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I am an invisible man …
I am invisible, understand, simply because people refuse to see me.


Ralph Ellison, The Invisible Man, 1952

















Preface


Invisible graves line the fields of faraway lands. Therein lie invisible people—25 million of them—all laid to rest by one of the most lethal scourges in the history of mankind. Hundreds of millions of empty graves await those who may follow.


Over the past two decades, 65 million people have become infected with HIV, the virus that causes AIDS. Approximately 25 million people—more than the aggregate battle deaths of the twentieth century combined—have lost their lives to this plague. More than 40 million are currently infected. Every day, 8,000 people (nearly three times 9/11’s death toll) die of AIDS.


Since the first century, the world’s wars have exacted approximately 149 million deaths. It is projected that by 2010, more than 100 million will have been infected with HIV. There will be as many as 250 million new HIV infections by 2025.


Beyond the ineffable human toll, the pandemic is refashioning the social, economic, and geopolitical dimensions of our world.


Even as the virus’s shadow looms, poised to explode on other continents, AIDS has been decimating sub-Saharan Africa, home to almost 70 percent of those infected worldwide. Approximately 40 percent of adults in Botswana are HIV positive. More than 20 percent of those in South Africa are infected. Life expectancy in Botswana has decreased from seventy-one to thirty-nine years, and in Zimbabwe, from seventy to thirty-eight years. Four other countries in the region have life expectancies below forty. By 2010, several African countries are expected to have life expectancies of thirty years or less. “We are threatened with extinction,” Botswana’s president, Festus Mogae, has said.


Most ominously, the pandemic is creating an entire generation of orphans. By 2010, Africa will be host to 20 million of the world’s 25 million AIDS orphans. Reared in abject poverty and without moral guidance, Africa’s AIDS orphans, it has been said, constitute an army in search of a leader.


Suffering almost endemic poverty, Africa’s economies will be pulverized by the pandemic. It is commonplace for businesses to train two or three workers for every one job. Such are the chances that workers will become infected and die. AIDS will shrink many economies by 15 to 20 percent or more by decade’s end. Within several generations, the World Bank predicts, economic collapse is a possibility.


The disease will have grave consequences for U.S. and global security. 9/11 demonstrated the danger of a failed state. In Africa, the world confronts nothing less than the potentiality of a failed continent. The disease is eviscerating national militaries (some have infection rates, it is believed, as high as 50 percent) and generating social and economic pressures that will threaten the very viability of many African states, in some cases begetting disintegration or implosion. The debris, without drastic action, will be the fodder upon which terrorists and transnational criminal elements will find refuge and sustenance. The pandemic—with surreptitious but undeniable force—is shaking some of the fault lines upon which tomorrow’s wars will be fought.


Southern Africa is the canary for the rest of the world. By 2010, the National Intelligence Council predicts, China, India, Russia, Nigeria, and Ethiopia will have between 50 to 75 million infections, and possibly more (overtaking the 30 to 35 million projected in central and southern Africa).


By 2025, one expert estimates, AIDS will cripple China’s, India’s, and Russia’s economies, such that they will only be able to produce flat to nominal annual economic growth. The aftershock will generate seismic reverberations throughout the global economy.


Already facing serious economic challenges and a chilling demographic crisis—Russia’s population is expected to decline from 145 million by as many as 30 million in the next several decades—Russia faces the additional possibility of 8 million HIV infections in the next ten years. AIDS will imperil Russia’s tenuous democratization, and will precipitate instability in a power already struggling to safeguard thousands of nuclear weapons and large quantities of nuclear materials. Poised to explode in India and China, the disease threatens to destabilize these other nuclear states as well, possibly contributing to internal, or even regional instability and conflict.


These “next wave” countries comprise roughly 40 percent of the world’s population. The pandemic’s near-term incursion heralds only the beginning. The toll taken thus far is merely a harbinger of what is still to come.


Throughout the rise of the AIDS pandemic, the United States has been the world’s largest donor and its most vocal mouthpiece in the fight against the disease. No other country had experienced AIDS the way the United States had. More than any other wealthy nation, it bore the visceral scars of its very own AIDS epidemic. The experience placed it in a position to lead.


During the same period, the United States grew into a position of military, economic, and cultural power unrivaled in modern history. In 2003, the U.S. military budget would come to exceed military spending by the rest of the world combined. Its economy was by far the world’s largest, comparable to the entire European Union. The breadth and influence of American culture and values, its “soft” power, was unmistakable. The combination placed the United States in a unique position of leadership.


America’s peerless global reach meant that it would be particularly vulnerable to the economic and geopolitical instability the pandemic was poised to beget. It also meant that the U.S. response to the pandemic would have a profound bearing on the global response at large.


The “global community” is generally only as strong as the commitments of its nation-state members. Despite flourishes of leadership from others—such as the Scandinavian countries, too small to recalibrate the global response by themselves—U.S. policy consistently set the bar for the rest of the world. By and large, as went the U.S. response to global AIDS, so went the global response.


AIDS is a global catastrophe that requires an international response. It is critical to examine the national leadership of the most affected countries and the global community at large. They are part of the story, and indeed, they are part of this story. However, the primary focus here is the U.S. response: How has the mightiest, wealthiest, most advantaged country in the world responded to the defining humanitarian catastrophe of our time?


In a speech at the Kennedy Center in Washington, D.C., on June 11, 2003, Secretary of State Colin Powell shared the results of a recent analysis his staff had prepared. One could add up all the deaths in the twentieth century from weapons of mass destruction, Powell said, multiply that number by ten, and it still wouldn’t equal the number of people that would die of AIDS in the next twelve months. Months earlier, a Washington Post editorial suggested that the pandemic was probably “the most underestimated enemy of all time.”


Throughout the pandemic’s twenty-year flight, the United States has shrunk from its strategic imperative and its moral obligation, failing at almost every turn to lead a comprehensive global response to the pandemic. The account herein tells an inglorious chapter in our glorious national history. Yet, the exploration that follows has been spurred by a profound faith in the singularly American capacity to harness its unique sense of mission to achieve a transcendent aim. It has been driven by a hope that history might evince the mistakes of the past, so they need not be the mistakes of the future.


The U.S. response is a very human story, and it is told here as such.


This is the story of the invisible people. It is the tragedy within the tragedy. It is about our refusal to see them.





A Feeble Beginning (1983-1990)












ONE
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A Contentious Start,
 Buck Passing



Sauntering through the halls of yet another international health conference on a soft summer day in June 1983 in Arlington, Virginia, Dr. Joe McCormick wasn’t entirely in his element. Forty years old, McCormick had already become the head of the Special Pathogens Division at the Centers for Disease Control, or CDC, the world’s technical center of excellence for the surveillance of disease. McCormick’s job was to hunt down emerging and reemerging infectious diseases. That meant frequent trips to formidably intemperate far-flung corners of the globe. McCormick would identify the disease, take stock of the scale of infection, and, when possible, take the steps to control the outbreak.


It was a life of science and adventure that, growing up on a farm in Indiana, was well beyond McCormick’s wildest boyhood dreams. With his slight country accent, intense eyes, and mischievous scowl, McCormick appeared every bit the part. In a division of “virus hunters,” McCormick had earned himself special distinction—colleagues knew him as a “disease cowboy,” the public health equivalent of a Delta Force captain.


Despite his preference for fieldwork, McCormick’s presence at the conference was crucial. Over the past several years he had become one of the world’s leading experts on hemorrhagic fever, the topic at hand. Following one of the sessions, McCormick struck up a conversation with Dr. Jan Desmyter, a clinician from Belgium with whom McCormick had a casual acquaintance.


A few minutes into a cordial side-conversation, Desmyter remarked, almost in passing, “You know, we’ve been treating a good number of people who have come in from Zaire seeking treatment for what seems like that same disease that they’ve spotted in New York and Los Angeles.” Still largely mysterious, the disease had only recently, just ten months earlier, been dubbed Acquired Immune Deficiency Syndrome, or AIDS.


As a young man fresh out of Southern Florida State College in the early 1960s, McCormick’s church paid for him to spend a few years teaching science to youngsters in Zaire, formerly the Belgian Congo. He grew enamored with African culture and life, and the continent called McCormick back time and again in the decades to follow. Through it all, he had become intimately acquainted with Africa’s vast equatorial plains and its dense northeastern jungles. He’d basked in the continent’s natural splendor and he’d known its cruelty.


