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Introduction

B By the time my Uncle Bernard started his medical studies at the Uni-
versity of Chicago in 1932 he had already witnessed the great influenza
pandemic of 1918-19. He was seven years old when he counted the funeral
hearses that made their way down the streets of Baltimore. Three years
earlier Bernard’s father had nearly died of typhoid fever, acquired in down-
town Baltimore. And shortly after, his grandfather died of tuberculosis.

In his twelfth year Bernard got what was called “summer sickness,”
spending the long, hot Maryland days lying about the house, “acting lazy,”
as his mother put it. It wasn’t until 1938, when he volunteered as an X-
ray guinea pig during his internship at the University of California’s medical
school in San Francisco, that Uncle Bernard discovered that the “summer
sickness” was actually tuberculosis. He had no doubt acquired consumption
from his grandfather, survived the disease, but for the rest of his life had
telltale scars in his lungs that were revealed by chest X rays.

It seemed that everybody had TB in those days. When young Bernard
Silber was struggling his way through medical studies in Chicage, incoming
nursing students were routinely tested for antibodies against TB. The women
who came from rural areas always tested negative for TB when they started
their studies. With equal certainty, they all tested TB-positive after a year
on the urban hospital wards. Any ailment in those days could light up a
latent TB infection, and tuberculosis sanitariums were overflowing. Treat-
ment was pretty much limited to bed rest and a variety of hotly debated
diets, exercise regimens, {resh air, and extraordinary pneumothorax sur-
gical procedures. ’

In 1939 Uncle Bernard started a two-year residency in medicine at Los
Angeles County Hospital, where he met my Aunt Bernice, a medical social
worker. Bernice limped and was deaf in one ear, the results of a childhood
bacterial infection. When she was nine, the bacteria grew in her ear,
eventually infecting the mastoid bone. A complication of that was osteo-
myelitis, which left her right leg about an inch shorter than her left, forcing
Bernice to walk knock-kneed to keep her balance. Shortly after they met,
Bernard got a nasty pneumococcal infection and, because he was a phy- ‘
sician, received state-of-the-art treatment: tender loving care and oxygen.
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For a month he languished as a patient in Los Angeles County Hospital
hoping he would be among the 60 percent of Americans who, in the days
before antibiotics, survived bacterial pneumonia.

Bacterial infections were both common and very serious before 1944,
when the first antibiotic drugs became available. My Unecle Bernard could
diagnose scarlet fever, pneumococcal pneumonia, rheumatic fever, whoop-
ing cough, diphtheria, or tuberculosis in a matter of minutes with little or
no laboratory support. Doctors had to know how to work quickly because
these infections could escalate rapidly. Besides, there wasn’t much the lab
could tell a physician in 1940 that a well-trained, observant doctor couldn’t
determine independently.

Viruses were a huge black box in those days, and though Bernard had
no trouble differentiating between German measles, influenza, St. Louis
encephalitis, and other viral diseases, he had neither treatments nor much
of an understanding of what these tiniest of microbes did to the human
body.

Unecle Bernard was introduced to tropical medicine during World War
I, when he served in the Army Medical Corps at Guadalcanal and other
battlefields of the Pacific. That’s when he learned firsthand about diseases
of which he’d heard very little in medical school: malaria, dengue (break-
bone fever), and a variety of parasitic diseases. Quinine did a good job of
curing malaria, but there was little he could do for Gls affficted with the
other tropical organisms that were rife in the Pacific theater.

Two years into the war the Army issued its first meager supplies of
penicillin, instructing physicians to use the precious drug sparingly, in
doses of about 5,000 units (less than a third of what would be considered
a minimal penicillin dose for minor infections in 1993). In those early days
before bacteria became resistant to antibiotics, such doses were capable
of performing miracles, and the Army doctors were so impressed with the
powers of penicillin that they collected the urine of patients who were on
the drug and crystallized excreted penicillin for reuse on other Gls.

Years later, when I was studying immunology in graduate school at UC
Berkeley, Uncle Bernard would regale me with tales of what sounded like
medicine in the Dark Ages. I was preoccupied with such things as
fluorescence-activated laser cell sorters that could separate different types
of living cells of the immune system, the new technology of genetic engi-
neering, monoclonal antibodies, and deciphering the human genetic code.

“I always liken the production of antibiotics to the Internal Revenue
Service,” Uncle Bernard would say when 1 seemed less than interested in
the pre-antibiotic plights of American physicians. “People are always look-
ing for loopholes, but as soon as they find them, the IRS plugs them up.
I’'s the same way with antibiotics—no sooner have you got one than the
bacteria have become resistant.” .

During the summer of 1976 I had reason to reconsider much of my Uncle
Bernard’s wisdom. As I tried to make sense of my graduate research project
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at Stanford University Medical Center, the news seemed overfull of infec-
tious disease stories. The U.S. government was predicting a massive in-
fluenza epidemic that some said would surpass that of 1918—a global
horror that claimed over 20 million lives. An American Legion group met
in a hotel in Philadelphia on the Fourth of July, and something made 182
of them very sick, killing 29. Something else especially strange was going
on in Africa, where, according to garbled press accounts of the day, people
were dying from a terrifying new virus: in Zaire and the Sudan, something
called Green Monkey Virus, or Marburg, or Ebola, or a mix of all three
monikers was occupying the urgent attention of disease experts from all
over the world.

In 1981 Dr. Richard Krause of the U.S. National Institutes of Health
published a provocative book entitled The Resiless Tide: The Persistent
Challenge of the Microbial World,! which argued that diseases long thought
to have been defeated could return to endanger the American people. In
hearings a year later before the U.S. Congress, Krause was asked, “Why
do we have so many new infectious diseases?”

“Nothing new has happened,” Krause replied. “Plagues are as certain
as death and taxes.”? ,

But the shock of the AIDS epidemic prompted many more virus experts
in the 1980s to.ponder the possibility that something new was, indeed,
happening. As the epidemic spread from one part of the world to another,
scientists asked, “Where did this come from? Are there other agents out
there? Will something worse emerge—something that can be spread from
person to person in the air?”

The questioning grew louder as the 1980s dragged on. At a Rockefeller
University cocktail party, a young virologist named Stephen Morse ap-
proached the institution’s famed president, Nobel laureate Joshua Leder-
berg, and asked him what he thought of the mounting concern about
emerging microbes. Lederberg characteristically responded in absolute
terms: “The problem is serious, and it’s getting worse.” With a sense of
shared mission, Morse and Lederberg set out to poll their colleagues on
the matter, gather evidence, and build a case.

By 1988 an impressive group of American scientists, primarily virologists
and tropical medicine specialists, had reached the conclusion that it was
time to sound an alarm. Led by Morse and Lederberg of Rockefeller Uni-
versity, Tom Monath of the U.S. Army’s Medical Research Institute of
Infectious Diseases, and Robert Shope of the Yale University Arbovirus
Research Unit, the scientists searched for a way to make tangible their
shared concern. Their greatest worry was that they would be perceived as
crybabies, merely out to protest shrinking research dollars. Or that they
would be accused of crying wolf. - X

On May 1, 1989, the scientists gathered in the Hotel Washington, located
across the street from the White House, and began three days of discussions
aimed at providing evidence that the disease-causing microbes of the planet,
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far from having been defeated, were posing ever-greater threats to humanity.
Their gathering was co-sponsored by the National Institutes of Allergy and
Infectious Diseases, the Fogarty International Center, and Rockefeller
University. v

“Nature isn’t benign,” Lederberg said at the meeting’s opening. “The
bottom lines: the units of natural selection—DNA, sometimes RNA
elements—are by no means neatly packaged in discrete organisms. They
all share the entire biosphere. The survival of the human species is not a
preordained evolutionary program. Abundant sources of genetic variation
exist for viruses to learn new tricks, not necessarily confined to what
happens routinely, or even frequently.”

University of Chicago historian William McNeill outlined the reasons
Homo sapiens had been vulnerable to microbial assaults over the millennia.
He saw each catastrophic epidemic event in human history as the ironic
result of humanity’s steps forward. As humans improve their lots, McNeill
warned, they actually increase their vulnerability to disease.

“It is, I think, worthwhile being conscious of the limits upon our powers,”
McNeill said. “It is worth keeping in mind that the more we win, the more
we drive infections to the margins of human experience, the more we clear
a path for possible catastrophic infection. We'll never escape the limits of
the ecosystem. We are caught in the food chain, whether we like it or not,
ealing and being eaten.”

For three days scientists presented evidence that validated McNeill’s
words of foreboding: viruses were mutating at rapid rates; seals were dying
in great plagues as the researchers convened; more than 90 percent of the
rabbits of Australia died in a single year following the introduction of a
new virus to the land; great influenza pandemics were sweeping through
the animal world; the Andromeda strain nearly surfaced in Africa in the
form of Ebola virus; megacities were arising in the developing world, cre-
ating niches from which “virtually anything might arise”; rain forests were
being destroyed, forcing disease-carrying animals and insects into areas of
human habitation and raising the very real possibility that lethal, mysterious
microbes would, for the first time, infect humanity on a large scale and
imperil the survival of the human race. '

As a member of a younger generation trained in an era of confident,
curative medicine and minimal concern for infectious diseases, I experi-
enced such discussion as the stuff of Michael Crichton novels rather than
empiric scientific discourse. Yet I and thousands of young scientists also
reared in the posi-antibiotic, genetic engineering era had to concede that
there was an impressive list of recently emergent. viruses: the human im-
munodeficiency virus that caused AIDS, HTLV Types I and II which were
linked to blood cancers, several types of recently discovered hepatitis-
causing viruses, numerous hemorrhage-producing viruses discovered in
Africa and Asia.
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In February 1991 the Institute of Medicine (IOM), which is part of the
U.S. National Academy of Sciences, convened a special panel with the
task of exploring further the questions raised by the 1989 scientific gathering
and advising the federal government on two points: the severity of the
microbial threat to U.S. citizens and steps that could be taken to improve
American disease surveillance and monitoring capabilities. In the fall of
1992 the I0M panel released its report, Emerging Infections: Microbial
Threats to Health in-the United States,® which concluded that the danger
of the emergence of infectious diseases in the United States was genuine,
and authorities were ill equipped to anticipate or manage new epidemics.

“Our message is that the problem is serious, it’s getting worse, and we
need to increase our efforts to overcome it,” Lederberg said on the day of
the report’s release.

After the release of the report, the U.S. Centers for Disease Control and
Prevention in Atlanta began a soul-searching process that would, by the
spring of 1994, result in a plan for heightened vigilance and rapid response
to disease outbreaks. The slow response to the emergence of HIV in 1981
had allowed the epidemic to expand by 1993 to embrace 1.5 million Amer-
icans and cost the federal government more than $12 billion annually in
research, drug development, education, and treatment efforts.

The CDC was determined that such a mistake would not be repeated.

But there were dissident voices in 1993 who protested both the American
scientific community’s often narrow emphasis on viruses and its focus on
threats posed solely to U.S. citizens. Disease fighters like Joe McCormick,
Peter Piot, David Heymann, Jonathan Mann, and Daniel Tarantola argued
forcefully that microbes had no respect for humanity’s national borders.
Furthermore, they said, in much of the world the most dangerous emerging
diseases were not viral, but bacterial or parasitic. A far larger view was
needed, they argued.

Other eritics stressed that a historical perspective on mankind’s bum-
bling, misguided attempts to control the microbes would reveal that much
of the fault lay with the very scientific community that was now calling for
vigilance. What seemed to make sense as microbe control action, viewed
from the academic and government offices of the world’s richest country,
argued the likes of Uwe Brinkmann, Andrew Spielman, and lsao Arita,
could prove disastrous when executed in the planet’s poorer nations.

The critics charged that Americans, by virtue of their narrow focus on
the appearance of disease within the United States, were missing the real
picture. It was a picture captured in the sight of a little Ndbele girl wrapped
in a green kanga. She lay on the hardened clay floor of a health care clinic
outside Bulawayo, Zimbabwe. Her mother sat beside her, casting beseech-
ing looks at every stranger who entered the two-room clinic. The four-year-
old girl cried weakly. :

“That is measles,” said the clinic director, pointing a stern finger at the
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child. The director led an observer outside to show the local innovations
in toilet hygiene and efforts to increase the protein content of village
children’s diets.

When he returned an hour later to the wattle-clay clinic, the mother was
rocking back and forth on the balls of her feet, tears silently streaming
down her face; the child’s soft crying had ceased. A few hours later the
mother and her husband placed across bicycle handlebars a rolled straw
mat containing their little girl’s body and, staring blankly at the horizon,
forlornly walked the bike down the red clay road.

At a time when mothers of the world’s wealthiest nations arranged to
have their children “immunized” by deliberately exposing the youngsters
to measles, mumps, even chicken pox, these diseases were forcing parents
in some of the world’s poorest nations to find ways to cope with the expected
deaths of more than half their children before the age of ten.

The long list of vaccines and prescription drugs that American physicians
urged their patients to take before traveling south of Tijuana was ample
testimony to the health impact of the world’s wide gulf in wealth and
development. In the 1970s Americans and Europeans who were distressed
by the poverty of the Southern Hemisphere poured money into the poorest
countries for projects intended to bring their populations into “the modern
age.” The logic of the day was that the health status of a population would
improve as the society’s overall structure and economy grew to more closely
resemble those of the United States, Canada, and Western Europe.

But by 1990 the world’s major donor institutions would be forced to
conclude that medernization efforts seemed only to have worsened the plight
of the average individual in the Third World, while enhancing the power,
wealth, and corruption of national elites and foreign-owned institutions.
Bucolic agricultural secieties were transformed in the space of ‘a single
generation into countries focused around one or more vast urban centers
that grew like ghastly canker sores over the landscape, devouring the
traditional lifestyles and environments of the people and thrusting young
job seekers into sprawling semi-urban shims that lacked even a modicum
of proper human waste disposal or public health intervention.

In the industrialized free market world of the 1970s, people at all societal
strata became increasingly conscious of the link between environmental
pollution and personal health. As the dangers of pesticide misuse, lead
paint, asbestos fibers, air pollution, and adulterated foods became apparent,
residents of the world’s wealthiest countries clamored for regulations to
curb contamination of the environment and the food supply.

With the discovery of Earth’s ozone holes, the world’s scientists initiated
a debate about global responsibility for preventing further pollution de-

struction of the planet’s protective gaseous layer. Similarl , marine biol-
p p 3 y Y

ogists argued with increasing vehemence that all the nations of the world
shared responsibility for the sorry state of Earths oceans and the near-
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extinction or endangerment of its fish, coral, and mammal populations.
Conservationists turned their attention to global wildlife protection. And
biologists like Harvard’s E. 0. Wilson and the Smithsonian’s Thomas Love-
joy warned of a global mass flora and fauna extinction event that would
rival that of the great Cretaceous period dinosaur die-off.

Citing the fossil evidence for five great extinction events in Earth’s ancient
history, Wilson asked how much more environmental destruction at man’s
hand the world could tolerate: “These figures should give pause to anyone
who believes that what Homo sapiens destroys, Nature will redeem. Maybe
s0, but not within any length of time that has meaning for coniemporary
humanity.”*

As humanity approached the last decade of the twentieth century, the
concept of a Global Village—first elucidated in the 1960s by Canadian
philosopher Marshall McLuhan as a description of the sense of worldwide
interconnectedness created by mass media technology—had clearly entered
mass consciousness in the context of Earth’s ecology. Environmentalists
were thinking on the macro level, plotting ways to change the whaling
policies of places as disparate as Japan, Alaska, Russia, and Norway. The
World Bank decided to include ecological concerns in its parameters for
issuing loans to developing countries. The Chernoby! nuclear accident
proved, in the eyes of many scientists, that it was folly to consider toxic
risk control a problem whose solutions were always constrained by issues
of national sovereignty.

And in 1992 the United States elected a Vice President who espoused
an ambitious global Marshall Plan to protect the environment. Albert Gore
warned that nothing short of a massive worldwide shift in human perspec-
tive, coupled with elaborate systems of international regulation and eco-
nomic incentives, would be adequate to ensure the survival of the planet’s
ecology. And he adopted the rhetoric of critical environmentalists, saying,
“Those who have a vested interest in the status quo will probably continue
to stifle any meaningful change until enough citizens who are concerned
about the ecological system are willing to speak out and urge their leaders
to bring the earth back into balance.”™

At the macro level, then, a sense of global interconnectedness was
developing over such issues as economic justice and development, envi-
ronmental preservation, and, in a few instances, regulation. Though there
were differences in perspective and semantics, the ‘globalization of views
on some issues was already emerging across ideological lines well before
the fall of the Berlin Wall. Since then it has sped up, although there is
now considerable anxiety expressed outside the United States about Amer-
ican domination of the ideas, cultural views, technologies, and economics
of globalization of such areas as environmentalism, communication, and
development. .

It wasn’t until the emergence of the human immunodeficiency virus,
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however, that the limits of, and imperatives for, globalization of health
became obvious in a context larger than mass vaccination and diarrhea
control programs. From the moment it was discovered in 1981 among gay
men in New York and California, AIDS became a prism through which the
positive lights by which societies hoped to be viewed were fractured into
thousands of disparate and glaring pieces. Through the AIDS prism it was
possible for the world’s public health experts to witness what they consid-
ered to be the hypocrisies, cruelties, failings, and inadequacies of hu-
manity’s sacred institutions, including its medical establishment, science,
organized religion, systems of justice, the United Nations, and individual
government systems of all political stripes.

If HIV was our model, leading scientists concluded, humanity was in
very big trouble. Homo sapiens greeted the emergence of the new disease
first with utter nonchalance, then with disdain for those infected by the
virus, followed by an almost pathologic sense of mass denial that drew
upon mechanisms for rationalizing the epidemic that ranged from claiming
that the virus was completely harmless to insisting that certain individuals
or races of people were -uniquely blessed with the ability to survive HIV
infection. History, they claimed, would judge the 1980s performance of
the world’s political and religious leaders: would they be seen as equivalent
to the seventeenth-century clerics and aristocracy of London who fled the
city, leaving the poor to suffer the bubonic plague; or would history be
more compassionate, merely finding them incapable of seeing the storm
until it leveled their homes?

Over the last five years, scientists—particularly in the United States and
France—have voiced concern that HIV, far from representing a public
health aberration, may be a sign of things to come. They warn that humanity
has learned little about preparedness and response to new microbes, despite
the blatant tragedy of AIDS. And they call for recognition of the ways in
which changes at the ‘micro level of the environment of any nation can
affect life at the global, macro level.

Humanity’s ancient enemies are, after all, microbes. They didn’t go away
just because science invented drugs, antibiotics, and vaccines (with the
notable exception of smallpox). They didn’t disappear from the planet when
Americans and Europeans cleaned up their towns and cities in the postin-
dustrial era. And they certainly won’t become extinct simply because human
beings choose to ignore their existence.

In this book I explere the recent history of disease emergence, examining
in roughly chronological order examples that highlight reasons for microbial
epidemics and the ways humans respond, as cultures, scientists, physi-
cians, bureaucrats, politicians, and religious leaders.

The book also examines the biology of evolution at the microbial level,
looking closely at ways in which disease agents and their vectors are
adapting to counter the defensive weapons used to protect human beings.

- Introduction [ 11

In addition, The Coming Plague looks at means by which humans are
actually aiding and abetting the microbes through ill-planned development
schemes, misguided medicine, errant public health, and shortsighted po-
litical action/inaction.

Finally, some solutions are offered. Fear, without potential mitigating
solutions, can be very volatile. It has, throughout history, prompted the
lifelong imprisonment of the victims of a disease. Perhaps less onerously,
it can lead to inappropriate expenditures of money and human resources
aimed at staving off a real or imagined enemy.

What is required, overall, is a new paradigm in the way people think
about disease. Rather than a view that sees humanity’s relationship to
the microbes as a historically linear one, tending over the centuries
toward ever-decreasing risk to humans, a far more challenging per-
spective must be sought, allowing for a dynamic, nonlinear state of affairs
between Homo sapiens and the microbial world, both inside and outside
their bodies. As Harvard University’s Dick Levins puts it, “we must em-
brace complexity, seek ways to describe and comprehend an ever-changing
ecology we cannot see, but, nonetheless, by which we are coustantly
affected.”

Now in his eighties and retired from the daily practice of medicine, my
Uncle Bernard wonders how many American physicians today would rec-
ognize a case of malaria, diphtheria, rheumatic fever, tuberculosis, or
typhus without needing the guiding advice provided by time-consuming
laboratory diagnostic analysis. He doubts whether most physicians in the
industrialized world could diagnose an old scourge, like yellow fever or
dengue fever, much less spot an entirely new microbe. As he and the rest
of the pre-antibiotic era physicians of the developed world retire and age,
Bernard asks if doctors of the year 2000 will be better or worse equipped
to treat bacterial pneumonia than were physicians in his pre-antibiotic
days.

Preparedness demands understanding. To comprehend the interactions
between Homo sapiens and the vast and diverse microbial world, perspec-
tives must be forged that meld such disparate fields as medicine, environ-
mentalism, public health, basic ecology, primate biolegy, human behavior,
economic development, cultural anthropology, human rights law, ento-
mology, parasitology, virology, bacteriology, evolutionary biology, and
epidemiology.

The Coming Plague 1ells the stories of men and women who struggled
to understand and control the microbial threats of the post-World War 11
era. As these disease vanquishers retire, the college laboratories and med-
ical schools grow full of youthful scientific energy, but it is not focused on
the seemingly old-fashioned, passé tasks that were invaluable jn humanity’s
historic ecological struggles with the microbes. As we approach the mil-
lennium, few young scientists or doctors anywhere in the world can quickly
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recognize a tiger mosquito, Peromyscus maniculatus mouse, pertussis
cough, or diphtherial throat infection. :
The skills needed to describe and recognize perturbations in the Homo

E sapiens microecology are disappearing with the passing of the generations,

leaving humanity, lulled into a complacency born of proud discoveries and
medical triumphs, unprepared for the coming plague.

P —

1
Machupo

BOLIVIAN HEMORRHAGIC FEVER

Any atiempt to shape the world and modify human personality in
order to create a self-chosen pattern of life involves many unknown
consequences. Human destiny is bound 1o remain a gamble, because
at some unpredictable time and in some unforeseeable manner nature
will strike back.

~—Mirage of Health, René Dubos, 1959

B Karl Johnson fervently hoped that if this disease didn’t kill him soon
somebody would shoot him and put him out of his misery. The word “agony”
wasn’t strong enough. He was in hell.

Every nerve ending of his skin was on full alert. He couldn’t bear even
the pressure of a sheet. When the nurses and doctors at Panama’s Gorgas
Hospital touched him or tried to draw blood samples, Johnson inwardly
screamed or cried out.

He was sweating with fever, and he felt the near-paralytic exhaustion
and severe pain he imagined afflicted athletes who pushed their training
much too far.

When nurses on the Q ward first looked at Johnson lying beside his two
colleagues they recoiled from the sight of his crimson blood-filled eyes.
All over Johnson's body the tiny capillaries that acted as tributaries flowing
to and from the veins’ rivers of blood were leaking. Microscopic holes had
appeared, out of which flowed water and blood proteins. His throat hurt
so much he could barely speak or drink water, thanks to a raw and bleeding
esophageal lining. Word around the hospital was that the three were victims
of a sirange and contagious new plague that felled them in Bolivia.

In brief moments of lucidity Johnson would ask how many days had
passed. When a nurse told him it was Day Five, he groaned.

“If my immune system doesn’t kick in fast, I'm a dead man,” he thought.

He’d seen it happen plenty of times in San Joaquin. Some of the people
died in just four days, but most suffered over a week of this torture.

Over and over he reviewed what he had seen in that isolated village on
Bolivia’s eastern frontier. He hoped to think of something that could help
him recover and solve the San Joaquin mystery.

It had all started exactly a year before—in July 1962. Johnson had just
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7 hirdworldization

THE INTERACTIONS OF POVERTY,
POOR HOUSING, AND SOCIAL DESPAIR
WITH DISEASE

The States Parties to this Constisution declare, in conformity with

the charter of the United Nations, that the Sollowing principles are

basic to the h ppiness, har 1 relat,

and security of all
peoples:

—Health is a state of complete physical, mental, and social well.
being and not merely the absence of disease or infirmity. . .,
—~Unequal development in different cou'mn‘es in the promotion of
health and control of disease, especially communicable disease, is q
common danger.

—Constitution of the World Health Organization, July 22, 1946

B Heavy, purple-tinged clouds filled the equatorial sky, blotting out the
harsh noon sun. It was stifling hot, and the ajr was so moist that beads of

since yesterday.

Wrapped in white cloth and elephant grass, 4 five-foot bundle lay
stretched across the handlebars. The somber tric maneuvered their way
past a steady stream of pedestrians, most of whom bore enormous bundles
upon their heads or carried a huge Nile perch dangling from their shoulders,
the fish so massive that its mud-covered tail trailed along the road.

Each time the men hit a large rut, one of them carefully steadied the
bundle, while the other two gave the bicycle a strong shove, Passersby,
recognizing the nature of the bundle, carefully avoided staring and ceased
their laughter or chatter. Even the wild young boys who dodged school and
helped smugglers get their goods across the Ugandan border grew silent
when they spotted the bicyele’s burden. .

