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To my dad, Dr. Nicholas Gerard Culshaw—world adventurer, gentle warrior, champion of the scientific method. You taught me how to think and how to love. Memory Eternal.

I wish to acknowledge the invaluable assistance of the following people over the years, in alphabetical order: Elena A., Darin B., Henry B., Celia F., Matt I., Robert K., Sofia K., Kala M., Neenyah O., David R., Liam S., Nathan S., Val T., and, especially, Chuck.


Foreword

by Neenyah Ostrom

Medical research, like most human endeavors, operates within a framework of conventional wisdoms. Partly because it impacts human lives directly—and partly because of the great wealth it can generate—medical research and its partner, medical practice, comply with their conventional wisdoms more strictly than other branches of science. Dissenting views and voices are not welcome.

Medicine’s most rigidly adhered-to conventional wisdom of the last forty years is that the Human Immunodeficiency Virus, HIV, is the sole cause of AIDS.

Rebecca Culshaw is uniquely qualified to question that paradigm. With a PhD in Mathematical Biology, she upends the problematic arithmetic that supports the HIV hypothesis—the strangely unchanging number of HIV-positive people since the late 1980s, their location in the same geographical regions, occurring among the same “risk groups.” She nullifies the certainty of the medical markers used to diagnose AIDS: the inexplicable loss of CD4+T cells, the fallacy of the viral load test, the weaknesses of PCR testing. In The Real AIDS Epidemic, Rebecca dismantles the conventional wisdom that rules HIV research.

Medical conventional wisdom is overturned only rarely, but we needn’t revisit Galileo’s seventeenth-century world to find examples: In the twentieth century, Australian researchers Professor Barry Marshall and Dr. Robin Warren were jeered when they produced evidence showing that ulcers are caused not by stress but by a bacterium, Helicobacter pylori. To prove their hypothesis, Professor Marshall swallowed three cultures of H. pylori in 1982, developed an ulcer, then biopsied and cultured the organism. In 2005, they were awarded the Nobel Prize in Medicine for their paradigm-busting discovery. And in the twenty-first century, the seemingly ironclad thesis that Alzheimer’s disease is caused by plaques of amyloid protein is being questioned even in traditional journals like Science. Because anti-plaque medications destroyed them but patients’ memories and cognitive abilities did not improve, the purported cause of Alzheimer’s disease and the research surrounding it have come under serious scrutiny.

Before investigating the holes that riddle the HIV theory of AIDS, Rebecca was an assistant professor at the University of Texas at Tyler with a more than respectable list of publications. Her PhD research had involved constructing mathematical models of HIV infection. She was actively involved in peer review of mathematical and bio-mathematical research, having served on the editorial board of the Journal of Biological Systems. Upon publication of her essay, “Why I Quit HIV,” the university began receiving coordinated warnings that she was a menace to society and a threat to the integrity of the university; she was falsely accused of giving medical advice to AIDS patients online. Her contract with the university was not renewed.

In The Real AIDS Epidemic: How the Tragic HIV Mistake Threatens Us All, Rebecca offers a blueprint for moving beyond the HIV paradigm. A first step would be a “Reproducibility Project” in AIDS research, focusing on the early papers from the National Cancer Institute laboratory of Robert Gallo, the “co-discoverer” of HIV, as well as influential—but often not reproduced—research reports from the mid-1990s.

Forty years after the press conference that announced HIV causes AIDS, the HIV theory has produced no vaccine and no cure, only the prospect of lifelong treatment with toxic anti-HIV medications. Many clinical trials of these noxious drugs are targeted at African American, gay, and impoverished individuals, including children born to HIV-positive mothers.

Instead of the promised cure, the 1980s brought patients monotherapy: the toxic and teratogenic AZT, with side effects of anemia, bone marrow suppression, and wasting symptoms. The 1990s brought multi-drug therapies called Highly Active AntiRetroviral Therapy (HAART), with side effects of kidney failure, loss of bone density and teeth, and disfiguring redistribution of body fat. Recently, two-drug combos like Dovato were developed, with side effects including anxiety, irregular heartbeat, liver disease, and more.

