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The orthodox view on AIDS holds that it is
caused by a virus known as HIV that is
transmitted through the exchange of body
fluids.  Once infected, a person will remain
well for a time, though infectious to others,
before going on to develop AIDS and dying. 

Despite the huge sums of money spent on
medical research, there is still no cure, just
drug therapies said to slow the progress of
the disease, and regular T-cell counts to
measure health.

A whole industry has evolved around AIDS,
on which many careers and businesses
depend, but which offers little hope to those
affected.  It works on the premise that
HIV=AIDS=DEATH.

CONTINUUM began as a newsletter
encouraging those effected to empower
themselves to make care and treatment
choices.  As we look further, anomalies in
the orthodox view continue to appear.  

Are you aware, for example, that the link
between HIV and AIDS has never been more
than hypothetical? That a growing body of
scientists and doctors throughout the world
doubt that HIV causes AIDS?

At the onset of the “epidemic”, the hysteria
that resulted from the linking of sex, death
and an infectious virus created a climate
where to question the “facts” was consid-
ered reprehensible.  Many of those who
dared to do so were silenced or ridiculed.
Since the growth of the orthodoxy, those
who question have also had to contend with
the weight of vested interests. 

Twelve years after HIV was first associated
with AIDS many predictions based on the
viral hypothesis are failing to materialise.
CONTINUUM is a unique forum for those in
the scientific community challenging the
orthodoxy and those whose lives have in
some way been touched by the hypothesis.

CONTINUUM is a voluntary organisation
dedicated to providing information we
believe is necessary for the fuller 
understanding of HIV, AIDS and immunity.
All our workers are unpaid and the 
organisation relies on subscriptions and
donations to maintain its work. Your
support in any way is greatly appreciated.
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T-cells
A new study finds decline in T-

cells in antibody-diagnosed
people is due to migration of cells
to lymph tissue, not cell-killing by
‘HIV’. Citing the increases in T-cell
counts that may follow Protease

Inhibitor use, researchers
Rosenberg et al conclude, “Such

findings are more consistent with
a non-selective re-entry of

sequestered T cells from lymphoid
tissues into the blood than

reduced viral killing of the CD4+
cell population.”

International Immunology May 97

Surgical Gloves Risk
Starch-based powder added to
latex surgical gloves is causing

inflammation and false
diagnoses of cancer and HIV.

“We have accumulated enough
scientific data to conclude that

glove powder has to be
banned,” said Klaus Junghanns,
Prof of Surgery at Ludwigsburg
Hospital in Germany. Powdered

surgical gloves are available also
in some sex shops.

New Scientist 14 June 97

Poor Markers
A NIAID team reports that when

‘antivirals’ or IL-2 treatments
increase T cell counts, there is no
certainty of improvement in risk

of opportunistic infection. Author
Lane opines,”Our data suggest

that drugs to prevent oppor-
tunistic infections may remain

important even for patients with
CD4+ T-cell counts that are

rapidly increasing in response to
therapy…”, which apparently

produces “zombie” cells.
Nature Medicine May 97

AZT Babes
Britain could follow France and

the US with routine ‘HIV’ testing
of pregnant, particularly black

African women. American Teresa
Hansen, an ‘HIV+’ diagnosed

mother stated, “They wanted to
give my baby AIDS drugs and

said I could lose custody if I did
not comply with treatment

recommendations. I could not
find a paediatrician who would
respect my decision not to put

the baby on AZT”.
New Scientist 5 April 97, Spin Dec 96

Goodbye hello
Says Paris-based novelist Edmund
White, “I am totally well. I mean I

just had three counts done and
they were all normal. I’m HIV

positive, but the counts haven’t
budged in four years now. I’m

not on anything. I’ve never taken
anything. The disease doesn’t

seem to evolve”. His new novel
The Farewell Symphony was

published in May.
The Observer 13 April 97

Care is being taken to keep
track of links so far between
Protease Inhibitors (PIs), the
“new wave” of drug treatment
on offer to antibody-diagnosed
people, and severe hepatitis,
CMV retinitis, and diabetes.

The US government 11th
June warned doctors
thousands of patients taking
the new drugs should be
closely watched for an
unexpected side effect:
diabetes. The US Food and
Drug Administration (FDA)
reported 83 patients
contracted diabetes or high
blood sugar, or had those
diseases suddenly worsen,
after taking PIs. Six cases
were life-threatening, 21 other
patients needed hospitalisa-
tion. The FDA is relabelling all
four PIs now sold in the US to
warn about the potential
consequences and urged
patients immediately to report
such symptoms as increased
thirst, unexplained weight loss,
increased urination, fatigue
and dry itchy skin. As many as
1 in 100 patients taking PIs
may be at risk, currently

estimates FDA medical officer
Dr Jeff Murray. Said Dr Sandra
Palleja of Hoffman-La Roche,
makers of Invirase, “I don’t
take this as a cause for alarm.” 

Meanwhile, a study from
University of California,
published Lancet May 17,
found ‘AIDS’ patients who take
PIs may develop
cytomegalovirus retinitis. Five
patients with CD4 cell counts
below 100/mm3 took PIs.
Though their cell count
increased to around 200/mm3,
they developed CMV retinitis.
“Previously we believed that
patients who had CD4+ cell
counts below 50 were suscep-
tible to CMV retinitis,” said
Mark Jacobson MD, Associate
Professor of Medicine at the
UCSF AIDS Program at San
Francisco General Hospital.
“Now we have found that
patients can have counts well
over 100 and still develop CMV
retinitis and that it might be
triggered by taking protease
inhibitors.” 

The Lancet 29 March
reported three cases of severe
hepatitis in “AIDS” patients

taking Indinavir. “We believe
that all three cases represent
acute liver injury induced by
Indinavir… It seems prudent to
monitor patients closely for
l iver function abnormality
before and after initiation of
Indinavir…”, said researchers.
A second Lancet paper of 3
May noted, “During the first
ten months of a large thera-
peutic programme in France…
with Indinavir sulphate (800
mg every 8 hours orally), more
than 100 patients developed
renal colic and/or passed
radiolucent stones within 1 to
20 weeks.”

Despite these growing
problems, the short-term
nature of data supporting the
use of PIs, and research
published in Nature Medicine
in May by the US National
Institutes of Health (NIH) that
increases in CD4 counts
during combination therapy do
not correlate with reduced risk
of opportunistic infection,
several HIV lobby groups have
collaborated with drug compa-
nies to promote PIs. Positive
Lives, the London charity that
publishes the monthly Positive
Times, launched an
Employment Survey in early
June, co-sponsored by gay
publishers the Chronos Group,
and drug giants Abbott
Laboratories, Bristol-Myers
Squibb, Merck Sharp &
Dohme, and Roche. Leading
questions included, “If you are
not currently taking antiretro-
viral therapy, what would make
you change your mind?” The
multiple choice answers omit
the option that the respon-
dent’s mind may not be made
to change. 

In a “Back to Work Project”,
the UK Coalition of People
Living with HIV/AIDS, with
Glaxo-Wellcome and others, in
a half page advert in the
national Body Positive
Newsletter (June) offers jobs to
people taking “at least one
protease inhibitor”. Said
London AIDS-analyst Michael
Verney-Ell iott, “This is the
most literal form of positive
discrimination, but is it legal?
Let’s be grateful UK Coalition
haven’t done a deal with an
organo-phosphate fertiliser
manufacturer. How much of
that would job-seekers have to
swig to qualify for help?”

Protease Drugs
honeymoon over

London cardiac consultant
Peter Nixon has lost his libel
action in the High Court
against Channel 4 TV (C4) and
pro-AZT activist Duncan
Campbell. Campbell’s
programme Preying on Hope
purported to show Nixon, a
proponent also of holistic
therapies, prescribing Valium
as a therapy for AIDS. Nixon
contended he explained to the
AIDS-diagnosed individual
whose secret footage of the
consultation was edited for the
programme, that he could not
treat him for AIDS. But he
would address the other main
presenting symptom – tired-
ness – for which he prescribed
the tranquilliser as part of a
rest therapy.

With the financial support of
the Medical Defence Union
(MDU), and with Hempsons,
the top firm of medical
lawyers, Nixon began l ibel

proceedings after the
programme was broadcast. C4
and Campbell enlisted experi-
enced QC Desmond Browne,
who repeated his successful
libel case strategy of under-
mining the plaintiff before the
plaintiff’s case is presented.
After six days of sustained
pressure in the witness box,
and before any of his
witnesses had been heard, 71
year old Nixon was advised by
his lawyers to drop the action
in the interests of his own
health. The court awarded £2
mill ion costs to the defen-
dants. The C4 department and
Campbell celebrated with
champagne.

It is highly unlikely the MDU
will fund any action against
libel of this kind in the future,
leaving the way clearer for
unsubstantiated journalism in
emotive medical fields.

Libel Case Ends Early



scientif ic analysis of such
therapies is difficult because of
the range used and because
individuals may change from
one to another. 

£199.6 million have been
allocated for ‘AIDS’ treatment
and care in 1997-98, an
increase of over seven per
cent on the previous year,
which is seen as a contribution
to combination drug therapies,
the House heard.

Lord Baldwin pressed for
clarification of “what patients
may or may not have done to
stay well? Is it not the case
that there has been no proper
formal study of these
survivors? Does that not repre-
sent a very serious omission
which ought to be rectified
without delay?” The minister
replied she believed “there has
not been a long-term scientific
retrospective study of
survivors.” In Jay’s view, “The
scientific evidence that there is
suggests that those who have
survived are those who have
been involved at the cutting
edge of medical developments
and who have been exposed
to the original Zidovudine
(AZT) treatment and then the
triple combination therapy.”
The National AIDS Trust, Jay’s
former stomping ground,
continues to enjoy substantial
financial support from Glaxo-
Wellcome, a principal sponsor
of a major conference planned
by NAT for later this year.
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Negative Load
Christine Maggiore, President of
HEAL, LA, who is ‘HIV antibody’
diagnosed and Rodney Knoll,
who is ‘HIV antibody’ negative,
took viral load tests during a
trial offer in California. The
results? Negative Knoll had a
significantly higher ‘viral load’
than positive Maggiore!
Spin May 97

Blood money
Antibody positive US haemophil-
iacs have been awarded $670
million (£410 million). Under an
agreement approved by a
Chicago federal judge, four
manufacturers whose blood
products were allegedly contam-
inated with HIV between 1978
and 1985 will pay $100,000 to
each of about 6,200 haemophil-
iacs or their families. 
The Times 8 May 97

AIDS Team
Bernard Salick, founder of
Bentley Health Care, has invited
Luc Montagnier and David Ho to
make New York “the centre of
research and the centre of treat-
ment” for AIDS. His enterprise
has “very significant” backing
from large drug companies,
insurers and hospital chains in
the United States and Europe.
He plans also to enlist Robert
Gallo. Salick endowed a $4.5
million chair at Queens College,
where Montagnier will run the
Centre for Molecular and Cellular
Biology. 
Nature 22 May 97

Gulf Vaccines
Immunologists at University
College London believe they
have pinpointed a medical cause
for Gulf war syndrome.
Vaccinations given to troops in
the war against Iraq, combined
with exposure to insecticides,
could cause the symptoms
afflicting many hundreds of
British veterans. If the theory
proves correct it will open the
door to massive compensation
claims.
The Sunday Times 22 June 97

HIV Testing Mandatory
A bill in the U.S. Congress would
make ‘HIV’ reporting and contact
tracing mandatory, and “inten-
tional” passage of ‘HIV’ a felony.
The Republican bill supported by
the American Medical
Association would make ‘HIV’
infection a “reportable disease”.
The names, ages and addresses
of the nation’s estimated
800,000 ‘infected’ people would
be given by doctors to state
officials.
San Francisco Examiner 27 April 97

Popular international weekly New
Scientist (circ. 120,000) has
suggested HIV testing itself may
lead to illness and early death,
calling the stress of an HIV
positive result a “particularly
worrying” factor in the aetiology
of ‘AIDS’.

A research team in the US
found a single episode of stress,
if sufficiently harrowing, can
double the rate at which “HIV-
positive” men develop the
symptoms associated as AIDS.

Some previous studies found a
link between stress and illness,
but it was difficult to separate
cause and effect: patients could
equally well have been stressed
because they are ill, or ill
because they were stressed.
“These studies provided a

Less stress, less ‘AIDS’

Lords Seek
Survivors Study

U.S. protestors echo President Clinton’s improbable dream of an AIDS
vaccine. NIH’s David Baltimore feels, “The live attenuated virus [vaccine]
is the one that gives us most excitement and yet most worry.” How?

Britain’s House of Lords
addressed issues of AIDS
Survivors and Treatments on
19th June. Questioned by Earl
Baldwin of Bewdley, co-chair
of the Parliamentary Group for
Alternative and
Complementary Medicine,
Baroness Margaret Jay,
Minister for Health and first
director (‘87-’92) of the
National AIDS Trust (NAT)
acknowledged, “There is
relatively l itt le scientif ic
analysis available about the
types of treatments which
have been used by long-term
survivors”. Lord Baldwin asked
was she “aware of evidence

from surveys and indeed
clinical trials suggesting that
what long-term survivors may
have in common is that they
have mostly rejected conven-
tional drug treatment and have
embraced a range of
unorthodox therapies including
lifestyle changes? Would she
not agree that if this is
substantiated it has enormous
implications for the direction of
future research as well as for
public policy?” Jay conceded
that a number of ‘diagnosed’
people had “enjoyed great
personal benefits” from
complementary/alternative
therapies, maintaining the

snapshot with stress and disease
together. What we needed was a
movie to see how the two are
really related,” says Robert
Golden, a psychiatrist at the
University of North Carolina
School of Medicine. 

Golden and colleagues
recruited 93 HIV-diagnosed men
who were well and followed their
progress. Every six months the
men’s health was assessed and
they were interviewed about the
stressful events they had experi-
enced in the intervening months.
Events such as the death of
someone close, or the break-up of
a longterm relationship, were
rated as ‘severe’.

Over nearly four years thirty-
five of the men developed
symptoms associated as AIDS .      

Those who had experienced
one or more episodes of severe
stress were twice as likely to
develop further symptoms as
those for whom life had gone
more smoothly. The more intense
the stress was, the more
symptoms the men developed.

Golden and his team had
reported previously that stress
reduced the numbers of certain
immune cells in the blood of their
volunteers – though they did not
include CD4 cells in this mecha-
nism. Their new results are
reported in the American Journal
of Psychiatry (vol. 154, p630). The
researchers would also like to
find out whether the link holds for
women.

Parliamentary copyright material from
Hansard is reproduced with permission
of the Controller of Her Majesty’s
Stationary Office on behalf of
Parliament
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A postcard arrived from a friend with a quote from the late American
political activist Emma Goldman – “If I can’t dance I don’t want to be
part of your revolution”. If we couldn’t have a revolution, I doubt I’d be
that interested in dancing actually! Fortunately the dynamism of
change is ubiquitous, whether it’s revolution – which by definition
always returns to where it started – or evolution. However prescriptive
some vested interests try to be in conserving the status quo, there is
no end to the flow of change. Sometimes one even dances at its
frontiers.

If as David Mullan claims, the bourgeois as a type are well defined as
those who make a virtue out of turning kinetic energy back into poten-
tial – that is, make a virtue out of possession – there may be mileage
indeed in the gypsy life. What future is there in being subsumed in
communities with all the heart of Mary Poppins in the pay of the Third
Reich? I feel I’ve often seen people challenged by HIV/AIDS cling
possessively, frequently through peer group pressure, to damaging
secondhand constructs, but it’s possible to skip free from the store-
houses of fear and expectation if you carry with you only what you
truly need. Even if you are ill, imagine how very alive you actually are,
your body humming with the potential for vitality. We are inevitably on
a journey. What destination do you secretly want? Being wholly alive
doesn’t always seem the easiest option.

With this new issue, we express the ongoing commitments of a
range of perceptive and incisive writers and activists to prick the
bubble of the ‘ever-expanding market’ in virus-hype and death-
mongering. There is a pervasive awakening afoot. That in itself is a
celebration of life. Huw Christie
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laine Showalter, feminist, cultural critic and Professor of
English at Princeton University, USA, flew into London in
June promoting her book, Hystories: Hysterical
Epidemics and Modern Culture (Picador, £16.99, ISBN 0
330 346709). Showalter’s thesis asserts that America is

in the grip of psychogenic diseases – ‘psychological plagues’ or
‘Hystories’. Historically, Showalter’s work expands on Caspar
Schmidt’s 1984 essay which theorised that ‘AIDS’ is an example
of ‘epidemic hysteria’, by including Gulf War Syndrome, chronic
fatigue syndrome (ME), recovered memory, multiple personality
disorder, satanic ritual abuse and alien abduction as the
‘pandemic hysterias’ of the late 20th century. 

Showalter says she was shocked by the reactions to her book
by the chronic fatigue syndrome (CFS/ME) lobby: “They have
made me a target. It’s an orchestrated campaign, they have used
the Internet to give advice on disrupting the book readings and
writing letters to book stores. Some of the threats were
obscene… But I’m not going to stop, I’m not afraid of them”. 

Showalter focuses on a cluster of causes that have instigated
today’s proliferating hysterias: disease scares (‘AIDS’); religious
fundamentalism; lack of self-worth resulting in a need for recog-
nition through a dis-eased identity; medical market forces;
popular media; sensational medical journalism (‘epidemic’ and
‘plague’ mongering); and communities of shared disease-identity
(e.g. the ‘HIV/AIDS’ Community, the ME Community). 

Showalter argues that victims of syndromes are encouraged to
blame external sources for psychic problems: “…they learn about
diseases from the media, unconsciously develop the symptoms,
and then attract media attention in an endless cycle. Culture
forces people to deny the psychological and emotional sources of
their symptoms, and to insist that they must be biological and
beyond their control, for them to view themselves as legitimately
ill…” 

It seems our ‘psychoanalytic post-modern age’ has made
various hysterical symptoms popular, fashionable and conta-
gious. Bulemia, anorexia and ‘AIDS’ have been very much the
vogue conditions to get ‘into’: many people in high-circles from
the arts to showbiz to royalty have sported these desired
illnesses. Princess Diana expressed her neurosis through the
physical form of bulemia. Showalter terms these conditions
‘communicable diseases’ (psychologically infectious), easily
transmitted by media-hype: the vulnerable and impressionable
masses internalise popular illness as a group-identity through the
Internet, the popular press, television, news letters, and science
journals – as well as work-shops/support groups. 

The controversy surrounding Showalter’s thesis centres on
the Gulf War Syndrome which she terms a ‘psychogenic
sickness’: “Gulf War Syndrome differs dramatically from the

syndromes of earlier modern wars. That difference lies in the
ways both American and British politicians and media have
rejected psychological explanations, and displaced the medical
investigation of illness to charges of government cover-up and
conspiracy. In the US, about 80,000 of the 700,000 American
troops who served in the Gulf have reported over 120 different
symptoms ranging from hair loss, headaches, heartburn and
fatigue to skin rashes and muscle aches. Despite rumours of
widespread birth defects, gynaecological infections in wives, and
contagion to health workers, there is no medical or statistical
evidence that such events have occurred”, she claims. 

Generally we look for external pathogenic or toxic causes on
which to ‘blame’ our illnesses, as with ‘HIV’ and AIDS, and pesti-
cides and GWS. ‘HIV/AIDS’ counsellors and physicians never ask
why a patient is dis-eased, so obsessed are they with ‘HIV’
fetishism that they never really ‘see’ the patient. The Great War,
the Gulf War and the AIDS War have produced psychological
illness in young males but these hysterias have been over-looked
by medicine. War neurosis is stigmatised as ‘unmanly’, therefore
war veterans demand a clinical cause for their distress. There is
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no doubt that Gulf War and AIDS War victims are suffering from
‘real’ physical complaints from toxic-chemical assault (organ-
phosphate-insecticides to cyto-toxic ‘antiviral’ drugs). But
Showalter stresses that war neurosis can equally produce ‘real’
pain and suffering: “The suffering of Gulf War Syndrome is real by
any measure, and the symptoms caused by war neurosis are just
as painful and incapacitating as if they were caused by sarin,
pesticides or vaccines. War neurosis is not imaginary, or fake, or
simply in the head; it is a valid explanation of pain…Until we can
acknowledge that war makes people sick no objective panels or
costly studies can change the likelihood that veterans will seek to
dignify their symptoms and reaffirm their patriotism by insisting
on material cause.”

The Independent (4 May, 1997) ran two letters taking
Showalter to task with the headline: ‘Try a Gulf War chemical
cocktail yourself’. Elizabeth Sigmund, of the Organo-Phosphate
Information Network, wrote: “Will Showalter agree to wear a flea-
collar containing an organo-phosphate (OP) insecticide named
diazinon for two weeks, as US troops did; allow her bedding to
be sprayed every other day with a similar insecticide; and take
NAPs tablets (containing pyridostigmine bromide which has now
been admitted to enhance the effect of OPs), as thousands of UK
and US troops did, for the same period?…It is interesting that Ms
Showalter spends three months each year at the Wellcome
Institute in London. We have evidence connecting the research
being carried out by Simon Wessely and Anthony David with
Wellcome; both men have a) suggested that the cause of GWS is
psychosomatic, post-traumatic stress syndrome, and b) received
large chunks of funding from the Pentagon…” 

However, Showalter has not ruled out chemical/organic
components as contributory factors in causing illness in cases
designated as CFS, Gulf War Syndrome and ‘AIDS’ despite being
misinterpreted on this point. Rather she objects to the ‘illness
ideologies’ that have sought to ‘blame’ external causes (chemical
and viral) as the major focus for the war against disease – always
backed up by vested political and scientific multinational interest
groups. Showalter asserts that 90% of those suffering from ME
(‘CFS’) are white, and that 70% are female; like ‘AIDS,’ can ME
be an illness of pathogenic/viral origin since it is gender, culture
and even class specific? ‘AIDS’ is predominantly male, ME is
predominantly female. Why is ME common among middle-class
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Western women yet seldom – if ever – affects Third World
peasants? By combining female ME and male AIDS one might
have the complete picture of the AIDS epidemic equally distrib-
uted between the sexes but with gender specific symptoms. 

Many gay men become ill because their mental and emotional
resources are depleted. Recreational drugs, while effecting a
momentary high inevitably lead to depression and alienation
which in turn induces psychosomatic conditions which in the
presence of the bogus HIV positive result are absurdly nominated
as ‘AIDS’ – compounding their ‘condition’. The ‘HIV+’ test result
has done more psychological and immunological damage than
the non-existent ‘HIV’. Stress affects the brain, cardiovascular
system, endocrine system, immune system and various hormonal
responses. Stress is an important contributing factor to the
multiple range of physiological illnesses currently being reported
as Gulf War Syndrome (GWS) or AIDS Related Conditions (ARC).

For Showalter dis-ease does not operate in a vacuum: we
actively identify with dis-ease as a cultural specific identity.
Many gay men now act-out or, rather, act-up, Queer

Hysteria as a herd instinct identity situating themselves as
homohiv, homoaids rather than homosexual. Dis-ease identity is
fast displacing the homosexual identity of post-Stonewall. For
Freud, Hysteria was considered a female attribute but examples
of early Christian saints suggest Hysteria is equally a male
prerogative. ‘Belief’ by thousands of gay men in ‘HIV’ is a product
of group-tranced Queer Hysteria. Showalter notes that hundreds
of thousand of highly educated people are drawn to beliefs such
as alien abduction and devil worship and participate in these
well-organised movements. Likewise learned cultural critics and
science journalists irrationally believe in ‘HIV’. 

Showalter’s urgent appeal is that psychogenic symptoms
should entail no stigma and that we have it in ourselves to confront
our own hystories, our own demons. Gay men need to wrestle and
exorcise their demon ‘HIV’ and learn to confront their own pycho-
pathologies rather than blaming ‘HIV’. She states: “I wrote the
book to destigmatise hysterical illness. I am in complete sympathy
with the people suffering from these syndromes. As someone who
is outside the fray, I thought I was in a position to raise difficult
questions. I’m not going to solve this problem, but I can at least
bring it out into the open. My mantra is: Knowledge is the cure.” 

