pag. Web. 4 Apr 2011.



93

<http://www.gladwell.com/2002/2002_04_29_a_blowingup.htm>.

Goffman, Erving. Stigma: Notes on the MalUlgement ofSpoiled Identity. New York: Simon &
Schuster, 1963. Print.

Gorman, Christine, Andrea Dorfman, and Staci Kramer. "Strange Trip Back to the Future." Time
9 Nov 1987: n. pag. Web. Oct 312010.

Henry, William A. "The Appalling Saga of Patient Zero." Time 19 Oct 1987: n. pag. Web. 31
Oct 2010.

Herek, G.M. (1999). AIDS and Stigma. American Behavioral Scientist, 42(7), Retrieved from
https://psychology.ucdavis.edu/rainbowlhtml/abs99_intro_pre.pdf

Hooper, Ed. "AIDS Epidemic Moves South Through Africa." New Scientist 7 Jul 1990: n. pag.
Web. 31 Oct 2010.

Hunter, Susan. Black Death: AIDS in Africa. New York: Palgrave MacMillan, 2003. Print.

Interlandi, Jenses. "The World's Most Reviled Genius." Newsweek 9 Oct 2009: n pag. Web. 31
Oct 2010.

Kalichman, Seth. "How to Spot an AIDS Denialist." New Humanist Nov 2009: n pag. Web. 31
Oct 2010.

Kalichman, Seth. ""There is no Proof that HIV Causes AIDS": AIDS Denialism Beliefs among
People Living with HIV/AIDS." Journal of Behavioral Medicine. 33.6 (2010): 432-440.
Print.

Kaufman, Michelle. "FlU Coach Isiah Thomas 'Surprised and Hurt' by Magic Johnson's
Comments." Miami Herald. 22 Oct 2009, Web. 13 Dec 2010.

Kher, Unmesh. "A Name for the Plague." Time 27 Jul 1982: n pag. Web. 31 Oct 2010.

Kruglinski, Susan. "Questioning the Hive Mind?" Discover Magazine 19 Oct 2006: n pag. Web.
310ct20lO.

LaFraniere, Sharon. "Mbeki Fires Aide Who Reshaped HIV Policy." New York Times. 9 Aug
2007, Web. 31 Oct 2010.

Lindow, Megan. "Why South Africa's Mbeki Resigned." Time 20 Sep 2008: n. pag. Web. 31 Oct
2010.

Lindow, Megan. "Closet Case: How Intolerance Fuels Africa's AIDS Crisis." Time. 21 Ju12009,
Web. 13 Dec 2010.



94

Liveridge, Anthony. "The Limits of Science." Duesberg on AIDS. Duesberg.org, 1995. Web. 4
Apr 2011. <http://www.duesberg.com/medialallimits.html>.

Mbeki, Thabo. "Speech of the President of South Africa at the Opening Session of the
Conference." 13th International AIDS Conference, Durban. 9 Jul 2000. Web. 31 Oct
2010.

Melloy, Kilian. "Homophobia Inhibits Fight Against AIDS in South Africa." Edge Boston. 16
Apr 2010, Web. 13 Dec 2010.

McCutchan, J. Allen. "Human Immunodeficiency Virus Infection." The Merck Manual.
Whitehouse Station, NJ: Merck & Co., Oct 2008. Web.

Mnookin, Seth. "The Huffington Post and the ongoing fear that vaccines might cause autism ."
ScientificAmerican.com. Scientific American, 11 Feb 2011. Web. 4 Apr 2011.
<http://www.scientificamerican.comlblog/post.cfm?id=the-huffington-post-and-the
ongoing-2011-02-11>.

Nattrass, Nicoli. "AIDS, Science, and Governance: The Battle Over Antiretroviral Therapy in
Post-Apartheid South Africa." (2006): 1-25. Print.

Nattrass, Nicoli. Mortal Combat: AIDS Denialism and the struggle for antiretrovirals in South
Africa. Scottsville, South Africa: University of KwaZulu-Natal Press, 2007. Print.

Rogers, Kara. "AZT." Encyclopaedia Britannica Online: n pag. Oct 31 2010. Web.

Rosenberg, Charles. The Cholera Years: The United States in 1832,1849, and 1866. Chicago:
The University of Chicago Press, 1962. Print.

Russell, Sabin. "Mbeki's HIV Stand Angers Delegates; Hundreds Walk Out On His Speech."
San Francisco Chronicle. 20 Ju12000, Web. 31 Oct 2010.

Schott, Ben. "Elsewhere: African Slang for H.I.V.lA.I.D.S." The New York Times Online. 11 Apr
2009, Web. 13 Dec 2010.