The journey eased when the men reached a Plateau and turned off the
road onto a well-beaten footpath. Winding their way through dense, verdant

banana groves, they occasionally passed a mud-and-thatch home, Residents
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greeted them with nods or a quiet “Jambo,” children scurried to their
mothers’ sides, staring wide-eyed at the bicycle and its load. As the trio
moved on, clusters of people gathered up specially wrapped bundles, called
children to their sides, and fell in line. Soon a procession of a few dozen
residents of Kanyigo had formed.

In the distance could be heard the high-pitched ululating of female
voices. The procession drew near to the mournful sound and a child sta-
tioned along the path spoited the bicycle and ran ahead to alert others of
its approach. The keening suddenly stopped, and for a moment the only
sounds were those of squawking Lake Victoria birds and human feet tromp-.
ing over mud.

The villagers of Kanyigo reached a small clearing, surrounded by banana
trees. To one side was a round thatched-roof house. On the opposite end
of the clearing a group of men took turns shoveling out a large hole in the
clay soil. In the center of the clearing stood a thirty-five-year-old man
wearing a button-down shirt, dark cotton pants, and a brightly colored print
sash. As the bicycle trio approached, the man drew close to him five small
children, aged two to seven years, each of whom wore sashes identical to
his.

Without exchanging words, the trio greeted the man and his children,
silently untied their elephant grass-wrapped bundle, and carried it into the
hut. As they entered the hoine, the women’s wailing resumed inside. Its
volume and pitch were at first painful to hear, and some of the gathered
children, unfamiliar with social propriety, cupped their hands over their
ears. Mothers quietly clucked disapproval; the children obediently dropped
their hands and stared with apparent fear at their sash-adorned coun-
terparts.

The families took turns approaching the father and children. Whispered
greetings, bowed heads, proffered gifts, some tears, an occasional hug.

Some of the adults stepped into the hut, stopping for a moment until
their eyes adjusted to the darkness, and then groped their way through the
crowded one-room horme to a seat upon the clean floor of packed dirt. They
sat in concentric circles surrounding the five-foot bundle that had quietly
been set in place by the bicycle trio. An older woman occasionally lost
control, wailing loudly and flailing about so wildly that her friends were
forced to restrain her.

AIDS had claimed arother life in Kanyigo. The thirty-two-year-old
woman, who now lay upon her floor, swaddled in cloth and elephant grass,
left behind a husband and five children.

“She was suddenly attacked by stomach pain four months ago,” the
widower said. “So she went to her birth village, the next village over, to
stay with her family. She had no appetite. She wasn’t eating anything. We
tried to force her to drink tea, eat bread. We really tried to force it on her.
But it was no use. At eleven o'clock yesterday morning she collapsed and

died.”
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The man spoke in a monotone, too overwhelmed to express emotion. He
looked down at his children, who stoically stood by his side, stifling their
tears. His eyes swept over them and then settled on the visiting Mzungu.
He studied the American for an instant before speaking.

“It is a great deal of work for me to feed them, care for them, and do
my work. Why don’t you take the children? I give them to you.”

1

Jonathan Mann was tremendously excited. True, there were any number
of things that could still go awry; diplomatic noses might start bleeding,
political shenanigans could well break out. But he and his highly
energetic—and sly—staff of the World Health Organization’s Global Pro-
gramme on AIDS had for months carefully and strategically planned for
this day.

“We are entering a new era,” Mann had assured an international press
corps. “We will make 1988 the year we turn the tide against the AIDS
virus.”

And here he sat, his bow tie straight, hair brushed, as usual, straight
back off his forehead, wearing a naty tailored European suit, giving him
the air not of a CDC epidemiologist but of a French diplomat. He looked
out over the largest gathering of Ministers of Health ever assembled. Of
the representatives of 148 nations who now sat before him in the vast Queen
Elizabeth II Conference Center in London, 117 were Ministers of Health
or their country’s equivalent. Every key nation, save one, was represented
by the most politically powerful health official in their land: Mann was
ashamed to say that the exception was his own country. Still not wishing
to give AIDS a priority status, the Reagan administration sent Dr. Robert
Windom, who ranked two notches down the power ladder from the Secretary
of Health and Human Services, Otis Bowen.

Never in history had the majority of the world’s top health officials
gathered to discuss an epidemic. No scourge—not malaria, smallpox, yel-
low fever, or the plague—had ever commanded such diplomatic attention.
Some 700 delegates and 400 journalists were also present in the London
hall on this ice-cold January morning in 1988 to witness the World Summit
of Ministers of Health on Programmes for AIDS Prevention. Mann felt that
it was a coup for his program, for WHO, and for millions of powerless -
people with AIDS. .

Mann urgently hoped to drive home a message to the world’s health
leadership: AIDS is spreading; if it hasn’t yet emerged in your country, it
will, unless you plan now, follow our recommendations, educate your pop-
ulations, and embrace condom-based programs as a prevention strategy.

As of January 26, 1988, some 75,392 cases of AIDS had officially been
reported to the World Health Organization. But that figure was a gross
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understatement of the true dimensions of the pandemic: most nations lacked
genuine systems for amassing and recording such health statistics. Mann
tactfully didr’t mention from the podium what everyone in the audience
knew to be true; namely, that many nations were deliberately covering up
their epidemics for political and economic reasons. Such delicate issues
would be dealt with later, in private arm-twistings and minister-to-minister
preplanned strategic confrontations.

Mann differentiated the ways in which the AIDS virus was spreading
from person to person. In what he called Pattern I countries, such as those
of North America and Western Europe, AIDS was spreading primarily via
the sharing of needles between intravenous drug users and sexually among
gay men. In Pattern II countries, such as those of Africa, AIDS was a
heterosexual disease.

Though he was cautious in his public choice of words, it was Pattern 1II
nations that most concerned Mann as he spoke in London. Asia, the com-
munist bloc, the largely Muslim Middle East, and much of the Pacific
region had only very tiny outbreaks of AIDS. Some of these countries were
truthfully reporting no cases of the disease, and several more were accu-
rately stating thai the handful of cases in their countries all involved for-
eigners or citizens who had acquired HIV while living overseas. In those
Pattern HII countries, the relative handfuls of cases were equally likely to
have resulted from heterosexual, homosexual, needle, or blood exposure.

Pattern ili, in other words, represented the potential future of the world-
wide AIDS epidemic. There was still a window of opportunity for public
health action that might successfully prevent HIV from emerging in the
majority of the world’s populations.

Many of the Pattern 111 political leaders had already recognized the threat
of HIV importation, of course, and taken their own steps to curb such
events. However, Mann and his staff, which included smallpox hero Daniel
Tarantola, were appalled by many of the anti-emergence measures some
countries had taken. Privately, Tarantola had already spent months flying
all over the world in attempts to convince many of the same ministers who
now sat in the London conference hall that AIDS wasn’t anything like
smallpox. There was no vaccine that one could require that immigrants
and visitors receive. The virus didn’t manifest itself symptomatically for
years—perhaps over a decade—in ways that indicated its presence even
to the infected individual. And the AIDS blood test wasn’t foolproof.

“What are you going to do, test every immigrant five or six times a year,
every visiting student once a week? If you think you can keep the virus
out of your country with legislation and testing, you are wrong,” Tarantola
told public health officials.

Mann was worried that the world would become a patchwork of repres-
sive public health regimes with laws aimed at keeping a virus, as well
as iis potential carriers—gays, Africans, prostitutes, drug users, poor im-
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migrants—out. He feared that it would push populations that already ex-
isted at the margins of global society further away from the mainstream,
medicine, and all hopes of disease control. Indeed, restrictions intended
to control populations at greatest danger for HIV infection might actually
have the reverse effect, exacerbating the social and economic conditions
in their lives that drove them to adopt risky behaviors. Simply put, he felt
certain that this moment in London was pivotal to deciding whether HIV's
emergence in most countries would be prevented through education of local
populaces or temporarily stalled by repressive laws.

“Our opportunity—brought so clearly into focus by this Summit—is
truly historie,” Mann told his distinguished audience. “We live in a world
threatened by unlimited destructive force, yet we share a vision of creative
potential—personal, national, and international. The dream is not new—
but the circumstances and the opportunity are of our time alone. The global
AIDS problem speaks eloquently of the need for communication, for sharing
of information and experience, and for mutual support; AIDS shows us
once again that silence, exclusion, and isolation—of individuals, groups,
or nations—creates a danger for us all.”

Though his words were received with thunderous applause and a standing
ovation, Mann knew that many of those before him who were loudly slapping
their hands together and politely nodding approval were, back home, pro-
moting policies of mandatory quarantine of HIV-positive individuals, es-
calated repression against homosexuals, even public execution of AIDS
sufferers.

As a scientist, Mann knew that the men and women now looking up at
him on the dais, studying his smile and careful public modesty, were People
of Politics. They might wear the titles of health officials, but their modi
operandi were less those of the laboratory or hospital than those of the
maneuvering, backstabbing, and power plays seen in parliaments and pres-
idential inner circles. What the ministers said publicly here in London
would be at least as much for domestic consumption as for the sake of any
global effort to stop the pandemic. ,

Anticipating such limitations, Mann and his Global Programme on AIDS
(GPA) staff had toiled for months in preparation for this moment. Lifelong
WHO veterans, and occasional renegades, Tarantola and Manuel Carballo
showed Mann how to maneuver around the labyrinthine and often byzantine
United Nations bureaucracy. Swiss-American Tom Netter, having spent
years covering the rise of Solidarity and the fall of communism in Poland
for the Associated Press, plotted every step of the GPA’s interactions with
the international media. Spanish-born Carballo, who knew every nock and
cranny of the World Health Organization even better than WHO Director-
General Halfdan Mahler, helped spot the few potentially influential indi-
viduals within the bureaucracy who understood the urgency of the AIDS
epidemic.
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“This is a place where people put URGENT! on requests for pencil
supplies,” Mann said in wonder. “The concept of genuinely dire emergency
has almost no meaning here.” o

Carballo couldn’t have agreed more. One of the happiest days of his hfe
was when he joined the GPA staff. He felt charged up, at the top of his
performance and truly impassioned about his work, possibly for the first
time in his life.

They all did: American epidemiologists Jim Chin and David Heymar}n,
Venezuelan biologist josé Esparza, British public health expert Roy W}d—
dus, Tarantola, Mann, and the dozens of scientists and public education
experts who came to Geneva under special contracts to advise the GPA.
They shared a mission: stopping the further spread of AIDS. And as Hey-
mann and Tarantola had done before in their efforts to stop smallpoxz these
men were willing to bend every UN and WHO rule as far as possible to
stop the pandemic. They were believers. Between them they shared: the
ability to write and converse in at least fifteen languages. And they he.ld'a
camaraderie that was quite uncharacteristic of the usually opportunistic
careerist atmosphere pervading most. United Nations programs. .

When Mann had originally left Kinshasa to take the reins of power in
Geneva in November 1986, he had a total working budget of $5 million,
a parl-time secretary, and three epidemiologisis who were borrowed from
other programs. Mann’s own salary was still paid by the U.S. Centers for
Disease Control. .

By the time he reached London for the January 1988 Summit, less than
two years later, forty-year-old Mann commanded a far-flung AIDS program,
a considerable staff, and a budget of over $50 million, with $92 mllhqn
promised for 1989. It was, by WHO bureaucratic standards, a meteoric
rise.

And none of it went unremarked by Mann’s WHOQO peers, who headed
other disease programs. With the envy of Cinderella’s stepsis}er% they
watched as the cinder maid grabbed all the attention and the Prince’s love

the ball.

* That Mann had unique access to Director-General Mahler and could
enter the chief’s office without first passing through the usual rungs of
intermediary power was noticed. That Mahler increasingly mentioned AIDS
in his speeches, placing. it with each oration higher on the WHO totem
pole of priorities, was ncticed. That U.S., Canadian, and Western European
currency poured into Geneva specifically earmarked for t.he GPA. was no-
ticed. That Dr. Jonathan Mann, this Johnny-come-lately international bu-
reaucrat, was almost daily gracing the front pages of leading newspapers
and magazines from Tokyo to Casablanca was inescapable.

While Mann, Tarantola, Heymann, Carballo, and the rest of the AIDS
staff did their best to create a highly publicized sense of worldwide emer-
gency and mobilization, jealousy simmered in the hallways of the vast
Geneva complex. In the enormous vaulted lobby of WHO headquarters,

N |

Thirdworldization | 463

experts on cholera, malaria, diarrheal diseases, schistosomiasis, health
economics, polio, and vaccine development gathered in discreet clusters
by the three-story-high glass wall that afforded a view of Lake Geneva and
Mont Blanc. And they whispered. They cited the Programme’s own statistics
on AIDS—those modest numbers of underreported cases—and asked why
the new disease should command such resources and attention when other
microbes were killing tens of millions of people. They noted that Mann
and ‘some other Programme staffers were Americans, and assured one
another that -all the concern was only in place because AIDS was killing
homosexuals in New York and San Francisco.

And even that increased their envy: they admired the skills and energy
of the American and European gay activists who relentlessly lobbied WHOQ,
knowing that cholera victims in Bangladesh or Cambodian malaria patients
would never be able to mount similar campaigns on their behalf.

Mann and his team either were oblivious to. the talk behind their backs
or chose to ignore it. In either case, when questioned directly about com-
parisons between WHO commitments to, for example, malaria versus AIDS,
the Programme group would say that all global health programs were un-
derfunded and not one dollar or yen of AIDS monies should be gathered
at the expense of other health efforts.

And they would politely remind critics that AIDS was a newly emerging
epidemic which, by definition, would swell to claim tens of millions of lives
if not stopped immediately. On that point Mann enjoyed the full support
of the director-general.!

The staff of the Global Programme on AIDS discussed quite consciously
among themselves the inherent contradictions in the need for a state of
emergency to halt a newly emerging disease versus the essential nature of
WHO and the United Nations system. Though Ebola, Marburg, Lassa, and
other emergencies had received the quick attention of WHO, they couldn’t
serve as models for action against AIDS. First of all, each had surfaced
as seemingly confined local emergencies. Second, they, at least in part,
burned out on their own. Third, the microbes caused almost immediate

disease in those who were infected, with an alarming level of mortality;

there could be ne doubt to the populaces or their governments that a state
of emergency was warranted. Fourth, fairly simple measures, such as pro-
vision of sterile syringes, could stop the primary spread of the diseases.
In contrast, HIV surfaced almost simultaneously on three continents and
was quickly a feature on the health horizons of at least twenty different
nations. Not only was there no sign that AIDS might burn out on its own;
scientists could see no evidence of the famous bell-shaped curve of infection
and disease.? Far from causing immediate disease and death, HIV was a
slow burner that hid deep inside people’s lymph nodes, often for over a
decade, before producing detectable infections. As a result, a society could
already have thousands of infected citizens before any sound of alarm was
rung, and even when the first AIDS cases appeared, their numbers were
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small enough to allow governments to feel comfortable about ignoring the

seemingly trifling problem. Denial was all too easy a response to AIDS.

Furthermore, no facile measures could be taken by a government to bn.ng
AIDS to a halt. Unlike Ebola, Marburg, drug-resistant cer(?bral malaria,
or Lassa, HIV hit specific social targets. It was a sexual dlsea§e. It was
associated with homosexuality, promiscuity, and drug abuse. It px.tled pub-
lic health against organized religion and the moral pillars of society.

It was, in short, easy to ignore and uncomfortable to confroqt.

The World Health Organization, acutely aware of the unset.tlmg ‘aspectz
of AIDS, initially chose the first route—ignoring the emerging disease.
From 1981 to late 1986 barely a whisper about A.IDS emanated from
Geneva. By the time Mann and his crew started sounding every alarm they
could get their hands on, HIV had successfully emerged ax.1d reached full-
fledged epidemic status in all the major cities of North America andﬂWestem
Europe, as well as most of the urban centers of suP-Saha@n Africa.

The GPA group felt justified in, figuratively speaking, yelling about AIDS

t the top of their lungs.
: But yeﬁling, ﬁgurati%ely or literally, simply wasn’t. done ins.ide the World
Health Organization. Mahler might approve, but his {xnderhngs', and f)ﬂi-
cials elsewhere in the UN system, did not. Indeed, in the entire United
Nations system, “yelling” was the exclusive right of d}e Genera! Assembly
and the Security Council. The peripheral UN agencies were intended to
plod.? '

Rubbing against the bureaucratic grain, the P_rogramme staff group
moved with both haste and deliberation. They decided on a strategy for
control of AIDS in which vaccine and drug research efforts, already un-
derway in key wealthy nations, received the Pr’ogramme’s encourag’ement
but not significant emphasis. With no cure in sight, the Programme’s bt?st
focus, they felt, was on prevention of further spread of HIV. Though d?talls
would come much later, during 1987 the GPA outlined the need f-or national
AIDS programs in every country—programs that would coordinate mass
education campaigns about the disease. Societal awareness was thfe first
step—ihat was Tarantola’s job. To prevent further spread‘ of H!V it was
crucial that every nation’s blood banks be free of HIV, sterile syringes had
to be available to health providers, and people who were infec‘ted _w1th HIV
had to be counseled carefully so that they wouldn’t pass their virus on to
others. Counseling was Carballo’s job. Anti-AIDS programs had to be
coordinated not only within couniries but worldwide. o

And:perhaps most important in Mann's mind was the need to eliminate
the atmosphere of discriminaticn and prejudice that surrounded every as-

ect of AIDS.

P “Discrimination simply drives AIDS underground,” Mar'm repeatedly
asserted. “The epidemic doesn’t go away, it simply becomes harder to see,
more alienated from public health. If you drive it underground, you guar-
antee its spread.”
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With those vague principles in mind, the Programme targeted sequen-
tially each of the international bedies whose support the GPA staff felt was
crucial. On May 15, 1987, the F ortieth World Health Assembly, the leg-
islative body of WHO, -passed the Global Strategy for the Prevention and
Centrol of AIDS,® endorsing the strategy of the Global Programme on AIDS. ¢
That gave the Programme its mandate, power, and seal of approval. In
subsequent months Mann and his team sewed up further political support
by gaining formal endorsements at the Venice Summit of the Europeati
Economic Community and the Economic Council of the UN. And on October
26, 1987, Jonathan Mann did something no WHO functionary at his level
had ever done: he addressed the General Assembly of the United Nations.
For the first time in its history the UN passed a resolution on a specific
disease, formally endorsing WHO’s leadership in the war against AIDS.”

Over the next three months the Programme staff carefully prepared for
the London Summit, further detailing its strategy for control of the emerging
pandemic, collecting data on the epidemic’s scope, and carefully monitoring
the AIDS-related activities of governments around the world. Though they
loudly decried all attempts to keep AIDS at bay through legislation against
HIV-positive individuals or members of social groups considered at greatest
risk for exposure to the virus, the GPA members watched helplessly as
eighty-one nations passed such laws.® As the New Year and the London
Summit approached, at least ten more governments were debating passage
of similar legislation and the international mood was growing ugly.®

In the Middle East tough laws in some Islamic countries passed in 1986—
87 made failure to submit to HIV tests and “promiscuous” behavior pun-
ishable by imprisonment.

In Western Europe the EEC repeatedly condemned all efforts to legis-
latively restrict the travels, employment, or reasonable freedoms of people
infected with HIV. Nevertheless, laws and condemnations were forth-
coming. :

Just four days before the opening of the London Summit of Ministers of
Health, on January 22, 1988, American Gene Meyer was forcibly detained
by British authorities when he attempted to enter the U.K. It was the second
time Meyer had faced such problems with British authorities: in September
1987 immigration officers at London’s Gatwick Airport, surmising that
Meyer was a homosexual, read his diaries, saw references to medical tests,
assumed he had AIDS, and designated the man “medically undesirable.”
Meyer was eventually permitted entry on January 22, 1988, when a very
embarrassed Ministry of Health intervened, countermanding immigration
officials.

There were contradictions to EEC cries of openness in other Western
European government efforts, particularly directed against Africans. Bel.
gium, West Germany, Greece, Finland, and Spain all passed new legis-
lation, or interpreted preexisting public health law, to permit expulsion or
visa denial to HIV-positive foreigners who were seeking work permits or
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student credentials. In practice, these regulations were primarily directed
against Africans and, in the case of Germany, Turks.

Germany offered 2 unique set of challenges to .the Global Programme
on AIDS and the rest of the European Community. On the one h_and,
Germany was one of the first countries to respond to AIDS wgth a natlopal
education campaign, distributing 27 million leaflets on the disease during
1985 and promoting condom use. o

But a gay, retired U.S. Army sergeant living in Nuremberg was anc?sted
by German authorities in February 1987 and chargec! with knovqngly
spreading the disease to his sexual partners. He was ultimately convicted
and sentenced to four years’ imprisonment. A German hom.os§xual was
shortly thereafter brought up on similar charges. As AIDS panic in Bavzfrl’a
increased, and public support for the arrests was loud a'nd clear., Bavan.a s
Interior Minister, August Lang, announced that all prostitutes, civil service
job applicants, drug addicts, immigrants, prisonf:rs, and foreigners agplylng
for extended residency permits would be required to undergo HIV .blo:)d
tests. Days later the Bavarian city of Munich announced plans to dismiss
all HIV-positive civil servants.

The Bavarian actions received a surprising amount of support frf)m Gf:r-
man residents of other, typically more liberal states. Federal I'nte’rmr Min-
ister Friedrich Zimmermann was prompted to order the nation’s kjorder
patrol to deny entry to all foreigners who carried the AIDS virus.!® The
European Community was outraged. Officials dencunced the German ac-
tions as clear viclations of Community principles of freedom of movement

the continent. '
onIn November 1987 the president of the German Federal Court of Justice,

Gerd Pfeiffer, announced that in the absence of an HIV vaccine it might

soon prove necessary to tattco and quarantine people who were infec?ed
with the virus. The last time Germany had carried out tattoo-and-quarantine
measures on its residents was during World War II, when “misfits,” Jews,
and other “undesirables” were placed in concentration camps and exter-
minated. Not surprisingly, Judge Pfeiffer’s pronouncement sent shock
waves throughout the world.!! o '

The Eastern bloc and the Soviet Union posed special dlﬂic.ullnes for
Mann and his colleagues, because, in general, the communist state.s
claimed not to have much—or any—AIDS, and they wanted to keep it

way.
the}lt‘he Soviet Union, after long denying that it had any indiger'lous AIDS
cases, issued fiats in late 1987 requiring testing of most foreigners and
giving the KGB and the police powers tolgrder HIV tests—refusal pun-
ishable by imprisonment—on its citizens.

Elsewhere in the communist world two nations clearly stood out: Cuba

hina. '
amlil((): nation on earth had ordered as broad a sweep of AIDS regulations
as had Cuba. Between March 1986 and January 1988 the government
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conducted 1,534,993 HIV tests, according to the Ministry of Health, and
the intention was to test every citizen and nontourist visitor to the country,
or 10.4 million people.!3

By January 1988 the Cuban government had identified 174 HIV-positive
individuals and placed them under lifetime quarantine. Several of the
infected people were recently returned veterans of the Angolan civil war,
in which Cuban military advisers played a pivotal role in defense of the
Luanda government. More than 300,000 Cubans returned from Angola
between 1975 and 1987; HIV-1 was clearly present and causing AIDS in
Angola at least as early as 1983.

In the People’s Republic of China there were also practices underway
that troubled the GPA., Beginning in December 1986, the Chinese gov-
ernment instituted mandatory testing for all foreign students: in reality, the
edict was carried out with greatest vigor on Americans and Africans. !¢
Students who failed to comply with the tests were barred entry or deported.
The mandatory testing list had expanded by 1987 to include all foreigners
who wished to stay in China for more than a year and all Chinese citizens
returning from overseas.

By the time the world’s Health Ministers gathered in London for their
AIDS Summit, China had already tested more than 10,000 foreign students,
20,000 returning Chinese students, and thousands of foreign businessmen:
all in a period of less than four months. In addition, the Chinese government
issued strict laws against “illicit sexual contacts with foreigners,” which
included all forms of nonmarital sex. All foreigners caught having such
relations with Chinese citizens could be deported, and the government
stipulated that entertaining local citizens in one’s hotel réom—regardless
of what actually transpired in the room—would be considered in violation
of the law. .

Asia was a very special concern for the World Health Organization;
though AIDS hadn’t yet emerged in most of the area, those familiar with
social and medical practices in much of the region felt sure that the virus
could easily overwhelm the continent. WHO Director-General Mahler was
so worried that in mid-1987 he broke with the usual diplomatic UN niceties
that precluded mentioning countries by name when sounding an alarm. He
predicted that a “major catastrophe” loomed for Asia if the continent failed
to come to grips with AIDS, and specifically named India, Bangladesh,
Thailand, Indonesia, and the Philippinies as countries at greatest risk.
Mahler did not break with UN decorum far enough to enunciate the reasons
for naming those particular countries, but WHO officials privately voiced
deep concerns about rapidly rising heroin and prostitution markets in urban
centers of those countries.

Some of the countries in question seemed to recognize the veracity of
Mahler's comments and responded aggressively. The nature of their re-
sponses, however, troubled WHO.