In 1976, he was summoned to Yambuku, Zaire, to investigate a virulent outbreak. Yambuku, McCormick would learn upon his arrival following a punishing trip from Kinshasa, the country’s capital, was plunged into chaos and despair, struck with a viciously lethal virus that McCormick and his colleagues would later name after a nearby river: the Ebola.


He’d be called back to investigate yet another Ebola outbreak in 1979, this time in Africa’s northeast region, in a similarly devastated town in the Sudan called Nzara. McCormick arrived in the Sudan with only one other colleague, lab technician Roy Baron, in tow. In short order, the two were directed to a makeshift hospital that seemed to McCormick more like a dank hut, in a nearby town called Yambio. The disease, transmitted through blood, is highly contagious and almost 100 percent lethal; there was no vaccine and no treatment. Wearing full body protective suits and peering through respirator face masks, the two looked out at a macabre spectacle of more than twenty patients writhing in agony. McCormick worked through most of the first night in unbearable humidity taking blood samples and conducting tests that would reveal the extent of the outbreak.


Two nights into the investigation, he tended to an elderly lady whose fever had spiked to dizzying heights. Seemingly delirious, she had recently suffered a seizure. She seemed to McCormick a textbook case. Wearing latex gloves, he inserted a needle into her frail arm and pulled back the syringe to draw out her blood. To McCormick’s shock, she gave a powerful lurch. Stunned, it took him a few moments to realize that upon pulling back, he had stuck himself with the blood-filled syringe. His glove was ruptured. There was blood, and it was McCormick’s. He had punctured himself.


A wave of nausea struck. He didn’t panic, though. There was one possible measure he could take, even if it was a long shot. For years there had been some mumblings in scientific circles that transfusions of convalescent blood (blood from those who had recovered from Ebola) might help stem infection. McCormick had come to the Sudan armed with a few bags of the blood, extracted from these rare cases from Zaire, just in case.


That night, Baron gave McCormick a transfusion. They washed down the anxiety with more than half a bottle of whiskey. McCormick, sure that he was already dying, got back to work the following morning.


He soldiered on, conducting his investigation of the outbreak in the days that followed. A few days later, the woman’s blood sample came back yellow—she tested negative. He could breathe again. He felt, he would later tell friends and colleagues, as if he had been given his life back—as if he’d won the lottery.


In the years to follow, McCormick would move from disease to disease, always chasing the next great outbreak. Usually, he would go to the outbreak. On this summer day in 1983, it had come to McCormick. As the Belgian doctor’s offhand comment sank in, McCormick felt a familiar rush.


“How many patients do you have?” he asked Desmyter.


“About thirty,” he remembered his colleague answering.


McCormick’s deductive train of logic began generating steam. There was no way, he knew, that even 1 percent of the Zairean population could possibly afford the travel expenses to make it from Zaire to Belgium. If Desmyter was right, there weren’t thirty cases in Zaire. There were thousands.


“All kinds of lightbulbs began flashing above my head,” recalled McCormick, thunderstruck by the realization: AIDS was global.


Like most of his colleagues at CDC, McCormick had been intrigued by the new illness ever since June 5, 1981, when the CDC Weekly Morbidity and Mortality Report chronicled strange cases of cancer, primarily in younger to middle-aged homosexual men in New York City and Los Angeles. Little of the science behind the disease was known. What was known was that all of the patients’ immune systems seemed to have deteriorated to the point of dysfunction. Tests revealed that at their death, patients had a shockingly low store of what are medically described as T-cells, or thymus-derived cells. These microscopic cells function as the intelligence agent of the body’s immune system, identifying invading pathogens and signaling the rest of the immune system to respond. Without these cells, patients became helplessly vulnerable to opportunistic infection or disease.


Through 1981 and ’82, the ranks of the disease’s victims in the United States swelled to the hundreds and pushed close to one thousand. Doctors could do almost nothing except watch as their patients drifted to their demise. Scientists were unable to identify the cause of the disease, its origins, how to test for it, how many people were infected, or how (with verifiable proof) it was transmitted. They knew only that it was lethal, and there was no cure.


Speculation far outpaced prudence, and as a consequence fateful mistakes were made early on. Because most of those early cases in the United States involved homosexual men, the disease had originally been designated in both health and media circles as gay-related immunodeficiency disease, or GRID. By 1982, as the health and scientific community struggled to achieve a more comprehensive and precise understanding of the disease and its dimensions, it was becoming clear that it was not simply a gay disease, or, as some called it, a “gay plague.” Incidence had sprung up among intravenous drug users. By year’s end a seven-year-old boy and an infant, both hemophiliacs, were also infected. In New York, Dr. Frederick Siegal reported that Mount Sinai’s first “GRID” patient was a woman of Dominican descent. To health and science journalist Laurie Garrett, it seemed evident that “she, clearly, was not a gay man.” Dozens of cases would spring up in New York and Miami in the summer of 1982, among both men and women of Haitian descent, all of whom seemed heterosexual and non-intravenous drug users.


While the questions far outnumbered the answers, the experts at CDC knew this new disease would not remain consigned to one subpopulation. It was transmissible via blood transfusion, and the evidence strongly suggested that it was transmissible via heterosexual contact.


In response to this evidence, the CDC, in August 1982, quietly dropped the “GRID” designation, replacing it with “AIDS.” While the gay label would fall, the misperception and stigma in which it was conceived would linger—a distorted prism through which wide swaths of Americans would perceive the disease through its flight.


In February 1983, the CDC reported the 1,000th case of AIDS in the United States. The disease was clearly on an alarming upward trajectory. Scientific uncertainty was tacitly abetting its rise. The thirst for findings and answers among the science and health community was acute.


Officials at the CDC and elsewhere in the scientific and health community had their hands full grappling for resources, and laboring to produce scientific insight. As a consequence, no one in the U.S. science or public health establishment had given substantive thought to the global dimension of this emergent and virulent disease.


Joe McCormick would change that in the summer of 1983.


Upon arriving back at CDC headquarters in Atlanta, Georgia, following the health conference, the first thing McCormick did was to seek out Dr. Jim Curran. Curran, then thirty-eight years old, was a staid, mild-mannered, though politically savvy Ivy League CDC veteran of more than ten years. He was a family man, with a wife and two kids. Nothing in Curran’s accomplished career at the CDC could have prepared him for the mantle he assumed as head of the Center’s AIDS Task Force. He would find himself in the eye of some of the fiercest scientific and political battles ever attending any matter of health, science, or disease in U.S. history. Already a party to some of those maelstroms by the summer of 1983, Curran was desperate for hard data that might yield answers to the plethora of questions that still abounded.


McCormick relayed the chance encounter with Desmyter in Arlington. He told Curran that he wanted to lead a CDC-sponsored investigation into the heart of Zaire to test his hypothesis, and, if he was correct, to explore the dimensions of the disease in Africa.


Curran consented immediately. If McCormick found AIDS in Africa, and it had been there for some time, he would be able to unearth answers that had so far eluded Curran and his team: the disease’s origins, its incubation period, and most importantly its definitive mode(s) of transmissibility. Curran assured McCormick he would have the financial and technical support needed to conduct the six-week investigation in Kinshasa.


While McCormick was eager to shed light on those big questions, and help Curran advance his agenda, there was much more to it. If his intuition was on target, there were thousands, quite possibly tens or hundreds of thousands, of AIDS victims in Africa. African leaders had to know about it. The world had to know about it.


McCormick enlisted Sheila Mitchell, an experienced virologist well schooled in administering and assessing blood samples, to join him. Shortly before leaving, he got a call from John Bennett, the head of the epidemiology program at the CDC, asking him to link up with other interested parties. Among those with whom McCormick would soon join forces was Dr. Peter Piot, who was leading a Belgian team with the same agenda. Then in his mid-thirties, Piot had already earned an international reputation as something of a prodigy, making his mark on the same Ebola investigation that had brought McCormick to Zaire in 1976. McCormick knew, respected, and was fond of his younger, passionate colleague. Piot, it turned out, like Desmyter, had seen African AIDS cases in Belgium, and he had made the connection, perhaps even before McCormick.