“Hysteria is a mimetic

disorder; it mimics culturally

permissable expressions

of distress.” 

Elaine Showalter 
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A
historical precedent has been set. A daily newspaper
in Spain, Diario 16, has opened the HIV/AIDS debate
nationwide with a comprehensive series of leading
articles, starting April 3rd with the front page banner
headline “The Aids Virus Does Not Exist”. There

followed a two page interview with an increasingly familiar voice,
German virologist Dr. Stefan Lanka, in which he declared: “None
of the four requirements for the isolation of a virus has been met.
The photos are false”, and “Dr Gallo [who announced to the
world ‘its’ discovery] is a gangster convicted of scientific miscon-
duct in the USA”. 

The newspaper maintains it does not want to take sides in this
powerful dispute, yet is not prepared to believe ‘official truths’
without listening to others. Is the Spanish media ready to
embrace the philanthropic paradigm of independent research –
i.e. unsullied by pharmaceutical mammon – or would that be just
wishful thinking?

D16 (circulation around 60,000) was formed during the
Spanish dictatorship (1939-75) by 16 intellectuals and played a
seminal role during Spain’s transition to democracy. In the past
three years the newspaper has endured financial crisis,
prompting an initial founder and current editor Mr Juan Tomás de
Salas with the backing of the workers to buy up D16 shares at
low cost. Thus the paper is not controlled by any capitalist
consortium capable of influencing decision-making. This partly
explains why it is the only national newspaper worldwide to
dedicate 2 or 3 pages every Tuesday for critics of the viral
hypothesis of AIDS, to encourage an open debate. Despite the
fact that pharmaceutical companies have stopped advertising in
its pages, D16 hope that if circulation continues growing it will be
saved from receivership.

Skepticism in science is good, healthy and necessary for the
testing of hypotheses. D16’s editorial initiated the paper’s
discourse by vindicating HIV/AIDS-dissidents for having survived
being shunned into near-oblivion for almost 15 years. Subsequent
weekly articles have identified Dr Robert Gallo as one of the main
perpetrators of the panic provoked by his HIV-invention. Like
other mainstream tabloids, D16 has until recently generally
reported orthodox views on ‘HIV/AIDS’. The current dissenting
analyses were compiled mostly by Lluís Botinas – co-ordinator of
the Centro Oncológico y Biológico de Investigación Aplicada
(COBRA) and D16 Science Correspondent in Barcelona – and
feature Lanka, immunologist Prof. Alfred Hässig, consultant and
international speaker Dr. Heinrich Kremer, President of HEAL New
York Dr Michael Ellner, exiled Colombian Roberto Giraldo M.D.,
and HIV/AIDS-diagnosed individuals. Other interviews with Nobel
Laureate Dr Kary Mullis, “HIV-discoverer” Prof. Luc Montagnier,
AIDS-dissident molecular biologist Prof. Peter Duesberg, the first
scientists to propose a non-infectious theory of AIDS biophysicist
Dr Eleni Eleopulos et al. and journalist and author Neville
Hodgkinson were extracted from the television documentary
AIDS: The doubt directed by Djamel Tahi and broadcast on Arte
TV for a French and German audience in March ‘96. This
documentary had been scheduled to appear also on Spanish TVE
2 but orthodox representatives left the studio, refusing to partici-
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pate in the accompanying debate, and the programme was
cancelled. 

The headline news on HIV-non-isolation appeared in D16
while the IV National AIDS Congress was taking place in
Valencia. About 1000 self-identified specialists participating in
the Congress where astonished with the contents of the article,
and enraged leading Spanish AIDS official, Dr R Nájera, accused
Lanka of plagiarising Duesberg. Mr C Bracero, president of the
Spanish AIDS-patients’ Union, dismissed Dr Lanka’s theory as
follows: “…they have no credit. By denying the existence of the
virus, they’re trying to identify homosexuality with drug-addic-
tion… They take advantage of the guilt complex of sick people…
Besides, it is not a scientists’ dispute: there are vested interests
behind it”. This was the only time the media were obliged to carry
the response of orthodox authorities angrily demanding punish-
ment of dissidents, and insisting this type of debate should not
be released through the press but via scientific journals. 

Derogatory as these officials may be, they keep getting the
facts wrong. They have wrongly equated Dr. Lanka’s analyses
(HIV: reality or artifact? etc.) and his corroboration of Eleni
Eleopulous et al’s work revealing “There is no proof for the
existence of a unique, exogenous retrovirus, HIV, in AIDS
patients” , with Peter Duesberg’s Drugs-AIDS Hypothesis.
Moreover, as “AIDS-experts” they speak in the name of the
HIV/AIDS-diagnosed as if we were hopeless ignorant people and
dare to hang us with the noose of sexual guilt. Mr Bracero goes
on to proclaim a cure is imminent and the new drugs are checking
the disease in people who are treated early. Orthodox devotees
ignore that scientific publications and forums are constrained by
pharmaceutical funding, and their specialists refuse to publish or
debate what might jeopardise their salaries and status. Perhaps
Bracero is a redeemer in a ‘syndicate of compassion’, possibly a
pharmaceutical fat-cat on a high salary like Britain’s Prof. Robin

“The AIDS virus does not exist”

Rafael Ramos
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absence of evidence that an HIV causes AIDS – “This is a tangled
web of madness. I don’t think it’s worth my while wasting time
investigating when the big fact is missing” .

Thousands of Spaniards were able to read in D16 on 5th April
that the use of tests (ELISA and Western blot) and criteria which
determine a positive HIV test result vary from country to country.
Not only are antibody cross-reactions possible in over 60 condi-
tions documented in scientific literature but there is no world
standardisation or reproducibility of an HIV-diagnosis. Thus a
person might test antibody positive in Africa or England with 1 or
2 ELISA tests but not necessarily in the USA or Australia where
Western Blot testing is mandatory. D16 printed Tahi’s video
photographs of an interview with the Australian team of
researches including Eleopulos, who states, “It is not possible to
consider that a person is infected here and not elsewhere. Either
one is infected by a virus or one is not”.

In feature stories D16 has reported various conversations with
long-term-survivors of an HIV-diagnosis. M. Garrido, a 10 year
antibody diagnosed doctor, argues in June 10th edition that “if
AIDS is a deficient immune system facing infections – whatever
the causes are – a correct treatment should address such
deficiency... Nucleoside analogues – AZT plus – or in combina-
tion with protease inhibitors and prolonged use of antibiotics as
prophylactics – Septrin – not only do not heal a weakening
system but they cause immune deficiency – this is documented
in medical text books”. 

J. M. Alvarado, a 10 year HIV-diagnosed critic of the viral-
hypothesis, in 3rd June edition depicted as HIV-victims those who
die of the following factors: a) Terror. Starting after receiving the
diagnosis. b) Self-destructive feelings of guilt, fear of infecting
someone, of being rejected and problems at work. c) Official
AIDS-treatments. d) AIDS-defining illnesses, which sometimes kill
now but likewise have before AIDS was constructed. e) life style
bad habits: illicit drugs, sexual stimulants (poppers) and other
prescribed chemicals (antibiotics, tranquillisers, corticoids, etc.)

Throughout the D16 articles, censorship and media responses
are examined. Why does the establishment usually refuse to
debate HIV/AIDS, if they are so certain? Botinas confirms that
apart from the initial reaction to the Lanka interview the establish-
ment remains silent: “Some people call COBRA after D16 ‘s
weekly AIDS-debate and if social pressure increases, if scientists
and doctors who are not directly implicated start participating in
this debate, eventually the establishment will not be able to
carrying on silencing”. 

Does HIV exist? Is “it” an exogenous (originating from without)
infectious entity or a bundle of endogenous (arising from within)
proteins? Does correlation prove causation? Is AIDS immune or
toxic overload? Which therapies enhance the immune system
and who really profits from what? It’s necessary that these
questions are sensibly and intelligently contested. By definition
no tenable hypothesis is eliminated until scientific evidence fairly
establishes where the truth lies. 

Indeed in Spain a national dialogue has been spearheaded
and a prize been won – the Spanish Federation of Practitioners of
Natural Medicine (FENACO) has rewarded D16 for giving a
platform to AIDS-critics and for openness to natural medicine,
while COBRA is campaigning with the agenda “2000 AD:
Towards a world without AIDS”. Science and humanity will not
progress by stifling, silencing and ignoring dissenting views. HIV-
eradication in diagnosed minds is a matter of human concern.
The proposed viral cause of AIDS is a psychological poison
which, closely combined with toxins, stress and drugs, both illicit
and pharmaceutical, too frequently guarantees immune
deficiency. What’s overlooked is the antidote triggered by the
placebo combination rooted in love and the pursuit of healthy
living. 

COBRA: c/. Galileo 333, 2-1, 08028 Barcelona, Spain

Weiss, or Gallo – the latter started grossing around $100,000 a
year from 1985 to 2002 right after the patenting of his test and
axiomatic discovery . 

D16, with COBRA, has published details of a prize – equiva-
lent to about £10,000 – for anybody able to provide a scientific
paper of experiments which prove that HIV exists and that it is
the cause of AIDS. The deadline is July 31, 1997. 

Some readers will remember Continuum first offered The Jody
Wells Memorial Prize of £1000 cash to the first person finding
one scientific paper establishing actual isolation of HIV on World
AIDS Day 1995. Interestingly, D16 published that the Continuum
criteria are ‘easier’ to meet than the criteria of its own prize,
though the Perth group of Eleopulos et al. thinks “In terms of
retroviral isolation, the D16 criteria are meaningless”.

The D16 criteria for HIV-isolation are four photographs. It
appears this risks compromising other HIV-analysts, bypassing
the rules for RNA viral isolation – as discussed at the Pasteur
Institute, Paris in 1973, and in Continuum – in favour of some of
the requirements of DNA viral isolation. Some analysts argue that
by ignoring the rigour of empirical science and dismissing retrovi-
rology, the errors of the past will be more complex to dismantle.
Botinas concedes it may be tactical that Eleopulos et al. discuss
retroviruses while Lanka speaks of DNA viruses. 

Either way, isolation of HIV has never been achieved. D16 and
COBRA’s prize is a political manoeuvre, rightly implying that the
photos and images shown to date as belonging to a unique HIV
are false. 

On other fronts, while some AIDS-clinics today replace T-cell
counting with the ‘viral load’ test as a surrogate marker for health,
D16 ran the headline on 17th June, “The use of PCR is fraudu-
lent”, and an article by Botinas explaining that Kary Mullis does
not agree his Nobel Prize-winning invention is valid for measuring
‘HIV’-load. In a recent US documentary Mullis addressed the
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Rafael Ramos is a journalist and health activist. Born in Spain in
1960, he moved to London in 1984. He graduated with first
class honours in European Studies from University of North
London in 1996. He is a Continuum volunteer, and Secretary of
its Executive Committee.

Science…commits suicide
when it adopts a creed.
Thomas Huxley 1825-95, biologist

“Montagnier admits he has never seen that the virus kills”
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“T
he first book I co-wrote was called Dieting Makes You Fat and
the reason that relates to Superbug is I like looking at issues
people have lots of presuppositions about. Everyone assumes
dieting makes you thin but most people who have dieted don’t
have that experience. So there is a dissonance between the

belief and the experience. What you find, when you look into it, is that diets
tend to create the conditions they are meant to cure – which is superficially
paradoxical. It is the same thing with the belief that antibiotics are miracle
cures, wonderful treatments or magic bullets.

I think to some extent people’s attitudes to prescription drugs are
conditioned by that idea of antibiotics – if you are ill you go to the doctor,
the doctor gives you the drug and you get better, all thanks to the doctor
and the drugs.

Quite often people’s experience of antibiotics is evidently good, but
masses of people don’t have good experiences with antibiotics; they may
not work or infections may be resistant, or they have some awful toxic
effect. Analogously with pesticides, antibiotics create a treadmill effect,
which is – you take a drug and you get better, you feel terrible, you take a
drug you get better, you feel terrible. Then after a bit you think “Hm,
what’s cause and what’s effect?”

(Over the) Counter Revolution
People may not realise that the original reason the drugs industry became
transnational was antibiotics. Before antibiotics, the drug industry was

made up almost entirely of small companies. Antibiotics were seen as
magic cures and people believed the reason the classic infections, the
pandemics of the 19th and early 20th centuries, receded was because of
antibiotics – which is not true. These diseases were tending to fade away
in economically developed countries anyway, largely as a result of
improved sanitation.

Most people don’t appreciate the size of drug companies – they are the
sort of quintessential transnational. The whole concept of an allopathic
drug is that a standard dose works wherever you are, whoever you are
and whatever you’ve got as long as it’s the appropriate drug. So it doesn’t
make sense for drug companies to be national companies; it makes sense
for them to be global. The turnover of the biggest drug companies is
larger than the annual gross national products of a number of smaller
countries. They really are colossal. And although it’s no longer true that
the antibiotics are the best sellers or the most valuable drugs for most
drug companies (chronic diseases are more profitable) they still account
for something like 12% of total drug sales world-wide. They are still very
profitable in economically developing countries where you can buy
extremely toxic antibiotics over the counter.

Belittling Beliefs

The reason the drug industry is very influential here, in a curious way, isn’t
just to do with money or profit, it’s to do with perpetuating the belief that,
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how many people take drugs. Nearly everyone has a medicine cabinet.

The Doctors’ Dilemma
Jonathon Porritt, who has been director of Friends of the Earth, said isn’t
it odd that everybody, not just politicians, equates the good health of a
society with more and more hospitals, hospital beds and doctors. In fact,

illness increases as a function of the number
of doctors just as cars increase as a function
of the number of roads. Doctors study
disease, they do not study health. Most
people think that doctors are there to do you
good. People have bought the idea that
doctors are about good health whereas what
a doctor is typically there for is to get you

out of the mess that you have got in, which often you have got yourself
into.

Many choices about life and death are taken away from us; choices
which are nothing to do with medicine have become medicalised. We
hand the responsibility over to doctors and I think that is a terrible burden
on doctors. Why are so many doctors alcoholics and why do doctors tend
not to live as long as other professionals? Why are the suicide and divorce
rates among doctors so high?

I think this is because we are giving them a responsibility which
human beings are not designed to bear. There are people who might want
to be treated as all-powerful gods, but actually we are not all-powerful
gods. People who are given god-like powers tend to crack. The process
shouldn’t be like that, it should be one of sharing.

What people characteristically do is present themselves to doctors,
physicians and surgeons in a state of ignorance and fear. But what that is
doing is training these doctors and physicians to be god-like – aloof,
arbitrary and detached. It is the drugs that give the doctor that power.
Without the drug the doctor does not have power. The drug is the potion,
the instrument by which a drug is delivered is the equivalent of a magic
wand.

Taking Control For Ourselves

If you say to somebody, “Do you believe that you are primarily responsible
for your own health?” They will tend to say, “Yes.” But people do not
behave like that’s what they believe, they go to the doctor. “I went to the
quack and he sorted me out” – a rather male way of putting it. Accepting
responsibility for your own health actually implies respecting the medical
profession for what it can do and what it can’t do. What it implies is you
should have the same sort of attitude towards a doctor as you would have
towards a salesperson, which is watch out, be careful!!

Once you realise that you are responsible for your own health you have
to go on a journey with allopathic medicine. Allopathic medicine is
wonderful if you get run over, but it’s not the best approach to cancer, or
other chronic diseases. It is not the approach you would take if you were
thinking about it in the first place.

Given virtually all the doctors in this country are allopathic, getting
involved in something else is a challenge. Choosing alternatives to
allopathic medicine is going to involve getting alternative about other
things as well, and I think generally people don’t want to get into that. On
the whole people tend to want to take the line of least resistance.

If you abandon the magic bullet concept and all it implies, and you
start thinking about it and realising magic bullets are not just an issue
about antibiotics or drugs – it becomes a much broader issue. It’s to do
with the way we live our lives and see the world and the limits of responsi-
bility. Once you get the idea responsibility comes from within, and the
only valid transaction with people that are professional or expert is to
understand what they are doing, whether they are a salesperson or a bank
manager, then your life changes.”
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if you’ve got something wrong with you a drug is what you need and a
drug is also what you need in case something goes wrong with you.
Which relates to this AIDS situation where what everyone’s bought into –
except the mavericks – is that you’ve got to take these very toxic drugs
even though you feel fine.

What drug companies want is drugs, that by their nature, you are going
to be on for half a century and a lot of people are. Best of all is a drug with
built in obsolescence and even better is a drug which has the same effect
on you as a pesticide. By killing one kind of bug you make room for others
to proliferate. What creates pests is pesti-
cides, because living creatures tend to be
identified as pests when they multiply
uncontrollably.

One locust isn’t a pest. It’s when they
breed uncontrollably they become a pest
because they get everywhere. Pesticides
tend to create those conditions by breaking
the ecology – the natural balance – and breeding resistance into the
original pests. They become superbugesque and increasingly invulnerable
to more and more chemicals which is good news for the chemical compa-
nies because that means they are in business forever, developing more
chemicals to conquer those pests and the superpests, and the super-
duper pests, and then the super-duper-terrific pests and so on.

Eventually the farmers find themselves having to spend more and
more money on pesticides because they are on a chemical treadmill and
they have got no choice. The big penny that dropped for me – and it took
me a long time to realise – is that it’s the same for antibiotics, and the best
term for all those chemicals is biocides, and antibiotics is the same word.
They both kill life. In both cases they are killing organisms that are defined
as bad news. Characteristically, we and bugs are evolved to live with each
other.

But we are brought up with the Harpic theory of human health, which
is to say the only good bug is a dead bug. Harpic – kills all known germs.
Dead! And you get this picture with a little girl teetering on the loo seat.
Little girl’s hand steals down the loo bowl. And you see this picture of the
bugs lurking down the lavatory bowl. And then you get the famous duck –
shooting all the bugs like a World War 1 fighter.

Magic Bullets and Surgical Strikes
It all goes back to the magic bullet, the concept of which is all bound up in
the development of antibiotics. Paul Ehrlich, who developed Salvarsan as
a pre-antibiotic treatment for syphilis, labelled it a magic bullet, meaning a
drug that would eradicate the disease it was targeted at and have no other
effects. This is quite ironic, because the compound of arsenic in Salvarsan
is intensely toxic. People were prepared to take it only as sort of trade off
because the consequences of syphilis were worse.

So there never was such a thing as a magic bullet, but the magic bullet
concept underpins many more of our beliefs in life than we care to admit.
Some of those things are to do with medicine and health. Whenever polls
are conducted people always agree that their own health and that of their
families is more important than anything else, so health is central.

Children – that’s a different story
If a child gets ill then the best thing that you can do is look after the child
and let the child’s system learn how to overcome the infection. When a
mother gives her children antibiotics why is she doing this? Because the
story which the mother sincerely believes is the antibiotics will make her
child better. Well, is it the reality?

I fear that nowadays a minority of people are becoming healthier and a
majority of people are becoming increasingly ill. In particular children of
all classes are becoming increasingly sick. Drugs are part of that process
of being unwell: you have got to accept unwellness in your life. If you
don’t accept it, if being ill isn’t a part of your picture of yourself then you
are not going to be a very good customer for drugs. It still amazes me just
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(about 400 million years ago.) Those endo-symbiotic aerobic
bacteria within the organisms, nowadays known as mitochondria,
are essential energy producers in all three forms of life. 

In man, too, mitochondria are, in all cells of the organism, the
interface with the biosphere, more than 90% of the necessary
energy for the whole cell being produced in the respiratory
pathway, as adenosine triphosphate (ATP). The remaining energy
is produced by fermentation (glycolysis). 

The mitochondria are, however, the Achilles’ heel of cell
metabolism because –
Â as former bacteria, mitochondria possess a residual genome

(mt-genome),
Â the mt-genome is present as a circular plasmid in the

cytoplasm of the mitochondria (there is no nucleus), 
Â the mt-genome, unlike the nucleus, does not have an effective

DNA repair mechanism nor any protective proteins around it, 
Â any damage to the mt-genome is reflected in ATP production

in the respiratory pathway and hence in the energy supply of
the whole cell, in any organ, 

Â toxic damage to the mt-DNA, both endogenous and exoge-
nous, interferes with the export and import of nucleic acids
and proteins to and from the mitochondria, and nuclear, DNA, 

Â the mt-genome including any irreparable genome damage, is
transmitted exclusively through the maternal egg cell to the
child. 
New techniques have led to significant advances in our knowl-

edge of the structure and function of mitochondria in the past
decade. Mainstream medicine has not yet adequately recognised
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Heinrich Kremer MD

T
he engine for the appearance of highly differentiated,
multi-cellular life on earth was an eco-catastrophe of
global dimensions – enrichment of the marine and
terrestrial biosphere by poisonous O2 gas, caused by
anaerobic bacteria using solar energy. This was

compensated through natural selection by certain bacteria which
used oxygen, as a more efficient energy source. This energy
revolution, which occurred about 2000 million years ago,
triggered an evolutionary quantum leap. 

Eukaryotic unicellular species called protists – whose genetic
material was separated from the rest of the cell structures in the
nucleus – incorporated oxygen-using bacteria into themselves,
and over a very long period of time developed a very efficient
symbiosis with these aerobic species. 

All higher differentiated cell functions such as precise cell
division (mitosis), sexual recombination, sexual reproduction etc.
(known as proctoctista in evolutionary biology) were due to this
new form of life. The optimisation of genetic information storage
and oxidative energy production as well as the supra-genetic
self-organisation of aerobic and anaerobic bacteria, became the
basis for the subsequent development of animal life (about 600
million years ago), plants (about 450 million years ago) and fungi

aerobic – oxygen-using

anaerobic – not oxygen-using,
and/or poisoned by oxygen

bacteria – unicellular micro-
organisms

cytoplasm – cell contents
excluding the nucleus 

endo-symbiotic – co-existing
within

eukaryotic – having a nucleus,
which contains most of the
cell’s DNA enclosed by a
double membrane

extracellular – outside a cell

intracellular – within a cell

macro-environmental –
concerning the environment
on a global scale

micro-environmental –
concerning the environment
on a minute scale

multi-cellular – more than
one cell

nucleus – the ‘hub’ of a cell,
containing most of its genetic
material

plasmid – non-nuclear genetic
material in cytoplasm

point mutation – change of a
single DNA building block

promiscuous – mixed/inter-
changing

selection – in evolution,
survival through adaptation

sulphonamides – a class of
drugs containing the antibac-
terial compound sulphanil-
amide

supra-genetic – involving
more than the genetic
material

symbiosis – mutually benefi-
cial co-existence

terrestrial – of the earth

Glossary

Has mankind set ou
micro-ecological sel

Artist’s impression
Scientitic American, March ’96



these advances mainly because of the dominance of molecular
biology and the obsession with research into the nuclear
genome. A number of questions arise from this regarding
mankind’s ability to survive –
l to what extent can an increase in mt-genome damage over

several generations be shown to have occurred? (This could
be measured by an increase in point mutations and chain
breaks as well as by the ratio of mutated to non-mutated
mitochondria in individual cell types.) 

l to what extent is the performance of the mt-genome in the
population as a whole irreversibly damaged by toxic influ-
ences? 

l to what extent is the increase in systemic diseases (which
could arguably be due to mitochondrial genome damage)
being researched in the context of environmental pollution (eg.
type II diabetes, Alzheimer’s, Parkinson’s, immune deficien-
cies such as AIDS)? 

l to what extent does damage to the mt-genome contribute to
interference with the supra-genetic symbiosis, which, under
certain circumstances, is thought to be responsible for the
formation of cancerous cells? (Cancer cells derive their energy
mainly from fermentation analogous to anaerobic protists
before the arrival of endo-symbiosis with mitochondria). 

l to what extent has the mt-genome been irreparably damaged
since the introduction of sulphonamides (1935) through the
use and misuse of modern antibiotics and chemotherapeutic
agents, which act intra-cellularly? As former bacteria,
mitochondria are structurally and functionally just as vulner-

able as the bacteria being
treated with antibiotics or with
other chemotherapy arriving
within the cells. This interde-
pendence, including the trans-
mission of mutated mitochon-
dria from mother to child, has
up till now been completely
disregarded by infectious
disease theory and the
pharmaceutical industry. Five
out of nine of the most
frequently prescribed classes
of antibiotics which attack the

microbial cell metabolism, are strongly suspected of causing
genetic damage to the mitochondria. This figurecomprises
50% of al l the antibiotics prescribed. 

l to what extent can resistance genes due to antibiotic selection
(a consequence of medicinal use or use in livestock reared for
consumption) be transmitted to the mt-genome by bacterial
species-jumping gene transfer chains? (Resistance genes are
predominantly found in the circular plasmid form of bacterial
genomes, the form in which the mt-genome also occurs). 

l to what extent can gene fragments be reabsorbed and trans-
mitted to the mitochondrial plasmid gene, eg. from genetically
engineered plants and food, and by means of extra– and intra-
cellular transfer chains (promiscuous bacterial gene pool)?

l to what extent may the delayed maturation of thymus-depen-
dent immune cells be explained by the use and misuse of
chemotherapeutic agents, eg. co-trimoxazole
(Septrin/Bactrim), and damage to their mitochondrial genome
be linked to this use? (As an opposing hypothesis to the far-
fetched long-term effect of an up till now un-isolated,
hypothetical immuno-deficiency virus). 
There is an urgent need for information and research into

these crucial questions. Man is so closely enmeshed with the
biosphere as a whole (the Gaia principle) as to make micro-
environmental safeguards just as important as macro-environ-
mental ones. 