Thailand, for example, had a thriving sex and prostitution trade. Long
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a major source of foreign exchange for the nation, the prostitution and
“entertainment services” industry swelled radically during the Vietnam
War, as Thailand was designated an official R&R (rest and recreation) site
for U.S. military personnel. By the end of the war Thailand’s revenues
from the sex trade equaled a quarter of all rice trade income. !> Not wishing
to call attention lo potential problems in so lucrative an industry, the Thai
government ignored all WHO pleas to institute nationwide AIDS education
campaigns and promote condom use. Instead, Thailand alternately tried to
repress or ignore the virus, imprisoning some HIV-positive foreigners while
issuing so-called AIDS-free certificates to male and female prostituies who
serviced lourists.

India also perceived AIDS as a {oreign problem and declined to conduct
any form of domestic AIDS education. By the end of 1986 India had in
place laws requiring HIV tests of all foreign students. As was the case in
so many other countries, these laws were almost exclusively—and often
brutally—enforced against African students.

Despite such measures, by mid-1987 scattered surveys of female pros-
titutes in India were already revealing that AIDS was emerging in the
country. As the numbers of documented AIDS cases in India rose during
1987, the Ministry of Health declared that foreign students and tourists
were chiefly responsible, as were “foreign priests attending Christian
conventions.” )

By the end of 1987 fear of foreigners with AIDS had reached such heights
that villagers in Goa fell upon a group of German tourists, smearing them
with dung because of their allegedly filthy foreign ways.

Other Asian countries résponded with similar anti-foreigner laws and
actions, notably Japan, South Korea, Indonesia, Malaysia, and Singapore.

The Global Programme on AIDS staff scrambied to convince Asian lead-
ers that such policies would only hinder eflorts to prevent the emergence
of an enormous AIDS epidemic on the continent. But the Asian nations
correctly pointed out that their policies were modeled after those of the
most powerful nation on earth, the home of Jonathan Mann, the country
leading the world’s AIDS research effort, the nation with the greatest num-
ber of officially reported AIDS cases: namely, the United States of America.

The Reagan administration’s decision to follow an overall policy of trying
to control AIDS through the use of legal instruments was a huge thorn in
Jonathan Mann’s side. At a time when the GPA was stressing public ed-

ucation as the primary tool for preventing the spread of HIV, the U.S.

government was torn asunder by sentiments that no form of tax-funded
AIDS education should be permitted. And tensions at the White House
mirrored a severely dichotomous response toward the AIDS epidemic at
the level of grass-roots Ainerica. All across the country by 1986 the pop-
ulace was deeply divided between those who favored a nonjudgmental
education-driven approach to the epidemic and those who wanted HIV-
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positive people and members of identified high-risk groups segregated by
some means from the rest of society. ~

During 1987 more than 350 items of AIDS-related legislation were de-
bated by politicians in U.S. states, most of them aimed at restricting the
activities of HIV-positive individuals or at mandating testing of various
population groups.

-In June 1987, Howard Phillips, who had influence at the White House
because he chaired a powerful right-wing group dubbed the Conservative
Caucus, called for passage of a federal law giving “every hospital, every
private business, every property owner, every school . . . the right to [HIV]
test people who seek 1o use its facilities.” And he said that “quarantining
is something that we have to consider.”

The foci of attack were homosexuals, “immoral lifestyles,” drug users,
and sinners—the purported purveyors of viral ruin. Like their Islamic
counterparts in the Middle East, many Christian political leaders in the
United States were convinced that there was a religious message to be
d.eﬁved from AIDS, an epidemic that would best be stopped through motal
virtue,

The year 1987 was unique in recent American history in that Christian
moralists ran against one another in national elections, and a disease rose
to the dubious status of a pivotal issue in state, federal, even presidential
elections.

Ronald Reagan’s second term in the White House wasn’t scheduled to
end until January 1989, but campaigning for the November 1988 election
began extraordinarily early. His Vice President wanted to be next in line
for the job, but George Bush was no shoo-in. Sensing that the national
mood was volatile, and no single issue or candidate had yet captured
widespread support, more than a dozen men were already stumping for
office in the spring of 1987, a full year before the first round of scheduled
primary elections. And right up until election day in November 1988, AIDS
would figure prominently in their campaigns. '

Pat Robertson, a Baptist minister and founder of television’s Christian
Broadcasting Network, ran against Vice President George Bush in the
Republican Party primaries. Robertson maintained that scientists were
“frankly lying” when they claimed that HIV could be transmitted hetero-
sexually, and asserted that condoms were useless to prevent infection. He
supported the right of employers to firé and landlords to evict people who
were infected with the virus. And he told his Christian followers that they
were engaged in “a holy war” against.the debauchery and decadence that
he said were at the root of AIDS.6 -

The Moral Majority, a Christian fundamentalist political body led by the
Reverend Jerry Falwell, had long proclaimed that AIDS was the wrath of
God against homosexuals. By 1987 the organization, which had backed
the previous presidential election of Ronald Reagan, was nervous about
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supporting Reagan’s heir apparent. AIDS was one reason for that ner-
- vousness, as the organization felt that George Bush might cave in to the
“AIDS Lobby,” as patient advocates were called, and allow sexually explicit
education about the disease. Even federally funded basic research on AIDS
was opposed by the group.

“What [ see is a commitment to spend our tax dollars on research to
allow these diseased homosexuals to go back to their perverted practices
without any standards of accountability,” declared Moral Majority director
Ronald S. Godwin. ' ‘

In his first major speech addressing the AIDS epidemic, delivered before
the College of Physicians in Philadelphia on April 2, 1987, President
Reagan assured the nation—for the first time—that he was concerned about
AIDS and considered it “Public Enemy Number One.”

“The federal role must be to give educators accurate information about
the disease. How that information is used must be up to schools and parents,
not government,” Reagan said. “But let’s be honest with ourselves. AIDS
information cannot be what some call ‘value neutral.” After all, when it
comes to preventing AIDS, don’t medicine and morality teach the same
lessons? . . . [ think that abstinence has been lacking in much of the
education.”

The President’s comments reflected an ongoing dispute within his admin-
istration over the proper tactics for control of AIDS and prevention of the
emergence of HIV in geographic and demographic parts of the country not
yet touched by the virus. Reagan’s Surgeon General, Dr. C. Everett Koop,
wanted frank discussion of abstention, the AIDS epidemic, and safe sex
to be conducted in the nation’s schools. But Reagan’s Secretary of Edu-
cation, William Bennett, adamantly opposed such plans, favoring instead
efforts to identify and control HIV carriers through compulsory HIV testing
of all hospital patients, marriage license applicants, prison inmates, and
foreigners applying for immigration visas.”

Vice President Bush was straddling his roles as adviser to Reagan and
candidate for the presidency. He played to voters on the right, calling for
mandatory marriage license HIV tests and public identification of people
who were infected.

It all came to a head in Washington, D.C., June 1-5, 1987. More than
10,000 scientists, physicians, and reporters descended upon the nation’s
capital for the Third International Conference on AIDS.

In the vast expanse of the Hilton Hotel’s conference room, scientisis
searched for seats, shielding their squinting eyes from the glare of television

~ lights that created, alternately, bright areas and deep, eerie shadows.
Around the periphery milled clusters of activists, dressed in black jeans
and black-and-white T-shirts emblazoned with Act Up slogans. The hall
was filled with nervous energy that confused most of the foreign scientists:
for four days they would witness a uniquely American exercise in democracy
and confrontation that some would find distasteful, others inspiring.
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The keynote speaker, U.S. Surgeon General C. Everett Koop, dressed
in his starched white Public Health Service uniform, looked at the sea of
enthusiastic scientists and activists with genuine surprise. What began as
a polite reception swelled into nearly hysterical cheering, chanting, shout-
ing, and foot-stomping as thousands of activists and American scientists
signaled their support for Koop’s dissident position within the Reagan
administration. Koop was stunned. Just two years earlier most of the people
in the rocm would have booed him off the stage because of his staunch,
often radical opposition to abortion. But now they gave him a hero’s welcome
unlike any the seventy-one-year-old Brooklyn-born physician had experi-
enced.

“Stop it! You're embarrassing me!” he shouted, and like obedient school-
children, the crowd fell silent, took their seats, and behaved themselves.

In contrast, when presidential candidate George Bush took to the podium,
activists stood silently, their backs turned to the Vice President, many
holding placards aloft condemning Reagan administration policies. Cam-
eras rolled, photographers’ bulbs flashed, and hundreds of scientists stood
one by one to join the activists in turning their backs on the Vice President
of the United States.

On the final day of the gathering, American and French scientists took
the podium together to denounce not only the Reagan administration’s
policies but those of governments all over the world that, they said, were
“'hased on irrational fears rather than science.” They urged scientists to
sign a petition calling for an end to discriminatory HIV-testing policies,
an end to immigration and travel restrictions for people with HIV, and all
other forms of what they considered repressive approaches to AIDS control.

“AIDS is a touchstone of politics, of racism, of bigotry,” Mann told the
conferees. “We see a rising wave of stigmatism around the world. AIDS
has become a threat 1o free travel and global movement. Peopie all over
the world are seeking answers—simple answers—as the pandemic spreads.
People are promoting sex cards, tattoos, quarantines, police lists, depor-
tations, home burnings, incarcerations of select population groups.

“How our societies treat HIV-positive individuals will test our collective
moral strength. This test will present itself with increasing challenge in
the coming. years.”

Though Mann’s remarks received thunderous applause that day in Wash-
ington, and were carried by the media worldwide, the message many pow-
erful politicians derived from the Third International Conference on AIDS
was quite the opposite. They saw shouting homosexuals showing disrespect
for national leaders, and upstart scientists daring to tell them how to govern.
And they didnt like it. :

Two weeks after the close of the AIDS conference the U.S. Senate
voted unanimously—96 to 0—to mandate HIV tests for all applicants for
legal immigration to the United States.!® The same week governors of three
states—Minnesota, Texas, and Colorado—signed laws permitting local
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authorities to quarantine indefinitely HIV-positive individuals who seemed
. by virtue of their sexual activities to pose a threat to society.

Throughout the summer of 1987 debates raged in state and federal
legislative assemblies over restrictive versus educative approaches to con-
trolling the spread of AIDS. And with the autumn came both more action
inside the U.5. Congress and an escalation of presidential electioneering.
In October the U.S. Senate voted nearly unanimously—94 to 2—to cut
off all federal funds for A1DS education efforts targeted at homosexuals.
At issue was a comic book designed by a New York men’s group that
depicted graphically how men could safely have sex with one another in
the midst of the AIDS epidemic.

“Christian ethics cry out for me to do something,” Republican Senator
Jesse Helms said, claiming the comic books would promote sodomy in
America. “I call a spade a spade, a perverted human being a perverted
human being. This subject matter is so obscene, so revolting, it is difficult
for me to stand here and talk about it. I may throw up.”

By the time the world’s Ministers of Health gathered two months later
in London, the United States had federal laws requiring HIV tests of foreign
students, immigrants, long-time visitors, all military personnel and appli-
cants for military service, U.S. overseas foreign service personnel, and
applicants for the domestic youth employment service called the Job Corps.
Entry to the United States could be barred to any noncitizen known to be
HIV-positive, and though Bush had in oratory opposed diserimination
against people with AIDS, HIV-positive applicants for foreign service,
military, or Job Corps positions were, by law, denied employment.

Before the London meeting the GPA staff had reviewed all the legal and
political activities surrounding AIDS and cencluded that they were wit-
nessing, in slow motion, many of the same social responses that had followed
the arrival of the plague in fourteenth-century Europe. In both cases there
were actually three different social epidemics within the larger biological
epidemic.

First, with the initial emergence of the microbe—plague bacteria or
HIV-——came denial in all tiers of society. The tendency was to ignore the
microbial threat, or assume only “they”—some distinct subpopulation of
society—were at risk. The micrebes exploited such denial, spreading rap-
idly while humans made no attempts, through their personal or collective
behaviors, to block any of the avenues of transmission of the organisms.

The second social epidemic was fear. Some event in the biological ep-
idemic would suddenly shock a society out of its state of denial, propelling
people into a state of group terror. In fourteenth-century Europe it was
often the plague death of a popular cleric or a local lord or the sudden
public expiration of a child that prompted panic. The timescale was quick:

- plague-infested rats might arrive in a town on Tuesday, local human deaths
might begin in the harbor area by Thursday or Friday, and a riveting event
could spark widespread panic by the middle of the following week.
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But AIDS was a slow killer, and the biological epidemic unfolded in
each country over a span of many months or years. So the first social denial
stage might persist for over a decade. Fear might also linger for years,
giving rise to all sorts of panic responses and inappropriate actions, such
as setting fire to the home of two HIV-positive children with hemophilia
in Florida. :

'Eventually, the Programme staff knew, the social epidemic of fear usually
yvielded to0 a wake of repression. Fear-driven government response was
usually irrational, prompting attacks on the victims of disease, rather thai
the microbes. During the plague such fear-driven repression led to the
wholesale slaughier of Jews and of women accused of witchcraft. Though
outright genocide certainly hadn’t surfaced in response to AIDS, Mann’s
staff felt certain that in the absence of strong political leadership guiding
populaces toward rationality, the epidemic could have violent consequences
in some societies.

As HIV emerged in new areas of the world, Mann hoped to find a way
to break this chain of social epidemics; to push governments out of denial
before they had an epidemic on their hands; or failing that, to move a
society out of fear to effective action, rather than panic-driven repression.
The GPA group knew that they were breaking new ground, that few societies
had ever in history responded wisely or rationally to major epidemics, and
that lessons learned with AIDS could be applied to combating future emer-
gences of all sorts of microbes. They searched for answers.

In Nigeria, Dr. F. Soyinka studied his society’s response to AIDS in 1987.
Nigeria had very few cases of the disease, as it was located far from Africa’s
AIDS epicenter. Nevertheless, Soyinka and other physicians knew it was
only a matter of time before HIV took its toll in Nigeria, so they waged a
massive monthlong television, radio, and newspaper campaign to warn the
public. At the campaign’s end, Soyinka surveyed residents of Lagos.

He was sadly surprised to discover that “85 percent believe AIDS is a
disease of the white man. They believe it can only be gotten if you have
sex with a white man.” )

A 1987 Gallup poll conducted in thirty-five nations showed that 96.5
percent of the people questioned had heard of AIDS, but most respondents
were deeply confused about how dangerous the virus might be, how one
got infected, and which activities put a person at risk. Similarly, U.S. CDC
surveys year after year revealed that neatly every adult American had heard
of AIDS and knew that it was caused by a virus. But about half thought
one could become infected by donating blood, by being bitten by an insect,
and/or by sitting on a public toilet.

Throughout the world there was an alarming confusion between the myths
and the realities of AIDS, producing either continued denial or highly
exaggerated fear. :

A complicating factor unique to AIDS and other sexually transmitted
diseases was the nearly universal dislike of condoms. All over the world,
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men felt that condoms diminished their pleasure and women had litile or

. no control over their use. Nobody enjoyed talking about condoms during

lovemaking, and it could be dangerous for a woman to request that her
lover or husband use one: there were widespread reports of men beating
their wives or partners in response to such requests.

Studies of gay male behavior in San Francisco showed that crucial to
individual protective action, such as consistent use of condoms, was a high
level of fear, brought about by witnessing the deterioration and AIDS death
of a close friend, relative, or lover. Similarly, on a societal scale it was

apparent that few cultures were able to confront AIDS until the death toll

had become sufficiently high to have given more than 10 percent of all

_adults a firsthand view of the horrendous disease.

But that was unacceptable. How could Jonathan Mann, the GPA staff,
the World Health Organization, or the planet’s citizenry sit back and wait
for a massive death 1toll before taking effective action? How could they
allow the microbes to emerge in one geographic or cultural place after
another, infect tens of thousands of people, slowly—over a period of
years—cause visible disease and deaths, and be utterly endemic to the
societies before action was then taken to stave off an epidemic?!®

Studies all over the world were revealing the scale of the problem. For
example, by 1987 more than 5 percent of the adult population of Brazzaville,
Congo, were infected with HIV, and the visible AIDS death toll was already
obvious to even the casual observer. Yet researcher Mare Lallemont found
that pregnant women in the city were in “an almost compiete state of denial,
perhaps the most complete I've ever seen.” Lallemont surveyed hundreds
of women who were making prenatal visits to local clinics and discovered
that more than half of them insisted AIDS was caused by mosquito bites,
despite numerous government educational campaigns stating just the op-
posite and warning about sexual transmission of the disease.2®

In 1986 the U.K. government launched one of the highest-profile AIDS
education campaigns seen anywhere in the world. It was a case where most
of the elements for success appeared to be in place: top-level political will,
resources, national television accessibility, and a heightened media inter-
est. Yet the campaign was eventually judged a failure, as it succeeded in
raising AIDS awareness and fear but failed to put a dent in public mis-
perceptions about how the virus was transmitted or general disdain for those
who carried HIV. %!

In no country, it seemed, had a government found the secret to preventing
further spread of HIV once the epidemic became endemic.2?

At the Global Programme on AIDS, Manuel Carballo said that the
epidemic was forcing researchers all over the world to evaluate—and
reevaluate—the effectiveness of a whole battery of standard public health
weapons, in hopes that something besides a chilling death toll could mo-
tivate individuals and governments to take rational steps to protect them-
selves from the virus. ‘
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“What makes the AIDS effort especially difficult,” Carballo said one
afternoon shortly before the London Summit, “is that those who are at.
greatest risk are those who are divorced from traditional values and culture.
They have had to innovate new cultures. They. find friends in bars and
clubs. And nothing in the relationships is stable.”

Without social stability, people were hard to reach, whether they were
gay men frequenting bars in San Francisco, migrant workers in Mexico,
newly urbanized young women in Kinshasa, Burmese prostitutes in Bang-
kok, or injecting drug users in the Bronx. Such people were deeply sep-
arated from the traditional mores of their respective societies, often cut off
from their families and mainstream workplaces.

In the 1960s, René Dubos wrote extensively about the special vulner-
ability to the microbes among people who lived lives of poverty. History
demonstrated repeatedly that, with rare exceptions, the microbes exploited
the weak points of economically bereft lives: chronic malnutritien, pros-
titution, alcoholism, dense housing, poor hygiene, and egregious working
conditions.

Carballo and his colleagues recognized that there was more to microbial
vulnerability than the social-class arguments put forward by Dubos. Wheti
information was the key to self-protection, there were gradations of Homo
sapiens vulnerability that, yes, could be rooted in economic class, but could
also stem from social alienation. People who were treated as outcasts from
the dominant culture in which they lived could be denied vital life-
protecting information or public health tools. If the larger society reviled
a particular subgroup, its marginalization could be a risk factor, Carballo
argued, every bit as crucial as a contaminated syringe.

Carballo saw a confluence of social factors at play in the emergence of
HIV in societies: marginalization, social alienation, poverty, and discrims
ination. In his mind, they united to form a social bridge across which HIV
traveled into one society after another.

As Panos Institute AIDS researcher Renée Sabatier put it: “I think there
is a very real danger that we’re going to end up as a [world] society divided
between those who were able to inform themselves first and those who were
informed late. Those who have access to information and health care, and
those who don’t. Those who are able to change, and those who aren’t. 1
think there is a real danger of half of us turning into AIDS voyeurs, standing
around watching others die.” S

On January 28, 1988, the London Summit endorsed the GPA’s fifteen-
point declaration that called for openness and candor between governments
and scientists, opposed AIDS-related discrimination, gave primacy to na-
tional education programs as means to limit the spread of AIDS, and
reaffirmed the GPA’s role in international leadership. Mann and Mahler
viewed it as a triumph.?

But even as they smiled for the cameras and signed the declaration,
seeds of failure were being sown. The declaration said nothing directly
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about quarantines, immigration policies, or forced deportations, delegates

to the Summit having concluded that no agreement on those pivotal issues

could be reached between the 149 nations. Worse yet, representatives of
critically important countries—like China and the U.S.S.R.—openly
scoffed at the GPA’s attempts to promote educative efforts over restrictive
measures. China’s delegate denied the existence of homosexuals, drug
users, and prostitutes in his country, thus insisting AIDS couldn’t threaten
the People’s Republic. And Soviet Minister of Health Yévgeny Chazov
insisted that Slavic genetic superiority had rendered the populace immune
to the virus.

Despite the efforts of the GPA, the pandemic spread relentlessly, always
emerging first in communities that were on the outer periphery of societies’
margins. Mann, Tarantola, Carballo, and the rest of the GPA staff zigzagged
madly about the planet, living in a perpetual state of jet lag, as they
frantically tried to squelch the tandem fears of HIV emergence and social
denial, fear. or repression.

With each passing day in 1988, Mann became more strongly convinced
that disease emergence was a human rights issue, in the strictest legal
sense of the phrase. Though the physician/scientist had never before been
exposed to international human rights law, some of those working around
him had—particularly Katarina Tomasevski, an attorney and public health
expert who served as a consultant to the GPA. Tomasevski introduced
Mann to the body of international human rights law. And Mann, in turn,
increasingly {ramed GPA policy pronouncements on such issues as inter-
national freedom to travel, HIV screening of refugees, access to health care
for prostitutes, and discrimination against homosexuals in the context of
the major instruments of human rights law.2* Tomasevski demonstrated
that most of the governmenti actions the GPA found repugnant, such as
deportation of HIV-positive Africans from Asian countries following en-
forced testing and detention, were violations of international legal pacts to
which the offending nations had previously agreed.

In the United States, atiorney Larry Gostin, of the Boston-based Amer-
ican Society of Law and Medicine, was carefully documenting the aston-
ishing growth in AIDS-related legislation and precedent-setting legal
decisions. He, too, felt that basic tenets of international human rights and
national civil rights law were being violated or ercded.?*

While the staff of the Global Programme on AIDS became more outspoken
about the connection they perceived between human rights and the spread
of HIV, anger and jealousy were building all around them. Some critics
began dropping hints o the international press corps about “left-wingers
in Geneva.” Among Mahler’s top aides were men who made no bones about
their feelings that the GPA was reflecting “homosexual politics.” Human
rights, though a topic of serious discussion within most other UN agencies,
had never received much attention at the World Health Organization.

“WHO human rights policies were characterized as incoherent, frag-
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mented, inconsistent. We really didn’t get moving on human rights until
it was thrust upon us,” WHO rights expert Sev Fluss said. What thrust
human rights up to WHO’s front burner was AIDS, and specifically rel-
erences in the London declaration to abolishing discrimination and inequity.

“Medical people think of human righis as torture and so on. They don’t
think of it as what they do. And they certainly don’t think of a constitutional
right to health care,” Fluss explained. :

“When AIDS first emerged, our response was disastrous,” Fluss con-
ceded. “People thought it was like Ebola and Marburg, which went awdy
without creating a global epidemic. A flash in the pan, that’s what they
thought.”

But as early as 1983 ten countries passed legislation specifically targeting
AIDS, and Fluss thought it rather intriguing that a new disease was prompt-
ing so many laws. By the time the GPA was established, twenty-one more
couniries had passed major AIDS legislation, and Fluss had an office
designated as the WHO Health Legislation Unit. But the HIV pandemie
kept spreading, right past all those laws, national border patrols, HIV.
testing centers, and alleged human genetic superiority. Within nations it
spread to new population groups, made its way from urban centers to rural
areas, crossed class boundaries. Beiween nations it surmounted virtually
every obstacle, save condoms, that humans placed in its way—and certainly
each legislative barrier.

11

By 1988 Western economists and African leaders were asking out loud,
“Will this epidemic slow, or even destroy, African development? Is it
possible that AIDS will destroy all the development programs we have spent
the last three decades building?”

The disease, which so recently had been added to the agenda of inter-
national human rights, was also becoming a bona fide macroeconomics
issue, threatening both fiscal and social development in the world’s poorest
nations. It seemed too horrible to contemplate, yet inescapably apparent,
that the global AIDS pandemic might well make the world’s poorest nations
much, much poorer. After years. of struggling to rise above Third World
status, these nations might be slipping backward on a wave of Third-
worldization. »

The World Bank’s Mead Over pioneered much of the research on the
economic impact of AIDS in Africa, which between 1988 and 1993 was
supplemented greatly by the research of economists, mathematical mod-
elers, and epidemiologists in the United States, U.K., France, and at WHO.

They began their calculations with several key assumptions: first, that

- African nations entered the AIDS era already severely impoverished. For
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example, the 1987 GNP per capita in the United States was $16,690. In
Tanzania it was $290, in Zaire a mere $170.

Second, no African nation faced a single epidemic crisis. Since the
1970s a host of new microbes had successfully emerged and swepl across
the continent: drug-resistant malaria, drug-resistant tuberculosis, urbanized
yvellow fever, Rift Valley fever, and waves of measles epidemics, to name
a few. That meant that the health care systems of African nations were
already stretched to their limits. Given scarce resources for health care—
averaging $1.00 to $10 per capita annually—any additional burden seri-
ously endangered the viability of entire national medical systems.

Compounding the problem was the seeming synergy between microbial
epidemics. Wherever AIDS became endemic, tuberculosis followed closely.
One epidemic sparked another: malaria and HIV fed upon one another, as
did cytomegalovirus, Epstein-Barr virus, syphilis, gonorrhea, chancroid,
and a host of others. Though no one had a detailed empirical grasp of the
relationship, it was clear throughout Africa that wave upon wave of infec-
tious diseases influenced one another, and further taxed the health care
systems and economies of aflicted nations.