The American-Belgian team arrived in Kinshasa in mid-September. On each of McCormick’s sojourns in Zaire’s capital, it seemed there was always a fresh crisis of some sort brewing. This time there had just been a massive devaluation of the Zairean currency. McCormick, Piot, and his colleagues felt like “mafiosi” as they strolled out of their hotels with suitcases full of money on their way to a Greek restaurant to go over the team’s strategy the night of their arrival.


The next day McCormick met with Zaire’s health minister, Dr. Tshibasu, a tall man with graying hair who cut an elegant and somewhat reserved figure. McCormick’s reception was cordial, but stern. Tshibasu asserted that existing health issues—including malaria, malnutrition, diarrhea, tuberculosis, sleeping sickness, and measles—were already overwhelming the national health system. He would be happy to cooperate, but he warned in polished French, “Don’t count on finding much interest or support from us for the problem you are interested in…. We can’t even cope with the ordinary problems I just told you about.”


With Tshibasu’s consent, the team was afforded comprehensive access to Mama Yemo Hospital, named after the mother of Zaire’s former dictatorial leader Mobutu Sese Seko, in Kinshasa. One of the nation’s largest health facilities, Mama Yemo was a vast structure with high, rusting tin roofs and dark cement floors stained, McCormick would write, with “countless miseries.” Each ward was able to house about thirty beds. Most of the mattresses were stuffed with cotton and grass, and many wards didn’t have mattresses at all. There were few bathrooms, and they rarely functioned. Fitful moans and wails punctured the heavy African air that wafted through Mama Yemo, echoing throughout the hospital’s halls.


On their first day at Mama Yemo, the team moved through the hospital’s wards examining patients. It would be weeks before Sheila Mitchell could provide technical confirmation that the patients were infected with AIDS. But to McCormick, Mitchell’s tests were almost academic. He could tell that AIDS had struck Kinshasa with impunity. He strode through the wards and counted dozens of women, their hair fallen out, unable to move, emaciated to fifty or sixty pounds, their faces “sallow and eyes sunken, lips studded with raw sores, tongues encrusted with yeast infection … livid, bulging blotches of Kaposi’s sarcoma,” a cancer of the blood vessels of the skin common in AIDS patients.


Among the sea of dying patients McCormick met during the investigation, none remains more transfixed in his memory than Yema, a twenty-one-year-old woman brought to Mama Yemo by her mother. Years before, Yema’s family had moved from Zaire’s rural hillside to La Cité, a sprawling and densely populated slum in the middle of Kinshasa packed with countless houses made of wood, tin, cement, mud, and cardboard, hoping to save some money to move on. With Yema’s father gone for long stretches looking for work, the family was left behind to contend with want and hunger.


After the family had exhausted all of its options, Yema joined the thousands of other femmes libres in La Cité, exchanging sex for money, goods, or gifts. Her work provided food for her family, but by the time she was twenty Yema had already had two abortions. She had also contracted the virus that would later be dubbed HIV.


At first she had sick spells. Later the severe coughing and chills became incapacitating. Eventually, Yema could not rise from bed. She was a young woman, barely an adult, but physically unable to stand. Her mother had tried to care for her, she explained to the workers at Mama Yemo. But there was nothing more she could do, she cried, and so she brought her daughter to the hospital—to die.


The hardened “disease cowboy” had to fight back tears “of anger and frustration” on more than one occasion. He had never seen anything as devastating, and there was absolutely nothing he could do about it. He clung to the one pillar of hope that would sustain and drive him: “if we could understand the processes we were observing, someone, somewhere, might find some solution.”


Slowly, the data began coming in from Mitchell’s blood tests, validating McCormick’s worst fears. Mitchell’s work provided McCormick with the proof he knew he would need to buttress his case back in Atlanta. It was a job well done. The immediate sense of satisfaction, though, gave way to a staggering personal remembrance: 1979 in Nzara, Sudan.


Of course, in that act of desperation back in 1979, McCormick had had his friend Roy Baron give him a transfusion with blood from Ebola survivors. The episode, he had presumed, was history, a tale to tell over whiskey on a ski trip or in the field with colleagues. But AIDS was flourishing in Africa. In trying to save himself from Ebola, had McCormick infected himself with AIDS? He had a familiar sinking feeling.


He had Mitchell test his blood. When the results came back negative, McCormick felt like he had won the lottery, twice.


With Mitchell’s blood test results, there was no denying that AIDS had already become rampant in Kinshasa. But it wasn’t just the disease’s prevalence that struck the group. They noticed a roughly one-to-one prevalence ratio between males and females; that is, as many females were infected as males. Transmission, it appeared, had been occurring almost entirely through heterosexual contact. All of the surveillance work, interviews, and other epidemiology confirmed the fact. To the team it seemed irrefutable.


Immediately, the team moved to draft and publish the results of their findings, with Piot as the drafter and McCormick the senior author. Eager to share their groundbreaking findings with the international health community, they submitted the paper to The New England Journal of Medicine. The journal’s peer review panel, however, rejected it. Another dozen or so journals similarly refused to publish the team’s findings, all incredulous that the disease was heterosexual. To the team’s outrage, the paper went unpublished for almost an entire year before it was finally included in The Lancet in July 1984.


Such a scenario was emblematic of the misperception that framed the international scientific community’s discourse on the epidemic through the mid-1980s. Only months before McCormick and his team set out for Kinshasa, in April 1983, John Maddox, the editor of England’s prestigious journal Nature, drafted an editorial entitled, “No Need to Panic About AIDS.” He cautioned the scientific community not to exaggerate what seemed to Maddox a “perhaps non-existing condition,” and chided the “pathetic promiscuity of homosexuals.” Even prominent men of science were wont to reach hasty, stigma-laden conclusions. In those early years the facts were all too often subsumed in cursory judgments and ill-conceived contention.


The reception by the scientific community was as painful as it was perplexing to McCormick. His findings were not merely data points on a scientific paper, but images forever etched in his memory of human suffering, of young women emaciated to skin and bones, left alone to their demise. He was outraged, but compelled to press on.


Upon arriving home in Atlanta in early November, he sought out his old mentor, Dr. Bill Foege, the legendary, soft-spoken, but quietly forceful director of the CDC. Many years earlier, McCormick had done his residency under Foege. As director, Foege held a post that was scientific, but also political. McCormick admired Foege, estimating that few at his senior level were able to navigate between the two demands with greater dexterity and integrity.


Foege’s directorship was coming to an end, though. Fortuitously, his replacement, a Reagan appointee named Dr. James Mason, was at CDC headquarters the day McCormick approached Foege with his findings. Foege perused McCormick’s results. He was deeply alarmed. The team had demonstrated that AIDS had secured an ominous foothold in Africa. Most notable of the findings was that the disease was transmitted almost entirely through heterosexual contact in Africa. It had obvious ramifications for the burgeoning U.S. epidemic. It also meant that AIDS wasn’t an issue for subpopulations in Africa—the entire population was vulnerable. The worst-case scenario was imponderable. McCormick and his colleagues, it seemed, had discovered a pandemic in its nascence.


At CDC, things began to move with a sense of gravity and urgency. Foege convened an extended group of senior officials including Mason and Curran in his spacious office at CDC headquarters. They dialed the number for Dr. Edward Brandt, the assistant secretary of the Department of Health and Human Services, or HHS. With Brandt on the speakerphone, Foege turned the call over to his junior colleague. McCormick carefully spelled out the details of the investigative effort, the sort of research that had been done, the data, and the team’s conclusions.


It took several minutes for McCormick to complete his presentation. He had woven, he estimated, an airtight yarn. The denouement arrived when McCormick declared: AIDS is rampant in Africa and it is heterosexual.


The group in Atlanta sat eagerly anticipating an answer. On the other end of the phone: a long silence.


Finally, Brandt spoke up. “I don’t believe it,” McCormick remembered him saying. “You must have got it all wrong…. There must be another explanation for your findings.” He asked if McCormick had considered other vectors, such as mosquitoes. In other words, could mosquitoes be transmitting the disease, as with malaria?


“Mosquitoes,” McCormick later wrote, “were obviously easier for him to talk about than sex.” The scientists in Atlanta were aghast.


No one on the Atlanta end of the call knew much about Brandt. They knew only that, like Mason, he was a Reagan appointee. It was an administration that campaigned on a conservative platform. And while Foege and others knew that Reagan’s health and science officials had politically conservative backgrounds, they were unsure just how far and how deeply those conservative tentacles extended.