Because man cannot take a single breath without an intact
supra-genetic symbiosis of his mitochondria and the DNA in his
cell nuclei, the prevention of the degradation of external
resources of the biosphere – air, water, land – is inextricably
linked to the maintenance of internal resources, ie. of the cell and
mitochondrial genomes. 

Otherwise the evolutionary quantum leap that occurred about
2000 million years ago could be reversed in a just a matter of a
few generations by man inadvertently poisoning himself. 
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HEINRICH KREMER,  DR.  MED.
Born in 1937 he qualified with a medical degree in 1965 and then
studied Sociology, Psychiatry and Politics at the Free University,
Berlin.

Between 1968 and 1975 he was Medical Director of the
Specialist Clinic for Juvenile and Young Adult Drug Offenders for
five counties, including Berlin, Bremen and Hamburg. He intro-
duced the first clinical protective vaccination programme against
hepatitis B and the first clinical HIV-test cohort in the Federal
Republic of Germany. The specialist clinical knowledge he gained
led him to make a fundamental critique of the orthodox “HIV
causes AIDS” theory of illness.

Since then, as a freelance consultant and international speaker,
he has published in the field of social medicine such titles as How
serious is AIDS-medicine?, To have fear and to make fear
(1990), a documentary film The AIDS Rebels (1992, co-author
Fritz Poppenberg), World myth AIDS (1994) and Attention AIDS-
medicine: Mortal danger (1996, co-author Dr Stefan Lanka.)

In 1996 he became a member of the Study Group on Nutrition
and Immunity headed by Prof. Alfred Hassig in Bern, Switzerland,
and initiated with Dr Stefan Lanka the Research Group for
Investigative Medicine and Journalism, reg!med.
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Antibiotic
alternatives

Antibiotic
alternatives

potency colonising strains of Bifidobacteria (for the large intes-
tine) and L.acidophilus (for the small bowel) is important. This
supplementation should continue during and for some weeks
after antibiotic medication. BioCare’s excellent product REPLETE
is highly recommended.

Herbal alternatives
Use of botanic medicine is widespread and has attracted the
attention of major pharmaceutical manufacturers since if they can
slightly modify a natural product, and patent this, a bonanza
awaits their shareholders (there being little financial mileage in
marketing natural products!). The following list of herbal
substances is not definitive but represents good examples of
what is available. 

Combinations
Subhuti Dharmananda Ph.D. maintains that skilled blending of
individual herbs, using very specific guidelines as to what
categories of herbs are best mixed together, leads to better
results than their individual use.6 His own recommendation for a
herbal combination in treatment of immune suppression was
(1987) the ‘Astragalus eight herb formula’ which contains astra-
galus, codonopsis, atractylodes, schizandra, glycyrrhiza,
ganoderma, ligustrum, and eleuthero-ginseng. 

Current formulations in widespread use include7: 

COMPOSITION A 
This incorporates 28 herbs (as at January 1992) and has as its
major ingredients (the others support the specific actions of the
main herbs) the following (% of total compound of each of these
is given in brackets): Astragalus (5.9), Ginseng (2.7), Glycyrrhiza
(1.7), Atractylodes (2.7), Citrus (1.3), Ganoderma (12.0), Salvia
(3.5), Peony, Isatis (7.7), and Hu-Chang (Polygonum cuspidatum)
(4.5).

Dharmanada reports on the efficacy of this approach in the
following summary.8

Number % resolved %improved

Diarrhoea 56 62% 12%
Sinus infection 66 41% 29%
Skin rashes 36 42% 14%
Herps 19 68% 26%
Night sweats 25 68% 16%
Pharyngitis 26 62% 15%
Cough 21 81% –

ASTRA 10 
The Bastyr University’s one year HARP study on the effective-
ness of a naturopathic approach to immune suppression,
employed as part of its protocol a combination product which
contained four of the original Dharmananda formulation herbs,
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Antibiotics can and do save lives daily. They also, when
overused or used inappropriately, cause problems which
include the promotion of resistant strains of major disease-

causing organisms along with damage to the natural bowel flora
which act to detoxify and protect against yeast and bacterial
overgrowth in the gut. Alternative medicine takes the position that
a purely ‘antibiotic’ approach to infection is of limited value in
most instances. 

Lifestyle
How well microorganisms flourish in the body, and how sick they
may make us, depends largely on the environment in which they
find themselves1. This can be influenced not only by how toxic
we may be but also by whether or not we are nutritionally
deficient, and by the influence of a host of mento-emotional
stress factors on the immune system, something now well
studied under the title psychoneuroimmunology.2

This ‘soil’ in which any infection is acting will also be influ-
enced by the way previous illnesses have been treated, the drugs
and surgical procedures used, and the residues of unresolved
health problems which we may carry.3

Cumulative effects of stressors 
If a person has multiple serious infections and illnesses, and
these are all taking place in a body which has been compromised
by previous and current illness, drug use, poor diet, exposure to
environmental toxins, emotional stress and spiritual emptiness,
lack of exercise or adequate rest – the chances of any treatment
succeeding may be limited.4

These stress factors and infections need to be addressed and
if at least some can be relatively easily modified for the better –
by getting enough sleep and rest, by learning relaxation methods
and stress-coping strategies, by improving the diet and encour-
aging detoxification and by doing whatever can be done – using
the best of orthodox and/or alternative methods – to deal with
infections and other health problems – the chances of relative or
complete success are made greater. 5

First steps 
The best starting point might well involve an inner resolution to
provide adequate nourishment, to avoid environmental toxicity, to
do whatever can be done to improve emotional and spiritual well-
being and to undertake physical exercise as appropriate
(breathing, stretching, gentle aerobic exercise) as well as
ensuring that enough rest and fresh air as is available. 

Antibiotics
There are times when antibiotics may be lifesaving – keep this in
mind as we consider some of their negative effects. 

Without exception antibiotics damage internal eco-systems,
most notably the intestinal flora which are a major protector
against pathogenic bacteria and yeasts, as well as having many
other beneficial influences on the body in terms of detoxification
and nutrient supply. 

If antibiotics are being used supplementation with high
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along with six others. They used a product called ‘Astra 10’ (a
patent Chinese medicine) which contains: Astragalus,
Conodopsis, Glycyrrhiza, Atractylodes, Dioscorea, Broussonetia,
Isatis, Laminaria, Bupleurum, Lycium and Cynamorium.

Of these the researchers believe that Astragalus and Isatis are
the most important (see below for individual characteristics of
some of these)9.

Astragalus membranaceus 
Immune system enhancer (increased phagocytosis, enhanced T-
cell transformation, increased numbers of macrophages,
increased IgA and IgG levels, induced formation of interferon,
enhanced blastogenesis in white blood cells of normal and
cancer patients)10

Indications: swellings, night sweats, skin ulcers, detoxification,
cancer, need for immune enhancement.11

Dionaea muscipula – Venus fly trap plant (carnivora) 
Immune stimulator and modulator (increases number and activity
of T-cells, increases phagocytosis of macrophages); improves
clinical response in patients at all
stages. Used intravenously, intra-
muscularly by inhalation and orally 12,

13, 14

Indications: need to enhance immune
function; treatment of infections. 

Echinacea 
Immune enhancement (macrophage
activation, antifungal, inhibition of
viral infection)15, 16

Indications: Viral infection; need for
immune enhancement. 

Garlic 
Antibacterial, antifungal and antiviral
as well as effective against worms
and protozoa including organisms
resistant to standard antibiotics17, 18, 19

Indications: infection of any of the
above

Ginseng (or Eleutherococcus –
‘Siberian Ginseng’)
This is an adaptogen which
enhances resistance to all forms of
stress with tonic effects on the
thymus gland20, 21

Indications: illness and stress 

Glycyrrhiza glabra (licorice) 
Immune system enhancer22

( improved macrophage activity,
improved production of interferon),
inhibitor of viruses23. This remarkable
herb has a broad spectrum antimi-
crobial action against numerous
pathogenic bacteria etc. (for example
Staph.aureus and Candida
albicans)24, 25, 26

Licorice extract protects 
l tissues from free radical damage, especially the liver.27

l against allergy and its effects, most notably related to skin
conditions.28, 29

l the thymus gland from shrinking when steroids such as corti-
sone are used and enhances the anti-inflammatory effects of
cortisone30

Indications: Need for immune enhancement, inflammation,
allergy, cortisone medication, liver dysfunction. 

Hydrastis canadensis (Golden seal) 
Immune enhancer (macrophage activation, Natural Killer Cells
more active); enhances gastro-intestinal function (n.b. diarrhoea);
antibacterial, antifungal, antiprotozoal including Giardia lamblia,

and Candida albicans 31, 32, 33

Indications: Need for immune enhancement; intestinal infection.
Minor Bupleurum Composition: 
This combination is used to treat hepatitis and other conditions
associated with immune depression. It contains Bupleurum,
Scutellaria (anti-inflammatory and containing anti-oxidant
flavonoids), Ginseng (adaptogen), jujube, glycyrrhiza (multi-
purpose), Pinellia (anti-inflammatory and mucolytic), Citrus and
ginger (for their essential oils which promote digestion and
reduce nausea). Overall the combination improves digestion –
whatever the causes. 

Isatis 
Broad spectrum antibacterial, antiviral agent which calms inflam-
mation and lowers temperature. 
Indications: Inflammation, fever, detoxification, need for immune
enhancement.34

NOTE: All herbal compounds and many individual herbs are toxic
if used in excessive amounts. Many produce mild digestive side

effects.35

Advice from an expert is always
prudent if consideration is being given
to embarking on use of herbal products. 

Nutritional ‘antibiotics’ 
Vitamin C to bowel tolerance: The
heroic use of vitamin C has been shown
to act against viruses in general; to
protect tissues against inflammatory
damage resulting from bacteria and
virus activity; to have specific antiviral
activity and to boost immune function,
specifically of macrophages and
neutrophils.36, 37, 38, 39 Dosage is stepped
up by a gram per day, starting at one or
two grams/day. When diarrhoea/loose
bowel motion is noted the dosage taken
the previous day is reverted to and
maintained.40 Some people find they
reach bowel tolerance when taking as
little as 5 to 10 grams daily, whereas
others seem able to exceed 50 grams
without such symptoms. Biochemical
individuality plays part in this difference. 

Beta carotene 300,000 units per day will
have antiviral effects, protect against
tissue damage, and raise levels of CD4
Iymphocytes.41

Probiotics – ‘friendly bacteria’
Almost every person with immune
system problems has a compromised
internal ecology affecting their bowel
flora. When the flora are healthy they
help detoxify the bowel, manufacture B
vitamins and keep yeasts and undesir-
able bacteria in check. The flora is
easily damaged by antibiotics, steroid

drugs, unbalanced diet and stress. Repopulation (‘reflorastation’)
of the intestines requires two organisms in particular to be
regularly supplemented – L.acidophilus (for the small intestine)
and Bifidobacteria (for the colon). This is especially urgent if
yeasts (such as candida albicans) are present and active. 

Dosage depends on the strain taken and expert advice is
urged.42

An approach which enhances internal ecology, modulates and
enhances appropriate immune response and which deactivates
invading pathogens is more likely to be helpful than methods
which while deactivating pathogens also kill ‘friendly’ bacteria
and encourages resistant strains to appear. 

References available on request.
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When did you start doubting the official handling of AIDS?

Around 1986 I witnessed acquaintances of mine, practising
homosexual men, committing suicide after a positive “HIV
antibody test”. This was new in medical history – healthy individ-
uals taking their lives after a medical test.

It is quite common today due to “HIV/AIDS”. Even the contro-
versy on euthanasia has been fuelled again because of AIDS.

It is the duty of every medical doctor to preserve life at any cost –
the Hippocratic Oath – and not death-curse people based on any
test so they are so frightened they kill themselves. I am sad to say
that these voodoo methods were practised despite there never
being any proof that the detected antibodies – suggested as
specific to a retrovirus – are an indication of mortality in all
diagnosed people. Every medical practitioner and scientist should
know that the majority of antibody-positive individuals don’t come
down with disease. There has never in medical history been a
disease fatal in 100% of cases. 

Have you been a medical practitioner yourself?

I was for a time a clinician at the local hospital in Lachen,
Switzerland. Later I was a deputy in some practices in
Switzerland. Also, my wife died in 1980 of cancer. It was then I
encountered the importance of encouraging somebody rather
than just giving up. I was with her to the end empowering her.
These days it’s becoming more accepted to integrate death into 
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our sense of life, learning to talk about death and dying.

Even though I think that is important, I do not think it is the
primary obligation of a medical doctor.

What is?

To motivate people to be or become healthy and to use medical
knowledge for that.

And if that fails?

Even then I consider it medical malpractice to push patients into
dying by prophesying an early death. We are medical scientists
not prophets!

When did you first realise the bad quality of the basic scien-
tific research on which the “HIV/AIDS” hypothesis is based?

I have to confess I thought at first the basic scientific material
was provided and explanatory. Since I am not a virologist or a
molecular biologist I thought my colleagues had stated their case
beyond reasonable doubt. As an immunologist – and much of
what’s called AIDS is dependent on immune disorder – I have
pointed out other disease mechanisms that threaten the human
immune system, complementary to the “HIV/AIDS” hypothesis.
Together with two colleagues Professors Sorkin and Besedovsky
from the Research Institute in Davos, Switzerland I wrote a letter
to the editor of the Lancet. We pointed out the neuro-endocrine
mechanisms which cause immune suppression. The letter did not
get published. Even though they responded that the content was
considered important, there was no space allowed for the letter,
though it was quite short.

So the Acquired Immune Deficiency Syndrome was consid-
ered solely a problem of virology despite it being labelled an
immune dysfunction?

Very much so, without rational scientific reasons. The human
immune system was conceived of only in its function against
foreign (non-self) structures. The Nobel laureates Burnet,
Medawar and Jerne have completely neglected the main function
of the human immune system. The human organism dismantles
about 1 billion body cells every day. One part of our immune
system – the T-cells from the Thymus gland – is in charge of
cleaning up this altered-self material. In a healthy organism the
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The stress hormones adrenalin and cortisol are produced exten-
sively. This hypercortisolism causes the Thymus gland to shrink
and fewer T-cells are produced while T-cells in circulation
migrate to the bone marrow where they activate B-cells. In the
short term these mechanisms are life-saving; when persistent
they damage the immune system and create illness. We know all
so-called risk groups are exposed to a multiplicity of stresses,
including death-sentencing because of an “HIV”-diagnosis, and

toxic treatments with so-called antivi-
rals. Treatment with blood products is
also hard on our immune system.

Were blood products demonstrably
infected with HIV?

Not with the so far unproven HIV, but
with hepatitis viruses. This is the
reason I came up with the principle of

only treating the recipients with blood products from a small
number of donors. This led to the introduction of small-pool
products and rejecting large-pool products in the treatment of
haemophiliacs.

In your opinion where were the gravest mistakes made in the
handling of AIDS?

Dr Gallo himself described his mistakes best in great detail in his
book The Virus Hunters. He falsely interpreted the cell envelope
structure actin, containing glycoproteins like p40, gp120 and
gp160, as exclusively foreign to the body, or exogenous, and
thus due to retroviral infection. Even though it is, as had been
demonstrated earlier, endogenous and existent in all of us to a
certain extent. This false assessment led to the deadly treatment
with virucides like AZT. That AZT actually was an already failed
cancer drug highlights the helplessness and lack of overview with
which this virological cancer researcher approached AIDS from
the start. 

You deliberately distance yourself from the debate, published
so far primarily in Continuum, about the existence of ‘HIV’?

I am not a molecular biologist but an immunologist and as such I
had to realise that the clinical picture associated as AIDS exists
as a chronic immune deficit. I centred my arguments around
immunological rather than virological models.

How do you summarise your insights?

Because the falsely interpreted “anti-HIV-antibodies” are not a
defence mechanism against an infectious agent, a virus, but are
autoimmune antibodies, all AIDS research at present and the
resulting treatments are totally wrong. In earlier work I have
described why a new retrovirus is not needed to explain the
clinical picture called AIDS.

What are your recommendations for labelled “HIV+” individ-
uals and those with AIDS diagnoses?

We all should learn again to live with our microbes in symbiosis
instead of trying to kill them off – in short, to shift from antibiosis
to symbiosis. In treating immune dysfunction I recommend
natural anti-oxidants like Padma 28, green tea and spices like
curry. To inhibit the inflammatory proteases I recommend natural
substances like agar agar from algae. They are effective and of
no danger, unlike the insufficiently tested chemical monoprotease
inhibitors. However all this is useless if the stress factors like
drugs, psychological hopelessness and helplessness etc. persist.
We cannot energise destruction yet expect health.

If the cause of the illness is cytotoxic damage by so-called
antiviral treatments, I consider this a legal matter for litigation,
which should be discussed with a lawyer.

Thankyou for your insights.
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immune functions of antibodies produced by B-cells, and of the
cytotoxic or cell-clearing T-cells, remain in balance.

When did you first seriously question the “HIV/AIDS” dogma?

I was invited as an expert by the Supreme Court in Melbourne,
Australia, to comment on whether the blood product Factor VIII
used by people with haemophilia, could possibly transmit HIV, in
1990. I had to consult the scientific
literature on AIDS. I found inaccuracies
in the ‘HIV/AIDS’ statistics compared
with the reality in different countries. I
was especially attentive to the fact that
AIDS diagnoses in Africa seemed
common; in Asia however – despite
the high incidence of so-called HIV-
positivity – there were relatively very
few AIDS diagnoses. One particular
study caught my attention. It was carried out in Trinidad. From
the almost equal numbers of positive Afro-Trinidadians and Indo-
Trinidadians – each about 40%, with both about the same
percentage of homosexual activity – only the Africans died with
AIDS diagnoses. Why? As an immunologist focusing on nutrition I
soon realised the specific nutritional components. Asians have a
highly antioxidative diet, for example with curry. These findings
caused serious doubts whether the perceived AID Syndrome was
being sufficiently explained by “HIV”.

Which fields of interest was the Study Group concerned with
before AIDS?

I was mainly occupied looking into the treatment possibilities of
aging illnesses such as arthritis and arteriosclerosis using polyan-
ions/heparinoids and polyphenols. These illnesses are caused by
a preponderance of oxidants and proteases.

How do you explain the antibody production interpreted as
an infection with HIV?

We have to ask ourselves first what the commonalities are in
those labelled risk groups – a certain section of sexually promis-
cuous homosexual men/recreational drug users, IV-drug addicts
and haemophiliacs. They all share an excessive amount of
psychological and toxic stress. Furthermore these groups are
widely affected by hepatitis B and C. Once those viruses are in
the body they cannot be eliminated. When they leave cells they
cover themselves with cell proteins – actin. Antibodies formed
against those cover-proteins are called autoantibodies because
they are formed against human endogenetic material, not against
foreign proteins. It is important to understand that in the course
of a lifetime we all build these kinds of autoantibodies – but only
in small amounts. If the organism is put under stress more
autoantibodies are produced.

This would mean that if tested at the “wrong” time e.g. under
an acute stress, we could all test ‘HIV+”?

Theoretically yes, however only temporarily. If the stress is
chronic, lasts over a long period, then it leads to hypercorti-
solism. These people stay “HIV+”.

How do you explain illness causing stress and what are its
consequences on our body?

There are five identified categories of stress: infectious, toxic,
traumatic, nutritional and psychological stress. If there is a
chronic accumulation of several of these stress factors it causes
a whole body inflammation. That means antibody production
increases in order to keep pathogens under control or eliminate
them while production of T-cells is suppressed. This leads to an
over-demand on the organism – fight or flight – without the
necessary restoration time – anabolism. Body reserves are used
up in an extensive way, more than they are built up – catabolism.
This achievement-oriented switch in the vegetative nervous
system is called stress by the Hungarian scientist Hans Seyle.
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T
he immune system’s main function is to maintain the
genetically determined individuality of the human body.
The body consists of about 10l4 cells. Daily turnover of
cells through mitosis and apoptosis is around 1012

cells1. The immune system has, first to eliminate
endogenously arising cell debris, and secondly to eliminate
exogenous, foreign matter. According to the current paradigm,
the role of the immune system is restricted to eliminating foreign
‘’non-self” structures, and it does not concern itself with the
body’s own “self-structures”. In our opinion, we must enlarge the
immune system’s role to include the disposal of a constant
stream of “altered self-structures.” The disposal of exogenous
“non-self” structures is to be regarded as a secondary function,
called upon only when the need arises. The elimination of exoge-
nous “non-self” structures is in the main the function of B-cells,
derived from bone marrow and mucosa-associated Iymph tissue
(MALT), which produce humoral antibodies2. 

Cannon and Selye’s concept of stress, which goes back to
the 1930s, includes a variety of external assaults, all of which
result in displacing cell metabolism towards catabolism. Several
causes of stress must be distinguished: they can be psychic,
toxic, infectious, traumatic or nutritional in origin, and the extent
of metabolic displacement is determined by the sum of the
contributing factors. Stress responses of limited duration are
necessary, even vital, in special situations such as “fight or
flight”. Enduring stress responses, however, are destructive2. 

A stress-induced catabolic displacement in metabolism
depends on the activation of the neuroendocrine hypothalamus-
pituitary-adrenal axis. The endocrine-induced metabolic
displacement is linked to the sympathicotonic displacement of
the vegetative nervous system. The heightened production of
adrenaline by the adrenal gland, and noradrenaline by sympa-
thicotonic nerve endings, has the effect of concentrating cell
metabolism to provide quickly available energy supplies, ie.
glucose, to ready muscles to fight or take flight. The function of
glucocorticoids produced in the adrenal cortex is to limit the
effect of life-threatening overactivation of the neuroendocrine
stress axis. The increase in cortisol together with the corre-
sponding decline in dihydroepiandrosterone (DHEA) has the
ongoing effect of suppressing T-cell dependent cellular immune
responses. This is due to the counteracting activation of B-cell
dependent humoral immune responses2. 