Shilts, Randy. And the Band Played On: People, Politics, and the AIDS Epidemic. New York: St.
Martin's Press, 1987. Print.

Sontag, Susan. Illness as Metaphor and AIDS and its Metaphors. New York: Doubleday, 1989.
Print.

Steckel, Richard H. "Incidence of Disease: Incidence Rates of Selected Reportable Diseases,
1912-1998." Historical Statistics of the United States. Cambridge University Press, 2006.
Web. 31 Oct 2010.



95

Timberg, Craig. "In South Africa, Stigma Magnifies Pain of AIDS." The Washington Post. 14
Jan 2005, Web. 13 Dec 2010.

Weber, Bruce. "Manto Tshabalala-Msimang, South African Who Oversaw Discredited AIDS
Policy, Dies at 69." New York Times. 16 Dec 2009. Web. 31 Oct 2010.

White, Allen. "Reagan's AIDS Legacy: Silence Equals Death." San Francisco Chronicle. 8 Jun
2004, Web. 31 Oct 2010.

"A Brief History of HIV/AIDS." Aegis.com. N.p., 2010. Web. 13 Feb 2011.

"AIDS Epidemic Update, December 2009." UNAIDS, Dec 2009. Web. 31 Oct 2010.
<http://data.unaids.org/pub/Report/2009/JCI700 Epi Update 2009 en.pdf>.

"AIDS Death Toll Passes 25 Million: UNAIDS." Vancouver Sun 24 Nov 2009: n. pag. Web. 31
Oct 2010.

"Bush: Schools should teach intelligent design." MSNBC.com. MSNBC, 01 Aug 2005. Web. 4
Apr 2011. <http://www.msnbc.msn.comlid/8792302/ns/politics/>.

"Canadian Said to Have Had Key Role in Spread of AIDS." New York Times 7 Oct 1987, Web.
31 Oct 2010.

"Castro Hlongwane, Caravans, Cats, Geese, Foot & Mouth, and Statistics: HIV/AIDS and the
Struggle for the Humanisation ofthe African." Virusmyth.com. N.p., Mar 2002. Web. 13
Feb 2011.

"Cdesign Proponentsists." NCSE.org. National Center for Science Education, n.d. Web. 4 Apr
2011. <http://ncse.comlcreationismllegal/cdesign-proponentsists>.

"Center for Science And Culture: Top Questions." Discovery.org. Discovery Institute, n.d. Web.
4 Apr 2011.
<http://www.discovery.org/csc/topQuestions.php#questionsAboutIntelligentDesign>.

"Cholera." World Health Organization, June 2010. Web. 13 Dec 2010.

"Essential Medicines." World Health Organization, Mar 2005. Web. 31 Oct 2010.

"History of HIV & AIDS in South Africa." Avert.org. Avert, n.d. Web. 31 Oct 2010.

"History of AIDS up to 1986." Avert.org. N.p., 2010. Web. 13 Feb 2011.

"Malignant Narcissism in the Cancer Lab: Duesberg's AIDS Denialism Is Driven by Ego
Inflamed by Professional Failures." AidsTruth.org. AidsTruth, n.d. Web. 4 Apr 2011.
<http://www.aidstruth.org/documentslMalignant-Narcissism.pdf>.



96

"Mission and Bylaws." Semmelweis Society International. Semmelweis Society International, 30
Oct 2008. Web. 31 Oct20lO.

"Nailed: Dr Andrew Wakefield and the MMR - Autism Fraud: Summary of Brian Deer's
Investigation." BrianDeeLorg. N.p., n.d. Web. 4 Apr 2011.
<http://briandeer.comlmmrllancet-summary.htm>.

Republic of South Africa. Country Progress Report on the Declaration ofCommitment on
HlVIAlDS. 2010. Print.

"South Africa Country Situation." UNAIDS, Ju12008. Web. 31 Oct 2010.
<http://data.unaids.org/publFactSheet/2008/sa08 soa en.pdf>.

"The Berkeley Inquisition Exposed." Semmelweis Society International. Semmelweis Society
International, 19 Apr 2010. Web. 31 Oct 2010.

"The C. Everett Koop Papers: AIDS, the Surgeon General, and the Politics of Public Health."
National Library of Medicine. Web. 31 Oct 2010.

"The HIV/AIDS Epidemic in Botswana." The Henry J. Kaiser Family Foundation, Oct 2005.
Web. 31 Oct 2010.