AIDS had become a political hot potato, and the Reagan administration’s strategy, to the extent there was one at all, was to avoid it. The subpopulations suffering in the United States were not part of Reagan’s constituency. AIDS was sexuality and death: not the stuff that politicians are wont to gravitate toward. If the disease was truly heterosexual, then it was a bigger problem (at least politically) than the administration had estimated. They would have to address it, and they didn’t want to do that unless they had to.


Understanding the stakes, McCormick continued to plead his case to Brandt. “I don’t think the evidence supports that, sir. So far we’ve found very little disease in children. And children get just as many mosquito bites as adults—probably more,” McCormick explained. “What we saw with the disease were definite chains of infection … clustering around sexual contact.”


Brandt could not argue with the data, but, according to McCormick, he seemed “hell-bent” on settling on another theory to explain the disease’s stronghold in Africa. The discussion went on for twenty minutes. Brandt proved immovable.


Foege hung up the phone. Dumbfounded, the group stared at each other, as if looking for confirmation that what had transpired had really gone on. It was, for McCormick, the grossest instance of politics over science and truth he had encountered in his career.


No one in Foege’s office in Atlanta would yet know that in fact approximately forty thousand lives had already been lost, and 1 million infections had accrued around the globe.


With Foege’s blessings, and McCormick’s drive and gumption, leadership at the CDC persevered, intent on continuing the international effort that had been started. They were professionals. They were, perhaps, too professional.


With budget slashing the order of the day, all areas of the federal health effort were under siege, and the CDC was no exception. Foege calculated that he would be better off moving things around and making do with existing resources, rather than taking on a controversial and still largely unknown disease, and perhaps risking further cuts and wrath from the executive branch.


As public health officials went, Foege was a deft political operative. But he was able to measure himself against a very low bar in that regard. America’s leading scientific and health officials were trained in science, medicine, and public health and were among the foremost technical experts in those fields in the world. Those who rose to positions of stature and power in public health and science, though, were generally ill schooled at the sort of political advocacy necessary to secure the resources and political capital they needed to effectively do their job.


The episode in the fall of 1983 was a classic instance. Foege and his entire team did the best they could within the system, but no one sought to jolt the system. No one cultivated relationships with the media or used it to scream about the team’s findings or the significance of the disease’s stronghold in Africa, the disturbing global dimension that had just been discovered. They did not forcefully lobby the administration or seek to galvanize domestic political constituencies to the issue.


Of course they were facing a panoply of problems and constraints: their budget was under siege, they did not have their own administration’s support or leadership, they were struggling to amass resources for the wide range of prevalent U.S. domestic health problems, including the domestic AIDS epidemic brewing in the United States, and relatively little was known about the international dimension at the time.


McCormick would later assert that “by steadfastly refusing to acknowledge the true dimensions of the AIDS crisis, the Reagan administration made itself an ally of the virus.” Brandt’s negligence struck an ominous note at a seminal juncture.


It was a cause, in 1983, in search of a political champion.


On the memorably inauspicious morning of April 23, 1984, HHS Secretary Margaret Heckler stood at the podium at the department’s headquarters in Washington, D.C., with Dr. Robert Gallo in tow, wearing a wide and sprightly smile. Gallo, the director of the eminent National Cancer Institute and one of the world’s foremost experts on retroviruses, had earned his spot in the limelight next to Heckler, she announced, because he had officially “discovered” the virus that causes AIDS. It would be dubbed, shortly thereafter, the human immunodeficiency virus, or HIV.


Heckler’s unbridled enthusiasm seemed to give the announcement great occasion, as did her buoyant pronouncements. “Today’s discovery,” she proclaimed, “represents the triumph of science over a dreadful disease.” She suggested that the discovery would pave the way for a vaccine that would be ready for testing within two years.


Wild miscalculations would continue to abound through the year that followed.


In the summer of 1984, the McCormick/Piot article would be released in The Lancet. In addition, a handful of prominent epidemiologists had been drawn to the global dimension of the disease. One of them was Dr. Robert Biggar, who published a set of very bold estimates in The Lancet in that same year. Many more would follow, including Gallo himself.


The World Health Organization, or WHO, on the other hand, had extricated itself from global AIDS. An internal 1983 WHO memorandum stated that AIDS “is being well taken care of by some of the richest countries in the world where there is the manpower and the know-how and where most of the patients are to be found.” It was of course, a grossly mistaken presumption on all accounts. WHO would have been a logical clearinghouse for the science—estimates of incidence and features of the disease, for example. Without WHO’s participation, disparate sets of teams set out, intent on capturing data on the global dimension. The results would be divergent, leading to contention and chaos.


In April 1985, the CDC organized what would become the first International AIDS Conference, to be held in Atlanta, Georgia. It would attract approximately two thousand scientists, public health officials, and journalists, brought together with the aim of sharing knowledge, and reaching common ground and consensus.


Peter Piot had been working on a CDC-sponsored AIDS longitudinal study that McCormick had helped to set up in Kinshasa. Studying the disease in Africa, Piot had developed a keen sense for the urgency of the problem brewing. He was ecstatic about the opportunity in Atlanta. Piot had even encouraged several of his African colleagues to make the long journey. He believed that the experience would be of value in their work, and that their perspective would enrich the proceedings.


As the scientists took to the stage to present their findings, Piot watched, befuddled. Some of the world’s most prominent scientists were presenting estimates of incidence of HIV in Africa that were absolutely stratospheric, off the charts. Some estimates purported that in certain regions of Uganda, children tested 66 percent positive for the virus; others suggested that 88 percent of the female prostitutes in Rwanda carried the virus. Robert Biggar of the U.S. National Cancer Institute estimated that between 1982 and 1984, roughly half of the Kenyan population had been infected with the disease.


Piot had hoped that the international scientific community would acknowledge the severity and magnitude of the epidemic. He had been living in Africa for a year and he knew from firsthand experience, however, that the numbers presented here were gross overestimations. Confounded and despondent, Piot kept a close eye on his African colleagues. Their goodwill and support was the bedrock upon which his presence was made possible in Zaire.


When Harvard scientist Max Essex averred that the origins of the disease could be traced back to monkeys in central Africa, Piot’s trepidation grew. Sure enough, a group of journalists found their way to Piot’s African colleagues and asked them, “Is it true? Do Africans have sex with monkeys?” The African scientists were aghast.


Hours later, sitting alone in a stairwell, Piot was utterly dejected. “This is a disaster,” he said to himself.


Shortly after the conference it would be verified that almost all of the estimates proffered were wildly erroneous. The blood tests used—still terribly unrefined and clearly inadequate—yielded positive results for traces of malaria and other unrelated pathogens. All of these cases were captured in the results, inflating the AIDS estimates. Almost all of the African populations tested had, at some time, been exposed to malaria in varying capacities. It was a wonder, then, journalist Laurie Garrett wrote, that the estimates did not report even higher levels of incidence.


The immediate reaction was panic—it seemed all of a sudden that the continent was about to erupt in a terrible conflagration. While the inaccuracy of the estimates would be redressed in short order, the social and political fallout of the conference would generate debilitating consequences that would reverberate for years to come. The inflated estimates would breed skepticism among U.S. policy makers, the public health establishment, the media, and the public.


On the African side, political leaders, ever sensitive, particularly in light of the imperial legacy and the stereotypes they knew to abound in the West, grew incensed at the false estimates. “African AIDS reports are a new form of hate campaign,” Kenyan President Daniel arap Moi fumed. Already grappling with crises like drought, famine, civil war, poverty, and a panoply of existing health issues, African leaders were furious about western scientists grandstanding and painting a near apocalyptic depiction of Africa. The inflated estimates would plant seeds of skepticism that would help breed denial among the continent’s leaders for the next decade and a half. African denial would, in turn, serve as a crutch for U.S. inaction.