Accounts by Mosmann and Coffman of the counteracting
cytokine profiles of CD4 helper Iymphocytes provide strong
support for the described counteracting behaviour of the cellular
and humoral immune responses3. They showed that CD4 helper
cells could be differentiated into two groups, which they called
Th1 and Th2. Th1 cells secrete mainly IL-2, IL-12 and IFN which
stimulate cellular responses; Th-2 cells however, produce mainly
IL-4, IL-6 and IL-10 which stimulate humoral immune responses.
Research into the numerous functions of CD4 helper cells has
expanded considerably in recent years; although their actual
functions in anabolic and catabolic metabolic mechanisms
remain poorly understood4,5. Surgery is an ideal means of

studying short-term stress responses regarding the relative
immune performance of T and B-cells. In 1953 in his classical
work on the course of surgical stress reactions Moore described
four phases following major surgery.6 

Phase I adrenergic corticoid phase
Phase ll corticoid withdrawal phase
Phase lll spontaneous anabolic phase
Phase IV fat gain phase

The adrenergic-corticoid response
This corresponds to the acute phase response involving a
neuroendocrine displacement towards sympathicotony, with
production of adrenaline and noradrenaline, followed by hypercor-
tisolism. The catabolic displacement of the metabolism is linked to
the activation of proteases of the humoral system: clotting, fibri-
nolysis, complement and kallikrein/kinin; these in turn are powerful
stimulators of the primary inflammatory cells, granulocytes and
monocytes/macrophages, which in their turn produce proteases,
inflammatory cytokines, O and NO radicals7. Lymphocytes, as
secondary inflammatory cells migrate in large numbers into non-
vascular space, ie. the Iymph nodes, as a result of which, turnover
due to mitosis and apoptosis increases greatly. Intra-cellular
nucleases and proteases are activated by apoptosis, which
decompose the cell contents into fragments of DNA, RNA and
proteins, which are expelled from the cell. The activated
Iymphocytes secrete increased amounts of Iymphokines,
especially IFN. This activates macrophages to produce increased
amounts of O and NO radicals, as well as inflammatory mediators,
IL-1 and TNFa. The level of cortisol which increases in this phase,
linked with the decrease in DHEA limits the extent of inflammation
during this oxidative stress condition. Cortisol has an ongoing
inhibitory effect on the inflammatory Iymphokines, IL-2 and IFN8. 

The corticoid withdrawal phase
is the transition from the catabolic metabolism to catabolic-
anabolic equilibrium. While the level of cortisol is declining it is
essential for inflammatory inhibition caused by cortisone to be
taken over by the inflammatory inhibitor cytokines. This occurs
through the temporary switch of the cytokine profile of CD4
Iymphocytes from Thl to Th2 by means of the activation of IL-4
and IL-10. This sets in train a generalised B-cell activation linked
to hypergammaglobulinaemia. Cortisol is also responsible for
stopping the anabolic formation of extra-cellular matrix compo-
nents, such as collagen and glycosamineglycanes (GAGs) by
fibroblasts. Due to the change in the cytokine profile from Thl to
Th2, production of matrix is increased. The increase in production
of GAGs is especially significant, because they play an important
role as endogenous calcium antagonists, and, as cortisone
inhibitors, in maintaining the anabolic-catabolic equilibrium. 

The sequence of events in the metabolism during the recovery
phase after surgery has recently been confirmed by Decker et al.
on the basis of a temporary displacement of the cytokine profile
from Thl to Th2 during cholecystectomies9. 
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The effect of persistant displacement of Thl to Th2 of the
cytokine profile of the CD4 helper cells 
The above describes events during persistent catabolic displace-
ment in metabolism due to hypercortisolism: persistent B-cell
activation and hypergammaglobulinaemia, which is characteristic
of latent and active autoimmune disease10. As already mentioned,
the main physiological function of cytotoxic T-cells is to dispose
of “altered-self” structures, ie. cell debris left over after apoptosis.
This is accompanied by constant scavenging by T-lymphocytes
throughout the body. The total number of specificities of T-cells
defined by their surface proteins is of the order of 1O9. This poly-
specificity of the Iymphocytes prevents a general, inflammatory
activation of the immune system when apoptotic cell debris is
being removed11. 

As we have shown in our paper on parenterally transmitted
hepatitis viruses, those that have an envelope prevent being
eliminated by the host’s immune system, because they incorpo-
rate some of the body’s own structures into their envelopes12. As
a result the host’s immune system becomes unable to eliminate
them. Its only response is an autoimmune one. The oligo-speci-
ficity of these immune responses to the body’s own structures
having uniform “altered-self” specificity triggers systemic inflam-
matory responses. 

From the foregoing, we must distinguish between physiolog-
ical, poly-specific and pathological oligo-specific autoimmune
reactions. Prevention and treatment of the latter is limited to
disposal of “altered-self” structures, by removing hypercorti-
solism and by strengthening anabolic metabolism. Using virucidal
chemotherapy to treat virus-induced autoimmune diseases is
quite inappropriate, because it is not possible to eliminate the
pathogen completely from the body. The best that can be
achieved is a return to a symptomless carrier state. 

Enduring hypercortisolism due to a persistent displacement in
the cytokine profile towards Th2 is also associated with a selec-
tive decline in CD4 cells, with CD8 cells remaining constant. As
Fauci originally showed, if there is a raised cortisol level in the
bloodstream, part of the CD4 cells migrate into the bone marrow,
where they activate B-cells. Once cortisol levels return to normal,
the CD4 cells reappear in the circulation. The later idea that the
selective decline in CD4 cells was due to their destruction by HIV
proved the be untenable.14 Another important indication of persis-
tent hypercortisolism is the loss of delayed cutaneous skin
reactions, while the Th2 profile is maintained. These reactions
correlate closely with the Th1 profile and its inflammatory
cytokines. 

Hypercatabolic diseases under severe stress due to the
failure of cortisol to inhibit inflammation 
The Thl/Th2 displacement in cytokine profile of CD4 cells is,
according to present understanding, meant to help stress-
induced hypercortisolism return to normal. In cases of severe
stress the function of cortisol to inhibit inflammation fails, which
leads to a state of systemic hypercatabolic stress, because of
overactivation of proteases and inflammatory cytokines, as well
as to overproduction of O and NO radicals from granulocytes,
macrophages and Iymphocytes. The increased production of IFN
from activated Iymphocytes is primarily responsible15,16. The most
important examples of hypercatabolic diseases are AIDS, septi-
caemia, as well as protein calorie malnutrition (NAIDS =
Nutritional AIDS, kwashiorkor). The increased production of IFN
by activated Iymphocytes causes macrophages to produce
corresponding amounts of neopterin and ferritinl7,l8. The selective
reduction of CD4 Iymphocytes, and the increase in neopterin and
ferritin levels in the blood are all signs of Iymphocyte and
macrophage activity. Susceptibility to saprophytes is character-
istic of hypercatabolic disease, as is the activation of latent
pathogens and opportunists. Pneumocystis carinii pneumonia
(PCP) is important in AIDS and protein calorie malnutrition.
Contrary to earlier belief, it has now been classified as a ubiqui-
tous fungus and not an opportunistic protozoon19. 

AIDS and protein calorie malnutrition are diseases in which the
sum total of all causes of stress have brought the body to an
irreversible hypercatabolic state. In AIDS, a major stress factor is
the psychological effect of the medical death sentence
pronounced after a diagnosis of “HIV positive”; in addition, there

adrenal – gland secreting the
hormone adrenaline and three
classes of steroid hormones
including the glucocorticoids.

adrenaline – also called epinephrine;
hormone secreted by the adrenal
glands and having the effect of
increasing blood pressure and level
of blood glucose. Its release is
triggered by stress and it prepares
the body for ‘fight or flight’
response.

anergic miliary tuberculosis –
disseminated tuberculosis accompa-
nied by diminished response of the
immune system to antigen.

autoimmune – against the body’s
own tissue.

adrenergic – activated by, secreting
or characteristic of adrenaline.

anabolism – the construction of
body tissues from simpler molecules
–- opposite to catabolism.

antagonist – a substance that blocks
the action of another substance by
binding to the same receptor site.

antithrombin III – a blood protein
that inactivates the blood clotting
agent, thrombin.

antibody – also known as
immunoglobulin – a protein
produced in the blood by B lympho-
cytes in response to and then
counteracting antigen.

antigen – any exogenous substance
capable of provoking a specific
immune response.

apoptosis – programmed cell death.

ATP – adenosine triphosphate, a
nucleotide and principal carrier of
chemical energy in cells.

catabolism – the chemical reactions
within cells by which complex
molecules break down to simpler
molecules and energy is released.

catecholamines – a group of adren-
ergic amines that mimic the actions
of the sympathetic nervous system.

cholecystectomy – removal of the
gallbladder.

collagens – a family of fibrous
proteins secreted by connective
tissue cells (fibroblasts) that consti-
tute the major proteins of extracel-
lular matrix particularly in skin and
bone.

corticoid – corticosteroid; steroid
hormones secreted by the adrenal
glands.

cortisol – the most important gluco-
corticoid hormone secreted by the
adrenal gland ; its primary effect is
on metabolism. 

complement – a system of blood
proteins which can be activated by
the immune system; involved in
control of inflammation and activa-
tion of phagocytes.

cytokine – proteins released by cells
when in contact with antigen, acting
as intercellular mediators/messen-

gers in the generation of an immune
response. 

cutaneous – of the skin.

DHEA – dihydroepiandosterone. 

endogenous – originating from
within the body.

envelope – the lipid or glycoprotein
membrane that forms the outer shell
of some viruses.

exogenous – originating externally
to the body.

exocytosis – the process of discharge
from a cell of particles too large to
be secreted via cell-wall diffusion.

ferritin – molecular complex which is
the main form of storage of iron in
the body.

fibroblast – connective tissue cell
which secretes collagen and other
substances.

folic acid – a vitamin of the B6
group concerned with the formation
of blood cells and protein synthesis.

fibrinolysis – the action of the
enzyme fibrinolysin in the dissolu-
tion of blood clots (thrombi).

gammaglobulin – a class of blood
proteins of which most are immun-
globulins.

granulocyte – category of white
blood cell containing granules,
including neutrophils, basophils and
eosinophils.

glucocorticoid – category of steroid
hormone secreted by the adrenal
glands affecting carbohydrate
metabolism and including cortisone,
prednisolone and dexamethasone.

glucosamineglycanes (GAGs) –
group of polysaccharides including
heparin.

glycocalyx – cell coat.

Gram negative – result of a test in
which organisms are stained; those
remaining unstained are termed
negative and this includes a major
category of bacteria with complex
cell walls.

Gram positive – the other possible
result of the Gram test indicates a
class of bacteria that have simple
cell-walls.

heparin – a potent anticoagulant
secreted by many tissues.

heparinoid – resembling or similar
inaction to heparin.

humoral – pertaining to the extracel-
lular fluids, including the blood
serum and lymph.

hypercatabolic – a high level of
catabolism.

hypothalamus – part of the brain
coordinating functions of the
autonomic nervous system and
regulating body temperature.
Releases neurohormones affecting,
in particular, the pituitary gland.

hypergammaglobulinaemia –
increased level of gammaglobulins
in the blood.
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is the stress of chronic hepatitis B and C infection. On top of this
comes the toxic stress of drugs (opiates, poppers etc). Central to
the deadly endgame is long-term treatment with nucleoside
analogues and folic acid inhibitors, which drastically reduce the
ability of mitchondria to produce ATP, the primary energy source
for all metabolic processes20. With children suffering from kwash-
iorkor, stress is due mainly to malnutrition, and most of them die
from PCP and anergic miliary tuberculosis21. 

Septicaemia and toxic shock syndrome following trauma,
burns and major surgery manifest themselves only a few days
after the event. Lipopolysaccharide intoxication from gram-
negative bacteria is the main problem. In one-quarter of cases
intoxication is due to toxins from gram-positive germs, ie. staphy-
lococci. The disease process is dominated by activation of
proteases from the humoral system, which in turn produce other
proteases, inflammatory cytokines, O and NO radicals from
granulocytes and macrophages7. Lymphocytes, too, are
activated and their mitotic and apoptotic turnover is increased
massively. They reinforce the exocytotic activity of macrophages
by increasing the output of IFN. It is easy to pass a point of no
return in this group of hypercatabolic conditions, beyond which
the outcome is always fatal. Treatment up till now has been
aimed at dealing with immunological neutralisation of bacterial
toxins and neutralising inflammatory cytokines by monoclonal
antibodies and receptor antagonists22,23. 

Despite intensive efforts along these lines, there has been no
breakthrough. The most promising treatment currently is to
suppress the generalised protease activation. Early administra-
tion of high doses of antithrombin lll has produced some initial
successes7. In our opinion, speedy prophylaxis with high doses
of intravenous gammaglobulins is most likely to be suitable in
decisively reducing mortality24. The use of gammaglobulins in
emergency medicine is compelling, which is independent of
antibodies, to stop the activation of serine proteases and the
production of proteases by phagocytes in cases of septicaemia
and toxic shock syndrome. 

Prophylaxis and treatment of hypercatabolic disease
Successful prophylaxis of AIDS is indicated in those who
manifest a persistent displacement in their CD4 cytokines profile
from Th1 to Th2. 

It is essential to counteract catabolic activation of the immune
system with anabolic treatment. This can be done directly and
successfully by increased production of extra-cellular matrix by
fibroblasts. It is most important to activate the synthesis of
glycosamineglycanes (heparin, heparinoids) by augmenting avail-
able GAG precursors. It has been shown that extra-cellular
sulphated hetero-polysaccharides greatly enhance the synthesis
of GAGs25. GAGs are incorporated into the glycocalyx of the cell
surfaces and reduce the flow of calcium into the cell, and inhibit
binding of cortisone to its intra-cellular receptors26,27. In practice,
this means taking cartilage extracts such as chondroitin sulphate
and/or agar from algae as food supplements. 

It is also essential to counteract the raised exocytosis of O
and NO radicals and inflammatory mediators from activated
macrophages, for which plant antioxidants ie. flavonoids and
tannins, are appropriate. These polyphenols bind to excess
radicals, sequester excess iron and reduce the increased activa-
tion of proteases in catabolic conditions28. It is most important
to note that the numerous plant antioxidants contained in, for
example, the Tibetan herbal product PADMA 28, far exceeds that
in vitamins C and E and in beta-carotene28. 

In preventing AIDS it is highly desirable to remove the causes
of stress as far as possible, and it should be noted that in those
at risk who are frequently infected with hepatitis, treatment with
antioxidants such as PADMA 28 is so effective as to make the
patients survive as symptomless carriers28. 

In cases of septicaemia and toxic shock syndrome following
trauma, burns and major surgery emphasis must be laid on
prevention rather than treatment. It is our considered opinion that
rapid administration of high doses of intravenous gammaglobulin
is essential. 
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IFNs – Interferons – a group of
mediators which increase the resis-
tance of cells to viral infections and
act as cytokines. the three different
IFNs are labelled alpha, beta and
gamma, depending on from which
cell type they originate. All cells
produce one form of IFN.

immunoglobulin – an antibody
molecule.

interleukin (IL) – secreted peptide or
protein that mediates interactions
between white blood cells; a type of
cytokine.

inflammatory – response of a tissue
to injury or infection.

intercellular – between cells.

intracellular – within the cell or cells. 

lipopolysaccharides – a type of
molecule which is a major compo-
nent of the cell wall of Gram
negative bacteria; an important
antigen.

MALT (mucosa-associated lymphoid
tissue) – lymphoid tissue associated
with the GI tract, bronchial tree and
other mucosa.

macrophages – large cells that ingest
(engulf) microorganisms, foreign
particles and other cells. Occur in the
walls of blood vessels and in other
connective tissue and are immobile,
becoming actively mobile when
stimulated by inflammation.

matrix – the intercellular substance
of a tissue.

mesenchymal – pertaining to embry-
onic connective tissue.

metabolism – the chemical processes
that maintain living organisms. Sub-
categorised as anabolism and catab-
olism.

mitosis – cellular division/prolifera-
tion.

mitochondrion (pl. mitochondria) – a
specialised membrane-bounded
structure within each cell in which
ATP is synthesised. Mitochondria
contain their own nucleic acids and
replicate independently. 

monoclonal antibodies – antibodies
produced by a single clone and
which are homogeneous (identical in
form).

mucosa – mucous membranes.

neopterin – a substance excreted in
increased levels in certain types of
disease including viral infection and
graft tissue rejection. 

neuroendocrine – pertaining particu-
larly to interaction between neural
(nerve) and endocrine (hormone)
systems.

NO – Nitric Oxide

non-vascular – not in vascular space;
not carried in a (blood or lymph)
vessel.

noradrenaline – (also called norepi-
nephrine) a catecholamine hormone
with a strongly vasopressive action
(constrictive of blood vessels). 

nuclease – enzymes that split nucleic
acids into nucleotides and other
substances.

nucleotide – a molecular compound
forming nucleic acid; the basic
building blocks of RNA and DNA.

nucleoside analogues –
molecules/drugs which in certain key
ways mimic a nucleoside, a
compound into which a nucleotide
can be subdivided

O – oxygen radical.

oligo-specificity – specificity for few
antigens.

parenterally – not through the
alimentary canal (through some
other route – intravenous injection
etc.).

pathogen – an agent causing
disease.

pathogenesis – the development of
disease.

pituitary – gland at the base of the
brain that regulates the level of
neurohormones produced in the
hypothalamus

poly-specificity – specificity for many
antigens.

proteases – enzymes capable of
splitting proteins into smaller
molecules (polypeptides).

protozoa – a subkingdom
comprising the simplest of animal
life.

radical – any group of atoms that
goes in and out of chemical combi-
nation together without change.

saprophyte – any organism living on
dead or decaying organic matter.

septicaemia – the presence of
bacteria or bacterial toxins in the
blood (blood poisoning).

serine protease – a protease
involved in the degradation of extra-
cellular matrix macromolecules,
including collagens.

sympathicotony – a stimulated
condition of the sympathetic
nervous system marked by vascular
spasm and raised blood pressure.

systemic – pertaining to or affecting
the body as a whole.

TNF – Tumour Necrosis Factor 

vegetative – (of nervous system)
functioning involuntarily or uncon-
sciously.

virucidal – causing the inactivation
or destruction of a virus

glossary by Chris Baker
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MI hope you all are having a happy and
successful time. I had a bit of an experi-
ence as I went into to hospital in early
March. What’s a vitamin freak like me
doing in hospital? Well, my puppy had
some stomach bug, and through
picking up her mess or by letting Kissi
kiss me, the bug apparently passed to
me. I seem to catch things harder than

some people. But things seem to leave my system fast. At the
Royal Bournemouth I was treated almost like I was really a
person. I started drinking bottled water, and I still drink it, and
my system seems better for it.

One day I was running a temperature and this doctor said he
thought I needed a lumbar puncture to bring it down. I told
him the same effect would come from a couple of parac-
etamol and some cold water and would he open the window
so I could breathe. He thought I was crazy. I’ve still not had a
lumbar puncture and I’m better or I wouldn’t be writing this. I
was told how much better I would feel if I took the new drugs
on the market, and I promptly told the doctor I wasn’t a
guinea pig. There would be no drug testing on me as I wanted
to come out alive and well, not a vegetable. 

I’ve been positive for as long as it’s possible. I was given one
of the earliest HTLV antibody tests before HIV was even
announced. Because I haven’t taken any of the crap the
doctors have wanted to give me, and because I have a positive
outlook on life, I get by like everybody else. There were a lot
of people in the hospital with the same thing I had. My tests
for “HIV-related” stomach problems were negative.

I was going to give you the recipe for Rainbow Trout a la
Goldie, but the editor is being stingy with space. So you’ll just
have to imagine those gorgeous buttery mushroomy garlicy
trouty flavours or drop me a line. Have a fabulous summer. I’m
off to London for Pride – life is for living!

Love to you always,
Goldie Glitters
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Summary
The immune system’s main function is the constant elimination of
endogenous cell debris, and when necessary, the disposal of
foreign structures. It seems appropriate, therefore, to comple-
ment the existing paradigm of “self and non-self” with the
concept of “altered self”. The concept of stress comprises a
multitude of environmental assaults, all of which result in a
displacement towards catabolic metabolism. This is based on the
activation of the neuroendocrine stress axis hypothalamus-
pituitary-adrenal glands, which results in increased production of
catecholamines and glucocorticoids. The latter limit life-threat-
ening acute phase reactions by means of the body’s own inflam-
matory mediators. The purpose of displacing the cytokine profiles
of CD4 lymphocytes from Th1 to Th2 is to enable them to take
over temporarily the inflammation-inhibiting role of cortisol until
normality is re-established. In autoimmune disease a permanent
Th2 displacement is a sign of persistent hypercortisolism. Failure
by cortisone to arrest inflammation due to severe stress, results
in hypercatabolic diseases such as AIDS, septicaemia, toxic
shock syndrome and protein calorie malnutrition (NAIDS).
Preventing and treating AIDS and NAIDS entails, besides
removing the causes of stress, activating mesenchymal produc-
tion of anabolic matrix components, eg. glycosamineglycanes,
and the neutralisation of O and NO radicals, as well as inflamma-
tory mediators from overactivated macrophages, using polyan-
ions and polyphenols as food supplements. Septicaemia and
toxic shock syndrome are, in our opinion, best treated with
speedy administration of high doses of intravenous gammaglobu-
lins. 

Literature List
1. Lehner CF. Zellteilung in mehrzeiligen Organismen. Wie viele, wann und wo? NZZ
Nov. 1995; 266:65 
2. Hassig A, Liang WX, Stampfli K. Stress-induced suppression of the cellular
immune reactions: On the neuroendocrine control of the immune system. Med
Hypotheses 1996;46:55l-555 
3. Mosman TR, Coffman RL. Thl and Th2 cells: Different patterns of lymphokine
secretion lead to different functional properties. Ann Rev Immunol 1989;7:145-173. 
4. Mosmann TR, Sad S. The expanding universe of T-cell subsets: Thl, Th2 and
more. Immunol Today 1996;17:138-146. 
5. Abbas AK, Murphy KM, Sher A. Functional diversity of helper T-lymphocytes.
Nature 1996;383:787-793. 
6. Moore FD. Bodily changes in surgical convalescence. Ann Surg 1953;137:289-
315. 
7. Jochum M. Mediatoren der akuten Entzundung und Proteinaseinhibitortherapie
bei Polytrauma. In: Posttraumatisches Multiorganversagen. Hrsg: Nast Kol D,
Waydhas C, Schweiberer L. Hefte zu Der Unfallchirurg 1996;253:77-79. 
8. Munck AG, Guyre PM, Holbrook N. Physiological functions of glucocorticoids in
stress and their relation to pharmacological actions. Endocrinol Rev 1984;5:25-44. 
9. Decker D, Schondorf M, Bidlingmaier F, Hirner A, von Ruecker AA. Surgical stress
induces a shift in the type-1/type-2 T-helper cell balance, suggesting down-regula-
tion of cell-mediated and up-regulation of antibody-mediated immunity commensu-
rate to the trauma. Surgery 1996;119:316-325. 
10. Suzuki T, Suzuki N, Egleman EG, Mizushima Y, Sakane T. Low serum levels of
dehydroepiandrosterone may cause deficient IL-2 production by lymphocytes in
patients with systemic lupus erythematosus (SLE). Clin Exp Immunol 1995;99:251-
255. 
11. Abbas AK, Lichtman AH, Pober JS . Immunologie. Bern: Huber, 1996.
12. Hassig A, Kremer H, Liang WX, Stampfli K. The significance of infection with
parenterally transmitted hepatitis viruses in the pathogenesis of AIDS. Continuum
4;4:28-30. 
13. Petermann B, Ferrari C, Pasquinelli C, Clisari FV. The hepatitis B virus persists
for decades after patients’ recovery from acute viral hepatitis despite active mainte-
nance of cytotoxic T-lymphocyte response. Nature Med 1996;2:1104-1108. 
14. Hassig A, Liang WX, Stampfli K. Reappraisal of the depletion of circulating CD4+
lymphocytes in HIV-carriers in transition to AIDS. Continuum 1996;3:18-20. 
l5. Luedke ChE, Cerani A. Interferon-gamma overcomes glucocorticoid suppression
of cachectin/tumour necrosis factor biosynthesis by murine macrophages. J Clin
Invest 1990;86: 1234-1240. 
16. Silva AT, Cohen J. Role of Interferon-gamma in experimental gram-negative-
sepsis. J Inf Dis 1992;166:331-335. 
17. Fuchs D, Weiss G, Wachter H. Neopterin, Biochemistry and clinical use as a
Marker for Cellular Immune Reactions. Int Arch Allergy Immunol 1993;101:1-6. 
18. Gupta S, Imam A, Licorist K. Serum ferritin in acquired immune deficiency
syndrome. J Clin Lab Immunol 1986;20:11-13 .
l9. Miller R. HIV-associated respiratory diseases. Lancet 1996:348:307-312. 
20. Lewis W, Dalakas MC. Mitochondrial toxicity of antiviral drugs. Nature Medicine
1995;1:417-422. 
21.Beisel WR. Nutrition and immune function: Overview. J Nutr 1996;126:2611S-
2651S. 
22. Pollack M, Ohl CA. Endotoxin-based molecular strategies for the prevention and
treatment of gram-negative sepsis and septic shock. Pathology of septic shock.
Current Topics in Microbiol Immunol 1996;216:275-298. 
23. Heumann D, Glauser MP. Anticytokine strategies for the treatment of septic
shock. Relevance of animal model. Pathology of septic shock. Current Topics
Microbiol immunol 1996;216:299-312. 
24. Dominioni L, Donigi R, Zanello M et al. Effects of high-dose IgG on survival of
surgical patients with sepsis scores of 20 or greater. Arch Surg 1991;126:236-240. 
25. Nevo Z, Dorman A. Stimulation of chrondromucoprotein synthesis in chrondro-
cytes by extracellular chrondomucoprotein. Proc Natl Acad Sci 1972;69:2069-2072. 

c

CONTINUUM VOL 4, NO 6 19

S C I E N C E

Dr. med. H. Kremer
Metzendorferweg 36
D-212224 Rosengarten-
Totensen
Germany

Next Meeting
Questions, discussions, experiences

Wednesday 16th July, 6.30 – 8.00pm
at
Continuum, 172 Foundling Court,
Brunswick Centre (door 3), Marchmont St,
London WC1N 1QE (near Russell Square tube station)

Please call to indicate attendance on 0171-713 7071



“Non-Infectious
HIV is
Pathogenic”

CONTINUUM VOL 4, NO 620

C O N F E R E N C E R E P O R T

David Rasnick

I
just returned from my first AIDS conference, the Gordon
Conference on the Chemotherapy of AIDS, held March 9-14 in
Ventura, California. I went to present a poster of a paper that
refuted one of the fundamental concepts of the prevailing HIV-
AIDS model. The paper had just been published in a scientific

journal, and I was eager to defend it against the scrutiny of my
peers. 