A third assumption was that AIDS would have a uniquely harsh impact
because of who in Africa were the microbe’s primary targets. Studies all
over the continent showed that ameng the hardest-hit social groups was the
well-educated urban elite. These were the young adults who had attended
universities in Boston, Oxford, Moscow, and Paris, acquiring skills that
could be used to navigate their countries out of postcolonial stagnation into
prosperity and infrastructural order. But they were also among the few
Africans who possessed disposable incomes and could afford to indulge in
the carefree nightlife of cities like Kinshasa, Nairobi, Harare, and Yaoundé.
Long before anyone had heard of AIDS, the continent’s educated elite was
unknowingly becoming infected in the discos, brothels, and nightclubs of
Africa’s glittering nocturnal ambience. To economists, who placed pro-
ductivity values on human lives, that meant that AIDS was taking a par-
ticularly sharp toll on Africa’s future.

A fourth consideration was the familial nature of the epidemic. In Africa,
whole families seemed to die off, each survivor’s burden increased by the
need to care for the sick and compensate for the decline in family income
brought about by the deaths of adult providers. In some devastated areas,
such as the Lake Victoria region, familial destruction led to the economic
collapse of whole villages. And, with time, that could have a ripple effect
through all tiers of the regional economy.

All economic forecasts had to begin with estimates of the size and fore-
casted scope of a country’s current epidemic. Nobody, however, including
those who reported countries’ AIDS statistics, believed that the officially
reported numbers came close to reflecting the true scope of the HIV/AIDS
epidemics in developing countries. But what was the reality?20

Some African countries were still holding back accurate information
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about the scope of their epidemics as late as 1990, particularly when
sensitive groups—such as the military—evidenced high infection rates.
Still other countries were overwhelmed by famines, civil wars, and political
instabilities that rendered the business of disease record keeping all but
impossible. And all African countries were hampered by severe infra-
structural problems that hindered diagnosis, treatment, and reporting of
AIDS. %

HIV infection rates in some groups were already staggering by 1988,
and would reach positively horrendous proportions by 1993, when some
studies would find, for example, that upward of 40 percent of woren of
reproductive age in key African cities carried the virus.2®

Even without solid epidemic estimates economists who were paying at-
tention to Africa’s pandemic were, as early as January 1988, predicting
financial hard times for the continent: patchworks of small-scale famines;®
“an economic disaster” based on the direct costs of AIDS care, HIV-testing
costs,?® a year’s supply of condoms,3! AZT and other drugs for opportunistic
infections (where such pharmaceuticals were at all available); and loss of
net industrial and agricultural productivity due to deceased workforce. They
warned that AIDS was creating “a global underclass,” over and above the
previously existent world community of impoverished individuals.32

Direct AIDS costs—drugs, hospitalization, health care personnel—were
very low in the African countries when compared with the United States,
simply because of the differences in availability of such resources and
lower labor costs, according to studies by the World Bank’s Over and
collaborators in Tanzania and Zaire. They estimated that direct HIV-
positive lifetime costs for the United Kingdom topped $20,000; under the
U.S. health care system it averaged more than $50,000.32 In contrast, Zaire
spent less than $600 in direct AIDS costs per average patient, Tanzania
about $800.3%*

But when the researchers compared various African diseases in terms
of years of productive life lost—economically significant life for society as
a whole—HIV infection ranked roughly equal to the other top scourges,
sickle-cell anemia, birth injury, and neonatal tetanus. And what were the
monetary values of those lost productive lives? In 1985 dollars, the group
estimated the average Zairian life lost to AIDS had a top value of $3,230;
the equivalent Tanzanian loss was valued at $5,316.

When those values were compared with national GNPs per capita, that
meant that a typical Zairian AIDS death equaled about 19 years of per
capita GNP, a Tanzanian about 18.3 years. If such numbers were multiplied
by thousands or tens of thousands of losses in the two nations’ epidemic
futures, it was clear that the result could be financial ruin for the already
desperately poor countries.35 :

But such an analysis had its limits because it assumed that costs and
values would be stagnant over time. In an expanding epidemic, however,
costs were compounded over time as family and workplace burdens in-
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creased due to multiple deaths: their combined impact was more than
additive. For example, a farming family might be able 1o compensate for
the loss of productivity due to the death of one adult, but after two or three
deaths it would nc longer be possible to till the soil or harvest a crop,
particularly in areas lacking all forms of agricultural machinery.

From Mead Over’s point of view, the real compounding crisis was loss
of skilled and professional labor. A national bank in a country like Zaire
would typically be operated by a handful of well-educated men, with no
surplus labor pool upon which to draw for replacements. For many profes-
sions Africa’s generation of twenty-five- to forty-year-olds was the first in
the continent’s history to achieve expertise. With colonialism so recently
defeated, this was not surprising, but it did place most sub-Saharan econ-
omies in extraordinarily vulnerable positions in the face of an expanding
epidemic.

“Indirect costs are twenty times as important as direct costs, because
AIDS is striking people in their productive years. That is the real problem.
[ think the impact of the indirect costs on a typical East African country
over the next twenty years could be to reduce the growth rates of the national
economies from two or three percent, where they are now, to close to zero
percent,” Over said. “That means a zero GNP growth. That’s a worst-case
scenario. So what we've got is a menace on the horizon.”

The real question was whether the AIDS epidemic might destroy the
Third World’s arduous efforts to pull itself out of perpetual poverty and
disease into political stability and economic growth. Afier the expenditures
of billions of dollars of foreign aid and loans from wealthy nations—and
after accruing massive debis—some of the world’s poorest nations were
just beginning to turn the tide.

Jonathan Mann felt it essential to get a handle on the development issue,
not only because it was intrinsically important but also because solid em-
pirical answers to the economic question would most likely affect invest-
ments in AIDS prevention programs at the international, national, and local
levels.

The task fell to the GPA’s Jim Chin. A year earlier Chin had been
running infectious disease programs for the state of California, living a
comfortable, albeit generally routine, life in Berkeley. There, he had com-
manded a staff of about 400 people and oversaw an annual $65 million
budget. In 1989, however, the cautious American found himself facing the
formidable task of forecasting the fate of a continent. With a total staff of
five people and a tiny piece of the GPA’s $90 million budget, Chin toiled
in a cramped Geneva office. Though by nature an affable social animal,
Chin approached his new job with introspection and conservatism, con-
sciously lowballing his estimates lest he later be accused of playing Chicken
Little.

Chin collaborated with Tanzanian scientist S. K. Lwangwa to develop
models that, first, could determine how many unreported AIDS cases were
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currently occurring in Africa; second, how large the current pre-AIDS HIV
epidemic might be; and, finally, what might be the epidemic’s growth rate
and future toll.

In 1989 the pair published a study that predicted that a typical East or
Central African country already in the grips of a severe AIDS epidemic
could expect by 1991 to have HIV infection in one out every five of its
citizens.®

“That’s lowball,” Chin said. “It’s the high-end estimate based on an
overall conservative set of assumptions. It could be a lot worse. Our most
conservative estimate is that there will be 575,000 new AIDS cases in
Africa in 1991, for a cumulative total of more than 800,000.”

Sitting at Chin’s side, Mann listened attentively, then said with a heavy
voice that the 1990s would be far worse.

“1 would like to be optimistic,” Mann said, “but I think we must be
realistic. Not until 1985 did the message really come home that AIDS was
a global problem. In retrospect, ‘probably historians will say it took too
long. We are consistently faced with situations where the reality far exceeds
our grasp. It’s legitimate to ask, ‘Are we able to see clearly enough? Or,
when we look into the future, is the horror of it all simply too much even
for us to confront?” ™37

But by 1990 Chin’s estimates were even grimmer. He was saying that
8 to 10 million were infected, perhaps 5 million of them in Africa. It would
prove the first of many upward revisions. 8 ;

By the time WHO’s July 1990 revised forecast was released, Jonathan
Mann and much of his GPA staff were gone. They had lost a power struggle
within the Geneva-based organization, and Mann had developed a conten-
tious relationship with the new WHO director-general, Hiroshi Nakajima.
Mann’s enemies within WHO were legion: all those months of greening
with envy over the upstart American’s meteoric rise finally paid off.

Japanese physician Nakajima, who had headed WHO’s Asian regional
office during the period when multidrug-resistant malaria spread across the
southern region, was clearly uncomfortable with Mann’s very public persona
and high-profile AIDS program. He shared the views of those who had long
whispered derisive comments about the GPA in the WHO hallways. Na-
kajima felt that disease programs should be managed in accordance with
established WHO protocol. It was a reasonable expectation, except for one
key point: established protocol did not provide for the contingencies pre-
sented by a rapidly expanding worldwide epidemic.

In Mann’s stead Nakajima placed another American physician, Michael
Merson. For most of his professional life Merson had worked for WHO in
Geneva, managing programs for respiratory and diarrheal diseases. Merson
understood WHO protocol. )

An unfortunate political battle ensued, with leaders in the world’s AIDS
control effort taking sides for or against Mann, Merson, Nakajima, and the
professional positions each took on approaches to the pandemic.
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In Merson’s first six months heading GPA, the program upwardly revised
its estimates of the size of the global pandemic three times. By September
1990 the official WHO estimate of the cumulative number of AIDS cases
was 1.2 million, 400,000 of which were infants and small children—90
percent of whom were in sub-Saharan Africa. And the new WHO year 2000
projection was for 25 to 30 million HIV infections worldwide.

With concern mounting about the Thirdworldization that AIDS might
bring upon Africa, Peter Piot teamed up with Mead Over to do a systematic
analysis of the relative cost of HIV compared to other, better-understood
diseases. After carefully computing the per capita burden in terms of
productive healthy years of life lost, Piot and Over concluded that the direct
costs of treating HIV disease, even in the absence of AZT and other
expensive drugs widely available in North America and Western Europe,
far outstripped those of any other common ailment in Africa,

The impact was already being felt keenly in some sub-Saharan countries.
Malawi’s entire health care system, for example, was in genuine peril of
collapse under the burden of HIV, and the nation’s public health leadership
in 1990 issued desperate pleas 1o WHO, the World Bank, U.S. AID, and
other Western organizations for funds. %

Even as Africa’s leaders began to absorb the dire economic implications
of the WHO and World Bank AIDS studies, critics were emerging who
charged that the well-intended analyses grossly underestimated the epi-
demic’s impact. For example, nurse Eunice Muringo Kiereini, a Kenyan
woman who chaired the WHO Regional Nursing/Midwifery Task Force,
claimed that the studies failed to consider the special economic roles women
and children played in African economies. Ever since the beginning of
Africa’s mass urbanization it was the continent’s young men who left the
farms and villages in favor of jobs in the cities. Few village women had
the option of abandoning their traditional lifestyles. As a result, in many
parts of Africa villages were populated by females of all ages, male children,
and elderly men, many of whom were 0o feeble to work. Young men would
return to their wives and children periodically, but their lives were
elsewhere. :

So it was the women and children of Africa who maintained the continent’s
agricultural economies, Kiereini said.

“Women are hit the hardest by the international structural injustices
prevailing in the Third World,” Kiereini explained.*! “The majority of
countries in Africa are dependent for foreign earnings on the export of one
or two agricultural products such as cocoa, tea, .coffee, etc. Trade in these
products is grossly imbalanced in the favour of the rich countries, Prices
are so low and unstable and the market is controlled by foreign interests.
A country in this situation sinks even deeper into poverty.

“It is true to say that women and children who provide 80%—90% of the
labour force earn extremely low income at the end of the day. The little
money they are paid is controlled fully by men. Consequently, women and
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children are trapped in the vicious cycle of structural poverty. In this kind
of situation there is little or no money available to meet the basic needs
of the family.”

Though in some parts of Africa women were less valuable than local
livestock-—as evidenced by prevailing bride-prices and dowries—it was
they who raised the continent’s futures: its crops and children. When
husbands contracted HIV in the cities and passed the virus on to their
wives during periodic return visits to the villages, AIDS appeared in rural
areas that were completely lacking in health care and social support sys-
tems. The affected women continued to.plow the soil with their hand hoes,
lugging babies on their backs, until their AIDS-devastated bodies collapsed.
And with each female death Africa’s agricultural productivity declined
another, barely perceptible notch. The cumulative burden of these declines,
Kiereini warned, could, by the year 2000, be more desperate for some
countries than their losses of professional elites. The demise of Africa’s
female agricultural workers could, she warned, lead to acute food shortages.

Even uninfected, healthy African women were being forced out of pro-
ductive roles in agricultural sectors by the AIDS epidemic. In most African
societies, both traditionally and under modemn codified law, women had
virtually no basic rights. They were, legally, their husband’s property, as
surely as were his cows or goats.

If the husband died, his property reverted not to the wife but to his
relatives. The crops that the widow had tilled became a new source of
prosperity for the in-laws. The widow and children, now landless, often
lacking even changes of clothing, had to find a means of survival.

In the short run the village and overall societal economies experienced
little -if any impact from this process because the in-laws continued to
harvest crops. But as the epidemic expanded, and even those in-laws were
infected, Africa faced the creation of an unprecedented rural underclass
of desperately impoverished, often starving women and children. Further,
it was obvious that eventually the cumulative load of deprived widows would
exceed the available labor force of in-law inheritors, causing declines in
‘crop production. .

Worse yet, one of the few survival options left to widows——perhaps the
only way they could feed their children—was prostitution. So, impoverished
by AIDS, the woman would be forced into a life that virtually guaranteed
that she, too, would die of the disease.%?

By 1991 the gender ratio of AIDS in Africa was shifting, reflecting higher
infection rates among women. For example, researchers from the University
of California at San Francisco studied nineteen- to thirty-seven-year-old
wornen in Kigali, Rwanda. A third of the randomly sampled women were
HIV-positive. Even among women previously thought to be at very low risk
for HIV because they were monogamous throughout their lives, the infection
rate was 20 percent. The same group also showed that many womnten in
Rwanda were dying of AIDS but not being counted in national statistics
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because their symptoms didn’t fit with the male-based WHO definition of
the disease. The researchers suggested that the true extent of AIDS in
African women might be two to three times the diagnosed numbers.*

Josef Decosas, of Canada’s International Development Agency, argued
that the continent’s women were caught in “an epidemiologic and demo-
graphic trap” {rom which they could not be freed without greater social
equity. Decosas contended that any hope of slowing Africa’s devastating
epidemic before it brought financial ruin to much of the tontinent was
inextricably tied to improvement in the status of Africa’s women. %

Researchers at the UN’s Food and Agriculture Organization, based in
Rome, tried to calculate the impact AIDS would have on African agricultural
production. Their best estimate was that Africa’s overall labor force—
predominantly women—would be reduced by 25 percent by 2010.45

Another factor compounding estimates of the socioeconomic costs of
AIDS was the epidemic’s continuing geographic expansion. Though every
political leader on the continent knew by 1989-90 what caused the disease
and which social measures might prevent its spread, agonizingly few took
steps to warn their populaces prior to HIV’s full-scale emergence in their
midst. South Africa, for example, was spared significant HIV emergence
until the late 1980s. There is no evidence that the virus existed in the
country prior to 1986, and for the first three years it was almost exclusively
a disease of gay white men who had traveled in Europe and North America.

By 1989, however, HIV was emerging in South Africa’s black population.
The microbe found advantages in apartheid policies regarding migrant labor:
men from throughout the country, as well as nearby Swaziland, Mozam-.
bique, and Malawi, were granted work permits for jobs in the gold and
diamond mines, but were not allowed to bring their wives and children.
Living in squalid barracks, the men frequented brothels in the mining
towns whenever possible. Each prostitute became an AIDS amplifier.

By 1991 local experts were estimating that as many as 400,000 black
South Africans, mostly men, might be HIV-positive. Given that black
infection rates were thought to be near zero two years eatlier, this repre-
sented explosive growth.

Similarly, Ethiopia, which had long been spared the AIDS scourge,
witnessed a phenomenal explosion of cases in 1991-93, As late as 1986
the country had no evidence that HIV had emerged within its borders. In
February of that year the first AIDS case was diagnosed in Addis Ababa.
By 1992 local experts estimated that more than 800,000 Ethiopians were
infected, with the highest rates of infection—nearly 15 percent—seen
among military personnel. ¥ '

Roy Anderson and his team at Imperial College in London predicted
that AIDS in fifty-three African nations—including several north of the
Sahara—*“would reverse the size of population growth rates over timescales
of a few to many decades.”

In other words, even though African countries had some of the highest
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population growth rates in the world, the epidemic was likely to outstrip
that explosion and some countries might eventually experience negative
population growth,

The World Bank predicted two immediate consequences of AIDS in
hard-hit African areas: a radical slowdown of national GDPs and tremendous
competition for scarce health care resources. A

The latter was already occurring, prompting fears that secondary and
tertiary disease epidemics would emerge in the wake of AIDS because
countries would no longer have the resources to control other bacterial,
viral, and parasitic microbes. Given that HIV/AIDS monopolized less than
1 percent of the continent’s meager health budgets prior to 1984, the trend
toward resource absorption by the AIDS epidemic was disturbing.

The World Bank estimated in 1991 that HIV/AIDS commanded more
than 4 percent of Tanzania’s health budget; even with fewer than 10 percent
of all AIDS cases receiving hospital attention. But the situation was worse
elsewhere: AIDS was eating up 7 percent of Malawi’s health budget, 9
percent of Rwanda’s, 10 percent of Burundi’s, and an astonishing 55 percent
of the Ugandan health budget.* »

In early 1991 physicians in Zambia predicted that HIV/AIDS would soon
overtake malaria, becoming the number one illness requiring hospitalization
in the country.*® A month later physicians in Lusaka reported that HIV/
AIDS had, indeed, overtaken malaria and accounted for the use of 80
percent of the city’s hospital beds. Barclays Bank complained of radically
Increased rates of absenteeism due to employee atiendance at AIDS funerals
and personal sick days. By 1992 in Lusaka, bus companies were requiring
several days’ advance notice for booking transport to funerals, due to back-
logs. And copper production, Zambia’s and Zaire’s primary sources of
foreign exchange, was slowly declining due to lost labor and AIDS illnesses.
In 1990 the countries produced 800,000 tons of copper for export; by 1993
that was down to 600,000. Life insurance companies in Zimbabwe and
South Africa faced bankruptcy as AIDS-related claims mounted. Coffee
production declined by 5 percent in Uganda’s hard-hit Rakai District be-

tween 1991 and 1993. Large-scale tobacco farmers in Zimbabwe took to,

distributing condoms to their workers in hopes of preventing a labor crisis.

The U.S. Census Bureau assisted counterpart African agencies in trying
to count the population impact of AIDS. In early 1994 the agency announced
that infant and child mortality was 15 percent higher in Zambia than had
been the case in 1984. Since infant mortality rates were used worldwide
as a gauge of development, the finding meant that Zambia’s overall status
represented a reversion to pre-1980 levels of development. Similar findings
were made for Malawi and Uganda. =~

Following his dispute with WHO Director-General Nakajima, Mann
joined the faculty of the Harvard School of Public Health in Boston and
founded the Global AIDS Policy Coalition. Together with former GPA
colleagues Tom Netier and Daniel Tarantola, Mann organized yet another
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analysis of the scepe and future of the AIDS pandemic. The Coalition’s

estimates, which were based on the Delphi Survey technique,! were far

grimmer than those promulgated by WHO.

By 1992, they estimated, 12.9 million people worldwide had been in-
fected with HIV, 2.7 nillion of whom had already developed AIDS.

By the year 2000 a minimum of 38 million people would have been
infected with HIV, according to the Global AIDS Policy Coalition, but “a
more realistic projection is that this figure will be higher, perhaps up to
110 million.”

In that scenario, 25 million people would have died of AIDS between
1980 and 2000.52

Anderson’s group in London predicted a terrifying future for those African
societies in which HIV had already, by 1990, become endemic to the
general population. Barring development of a vaccine or eflective means
of controlling further spread of the microbe, HIV infection rates would
exceed 80 percent of the sexually active population within forty-five years
of the emergence of the virus in a given African society. Following that
model, if HIV emerged around the Lake Victoria region, for example,
during the period of hostilities between Uganda and Tanzania (1977-79),
eight out of every ten adults living in the area in 2020 would either have
AIDS, have already succumbed to the disease, or be HIV-positive.

In 1993 the United Nations Development Program estimated that Africa’s
HIV/AIDS epidemic had already cost the continent (in combined direct
and indirect effects) some $30 billion.® And the World Bank said that
many African countries faced “catastrophically costly consequences.”>*

In the spring of 1994 the U.S. Census Bureau delivered the most hor-
rible prognosis to date. Based on up-to-the-minute seroprevalence data,
the Bureau predicted that by 2010 there would be 121 million fewer
human beings in sixteen countries than would have been the case in the
absence of AIDS. The countries—Brazil, Burkina Faso, Burundi, Central
Africar Republic, Congo, Cote d'Ivoire, Haiti, Kenya, Malawi, Rwanda,
Tanzania, Thailand, Uganda, Zaire, Zambia, and Zimbabwe—were ex-
pected to experience radical reductions in overall population growth rates
and increases in infant mortality, child mortality, and premature death
rates.™

Life expectancies for several countries were expected to plummet:
Uganda, without AIDS, would have had an ‘average life expectancy of 59
years by 2010. With AIDS, that was forecast to drop 1o a mere 32 years.
Haiti’s life expectancy would decline from a projected 59 years to 44.
Meanwhile, premature death rates, already climbing in the early 1990s
because of AIDS, were expected to have doubled, compared with 1985
levels.

Hope had to rest with the children of Africa, the continent’s next gen-
eration of potential bankers, lawyers, economists, farmers, business fi-
nanciers, and planners. But studies in Zambia, Zaire, and Malawi revealed
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that many AIDS orphans died shortly after their mothers’ demises, even
though the children were not themselves infected. The causes of death
were numerous, usually falling under the pediatric catchall “failure to
thrive.” Many of the children hadn’t been fully vaccinated against measles,
polio, and other common diseases. Most were malnourished. And many
languished without their mothers, lacking the love and attention of any
alternative adult.

“There-is no doubt, AIDS threatens to alter the economic and social
fabric of many societies, which may affect the development process,” Ugan-
da’s United Nations representative James Baba said in December 1991.
“The major problem AIDS presents today is the factor of creating an in-
creasing number of orphans which traditional societies are beginning to
fail to cope with. The traditional extended family systems that once absorbed
and catered for such orphans are being stretched to the limit by the sheer
enormity of the problem. As aresult, the extended traditional family system
is breaking down. The social and economic cost it imposes is simply too
demanding. 56

The U.S. Agency for International Development used mathematical
models to estimate the impact of orphans in East Africa. In the year 2015
alone, the agency scientists predicted, 2.4 million mothers would dje of
AIDS, each leaving an average of three orphans, Thus, it was possible that
in a single year in East Africa 7.2 million AIDS orphans would be gen-
erated.®” Other studies forecast 355 million AIDS orphans in Central and
East Africa by the year 2000, or up to 11 percent of the region’s entire
population of children up to the age of fifteen.58

Meanwhile, the U.S. Census Bureau predicted dire upturns in infant
and child mortality in several African nations, due both to direct AIDS
deaths and to neglect of children orphaned by the deaths of parents who
succumbed to the disease. Hard-won improvements in those two key mea-
sures of national development were expected to evaporate. By 1994, the
Bureau said, Zambia had already experienced a staggering 15 percent
increase in infant mortality, compared with 1984, and Malawi, Uganda,
and Zaire had suffered nearly comparable increases. :

“The concept of a war on AIDS with its goal to stop HIV is seriously
flawed and should be discarded,” Decosas wrote.®® “Most regions in the
world have a well-established epidemic of HIV. This epidemic requires a
social response ranging from a review of legislation to a rethinking of the
national industrial development plans. It also urgently requires new pro-
grammes, new approaches, and some radical reforms in health care and
public health.” .

For the exhausted few adults of Kanyigo all the forecast and debated
numbers for Africa’s future AIDS toll, loss of productivity, and abandoned
orphans were just so much hand-waving by abstract people living in even
more ephemerally imagined places, like Washington, London, and Geneva.
But there was nothing surreal about AIDS or the tragedy it had created.
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What was harder to imagine every day, Kanyigo elder Cosmos Bilasho
.said, was the future: How could there be a future if no one was here today
to raise the children?

111

As the train pulled out of the Rome station Subhash Hira made another
quick scan about the floor, making certain that he and his Indian colleagues
were still in possession of all the suitcases, valises, shopping bags, and
carryalls they had already toted over so many thousands of miles. It was
the natural refiex of an experienced Third World traveler.

Physically, Hira had changed little over the years. He sported the
same—or identical-—round wire-rimmed glasses that had been perched
upon his nose thirteen years earlier in 1978 when he had first arrived in
Lusaka to head up Zambia’s sexually transmitted disease program. Aside
from some gray hairs, Hira hadn™ aged much; he still possessed boundless
energy.

But inwardly Subhash Hira was a very different man. Keeping track of
Zambia's horrific AIDS epidemic had taken away a bit of his soul, left
scars on his spirit. He sighed a lot and didn’t seem to notice it until someone
asked, “Hira, what’s wrong?”