When the estimates were later brought down to single-digit incidence rates, the immediate reaction was one of relief—“It’s not as bad as we thought.” With that sentiment as an undercurrent, what little attention Africa had garnered was seamlessly redirected within America’s borders, where incidence was escalating precipitously.
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While no one could claim a commanding grip on the magnitude of the pandemic, by 1986 certain progress had been made. The misestimates proffered in Atlanta had been debunked and more reasonable and accurate ones offered in their place. The research effort that McCormick had worked to establish in Kinshasa, Zaire, had been up and running since the middle of 1984. Called Project SIDA (the French acronym for AIDS), it was yielding a great deal of useful data. Finally, WHO had taken up the issue and established the Special Program on AIDS, or SPA. Its leader, Dr. Jonathan Mann, would in time become a pioneer and a legend. Already by 1986, he was a credible and forceful advocate for the world’s response to the pandemic.


Despite the Reagan administration’s continued refusal to address the disease, Congress was able to ensure that funds for the domestic epidemic were scaled up. Priority number one was vaccine development. A vaccine would, of course, have positive ramifications for the global dimension of the disease, but the politics and constituencies driving the effort were almost entirely domestic-centric. The global dimension was not considered at all, and had received entirely no funding or political leadership.


That would change in 1986. A small handful of figures in the Congress were starting to take notice. Primarily through the efforts of Pat Leahy, the towering, gray-haired senator from Vermont and a staunch internationalist whose politics leant to the left, Congress was able to appropriate an inaugural sum for global AIDS.


By the end of that year a quarter of a million people had died of AIDS worldwide. Almost 4 million had been infected with HIV. The total U.S. appropriation for global AIDS in 1986: $2 million.


Leahy and other early champions, including Representative David Obey from Wisconsin, knew that it was a woefully inadequate amount. But the White House was entirely disinterested, if not averse, to the effort, and it was notoriously difficult to create any new line item on the budget, particularly in the foreign assistance bucket. It did not help that this was taking place against the backdrop of the gaping deficits being generated under Reagan’s aggressive supply-side economic plan. It was, they hoped, a start. And a most needed one at that.


But where would it go?


Now that Congress had appropriated the money, what branch of the government, what department or agency, would tackle global AIDS? There was no one obvious candidate.


In time, AIDS would begin to eviscerate national economies. At the outset, however, the Treasury Department, the area of the U.S. government empowered to oversee matters of international finance and economic development, was not interested. Treasury had its hands full managing what were becoming unprecedented budget deficits. In the Reagan era, framed by the Cold War, “globalization” had yet to catch on. The world was still divided into two camps, and the idea that the world’s economic well-being was interwoven among all the world’s nations was weak in currency. Officials weren’t accustomed to thinking in terms of “nontraditional” economic issues like health or the environment.


At the Department of Defense, Reagan’s hawks had their hands full defeating the “evil empire.” Managing the U.S.-Soviet great power rivalry and the NATO alliance, building up the U.S. missile arsenal, developing Star Wars and deploying U.S. intermediate range ballistic missiles in the European theater kept Defense busy through the mid-1980s. In a prescient 1980 article in Foreign Affairs, entitled “Redefining Security,” Richard Ullman argued that the strictly politico-military conception of “security” ignored other pressing “nontraditional” security issues. In time, forward thinkers would emerge willing to push Defense to revisit Ullman’s call for a “redefinition” to include threats such as global AIDS. In the 1980s, though, the idea was ahead of its time.


As the diplomatic arm of the U.S. government, the State Department was able to highlight and prioritize emergent international crises and champion resource allocation for them. It was able to press foreign leaders to engage matters of import to the U.S. foreign policy agenda. Yet few at State, even through the late 1980s, demonstrated serious interest in upgrading U.S. policy to tackle the burgeoning pandemic. A handful of ambassadors voiced concern through the State hierarchy on several occasions. But they were more the exception than the rule. At a critical point in the Cold War and on the eve of a “New World Order,” U.S. diplomatic capacity was stretched and focused elsewhere.


In the late 1980s, the Soviet Union, East Germany, and their satellite “minions” launched a propaganda campaign in Africa, claiming that the CIA had created the disease to kill black Africans. Leaders at State’s Africa Bureau were shaken by cables that seemed to forewarn of “apocalypse,” but they spent more time and energy digesting the reports and debunking the Soviet-led propaganda campaign than pressing for U.S. involvement or spurring African leaders to lead. State wasn’t opposed to U.S. engagement, one bureaucratic operative explained, “it was more benign neglect.”


The Department of Health and Human Services, or HHS, seemed to many the logical place to house the U.S. response. HHS, though, would join the leading U.S. departments in passing the proverbial buck on global AIDS.


Among the most stung, HHS found itself waylaid by the Reagan budget cuts. Assuming office, Reagan proclaimed, “Government doesn’t solve problems, it subsidizes them.” Adhering to his mantra, Reagan eviscerated the funds available to the department responsible for the health of the American people. From 1981 to 1983 Reagan slashed the HHS budget by approximately 25 percent. Amid the siege, HHS was doing all it could to fight America’s biggest killers, heart disease and cancer. The domestic AIDS epidemic was thrown into the mix at a time that was less than propitious. The Department was overwhelmed.


Importantly, HHS’s official mandate extends only so far as matters of “domestic” health. Paul DeLay, a longtime U.S. health official, later to become a leader in the U.S. response, remarked: “HHS was seen as not only not having the mandate, but not really understanding what was involved. … They didn’t have the experience [necessary to tackle the problem]. How many people,” DeLay asked, “at HHS have passports? How many had been to Africa?”


There was an arm of HHS, though, that was brimming with rough and tumble “virus hunters” who had spent more than their fair share of time in Africa and other international locales. The CDC is the United States’s center of technical excellence for disease surveillance. “Bug busters” like Joe McCormick had been all over the earth, searching for and combating emerging and reemerging infectious viruses. They knew how to identify them, how to conduct surveillance, and, when possible, how to control the outbreaks.


But CDC, like HHS and all the other aforementioned departments, had no international mandate per se. Dr. Kenneth Shine, former president of the Institute of Medicine, explained, “CDC has no international surveillance responsibility. The CDC operates under the assumption that if an outbreak of something occurs they will be called in to investigate.” But international surveillance, let alone intervention, strictly speaking, was not a mandatory responsibility.


The calculus to fly McCormick and his colleagues halfway around the world and sponsor their investigations was generally driven by U.S. national interests. If there was an outbreak, even in a faraway locale, it behooved the U.S. scientific community to know about it so that they would be well schooled in the threat and thus able to protect the U.S. population at home and abroad. Funds were tight and humanitarian efforts were a luxury, not the norm. Congressional oversight generally saw to that. American taxpayers, after all, were funding CDC’s activities.


“In the beginning,” Dr. Helene Gayle, an African-American woman who would later oversee the CDC’s global HIV/AIDS effort, explained, “because CDC primarily has a domestic mandate, a lot of what drove the ability to work in international settings was the fact that there were lessons to be learned from the international setting that could be used for domestic populations.” The CDC would launch surveillance efforts in Zaire, and later Côte d’Ivoire and Azerbaijan. The CDC’s surveillance work would yield insights that would benefit developing nations as they fought the pandemic in their own backyards. But the impetus driving the CDC’s engagement had its origins in a domestic mandate and U.S. concerns.


There was a sense, anyhow, that the CDC was equipped to conduct surveillance and do research, but that was where their competency ended. What was needed abroad, global AIDS advocates argued, was intervention.


The CDC may not have been “set up” to lead interventions, but they had done it in the past, and they had done it with astounding success. Counters Dr. Jeffrey Harris, a CDC official at the time, they “did it on smallpox, did it on diarrhea and immunization. They had done a good job.”


AIDS demanded a more ambitious intervention, though, and resources were scant. Initiating an intervention effort would have been, or at least was perceived as being, extramandatory. CDC figures like Helene Gayle would expend a good deal of energy through the late 1980s and 1990s trying to expand CDC’s efforts. But until the late 1990s, global AIDS was viewed as only one emergent health issue among a vast panoply of diseases and sicknesses already claiming millions of lives a year.


Early on, CDC’s leadership could muster neither the foresight nor the political will or ingenuity to marshal the resources and political support to broaden its range of involvement. A decade and a half later, the CDC, like its parent department, HHS, would join the State Department in a loud chorus pleading for resources to expand its efforts in fighting the pandemic. At the moment, though, when their engagement might have done the most to preempt the pandemic’s global explosion, all of these centers of government were willing simply to pass the buck. And the buck—all 2 million of them—would stop, it turned out, at the United States Agency for International Development, or USAID.