Also I knew that David Ho and his co-workers would be
making presentations advancing the HIV model. I was deter-
mined to subject their ideas to scientific scrutiny face-to-face.

Gordon conferences are some of the world’s most prestigious
scientific gatherings. Unlike nearly all other conferences, which
seek to maximize the number of paying participants, Gordon
conferences are generally limited to 100 attendees, all of whom
must apply for acceptance. This makes them serious and
productive events. All participants get a chance to attend every
presentation, and to meet and question every presenter, either
during formal Q&A periods, or informally during the social breaks.

Over my 20-year career as a pharmaceutical drug designer,
I’ve attended about nine Gordon conferences, where I have
presented papers. Usually those conferences related to my
speciality: proteases and the drugs that inhibit them.

HO CHARMS CRITICS
Of the 100 attendees, 90% were American, and 43% were
pharmaceutical company employees. I noticed something new to
me at a Gordon conference: a non-scientist participant, specifi-
cally, a representative of Project Inform, a political group devoted
to promoting the HIV hypothesis. 

The six-day event began on a Sunday. The special opening
lecture was given by David Ho, director of NYU Medical School’s
Aaron-Diamond AIDS Center, and TIME’s 1996 Man of the Year.

His talk was titled, “Chemotherapy and Pathogenesis.”
Surprisingly, I was not the only critic in the audience. 

Somebody in the front row challenged Ho’s criteria for what
constitutes an assay of infectious virus, a challenge that has
profound implications for the basic tool of contemporary HIV
science: the viral load test. He also disputed the mathematical
basis of Ho’s “virological mayhem” model, the paradigm upon
which Ho wants to base “anti-HIV” therapy. 

The specifics of these objections were never made clear
because Ho sidestepped the questions with the skill of a
seasoned bureaucrat, and in doing so chewed up all the discus-
sion time.

Another surprise was an obvious lack of Ho supporters in the
audience. In subsequent breaks I found several others who
openly rejected the validity of the “viral load” test and Ho’s model
of HIV/T4-cell dynamics. 

Ho could easily become the next Anthony Fauci, who as
Director of the NIH’s Institute of Allergies and Infectious and
Diseases is the government’s reigning king of HIV science. Ho is
far more charming than Fauci and is coated with several layers of
Teflon. Regrettably, Ho left the conference early Tuesday
morning so I never got to talk with him. But I did get to take up
the validity of the viral load test with one of his collaborators.

COCKTAILS DON’T HELP PATIENTS
Martin Markowitz, co-author on some of Ho’s most famous
papers, including the 1995 Nature article that introduced the
virological mayhem model and popularized the viral load test,
stayed through the Wednesday presentations, and I was able to
question him several times. 

The first instance occurred during the question period of a
lecture he gave on treating early HIV infection. He and Ho have
been treating a cohort of 20 patients for close to a year with
protease inhibitor/AZT cocktails. The study is on-going and no
results have been published, so Markowitz was discussing
preliminary data. According to him, most of the subjects already
had AIDS symptoms at the start of the experimental therapy
including five who’d previously been hospitalized although a few
had no history of symptoms. 

Once the therapy began, HIV “viral load” for each patient
dropped below the level of detection and has stayed that way,
Markowitz said. He considered this an indication that the therapy
was a good one. 

But did eliminating viral load make the patients healthier?
Markowitz had nothing to say about this during his lecture. Surely
if the patients had gotten better when their HIV viral load went
down, Markowitz would have bragged about it. But the subject
didn’t come up until I raised it in the question period.

Dr David Ho et al
duck questions,

flee scrutiny, make
absurd statements
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How are the patients doing? I asked. “Some are healthy
enough to work,” he said happily. The implication was that were
it not for the cocktails, these patients would not be healthy
enough to work, but I suspected this was not the case.

Markowitz’s smile vanished when I asked, During the 11
months on therapy, when their viral loads were undetectable, did
your patients do better, stay the same, or do worse? He did not
answer. He didn’t say a word. It was an embarrassing moment
for the audience. 

I interrupted the uncomfortable silence by restating the
question. Your patients should be doing better, right? Again
Markowitz was speechless.

He either didn’t know how his patients had done over the
course of therapy (which is very unlikely) or they where not doing
well despite having HIV “viral loads” of zero. During this revealing
silence the lecture was ended by the
announcement of a coffee break.

I left with one of my curiosities satis-
fied: the press accounts of miracles
attributed to cocktail therapy the fabled
“Lazarus effect”, weren’t showing up in
scientific studies.

NO VIABLE DRUG-
RESISTANT VIRUS
Monday and Tuesday afternoons were
set aside for poster sessions. Since my
paper on the kinetics of HIV protease
undermined a crucial aspect of the
current dogma, I wasn’t sure how my
poster would be received. 

The paper, Kinetics Analysis of
Consecutive HIV Proteolytic Cleavages
of the gag-pol Polyprotein, addressed
the popular assumption that when
antiviral therapy fails, it is because HIV
has mutated into resistant forms
(Rasnick, March 7, 1997, Journal of
Biological Chemistry). In particular, the
assumption that when protease
inhibitor therapy fails, it is due to the
emergence of HIV strains characterized
by mutant proteases that are resistant
to the inhibitors. 

This belief is central to the HIV
model. Protease inhibitors, especially
when combined with AZT into a
cocktail, often cause HIV “viral load” to
disappear. When “viral load” counts
start going back up or when AIDS
symptoms manifest, it is assumed that
new mutant strains of HIV have
emerged, ones with proteases that
resist the inhibitors. 

But my calculations show that these
theoretical mutant proteases could not
be a part of a fully-functioning HIV. In
order to produce a fully-functioning
HIV, the protease must cut an HIV
super protein at eight different sites.
Inhibitors work by plugging-up the protease’s cutting site,
blocking it from snipping the HIV super-protein into nine
functioning parts.

A protease that would not accept an inhibitor into its active
site,  one that was resistant to the effects of these drugs, would
also not be able to accept the HIV super protein into its active
site. That the protease has to make eight successful cuts under
these circumstances makes it demonstrably impossible that a
resistant form could produce functional virus. I noted that there is
not one example in the literature of a human infected with viable,
infectious HIV that possesses an inhibitor-resistant mutant
protease. All the inhibitor-resistant mutants described so far were
obtained from the proviral DNA of non-infectious virus. There was
no reason, then, to think that “drug resistance” could explain

instances where protease inhibitors failed to resolve AIDS or
eliminate HIV “viral load.” 

The second major point of my kinetics analysis was that since
the viral load test at best measures 99.8% non-infectious viral
particles, it should be replaced by an assay that measures the
level of infectious HIV particles in blood plasma. I was certain that
this proposal would be greeted by a chorus of disapproval.
Surprisingly, that did not happen.

No one disputed anything I said. A number of people,
including John Erickson an HIV protease expert from the National
Cancer Institute openly agreed with my analysis and conclusions. 

CHASING MARKOWITZ
Erickson left my poster and walked straight over to Markowitz,

who was at the other end of the room.
I knew Erickson wanted to discuss
with Markowitz the points of my
poster, and I went over to join them.

Sure enough, my poster was the
topic. Markowitz greeted me with a
smile. Perhaps he did not yet recog-
nize me from his earlier lecture. I
started asking about the infectivity
assay used in the March 1996 article
he wrote with Ho (Science 271, p.
1582), which I held in my hand. The
paper concerned the administration of
cocktail therapy to five patients. Prior
to this treatment, the patients had HIV
“viral loads” between 12,000 and
643,000 (per ml of plasma). After
therapy began, the viral loads for each
patient went to zero, and stayed at
zero for the duration of the study.

I wanted to know about patient 105,
the one who started with the largest
viral load, 643,000. He was the only
patient for which “tissue culture infec-
tious doses” (TCID) were measured.
Prior to therapy, when his “viral load”
was 643,000, he purportedly had
1,000 infectious doses of HIV (per ml
of plasma). Two days after initiating
therapy, his infectious doses dropped
to zero, but his “viral load” had not
dropped below 500,000. 

I wanted to know the relationship
between the “viral load” figure and the
infectious dose figure. I started by
asking, Did one “infectious dose”
correspond to one infectious HIV?

Yes, Markowitz said, one infectious
dose equaled one infectious virus. 

How did you determine that an HIV
(a “dose”) was infectious? By looking
for the p24 protein?

Yes, Markowitz replied. Detection
of p24 was accepted as evidence of a
fully functioning virus.

Well, I  said, p24 is not good
enough.

With this, I figured our scientific discourse would precede along
predictable lines. He would ask me why p24 “wasn’t good
enough.” I would explain, as documented in my paper, that p24
has been shown by many researchers, including John Erickson,
not to be a reliable indicator of infectious virus. I was prepared
with references to defend this statement. But Markowitz didn’t
bite. 

As following his lecture when I had asked about the health of
his patients, Markowitz simply said nothing. 

I turned my attention to the disparity between the “viral load” and
infectious dose figures. If infectious doses equalled infectious HIV
particles, then the difference between patient 105’s infectious doses
and his “viral load” must represent non-infectious HIV particles. 

C O N F E R E N C E R E P O R T
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protease inhibitors came along. 

ONE QUARTER BASKETBALL GAME
Mellors’ talk assumed its frightening aspect with the appearance
of a slide announcing: “Clinical Endpoints are Dead.” In plain
English, Mellors wants drug efficacy based solely on surrogate
markers like “viral load” and T4-cell-counting rather than clinical
symptoms.

He justified this by saying that the recent termination of study
ACTG-320 last February put the final nail in the coffin of future
clinical endpoint trials. 

ACTG-320 was a phase III clinical trial involving almost 1200
people, roughly half taking two AZT-style drugs, and the rest
taking a cocktail consisting of those same two nucleoside
analogs plus a protease inhibitor. The trial was stopped early for
reasons that are unclear. 

When the records were unblinded, the data showed that only
8 patients had died in the cocktail group, versus 18 in the group
not taking the protease inhibitor. Based on these figures, Mellors
and the rest of the medical establishment are saying that cocktail
therapy reduces mortality 50% compared with treatment without
protease inhibitors. 

Mellors regards the results of ACTG-320 as conclusive on two
counts: one, that cocktail therapy reduces mortality by half, and
two, that this benefit is predicted by “viral load.” Studies of future
treatments should merely look for fluctuations in “viral load,” he
believes. Waiting for patients to die or for other “clinical
endpoints” to manifest would be unethical and unnecessary
since “viral load” measurements supposedly predict who will and
who won’t succumb to AIDS. 

But the leader of the trial, Scott Hammer of Boston’s Beth
Israel Deaconess Medical Center, admitted that ACTG-320 had
not proceeded long enough for differences in the two treatment
groups to have reached statistical significance (Boston Globe,
Feb 25). In over two decades earning my living as a scientist, I’ve
never before witnessed scientists drawing conclusions of such
import based on statistically insignificant data. 

The concept of statistical significance is essential to the scien-
tific method. Experimental results obtain meaning only after quali-
fying as statistically significant. Imagine declaring the winner of a
basketball game after the first quarter, or the champion of the
World Series after the first game. 

Mellors didn’t mention statistical significance, and I didn’t get
a chance to ask about it during discussion time. So I don’t know
how he might handle this objection, which I consider to be fatal. 

Instead, Mellors accepts ACTG-320 as definitive, and suffi-
cient to justify using surrogate markers as the sole criteria of
whether or not therapies and drugs actually benefit patients. And
he’s not the only one. I’m afraid that the mood in AIDS drug
research favors Mellors’ view. I’ve heard others call for the end of
clinical endpoints, usually citing the statistically insignificant
results of ACTG-320.

This is particularly fr ightening considering my earl ier
exchanges with Markowitz, who could claim no improvement in
his patients who’d had their “viral loads” reduced to zero for
extended periods of time, and who could attach no clinical
meaning to the “viral load” test.

If the Markowitzs and the Mellors of the world have their way,

I showed Markowitz the graph he and Ho et al. had published
for patient 105. In one case a viral load of 643,000 corresponded
with 1,000 infectious HIV particles, and in another case a viral
load of over 500,000 corresponded with zero infectious HIV parti-
cles. Markowitz agreed with my interpretation of the data.

So I asked him, What was the significance of the hundreds of
thousands of non-infectious viral particles per ml that you
detected in the blood plasma of patient 105? He frowned, and
seemed not to know what to do next. His puzzled look and
silence lasted about 30 seconds. Then he simply turned and
walked away.

It was the first time a scientist had ever run away from me.
Typically scientists are bull dogs. They fight for their position. But
the HIV guys don’t. They run.

I noticed at this time that Erickson had vanished. He’d slipped
away sometime during this strange exchange with Markowitz,
and I never spoke with him again. 

Were it not for Erickson’s devotion to HIV, he and I could have
been buddies and colleagues. He is otherwise a sharp scientist
who knows enzymes and the technical particulars quite well.
Regrettably, though, he yields to the virologists and physicians
when it comes to HIV pathogenesis, and he takes his cues from
the folks who run the HIV show. 

As for Markowitz, I was determined to get an answer to my
question. I cornered him two more times. On both occasions I
had to literally stop him from walking away. In each instance I
repeated my question about the significance of all that non-infec-
tious HIV. 

Both times he ran off without answering the question. In the
midst of his second retreat he turned and called back with a
meaningless response, devoid of even a hint of scientific or logis-
tical merit:

“Trust me!” 
I cried back, “Trust has nothing to do with it!” It was an absurd

exchange, and I would have laughed were it not so pathetic.

DASHED HOPES
If I was going to get responses for my remaining questions, I
would need a stationary target.

I found one at the week’s most fr ightening session:
Wednesday night’s special lecture by John Mellors of the
University of Pittsburgh Medical Center’s Graduate School of
Public Health. The topic: “Chemotherapy of HIV-1 Infection: The
Past, Present, and Future.” 

Mellors painted an accurate picture of the dismal history of
HIV chemotherapy prior to the current era of protease
inhibitor/AZT cocktails. I found myself nodding in agreement as
he listed many serious mistakes inherent in traditional therapy,
which used a single nucleoside analog, like AZT. Perhaps Mellors
was a sensible and independent thinker, the sort I’m used to
dealing with at Gordon conferences that don’t focus on AIDS. 

My hopes were dashed when he got to what he labelled the
greatest mistake of the past ten years: treating AIDS patients with
single rather than multiple “antiviral” drugs. 

That’s when it hit me: there was nothing courageous about
Mellors’ critique of the old therapy. In fact, it’s the fashion now to
recognize mono-nucleoside protocols as flops so long as cocktail
therapy is promoted in their place, which is what Mellors was
doing. But the failure of mono-therapy was obvious long before

“Trust me!” he called.
I cried back, “Trust has nothing to do with it!”
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the American public is in grave danger.

KILLER CORPSES
In the discussion period of Mellors’ lecture, I decided to return to
the questions that I’d wanted Markowitz to answer, about the
meaning of “viral load.” After all, that was the heart of the matter:
Mellors’ call to discard clinical endpoints was only as valid as the
“viral load” figures with which he wished to replace them.

For starters, I wanted to compare his answers to Markowitz’s.
So I repeated my qustion about the relation between “viral load”
and infectious doses. Mellors responded by proclaiming, “Viral
load has nothing to do with infectivity!” 

Ah-ha! Now I had a second HIV big shot admitting that the
“viral load” figures did not indicate infectious HIV. 

Assuming that “viral load” testing accurately counted HIV, and
that infectious dose testing accurately counted infectious HIV, I
offered my 99.8% figure from the Ho/Markowitz paper as the
fraction of circulating HIV that was non-infectious. 

Non-infectious HIV, then, is the source of RNA and proteins,
including protease, from which the genetics and other character-
istics of HIV are derived. 

He agreed. (How could he not?) 
Now I had him. Since non-infectious viruses have no conceiv-

able clinical relevance then neither could any data derived from
them.What’s the significance of all the non-infectious HIV? I
asked. I had no idea how he could work himself out of this
corner, but even I was stunned by his response: “The non-infec-
tious particles [HIV] are pathogenic.” 

Now here was a first. I don’t think that anybody’s ever gone on
record before proposing that non-infectious virus could cause
disease. 

I sat there flabbergasted, noticing the murmur that had broken
out. In my astonished state I realized there was nothing else to be
said.

In the meantime, the session was declared over, the time
allotted for discussion having been exhausted by my cross
examination, with no one else having had time to pose questions.

My god, I thought. Talk about a rich source of research oppor-
tunity. The pathogenicity of non-infectious viruses. Anybody
familiar with the antibody response and the premise of vaccina-
tions can appreciate the revolutionary nature (and implausibility)
of this idea.

My sense is that the audience did, given the intense
murmuring, which continued even after the lecture had been
dismissed. On the way out of the room an Indian scientist
grabbed my arm and asked, “Did you hear that?” 

Indeed I had. AIDS was caused by a deadly army of viral
corpses. 

CURING THE HEALTHY
Though I looked far and wide, I could find not a single controlled
experiment discussed anywhere at the conference. It appears
that the only thing that exists in the entire world of AIDS is HIV.
Anything bad that happens to antibody-positive people is due to
HIV; any improvement is due to therapy. 

There was even one presenter who took credit for curing
people who accidentally pricked themselves with needles tainted
by HIV-positive blood. The patients were “aggressively” treated

immediately with antiviral drugs, and did not become positive.
The scientist claimed this protocol was what prevented serocon-
version, and he considered this to be curing them.

However, assumed exposure to HIV via needle pricks only
correlates with seroconversion one time in a thousand, a fact he
did not mention. And neither did anybody else, though this fact is
well known, and the attendees were all certified “AIDS experts”.

Not only was he claiming credit for the effects of statistical
probability, he was also claiming to have cured healthy people…
and nobody called him on it. These HIV supporters are so
desperate for good news that they’ll say and accept anything that
agrees with the HIV model.

COLD SHOULDER
Early on it was clear that certain people at the meeting already
knew of me. They avoided me. 

Others, though, initially showed interest when I raised my
objections.

It was obvious that these problems were not new to them,
they had just never discussed them before or been around
anyone who wanted to. However, once these potential allies
continued the discussions with people like Markowitz scientists
with status and influence they as well avoided me from then on. 

I found it a lonely business acting like a scientist at an AIDS
conference. 

BREAKING THE RULES
I know the rules of the Gordon conferences and have abided by
them since attending my first one in 1980: no press, no cameras,
no recording devices. Nothing revealed at a Gordon conference
is to appear in print except by the original authors. You can take
all the notes you like, and discuss the information with colleagues
all you want. You just can’t put it into the public domain via print. 

I openly acknowledge that my report breaks these rules. I
don’t do this lightly. Gordon conferences are my favorite
meetings. However, the HIV/AIDS scandal has compelled me to
take this action. The information on what is wrong with the
prevailing HIV dogma is almost totally hidden from the public.
The travesty of the HIV protease inhibitor clinical trial results, for
example, was clearly evident at this particular Gordon
Conference, as well as one I attended in 1994 (see Reappraising
Aids Aug., 1996). This information is just too important to be kept
from the tax-payers and the diagnosed/consumers who fund it
all. 

The rules might seem sinister, but they aren’t. They enable
scientists to present preliminary results without fear of being
scooped by colleagues, or being held accountable for mistakes.
Ordinarily these rules promote honest scientific discussion and
exchange of ideas. But the AIDS industry has adopted them to
hide facts that shouldn’t be secrets.

I hope I have done the right thing. I might be banned from
future Gordon conferences. 

David Rasnick is Chairman of the Editorial Board of Reappraising
AIDS, the official publication of The Group for the Scientific
Reappraisal of the HIV/AIDS Hypothesis.

Reappraising AIDS is available by subscription ($25 p.a. USA,
$35 p.a. elsewhere) from: 7514 Girard Ave., No. 1-331, La Jolla,
CA 92037, USA. Tel: +(810) 772-9926, Fax: +(619) 272-1621 
email: philpott@wwnet.com
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before proposing that a non-infectious virus
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mpure Science is a fascinating history
and analysis of the complex interac-
tions among government agencies,
pharmaceutical companies, scientists,
medical people, and “treatment

activists”. AIDS dissidents feature promi-
nently in the history, as do the many-
hatted defenders of AIDS orthodoxies.

The book, which evolved from Epstein's
dissertation in Sociology, is informed by
the currently fashionable ideas and
language of “science studies”, “social
construction” theory, etc., as espoused by
Michel Foucault et al. These vaguely leftist
approaches tend to foster an excessive
relativism which, by denigrating objective
standards of evidence and logic, can lead
into the mists of obscurantism and
irrationalism. However, here the approach
proves useful. Epstein claims that his
analysis “shows how knowledge emerges
out of credibility struggles” [emphasis in
original] 

One of Epstein's guiding principles in
“reconstructing” scientific controversies is
the “principle of symmetry”, according to
which the same types of conceptual tools
ought to be used to explain both “true”
and “false” beliefs. Conceding that “a
symmetric analysis is not necessarily a
'neutral' analysis”, he nevertheless

maintains that it is the fairest, and “one
that requires the investigator to bend over
backwards to consider the arguments of
scientific 'underdogs'.” This determined
impartiality is, paradoxically, both the
strength and the weakness of the book.