Today, anti-HIV therapies are directed toward currently healthy HIV negative individuals who are considered to be “at risk.” Like the other anti-HIV therapies, Pre-Exposure Prophylaxis (PrEP) therapies are designed to be taken for life. And like the others, they are highly toxic. Most disturbingly, all advertising and public service announcements for PrEP target gay and African American populations—clearly reinforcing suspicions that the structure supporting the HIV paradigm is built on racism and homophobia.

In The Real AIDS Epidemic, you will read of lives destroyed by one of the PrEP drugs developed by pharmaceutical giant Gilead. Despite creating a “safer” version of its drug Truvada—“TAF”—Gilead declined to put it on the market until the patent on its first version of the drug, “TDF,” expired. Developed in 2001, TDF causes serious side effects including osteoporosis leading to bone loss and tooth breakage, kidney disease leading to dialysis, and numerous interactions with other drugs. This marketing decision made in 2004 is the subject of a still-un-settled, more than 22,000-plaintiff class action lawsuit against Gilead.

A December 1, 2022 Reuters report revealed another profit motive most likely involved in Gilead’s decision to run out TDF’s patent before marketing TAF. The Centers for Disease Control and Prevention (CDC) is suing its collaborator Gilead for $1 billion in patent infringement for Truvada’s use in PrEP. CDC contends Gilead did not credit the agency for discovering that Truvada could prevent HIV infection; Gilead alleges misconduct by CDC. A jury trial to determine which entity makes the most profit on PrEP is set for July 2023.

When in 1988 I began reporting on this rift in the medical community—between those who believed HIV alone causes all AIDS symptoms, allied against those who revealed data showing HIV to be peripheral if not unnecessary for AIDS to develop—I would not have believed it would stretch well into the next century. In 1995’s Censored: The News That Didn’t Make The News And Why, the New York Native and I were recognized for reporting the inaccuracy of HIV antibody tests. Almost thirty years later, HIV antibody tests are no more accurate. And, as was the case in 1995 and before, people who test negative for HIV antibodies can develop AIDS-like symptoms and impaired immune systems; people who test positive for HIV antibodies can live long, healthy lives—if they don’t take toxic anti-HIV drugs.

Along with those who worked beside me in New York City at the New York Native and elsewhere—John Lauritsen, Charles Ortleb, Celia Farber, Joan Shenton, Professors Peter Duesberg and Serge Lang, and a cadre of like-minded questioners across the globe—I was among the first generation of HIV whistleblowers.

Forty years later, Rebecca Culshaw is the vanguard of a second generation of HIV whistleblowers.

Will we need a third generation?

Neenyah Ostrom

Author of America’s Biggest Cover-Up: 50 More Things Everyone Should Know About the Chronic Fatigue Syndrome and Its Link to AIDS; Ampligen: The Battle for a Promising ME/CFS Drug; and Chronic Illness & HHV-6 Report on SubStack.


Foreword to the Second Edition

When the first edition of this book, titled Science Sold Out: Does HIV Really Cause AIDS?, was published in 2007, I joined a long list of hopeful people who identified the many deadly flaws in the HIV=AIDS paradigm. We all hoped for a widespread and enthusiastic collective hearing of our whistleblowing, and that in the spirit of Thomas Kuhn, the paradigm would shift. Patients and the public would no longer be victims of fraud, incompetence, and deceit.

Clearly, time has taught us that we were far too optimistic. Things have dramatically worsened, and the shortfalls and corruption of government and pharmaceutical company–funded “science” have become obvious to many. It would be easy to brush my hands off and leave it to the next generation of doctors, scientists, and mathematicians to find and to fix what is broken.

But I can’t sit idly by. Here we go again.

Author’s Note

The real purpose of the scientific method is to make sure Nature hasn’t misled you into thinking something you don’t actually know. . . . If you get careless or go romanticizing scientific information, giving it a flourish here and there, Nature will soon make a complete fool of you. It does it often enough anyway even when you don’t give it opportunities. One must be extremely careful and rigidly logical when dealing with Nature: one logical slip and an entire scientific edifice comes tumbling down. One false assumption about the machine and you can get hung up indefinitely.