USAID was created by the Kennedy administration in November 1961 to provide developmental assistance to countries in need. Like the Peace Corps, it was an outgrowth of the “New Frontier” ethos of international service. The agency was quickly consumed, though, by the geopolitical context into which it was born. All major U.S. international initiatives during the Cold War were to a great extent either a function of, or greatly influenced by, the overarching U.S. foreign policy imperative of the epoch: containment of the Soviet Union.


USAID, though perhaps born of a noble impulse, would prove pervious to that phenomenon. USAID’s grant making and developmental assistance functions became yet another weapon in the U.S. arsenal to fight the Soviet Union. Grants and assistance were doled out not on the basis of need, but to countries friendly to the United States. Assistance was used as leverage both to keep countries in the U.S. camp as well as to woo countries away from the Soviet bloc.


Confusing the agency’s mission further, it would come to award hundreds of millions of dollars in contracts to U.S. companies or nongovernmental organizations (NGOs). As such, a veritable cottage industry grew around the agency, competing for money and becoming a political lobby in the beltway.


Financed with billions of dollars a year, and with missions and deeply dedicated foreign officers, the agency was able to do significant good all over the developing world. By the mid-1980s, however, the agency’s clarity of mandate, its operational efficiency, its credibility, and its sense of purpose were all foundering.


A decade earlier, in the 1970s, health was added to its long and extremely diverse list of priorities including, but not limited to, agriculture, famine, democracy promotion, family planning, and education. By the mid-1980s, USAID’s leadership began attempting to upgrade the agency’s health effort. Dr. Kenneth Bart, a prominent CDC official, was brought on to head the agency’s Health Office. Funds were scant though, and were disbursed based primarily on geopolitical considerations. What little remained was meted out to the multitudinous array of offices and divisions at the agency. The funds available to Bart and his Office of Health were mostly earmarked for child-related programs. The agency’s polio immunization effort and its support of the development for a malaria vaccine were among their most prominent efforts for a long time. Child-centric health issues, which circumvented issues of sex or dubious behavior, were viewed by most at the agency as a safe sell, a particularly important consideration in the conservative Reagan years.


As a consequence of all these factors, in tackling the world’s major health problems and crises, Bart and his Office of Health were able to pack only a very meek punch. And though HIV/AIDS had been an emerging global crisis for several years, “we weren’t rehearsed on infectious disease,” let alone HIV/AIDS, Paul DeLay said of USAID’s health effort.


If, as the Chinese philosopher Sun-Tsu suggested, every battle is won or lost before it is even fought, then the U.S. response to the pandemic would be framed from the get-go to fight a losing battle. Enlisting USAID to tackle the pandemic was, in the words of a former National Security Council director, “like asking the JV team to come and play the Giants.”


The decision of just what to do with those inaugural $2 million would fall, along with the very mantle of commandeering the U.S. response to the burgeoning pandemic, into the lap of a neophyte entirely green to the world of Washington bureaucracy and politics, a thirty-year-old fresh-faced doctor hired to work on diarrheal disease with no experience in AIDS.





TWO
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The Prism of the U.S. Experience,
 Absence of Leadership



Without that weekly trip to the capital, Jeffrey Harris would have gone stir-crazy. Stationed throughout 1984 in the “Middle of Nowhere,” Bangladesh, with his young wife, Judy, herself an accomplished, up-and-coming doctor, Harris was working on cholera vaccine trials for the CDC. A pediatrician’s son, at age three Harris had boldly proclaimed to his extended family in Dallas, Texas, that he, too, was going to be a doctor. Something of a prodigy, Harris entered the University of Texas Medical School at eighteen years of age and graduated at twenty-two. A thirst for adventure and a strong sense of moral purpose—Christianity had played a big role in his upbringing—brought him to the CDC’s Epidemiology Intelligence Service, or EIS, where he envisioned an “exotic” and adventure-filled life of helping people in need.


Harris’s romantic vision ebbed, in short order, into the spartan grind of his new daily reality. In a rural outpost, hours from Dhaka, the country’s capital, Harris made do in a small cinder block house with a concrete floor. His quarters were envied among those in the community, though, for having a toilet, a rare luxury.


Because there was a well-established field station focusing on diarrheal disease, Bangladesh had attracted a stream of young CDC officials. Few, however, took the time to learn the language, immerse themselves in Bangladeshi culture, and cultivate meaningful relationships with locals. Jeff and Judy were determined to forge a different path. Upon their arrival, they lodged at a local monastery for six weeks, and immersed themselves in Banghali, taking lessons for ten hours a day. Eventually they became proficient. Gregarious and kind, they became popular in their new community.


There was little activity around their small hamlet, though, and so they made it a habit to venture into Dhaka almost every weekend, hazarding the two-and-a-half-hour journey in order to preserve their sanity. After a ferry ride, Jeff and Judy would hop into a shuttle, a rugged white Toyota van, well suited to tackle the inclement weather and muddy, bumpy, inchoate roads they traversed on their way.


The journeys gave Harris time to read. With a curious intellect, he was determined to stay abreast of the latest developments in science and public health. One summer morning, on Harris’s weekly trip into the capital, he stumbled upon an article in The Lancet submitted by Dr. Robert Biggar. The later-notorious article had posited wildly exaggerated estimates of AIDS incidence in Africa.


Years earlier, in 1981, Harris had read that first CDC report chronicling the first AIDS cases in the United States. Harris remembered his reaction: “I turned to the intern and said, ‘This is going to be a big deal.’ It was interesting that [even] as a non-epidemiologist, I picked up on this.”


Now, halfway across the world, Biggar’s article made a whopping impression on Harris. Though eager to follow the evolution of the epidemic, Harris was on the fast track at the CDC, and content to stay in Bangladesh to continue his work. But by March 1986, Harris’s tour of duty ended. After a few years in the field, he and Judy were eager to get back to the States, where a prestigious fellowship awaited Judy at Johns Hopkins, and comfortable beds and functioning bathrooms promised a welcome change.


The CDC had awarded Harris a grant that would fund his master’s in public health. Upon arriving back home Harris learned that his grant had been rescinded, a casualty of budget cuts. He still could have had his pick of research fellowships, but he didn’t want to be in a laboratory. He wanted something a little more program-oriented, something a little more tangible.


The CDC old-boy network kicked into gear to take care of one of the center’s up-and-coming stars. A senior colleague mentioned that an old-time CDC veteran, Dr. Kenneth Bart, had recently become the head of the Health Office at USAID. Harris had heard Bart deliver a lecture on measles a few years earlier in Seattle. He had been impressed by Bart’s bearing, his passion, and the force of his personality. He conveyed a strong sense of mission and purpose unencumbered, it seemed, by self-doubt.


In need of a job that would challenge and advance him, Harris sought out his older colleague at USAID. He was invited to come in for a meeting at the agency’s headquarters, then in Rosslyn, Virginia, on Wilson Boulevard in a tall building with ugly green glass. Sitting across from Bart, in his relatively spacious seventh-floor office, in short order Harris won Bart’s favor. By meeting’s end, Bart had offered Harris a post at the agency, as head of the diarrheal disease program, Harris’s specialty.


“By the way,” Harris remembered Bart asking, “have you read anything about this HIV/AIDS stuff?”


“Oh, yeah,” Harris said, “I’ve been reading Biggar’s stuff on Africa.”


“Well, we want you to do that one day a week. We want you to coordinate our AIDS program one day a week. It’s twenty percent time and we think after six months it will go away…. Trust me,” Bart assured him, “we’re sure this will blow over.”


Harris had been on the job for only days in early September 1986 when the end of the government’s fiscal year was approaching. It was a time for bureaucrats to make sure that they had used every last coin in their coffer. With some loose change available in Harris’s budget, he scurried to put together a tour of the African continent for the middle of the month.


Meeting with African health officials and touring hospitals all over sub Saharan Africa, it became clear to Harris that contrary to Bart’s assurance, AIDS wasn’t going away. In fact, it was just beginning.


When he arrived back in Baltimore that fall, he told Judy, “This job is going to kill me, but it’s going to be the best job I’ve ever had.”


Jeffrey Harris, at thirty years of age, was appointed head of the incipient division of HIV/AIDS at USAID. It was to become the locus of the U.S. government’s response to the burgeoning pandemic. It was a division of one, just Harris.