“People born in the post-plague era never could imagine what it had
been like then,” Hira said, speaking above the chugging train’s din. “People
said to me when AIDS started in Zambia, ‘You are looking at the bubonic
plague in the Middle Ages, and ten years down the line you. will see the
same kinds of mass deaths.” And I thought it was exaggeration. How could
we even be thinking of thirty to forty percent HIV seropositivity? Six years
ago, in 1985, it was only three percent in pregnant women in Lusaka.”

Hira looked out the window at the spectacular countryside of Tuscany,
but seemed not to see anything. His mind’s eye was on the wards of Lusaka’s
University Teaching Hospital. As he spoke, Hira’s Indian colleagues eaves-
dropped, worried expressions filling their faces. They were all on their way
to the Seventh International Conference on AIDS in Florence, where they
hoped to spark discussion of HIV’s emergence in Asia.

“I am moving home soon, to Bombay,” Hira said with a hedged smile.
There was no escaping the homesickness he had felt all those years in
Lusaka. The circumstances of his return were less than ideal. But when
he glanced at his four colleagues, two sari-adorned women and two men
wearing Western-style suits, Hira’s face lightened up. Obviously, he was
content with the notion of working with his own people.

But his smile soon evaporated and his voice was muted when he ex-
plained, “AIDS has come to India. I must do everything in my power to
ensure that what I have witnessed this last decade in Lusaka does not occur
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in Bombay or Calcutta or Delhi or Madras. HIV is emerging all over India.
It may even be too late already. It may even be too late.”

It was. By 1991 HIV had already appeared in several Asian populations.
Dr. L. S. Gilada, secretary-general of the Bombay-based Indian Health
Organization, estimated that 100,000 female prostitutes in his city were
infected, 2 million nationwide, with the highest rates—up to 70 percent
—seen among India’s Tamil women who worked as prostitutes in Bombay.
Dr. Jacob John, of Christian Medical College in Vellore, reckoned that a
third of the female prostitutes in that Indian city were HIV-positive, as
were 6 percent of the men tested in sexually transmitted disease clinics.

WHO’s Jim Chin estimated in 1991 that about 250,000 Indians were
infected in toto, but characteristically added, “That’s a lowball guess«
timate.” "

In Asia’s most prosperous countries AIDS remained a stranger. A na-
tionwide 1991 survey of bleod donors in Japan, for example, found that
the infection rate was less than 0.002 percent; Japan seemed virtually free
of HIV. Similarly, Singapore had by mid-1991 seen only eighty HIV in-
fections, according to Dr. Roy Chan of the Singapore AIDS Commission.

But wherever poverty was high, HIV seemed to have made its entry into
Asia well before 1991.

Shortly before the opening of the Seventh International Conference on
AIDS in Florence, during June 1991, Representative Jim McDermott, a
physician and Democrat from the state of Washington, released the results
of an AIDS investigation he conducted for the House of Representatives.
The report drew appalling conclusions about the Asian pandemic, prompt-
ing many fellow politicians to discreetly voice concerns that McDermott
was deliberately exaggerating the situation to skew foreign aid commit-
ments. As time would show, however, McDermott’s report underestimated
the scope of the Asian pandemic.®!

After touring India, Thailand, and the Philippines at the request of
Speaker Tom Foley, McDermott reached the conclusion that “Asia is the
sleeping giant of a worldwide AIDS epidemic.” He estimated that as of
June 1991 some 1 million Indians were already infected with HIV and in
the year 2000 India and Thailand combined would have 12 million infected
citizens. McDermott predicted that Asia’s epidemic would, within perhaps
just five years’ time, outstrip that of Africa.

With all the prior warnings, prognostications, and clear evidence of the
devastation AIDS was inflicting upon Africa, how could the microbe have
so overwhelmed Asia? Why hadn’t humanity succeeded in preventing HIV’s
emergence on the continent? As late as the fall of 1989 valid surveys of
Thai drug users and prostitutes revealed infection rates below 0.04.
percent—seemingly negligible. Yet within a mere twenty months that 0.04
percent infection rate among Chiang Mai prostitutes had soared to more
than 70 percent. In just twenty months the virus emerged, spread in an
epidemic fashion, and became endemic among key population groups in
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Thailand. That constituted the most rapid HIV emergence in the history
of the global epidemic.

" How could this have happened? In retracing the virus’s pathway across
Asia, scientists and public health experts gained greater evidence sup-
porting the GPA’s earlier theories that human rights violations, poverty,
and the behavior of Homo sapiens played crucial roles in the emergence
of disease. Indeed, the only way to comprehend Thailand’s astonishingly
rapid HIV emergence was to recognize the intimate coupling of social,
political, biological, and economic factors.

African history, tragically, repeated itself in Asia. Lessons went un-
learned. As had many African societies, most Asian countries initially tried
to legislate away the virus by restricting the activities and movement of
potential carriers. When that appeared to fail, governments simply refused
to acknowledge the virus in their midst, penalizing physicians and experts
who raised public alarm about AIDS. Official AIDS figures reported to the
World Health Organization reflected attempts by most governments to down-
play the impact of AIDS.62 .

During the last weeks of 1987 a meeting on AIDS in Asia was convened
in Manila, under the partial sponsorship of WHO. Few cases of the disease
had, at that point, surfaced in any Asian nation except one, and that country
was populated predominantly by Caucasians: Australia. Though Australia
was geographically in the Pacific Rim, most Asians considered the country,
and its epidemic, European. But Dr. John Dwyer, the avuncular director
of AIDS research at the University of South Wales in Sydney, did his best
to convince those in attendance at the Manila conference that the pandemic
was coming, and it would hit Asia not in the manner of its attack upon
Europe but as it had Africa.

Dwyer pointedly reminded his colleagues that incidences of syphilis,
gonorrhea, and other sexually transmitted diseases were rapidly rising
throughout Asia; that female prostitution was rampant in almost all of the
continent’s sprawling centers, and male prostitution in several cities; that
opium smokers were abandoning that drug and their pipes in favor of heroin
and syringes; and that many parts of Asia were suffering levels of poverty
and malnutrition comparable to those seen in Africa.

India’s first AIDS cases included recipients of contaminated U.S. blood
products manufactured by Cutter Biological, a California-based company,
and of anti-RhD vaccines made by Bharat Serums and Vaccine, Ltd., an
Indian firm.%*

During 1985-89 the Indian Council of Medical Research tested more
than 2 million people, finding 764 who carried the virus; half of them were
female prostitutes. By the end of 1989 the infection rate was soaring. A
‘Bombay survey revealed that 4.9 percent of the city’s female prostitutes
were infected.** As evidence of HIV’s presence in India mounted, proposed
legislation outlawing sexual intercourse with foreigners was introduced into
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the Maharashtra state legislature. Though it was defeated, the proposed
law reflected a strong mood at that time in Indian society.

Se poor were educational efforts that a 1989 survey of a sampling of
India’s AIDS patients revealed that even they hadn’t heard of the disease.
Only 4 percent professed to have heard of AIDS before contracting it; most,
long after their diagnosis, still had no idea what the disease was. An
important factor contributing to ignorance was illiteracy—94 percent of
those who were interviewed were unable to read the few AIDS brochutes
or news articles that were published in India.%s

By mid-1990 the infection rate among Bombay’s prostitutes had risen t¢
10 percent and 5.6 of every 1,000 blood donors in the city carried the
virus. The director of the Indian Medical Research Council, Dr. A. S.
Paintal, estimated that Bombay’s infection rates had reached such propor-.
tions that every day 100,000 sexual acts were performed with HIV-positive
female prostitutes.% One Bombay STD clinic was finding infection rates
among prostitutes of 40 percent.

At the same time, blood donor infecti‘on rates rose to 1 percent, and
India saw its first cases of HIV involving injecting drug users. Sixty-two
heroin users in Manipur were cited in government notices in April 1990.
Concern about the blood supply grew when a government survey uncovered
510 HIV-positive blood donors in the state of Gujerat. Among them, 430
were “professional donors,” individuals so poor that they subsisted off the
meager funds earned by regularly selling their blood. Despite such clear
evidence of the microbe’s presence in the national blood supply, by the
Indian government’s admission less than 5 percent of all commercial blood
was screened for HIV in 1991. That figure wouldn’t budge much in 1992,

Data on HIV infection rates grossly underestimated India’s crisis betause
most high-risk individuals were by 1991 actively avoiding testing. Their
reluctance stemmed from widespread knowledge that in Manipur some 100
HIV-positive people were placed in permanent seclusion, chained to their
beds, and barred from further social interaction,6? That drove other poten-
tially infected people underground, away from the public health system.

One group that was able to penetrte the mistrust was the government’s
cholera program, which enjoyed widespread respect among India’s poor.’
Their 1991 survey in Manipur revealed that an astonishing 80 percent of
heroin injectors were HIV-positive.

The microbe had been handed another bit of good fortune. Beginning
around 1987, when Burma, once the richest nation in Southeast Asia, was
given the World Bank’s least developed country status, the traditional opium
trade was transformed into a heroin market. It was no longer necessary to
ship raw opium paste to Marseilles or other European locales for processing
into heroin, thus reducing Burmese profits. But with the shift in opiate
processing, heroin was suddenly available for local consumption. Within
the so-called Golden Triangle—Burma, southern China, and Laos—opium,
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and now heroin, production outstripped the 1960s market share held by
Turkey and Afghanistan,

In Manipur, which bordered Burma, the sudden availability of the far
more powerlul heroin drew opium users like bees to honey. Needles, how-
ever, were in short supply.

HIV appeared in Manipur riding the crest of the heroin wave. Former
opium smokers clumsily experimented with tourniquets, cookers, and sy-
ringes, clustering in groups to share not only the knowledge of how to get
high but the equipment with which to do so. In less than sixteen months
opiate users went from less than 10 percent heroin injectors with under 1

- percent HIV seroprevalence to more than 95 percent heroin addicts, main-

lining the purest and most powerful smack in the world. And 80 percent
of them had within that time also mainlined HIV,58

Stunned by the rapidity of HIV’s march across India, the World Health
Organization mustered $20 million and the World Bank $100 million for
the most aggressively funded AIDS education campaign ever planned. But
from the start the effort seemed doomed, as political leaders throughout
India failed to lend their support, some states refused to participate, and
allegations of impropriety, even embezzlement, buzzed about the health
system. For example, reluctant to face the political flak that would shower
down from all over India’s business community if the foreign aid millions
were spent outside the country, the government purchased more than a
billion defective condoms from a local manufacturer and raised prices on
quality imported products, '

“We’re sitting on a volcano. We won’t be able to cope,” Maharashtra
AIDS researcher Geeta Bhave declared. When all the hundreds of thou-
sands of HIV cases progress to AIDS, she predicted, India’s health care
system would collapse. .

Even HIV-2, previously found almost exclusively in West Africa,

~ emerged in India. By June 1993, STD clinics in Tamil Nadu, Bombay,

and Goa reported that 2 to 3 percent of their clients carried the second
species of AIDS virus.

German researchers studied the genetics of HIV-1 and HIV-2 viral
strains found in various parts of India, finding further evidence for quite
recent emergence of the viruses in the country and extraordinarily rapid
spread. No matter where they looked, they found infected Indians, and
there was no sign that the viruses’ spreads were concentrated geographi-
cally, as they were in North America and Europe.

The HIV-1 strains were ali quite similar and matched closely to a strain
of the virus found in South Africa. Given the large number of Indian-
descended people living in South Africa and their frequent travels back to
India, this was not surprising. But it was astonishiing, the researchers said,
to discover so litile genetic difference between HIV-1 strains in Bombay,
Goa, Manipur, and other locations separated by thousands of miles.

“We conclude that these [HIV-1] strains must have been introduced into
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India very recently and are spreading very rapidly,” the German research
team said.% '

HIV-2 also showed little genetic diversity in India, again indicating that
the virus had arrived in the country very recently. Further, all HIV-2
strains appeared to be descended from a common ancestor, indicating that
a single infected individual brought the virus from West Africa; its emer-
gence and spread within Indian society occurred with extraordinary speed.

By comparing HIV-1 and HIV-2 incidence rates throughout India in
early 1993 with the amount of genetic diversity seen in the various viral
strains, the Frankfurt research team estimated that India’s epidemic was
growing by 1 million new infections a year. If Congressman McDermott’s
estimate of 1 million infected Indians was correct for 1991, and the Frank-
furt growth rate held true, the world’s oldest continuous civilization would
be confronting about 10 million HIV cases in 2000.

But, of course, epidemics couldn’t be expected to grow at a stagnant
rate over time because the more people infected in a society, the greater
the potential for additional infections. Thus, growth rates themselves grew
with time. When officials at WHO plotted India’s AIDS forecast they were
reluctant to put precise figures on the nation’s future epidemic. But they
were able to compare its growth rate with Africa’s: while the slope of Africa’s
pandemic arched upward at a gentle angle for the 1990s, India’s forecast
was a sharp line soaring up at a 60-degree angle. ,

“This is threatening to clear the world,” Kenyan AIDS physician Mboya
Okeyo said. “Africa first. Then India, then Southeast Asia. Then, who
knows?” :

In 1993 Subhash Hira moved back to Bombay. Having witnessed the
emergence of AIDS in Zambia he was now determined to do all in his power
to slow the deadly virus’s race across his homeland.

If India’s epidemic was racing, Thailand’s was moving at supersonic
speed. Thai Ministry of Health studies showed that HIV-1 infection rates
in nearly every sector of society were well below 2.5 percent in 1989.
Eighteen months later double-digit infection rates were the norm all over
the country.” »

Something particularly strange and troublesome happened in Thailand:
two separate lineages of HIV-1 emerged, each exploiting entirely different
population groups. Among Bangkok’s heroin injectors there appeared a
B-class virus that looked genetically like a typical American HIV. But a
very different HIV emerged in Thailand’s prostitute and heterosexual pop-
ulations, one that closely resembled a virulent virus seen in Uganda. The
two strains moved on separate paths in Thailand, and as of 1993 there was
no evidence of cross-mixing of their genetic material, !

So Thailand, biologically speaking, had two separate epidemics, both
of which grew at unprecedented rates.

The Thai situation demonstrated the folly of dismissing the threat of an
emerging microbe merely on the basis of initially small numbers of cases.
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And it showed, once again, the links between human rights and the emer-
gence of microbes new to a particular society. In the beginning of its
epidemic the Thai government took many of the toughest steps advo.cated
by hard-liners eisewhere in the world. A special HIV quarantine unit was
established in Lard Yao Prison in Bangkok. When, by June 1989, tests
indicated that up to 44 percent of the female prostitutes in Chiang Mai
were HIV-positive, the government issued decrees in an attempt to crack
down on the brothels. As rates of infection soared among heroin addicts,
the government ordered Thai police to come down hard on the drug trade
and nareotics injectors. Infected foreigners were deported.

Thailand also tock positive steps that drew praise from WHO, incl'uding
establishing the first national HIV sentinel surveiliance program in the
developing world. By carefully and continuously monitoring levels of HIV
infection in key subpopulations of Thai society, the Ministry of Health kept
close tabs on the nation’s burgeoning epidemic.” It may well have been
the best-documented HIV emergence in any society in the world.

Despite these efforts the virus spread at record speed throughout the
Southeast Asian nation, primarily via its enormous sex industry. .As word
of the new plague spread, few Thais took steps to protect themselves.
Denial, Thai health official Dr. Chai Podhista said in 1992, was the number
one problem.

“We have an expression in Thailand,” Podhista explained. “It goes, ‘If
you don’t see the body in the coffin, you don’t shed a tear.’ Rapid spread
of the virus is possible—is ignored—because there hasn’t yet been mass
death. And there won’t be for a few years. Hundreds of thousands of people
are all getling infected at once, in a clandestine epidemic. Years from now
when they all get AIDS the entire Thai society will g0 into a state of shoc!c.”

In early 1990 a variety of nongovernmental organizations wage‘d im-
pressive AIDS education campaigns, particularly among femal'e prostitutes,
and by late 1990 more than 90 percent of the prostitutes working in Chiang
Mai were using condoms. But for the majority of the women it was too late:
they were already infected.”™ :

At the most crucial moment in its emergence into Thai society, HIV was
handed a social gift: human chaos. In February 1991 there was a coup in
Thailand, bringing a military junta to power.? AIDS programs came to a
grinding halt; the flow of nearly all foreign aid, including monies ear-
marked for HIV control, stopped abruptly, AIDS programs generally fell
apart, and the military regime responded to the HIV threat with the sorts
of repressive actions that typify juntas: conducting raids on brothels3 shut-
“ting down those that failed to provide adequate bribes, and rounding up
children, alleged slaves, and foreign men and women working in the houses
of prostitution, ™ ' .

During this time there was little apparent change in the sexual appetite
of male customers. Foreign sex tourists continued to flock into Thailand
from all over the world, particularly Japan? and Germany. And local Thai
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men showed no signs of slackening their demand. A 1989-9¢ survey showed
that more than a quarter of randomly queried Thai men had sex outside
their marriage that year, most of them with male or female prostitutes.
A year later no apparent change was observed, and upon compulsory entry
to the Thai military more than 97 percent of the twenty-one-year-old recruits
admitted to-having frequentied brothels.

As more and more of Thailand’s prostitutes became infected, and concemn

about AIDS rose, brothel owners began actively recruiting virgins and young
girls. This allowed them to market safety for their male clientele, though,
of course, it remained extremely risky for the women/girls. Various studies
indicated that between 1991 and 1993 the demographics of Thailand’s
female prostitute population shifted dramatically, particularly in the north-
ern Chiang Mai area, which bordered on Burma. The average ages of the
prostitutes plummeted (to include nine- to twelve-year-olds), and the num-
ber of Burmese women working in the brothels soared, topping 40 percent
by 1993.

According to Amnesty International and Human Rights Watch, nearly
all the Burmese female prostitutes were slaves, either sold outright by their
parents to brothel brokers or signed on to indentured servant contracts from
which they couldn’t extricate themselves once they reached Thailand. Few
of the girls, most of whom were under eighteen years of age at the time of

 their sales/recruitments, understood that they were to be prostitutes. The

vast majority were illiterate, spoke no Thai, and were virgins when they
reached their new brothel homes.

Periodically, Thai police would raid the brothels, round up Burmese
nationals, and march them off to the border. Some women, fearing what
lay in store for them on the other side, gave sexual favors to the police in
exchange for allowing them to return to lives of prostitution.

But what could possibly be more horrible than the lives of sex slavery
to which they had been subjected in Thailand?

In September 1988 the Burmese government was overthrown in a coup
that brought the most corrupt elements of the country’s business and military
communities to power. Ne Win took the reins of control, running an au-
thoritarian state that cracked down mercilessly on its citizenry while as-
siduously protecting the nation’s opium/heroin producers. The country,
which was renamed Myanmar,® sank into chaos. Amid reports of torture
and mass executions, as well as economic despair, demonstrations broke
out all over Burma in 1990, led by supporters of Aung San Suu Kyi. Though
she won the national presidential elections in May 1990 and subsequently
received the Nobel Peace Prize, Aung was placed under house arrest. As
of mid-1994 she remained a homebound prisoner of the military state.

The government’s actions after the 1990 elections only worsened, and
the nation became dangerous for all vocal advocates of human rights. Small
wonder, then, that Burmese poured illegally across the Thai border by the
hundreds every day, and some 300,000 were estimated to have immigrated
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by 1993. It was perhaps less than surprising also that impoverished parents
were willing to sell their daughters to brothel brokers. o

In April 1992, Commander Bancha Jarujareet of the Thai Crime Suppres-
sion Division announced that twenty-five HIV-positive Burmese brothel
girls that had been rounded up by his officers and deported back to Buma
were dead. According to the Thai policeman, Burmese officials injected
cyanide into the women and set their bodies afloat in a border stream as
a warning that Burma would take whatever steps necessary to keep AIDS
out of the country. )

In Burma, heroin was locally produced and could therefore be purchased
cheaply with the internationally worthless Burmese currency. But syringes
required foreign exchange, and the abusive Burmese state had becon;i;a an
international pariah, cut off economically from the rest of the world. By
1992, WHO estimates put HIV infection rates among Rangoon’s heroin
injectors at over 76 percent, but that was a conservative guess. Even if
these people knew about HIV, understood how the virus was spread, and
were motivated to protect themselves, they couldn’t do so.%¢

Fortunately for the Thai people, their nation had, in contrast, a coura-
geous local hero who was willing to take politically dangerous steps to slow

.the country’s skyrocketing epidemic. Mechai Viravaidhya‘worked within
the Ministry of Health and outside the goveinment (depending on who was
in power) tirelessly promoting condom use. Equally comfortable arguing
with a brothel owner in a Bangkok red-light slum or twisting the arm of
a member of the Thai cabinet during a celebrity golf match, Mechai force-
fully pushed a “100 percent condom use” policy.®' But even Mechai kne.w
that the real battle had been lost. AIDS was endemic in Thailand, and in
1993 the government predicted that 3 million adults (out of a population
of 25 millien over the age of fourteen) would be HIV-positive by the year
2000. . .

As was the case in Burma and India, the Golden Triangle heroin con-
nection was having an effect on promoting HIV emergence in §outhem
China. Though the government denied it, China had serious herom.t pros-
titution, and sexually transmitted disease incidences that were readily ap-
parent to even casual observers as early as 1987.%2 The most severe problem
was in China’s southern Yunnan province, which shared borders with Laos
and Burma and had long been an opium center. Yunnan narcotics traf-
fickers, like their counterparts in Burma, had learned how to process opium
into heroin. By 1991 heroin was in ready supply in Yunnan; syringes were
not. The pattern there mirrored what had occurred with HIV among heroin
injectors in Manipur and Rangoon, and by 1993 the World.Heallh Orga-
nization was estimating that up to a third of Yunnan heroin users were
infected.® '

Less than a year later WHO announced that heroin was driviﬂng a terrible
HIV epidemic in Ho Chi Minh City, Vietnam. Among heroin users the
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HIV rate climbed from less than 2 percent to more than 30 percent in
about nine months’ time.8* )

As had been the case with Africa’s AIDS epidemic, Asia watchers won-
dered aloud whether the pandemic might reverse the region’s famed “Eco-
nomic Miracle,” causing a Thirdworldization effect. If local epidemics
continued to expand at their breathtaking 1989-93 rates, Asia could be
expected to overtake Africa in HIV numbers before the turn of the century.
And ironically, the fiscal cost to Asia would be greater precisely because
the continent’s economy had boomed so impressively during the 1980s.
With greater prosperity came higher costs. The dollar value of productive
capacity lost due to worker illness and death was greater in Asia (compared
with Africa) simply because there was a larger highly skilled labor force
and incomes across the board were higher. Direct medical costs were higher
as well, because of the availability of more sophisticated—and costly—
health care systems.

Still, it seemed at first glance unimaginable that AIDS could make a
dent in Asia’s economic boom. Only a handful of countries (the Philippines,
Papua New Guinea, Burma, and Cambodia) experienced negative GNP
growth during the 1980s, and many Asian countries had growth rates that
were two 1o five times greater than those of the United States and
Switzerland. ?>

Like Africa, however, much of Asia was simultaneously undergoing other
disease emergences that could be expected to compound or synergize with
HIV/AIDS. These included dengue, hepatitis (A, B, C, D, and E), multiply
drug-resistant malaria, tuberculosis, drug-resistant cholera, and virtually
every known sexually transmissible microbe. Though no one knew how to
calculate the additive or multiplicative economic impacts the interlocking
epidemics might have, it was clear, biologically and epidemiologically
speaking, that interconnections existed.

In mid-1993 the GPA estimated that 1.5 million residents of South Asia
were HIV-positive, most of them Indian or Thai citizens. For Thailand, spe-
cifically, WHO estimated that 450,000 people were infected by late 1992, 26

But WHO’s numbers were surely overly conservative. Newer data demon-
strated that the rate of expansion of the country’s epidemic, far from slowing
as many hoped, was accelerating alarmingly.®” The only hopeful slowdown
in Thailand’s plague was seen among injecting drug users in Bangkok, who
readily snapped up sterile syringes ‘when they were made available.38

Mechai Viravaidhya estimated that Thailand’s cumulative AIDS death
burden by the year 2000 would be 470,000 te 560,000 adults. Based on
an average productivity loss of $22,000 per dead worker, that could inflict
an indirect loss of $7.3~$8.5 billion on the Thai economy. Direct treatment
costs for those people would be between $61 and $167 million out of a
total annual Ministry of Health budget of just over $40 million.®® In 1992
a single day of AIDS hospitalization in Bangkok cost an average of $298.73;
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Thailand was in the unfortunate position of having reach'ed Western stan-
dards of curative medicine and hospitalization while its ;.)o;.mlace still
earned Third World wages. By 1992 Thai officials were predicting that the
epidemic would push the nation’s health and medical adv;.mces backward,
as an overwhelmed system collapsed under the economic costs and the
sheer load of AIDS cases.® . o

Drawing on slightly different estimates of both the forecast epidemic size
and indirect costs, WHO predicted a total economic burden from AIDS of
$9 billion for Thailand by the year 2000.°* And the GPA told World Bank
officials as early as October 1991 to expect a possible economic downturn
in South Asia during the latter half of the decade: it was a view shared by
the Thailand Development Research Institute in Bangkok.?