—Robert Pirsig, Zen and the Art of Motorcycle Maintenance

Science is something more (and less) than the dispassionate pursuit of knowledge. How scientific information is shaped is often predetermined by the prevailing ideological climate. For centuries scientists have paid dearly for maintaining iconoclastic views. Their oppressors often have been other scientists working in tandem with the established powers in science.

—Michael Parenti, Dirty Truths

The purpose of this note is to explain a little about the format of this book, and certain logical assumptions that must be made.

I have in the past been accused of “trying to have it both ways,” in particular concerning the issue of HIV’s isolation. The argument has been made that I argue that HIV has not been proven to be isolated, yet at times I assume its existence when I point out anomalies in HIV/AIDS theory. As a mathematician, I know that one of the most powerful tools at our disposal is something called “proof by contradiction,” and it involves assuming a certain fact to be true, then deriving a contradiction using the available evidence. If the information is self-falsifying, it therefore cannot be true. This is, in a nutshell, my approach to the HIV question. I don’t have to prove it exists, or doesn’t exist, but there is nothing inherently self-contradictory in assuming its existence in order to demonstrate that, if it does exist as a unique exogenous retrovirus, it cannot possibly accomplish what it is said to accomplish in terms of immune destruction. My primary goal, and in a way the only important goal I have, is to exonerate HIV of any culpability in causing any disease. There is nothing inherently illogical in this approach, and it has been standard in mathematical reasoning from time immemorial.

The other issue I would like to address right out of the gate is the elephant in the room that is COVID. I have been cautioned that if I am at all skeptical of COVID, I will be painted as a conspiracy theorist. I want to make one thing crystal clear right now, and that I am in no way saying or implying that COVID doesn’t exist or that there was no pandemic. On the contrary, I believe that something unusual was indeed happening in early 2020 and most likely had begun in the fall of 2019. My primary concern with COVID “science” was the fact that the PCR test was being used to quantify the epidemic in a way that was at best inaccurate and at worst dishonest. Further to that, mathematical models were widely misused and abused to make continually failing predictions in a way that was transparently fraudulent, and had the net effect of making people more, not less, suspicious of the utility of mathematical modeling. Finally, and this is critical because it absolutely parallels AIDS and the fast-tracked approval of AZT in the 1980s, HAART in the 1990s, and PrEP/PEP today, is the fact that in rushing to approve mRNA vaccines for COVID, what was essentially a massively unethical clinical trial was conducted in real time on the entire population. The dangers of the vaccines are well known now, particularly among younger populations, but recall how quickly the “science” changed regarding COVID.

This is not the first time that this has happened. It is just the first time people began to realize that not being in a “risk group” didn’t make them immune to being used as pawns in a very high stakes game.

Lastly, the blatant vilification and censorship of scientists who did not follow lockstep with the mainstream COVID narrative—including Dr. Robert Malone, who was involved in the invention of the mRNA technology and dared to be skeptical of its use—is terribly familiar to those of us that endured similar vilification regarding our views on HIV. Science does not take place in a vacuum where we must not dare to disagree even on details, let alone the big picture. What began with AIDS continues to this day. We have a rare moment of opportunity, in which many people have woken up to the “science by consensus” that has infected so many government agencies and even some universities. The mismanagement of COVID is the reason people are awake. Let’s not fall back to sleep.

The Racist and Homophobic Underpinnings of HIV/AIDS Theory

HIV didn’t suddenly pop out of the rain forest or Haiti. It just popped into Bob Gallo’s hands at a time when he needed a new career. It has been here all along. Once you stop looking for it only on the streets of the big cities, you notice that it is thinly distributed everywhere.

—Kary Mullis, Dancing Naked in the Mind Field

We are now forty years into AIDS. Many people reading this volume have never known a life without AIDS. Given the many, many billions of dollars spent on AIDS research and AIDS activism, which settled into one narrow channel of investigation regarding disease mechanism and causation—the narrow focus on the loss of CD4+ T cells and the hunt for an agent that might be attracted to them, effectively brushing aside any other immunological disruptions in favor of the T-cell depletion model—it is reasonable to ask what we have accomplished in forty years.