"United Nations Millennium Development Goals: Goal 6: Combat HIV/AIDS, Malaria, and
Other Diseases." United Nations, n.d. Web. 31 Oct 2010.
<http://www.un.org/millenniumgoals/aids.shtml>

"Vaccine Victim: Andrew Wakefield Invents a Bizarre Conspiracy" BrianDeeLorg. N.p., n.d.
Web. 4 Apr 2011. <http://briandeeLcornlmmrllancet-summary.htm>.


	Morrison_thesis_2011_Page_01
	Morrison_thesis_2011_Page_02
	Morrison_thesis_2011_Page_03
	Morrison_thesis_2011_Page_04
	Morrison_thesis_2011_Page_05
	Morrison_thesis_2011_Page_06
	Morrison_thesis_2011_Page_07
	Morrison_thesis_2011_Page_08
	Morrison_thesis_2011_Page_09
	Morrison_thesis_2011_Page_10
	Morrison_thesis_2011_Page_11
	Morrison_thesis_2011_Page_12
	Morrison_thesis_2011_Page_13
	Morrison_thesis_2011_Page_14
	Morrison_thesis_2011_Page_15
	Morrison_thesis_2011_Page_16
	Morrison_thesis_2011_Page_17
	Morrison_thesis_2011_Page_18
	Morrison_thesis_2011_Page_19
	Morrison_thesis_2011_Page_20
	Morrison_thesis_2011_Page_21
	Morrison_thesis_2011_Page_22
	Morrison_thesis_2011_Page_23
	Morrison_thesis_2011_Page_24
	Morrison_thesis_2011_Page_25
	Morrison_thesis_2011_Page_26
	Morrison_thesis_2011_Page_27
	Morrison_thesis_2011_Page_28
	Morrison_thesis_2011_Page_29
	Morrison_thesis_2011_Page_30
	Morrison_thesis_2011_Page_31
	Morrison_thesis_2011_Page_32
	Morrison_thesis_2011_Page_33
	Morrison_thesis_2011_Page_34
	Morrison_thesis_2011_Page_35
	Morrison_thesis_2011_Page_36
	Morrison_thesis_2011_Page_37
	Morrison_thesis_2011_Page_38
	Morrison_thesis_2011_Page_39
	Morrison_thesis_2011_Page_40
	Morrison_thesis_2011_Page_41
	Morrison_thesis_2011_Page_42
	Morrison_thesis_2011_Page_43
	Morrison_thesis_2011_Page_44
	Morrison_thesis_2011_Page_45
	Morrison_thesis_2011_Page_46
	Morrison_thesis_2011_Page_47
	Morrison_thesis_2011_Page_48
	Morrison_thesis_2011_Page_49
	Morrison_thesis_2011_Page_50
	Morrison_thesis_2011_Page_51
	Morrison_thesis_2011_Page_52
	Morrison_thesis_2011_Page_53
	Morrison_thesis_2011_Page_54
	Morrison_thesis_2011_Page_55
	Morrison_thesis_2011_Page_56
	Morrison_thesis_2011_Page_57
	Morrison_thesis_2011_Page_58
	Morrison_thesis_2011_Page_59
	Morrison_thesis_2011_Page_60
	Morrison_thesis_2011_Page_61
	Morrison_thesis_2011_Page_62
	Morrison_thesis_2011_Page_63
	Morrison_thesis_2011_Page_64
	Morrison_thesis_2011_Page_65
	Morrison_thesis_2011_Page_66
	Morrison_thesis_2011_Page_67
	Morrison_thesis_2011_Page_68
	Morrison_thesis_2011_Page_69
	Morrison_thesis_2011_Page_70
	Morrison_thesis_2011_Page_71
	Morrison_thesis_2011_Page_72
	Morrison_thesis_2011_Page_73
	Morrison_thesis_2011_Page_74
	Morrison_thesis_2011_Page_75
	Morrison_thesis_2011_Page_76
	Morrison_thesis_2011_Page_77
	Morrison_thesis_2011_Page_78
	Morrison_thesis_2011_Page_79
	Morrison_thesis_2011_Page_80
	Morrison_thesis_2011_Page_81
	Morrison_thesis_2011_Page_82
	Morrison_thesis_2011_Page_83
	Morrison_thesis_2011_Page_84
	Morrison_thesis_2011_Page_85
	Morrison_thesis_2011_Page_86
	Morrison_thesis_2011_Page_87
	Morrison_thesis_2011_Page_88
	Morrison_thesis_2011_Page_89
	Morrison_thesis_2011_Page_90
	Morrison_thesis_2011_Page_91
	Morrison_thesis_2011_Page_92
	Morrison_thesis_2011_Page_93
	Morrison_thesis_2011_Page_94
	Morrison_thesis_2011_Page_95
	Morrison_thesis_2011_Page_96