The U.S. Census Bureau issued dire forecasts for Thailand, based on
HIV-prevalence rates as of early 1994. The Bureau predicted that by 2010
Thailand would have experienced such severe devastation due to AIDS that
the country’s population growth rate would have plqmmeted to — 0.8- per-
cent (from a pre-AIDS predicted + 0.9 percent); there woul(% be 25 million
fewer people in the country than would have been the case in the absence
of AIDS; life expectancy would take a nosedive from what would have b‘een
75 years to a mere 45 years; child mortality rates would‘mtzre than triple
(reaching some 110 per 1,000 children born); and the nation’s crude dea;};
rate weuld soar from about 6 deaths per 1,000 to more than 22 per 1,0002

Though few analogous economic analyses had been .done for India,
Burma, the Philippines, or other Asian countries in the grips of HIV, there

"was a clear consensus in international public health circles by 1993 that

the pandemic would, at the very least, exert a Thirdworldization effect
upon the health care systems, tourist industries, and governm'ent-funded
social service sectors of hard-hit countries. Worst-case scenarios forecast
sharp declines in both agricultural and industrial productivity with resultant
declines in GDPs.®* The United Nations Development Program af]d t}}e
Asian Development Bank predicted in late 1993 that the HIV epidemic
would increase general levels of poverty and, by .the year 2000, cause local
famines in key areas. - '

Such dire economic forecasts, whether they concerned the projected
impact of AIDS on Africa, Asia, or Latin America,’® were always mtenfied
-to draw the attention of wealthy donor states. The nations of North A{nenca,
Western Europe, and, to a lesser degree, Japar‘l and the Soviet‘ Union had
always been forthcoming with cash when a crisis struck, even if the quan-
tities were more symbolic than substantial. If the cash was offered at
interest, Africa and Latin America might eringe, but Asia had an excellent
debt-repayment record.

Throughout the world hope for a global AIDS bailout rose as Berliners
clawed away at the wall that had physically divided their city for three
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decades. What began with dockworkers in Gdansk in the early 1980s built
slowly for years in pockets of antiauthoritarian resistance that spanned from
Prague to Riga, from Vladivostok to Berlin. Once the Berlin Wall fell there
was no turning back: the ideal and reality of communism were dead. And
with the end of communism came capitalist dominance and Western victory
in the Cold War. Threat of global thermonuclear annihilation suddenly
seemed quite remote. Politicians all over the world spoke of a Peace Div-
idend. And suddenly the world had surplus cash, they claimed, and long-
neglected social programs could now be subsidized. F or a few moments in
history, it seemed, people around the world were remarkably optimistic.

But no Peace Dividend appeared. People craned their necks looking for
it, soon spoiting a shadow emerging on the horizon. Excitement yielded to
despair and frustration as they recognized the shadowy Dividend for what
it was: international recession.

After all the celebrations and dancing in the streets of Prague and Berlin
settled down, the West got a good, hard look at what lay behind the Wall,
inside the long-sequestered world of communism. And they discovered that
Stalinists from Uzbekistan to the Baltics had been juggling the books for
decades. The East was broke. .

Warse yet, its populations, which had long had nearly every aspect of
their lives controlled by the state, were ill prepared to build strong civic
societies. With their economies in a shambles, cynicism quickly overcame
the brief sensation of elation for most Europeans.

Reunification of the two Germanys was concretized on October 3, 1990,
amid fetes and fireworks, but by the end of that year official unemployment
in the former GDR had soared from zero to more than 350,000 adults.

Overnight the former Cold War multitrillion-dollar spending became a
latter-day Marshall Plan for reconstruction of the ex-communist world. Ten
billion dollars shifted from coffers in Bonn to national bank vaults in Moscow
in a single day. And that was just one of many Wesi-to-East transfers.

Not only was there no Peace Dividend, there was newfound, long-term
structural agony. Even the booming Asian economies feli the pain as de-
mand for autos, electronics, and consumer goods dropped in Europe and
North America. '

While much of the world watched the demolition of the Berlin Wall
during the fall of 1989 with astonishment and elation, Hans Seyfarth-
Hermann dashed about Checkpoint Charlie tossing condoms at the crowds
of East Germans as they poured through. The bewildered East Germans
snapped the packets out of the air and examined what looked like matchbook
covers. They read this brightly colored inscription: “You will see many
tantalizing things during your visit to West Berlin, Enjoy yourself, but
remember, we have AIDS.”

Inside each putative matchbook was a latex condom. Political openness,
it appeared, could carry a price tag. If it was true, as the old Stalinist
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leaders claimed,” that AIDS hadn’t made its way yet into most of Eastern

. Europe, the fall of the Wall would surely put an end to the political barriers

that had allegedly kept the microbe at bay.

Seyfarth-Hermann and fellow AIDS activist Julian Eaves were in a Berlin
gay bar called the Dark Cellar the night of November 9, 1989, when they
overheard Germans speaking in a startling accent. The two of them realized
that the men were from Saxony, part of East Germany, and that they were
filled with excitement that night, Eaves later recalled, “trying to enjoy the
wild life in the big city.” Eaves and Seyfarth-Hermann recognized that
their Saxon gay counterparis knew nothing about AIDS and safe sex. They
also were sadly aware that some West Berlin gays, sick and tired of “latex
sex,” might take advantage of the Eastemers’ ignorance.

The two activists spent the following day making hundreds of the special
packets which they later tossed at the hordes of Saxons and other Easterners
crossing through Checkpoint Charlie.

“Everything that is new is welcome now in East Germany,” Eaves ex-
plained. “The old stigmas have been thrown away, and everything is pos-
sible. We hope East Germany will achieve a world level in everything,
except AIDS deaths.”

No one could imagine that just four months later prostitutes in West
Berlin would be on the verge of staging a protest strike over the thousands
of competitors that flooded in from the East every Friday night to earn
valuable deutsche marks over the weekend. Hungry for hard currency,
young women, most of whom didn’t really consider themselves prostitutes,
would pour inte Berlin to turn a few quick tricks, often for as little as five
deutsche marks. The regular hookers would be outraged because the new-
comers would charge far less than the former going rate, and they wouldn’t
require that their cusiomers wear condoms.®’

Within three years the Eastern prostitutes would be a regular feature of
red-light disiricts all over the wealthier West. .

HIV would also ride Eurcpe’s new heroin trail. Opening up the formerly
secluded states rang bells of opportunity for organized criminal elements
on both sides of the former Wall. Poland, in particular, would become both
a center for a locally produced opiate called kompot and a transfer point
for pure heroin imported from other parts of the world and destined for
distribution in Central Eurepe. v

The first serious emergences of HIV in-Eastern Europe were not via
either prostitution or heroin injection, however. Rather, they came by means
that reflected the tragic state of medicine in much of the communist bloc.

Though there had been isolated AIDS cases in Russia for at least four
years, HIV really emerged during the early spring of 1988 in Elista, capital

of the Kalmyk Republic, located on the Caspian Sea. A baby languished
on the pediatric ward of the town’s hospital, suffering every imaginable
ailment. Doctors were stumped, unable to reach a diagnosis, until one
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suggested sending blood samples from the infant to Valentin Pokrovsk
virologist doing AIDS rese i that the
irol i st dofr fted DS HI:;-‘ch in Moscow. Pokrovsky confirmed that the

The child’s father, it turned out, had visited the Congo in 1981, where
ht? apparenfly was exposed to HIV. He passed the virus sexuall , to his
wﬂie, who, in turn, transmitted HIV to the child. Y

t was tantamount to treason to publicly acknowledge S i
goods during the regime of Joseph Stalin, gnd forty yeargs ai'::;r::(g;e;iz{ag?sl
death many Soviet citizens remained reluctant to step outside normal bu-
reaucratic channels in order to draw attention to production deficiencies
In 1988, however, prior to news from Elista, U.S.S.R. Minister of Healtl;
Alexa.nder Kondrusev publicly decried the country’s sorry state of medical
sugphes. In particular, he warned that the nation needed to use 3 billion
Syringes per year, but was only manufacturing 30 million annually, and
xgxlpomng l;u)‘ne. Si"‘;pi?)() mathematics indicated, then, that the averag,e sy-
ringe was being use i i i
g e Speug oed 10 times. Kondrusev warned that this syringe short-

He would soon prove remarkably prescient.

The A¥DS baby at the Elista hospital was treated by staff who used the
same syringes to withdraw blood samples from and administer drugs to all
thi bab{es on tbe neonatal ward. For more than three months the nurses
,l::, t}r::r“:ngly injected HIV into all of the babies and, in a few cases, their

As the numbers of AIDS babies mounted, the overwhelmed Elista doctors
ordered some of the infants shipped to a hospital in Volgograd. And again
the medlf:al staff reused syringes over and over, soon having infected niarl .
ev;fhy c!lll(!don the Volgograd baby ward. ’

1he mcidents were kept quiet until early 1989 wh i
union newspaper, Trud, broke the story. Accc)),rding to 7 rzzl,aH}::lst;l;/rllirg:t(ii
vadrusev had grossly underestimated the enormity of the gap in the Soviet
Union between the number of injection procedures of one kind or another
lhat‘ were Performed by health providers and the annual production rate of
.stt‘znle' syringes.®® While leaders in Moscow received single-use sterile
injections, the masses living in outlying areas relied on hospitals that
suffered permanent supply shortages. So in Elista and Volgograd, for ex-
g:)né)lﬁ, health care workers had little choice but to reuse syringe; 400 or

wou!du:t(ielsl, p(;z:ca:l:]r:?:y honing the needles on a whetstone so that they
It was horribly reminiscent of the events in Yambuk ital i

whe{e 'Belgian nuns used a handful of syringes hundred: o}: ?isrg::: : :; »lvegzzg ,

unwmmgly. spreading the deadly Ebola virus. That, however oclzurred i .

a remote, impoverished region of Central Africa; the Sovie{ Union ;

allegedly, part of the advanced industrialized world. i
For three years Soviet health leaders counted the numbers as similar




502 ] THE COMING PLAGUE

_ hospital outbreaks of HIV surfaced in Rostov, Astrakhan, and Stavropol.

By June 1990, Vadim Pokrovsky was telling the world that 260 children
had become infected with HIV as a result of unsterile needles.*

Moscow’s Second City Hospital for Infectious Diseases was designated
the nation’s AIDS treatment center and half the patients on its wards were
children under five years of age. As fear of AIDS mounted in the Soviet
medical community, widespread shortages were reported not only of sy-
ringes but of latex gloves, sterile catheters, surgical gowns, transfusion
equipment, dental driils and probes, and other essential supplies. In the
new atmosphere of perestroika, young physicians for the first time spoke
frankly about the inadequacies of the Soviet medical system.

The result was widespread public panic and a sharp decline in will-
ingness to undergo invasive medical procedures. Dentists, vaccinators,
physicians—all health providers noted a drop in attendance, particularly
in large cities where the media gave serious attention to the young phy-
sicians’ disclosures.

Dr. Mikhail Narkevich, newly appointed head of AIDS education in the
Ministry of Health, was forced to concede that the nation’s economic dif-
ficulties were so grave that adequate medical supplies could not possibly
be available until 1992-93. By 1994 Russian physicians would be crying
out even more loudly for supplies that still hadn’t materialized.

In the absence of supplies sufficient to limit the spread of HIV within
medical facilities, panic further increased. There were anecdotal reperts
of people beating AIDS patients and of health care workers refusing to go
near people who carried the virus. The Ministry of Health was forced in
1991 10 offer higher salaries to doctors and nurses who worked with HIV/
AIDS patients as compensation for the perceived risks involved.

But Soviet leaders were preoccupied with far more pressing issues than
supplies of syringes. The country was literally falling apart. Food shortages,
riots, separatist uprisings, political instability, and a face-off between the
hero of glasnost, Mikhail Gorbachev, and upstart leader Boris Yeltsin
monopolized national attention. By 1991 the Soviet Union no longer existed.
By 1993 two major coup attempts had threatened the stability of the Russian
Republic, and insurrections had occurred inside most of the former Soviet
socialist states.

AIDS was overshadowed by history. And the microbe spread, unfettered
by any serious efforts on the part of human beings to limit its modes of
transmission. Prostitution and drug abuse stepped into the economic vac-
uum of social restructuring. Criminal élements gained control of many
foreign trade sectors, and syringes remained. in short supply.

By late 1993 the microbial situation was clearly out of control. Before
the Berlin Wall fell, Russia’s syphilis rate was 4.3 cases per 100,000
people annually. Amid the national chaos, health officials said they were
witnessing a syphilis epidemic. In St. Petersburg, for example, the inci-
dence of syphilis increased eightfold between 1989 and 1993, with most
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of the newly infected individuals young, destitute female prostitutes. In
the same city the incidence of gonorrhea among teenagers had soared 150
percent by 1993, as compared with 1976 levels. And in the same sub-
population syphilis incidence was up 400 percent.

Dr. Nikolai Chaika, of the St. Petersburg Pasteur Institute, announced
that all Russian disease data, including numbers of HIV/AIDS cases, were
unreliable due to the “complete collapse of Russian medicine.” The ’social
fabric of Russian society was unraveling, he said, and people were turning
to behaviors that virtually guaranteed the spread of disease.

Thirdworldization had set in. Russia, as well as nearly all of the other
former Soviet states, was rolling backward on the development scale. Ep-
xdemif:s of all sorts of diseases were reported anecdotally, though most
were impossible to verify given the collapse of epidemiological systems.
In the summer of 1992 cholera outbreaks were reported in Makhachkala
Nizhny Novgorod, Krasnodar, Naberezhnye Nizhny, and Moscow. The Tas;
news agency reported an outbreak of anthrax among peasants in the Altai
region and typhoid fever in Volgodonsk. Even a case of bubonic plague
was reported from Kazakhstan. 100

In March 1993 special counsel to President Boris Yeltsin, Dr. A. V.
Yablokov, addressed the grave state of the Russian people’s health in a
speech before the nation’s Security Council.'®! He revealed that in 1991
Russia’s “total losses due to premature mortality amounted {to] 2.23 million
person-years of labour activity. . .. . It is obvious that prevention of popu-
lqtz:on health losses due to premature mortality from socio-economically con-
ditioned causes is the most important strategic direction in improving safety
and security of life of peoples of Russia [his emphasis}].”

'T}.Ie primary cause of Russia’s massive excess death burden was
suicide, which rose by 20 percent between 1991 and 1992. Alcoholic
self-(%eﬁruction, drunk-driving accidents, and homicides ranked as the
remarning top causes of the excess death rates.

Meanwhile, he said, the nation’s medical and public health system had
fleteriorated to the point where in 1991, 70 percent of all pregnancies
involved serious complications, “only half of deliveries were considered
por.mal,” anemia rates among pregnant women had increased by 61 percent
in just three years, and maternal mortality rates were five times those in
Western Europe. 'And preventable deaths—those ascribed directly to drug
i};;x(‘;e.lges or medical and public health failures—had risen sharply since

“Among these are all forms of tuberculosis, some infectious diseases
(measles, whooping cough, tetanus, typhoid fever) . . . respiratory diseases,
pregnancy complications, diseases of the perinatal period,” Yablokov said.

Life expectancy in Russia was lower in 1990 than in 1964 (70.1 years
versus 70.4) and real life-span measurements for some areas of the country
were as low as 44 years.

Separate EC studies of Russian health revealed that tuberculosis rates
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were climbing sharply. In Siberia in 1990 there was a TB incidence of 43

- cases per 100,000 people (as measured by positive sputum). By 1993 lhz,it
ratio had more than doubled, to 94:100,000. Over the same period Moscow’s
TB rate jumped from 27:100,000 to 50:100,000. The princiPal cause of
the escalation was said to be the lack of foreign exchange with whllch to
purchase European- and American-made amituberc.l‘llosis drugs; thhf)ut
treatment an ever-expanding pool of contagious individuals was spreading
the disease to others.'® o

Perhaps the most striking example of Russian Thirdworldization was the
1993 outbreaks of diphtheria in St. Petersburg and Moscow. '

A hallmark of the old Soviet Union had been its tremendous success in
universal vaccination and resultant declines in the incidence of former
scourges such as measles, whooping cough, polio, and diphtheria. By 1976
the numbers of diphtheria cases diagnosed in the U.S.S.R. approached
zero.

But in 1990 diphtheria reemerged in Russia, with 1,211 cases re‘porte.d
from St. Petersburg, Kaliningrad, Orlovskaya, and Moscow. Tl.le epldgnflc
took off, with reported cases and geographic spread increasing steadily
well into 1994. In 1991 nearly 1,900 diphtheria cases and 80 deaths were
reported in Russia. Though the bacterial disease could be t.realed with
antibiotics, deaths occurred due to the sorry state of the nation’s health
care systems. .

During the summer of 1993, when nearly 1,000.c‘ases were repoxjted in
a single month in Moscow and St. Petersburg, the British government 1§sued
travel advisories recommending that its citizens be revaccinated prior to
traveling in the former U.S.S.R. And the numbers kept rising:'betvo{een
January and August 1993, nearly 6,000 Russians came down with diph-
theria. 106 died.!®

There had been massive waves of migration from outlying rural and rust-
belt areas of Russia into Moscow, St. Petersburg, and, to a lesser degree,
Kaliningrad and Orlovskaya. Most of the migrants were economic Fefugees,
hoping to find work in the country’s largest cities: 'But they soon discovered
quite the opposite, according to Russian authorities, 'and many t}.lousands
ended up living inside public transport stations—train qepots, airports—
in squalid conditions. Over 40 percent of the diphtheria cases occurred
among these homeless. » .

Diphtheria had been virtually eradicated from the Umtej:l States because
of strict rules about preschool vaccination of children with the so-calle.d
DTP shots. But DTP shots had also’ been meticulously administered in
Russia since the early 1960s. Nearly every new diphtheria case in the
country had invelved individuals whe were previously vaccinated.

Officials concluded that the vaccine didn’t, as previously though}, work
for a lifetime. It might offer less than five years’ protection against t?le
disease. The reason, they said, was not a failure of the vaccine, but its
success.
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[t seemed that thirty years of worldwide vaccination had drastically
reduced the numbers of diphtheria microbes in the world, and most people.
lived their lives never being naturally exposed to the bacteria. Natural
exposure in the 1960s, however, acted like booster shots, constantly re-
juvenating lagging immunity: that explained why health officials had then
mistakenly concluded that the vaccine provided lifetime protection. But by
the 1980s most people’s immune systems never saw diphtheria, and the
natural booster effect didn’t take place. . -

In response to global concern that the Russian epidemic might spread
to other parts of the former Soviet Union, the Baltic States, or Scandinavia,
the Russian Ministry of Health announced in 1993 a five-year plan to
revaccinate up to 90 percent of all the nation’s citizens. Some UN officials
privately questioned whether the Russians were responding with the proper
amount of urgency and haste: a handful of diphtheria cases were reported
during the summer of 1993 in Finland and the Baltic States. '%* Siill other
skeptics questioned the wisdom of a mass adult vaccination campaign in
Russia, given the country’s acute shortage of syringes. Considering the
lesson of Elista, they asked, might such an effort only hasten emergence
of blood-borne microbes, such as hepatitis B and HIV?

The Elista tragedy was closely mirrored by events in Romania, where
the government of communist dictator Nicolae Ceausescu covered up the
existence of thousands of institutionalized orphans who were the legacy of
decades of strict bans on all forms of contraception. Further, the Ceausescu
regime hid evidence that many of these children were infected with HIV 05
the tragic outcome of common use of contaminated syringes'® and the
primitive belief that injecting adult blood into children gave them
strength, 17 .

When the Iron Curtain was lifted, it revealed the Third World status of .
the old communist regimes, and conditions which only worsened amid the
infrastructural chaos. And with that revelation came recognition of countless
opportunities for the further emergence of not only HIV but all manner of
microbes. .

but there was no need to search behind the Iron Curtain, the Bamboo
Curtain, or below the Sahara to witness .microbial exploitation of Third-
worldization. The process was occurring during the 1980s and the early
1990s inside the wealthy nations of North America and Western Europe.

Despite the AIDS epidemic, most of the public health community, which
was not involved in infectious diseases work, remained- optimistic during
the 1980s. So much so that health became a matter of personal responsi-
bility. Health economists tallied up the costs of diseases that were pre-
ventable through diet, exercise, cessation of tobacco or illicit drug use,
elimination of alcoholism, and the like, reaching the conclusion that per-
sonal health decisions were no longer the exclusive purview of individual
choice. Smokers, they concluded; cost the rest of society billions of dollars.
So did alcoholics. And fat people.
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“The cost of sloth, gluttony, alcoholic intemperance, reckless driving,
sexual frenzy, and smoking is now a national and not an individual re-
sponsibility,” wrote Dr. John Knowles, president of the Rockefeller Foun-
dation. “This is justified as individual freedom—but one man’s freedom
in health is another man’s shackle in taxes and insurance premiums. I
believe that a right to health should be replaced by the idea of an individual
moral obligation to preserve one’s own health—a public duty if you will.”198

Public health advocates warned, however, that it was exceedingly unfair,
and nnrealistic, to hold poor Americans responsible for their health—to
condemn them, as it seemed Knowles did, for their inability to afford ideal
foods, membership in exercise clubs, and temperance in all sexual and
intoxicant affairs. Further, they warned that the medical triumphs that had
sparked such rosy calls for personal responsibility were fleeting. In the
face of rising poverty, they said, the old scourges would return.1%?

It wasn’t necessary to go to Africa to see AIDS orphans or whole families
buried side by side. New York City alone would have more than 30,000
AIDS orphans by the end of 1994, Newark over 10,000. The U.S. De-
partment of Health and Human Services predicted that there would be
60,000 AIDS orphans in the country by the year 2000.1 Just as AIDS
was exhausting the extended-family networks in much of Africa, so it was
taxing the social support systems in America’s poorest communities.

With every passing year in America’s AIDS epidemic the impact upon
the nation’s poorest urban areas grew more severe. It compounded the
effects of other plights—homelessness, drug abuse, alcoholism, high infant
mortality, syphilis, gonorrhea, violence—all of which conspired to increase
levels of desperation where dreams of urban renewal had once existed.

As the virus found its way into communities of poverty, the burden on
urban public hospitals was critical. Unlike Canada and most of Western
Europe, the United States had no system of national health care. By 1990
an estimated 37 million Americans were without any form of either public
or private health insurance. Too rich to qualify for government-supported
health care, which was intended only for the elderly and the indigent, but
too poor to purchase private insurance, millions of Americans simply prayed
that they wouldn’t fall ill. Another 43 million Americans were either chron-
ically uninsured or underinsured, possessing such minimal coverage that
the family could be bankrupted by the required deductible and co-payments
in the event of serious iliness.!}! :

Any disease that hit poor urban Americans disproportionately would tax
the public hospital system. But AIDS, which was particularly costly and
labor-intensive to treat, threatened to be the straw that broke the already
weakened back of the system.!?

“We are fighting a war here,” declared Dr. Emilio Carrillo, president
of the New York City Health and Hospitals Corporation, which ran the
city’s network of public medical facilities. “People are sick and dying from
AIDS, tuberculosis is rampant, malnutrition, drug addiction, and other
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diseases resulting from poverty are also at epidemic levels, while at every
level of government, city, state, and federal, the health care system is
facing cutbacks. Only the number of sick people and people in need. of
basic health care is not being cut back. Among them there have been no
reductions, no downsizing. They are still coming in to us for treatment.”

A 1990 survey of 100 of the nation’s largest public hospitals (conducted
by the National Association of Public Hospitals) revealed worsening situ-
ations in all American cities and predicted collapse of the “public safety
net” offered by the system. A microbe that had emerged in America only
a decade earlier was threatening to topple the system.

By 1987, 3 percent of the women giving birth in hospitals in New York
City were HIV-positive, as were some 25 percent of their babies, according
to the U.S. Public Health Service. Nearly two-thirds of those mothers and
babies were born in public hospitals located in largely African-American
or Hispanic neighborhoods of Brooklyn and the Bronx. The following year
the state of New York concluded that one out of every 61 babies born in
the state was infected with the virus. But that rate varied radically by
neighborhood: in posh, semi-rural communities located far from New York
City fewer than one out of every 749 babies was born HIV-positive in 1988.
But in desperately poor neighborhoods of the South Bronx one out of every
43 newborns, or 2.34 percent, was infected—and every one of them was
born in a public hospital.!'* Those numbers could only be expected to
worsen as the epidemic’s demographics shifted into younger, predominantly
heterosexual population groups,!14

A significant percentage of the nation’s HIV-positive population was also
homeless, living on the streets of American cities. A 1991 study, led by
Andrew Moss, of homeless men and women in San F rancisco found that 3
percent of those who had no identifiable risk factors for HIV exposure were
infected. Another 8 percent of the homeless were HIV-positive due to
injecting drug use, prostitution, or sex with an infected individual. Overall,
more than one out of every ten homeless adults in San Francisco carried
the virus.!1®

HIV wasn't the only microbe that was exploiting opportunities in Amer-
ica’s urban poor population: hepatitis B (which by 1992 was responsible
for 30 percent of all sexually transmitted disease in America), syphilis,
gonorrhea, and chancroid were all appearing less commonly in Caucasian
gay men and with alarming, escalating frequency in the heterosexual urban
poor, particularly those who used crack cocaine or heroin. By 1990 two-
thirds of New York State’s syphilis cases, for example, were African-
Americans residing in key areas of poverty, and within that population
male and female infection rates were equal.