Forty years later, prevalence of HIV-positivity has remained identical at about one million Americans, utterly perplexing for a virus that is meant to be contagious, but does not behave that way epidemiologically. Furthermore, we have no vaccine although one was promised to be available in the 1980s. We have no cure, only treatments that are toxic and meant to be lifelong. The lack of a vaccine has not stopped the public health experts and the pharmaceutical industry from simply prescribing AIDS treatments as AIDS preventatives. The aggressive marketing of these so-called AIDS preventatives to marginalized communities should raise alarm and suspicion in anyone with even a cursory knowledge of recent medical history.

The HIV theory of AIDS has been constructed entirely around a groundless base of racism and homophobia. I don’t say this lightly.

Most Americans—and indeed, most people—are well familiar with the Tuskegee syphilis experiment. This study was pioneered in 1932 and continued until 1972 with the stated intention of “studying the natural history of syphilis specifically, how syphilis evolves when untreated.” The study was a joint effort between the United States Public Health Service, the Centers for Disease Control and Prevention, and Tuskegee University, a Black college in Alabama. There were six hundred total participants, selected specifically from the African American community. Three hundred and ninety-nine subjects had syphilis. Participants in this study who had syphilis were followed without being told the true nature of the study and were excluded from treatment without their knowledge. The Public Health Service deceived them as to the nature of the study. They were denied informed consent, and, more grievously, were not offered treatment with penicillin, which was known by 1947 to be an effective treatment for syphilis. Over one hundred men enrolled in this study died of syphilis as a result. This study is widely considered to be one of the most egregious breaches of medical ethics in recent history. In 1997, President Bill Clinton issued a formal apology to those victimized by this study.1

The study does not, unfortunately, represent an isolated incident but remains only one among many studies undertaken without much consideration for ethical research.

In the 1940s, US researchers intentionally infected Guatemalans from underserved communities such as prisons and mental health facilities with STDs. Sex workers were infected with gonorrhea and syphilis, and the participants in the study were then exposed to these sex workers. Again, no informed consent was given.2

More recently, in 2003, the late investigative reporter Liam Scheff broke a story about orphans in New York City taking part in AIDS drug trials without proper ethical standards and ending with great harm. In case we might wonder whether Tuskegee or the Guatemala study were simply products of their time, the story of the Incarnation Children’s Center (ICC) serves as a reminder that public health officials are still conducting medical research in an unethical way among marginalized people.3

Children at the ICC were typically born to HIV-positive mothers and removed from their homes by Child Protective Services. They were typically Black or Hispanic and poor. While at the ICC, children became subjects in drug trials sponsored by none other than the National Institute of Allergies and Infectious Disease (NIAID). The drugs came with severe side effects, and compliance was low for this reason. (This will become a theme in AIDS drug trials.) Never to be stopped, however; if a child refused their medication, they were held down and force fed. If, under these circumstances they continued to refuse their medication, they had a tube surgically inserted into their intestines so that noncompliance would, at long last, not be an issue. Several children died—not of AIDS itself but of strokes due to the toxic nature of these drugs.

As just one example, Scheff interviewed the adoptive mother of two of these orphans. One of the children had been on AZT monotherapy from five months of age, and had twice been on life support as a direct result of the AIDS drug nevirapine, which gained notoriety following Celia Farber’s coverage of the pregnant Joyce Ann Hafford in 2006. The other child has developed cancer despite being asymptomatic with respect to their HIV status at the time of treatment initiation.

The BBC eventually picked the story up and ran it as a documentary, “Guinea Pig Kids,” but it was too late for those children who became ill and died as a direct result of the “lifesaving” HIV drugs.