Impure Science is divided into two
parts. The first, “THE POLITICS OF
CAUSATION”, covers early etiological
hypothesizing about the illnesses that
began appearing in gay men in 1980, the
hardening of the 1984 “AIDS virus”
hypothesis into unchallenged fact (in
Epstein's phrase, the “consolidation of
certainty”), and the challenges raised by
critics of that hypothesis. It is curious that
Epstein, despite his social-constructionist
affinities, does not accept that “AIDS”
itself exists only as a construct.

The second, much longer part of the
book deals with “THE POLITICS OF
TREATMENT” – a black tragi-comedy in
which pharmaceutical companies, the
Food and Drug Administration (FDA), intel-
lectually and ethically deficient physicians,
rogue scientists, biotechnology hustlers,
“AIDS activists”, and “treatment activists”
of many stripes succeeded in destroying
the last pretense of rational drug regula-
tion in the United States. Their activities
led directly to the mass poisoning of gay
men and others with toxic and worthless
drugs, which were put on the market
through invalid or non-existent research.

The ActUp slogan, “Drugs Into Bodies”,
the title of the sixth chapter, perfectly

captures the pharmacomania of “treat-
ment activism”. Any drug at all, no matter
how toxic, no matter how theoretically
inappropriate, no matter how lacking in
benefits, is better than “doing nothing”.
The “treatment activists” extended to the
point of mass insanity the implicit tenet of
Modern Medicine since World War II:
recovery from illness is only possible
through a pharmaceutical intervention. A
Los Angeles doctor with a large AIDS
practice summed it up: “You don't get

better by yourself.” Martin Delaney,
founder of Project Inform, said publicly,
“We don't know how these drugs will
work, but it makes more sense than the
next best thing, which is dying without
trying anything.”

When in 1985 the National Cancer
Institute announced a small study of an
experimental cancer drug, “two thousand
people telephoned within two days to find
out how to get into the trial.” The totally
unfounded belief system developed that
people with “AIDS” diagnoses not only
“needed” drugs, but would die without
them. The phrase, “death by placebo”,
found its way into ActUp rhetoric, and
patients assigned to the placebo groups of
drug trials were referred to as “sacrificial
lambs”. ActUp staged “die-ins” with signs
saying, “FDA, YOU'RE KILLING ME” – by
withholding drugs.

This kind of activism led to the death of
the traditional double-blind, placebo-
controlled trial, which had been consid-
ered the gold standard of drug testing. It
led to the abandonment of all evidentiary
standards for drug approval. Toxic drugs,
with no known benefits, were put on the
market.

As scientific standards for drug testing
went out the window, so did meaningful
standards of knowledge and training.
Some of the “treatment activists”, who
became leading “experts” in recom-
mending what drugs should be prescribed,
for what conditions, and in what doses,
had no scientific or medical training of any
kind. Martin Delaney was a former
business consultant and seminary student.
John James, founder of AIDS Treatment
News , was a former computer
programmer. (We learn from Impure
Science that in 1986 James characterized
AZT as “an effective, inexpensive, and
probably safe treatment for AIDS” –
months before large-scale tests of AZT
had even begun.) Mark Harrington, of the
Treatment Action Group, could only say
that his father had subscribed to Scientific
American.

In trying to make sense of all this
madness, one should never forget, as
Epstein tends to, the logic of profit. Some
of the “treatment activists” may have been
sincere individuals. Others, however, were
undoubtedly paid tools of the pharmaceu-
tical companies, the only real beneficiaries
of “treatment activism”. Looking back on

Impure Science: AIDS, Activism,
and the Politics of Knowledge
By Steven Epstein. 
466 pages. USA $29.95 (hardback). UK £25.00 (cloth)
University of California Press (Berkeley, Los Angeles, London).
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ActUp, whose meetings I attended for
several years, my strongest impression is
of phoniness: phoney ideals, phoney
anger, phoney styles. I remember
thoroughly middle class men and women,
mostly in their 30s or 40s, wearing the
costumes of “street people” or ghetto
youth: torn jeans, truculent T-shirts,
baseball caps worn backwards, etc. One
moment they would be acting like spoiled
children throwing a tantrum; the next, they
would be hard as nails, demanding that
the FDA give immediate approval to ddI on
the basis of non-existent research.

Epstein does not tell the story of the
IXth International Conference on AIDS
(1993), at which the “treatment activists”
showed their true colors. ActUp members
from America and Europe travelled to
Berlin, staying in luxurious hotels with
swimming pools, with all expenses paid by
Wellcome Pharmaceuticals, the manufac-
turer of AZT. London ActUp had taken
£50,000 from Wellcome, for travel
expenses alone. However, at this partic-
ular conference, there were also genuine
AIDS dissidents in front of the conference

center, holding up such signs as “HIV is
harmless” and “AZT is poison.” On the
next to last day of the conference, two of
the dissidents were violently attacked by
several dozen members of ActUp, who
destroyed signs, burned leaflets, and
attempted to destroy camera equipment.
Conference officials who witnessed this
criminal assault did nothing. Media people
who witnessed it reported nothing.

And this omission of Epstein's illus-
trates the weakness of the “principle of
symmetry” approach. The truth does not
always l ie between two extremes.
Sometimes one side is entirely (and
monstrously) wrong, as is AIDS orthodoxy.
The only way to achieve symmetry, then,
is to balance things by attenuating or
concealing arguments from the side that is
right. Among Epstein's omissions are:
l the official rebuke of the leading AIDS

expert, Robert Gallo, for scientific
misconduct

l criminal indictments and/or convictions
of three of Gallo's closest associates

l the ActUp boycott of the New York
Native for criticizing the HIV-AIDS
hypothesis and AZT

l my fully documented exposé of the
blatant cheating that took place, and
was condoned and covered up by the
FDA, in the Phase II AZT trials

l the full toxicological profile of AZT,
including its carcinogenicity

l the falsity of the officially sanctioned
dogma, “AIDS is invariably fatal”, for

which there was never any evidence
l the devastating criticisms made of the

“viral load” tests by Peter Duesberg,
Harvey Bialy, Kary Mull is, Mark
Craddock, and many others

l the influential Meditel documentaries,
seen by millions of television viewers,
AZT: Cause For Concern and AIDS &
Africa.
Throughout his book, Epstein maintains

a dichotomy between “scientists” and
“laypeople”. However, in the context of
AIDS, who are the scientists? Within the
current paradigm, “AIDS scientists”
comprise medical people, virologists,
some biotechnologists, and perhaps also
“epidemiologists”. I maintain that this
particular mix of experts is entirely a
function of the crazy hypothesis that
“AIDS” is caused by a retrovirus. If the
AIDS phenomenon were seen for what it is
– different people sick in different ways
and for different reasons – there would be
an entirely different set of experts, and the
word ”AIDS” would no longer be used. If
reality were to break through, then the
experts would include toxicologists,
psychologists, social scientists (especially
survey researchers), and probably also
lawyers (to handle law suits and prosecu-
tions of the AIDS criminals).

I don't want to be too hard on this
book. It is well written, and represents
substantial scholarship. With the reserva-
tions indicated above, I recommend it. c

Solicite información gratuita a: AMC, Prado de Torrejón 27,
Pozuelo de Alarcón, 28224 Madrid.
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mmune suppression is caused by cumulative onslaughts
and any  diseases which result have deep-seated causes,
so in order to protect yourself from disease it is essential
that you address the real factors of your health.   A main
contributer to your underlying and deep-seated health is

the levels of minerals which you have in your blood and those
stored in different parts of your body.

All life, including our bodies, is made up of two fundamentally
different groups of substances: organic and inorganic. Organic
substances are  produced by the chemical reactions of life. They
are made, broken down and remade according to what we eat,
breathe and soak in from our environment. They form the
proteins, vitamins, carbohydrates and fats which are the basis of
everything we need in order to live – muscles, nerves, skin and
organs. These organic substances exist in a state of flux, partici-
pating in a series of chemical reactions out of which new
substances are formed – some which we use and some which we
remove as waste. 

Inorganic substances are responsible for the reactions which
cause this state of flux and constant rebuilding and removal of
new and old cells. They cannot be created or broken down in our
bodies so we only need a small amount of them and can use
them again and again. These inorganic substances are minerals
and they have been around far longer than any organic life forms.

We know that without them there would be no life at all
because without them the reactions necessary to create life
would never get around to happening. A cell that lacks proper
mineral balance will fail to perform at its optimum level and the

work that 

is cut out for
individual cells is

quite astonishing. As we
understand more about the roles and inter-relationships between
the minerals and organic life it is becoming clear that many of
today’s problems, from general fatigue to the common cold or
cancer may be related to mineral deficiencies or imbalances. 

The human body can survive longer without all the essential
vitamins than it can without the essential minerals – in fact we
could not even begin to use vitamins if we had no minerals. Like
the vitamins, minerals are generally consumed in minute quanti-
ties – even so the main categorisation between minerals is that of
major minerals and trace minerals. The major minerals have a
structural role to play as well as causing reactions – for example

calcium and phosphorus form a large part of the
bones. The trace minerals are found in tiny
quantities and just a bit too much or not enough
can cause problems.

To actually get the minerals into your blood
and your body you need to absorb them. Just
taking a food substance into your mouth does
not necessarily mean that you will derive all the
potential benefits from it. You have to actually
break the substance down and then get it across
any barriers which are in the way, ensuring that
your body does not think it is either waste or
poison. 

Some minerals are antaganistic towards each
other, for example calcium and magnesium.
They are very similar in structure and compete
for spaces to jump into. This can cause
problems if you have too much of one because it
will prevent the absorption of the other. Many
minerals are absorbed better in one chemical
context than in another – for example your body
may find it easier to absorb calcium from green
leaves and seeds rather than milk and dairy
produce. So what you eat is important both for
that reason and also because it will affect the
internal environment of your body, most impor-
tantly your intestines, through whose walls

N U T R I T I O N

MineralsMinerals
Boo Armstrong
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absorption takes place. If food passes through you quickly, as it
does when you are suffering from diarrhoea, then absorbtion is
diminished. Bacterial or fungal over-growth causes the surface
area of the intestines to be reduced which results in absorption
being further diminished. 

You need to be able to move minerals to where you will use
them once they are inside your body . We have special arrange-
ments for transporting them around the body and for storing
them in organs, like keeping iron in the liver. Both transportation
and storage for minerals usually involve a protein dedicated for
the task.

Minerals  work together in different ways – some are syner-
gistic and help each other, while some are antagonistic. For
example you should take vitamin B6 when you take zinc because
they work far more effectively together, whereas zinc and
manganese are antagonistic so you should take manganese if
you are taking zinc supplements so that the extra zinc does not
overwhelm the manganese causing deficiency. Some  minerals
play more significant roles in immunity than others – for example
zinc is a necessary ingredient for T-cell immunity. Low levels
have been associated with reduced antibody response, abnormal
proportions of antibodies and defective cell-mediated immunity.
You must have enough vitamin B6 to be able to use zinc properly
and best food sources are pumpkin and sunflower seeds, whole
grains, sea vegetables, watercress, lentils, parsley, okra and
carrots. You lose lots of zinc every time you ejaculate (if you are a
man) so future safer sex campaigns should involve keeping a
bowl of almonds (also high in zinc) next to your bed to replace
the lost zinc. Incidentally, one way of noticing zinc deficiencies is
the white marks you may find in your finger nails.

Zinc is an antioxidant, as are selenium and germanium – two
other trace minerals. Antioxidants are important for house
keeping and getting rid of unwanted free radicals. Sodium and
potassium are crucial for cell health because they are responsible
(amongst other things) for water balance within your cells – too
much sodium will cause flooding and all the cellular reactions will
slow down. Now is a good time to get rid of the table salt and eat
more vegetables and bananas which are renowned for their high
potassium content. There are lots of accessible details in all
libraries and bookshops about the roles of minerals and it is
worth finding out some more.

Some minerals are bad for our health – these are known as
heavy metals and include lead, aluminium and cadmium. The
potential for recieveing toxic minerals is all around us – cadmium
for example is found in tobacco, oysters, some instant teas and
coffees, some canned foods and the kidneys of pigs given
cadmium as a worm killer, and can cause your kidneys and liver
to malfunction.

Most of the minerals, especially the trace elements, are highly
toxic to the body in excess. One example is iron, which is most
concentrated in red meats, but also exists in more balanced
proportions in dark leafy greens and sea vegetables. Iron-
overload causes the sequestration of T-cells from the blood into
bone marrow which makes them unavailable for cellular immunity
(and lowers your T-cell count – good news for your doctor and
the drug companies) – not so good for an embattled immune
system. Add to this the fact that iron excess inhibits the absorp-
tion and utilisation of zinc and you will begin to realise that
mineral balances are fundamenentally important. 

Our health is largely  dependent on the conditions of the soil in
which our food is grown and the type and amount of fertilizers
used. As we tend to focus on calories rather than the nutritional
status of our plants, huge sums of agricultural money are spent
on developing bigger plants which grow in less time in the

smaller spaces. This drains the soil of its nutrients, so future
plants which grow there will have less minerals available as will
any creatures that eat them. Bearing in mind that there are not
many minerals left in some soils, some types of fertilizers inhibit
the uptake of certain minerals like nitrates causing crops to be
deficient in magnesium. Many of our food crops are now gener-
ally deficient in magnesium, iron, zinc, selenium, manganese and
copper. In order to improve our health and that of future genera-
tions we must remineralise our soils. In the meantime it is good to
know that sea vegetables have not yet become so distorted.

Different parts of plants contain varying amounts of minerals –
for example, white flour has only 6% of the magnesium that
wheat germ contains, but within the agribusiness it is unprofitable
to store wheat germ because it contains fat and goes off faster
than white flour. It is therefore up to us, the consumers, to make
informed decisions about the food we eat, and which parts of any
plant, if any, we choose to call waste.

The timescale of mineral uptake and loss is long, it can be
many months or even years before exposure or lack of exposure
to certain elements is noted with respect to a person’s state of
health and that usually takes the help of a trained nutritionist. If
someone is deficient in a vitamin the problem can be treated
instantaneously with vitamin supplements. With minerals,
however the path to recovery is much longer.  

Improving your mineral status by eating a wholefood diet will
ensure that you get the right minerals in the correct, purpose-
built proportions and supplementing can improve the levels of
some long-term imbalances with truly life-changing results. You
can in fact heal yourself, if you make the necessary commitment
to yourself and your lifestyle by correcting imbalances and
deficiencies, introducing fewer toxins and getting rid of the ones
you already have whilst increasing your life force. If you an
antibody-positive diagnosis thank your lucky stars for the pause
to think – if you don’t already, now is the time to start looking
after yourself. c

N U T R I T I O N

You lose lots of zinc every time you 

ejaculate

Most of the minerals are highly toxic

to the body in excess



M y friends started to die in 1982. Ann
Craig was the first to go. We used to
shoot up together after our gigs at

the Pyramid, an East Village performance
space. Black-clad and thin as a syringe, she'd
survived for years on heroin and milkshakes.
Her teeth flew out of her mouth during a gig
one night, sending the audience scurrying.

Ann never forgot to leave trinkets for the
winos in Tompkins Square fountain, our
neighborhood shrine. When she got sick, AIDS
had just been invented, and her doctors told
her she'd imbibed an exotic and fatal virus as
a graduate student in Africa. She sold some
books on Union Square, scored for the last
time, and went home to Connecticut to die. 

I began to see people with sarcoma lesions
in line to buy coke. AIDS hit New York like an
avenging cop, and it wasn't long before word
went around not to share needles. For many
of us, though, it was too late - or so we were
told. When my roommate, Diane Hunt, tested
positive, she moved in with her lover,
composer Julie Akerlund, and I moved into a
squat.

Life in the crumbling, unheated tenement
wasn't easy, especially in the winter, when I
wore five layers of shirts to bed, every layer
bloodstained around the elbow. I was
shooting coke or dope every hour or so, and
weighed about 90 pounds. I'd sold all my
possessions, except for the shirts and one
ragged copy of Rimbaud's "Season in Hell." I
had impetigo on my face and hepatitis in my
blood. My friends were dying all around me,
and I knew that if I didn't take charge of my
life, I'd join them.

I crawled back to my hometown of
Cleveland, Ohio, tail between my legs, kicked
coke, jonesed off junk, ate well, and
renovated my self esteem. Diane's condition
worsened. On the phone, she complained
about the bitter pills her doctors shucked her,
endless drugs for everything but pain: they
were stingy with narcotics. Julie smuggled
dope into the hospital, and when Diane died,
she swore AZT had killed her. Left alone, she
strung herself along a bit, then lost hope, got
an HIV test, ate her AZT, and gave up the
ghost. I got tested, too, and when the doctor
told me, with the solemnity of an undertaker,
that I was carrying "the AIDS virus", I got
ready to hug my friends in heaven.

When I was first diagnosed in 1988, I
believed what I was told. I believed I was

going to die young, and I got pretty damn
depressed. My t-cell count plunged from 1200
to 450 in less than six months. My doctor at
the time wanted to give me AZT. Had I
followed his advice, I wouldn't be writing
this: I'd be dead. I know now that my low t-
cell count was the result of my depression,
and my depression was the result of my
diagnosis. An HIV positive diagnosis is a
prescription for illness, a self-fulfilling
prophecy of death, and toxic pharmaceuticals
kill off the ill.

Early on, I was fortunate enough to run
across articles by John Lauritsen and Celia
Farber in the alternative press, and they
helped me question the HIV model of AIDS.
The more I read, the more convinced I
became that the HIV paradigm is a sham. This
knowledge gave me strength, and I began to
believe again in the evidence of my own
healthy body. My t-cell count soared.

As an artist, I threw myself into the debate
in the best way I could - through my art.
Creating a series of self-photographs, perfor-
mances, and installations, I examined the
philosophical underpinnings of the current
situation, in which the mechanisms of
concealment, isolation, and authoritarian
power converge to create a climate where

medical murder can flourish. The harder I
worked, the healthier I became.

Ten years went by, and evidence mounted
that the HIV paradigm is wrong, but the
medical establishment proved resilient in its
quest to protect the golden cash cow of the
viral hypothesis. Thousands of people
continue to be corralled into the morass of
medical dependency that is an HIV diagnosis.
Though doctors now tell us that it's possible
to survive, they give patients hope only when
we agree to follow a strict regimen of toxic
drugs with dangerous side effects.

But I no longer believe in their prophecy
of doom. I consider myself cured, and I
haven't had to spend a dime. I follow no
special diet or alternative treatments. I'm
healthy as a horse, have a lot of energy, and
look ten years younger than I am. But don't
be envious. I've been through hell and back
again, kicking the addictions that would have
killed me, and earning my heath in the face
of adversity from the very people who are
supposed to guard it - medical professionals. I
have a long life ahead of me, and I'll continue
to fight for a reappraisal of the HIV hypoth-
esis as long as I live. I only wish that Ann and
Diane and Julie were still here to fight with
me. c

FRANK GREEN is an artist and writer living in
Cleveland, Ohio, U.S.A. This is the first instalment of
a regular column in Continuum, and has been
adapted from an earlier article published in
Cleveland's alternative newspaper, the Free Times.

Detail from “Oops!” Frank Green 
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Total confidentiality and
reasonable 

DDDDiiiiaaaaggggnnnnoooosssseeeedddd    
HHHHIIIIVVVV aaaannnntttt iiiibbbbooooddddyyyy

ppppoooossss iiii tttt iiiivvvveeee    oooorrrr
wwwwiiii tttthhhh    AAAAIIIIDDDDSSSS????

I am a researcher studying 
self-help and “empowerment”

and want to interview Continuum
readers about their experiences

of HIV testing 
and diagnosis

For further details please call 
0973 661721 or write in confidence to: 

Box No. C1002, 
c/o Continuum, 

172 Foundling Court, 
Brunswick Centre, 
London WC1N 1QE 

giving contact details

The Jody Wel l s  Memoria l  Pr ize

£1,000 Reward
MISSING  VIRUS!

Blind romantics still believe HIV causes AIDS. But if  ‘HIV’ has never been
isolated, what is AIDS?

Never isolated? So what? So a cash prize of £1,000 is offered to the first
person finding one scientific paper establishing HIV actually exists.

If you can prove isolation, £1,000 is yours. In cash. In public. Standard
criteria for structural isolation apply.

We bet you’ll be surprised to discover the truth.

Reproduced by permission, Michael Leunig and The Age, Melbourne, Australia

CHANGING THE WAY WE THINK ABOUT AIDS
CONTINUUM



“Traditional Chinese Medicine is a metaphorical

science designed to help us understand how we

are part of nature… and how to establish,

maintain and promote integration of all the

various aspects of that structure.” 

Pauline Sasaki, Shiatsu teacher and practitioner

Shiatsu is an oriental body therapy that helps the body to heal itself.
Developed in Japan, Shiatsu – ‘finger-pressure’ – also involves
palmpressure, holding, gentle joint and organ manipulation,
stretching, movement, energy work, and advice on diet and exercise.
The body is encouraged to relax deeply, to allow energy to flow,
stimulating circulation of blood and lymph, releasing toxins from the
system and shifting deep-seated muscular tensions. Stored emotional
traumas can be released creating more space for awareness of the
present. It helps us to be more in touch with ourselves. It is comple-
mentary to orthodox medicine and other natural therapies. 

Often within us is the wish to regain health, while we remain
attached to old behaviour patterns which reinforce sickness. Shiatsu
aims to create the conditions in which health is desired and
maintained. What is health? A dictionary definition of health is ‘sound
bodily or mental condition’. Ivan Illich in Medical Nemesis says:

“Health designates a process of adaption…the ability to adapt to
changing environments, to growing up and to aging, to healing when
damaged, to suffering, and to peaceful expectation of death. Health
embraces the future as well, and therefore includes anguish and the
inner resources to live with it.”

Shiatsu supports this process of living life fully. True healing is an
active not a passive process.

Shiatsu’s origins lie in China more than 8000 years BC. It was
observed that rubbing or pressing particular body areas could alleviate
certain ailments. This knowledge along with herbs and acupuncture
spread to Japan in the 6th century AD. In 1925 the first Shiatsu associ-
ation was formed and schools established to teach formally this body
of knowledge.

Within this theoretical framework, the body and emotions are seen
as manifestations of energy, called Qi in China, Ki in Japan. Qi is the
all-pervading life energy of the universe. Yin and Yang are archetypal
forces representing complementary but opposing dynamics; different
expressions of qi. All aspects of life, from the changing seasons to the
life cycles of a human being embody the flow of Qi. It is present every-
where in the body, flowing nearer to the surface in meridians or
channels. Each meridian corresponds to an organ function and to
emotions. Pairs of meridians connect to each of five elements: Earth,
Metal, Water, Wood and Fire. If Qi is flowing harmoniously, the body-
mind functions well; in disharmony there is potential for problems. In
a Shiatsu session relative harmony/disharmony is assessed and with
stimulation of appropriate meridians/areas of the body, return to a
more harmonious balance is encouraged. Symptoms are not the
problem, but illuminate the nature of underlying disharmony.
Sometimes change is swift, as when a chronic shoulder pain disappears

after two sessions, but if the cause is not addressed pain may resur-
face, perhaps in a different place. Other times functions of the body
will improve, say digestion or breathing patterns, before specific
symptoms go. 

Shiatsu is recognised as being of use in many disease situations, the
most common of which are; headaches and migraine, respiratory
illnesses including asthma and bronchitis, sinus trouble and catarrh,
insomnia, tension, anxiety and depression, fatigue and weakness,
digestive disorders and bowel trouble, painful menstruation and
urogenital conditions, circulatory problems, rheumatic and arthritic
complaints, back trouble, sciatica and conditions following sprains and
injuries.

There are few disorders an experienced practitioner cannot help
with, and diverse phenomena known collectively as AIDS are no
exception. Shiatsu considers the whole person – emotionally, physi-
cally and spiritually – feeling for how the whole balance can be
improved. A skilled practitioner will not privilege a medical diagnosis
or test result above the holistic picture, for that would be to forget
the beauty and strength of this work. Clients presenting with the
same medical diagnosis may receive very different treatments, as it is
the person not the illness that is treated.