In 1993 the New York City Health Department announced that life
expectancy for men in the city had declined, for the first time since World
War 1, from a 1981 level of 68.9 years to a 1991 level of 68.6 years. This
occurred even though outside New York City life expectancies for men in
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the state had risen during that time from 71.5 years to 73.4 years. Though

_rising homicide rates played a role, city officials credited AIDS with the

bulk of that downward shift. By 1987 AIDS was already the leading cause
of premature death for New York City men of all races and classes; by
1988 it 'was the number one cause for African-American women as well.

Weil before AIDS was claiming significant numbers of Americans, Har-
lem Hospital chief of surgery Dr. Harold Freeman calculated that men
growing up in Bangladesh had a better chance of surviving to their sixty-
fifth birthday than did African-American men in Harlem, the Bronx, or
Brooklyn. Again, violence played a significant role in the equation, but it
was not critical to why a population of hundreds of thousands of men living
in the wealthiest nation on earth were living shorter lives than their coun-
terparts in one of the planet’s poorest Third World nations. Average life
expectancy for Harlem’s African-American men born between 1950 and
1970 was just 49 years. Freeman indicted disease, poverty, and inequitable
access to medical care as the primary factors responsible for the alarming
death rate among African-American men.!1° '

Well before a new tuberculosis epidemic struck several U.S. cities, the
warning signs were there for all to see: rising homelessness, fiscal reductions
in social services, complacency in the public health sector, rampant drug
abuse, and increases in a number of other infectious diseases. The emer-
gence of novel strains of multiply drug-resistani TB came amid a host of
clangs, whistles, and bells that should have served as ample warning to
humanity. But the warning fell on unhearing ears. .

During the Ronald Reagan presidency American fiscal policies favored
expansion of the investment and monetary sectors of society and simulta-
neous centraction of social service sectors. Economist Paul Krugman of
the Massachusetts Institute of Technology estimated that 44 percent of all
income growth in America between 1979 and 1989 went to the wealthiest
1 percent of the nation’s families, or about 800,000 men, women, and
children. On the basis of Federal Reserve Board data, Krugman calculated
that total wealth (which included far more than the cash income measured
above) was more concentraied in the hands of the nation’s super-rich than
at any time since the 1920s. By 1989, the top 1 percent richest Americans
controlled 39 percent of the nation’s wealth.

Several studies showed that by the end of 1993 more than 25 million
Americans were hungry, consuming inadequate amounts of food. In 1993
one in-ten Americans was compelled to stand at least once a week on a
breadline, eat in a soup kitchen, or find food through a charitable agency.
And the numbers of people living below the federally defined poverty line
increased three times faster between 1982 and 1992 than the overall pop-
ulation size. In 1992 some 14.5 percent of all American citizens lived in

. conditions of legally defined poverty. Most were single mothers and their

children.1?

Though difficult to measure precisely, the numbers of homeless people
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in America rose steadily between 1975 and 1993,8 and the demographics
of the population shifted from the traditional hard-core group of older male
vagrants and alcoholics to a younger, more heterogeneous contingent that
included large numbers of military service .veterans, chronically institu-
tionalized mental patients, individuals with severe cocaine or heroin habits,
and newly unemployed families and individuals. Estimates of the size of
the nation’s homeless population ranged from about 200,000 to 2,200,000,
based on head counts in emergency shelters and a variety of statistical
approaches to the problem.!!® : :

Even more difficult to calculate was the rise in housing density in urban
areas. As individuals and whole families faced hardships that could lead
to homelessness, they moved in with friends and relatives. One estimate
for New York City during the 1980s suggested that 35,000 households
were doubled up in public housing, along with 73,000 double-density
private households. Assuming each family averaged four members, that
could mean that more than 400,000 men, women, and children were packed
into double-density housing. 12

Finally, a large percentage of the urban poor population cycled annually
in and out of the criminal justice system. Young men, in particular, were
frequently incarcerated in overcrowded jails and prisons. In 1982 President
Ronald Reagan called for a war on drugs: by 1990 more men were in federal
prisons on drug charges alone than had comprised the entire 1980 federal
prison population for all crimes combined. The pace of federal, state, and
county jail construction never came close to matching the needs created
by the high arrest rates. As a result, jail cells were overcrowded, and judges
often released prisoners after shortened terms, allowing them to return to
the community. This, too, would prove advantageous to the microbes.

Some of the microbial impact of this urban Thirdworldization might have
been controllable had the U.S. public health system been vigilant. But at
all tiers, from the grass roots to the federal level, the system was by the
mid-1980s in a very sorry state. Complacent after decades of perceived
victories over the microbes, positioned as the runt sibling to curative med-
icine and fiscally pared to the bone by successive rounds of budget cuts
in all layers of government, public health in 1990 was a mere shadow of
its former self. '

An Institute of Medicine investigation determined that public health and
disease control efforts in the United States were in a shambles. Key prob-
lems included “a lack of agreement aboiit the public health mission” be-
tween various sectors of government and research; a clear failure of public
health advocates to participate in “the dynamics of American politics™;
lack of cooperation between medicine and public health; inadequate train-
ing and leadership; and severe funding deficiencies at all levels.

“In the committee’s view,” they wrote, “we have let down our public
health guard as a nation and the health of the public is unnecessarily
threatened as a result,”!?! ’
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An example of public health’s disarray that proved painfully embarrassing
to officials during the 1980s was provided by measles. In 1963 a safe,
" effective measles vaccine became widely available in the United States
and childhood cases of the sometimes lethal disease plummeted steadily
thereafier. In 1962 half a million children in the United States contracted
measles; by 1977 fewer than 35,000 cases were reported annually and
many experts forecast that virtual eradication of the disease would soon be
achieved.

But problems were already apparent in 1977: many children who were
vaccinated before the age of fourteen or fifteen months later developed
measles, and researchers soon understood that timing was crucial to
achievement of effective immunization. Vaccination schedules were ad-
justed accordingly, executed nationwide with viger, and the number of
measles cases in the country continued to decline. The only serious emer-
gences of the microbe took place in communities where a significant
number of parents refused, for religious reasons, to have their children
vaccinated. % .

By the early 1980s the United States had achieved 99 percent primary
measles vaccination coverage for young children and fewer than 1,497
measles cases occurred in the country in 1983.

In 1985, however, a fifteen-year-old girl returned from a trip to England
to her Corpus Christi, Texas, home and promptly developed the rash that
was characteristic of measles. The virus quickly spread through her high
school and the local junior high school. Ninety-nine percent of the students
had, during infancy, received their primary live-measles immunizations;
88 percent had also had their recommended boosters. Nevertheless, four-
teen students developed measles.'? )

Blood tests performed during the outbreak on more than 1,800 students
revealed that 4.1 percent of the children, despite vaccination, weren’t
making antibodies against the virus, and the lowest levels of antibody
production were among those who hadn’t had boosters. All the ailing teens
fit that category. The clear message was: (1) primary immunization, in the
absence of a booster, was inadequate to guarantee protection against mea-
sles; and (2) having even a handful of vulnerable individuals in a group
setting was enough to produce a serious outbreak.!2¢

The crucial importance of proper timing of vaccination and booster follow-
up was further supported by other measles outbreaks among groups of
youngsters whose primary vaccination rates exceeded 97 percent.'? In
1989 the measles rate in the United States climbed considerably. More
than 18,000 cases of measles occurred, producing 41 deaths: a tenfold
increase since 1983. Forty percent of the cases involved young people who
had received their primary, but not booster, vaccinations; the remainder
had had no shots, or their vaccinations were administered at improper
times.

Though some pediatricians and policy makers found the 1989 numbers
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worrisome, nobody forecast an epidemic. Measles epidemics were consid-
ered Third World problems by 1989.

But an epidemic did occur. The incidence of measles in the United
States leapt by 50 percent between 1989 and 1990. More than 27,000 U.S.
children, half of them under four years of age, contracted measles during
1990; 100 died of the disease. :

Hardest hit was New York City, with 2,479 reported measles cases.

CDC investigators were baffled by the severity of illnesses in the 1990
91 epidemic. 4

“These kids are much sicker, and death rates are definitely higher,” the
CDC’s Bill Atkinson said. “We don’t know whether it’s because the strain
of measles out there is more virulent, or the kids are more susceptible.”

Many of the ailing children, particularly in New York City, had never
been vaccinated. They hadn’t even received their primary shots, much less
boosters. v

“Now the majority of cases are in unvaccinated children,” Dr. Georges
Peter, chair of the American Academy of Pediatrics, said. “Measles is the
most contagious of all the vaccine-preventable diseases. The nature of the
problem has clearly changed—it is undoubtedly a failure to vaccinate.
And what this really is, is indication of a collapse in the public health
system, of lack of access to health care.” ‘

What was going on? Were parents deliberately keeping their children
away from doctors? Were Americans suddenly phobie about immunizations?

The answers, it turned out, could be found in the demographics of the
population of children with measles. The vast majority lived in large
cities—New York, Chicago, Houston, Los Angeles—and were nine times
more likely to be African-American or Hispanic.

As the epidemic persisted -in 1991, worsening in New York City’s
African-American and Hispanic populations, it was evident that the microbs
had successfully emerged in populations of poor urban people with little
or no access to health care. This underlying social weakness also facilitated
surges in whooping cough and rubella cases during 1990-93.125 »

In 1978 the U.S. Surgeon General had declared that measles would be
eradicated from the country by 1982, and an ambitious immunization cam-
paign was mounted. By 1988, however, conditions of poverty, health care
collapse, and public health disarray had grown so acute that the United
States had a poorer track record on.all childhood vaccination efforts than
did war-torn El Salvador and many other Third World countries.?”

In some inner-city areas—notably in New York City—only half of all
school-age children had been vaccinated. For much of the urban poor in
America the only point of access to the health care system was the public
hospital emergency room. Families spent anxious, tedious hours queued
up in urban ERs because they felt that they had no choice: there were no
clinics or private physicians practicing in the ghettos, few alternative
sources of basic care. But few poor families were willing to put up with a
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daylong line in the ER simply to get their children immunized, particularly
if it meant loss of a day’s pay.!%®

Further study of the measles crisis revealed that some deaths and many
cases—indeed. most at the key hospitals—went unreported. The city of
New York uncovered up to 50 percent underreporting in the region’s largest
inner-city hospitals during the 1991 epidemic. It was possible that up to
5,000 cases of the disease occurred in New York City, though only half
that number were officially reported.’?®

In 1993, World Health Organization adviser Dr. Barry Bloom, of the
Albert Einstein School of Medicine in the Bronx, announced that the United
States had fallen behind Albama, Mexico, and China in childhood vac-
cination rates. '

At the World Summit on Children convened by the United Nations in
September 1990, the Bush administration was in the dubious position of
having, on the one hand, to pledge sweeping concern for the health and
survival of the world’s children while hoping ne one would publicly note
that the health status of America’s impoverished kids rivaled that of children
in much of Africa and South Asia.

“This society is sc wealthy, obviously this country is better off than the
Third World. But this country should be ashamed of the child mortality
rates and health,” decried Jim Weill, of the Children’s Defense Fund, at
the Summit. “The U.S. ranks 19th in the world on infant mortality, 291h
in low birthweight babies, 22nd on child mortality for children under five,
and, perhaps most amazing, 49th in the world on child immunization, for
our non-white children. We kill our children.

“Let’s face it, when it comes to America’s children we live in the Third
World.”

Not only had America’s cities sunk to Third World levels of childhood
vaccination and access to health care, but its surveillance and public health
systems had reached states of inaccuracy and chaos that rivaled those in
some of the world’s poorest countries. 13!

Weill’s words had barely been uttered when officials at the CDC ac-
knowledged that America’s public health system was also doing a worse
job of handling tuberculosis than did many African nations.

Multiply drug-resistant TB had arrived. Microbes had emerged that were so
broadly resistant to antibiotics that, in practical terms, they were invulnerable.

Tuberculosis didn’t reemerge overnight in the United States. On the con-
trary, the new mutant microbes made numerous tentative incursions into the
Homo sapiens population over a period of years. It wasn’t a surprise attack.

It almost seemed as if human beings were deliberately ignoring the
plentiful warning signs.

Though tuberculosis had never disappeared, its incidence had declined
steadily in the United States since the 1880s, and hit record lows following
the introduction of antibiotic treatment. The robust Mycobacterium tuber-
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culosis was impossible 1o eradicate, as half the world’s population at any
given time was infected with the bacteria. For most people M. tuberculosis
infection was a benign event: the microbe was kept in check by the immune
system and the individual never, throughout his or her life, fell ill.

On average, infected people had a 10 percent chance of developing
active disease sometime during their lives, and a 1 percent chance of
coming down with a lethal TB illness. Thus, statistics would indicate that
about 2 billion human beings were infected with the microbe in 1988; 00
million would during their lives suffer tuberculosis and 2 million would
die of the disease.

But those neatly-averaged numbers belied the true nature of the risks
of TB and the disease’s extremely unequal distribution worldwide.

From the earliest days of Western tuberculosis research, scientists and
physicians had recognized that the microbe moved hand in hand with
poverty. Though there were famous cases of TB among more affluent in-
dividuals, most of the world’s tuberculosis victims had always been the
poorest citizens.

The nature of the association belween TB and poverty was hotly debated
throughout the nineteenth and twentieth centuries,'*? but the salient points
were clear. The M. tuberculosis bacterium was, like its close cousin the
M. leprae, which caused Hansen’s disease, an extremely slow-growing
microbe that under most circumstances spent its life either under attack
from the human immune system or lying low, causing no disease. Its hest
hopes of vigorously reproducing, developing a large microbial colony within
a human being, and causing disease lay with either a diminished host
immune capacity or continuous reinfection of the human being.

Diminished immune systems were plentiful wherever Homo sapiens lived
in squalor and ‘poverty. Malnutrition played an important role, though
chronic infections with other microbes, such as tropical parasites, influenza,
and amoebas, were also factors. Any ailment that taxed the immune system
could create opportunities for M. tuberculosis.

M. tuberculosis exploited vulnerabilities. It was an opportunist. For dec-
ades it might silently lurk inside a Homo sapiens awaltmg a moment when
defenses were down, and then, when the victim’s immune system was
preoccupied with malaria or cancer, famine or pneumonia, it would strike.

It was also possible for people living in densely crowded situations tc
be continuously reexposed to the M. tuberculosis exhaled by others, which
greatly increased their risk for developing an active case of the disease.
That was why TB had historically been so strongly linked with urbanization
and, in particular, slum housing and institutionalization.

Certainly it could have been predicted that theé arrival of a new disease
that produced severe immune deficiency and struck particularly hard in
communities of poverty would spawn a reemergence of tuberculosis. If such
communities had already been witnessing a slow, steady rise in TB cases,
well before the new wave of immunodeficiency arrived, a resurgence of




514 ] THE COMING PLAGUE

tuberculosis seemed a virtual certainty, unless public health mitigating
actions were taken. ' )

In 1947, when antibiotic therapy for TB was still considered a novel
treatment and disease prevention technique, 134,946 cases of tuberculosis
were reported in the United States. By 1985 the uses of streptomycin,
rifampin, isoniazid, and other antibiotics, coupled with an aggressive public
health effor. to identify and treat TB cases, had brought the U.S. caseload
down to 22,201. Fewer than 30,000 Americans had actually contracted
tuberculesis each year since 1977, and the majority were elderly individuals
of Eurcpean descent who had carried the M. tuberculosis microbes in their
bodies for decades, only falling ill as their aging immune systems failed
to keep the bacteria in check.

Well before the actual numbers of TB cases began to swell, the demo-
graphies of the disease shifted. Between 1961 and 1969 more than 80
percent of all active TB cases in the United States were among people over
sixty-two years of age, most of them readily treated without hospitalization
through basic long-term antibiotic therapy. During that time the U.S. federal
government spent $69,287,996 sn TB control. 133

Between 1975 and 1984, however, the numbers of active TB cases re-
ported among elderly Americans and Caucasians of all ages declined
sharply. White male cases dropped 41 percent, white female cases 39 per-
cent. In contrast, though TB was declining across the board, its downturn
among non-whites was far slower: only 25 percent for males and 26 percent
for females. And the age distribution of cases had shifted: by 1984 only 29
percent were over sixty-two years of age. In the non-white population less than
one out of every five active TB cases that year involved a person over sixty-two
and fully 20 percent were between the ages of twenty-five and thirty-four.13¢

As early as the mid-1970s, Lee Reichman, then head of tuberculosis
control for New York City, was seeing a marked increase in active cases
among injecting drug users and vagrants living in Harlem, most of them
young men. Reichman’s attempts to sound.alarms about the new trend were
muffled by a medical establishment that had already written TB of as a
historical artifact.?® S

There were other clear warning signs. Between 1980 and 1986 five
different surveys documented a relationship between the rise of homeless-
ness in America and surges of TB in young adult populations. The spread

of tuberculesis within emergency homeless shelters was demonstrated, and

it was even clear to the CDC by 1984 that new mutant strains of drug-
resistant TB were spreading among the urban indigent.* A striking 1980
study of young adult men living in subsidized single-room occupancy hous-
ing for the otherwise homeless in New York City found that 98 of 101 came
up positive in skin tests for TB infection, and 13, or 6 percent, had active
disease as measured by laboratory analysis of their sputum. The 13 were
carrying contagious pulmonary disease, meaning they could exhale the
microbes onto others. '3’
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By 1986 nearly half of all active TB cases reported in the United States
were among nonwhites, most of them African-American. There could be
no doubt that dramatic changes were underway by the mid-1980s. Tuber-
culosis had clearly shifted to younger, predominantly African-American
and urban populations. Geographically, it had shifted from areas such as
Virginia to New York City, Miami, and scattered urban sites. The CDC
itself noted the shift in 1986, which coincided with the first upward trend
in TB cases reported in the United States since 1953. The agency also
believed that “HIV infection may be largely responsible for the increase
in tuberculosis in New York City and Florida.”38

From the beginning of the AIDS epidemic, researchers in both the United
States and Haiti had noted that HIV-positive Haitians had a high rate of
tuberculosis. Indeed, published reports stated as early as 1982 that Haitians
suffering from AIDS in Port-au-Prince were more likely to die of tuber-
culosis than of any other opportunistic infection. But American officials
took little notice of this observation. Like their counterparts throughout the
Western world, U.S. physicians tended to view the TB risk for people with
HIV as a Third World problem.

They were partly right; tuberculosis was an enormous, and escalating,
problem in the developing world. » :

In 1990 Africa’s most famous contemporary hero, Nelson Mandela, de-
veloped acute tuberculosis during his twenty-sixth year of imprisonment.
Spitting up blood during the bitter Cape Town winter, Mandela was gravely
ill. At the age of seventy at the time, Mandela fit three classic risk groups
for active tuberculosis: elderly, living in cramped, densely populated quar-
ters, and black. In South Africa, 15 percent of infected blacks went on to
develop active TB, compared with only 3 percent of whites, largely because
of inequities in housing and health care. :

As early as 1984, Project SIDA researchers in Zaire had seen a direct
link between rising TB rates in that country and the HIV epidemic. Five
years later, the World Health Organization’s TB and AIDS programs issued
a joint statement calling attention to the linkage and warning of growing
parallel pandemics. In particular, the WHO report noted that 60 percent
of all AIDS patients in Haiti had active TB, as did 20 to 60 percent of all
African AIDS patients (rates varying geographically across the continent).

Though many developing countries quickly took steps to follow the WHO
recommendations, the United States and most of Western Europe were
unmoved. .

There were several disturbing facets to Africa’s new TB epidemic—
again, offering clues that should have served as warnings to officials in the
wealthy nations. Some HIV-positive patients seemed to suffer not only
activated disease from long-dormant M. tuberculosis infection but also new
infection. That meant the disease was spreading and could be posing an
increased risk for general populations, not just those who were infected
with HIV.'® Where endemic tuberculosis rates were high, TB was “the
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single most important opportunistic disease related to HIV infection in the
developing world,” according to researchers based in Céte d’Ivoire.!*! HIV-
positive patients did not respond well to the two cheapest antituberculosis
drugs, thiacetazone and sireptomycin; the drugs were four times more toxic
in people with HIV, even lethal. This posed enormous problems in terms
of the cost of tuberculosis treatment.?¥2 And the relative severity of tuber-
culosis in HIV-positive people did not vary appreciably with the stage of
HIV disease. Indeed, for many Africans tuberculosis was the first ailment
that tipped off physicians that they might have AIDS. Thus, hundreds of
thousands—perhaps millions—of people in developing countries, who
didn’t yet realize that they were infected with HIV, were at tremendous
risk for tuberculosis.’**

By 1990 public health experts in some African countries were predicting
not only utter defeat in their decades-old tuberculosis control efforts, but
also potentially dire economic impacts that would further compound the
grim damage the AIDS epidemic was expected to cause.!** On the wall of
the Geneva headquarters of the Global Programme on AIDS hung a graph
tracking the AIDS and TB epidemics of Burundi, Malawi, Zambia, and
Tanzania. The two epidemics tracked in clear tandem, each growing at
exactly the same rates.

Despite all these observations the CDC concluded in early 1989 that the
goal of eliminating tuberculosis from the United States by the year 2010
remained attainable and the nation’s TB control efforts were essentially on
track. 14

The following year, however, the CDC’s tone changed to one of alarm
as fuller assessment of American TB reports revealed that the decade of
the 1980s had witnessed a 28,000-person excess caseload of tuberculosis.
Indeed, the downward slope TB had been following since 1953 plateaued
in 1984-85 and climbed steadily, so that by the end of the decade the
United States had almost as many cases of the disease as had been seen
in 1980. The biggest increase was among inner-cily African-Americans—
TB cases in that group skyrocketed by 1,596 percent between 1985 and
1990.'%® Between 1985 and 1991 there was an overall 18.4 percent increase
in tuberculosis cases in the United States,'*” most of it attributable to the
HIV epidemic.'*®

When the crisis hit, Dr. Karen Brudney ‘was one of those who could say,
“I told you so.” Not that it gave her much satisfaction. She was far too
overwhelmed with her huge tuberculosis caseload to spend a lot of time
wagging her finger at public health bureaucrats. The street-savvy, tough-
talking physician made up in spades with attitude for what respect her thin,
wiry female frame might otherwise fail to muster from the kinds of clients
she served every day in the city’s Lincoln Hospital, located in the Bronx.
Equally comfortable conversing in English, Spanish, French, or Haitian
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Creole, Brudney barked her commands and castigations just as freely to
the drug dealers, alcoholics, thieves, and ex-convicts as she did to New
York’s model citizens. If any of them took this thirty-something white lady
for a pushover, they were in for a big surprise. :

On an icy late-winter day in 1992, Brudney paced the hospital’s out-
patient TB clinic, clearly agitated. The waiting room was packed with people
of all ages who chattered loudly, mostly in Spanish, or watched the Puerio
Rican soap opera flickering from the television that was secured to the wall
by two separate sets of locks and chains. Unfortunately, none of the men,
women, and children crammed into the Health Stat 10 waiting room were
Brudney’s patients.

As she angrily moved up and down the clinic hallway, avoiding the
crowds and gurneys with the skill of an experienced rush-hour driver,
Brudney grumbled.

“Clinic’s been open an hour and not one single client is here. We'll be
lucky if two out of the twelve clients that are supposed to be here actually
show up for their TB checkups. We're only open once a week, they can’t
get their meds without coming to clinic, but we never get a better than fifty
percent turnout,” Brudney said, taking yet another look at her client list.
“If they don’t show up, it means they’re not taking their meds. And if
they’re not taking their medication, they’re contagious.”

Her eye caught sight of a particular name—*“Joanne”—and Brudney’s
aquiline face screwed up into an expression of disgust.

*“This one! Ugh!” Brudney exclaimed. “This one is somebody they should
lock up. She’s out there infecting everybody. She’s already been responsible
for one outbreak, one where people died. And the strain she’s carrying is
multiply drug-resistant. If she showed up right now I wouldn’t even want
her in clinic, exposing everyone.

“What the hell would I do with Joanne if she did show up—which, of
course, she won't. If I ordered a mandatory detention on her I'd need a
bed here in the hospital. That’s a whole day’s work, a mountain of paper-
work, a real nightmare. Then suppose I succeed in getting a bed, who’s
going to pay for the twenty-four-hour guard on her? And she’s not going to
stay, guard or no guard. What’s security going to do, shoot her? Chain her
mn shackles in her bed?

“That woman is carrying a mutant TB strain that is virtually untreatable,
50 percent fatal. She’s spreading it all over New York City. And there’s
nothing—nothing—1I can do about it,” Brudney exclaimed as she snapped
Joanne’s chart shut. '

Minutes later Vernon, a thirty-three-year-old African-American male,
strolled in unannounced. He didn’t have an appointment, but so what—
nobody else had shown up. Even an amateur could tell that Vernon had
tuberculosis: his six-foot-one frame was down to 149 pounds, his movements
were slow, from deep in his lungs came periodic painful coughing fits, and
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his eyes had that ghostly look that comes with acute illness. Characteris-
tically, Vernon compensated for his illness with a forced kinetic energy
that could be mistaken for an amphetamine high.

“You've lost mere weight, Yernon. You taking your pills?” Brudney
asked.