Harris found he had little company as he fixed his sights beyond America’s borders. The rest of the country, when it thought about AIDS, by and large found itself consumed with the epidemic exploding at home. From the outset, the U.S. response to global AIDS would be conceptualized and perceived through the distinct prism of the U.S. experience.


When the neighborhood is on fire, the question goes, do you tend to your neighbor’s house first, or your own? “We are fighting a war here,” declared Emilio Carrillo, a New York City hospital official. It was a war that public health officials and concerned policy makers would continue to lose throughout the 1980s.


Throughout the decade, the epidemic proliferated all over the United States, leaving a searing trail of death in its wake. On July 8, 1982, the CDC reported 452 diagnosed cases of AIDS, and 177 AIDS deaths. By decade’s end there were almost 115,000 diagnosed cases, and more than 70,000 deaths. By the end of 1995, roughly 500,000 diagnosed cases had accrued, and more than 300,000 Americans had died of AIDS.


The public policy around the domestic epidemic became a political firestorm. Policy makers championing increased resources met strong resistance from the White House and conservative figures in Congress. The media had much to write about and report on with the science, the policy, and the cultural dimensions of the domestic crisis. AIDS activists groups, such as the AIDS Coalition to Unleash Power, or ACT UP, the high-profile and flamboyant group founded in February 1987, generated controversy and attention. They had grass roots, though, and spoke out almost exclusively for local constituencies.


The United States was waging a war, and to those fighting it, the battle lines seemed to be firmly entrenched within U.S. territory. “How can anyone think globally, when the United States is burning?” most who were involved in the issue in the 1980s asked.


In 1987, the fire metaphor turned literal, when a group of miscreant arsonists torched the home of an Arcadia, Florida, family with three HIV-positive hemophiliac sons. It was only one of a wave of hate-based or violent acts perpetrated in the mid- to late 1980s. The family was able to escape, but the nation was unable to escape the smoke-filled cloud of stigma attached to the disease.


It was not a new phenomenon for U.S. society. Harvard University public health expert Allan Brandt wrote in his authoritative work No Magic Bullet: “Since the late nineteenth century, venereal disease has been used as a symbol for a society characterized by a corrupt sexuality. In particular,” he wrote, gonorrhea, syphilis, and other venereal diseases all “came to be seen as an affliction of those who willfully violated the moral code, a punishment for sexual irresponsibility.”


AIDS, even more so than its predecessors, seemed to strike those engaging in American society’s least tolerated, most hot-button activities: promiscuous homosexual sex, prostitution, IV drug use. Perceptions of the modes of the disease’s transmissibility met a collective pathology of great anxiety and unease because so little was verifiably known about the disease. It was a recipe for hysteria and hate.


Levels of stigma in the United States ranged from passive to virulent. Seventy-five percent of respondents to a New York Times/CBS poll in 1988 said they had “no sympathy for homosexuals suffering from AIDS.” Nineteen percent of those polled said that they had no sympathy for any AIDS patients at all, even transfusion recipients and infants.


With America burning, and the disease shrouded in a smoky haze of misperception and anxiety, Americans, by and large, were either fighting for scarce resources to put out the inferno, or sticking their heads in the sand, preferring not to think about an uncomfortable stigma-laden disease. There was no groundswell, no impetus, from American society at large to address the global dimension of the catastrophe percolating. To engage the pandemic in its nascence, then, would have taken foresight, will, and political courage—the stuff of leadership—from the country’s highest political echelon. None was forthcoming.


Ronald Reagan would preside over the “discovery” of the disease and its flight into a full-blown pandemic. Through his presidency, he would barely mention the term “AIDS.”


At a Pediatric AIDS Foundation dinner in January 1990, a star-studded audience listened as a public statement submitted by former President Ronald Reagan was delivered at the gala. “We can all learn and grow in our lives,” the statement began, “and I’ve learned that all kinds of people can get AIDS, even children.” It was a mea culpa directed toward the AIDS community. As apologies go, however, it was a decidedly obtuse and tepid one.


There is no evidence to suggest that the fortieth president of the United States, the former B-movie star turned world leader, dubbed the “great communicator,” who brought a stunningly simple ideology to world affairs and the role of government in American life, ever really understood that a seismic pandemic was generating steam on his watch.


“It’s a virus like measles? But it doesn’t go away?” Reagan asked his doctor in 1985. “Maybe the Lord brought down this plague,” he wondered aloud in the spring of 1987.


Two years after Reagan’s assistant director at HHS, Edward Brandt, rebuffed Joe McCormick, the disease cowboy received an invitation to a tented gala benefit by the Potomac River in Washington, D.C., thrown by Elizabeth Taylor and funded by a wealthy Japanese businessman. The historic summer evening in 1985 would later come to be known as the infamous “Meeting on the Potomac.” It was there that Ronald Reagan, four years after the CDC introduced the disease to the public health and science community, acknowledged publicly for the first time the existence of AIDS.


The benefit was an ostentatious affair. McCormick was bemused to be included in the potpourri of guests—numbering roughly four hundred—including movie stars, industrial titans, lobbyists, journalists, and scientific luminaries. Having spent a good portion of the two previous years setting up a research effort in Kinshasa, and deeply frustrated at the dearth of leadership and support from the administration, McCormick was skeptical about what the unusual evening might bring.


Taking everything in, he noticed a familiar tall bearded figure enter the tent and felt a jolt at the thunderous applause directed toward the man. Surgeon General C. Everett Koop was a conservative and a well-known opponent of abortion, but he was also a staunch and anomalous champion of AIDS engagement and education within the administration. The gala was thrown to honor Koop’s leadership on AIDS education.


The president was tightly managed by a small cadre of hard-line conservatives, including senior domestic policy advisors Gary Bauer and Patrick Buchanan. Reagan’s handlers had systematically stymied Koop’s efforts to publicly address the disease.


The administration’s core constituency of Christian conservatives, including a myriad of notable figures, spoke out vociferously, and on occasion venomously, against government involvement in AIDS. Perhaps most famously, the Rev. Jerry Falwell proclaimed in a 1983 television sermon: “AIDS is God’s punishment…. The scripture is clear,” Falwell preached. “We do reap it in our flesh when we violate the laws of God.” Reagan aide Patrick Buchanan joined Falwell, pronouncing: “The poor homosexuals—they have declared war upon Nature, and now Nature is exacting awful retribution.” Ronald Godwin, director of the Moral Majority, averred: “What I see is a commitment to spend our tax dollars on research to allow these diseased homosexuals to go back to their perverted practices without any standards of accountability.” Imposing a vituperative, ill-informed brand of moralism on policy, these conservative leaders were making it clear to the administration that there would be a political price to pay for engaging AIDS.


It was a message that had been heard at 1600 Pennsylvania Avenue, and managed by Bauer, Buchanan, and other operatives. On the few occasions he was able to circumvent the cordon, Koop found the president very inquisitive and eager to learn and to do more. The surgeon general remembered that the president’s handlers advised against engagement, however. AIDS was affecting marginalized subpopulations, and they told the president it was a “lose, lose” issue.


Reagan would not utter a word on the matter, even as it became a hotbed political and cultural item in the national discourse, until the summer night he took to the podium by the Potomac. As he stood to address the crowd, he received only a lukewarm reception. In fact, there were a few boos and hisses from various pockets of the intimate crowd. It was an enormous rarity that Reagan would be exposed to such a reaction, let alone at a luxurious gala.


His remarks in honor of the surgeon general were warm, brief, and extremely vague. He acknowledged the existence of the disease and told his audience that AIDS was a public health problem. He did not speak to his administration’s policy, and did not allude to the global dimension.


Two years later, on April 2, 1987, with nary a mention made in the interim, Reagan again took to a podium, this time at the College of Physicians in Philadelphia, to deliver his first “major speech” on the epidemic. He surprised critics, calling the disease “public enemy number one.” By then the epidemic’s scope and lethality could no longer be ignored. Unwilling to engage the notion of an administration policy, or to tackle issues like education and “safe sex,” Reagan called for abstinence.


One month later, on May 4, 1987, during an issues lunch in the Cabinet Room, the subject of AIDS came up again. The president mused, “I saw a TV show on AIDS in Africa the other day—they spread it there like the common cold.” No one responded and the discussion turned to a memo submitted by a Reagan aide proposing the sequestration of AIDS patients in the U.S.