Often dietary advice will be given according to Chinese principles
of healing properties of foods. Exercises have been developed which
invigorate and tonify certain meridians or functions of the body. A
routine of focused exercise, done in a relaxed and aware manner can
be an important key to empowerment and healing.

Shiatsu sessions generally last about an hour, with the client
wearing loose, comfortable clothing. Most practitioners work on the
floor on a futon but it is possible to receive on a couch or chair.
Frequency and number of sessions will vary according to particular
needs.

Reflecting on my first experience of Shiatsu, I remember thinking
“This woman looks quite ordinary, how can she help me?” The
sessions turned out to be immensely powerful – I went every two
weeks for over a year – I released deep sadness, began to eat more
wholesomely, sort out digestive problems and, crucially, to value
myself more. It had a profoundly positive effect on my life and
contributed to my subsequent decision to study Shiatsu. 

References:
Ivan Illich: Medical Nemesis, Penguin 1976/1990 reprint
Carola Beresford-Cooke: Shiatsu Theory and Practice, Chuchill and Livingstone
1996

Finding a Shiatsu practitioner
The U.K. Shiatsu society keeps a fully updated register of practitioners.
Contact them for a practitioner in your UK area. (There are similar
societies in many countries.):
The Shiatsu Society, The Interchange Studios, Dalby Street, London
NW5 3NQ.
SEND S.A.E.
There are practitioners working at the Healing Circle:
Healing Circle, Helios Centre, 61 Collier Street, London N1. Phone 0171
713 7120

Molly Ratcliffe is a Probationary Shiatsu practitioner and works in
central London. She can be contacted C/o Continuum.

c

Molly Ratcliffe

SShhiiaattssuu
Reconnecting to the flow of life

H E A L T H Y O P T I O N S
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Protease doubts
In an international consensus
reported and endorsed editori-
ally in the Lancet (12 April, pp
1042, 1086), these drugs are
strongly recommended for
inclusion with new nucleoside
analogues for quadruple
antiretroviral therapy. Failures
are explained by assumptions
that mutant HIV’s produce
proteases resistant to inhibitors. 

Rasnick’s main paper (J Biol
Chem 1997; 272; 6348) casts
doubt on this explanation, and
also on the other, over-riding
assumption by the consensus
that therapeutic efficacy can be
assessed statistically from “Viral
load”, i.e. by surrogate
measurements of RNA
presumed by PCR-amplification
to represent RNA from live HlV.
They are so sure about this that
they evalute “Clinical effective-

ness” by falls in viral load and
rises in CD4 counts despite the
fact, admitted by the British HIV
Association in their approval
(Lancet, ibid., p 1086) of the
consensus, that “Clinical
benefit” is unproven, and that
there are significant interactions
between the drugs and interfer-
ence with detoxification. 

What else is lacking in the
strategy of the consensus is
collective information about the
experiences of patients on
combined therapy, particularly
any facts showing how changes
in risk behaviour contribute to
the final outcome. Statistical
assessments which bypass
these are dangerous as well as
presumptious, even if
“Subtraction therapy” (Lancet, p
1091) is also prescribed. 
Prof. G.T. Stewart
Bristol, UK

Social success
Please run these points by
your Board of Consultants and
readers. I believe it will make it
possible for Continuum to have
an even more significant role
than it already has in
challenging the “AIDS”
genocide.

1. While academic musings
about whether HIV exists or
not are entertaining, in my
opinion they have no practical
role in ending the “AIDS”
genocide. As long as we imply
that “AIDS” itself exists we are
operating within the AIDS
group fantasy and in my
opinion prolonging the crisis.
Any discussion of “AIDS”
which does not clearly
challenge the notion of “AIDS”
itself, is reinforcing rather than
changing the way we think
about AIDS.

2. I think it was a huge
mistake to put Leon Chaitow
on your cover and give him yet
another chance to confuse and
mislead people. Not only is his
politically correct book You
don’t have to die: unravelling
the AIDS Myth a direct threat
to the health of anyone
attempting to escape from the
AIDS group fantasy, by
empowering the deadly AIDS
fantasy – it also forcefully

promotes one of the deadliest
“AIDS” myths of all : that of
PCP prophylaxis.

Complementary medicine is a
total fraud which simply offers
dishonest and greedy non-
conventional healthcare practi-
toners a larger slice of the
huge bio-medical pie. I remind
you that in any given year
conventional medicine kills at
least 3 times as many patients
as so-called AIDS.

What we need is information
about and access to effective,
low cost, non-toxic alternatives
which are being side-tracked .

3. I personally think it is high
time to shift focus from “AIDS”
as a scientific error to “AIDS”
as a booming social, political
and economic success in order
to put a stop to murder in the
name of “AIDS”.

I’d really like to know what
others think of this.

Rev. Dr Michael Ellner,
President, HEAL New York
City
No censoring of debate here!
But Leon Chaitow has written
the article on effective, low
cost non-toxic alternatives to
antibiotics in this issue – ed.

African dilemma
I enjoy every single issue I
receive from you. The
problem I have is that my
community does not read the
magazines when they realise
they are from a gay commu-
nity. The few that I convoke to
read them, do it because I
have to explain why they need
to. I have tried explaining that
we have a lot in common with
gay people. First of all we are
human beings, we all love,
eat, have sex, travel, die, are
known as HIV high risk and
more. For those reasons we
should learn more about each
other and understand why we
are classed as HIV high risk.
Some say they can not stand
to look at the magazine, not
knowing that when they are
admitted in hospital or sent to
the hospice or even the GU
clinic, most HIV service
providers are gay people. We
are always found in the same
places, same wards and
hospices. Why not work
together and fight this so-
called HIV/AIDS epidemic? 

I know very few of my
people will get this message
as they are not interested in
what the magazine says. I
have tried and am still trying
to send messages around the
world but I can not do it on
my own. I have talked to
different doctors from GU
clinics, and all they say is
their hands are tied. They do

not seem to care as they are
not HIV high risk themselves. 

I hope many more hetero-
sexuals will read this
magazine and open up their
eyes because lots of them are
blind in the HIV/AIDS subject. 

We are losing a lot of people
through ignorance. Life is
worth doing anything to save,
but pumping yourself with any
toxin that comes on the
market is deadly and
dangerous. Most Africans do
not even know they are on
trials. All they are being told is
the medicine is new and very
expensive, the dose costs
£400, and when you mention
the price, they will not think
twice. Some doctors are frank
enough to tell you that they
have never used it before, and
they have to be brutal: we do
not know the side effects and
we shall be monitoring your
blood all the time. 

It is people like Jody Wells
and Continuum’s volunteers
who have changed AIDS from
two years to fifty years living
with the diagnosis and still
having a normal life. What
else does a man want? Who
knows for sure whether he
will be here tomorrow or not?
Whether you are HlV+ or not
we all do not know, we just
pray we are here longer. Long
live Continuum. 
Winifred Mwebe (Ugandan
origin)
London

Continuum welcomes your letters – write to the
editor by post or email. Published letters may be

edited for clarity and length.
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HIV, AZT, 
big science  

F E A T U R E

AZT both reflected and reinforced the
basic paradigm within which almost all
AIDS research was to take place. 

Nussbaum (1990)

INTRODUCTION

I
n April 1984, Robert Gallo told America that he had found the
‘probable’ cause of AIDS in ‘a virus’ later called the Human
Immunodeficiency Virus (HIV). Since that time, those who have
dissented from orthodoxy have been trying to understand how
within two years the general consensual acceptance of Gallo’s

hypothesis – which came to be that an HIV was the sole cause of
a number of AIDS-defining illnesses – was transformed into a
universal scientific tenet . Gallo’s idea, which has never been
scientifically proven, even survived the opinions of Luc
Montagnier, one of France’s most eminent virologists who is now
credited with having discovered HIV in 1983 and who in l991
stated that HIV alone was insufficient to cause AIDS. 

Because Gallo and his disciples are virologists, much of the
debate about consensus and hegemony in AIDS science has
focused on scientists and scientific institutions (Bernstein,
Duesberg, Eleopulos, Hodgkinson, Lauritsen, Schiff). Some gay
writers have looked tentatively at the role which gay men
themselves and gay culture in general has played in reinforcing
the HIV=AIDS=DEATH construct. Few commentators however,
have focused on the crucial role which the production and
marketing of AZT, the first drug licensed as anti-retroviral, played
in reinforcing Gallo’s idea. 

AZT specifically, and ongoing work by scientists on attempts
at anti-viral therapies generally, confirmed in both the public and
scientific mind, that a HIV was the sole cause of AIDS. AZT was
marketed as the cure for a viral condition and, lay thinking went,
scientists would not have invented an anti-viral cure if the illness
was not caused by a virus. AZT may well have been the first drug
in history which defined the illness it was meant to treat, rather
than the other way around. 

AZT has proved a remarkably persistent poison in the pantheon
of orthodox medicine. Between 1987 and 1992, crucial years in the
development of research into the causes of what many have
accepted as AIDS, AZT was the sole drug licensed for the treat-
ment of a HIV in people who had AIDS diagnoses. In 1992, ddl and
ddC were trialled against AZT controls and were later prescribed
only in conjunction with it. In 1993, the delayed publication of the

Concorde trial results showed conclusively that asymptomatic
antibody-positive individuals who took AZT, died more quickly and
in greater number than those simply affected by AIDS-defining
illnesses. Following these results, the drug went out of fashion as a
mono-therapy. Wellcome, its scientists, and public relations staff
however, worked hard to rehabilitate the drug and in large part
succeeded in burying the implications of the Concorde Trial results. 

Today, ten years after licensing, AZT is still used as a gold
standard by scientists and doctors who believe an HIV is the sole
cause of the AIDS-defining complex of illnesses. As the progenitor
of other apparently anti-viral drugs and circular proof that ‘HIV
causes AIDS’, AZT has had immense tantric, but no clinical value.
This article looks back at the part which AZT played in transforming
Gallo’s theoretical assertion – that an HIV was the sole cause of
AIDS – into an apparently indisputable scientific and material
reality.

The production and marketing of commodities creates certain
realities and ‘truths’ which are often far more persistent than the
scientific assumptions upon which the commodities themselves are
based. 

In the process of producing and marketing AZT, the Wellcome
Foundation set in chain a powerfully persuasive machine which
created information, culture and social relations with one purpose,
to sell the drug. This network had a life force which would have
continued to drive it forward, even if it had occurred that the drug
quickly killed everyone who took it. 

AZT: AN AIDS DEFINING DRUG part 1

The ruling ideas are nothing more than
the ideal expression of the dominant
material relationships.

Marx and Engels (1942) 

Positive Action brochure 1991, Burroughs-Wellcome

Martin Walker



CONTINUUM VOL 4, NO 6 33

F E A T U R E

TRADING PLACES

The production and marketing of AZT can best be viewed
within the context of the global pharmaceutical industry in
general and the Wellcome Foundation in particular*. The

world pharmaceutical industry is worth £130 billion. Over the last
ten years the industry has been characterised by high growth and
high profits. 

Throughout the eighties and nineties, the pharmaceutical
industry has been in a state of transition. Mergers, takeovers, the
buying up of smaller companies and the divestment of unprof-
itable productive sections, has left a few large companies jostling
for position. 

Takeovers and mergers represent one response to a crisis of
profitability in the industry, a crisis which has been brought about
by cut backs in public health spending in Europe and America
and spiralling research and development budgets. This integra-
tion into larger global corporations has occurred also because
many pharmaceutical companies have been extending their reach
into different levels of health care, into hospital management,

corporate employee health schemes and cradle to grave health
care planning. 

The development of a single medicine from initial conception
to the market place is said to entail an average investment of
between £200 million and £500 million. Other major costs include
contribution to the administration costs of licensing and the cost
of mistakes, dropped development and recalled drugs. 

In the mid nineteen eighties, the Wellcome Foundation was
outside the top ten ranking world pharmaceutical companies.
These rankings are, however, based upon turnover and more
generally, money spent on research and development. In other
respects the Wellcome Foundation was a hugely powerful organi-
sation. 

Outwardly its success was due to a few market leading drugs.
Zovirax the anti-herpes virus drug, had been Wellcome’s top
seller for a decade. The company also held the patents on a
number of antibiotics and anti- bacterials, especially Septrin, and
had, in the past produced whooping cough vaccine. Wellcome’s
major problem throughout the seventies and early eighties, was
that its ethos was too academic and its production tended to be
unfocused. The company produced animal health products as
well as organo-phosphate pesticide. 

In the early eighties, Wellcome started to rationalise, cutting
back on staff, shedding some of its unfocused production and
developing a more professional, less academic approach to
marketing. By the mid-eighties the company had moved into all
the contemporary buzz-word areas – cell biology research, life
science and genetic engineering – and it was eager to find
another ‘modern’ market-leading drug. 

In his 1935 will, Sir Henry Wellcome left clear instructions that
the profits from the Wellcome Foundation were to be invested in
the non-profit-making philanthropic Wellcome Trust. By the mid
1980s this Trust was one of Europe's biggest medical research
funders. 

The Trust was linked with the other major European Medical
Research Trusts and consequently, Wellcome-connected scien-
tists staffed many of the university departments and regulatory
bodies across the world. 

Because the Wellcome Foundation was founded by a Briton
and an American, William Burroughs, it joined that small coterie of
very powerful government and non-governmental organisations
which could call themselves Anglo-American. From the early part
of the century a special relationship has existed between Britain
and America which has meant that various organisations of the

The imagination which could produce obstacles to scientific
progress became for Gaston Bachelard (1884-1962) a harbinger
of a person’s ‘secret being’ and inner destiny … provoking ‘a
leap towards a new life’. Miller (1994) 

* IN 1995, Glaxo made a hostile bid for the Wellcome Foundation and
managed to take the company over after the Wellcome Trust offered them
their majority holding in the Foundation. The resultant company Glaxo-
Wellcome became for a short time the world’s largest drug company. 

& clinical failure
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American state, together with the
country’s largest philanthropic trusts
and foundations, its transnational
corporations, and its scientific and
medical professional bodies, have all
been interlocked with their British
counterparts.

The Rockefeller Foundation,
America's largest Trust, which
pioneered scientific medicine at the
turn of the century, often had British
representatives on its board, as did
the Carnegie Foundation. The
Rockefeller Foundation and the
Rockefeller Institute financed British
hospitals, British universities and
British scientific and social research.
Rockefeller Institute work with the
Wellcome Foundation and later the
Wellcome Trust had gone on since
the early days of a British and
American presence in Africa, China
and South East Asia. Following the
second ‘world war’, the Wellcome
Trust which was almost bankrupt
relied upon American financial
support to get back on its feet. By
the end of the 1950s, Rockefeller
interests and those of Wellcome
covered many overlapping areas. 

The power and influence of the
Rockefeller Foundation in the years
between the ‘world wars’ and up
until the late 1960s was consider-
able. Not only did the empire influ-
ence and manipulate many of
America’s biggest corporations but it
also had influence within the CIA, the
FBI and all the most powerful institu-
tions of the US government, from the
State Department to the NIH. 

The Rockefeller empire set up
numerous organisations in America,
Europe and Britain, to engineer the social and political direction of
these countries. They also set up international organisations
which would work towards balancing the world foreign policy and
political economy; the first of these, the American Round Table,
published the Foreign Affairs Journal and was related to the
British Institute of International Affairs. This transatlantic policy
organisation was added to, in the fifties, with the Bilderberg
Group, and in 1974 the Trilateral Commission (Britain, America
and Japan). 

The senior executives of multinational corporations that
attended Bilderberg and Trilateral Commission meetings, could
rub shoulders with officials from the State Department, British
Ministers of Defence, Japanese Government officials and heads
of the most powerful financial institutions in the world. Three out
of the last four presidents of the United States have been Rhodes
Scholars and Trilateral members. 

The reality of the influence held and exercised by the Trilateral
Commission, has been obscured by smoke screens thrown
across their activities by participants. Despite this, a number of
generalisations can be made; first the Trilateral Commission has
discussed every important world economic and political crisis,
whether concerning oil or population growth, usually years before
they occurred. Secondly this group provided the world’s most
powerful people with a ready-made network of world political
strategy and industrial influence. The Trilateral Commission was
throughout the nineteen seventies and eighties the policy think
tank of the developed world. 

Throughout the nineteen eighties, the Wellcome Foundation
and the Wellcome Trust both participated in the Trilateral
Commission. At this time, the Wellcome Foundation had forty
main subsidiaries worldwide. Their largest subsidiary and major

profit earning company was the US-
based Burroughs Wellcome.
Wellcome was sending medical
support and aid to the dissenting
parties in the eastern bloc countries
and breaching the Japanese market
with an expanding new plant. 

AZT ORPHANED AT A YOUNG
AGE

AZT was not designed as a
drug to combat an HIV. It was
developed, from a herring and

salmon sperm extract, by Jerome
Horowitz in 1964 for the National
Cancer Institute (NCI). As cancer
chemotherapy, it was designed to
destroy dividing cells which were
producing tumours. AZT was,
however, indiscriminately cytotoxic.
It could kill any dividing cells by
interfering with the reproduction of
DNA.

After development of AZT was
dropped it became an ‘orphan
drug’, one with no pharmaceutical
company parent to rear it and it
languished, on the shelves of the
National Institutes of Health. The
decision to test AZT in 1985 for anti-
viral properties was not due to
farsightedness or any sixth sense –
in 1985 and 1986, inside NIH
research establishments everything
which came to hand was being
tested for antiviral qualities. 

AZT was sent to Burroughs
Wellcome where Dave Barry, head
of research, suggested that AZT
should be sent to an investigator to
be tested for anti-retroviral qualities.

The commissioned report was positive. Wellcome then put the
drug in the hands of Sam Broder, head of the National Cancer
Institute (NCI) – part of the National Institutes of Health (NIH).
Since 1984, Broder had been Clinical Director of the NCI Special
Task Force on AIDS. 

Burroughs Wellcome had two good reasons for giving the drug
to Sam Broder – first Robert Gallo worked at the NCI and
secondly, Wellcome knew that Broder would see the drug
through the regulatory hoops. With Wellcome apparently playing
a back seat role, the drug became the official cure for AIDS,
promoted by the US government. To help Broder work AZT
through the regulatory process, and to secure their ownership of
the drug, Burroughs Wellcome gave the NCI $55,000 in 1985 and
$25,000 in 1986. 

Research and development, including trials, for new drugs can
take up to twelve years. With the help of the NIH, Wellcome
managed to carry out this work for AZT in eighteen months. In
1986, a twelve centre trial study began to test AZT for effectivity
in AIDS cases. This was the first time that the drug had been
used on human beings. 

These Phase II trials were terminated prematurely, after a
period of only nine months when it was found that while only one
of the AZT-taking group had died there were 19 deaths in the
placebo group. Many theories have been put forward since, as to
why this might have happened. The trial was so badly organised
that no follow-up information was recorded on any of the trial
subjects, making it impossible to see what might have happened
in the longer term.

In 1992, John Lauritsen, an American researcher and writer,
obtained documents, under the Freedom of Information Act, from
the US Food and Drug Administration (FDA). These documents,

The Lancet, 1991. Cognitive function?
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although heavily censored, revealed that the trials had become
unblinded, with trial subjects crossing between groups; that
serious adverse reactions to the drug had gone unreported,
including 19 cases of anaemia requiring life-saving transfusions,
and that trial records had been altered to reflect better results for
the drug. The trial was so chaotic at its Boston centre that in
January 1987, the FDA was forced to hold a special meeting to
decide whether or not to allow through the data from this and two
other centres – which it did. 

After almost four years of licensed use, it was accepted that
AZT had a 1,000 times higher toxicity than had been quoted by
Burroughs Wellcome in the Data Sheet Compendium or cited in
the Physicians Desk Reference in 1986. At an end cost of £10,000
per patient per year, Wellcome attempted to keep the dosage as
high as possible. By 1993, however, dosages per day had been
reduced by most doctors from 1,200 mg to 500mg. 

In 1990, Wellcome managed to open an expanding market
when they got the FDA to license the use of AZT for healthy
individuals who tested antibody positive. It was only a short step
from this decision to the free dispensing of AZT as a prophylactic
– for example for doctors or nurses who had received needle
stick injuries. 

TRANSFORMATION OF AN IDEA INTO REALITY

In December 1986, three months after the US Phase II trials had
been halted Wellcome began submitting a 4,500 page dossier
on AZT produced by its Beckenham laboratories to the world’s

regulatory bodies. Wellcome’s Beckenham laboratories produced
a 4,500 page dossier on AZT for submission to regulatory authori-
ties. These dossiers, whatever their country of destination, were
produced in English without translation. 

In May 1987, the drug was licensed by the British regulatory
authority. America followed Britain in licensing and by the middle
of 1987, AZT was licensed for use in 15 different countries. By
November 1987, within a year of the only trial being aborted, AZT
was licensed in 35 countries. Between 1983 and 1987, during the
first flushes of the development and licensing of AZT, Wellcome’s
turnover almost doubled from £674 million to £1132 million. 

To give the marketing bandwagon maximum publicity,
Wellcome organised the biggest world-wide media campaign that
had ever been carried out by a drug company. The idea was that
if Wellcome could sell to governments in bulk, the fine tuning of
AZT marketing could be left to in-place networks of doctors and
scientists in those countries. Licensing hearings in European
countries were preceded and followed by symposia, geared to
attracting maximum press coverage. In September 1987, a
symposium was held in Paris to launch AZT. One hundred and
eighty doctors and journalists attended an all expenses paid
meeting at the Hotel Sofitel, at Sevres. Similar symposia followed
licensing in other European countries.

In the autumn of 1987, there were symposia in Naples, organ-
ised to cover the African continent, and in Ecuador, giving televi-
sion coverage to the Caribbean and Latin America. Wellcome
chose the Naples conference, ‘AIDS and associated cancers in
Africa’ to launch the ‘new generation’ of AIDS testing kits. Both
these conferences were organised in conjunction with Wellcome
by Abbott Laboratories, one of the leading drug companies in the
Rockefeller portfolio. 

Wherever the AZT caravan stopped, it presented physicians
from important metropolitan centres like London and New York.
These market pitches were paid for in every last detail by
Wellcome, Burroughs Wellcome or one of the other drug compa-
nies which made up the Wellcome cartel group. 

In December 1989 the marketing circus went to Brazilia.
Wellcome had established laboratories in Brazila, in partnership
with ICI. Doctors attended from all over Latin America. The guest
of honour was the Brazilian minister of health, Dr Guerra. Other
guests were Dr David Hawkins from St. Stephen’s Hospital,
London, and Dr Tom Lissauer from St Mary’s in Paddington,
London. Professor Paul Griffiths, from the Royal Free Hospital in
Hampstead, London, and Dr Brian Gazzard, from the
Westminster Hospital, London, all gave accounts of the beneficial

treatment of HIV patients with AZT. 
Dr Guerra renewed his country’s commitment to fight the

spread of AIDS. In its in-house journal, Wellcome expressed its
pleasure at the Brazilian government’s commitment: 

“Dr Guerra also reaffirmed publicly at the time, his intention to
allocate US$130 million for the management of AIDS, with a
substantial part of that to be spent on the purchase of Retrovir
(AZT).”

By March 1988, Wellcome had patent applications pending in
40 countries. Within two years of its aborted licensing trials, with
the scientific establishment no nearer to proving any actual link
between an HIV and AIDS, with no relevant data available about
serious adverse reactions, long term effects or comparisons with
non-drug-treated subjects, Dr Jonathan Mann who had been
Director of the WHO Global Programme on AIDS could say that
“the only drug to prove effective (against AIDS) so far was
Wellcome’s Zidovudine (AZT)”. 

A LICENCE TO KILL

One possible reason why, despite trials being held in
America, AZT was first licensed in Britain might have been
that Wellcome had greater control over the Medicines

Control Agency than they did over the FDA. In Britain all matters
to do with the licensing and marketing of medicines are regulated
by the Medicines Control Agency. This agency which became an
independent self-financing organisation under the Next Step
programme in 1989, had previously been a part of the
Department of Health. 