Vernon launched into an earnest, lengthy description of his daily med-
ication routine, insisting that, despite all their side effects and the painful

injections ‘involved with one of his four medications, he was taking all

fifteen pills and one shot a day, just as instructed. Brudney rolled her eyes,
grunted a smirking sound, and let it be known that she’d heard all this
before from Vernon. ‘

“I'm not ashamed,” Vernon insisted. “I'm dealing with it. I really am.
This time.”

“Yeah, this time,” Brudney responded. The physician called in a social
worker and, in front of Vernon, told the patient’s story. Vernon enthusi-
astically added details along the way, seemingly proud of his dubious battle
with tuberculosis. In early 1989 Vernon had been hospitalized with what
appeared to be pneumonia. Three weeks later the hospital lab returned a
different verdict: tuberculosis. There was nothing special at the time about
Vernon’s strain of M. tuberculosis; it was garden-variety TB.

So Vernon was released from the hospital and ordered fo take two rel-
atively inexpensive, extremely effective drugs every day for six months:
isoniazid and rifampin.

“But you screwed up, didn’t you, Vernon?” Brudney said.

Shrugging his shoulders, Vernon said, “I figured anytime 1 felt bad, I'd
just go to the emergency room and get more pills.”

After a year of sporadic, improper use of the drugs, Vernon’s tuberculosis
bacteria mutated, becoming resistant to both drugs. Since he had long
disappeared off the City Health Department’s radar screen, investigators
were senlt out in search of Vernon.

But he had disappeared.

“I move around & lot,” Vernon said, vaguely referring to several emer-
gency homeless shelters and the apartments of friends and relatives.

Then he had suffered a major tuberculosis relapse and in November
1991 ended up back in Lincoln Hospital, spitting up blood. For ninety-
four days Vernon struggled at death’s doorstep in Lincoln, his lung mucus
coming up clear. o :

“That’s bud,” Vernon said, though he deferred to Brudney for an ex-
planation. The TB colonies in his lungs had formed a hard, calcified cavity
inside of which they thrived, protected from his immune system and from
the four powerful drugs that dripped via an intravenous line into his blood-
stream all day, every day, for three months.

Since his discharge from Lincoln Hospital in January 1992, Vernen had
been having night sweats and felt fatigued. “But I'm alive, and I'm gonna
stay that way.”
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“You are, if you take all of your medication,” Brudney scolded.

Vernon swore that every morning he was swallowing eleven pills, com-
prising three different antibiotics. And he insisted that he was always home
after breakfast when the public health nurse came to inject amikacin into
his shoulder. ~

“Man, that hurts,” he said. “Stings, man. Burns going in, and takes its
time getting there.”

Brudney, for the first time since he arrived, fully agreed with something
Vernon said. i :

“It’s a four-cc injection, and it’s excruciating. And you wouldn’t have
to be putting up with it if you had taken your pills in the first place,” she
said.

Vernon was now living at home in the South Bronx with his mother and
older siblings. He had a girlfriend and a fifteen-month-old daughter, both
of whom, so far, were free of TB. Until he got well, Vernon would live on
welfare and social security funds, but, he said, “I'm gettin’ a job working
on a movie that’s shooting in Harlem, just as soon as I lick this TB.”

Brudney made a few notes on Vernon’s chart, handed the patient his
prescriptions, and shook her head as he exited.

“Everything that man says is a lie. It's amazing. Every single word,”
Brudaey insisted. “For months he’s been checking in and out of homeless
snelters, using false names so the Health Department couldn’t find him.
And why? So he could deal drugs. I don’t know, he may even be selling
his TB meds on the street. Some of the patients do.”

Brudney noted that since 1989 Vernon had missed more than 75 percent
of his appointments, was hospitalized four times, and was found hiding
under an alias on two occasions.

“That’s what we’re up against.”

Two years earlier, Brudney and Columbia College of Physicians and
Surgeons colleague Dr. Jay Dobkin had warned government officials that
men like Vernon were breeding drug-resistant tuberculosis. The pair stud-
ied TB treatment records for Harlem Hospital, a public facility located in
the middle of one of New York’s poorest neighborhoods, which, more than,
a decade earlier, Lee Reichman had identified as one of the communities
with the highest incidence of TB in the United States.!*® By 1985 it was
also a neighborhood ranked in the top ten nationally for homelessness and
narcotics use. ‘

Brudney and Dobkin examined the records of all patients hospitalized
for tuberculosis between January 1, 1988, and September 30, 1988. Eight
out of ten of the patients were men twenty-five to forty-five years of age,
half of them were homeless, the remainder were listed as “unsteadily
housed.” More than 80 percent of the patients were unemployed, 79 percent
were alcoholic, and 40 percent were HIV-positive.

More than a quarter of the patients—26 percent—were hospitalized for
tuberculosis relapses, meaning that they had failed to properly take their
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medications. And a startling 89 percent of the patients disappeared some-
time after hospital discharge, never returning for their mandated checkups
and drug prescriptions. A subgroup of the patients—women who were
addicted to crack cocaine—were 97 percent noncompliant with tuberculosis
medication.

“Within 12 months of discharge, 48 of 178 (27%) patients were read-
mitted with confirmed. active tuberculosis at least once,” Brudney and
Dobkin wrote. '*° “Almost all of those discharged were again lost to follow-
up, with 20 percent admitied a third time as of April 1989.”

The two physicians noted that New York City spending for tuberculosis
control stood at $40 million in 1968, more than 80 percent of which was
spent on outpatient services, tracking patients, and ensuring their com-
pliance with medication orders. In addition, the federal government added
$1.4 million annually to New York’s TB effort during the 1970s.

By 1988 that federal commitment had fallen below the $200,000 mark
and New York City officials had dropped their fiscal expenditures for
tuberculosis control to less than $2 million a year. In addition, at a time
when the patient population was largely homeless and extremely difficult
to follow, nearly all resources were directed to hospitalization costs rather
than outpatient services and patient compliance issues.

Meanwhile, the CDC had been monitoring laboratory tests on tuberculosis
antibiotic resistance, finding a clear correlation between the number of
times an individual had been treated for TB and the levels of resistance
in the patient’s tuberculosis bacterial population. For example, based on
lab data amassed between 1982 and 1986 on patients with resistant TB
strains, the individuals were four times more likely to have isoniazid re-
sistance if they had been previously treated for TB, more than three times
more likely to be resistant to streptomycin if previously treated, and so on
for all available drugs.

In 1986, just as tuberculosis was making its reemergence in America,
the federal government pulled the plug on the CDC’s drug-resistance track-
ing program. That explained, in part, why the new TB epidemic blindsided
the watchdog agency. o

If significant numbers of TB patients in New York City were, as Brudney
and Dobkin demonstrated, failing to adhere to proper medication schedules,
the CDC’s findings indicated that widespread drug resistarice was a virtually
guaranteed outcome. '

When multiply drug-resistant strains of tuberculosis spread from the
largely impoverished homeless population of New York City to their doctors,
jail guards, and fellow patients inside hospitals, panic broke out. Though the
first incidents occurred as early as 1989, word of the full extent of the prob-
lem and the number of health providers and patients so afflicted didn’t getout
until early 1992.'%' When the statistics were released by the CDC and the New
York City Department of Health, nurses, physicians, people infected with
HIV, and the general population were briefly shaken out of their complacency.
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During the first quarter of 1991, it turned out, 42.5 percent of all new
tuberculosis cases diagnosed in New York City were caused by mutant
strains that were resistant to the primary treatment drugs, isoniazid and ri-
fampin. Worse yet, 60 percent of the relapse cases seen during the first
twelve weeks of 1991 were multiply drug-resistant. Nowhere else in the na-
tion were M. tuberculosis resistance levels that extreme. New Jersey and
Florida ranked second and third nationally with 6.3 and 5.3 percent MDR
(multiply drug-resistant) TB rates, respectively. Averaged nationally, 21.5
percent of all relapse TB cases were MDR, as were 8.2 percent of new cases.

By 1989, New York had become the nation’s epicenter of four epidemics,
each of which fed upon the other: HIV/AIDS, MDR tuberculosis, heroin
addiction, and crack cocaine use.

Three dreadful hospital tuberculosis outbreaks in New York and a fourth
in Miami drew sharp attention to the interconnection: between MDR-TB
and HIV. In each instance a patient with active drug-resistant tuberculosis
was in the same clinic or ward with HIV patients, and the immunodeficient
individuals were terribly susceptible to both infection and death. Death
rates among the newly infected HIV-positive patients ranged from 91 to
100 percent, most dying less than sixteen weeks after infection. 152

So grim were the prospects for the newly infected HIV-positive patients
that officials referred 10 them as individuals who posed no direct public
health threat: they didn’t survive to leave the hospital. They could, however,
pose a risk for those who cared for them in the hospital. 15

When scientists with the CDC, various New York-based institutions,
and research centers around the United States worked their way backward
to understand why and how drug-resistant tuberculosis had emerged in the
United States more than forty years after the invention of curative drugs,
they were forced to conclude that the nation’s public health system had
failed on every front.

" Twenty-six people caught TB in three Boston homeless shelters between
February 1984 and February 1985; two died. Laboratory analysis revealed
that fourteen of the individuals were newly infected with a strain of TB that
was resistant to isoniazid and streptomycin. Searching for the source of the
outbreak, researchers found two candidates, both of whom had MDR-TB.’
The first was a thirty-three-year-old alcoholic who had been in and out of
TB treatment for ten years. The other was a fifty-seven-year-old diagnosed
schizophrenic who had suffered two bouts of TB since 1980.!5* The outbreak
demonstrated both that tuberculosis readily spread inside homeless shelters
and that individuals who failed therapy could become carriers of chronieally
active MDR-TB. _

The most important points of vulnerability in the public health system
were made apparent when a thirty-two-year-old man died of multidrug-
resistant tuberculosis in Davidson County, North Carolina, on April 20,
1984. The cause of death was not confirmed as TB until over three months
after his funeral; it took the North Carolina State Laboratory more than five
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months to determine the drug-resistance characteristics of the man’s TB
. strain. By then the individual had been six feet under for four months, his
doctors having treated him with drugs rendered useless by a strain that
proved resistant to isoniazid, rifampin, ethambutol, and streptomycin. 155

The system failures proved even more embarrassing when investigators
from the CDC tested the North Carolina victim’s close friends, discovering
that the dead man’s next-door neighbor had suffered chronic tuberculosis
since 1978, passed it on to his live-in girlfriend, her brother living in
Washington, D.C., and a drinking partner. All the cases had escaped the
public health safety net, though they had been seen by physicians. And
all were infected with powerfully drug-resistant mutant bacteria. All male
members of the cluster died of the disease—only the female survived. The
man who appeared to have been the first TB case was an alcoholic, and
the group spent hours drinking together in a local bar. Because the anti-
tuberculosis drugs could not be tolerated with alcohol, the individuals failed
to follow medication instructions.

And nobody from the city, county, or state public health systems took
steps at any time between 1978 and 1985 to track the recalcitrant patients
or force medication compliance.

The 1990s witnessed dangerous epidemics of MDR-TB first in Miami,
San Juan (Puerto Rice), and New York City, later scattered all over the
nation. Retrospective analysis of the New York City outbreak showed it
began in September 1989 and continued well into 1994. In every case
laboratory analysis of patient sputum and tissue samples was so slow that
many victims were long dead by the time physicians knew which drugs
might kill the particular TB strains in the victims’ bodies. Median time for
laboratory diagnosis of tuberculosis was nine weeks, and median additional
lab time for determining the bacteria’s drug-resistance patterns was six
weeks. In other words, half of all New York City medical laboratories took

-nearly four months to reach a definitive diagnosis, and many required five
to six months’ lab time. New York’s lab times were considered typical for
the nation as a whole.'®® Though HIV-positive people were the most vul-
nerable victims in the epidemic, health care workers, prison guards, home-
less shelter employees, fellow HIV-negative patients, and relatives were
also infected as the airborne mycobacteria spread.!

To save money in the mid-1980s federal and state politicians had slashed
TB control and surveillance budgets. By the time .officials realized what
had hit them, TB was draining financial resources at an astonishing rate.
In 1991 direct tuberculosis treatment costs in the United States topped
8700 million,'*® and the costly cases kept coming well into 1994. In the
state of New York, in 1991 direct hospital expenditures for TB ran to more
than $50 million.'™ In response to the MDR-TB epidemic the city of New
York had to build a special 140-bed tuberculosis unit in the Rikers Island
jail, at a total cost over three years of $115 million. The city’s public
hospitals spent $4 million to construct air-flow-controlled isolation rooms

:
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for TB patients that, for the first time, guaranteed that no other hospital

employees or patients would be compelled to breathe air that was contam-
inated by an individual with tuberculosis. ‘

In addition, the federal government had to increase TB spending from
$17 million in 1991 to $54.9 million in 1992, much of which went to New
York City.'® When all the costs of the 1989-94 MDR-TB epidemic were
totaled it was clear that more than $1 billion was spent to rein in the mutant
mycobacteria. Saving perhaps $200 million in budget cuts during the 1980s
eventually cost America an enormous sum, not only in direct funds but
also in lost productivity and, of course, human lives.

Amazingly, even as federal concern escalated, and TB reports from all
over the country demonstrated a national upward trend in tuberculosis,
cities and states, other than New York, continued to slash their TB budgets.
A survey of 25 large-city health departments revealed that between 1988
and 1992 sixteen of them slashed their TB budgets. 6! Though TB caseloads
rose during that period in twenty-three of the cities, MDR-TB appeared in
virtually all urban centers, expensive hospitalization was required in nearly
twice as many cases, and the length of average treatment time increased
by two months, cuts were the order of the day in most municipalities.

By 1993 the MDR-TB epidemic had made its way to the suburbs, such
as New York’s Long Island and Westchester County.'®? Jails and prisons
all over the country reported MDR-TB outbreaks similar to that seen in
Rikers in 1990-91. And Los Angeles, Chicago, Dallas, Detroit, and Miami
all reported surges in the incidence of tuberculosis generally and MDR-
TB in particular. Though New York City succeeded in bringing its TB
incidence down that year, it remained fifty times greater than the national
average—which itself was pretty bad. The CDC determined that 14.2
percent of the nation’s tuberculosis cases in 1993 involved MDR-TB.

Further, studies showed that any diminution in the number of reported
tuberculosis cases could only be considered a brief respite so long as the
underlying conditions responsible for the emergence of MDR-TB remained
unchanged. For example, Dr. Fred Gordin led a seventeen-center federal
study in 1991-92 for the National Institute of Allergy and Infectious Dis-

eases, looking at 4,314 indigent individuals around the country who were

infected with the human immunodeficiency virus. About a quarter of the
individuals came from poor communities of New York City, notably Harlem,
the South Bronx, and eastern Brooklyn. '

Skin tests of New York individuals were 28 percent positive for TB infec-
tion, compared with a national infection rate among HIV-positive poor peo-
ple of less than 8 percent. Because it had long been known that HIV-positive
people failed to respond to the TB skin test due to the beleaguered state of
their immune systems, Gordin went a step further. He conducted anergy tests

-on the individuals aimed at determining whether they could give skin-test

responses to anything, and then used a mathematical model to estimate what
percentage of the anergic patients were infected with tuberculosis.
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The result, Gordin said, was alarming: 51 percent of the New York area
individuals were TB-infected.

“It is really very scary in New York,” Gordin said. “We have found
10.2 percent of the New York cohort have actually had TB already, which
is mind-boggling. It’s what you’d expect in a Third World country.”

Another disturbing finding came out of the National Jewish Center for
Immunology and Respiratory Medicine in Denver, Colorado. Established
at the turn of the century when physicians believed that fresh mountain
air held curative powers for people with tuberculosis, National Jewish was,
by 1990, the last fully operational TB sanitarium and research center left
in the United States. Its chief TB physician, Dr. Michael Iseman, was
widely considered the preeminent expert inr the United States on diagnosis
and treatment of the disease, and doctors all over the country typically sent
their most desperately ill tuberculosis patients to National Jewish.

It came as grim news, indeed, when Iseman announced that even in his
hands, in the best TB treatment center in the entire world, MDR-TB was
extremely lethal. Of 171 patients (all HIV-negative) suffering from M.
tuberculosis strains that were resistant to isoniazid and rifampin—as well
as other drugs, in most cases—35 percent showed no response whatsoever
to treatment with remaining, theoretically effective, drugs. And among
those who did initially improve under Iseman’s care, many suffered re-
lapses. Despite radical treatments, including surgical removal of TB-filled
hungs, more than half the patients never recovered from the disease; either
they fell into the sort of lifelong tubercular state that Edgar Allan Poe and
Charles Dickens had described eloquently more than a century earlier, or
they died. Most of Iseman’s patients were not HIV-positive, and the Denver
physician blamed the poor efficacy of the second- and third-string anti-
tuberculosis drugs for the dismal treatment outcome.%?

When MDR-TB struck the United States in 1991, the CDC was swamped
with requests for assistance from state agencies that were searching for
second- and third-string drugs. The agency identified twenty-nine regions
of the United States (of fifty-nine questioned) that were experiencing extreme
shortages in anti-TB drug supplies. The U.S. government scrambled to
persuade multinational drug companies to rapidly increase their production
capacities. 164

A confluence of events had played key roles in the emergence of New
York’s MDR-TB epidemic. First, President Ronald Reagan’s declaration
of a war on drugs and call for mandatory imprisonment for a range of drug-
associated crimes coincided with an enormous surge in heroin and crack
cocaine use in New York. Studies showed that some 80 percent of all MDR-
TB index cases in 1989-90 (not including the secondary HIV-positive
cases) were injecting drug and crack users, many of whom, as a result of
federal and local crackdowns, drifted in and out of the jail and prison

system. In 1991 some 295,000 arrests were made in New York City,
120,000 of which resulted in some period (days to years) of incarceration.

e
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Most city inmates were incarcerated for only short periods while they
awaited arraignment or trial, so the situation from a microbial point of view,
between the densely crowded jail ecology and the general community, was
quite fluid. On any given day, 26 percent of the female inmates and 16
percent of the males were HIV-positive, providing the microbes with an
enormous pool of unusually vulnerable Homo sapiens.

Thus, what may have begun as isolated cases of MDR-TB among handfuls
of scattered recalcitrant tuberculosis patients—men and women like
Vernon—was amplified inside the city’s jails into a full-scale epidemic. 165

The social revolutions that would be necessary to reverse years of heroin
and cocaine infiltration into the very fabric of the lives of hundreds of
thousands of Americans staggered the. imagination, as did the scale of what
would be required to properly house all the homeless, employ the jobless,
end the cycle of mass incarcerations, and stem all the other social tides
that doomed most of America’s urban poor to lives of tremendous microbial
vulnerability. The public health community, overwhelmed by the social
dimensions of the crisis, turned to Science and beseeched researchers to
find simpler solutions in their laboratories.

Perhaps Thirdworldization of American cities couldn’t be stopped; TB’s
reemergence might, however, be aborted with the proper magic bullets.

But the scientific community was woefully ill prepared to meet the chal-
lenge. Having long since switched most medical research priorities to
chronic diseases, and only recently having developed an infrastructure for
AIDS research, the NIH was caught with its pants down.

Impressed by the urgency of pleas for assistance emanating from both
the public health community and a terrified HIV-positive population, Na-
tional Institute for Allergy and Infectious Diseases (NIAID) director Dr.
Anthony Fauci convened an emergency meeting on tuberculosis in Bethesda
on February 10, 1992. All of America’s leading tuberculosis experts were
invited—all forty or fifty of them.

Looking around the sparsely attended room, Barry Bloom, a TB expert
for WHO and researcher at the Albert Einstein School of Medicine in the
Bronx, addressed Fauci directly, saying, “If I were you, I'd ask myself
how there could possibly be scientific expertise in this country on tuber-
culosis if you're only handing out twenty-three research grants a year.”

Acknowledging that total NTH expenditures on TB research had ameunted
to just $3.5 million a year, Fauci asked, “Yes, but if we throw $50 million
at it nex{ year would there be expertise, would we be able to seduce new
investigators into this area of research on an urgent basis?”

Bloom sighed. :

“It’s true, we_can’t get rolling fast. There’s a generation gap of people
who know something about this disease,” Bloom, himself in his fifties,
said. “Essentially everything that is known about tuberculosis was figured
out before 1948, when antibiotics came into use. And virtually all research
stopped after that. Dead stop. 6
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The situation was no better overseas. Though TB claimed 3 million lives
a year, newly infected 8 million people annually, and was the single largest
cause of infectious disease deaths during the 1980s, it drew little scientific
attention in the wealthy world. Until the U.S. MDR-TB epidemic began
there was virtually no scientific interest in pursuing the developing world’s
big killer. The cries of years of neglect voiced at the NIAID meeting in
1992 were echoed in the halls of science in London, Tokyo, Paris, Geneva,
Amsterdam, Stockholm, indeed worldwide.

Once money was thrown their way, scientists did succeed in 1992-94
in discovering the genetic basis of at least one type of M. tuberculosis
antibiotic resistance,'®’ identifying 500 genetically distinct tuberculosis
strains in twenty-nine U.S. outbreaks occurring in 1991-92,1%8 developing
an ingenious way to “see” drug-resistant strains in the laboratory using the
luciferase chemical found in fireflies to light up resistance genes,!®® and
figuring out how the bacteria managed to hide inside CD4 cells of the
immune system.!7®

But these were just first shots out of a scientific cannon that was in for
a long siege. Everybody knew that. If the emerging MDR-TB epidemic was
to be stopped, public health would have to use methods immediately at
hand.

When U.S. and European experts cast their eyes about in search of
successful tuberculosis control programs that had managed to prevent sig-
nificant emergence of drug resistance, they were a bit embarrassed to see
that the best efforts were carried out in the poorest nations.’” In Tanzania,
war-torn Nicaragua, the Zululand province of South Africa, China, even
Mozambique in the midst of a civil war, tuberculosis was better managed
than it was in the wealthy world.

Brudney and Dobkin compared the dismal 11 percent patient compliance
rate they saw in Harlem Hospital with treatment successes in Nicaragua
during the same period (late 1980s) and reached the startling conclusion
that the tiny Central American country, with per capita incomes of less
than $585 per year, had achieved a far better level of TB control than had
New York. Using a basic strategy of finding active tuberculosis cases and
putting the individuals on two months of carefully monitored daily medi-
cation (isoniazid, streptomycin, or thiacetazone), followed by ten months
of lower-dose continued daily treatment, the Nicaraguan Ministry of Health
achieved an almost 75 percent cure rate during a civil war. In contrast,
New York’s cure rate was below 50 percent.!™

In Zululand, South Africa, between mid-1991 and the close of 1992,
health care workers managed to successfully treat 83 percent of all tuber-
culosis patients, lost track of only 13 percent, and had a mere 7 percent
mortality rate. This level of success was achieved despite a large local HIV
epidemic and major tribal conflicts that often disrupted local social services.
As had been the case in Nicaragua, the key to success was careful mon-
itoring of patient medication.!™
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Tanzania and Mozambique employed similar methods of community-
monitored medication to keep their incidences of tuberculosis down, and
at very low cost. Before the East African nations were overwhelmed by
HIV, their TB rates were extremely well controlled and treatment compli-
ance exceeded 80 percent. As the HIV epidemics exploded, however, the
incidence of TB also climbed. Still, both countries rhanaged to prevent
significant TB spread in the HIV-negative community.17*

Harvard medical economist Christopher Murray did a cost-effectiveriess
analysis of the East African TB control efforts, and concluded that they
made far more fiscal sense than any programs in the United States. He
then teamed up with Karel Styblo, who had designed the East African
programs, and Annik Rouillon of the International Union Against Tuber-
culosis and Lung Diseases to assess the success rates and costs of TB
control programs all over the world. The team’s  conclusions, submitted to
the World Bank in mid-1991, were striking. 175

“There is no country in the developing world that has a treatment com-
pliance rate as bad as New York City,” Murray said. “New York has around
10 percent compliance. While India, which is very bad, has 25 percent
compliance. China has 80 to 90 percent. Mozambique in a civil war attained
80 percent.”

Treatment success rates of 80 percent or better were the norm in many
of the world’s poorest nations. 7 No nation’s TB control system did a poorer
job than did the United States in identifying tuberculosis cases,!”? suc-
cessfully treating those cases, and keeping track of their outcome and
possible contacts for spread of the disease.

In 1992, the CDC and the New York City Department of Health adopted
what amounted to a Third World tuberculosis control strategy. Millions of
dollars were spent to train nonprofessionals to work as Directly Observed
Therapy (DOT)!" officers, monitoring patient compliance with medication.
When patients continued to refuse their treatments, incarceration in des~
ignated medical facilities was used as a last resort.!™ '

The plan went into action too late to spare Dr. Frantz Medard from
acquiring MDR-TB from one of his patients in Metropolitan Hospital in
Harlem. Too late to prevent his suffering a year of undiagnosed illness
followed by twenty-seven months of multidrug therapy that included injec-
tions of amikacin—*“so painful that I used to cry,” Medard said. But once
he was cured, in late 1992 Medard eagerly jumped at the chance to run
_ghe Harlem Hospital DOT program. Within ten months he had cut the
hospital’s dismal noncompliance record; losing track of only 8 percent of
his TB patients and getting 18 percent successfully through their entire
medication program. '

“We're still worse than most of the Third World,” Medard said in late
1993, “but I'm determined. I tell the patients, ‘Look, I went through it.
So can you.’ ”