C. Everett Koop believed that Reagan’s handlers were the crux of the problem. Koop felt that to Bauer, Buchanan, and others, global AIDS “was something over there.” According to Koop the sentiment was: If we’re not going to worry about it in this country, why should we worry about a bunch of black people over there who have the same thing.


By 1987, Reagan had appointed a Presidential Advisory Council on AIDS. It proved an empty political gesture, though, as the administration repeatedly bypassed the council’s recommendations for an upgraded U.S. response. In one of its later reports, the council pointed the administration to the global dimension of the disease, and suggested that early engagement would be critical. Despite the warnings from experts at WHO, testimony from his own agency, USAID, and his own presidential council, the global dimension never registered on the administration’s agenda throughout Reagan’s tenure.


In early June 1987, sitting vice president and presidential candidate George Herbert Walker Bush arrived at the Hilton Hotel in Washington, D.C., to participate in the Third Annual International AIDS Conference. The number of those participating had swelled from around two thousand in Atlanta two years earlier to more than ten thousand scientists, public health officials, policy makers, and journalists.


Bush was unlike his predecessor in many respects. He was an internationalist, who had served as U.S. ambassador to China and the United Nations and had been the director of the CIA. Though most of the power base in the Republican party expected Bush to provide them with a third Reagan term, Bush was his own man, and somewhat more centrist than his wildly popular predecessor.


In short, Bush seemed an outstanding candidate to grasp the gravity of the emerging global catastrophe, and make AIDS a global priority. His participation at the International AIDS Conference was an excellent opportunity to emerge as an international leader on the issue. It was not to be.


When Bush approached the podium to address the crowd, throngs turned their back to him in protest of the administration’s negligence. Activists from ACT UP held aloft protest signs. Hundreds of scientists, in an impromptu demonstration of solidarity and exasperation, joined those in protest.


In the presidential campaign of the following year, Pat Robertson brought the issue to the fore, forcing Republican candidates to choose sides. Scalded by the inauspicious introduction in Washington that prior summer, and intent on maintaining his standing with the conservative power base in the party, Bush veered away. On global AIDS, at least, he would never come back.


The internationalist president could not, in his wildest dreams, have conceived of a more dynamic international political landscape against which to assume the presidency. The Berlin Wall would fall soon after his inauguration, a prominent domino auguring the ripple effect that would culminate, on Bush’s watch, in the peaceable dissolution of the Soviet Union and the end of the Cold War. It was a world transformed, and it was Bush’s. Later he would preside as commander in chief over the biggest U.S. military mobilization since Vietnam in the Persian Gulf War.


It was an epoch for the history books, and Bush jumped in eager to realize his vision of a peaceful, prosperous, democratic “New World Order.” There was much to be done in managing the transition from old threats, though scant time, or perhaps inclination, to consider emergent ones.


In July 1990, in Bush’s second summer in office, the National Intelligence Council, or NIC, essentially the think tank arm of the CIA, exploring “new” post-Cold War threats, released a report that managed to slip under the radar screen of almost every decision maker in the U.S. federal government. Entitled “The Global AIDS Disaster,” the report estimated that the pandemic would yield up to 45 million infections by 2000. There were not that many combatants killed in WWI, WWII, Korea, and Vietnam combined, wrote journalist Bart Gellman. (The report would underestimate the actual tally of cumulative global infections. By the end of 2000 there were close to 55 million.) The reaction, according to the principal author Kenneth Brown, was “indifference.”


The NIC report would never get to the president’s desk. The issue never registered as a priority for the Bush I administration.


The administration did, however, have a flagship policy on international AIDS. Rather than tackling the catastrophe, though, it stipulated that all foreigners with HIV or AIDS were to be kept out of the United States. It was a policy born in part from irrational fears about the modes of transmission, and in part from a grave concern that an influx of HIV-positive visitors or immigrants would put a tremendous burden on the U.S. national health system at a time when it was encountering gaping budget cuts and attempting to cope with the disease at home.


The policy summoned domestic activists to begin to look beyond America’s borders, heralding in some respects the birth of the domestic community’s global consciousness. When HIV-positive foreigners were precluded from entering the United States to attend the 1990 International AIDS Conference in San Francisco, many foreign scientists and public health officials boycotted. There was a strong, though still a fringe, movement among U.S. activists to boycott the conference as well, in deference to their foreign counterparts. In 1992 the pressure from all quarters escalated, and after much deliberation the conference was moved from Boston to Amsterdam. It would never return to the United States.


Then an assistant secretary of state, Princeton Lyman, a seasoned diplomat at the State Department and soon to become the U.S. ambassador to South Africa, explained the U.S. response to global AIDS through the Bush years: “There wasn’t a lot of attention [paid]. It wasn’t a big issue in those days.” There were a lot of resources and attention devoted to the domestic dimension, but the linchpin of U.S. global AIDS policy through the Bush I years was the “policy of keeping people out—keep it away from us. So, there was very little U.S. money going into it.”


Though by marginal increments, the little that was appropriated did increase during Bush’s tenure from the $2 million allotment made available in 1986 to a baseline annual commitment of around $120 million for 1993. The increases happened not because of, but rather in spite of the Bush administration, which never demonstrated meaningful support.


The leadership came from an emerging cohort of congressional figures, led by a fiery, liberal representative from the state of Washington. With a barrel chest, a sturdy frame, and a thick head of white hair, Jim McDermott looked the part of the populist-legislator unafraid to speak his mind. Appearances, in this case at least, did not deceive. McDermott was a doctor, a physician-come-legislator, in the small but notable tradition of American politicians dating back to Dr. Benjamin Rush, a prominent founding father and later congressman from Pennsylvania. Upon his arrival in the Congress in 1989, McDermott had little company as he began shouting about the emergence of a dire global humanitarian catastrophe.


During the mid-1980s, before running for his seat in the House, McDermott had served as a regional medical officer for sub-Saharan Africa with the U.S. State Department. Stationed in Zaire, he was responsible for all of the embassies south of the equator, from Gabon to Somalia to South Africa. The itinerant doctor had a long-standing passion for travel as well as for the developing world, and so it was a position that he relished.


Traveling from embassy to embassy all over the subcontinent, McDermott was roaming the epicenter of the looming global catastrophe. Through the late 1980s and early 1990s, South Africa had reported only several hundred infections to WHO. A colleague of McDermott’s at the State Department knew that the official estimates belied a much greater base of infection. McDermott remembered his colleague fuming, “Because of the sanctions [then still in effect because of apartheid] we’re not doing anything. We’re committing genocide in South Africa.”


When McDermott arrived in Washington to assume his seat in Congress, he wasted no time. The first-term representative brazenly approached then Speaker of the House Tom Foley and made a passionate case for U.S. congressional involvement. Foley became an early convert, providing McDermott essentially with a blank check to “go and figure it out.”


He pored through reports released by USAID and WHO, and began to appreciate that beyond Africa, the pandemic had gained menacing footholds in Latin America, Asia, and elsewhere. By the late 1980s, it was clear that AIDS really was global. And by the end of the decade more than 9 million people across the globe had been infected with HIV, and almost 1 million had already died of AIDS.


Over the next two years, with Foley’s blank check in his back pocket, McDermott spent a good portion of his time traveling to try to get a handle on the pandemic. In addition to Africa, he traveled to India, Thailand, the Philippines, Honduras, Jamaica, and Brazil. The trips confirmed his worst fears. The lethal duo of AIDS and denial were rampant everywhere McDermott toured.


On a trip to India, he asked senior officials from India’s national health ministry to show him Bombay’s red-light district, where hundreds of sex workers line the streets looking for johns. It had been established that AIDS had emerged in India by the mid- to late 1980s, if not earlier. Attempting to engage his Indian inerlocuters, McDermott was met with ardent denial. Seeing the strips, teeming with prostitutes, truckers, and others, McDermott foresaw a horrific explosion in India. His hosts showed little concern.


In Thailand, internationally known for its thriving sex trade, in 1989 the rate of infection among prostitutes in Chiang Mai was roughly .04%. That rate of infection increased over the next twenty months to 70 percent. As in India, the Thai government avoided acknowledging the presence of the disease for years, in part out of national pride, in part out of discomfort in dealing with sex, and in part due to a lack of resources that mobilizing against it would require.
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