Indeed, AIDS drug trials seem to have a common theme of a treatment being touted as the next best thing, only to discover—too late!—that they have side effects that are arguably worse than “living with HIV” which itself ceased being the same disease we saw in the 1980s, as long-term survivors of ten to twenty years or more became quite obvious by the mid-1990s—before the advent of highly active antiretroviral therapy (HAART) in 1996. (AIDS deaths actually peaked in 1993–94 and have dropped ever since. This is largely due to the CDC redefinition and extensive widening of the criteria for an AIDS diagnosis and is examined in more detail in chapter 4 of the main text.) We saw this with AZT monotherapy in the early nineties, for example, and we continue to see this.

Fast forward to 2021. Tyreese Buchanan, a San Diego man who was diagnosed HIV-positive in 2001, went public as the face of a 21,000-person class action lawsuit against the drug manufacturer Gilead because of the debilitating side effects he and other patients have experienced as a result of the anti-HIV drugs Truvada and Viread (TDF). Buchanan used to be a singer who loved to perform, but he rarely leaves his home anymore. He has experienced kidney failure and bone density and tooth loss. “It hurts your pride . . . [it’s] like someone stabbed me with a butcher knife in the hip.”4

He is hardly close to being the only victim, as this class action lawsuit engages 22,000 plaintiffs. Legal counsel for the plaintiffs maintain that Gilead gave the study participants a less safe version of the AIDS drug tenofovir, called TDF, for years to maximize profits despite the fact that they were knowingly withholding an allegedly safer version of tenofovir, known as TAF. Gilead insisted on providing tenofovir until its patent expired, despite TAF being available and allegedly safer.

The 22,000 plaintiffs in this lawsuit have suffered severe bone loss and kidney damage due to the toxicity of TDF. People have broken bones walking up stairs, and have lost teeth simply from biting a piece of fruit. The lawsuit is ongoing.

It is worth asking the question of whether TAF is truly a safe alternative. Most of these drugs were optimistically presumed to be safe in their early days, but time does seem to have a way of disproving such claims.

As well, it is notable that TDF is widely prescribed as part of Pre-Exposure Prophylaxis (PrEP) even today, despite ongoing allegations of serious adverse events. PrEP is not to be confused with Post-Exposure Prophylaxis (PEP), which is like a morning after pill for patients who had reason to believe they had been exposed to HIV, and is only prescribed transiently. PrEP, on the other hand, is specifically targeted toward healthy, HIV-negative individuals believed to be “at risk” for acquisition of HIV positivity.

I don’t think that it can be overstated how bizarre and unprecedented it is in medical history to put healthy individuals on toxic chemotherapy for life. The closest parallel I can imagine is the widespread use of hormonal contraceptives among women, which is acknowledged by the World Health Organization to be a Class A carcinogen and is falling out of favor among women. We will examine the medical and statistical underpinnings of PrEP in the section “Fake Science.”

Meanwhile, television and print advertisements for HAART and PrEP are problematic. They feature pleasant looking, active people—most of whom are African American—living their best lives on a daily regime of so-called anti-HIV drugs, while the voice-over tells quite a different story. “PrEP may not be for everyone,” “PrEP has not been shown to be effective among transgender women,” and so forth, followed by the standard laundry list of side effects recited at a rapid pace due to the sheer number of them. In my opinion, these advertisements are no better than promotion of the Tuskegee syphilis experiment. They are deceptive, and sneakily target the African American population.

We are told that AIDS drugs are safe. It is a lie. We are told that AIDS drugs save lives, although the only clinical endpoint taken into consideration is “viral load,” with the holy grail of HIV treatment being “getting to undetectable [viral load value].” But the so-called HIV viral load test itself is of highly dubious quality, producing false positive results even in HIV-negative individuals.5 The use of viral load as a clinical endpoint itself is rather bizarre, as it only became widely used in 1996, which was after life expectancies of HIV-positive individuals had dramatically increased from the one- to three-year estimate at the beginning of the AIDS epidemic to ten to fifteen years or more. Again, HAART only came into prominence in 1997, while AIDS deaths had begun to decline in the mid 1990s. Given the long latent period of “HIV disease,” this cannot possibly be due to drug treatment, since these people had supposedly been HIV-positive since at least the mid 1980s if not earlier.
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“Few people are as keenly attuned to all the facets
of the HIV beast as Culshaw.”
—Celia Farber, author of Serious Adverse Events
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