The most important Committee which comes under the
guidance of the MCA is the Medicines Commission. This
Committee advises the Minister for Health on matters relating to
medicines. Another, the Committee on the Safety of Medicines
grants product licenses. 

From 1985 to the end of 1989, one of the most prominent
members of the Medicines Commission, advising the Minister for
Health on AIDS treatments, was Professor Trevor Jones
(presently head of the Association of British Pharmaceutical
Industries), the Director of Research and Development at the
Wellcome Foundation. Especially in relation to AZT, Jones was
perhaps the most important executive officer in the whole of the
Wellcome complex. 

Besides Professor Jones, out of a total Committee of twenty
five, no less than five other members of the 1989 Medicines

MARTIN J. WALKER
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Commission had interests in or
connections with Wellcome. 

AZT was fast-tracked through
the British licensing system after a
period of only eight months of
research and development. The
technical deliberations which took
place within the Committee on the
Safety of Medicines are secret so
we are unlikely to find out how the
decision to license AZT was taken.
We can however say that no other
purportedly anti-viral drug which
followed AZT was given that same
fast-track opportunity. 

TESTING TIME

The greatest marketing advan-
tage which any company
producing a treatment for an

illness can have is control over the
diagnosis of that illness. This
principle has always been central to
the arguments against quackery in
medicine. The ethical question is
clear – an unscrupulous charlatan
could with one hand, conjure up
equipment that diagnosed a terrible
disease and with the other sell the
patient the cure! 

In the early days of AIDS,
Wellcome had a monopoly
franchise on HIV testing kits which
were produced by their subsidiary
company Wellcome Diagnostics. 

In August 1984, Wellcome was approached by Dr Robin
Weiss, the executive Director of the Institute of Cancer Research
(ICR) – a postgraduate Institute, part of London University and
counterpart to the American NCI where Gallo held the patent
rights on testing kits. In the past, the Institute had received the
majority of its funding from the Medical Research Council (MRC)
but this had been gradually overtaken by funding from industry. 

Dr Weiss offered Wellcome his ideas about diagnostic testing
kits and then went into business with Wellcome producing the
kits. In 1985, it was estimated that the British market for
diagnostic kits was worth between £3 million and £4 million;
worldwide, the market was assessed at a value of £180 million.
Wellcozyme HIV Monoclonal, the second generation AIDS testing
kit, was launched by Wellcome in autumn 1987, at a Naples
symposium. 

Medical equipment does not have to have the same rigorous
regulatory proving as pharmaceuticals. There are no clinical trials
and no peer review. Wellcome’s production of HIV antibody
testing kits was a marketing scandal of immense proportion, for
Wellcome knew that ultimately they would be able to sell AZT to
almost every individual that they had diagnosed as HIV antibody
positive. Even if an HIV were the main cause of AIDS and even if
AZT were even partially effective, the fact that one pharmaceu-
tical company had control over the diagnosis and treatment of a
major illness was ethically wrong. If an HIV was not the cause of
AIDS, or even if the testing kits measured a higher volume of
cases than there were – if AZT was totally ineffective – then this
was an ethical disaster waiting to happen. 

THE TRIALS OF AZT

The traditional form of evaluating research has been peer
review, followed by publication in a few established and
meritorious journals. This system of gate-keeping clearly

had its drawbacks because it meant that orthodoxy retained
control not only over standards of research, but inevitably over

content. The peer review system
attempted to act as a centralised
clearing house for research while
keeping a continuous if nominal
check on standards.

Today, there are no universal
standards for the evaluation of
non- license application drug
trials. Commercial and industrial
interests have helped launch a
large number of vested interest
journals which print the research
work which they have funded.
Drug trials are overseen primarily
by research staff working for the
producer company and even the
investigators are often supported
by the company or work in units
which rely for future funding from
the company concerned. 

For the first five years of AZT’s
life, Wellcome controlled almost
all the known AIDS cases in
Europe and America by drawing
them into trials. In November
1987, eight months after licensing
in the US, Dr Trevor Jones
declared in a press release that
they soon anticipated clinical
studies to involve 6,000 patients,
aside from 5,000 patients who
were already using the treatment.
Nussbaum (1990) reported that in
1988, practically 80% of the
patient slots in the NIAID’s AIDS
clinical trial group were for AZT

trials. 
By 1992, Dr Jones was able to tell the press that 4,000

separate studies had now been carried out which demonstrated
the benefits of AZT. 

PRAYING FOR A PLAGUE

In 1990, when AZT had been licensed for three years, Wellcome
got market analysts BdZ (Barclays de Zoete Wedd) to report on
the prospects and risks to the marketing and production of

AZT. According to BdZ, the FDA decision to licence AZT for
asymptomatic antibody positive subjects, that year, had
stabilised the market. 

BdZ defined the factors which might destabilise the market
position of AZT as: 
l The sudden obsolescence of AZT with the discovery of a cure

for AIDS. 
l Any publicity about debilitating toxicity. 
l Any publicity about questionable efficacy. 
l The possible rapid approval for competitor drugs. 
l A decline in the projected AIDS epidemic. 

These points speak volumes about the political economy of
medicine in developed countries. To recoup its initial capital
investment and secure a long market life for AZT on the basis of
the BdZ report, Wellcome had to hope that; no cure for AIDS was
discovered; there was no criticism of AZT; there was no fast-track
approval of any other drug; reports of the (heterosexual) spread of
AIDS continued. In the world of big business only the scent of
scandal separates marketing theory from marketing practice.
Wellcome, or agents on their behalf, carried out all five of these
strategies between 1988 and 1993 during which time AZT
remained unchallenged.

Part 2 next issue : AZT – A Seller’s Market

c

“…the only company that has products… to test,
treat and monitor…”
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CLAIR WALTON challenges
anomalies in a healthcare
system that ignores her
choices.

Ihad my antibody-positive diagnosis
confirmed to me whilst flying over the
Atlantic Ocean in 1987. It was deliv-
ered to me by my husband, whom the

hospital had informed rather than me.
The news was received with very little
reaction, partly because it was not a
surprise, being a confirmation of an
earlier test, but also because I was
entering the world of “denial”, a condi-
tion the medical profession recognises,
quite rightly, as a possible initial reaction
to traumatic news. It was the possibility
that I might be declared positive that
prompted us to take off on a holiday to
the States that we hadn’t planned and
could not afford. It was my initiation into
the very real world of living with not only
an assumed death sentence but the
most feared and discriminated against
condition of our time. I had already been
affected by the HIV theory for two years
with my husband’s diagnosis. I naively
thought I understood, but I came to
discover that there is nothing like experi-
encing it for yourself.

From the start I found myself
questioning the virus theory. There were
so many questions to be answered.
First, why was it that my husband tested
positive in 1985 and I negative? We had
been having unprotected sex for the
previous six years, blissfully unaware of
any possible virus. A haemophiliac, he
was informed he had been given virus-
contaminated blood products possibly
three years earlier. Why I eventually
became positive is too complex to go
into in detail here – suffice to say it was
after seeking medical advice and was
the subject of a protracted legal battle. It
was suggested later that it may have
been because of some medication I was
taking at the time which may have
eroded the vaginal wall, leaving me
vulnerable to infection. It has also been
suggested recently that it may have
been a positive due to a reaction to the
medication itself. I am now informed
there are over sixty non-HIV conditions,
including prolonged stress-hormone
reactions, that produce antibodies
which in sufficient levels turn HIV-
antibody tests positive. A few months
ago I underwent an anonymous ELISA
antibody test to test the original results

and the medication-reaction theory. The
result came back positive. So whatever I
tested positive for in 1987 was probably
testing positive again ten years later.

I did not seriously acknowledge my
own diagnosis for the first six years as I
dealt with my husband’s declining
health. I watched helplessly as he tried
to cope with the fact that he had been
told he only had a few years to live. His
suffering was compounded by the
silence he had to endure. It was only
after his death in 1993 that I was able to
concentrate on myself. If there was
anything I could learn from his experi-
ence it was not to allow myself the same
fate. I believe that he died not so much
because he had been infected by a virus
that ultimately killed him, but through a
combination of factors which started
immediately after he was diagnosed.
The impact of the diagnosis was so
powerful it unleashed emotions that,
despite his resilience and courage,
would test his spirit to breaking point.
He fell into decline because he was told
there was no hope. He was unable to
cope because of a hostile society that
rejected him through ignorance and
fear. He was diagnosed with Non-
Hodgkin’s Lymphoma after developing a
lump on his neck. He underwent surgery
radiotherapy and was put on AZT , all
while coping with the complications of
haemophilia itself. The lump disap-
peared. He was told there was no hope
and that it would return within 18
months. Since 1990 there has been
published data revealing a 30-fold
increased chance of developing Non-
Hodgkinson’s Lymphoma while taking
AZT. Two years later he began to
develop problems in the stomach and
bowel area and Non-Hodgkin’s
Lymphoma was diagnosed
again. This time he was
given chemotherapy. He
was particularly
unhappy about the
ever increasing
amount of drugs he
had to take to
counteract the
side-effects of
other drugs. Even
though he was
unhappy with the
effects of AZT, he
took it because he
was frightened not
to. With his
haemophilia, he
had lived with a
condition all his life
parts of which he

knew more about than many of the
medical professionals he came into
contact with. He developed a confi-
dence in his own ability to judge his
health and any treatment he may have
needed. Sadly, he lost that ability over
his HIV diagnosis. It was new to him,
and so he delegated more of the
decision-making than he should have
done.

Ten years on from my diagnosis, I am
still questioning the accepted views of
“the” virus, and so to some am still “in
denial” or even dangerous. Remarkably,
I have discovered that these terms are
used to dismiss any doubts about the
virus theory that are raised. This has left
me at times isolated and even doubting
myself. I don’t know what the truth is
and I may never know, but I will
continue to challenge anomalies, as I
see them, as well as question attitudes
to health and healthcare, if I feel it 

appro-

priate. ·
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I have stopped going for regular medical check-ups as I felt
it was becoming a damaging process. The last time I spoke to
an HIV consultant was in 1995. He asked me how long I had
had the virus. I replied that it had been eight years since my
positive antibody result and I felt perfectly well. I also pointed
out that I had not experienced any significant illness in all that
time. He said, “This is a long term condition you know.” I was
appalled at his arrogance and callousness.  I decided that
unless I desperately needed medical attention, I would not
return. How could he make such a remark – where was his
evidence? The virus theory has only been around fifteen years
or so and I am one of the first batch of antibody positives, as
is anyone who was diagnosed at that time. Until it has been
sufficiently long to prove what happens to each one of us, we
have only predictions. We must never lose sight of that fact.

Whilst the arguments rage as to whether the virus exists or
the tests are valid, I must be aware of the factors that may
play a part on my health. I believe that there is a real danger
of falling victim to the diagnosis and all its psychological and
social implications. So often people have said to me that “any
one of us could get run over by a bus tomorrow”, a not

impractical warning for me as I like to travel on my motorbike.
However, though often well-meaning, it shows a severe lack
of understanding of the psychological impact of a life-threat-
ening diagnosis. I reply, “That’s as may be, but you don’t
wake up in the middle of the night thinking about it.” It is the
psychological effect that I have become fascinated with over
the last few years and which I believe I have to tackle if I am
to continue to survive. I share the belief that if you tell
someone they are going to die, isolate them from society and
try to suppress their sexual and reproductive needs, then you
may destroy their spirit and they are likely to wither and die. I
am fit and healthy after ten years, despite what has happened
to me and I intend to remain that way. I have often been with
other antibody-positive people who have not realised I am
too, rather, as some have told me, assuming I was there in a
professional capacity. It is heartening to see the reaction
when they not only discover that I am antibody-positive, but
that I have been diagnosed for so long, am so fit and healthy,
and more importantly am not taking and never have taken any
drug treatment. I am aware that it gives hope, particularly to
those newly diagnosed and I am beginning to realise that I
should publicise the fact more. I doubt the view that I am
lucky or that it is just a matter of time. I believe it is a combi-
nation of my approach – in understanding that the mind, body
and spirit are inextricably linked, and my logical view of the
notion of the virus and its relatively short and politically
charged history. I also have a healthy disrespect for the
medical establishment and the pharmaceutical companies,
which has steered me through many dangers. I am cynical of
the drug treatments that are emerging, in particular the
medical evidence that is used to sell the products. I do not
feature in any of the trials because I am not in the system. I
am important evidence that is being ignored. 

I have found solace in the last couple of years when I
discovered Continuum, and people with whom I have
common views. I admire the work of Continuum, and although
I do not always follow the scientific arguments or necessarily
agree with those I do, I am grateful that someone is asking the
questions, as the nature of this work has far-reaching implica-
tions not just for the HIV theory but for health issues
concerning everyone.

I have come to cherish the experiences I have had through
this enigmatic diagnosis, and I intend to be around for many
years to come. That is if I’m not knocked off my bike by the
proverbial bus in the meantime. c

We’ve all seen them. Stars, disc jockeys, sportsmen and women
with a red ribbon pinned onto white tuxedos, black dinner
jackets and spaghetti-strapped evening dresses. These are the
compassionate celebrities who with a sad expression don the
mantle of corporate grief for “AIDS victims and sufferers" and
feel they are “doing good”. Granted they are doing this with the
best of intentions but far from doing good, they are actually
doing damage – they are using their celebrity to raise funds for
AIDS research that is entirely misdirected and orchestrated by a
profit-oriented and commercially blinkered pharmaceutical
industry. They are perpetrating the myth of the one-fuck wonder
– their friend who was unlucky enough to get AIDS through one
unfortunate sexual encounter. They are colluding in a dangerous
cult of death worship. They are diverting attention away from
the high risk lifestyle factors including recreational and intra-
venous drug use that accompany “acquired immune deficiency”

Chris Dunkley of the Financial Times deserves the credit for
coining the phrase “compassionate celebrity”, in a review of
programmes about AIDS on World AIDS Day, 1993: “The
‘compassionate celebrity’ way of covering the subject, (AIDS) with
film stars and disc jockeys adopting deeply concerned expressions
as they roll condoms on to their fingers, is presumably because
television does not dare get to the nitty gritty of the AIDS
phenomenon”.

The article triggered a memory I had of my childhood heroine,
Elizabeth Taylor, making a speech in 1992 at the Wembley
Stadium tribute to Freddie Mercury. Never has “compassionate
celebrity ” been better performed. It was common knowledge
that Mercury had abused drugs heavily over many years, but
Taylor glossed over this. Addressing herself to “teenagers” and
“young adults” she said. “You are the future of our world. You
are the best and brightest...Protect yourselves! Every time you
have sex, use a condom. Every single time. Straight sex, gay sex,
bisexual sex. Use a condom whoever you are.  And if you use
drugs, don’t share the needle. [author’s emphasis].” (Wembley
Stadium speech, London April 20th, 1992)

Drugs, the very evil that causes AIDS deaths in the young were
apparently condoned by Taylor, as long as needles were not
shared! 

When Celia Farber interviewed the late Michael Callen (author
of Surviving AIDS ) for Spin Magazine in 1988 he said, “I have
gone to a great deal of trouble to find these people who claim to
have had only one or two 'unlucky’ sexual contacts. I found ten
of them in all, and each one ended up telling me they had been
lying...in the support-group setting they would regale us with
tales of bathhouses and promiscuity and lovers on the side and
drug use.”

Michael became convinced that risk and disease history were
relevant to his condition: “I was never quite able to believe again
that a disease of this complexity was ever going to have a single,
simple cause.” 

But there are those who prefer to adhere to the “single simple
cause”. They have something to cling to in their grief. They
object fiercely when you suggest that things might not be that
simple. They feel destabilised if you pull the rug of HIV certainty
from under their feet.

It is this ignorant if innocent collusion, both by ordinary mortals
and celebrities, with the orthodox virus-AIDS hypothesis (that has
failed to save a single life) which continues to fill the pharmaceu-
tical industry’s pockets, continues to perpetrate the myth that
HIV causes AIDS – that HIV exists at all – and continues to prevent
dissident scientists from exploring new avenues of research. c

COMPASSIONATE
CELEBRITY

Joan Shenton
Meditel Productions

I doubt the view I am lucky or it is

just a matter of time



Vol 4, No 5  February/March 1997  40pp + 24pp Supp
FOCUS: Protease inhibitors(PIs):

PIs in Provincetown: John Lauritsen wonders how hope can exact such a price
From Hype to Hesitation: Recent research has led to serious caution reports Huw
Christie

Supplement: Peter Duesberg and David Rasnick’s The Drugs-AIDS Hypothesis
Conference report: Alternative therapies in France
Interview: Holistic doctor Leon Chaitow, on wide-ranging health 
Counterculture:  part 2 Ian Young’s The AIDS Cult and its Seroconverts
Virus isolation:
Near enough is good enough? Peter Duesberg defends existence of HIV
Why no whole virus? Eleni Eleopulos et al. argue Duesberg’s claims are unsubstanti-
ated.
No viral identification - Stefan Lanka says human rights are the issue
Nutrition: Vitamins, how and why
Review: The AIDS Cult, editors Lauritsen and Young
Dissenting View: Innocence is no defence - Nigel Edward’s personal story from
prison
Workshops for Change: Michael Baumgartner on the process of personal growth
after diagnosis
PLUS: News, HIV Watch, Lust for Life etc

Vol 4, No 4  November/December 1996  40pp
FOCUS: Pneumonias & Lung Diseases:

Aquired Iatrogenic Death Syndrome: Dr. Heinrich Kremer examines the real causes
of PCP and other lung diseases that are usually labelled “HIV-associated” 

Counter Culture: Ian Young’s The AIDS Cult and its Seroconverts, part 1
Sexual Health: Anal Sex and AIDS examined by Fred Cline
Conference Report: 2000 without AIDS? Barcelona’s dissidents meet
Lifestyle: E for Ecstasy or ’ealth? Club culture from a sociopsychological perspective
Nutrition: Knowing your Immune System
Science Speak: Prof. Alfred Hässig on Hepatitis viruses
Viral Load &the PCR: Christine Johnson explains why they can’t prove“HIV” infection
Review: Toxic Sludge is Good For You! Lies and the public relations industry
DrugEffects: Corticosteroids
SNARL: World AIDS Day hype and MDR-TB
Dissenting View: The UK’s long-term survivors study under the microscope
PLUS: News, HIV Watch, Live, Live, Live, Lust for Life, etc.

Vol 4, No 3  September/October 1996  36pp +24pp Supp
FOCUS: Animal Experimentation:

Animal Rights & Bad Science: Peter Tatchell questions the value of vivisection
Human Wasting: Human guinea pigs are not the exception (by Michael Baumgartner)
Rights & Wrongs: Alex Russell says we confuse animals & people at our own risk

Interview: Noam Chomsky speaks out for the first time on HIV and AIDS
Virus Isolation: Neville Hodgkinson summaries our scientific supplement
SUPPLEMENT: Possibly the most important scientific paper, arguing the case against

the isolation of HIV, presented by Dr Eleni Papadopulos-Eleopulos and colleagues
Collective Fallacy: Dr Stefan Lanka responds to Prof. Peter Duesberg on virus isolation
Sense & Sensuality: Three articles on different perspectives of gay sex
Healthy Options: Information on the healthy German Kanne Bread Drink
Nutrition: What is Nutritional Medicine? First in a new series
Alternatives: The DNCB Files – a review of an immunity booster
DissentingView: Whose antibodies are they anyway? – the extent of cross-reactions
Review: Artist Keith Haring’s Journals
Conference Report: The Green Network’s “Human Health & Toxic Chemicals”
DrugEffects: Sulphonamides
SNARL: Vancouver International AIDS Conference
PLUS: News, HIV Watch, Live, Live, Live, Lust for Life, etc.

Vol 4, No 2  July/August 1996  36pp
FOCUS: Global Concern on Virus Isolation:

Prof. Peter Duesberg responds to our challenge
Open Questions concerning the specificity of anti-HIV antibodies

Interview: Lord Baldwin, of the Parliamentary Group for Alternative &
Complementary Medicine, speaks out on medicine and AIDS

AIDS & Decadence: Camille Paglia on the historical development of AIDS
Alternatives: Mopping up the Microbes – allicin
AIDS Activism – no thanks!: Michael Baumgartner’s essay, part 2
Nutrition: A Spoonful of Sugar – all about blood sugar levels

Sexual Health: Safer Sex – seeking a new definition
Review: Neville Hodgkinson’s AIDS: The Failure of Contemporary Science
DissentingView: Protease Inhibitors
DrugEffects: Poppers
PLUS: News, HIV Watch, Live, Live, Live, SNARL, Lust for Life, etc.

Vol 4, No 1  May/June 1996  36pp
FOCUS: Tuberculosis:

TB examined: characteristics, cures and drug-resistance
False Positive: Neville Hodgkinson looks at immune deficiency & TB
Natural Treatment of TB: alternative & complementary approaches

Looking for AIDS in Haiti: Joan Shenton found poverty and malnutrition
Why gay men needed “HIV”: Michael Baumgartner’s revealing essay
Nutrition: Facing the Fats – essential fatty acids and why we need them
Nutrition: Hemp seeds – a useful source of essential fatty acids
Virus Challenge: A response to NAM’s dismissal of our isolation prize
CounterCulture: AIDS-related Kitsch – influences behind AIDS imagery
False Negatives?: The great Easter test scare – no need for alarm
HIV Watch: BBC Panorama’s ‘A Ray of Hope’ reviewed
Review: Natural treatment for candida
DrugEffects: TB treatments
PLUS: News, DissentingView, Lve, Live, Live, SNARL, Lust for Life, etc.

Vol 3, No 6  March/April 1996  32pp
FOCUS: Kaposi’s Sarcoma:

KS: New Perspectives - the latest thinking says it’s not infectious
Highway to Health - Marshall Smith overcame KS by visualisation
Other Options - alternative therapies that work for KS
Blind Alley - looking at the holes in linking HHV8 and KS

Think Big, Act Quick: Stefan Lanka‘s call for unity in demanding answers to funda-
mental problems in the HIV theory

Sunshine and Stress: Matthew Probert finds Jamaican life very stressed
CounterCulture: For and Against Poppers:

Hellbent... - Ian Young charts the history of poppers use as a gay drug
...Or Heaven Scent? - A look behind the US ban on the sale of poppers

Nutrition: Antioxidants help regulate the effects of oxidation (rusting)
HIV Watch: Nigel Edwards on censorship on AIDS issues in the gay media
Interview: The Healing Circle comes under the spotlight
DrugEffects: Protease Inhibitors
Review: Dissident sites on the Internet
PLUS: News, DissentingView, SNARL, Lust for Life, Enquire Within

Vol 3, No 5  January/February 1996  32pp
SPECIAL FEATURE: Where have all the T-cells gone?

Interview: Prof. Hässig on the work of Dr Fauci, head of NIAID
Science: The depletion of CD4s explained
Report: The New York Times on stress

HIV Watch: review of World AIDS Day on BBC TV
Testing Times: 1) Does antibody testing prove infection?

2) Why has the UK changed its testing policy?
Report: The 2nd Complementary Medicines Conference in Spain
DrugEffects: DaunoXome
CounterCulture: Designer Science, Virtual Virology & Dodgy Crystal Balls
Health: Allicin – the secret of garlic
Addiction: AA/NA – a personal testimony
PLUS: News, Book Review, LifeStory, Letters

Vol 3, No 4  November/December 1995  28pp
HIV Watch: Delta – Trials and Tribulations
Feature: Introduction to Prof. Alfred Hässig’s work  on the Stress/AIDS link
DrugEffects: Acyclovir
Alternatives: Homœopathy revealed
Questionnaire: How toxic are you?
HIV Debate: Why the Hæmophiliac controversy is misleading
TestingTimes: Examining the Western blot Antibody Test
Nutrition: The Gerson Therapy – coffee enemas & cancer?
CounterCulture: Why We Will Never Win the War on AIDS
Review: The Complete Guide to Urine Therapy
PLUS: News, LifeStory, Letters
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