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NO PLACE LEFT

TO BURY THE DEAD








INTRODUCTION



BY THE TIME I first stepped off the plane in Johannesburg in early 2001, at the beginning of what was to be a five-year stay there, a new sense of urgency had arisen over the issues of AIDS. In part, the country had finally awoken to the sheer magnitude of the crisis. By then, South Africa was home to an estimated five million HIV-positive people, more than any other nation in the world. But I suspected the real reason for the new energy was that, finally, it seemed something tangible could be done to halt the epidemic: treatment.

Efforts to prevent the spread of the disease had always seemed depressingly ineffectual and immeasurable; for two decades infection rates had largely continued their upward momentum. Most Africans did not even know their HIV status, and for those who did know they were infected there were few treatment options available; most were simply sent home to die. Communities were staggering under the weight of the sick, dying, and orphaned. The epidemic seemed unstoppable.

The five years that I spent living in South Africa and working there and in neighboring countries, however, was a period of enormous change and new optimism. Treatment that had seemed impossible in Africa just a few years before was becoming possible. A new grassroots activism arose around AIDS, new international money poured in, and treatment centers opened across the continent. In the jumble of new initatives, some projects were ill conceived, and there was much overlap and duplication. But for the first time in nearly two decades, progress was being made.

This book tells the stories of three families and their communities during this period of enormous change, although I try to put their experiences into a broader context and to show how the epidemic unfolded in Africa. I spent more than a year—between 2004 and 2006—visiting the three communities I’ve written about in this book, talking to ordinary people, community leaders, and activists. Much of the time I spent simply observing, and to a degree participating in, the daily life of the families who generously allowed me to chronicle their lives. I ate meals with them, helped wash their laundry and harvest their fields, and even occasionally slept at their houses. My goal was to try to paint a picture of how real people and real communities were dealing with the epidemic, not based on a single snapshot in time but over a period as they adjusted and dealt with the virus.

The three families whose stories comprise the bulk of this book do not represent the most extreme or tragic cases. In many ways, the stories I have chosen to tell are quite ordinary. Some of the people on whom I’ve focused are even relatively prosperous or fortunate within the context of their communities. As you will see, however, all the families have been stricken not once, but many times by the epidemic. Often I discovered the other cases of HIV/AIDS only much later, after I had spent many months with the family. But increasingly, in the nations of Southern Africa particularly, few families remain unscathed. In these cultures where familial ties and responsibility include not just sisters and brothers, but cousins many generations removed, there are few people who have not lost some relative and many who have lost more than one.

The main characters in this book are predominately women. In part this was out of necessity—it is largely women who are willing to talk about the epidemic—but it also reflects the fact that in Africa it is women who are bearing the brunt of the epidemic. They are caring for the sick and orphaned, and they are dying in larger numbers and at earlier ages. For the women I met, the AIDS epidemic was intricately entwined with abuse, alcoholism, poverty, and hunger. It was rarely, if ever, simply a matter of choice.

From the beginning, I also did not feel that, ethically or emotionally, I could watch someone die and do nothing to help. Therefore I chose to work in places and with families that would likely be able to avail themselves of new treatments as they became available. As a result, this book is less about dying from AIDS than living with it. For many of those I met, however, the line between life and death was often perilously thin.

Often this process was difficult to witness: I saw families crumble and disperse and watched young women I had come to care about return again and again to abusive situations where they put themselves at risk of being infected. I sometimes despaired and frequently felt helpless. The challenges, for the families and their communities, at times seemed insurmountable. In the three places themselves—located in the Southern African countries of Lesotho, South Africa, and Botswana—I often encountered a similar bewilderment. Few understood, much less knew, how to stop the slow disintegration of their communities.

I was painfully aware throughout the process of researching and writing this book of the limitations of my own perspective. I was an outsider, a wealthy Westerner. In a region with a deep and divisive racial past, I was also a “white” person writing about black subjects, with all the cultural baggage that entailed. Although I do not classify myself as white—my mother is of Japanese heritage and my father of mixed Mexican and European—in the context of Africa I am very aware that I am usually identified as such. In writing this book I chose to use a limited first-person narrative, so that I could explain as much as possible the relationship I had with my subjects. I knew that, given the long-term nature of my involvement with them, I would be unable to stay true to the traditional ethic of journalistic noninvolvement, an ethic I have come to suspect, in any case. Inevitably, though, given the difficult nature of this subject and the many cultural and economic divides that lay between us, finding the appropriate relationship was often difficult, and I didn’t always succeed. I have tried to be honest about these failures in part because I think the readers of this book deserve to know, and in part because I think they are themselves instructive.

Given the enormous cultural divides between myself and those I was writing about, there is much that I struggled to understand and probably more that I misinterpreted. Yet I think there is an even greater danger in not trying to understand each other. How can we begin to break down such barriers if we are too afraid of giving offense to confront our differences? I hope one day an African writer will tackle this subject and write the story of AIDS on the continent from an inside perspective. For now, though, I have tried to keep an open mind so as not to let my preconceptions color my views. In some cases, people I spoke to made sweeping statements about their own people and culture that may seem offensive in our Western, politically correct culture. In some cases I disagreed with these statements, and in others thought they contained elements of truth. But in general, I have chosen not to edit these and to let people speak with their own voice about their own lives and struggles.

In the course of researching and writing this book I found more questions than answers, but I also discovered that much of what we had thought was unshakable truth about AIDS in Africa might not be so uncomplicatedly true after all.









PART I

DENIAL

MASERU, LESOTHO











1

MALESHOANE




ON A WARM October day in 2003, a young woman named Adeline Majoro made her way across Maseru, the capital city of a small mountain kingdom at the tip of Africa called Lesotho. A hint of spring was in the air, but the land lay parched after several years of drought. Most of the city was brown: dusty dirt roads, mud-colored mountains, gray-brown concrete buildings. As she usually did, Adeline walked a few blocks down a rutted lane from the single room where she lived alone, to a main road. There she waited for one of the run-down, sagging Toyota vans, called taxis, that serve as the main form of transportation in the city.

On most days Adeline caught a taxi to the city center, where she taught business and accounting to high school students not much younger than herself. That October day, however, Adeline had steeled herself to make a journey she had been avoiding for weeks. She climbed into a taxi and headed to a small mission clinic on the other side of the city for the results of an AIDS test.

Then just twenty-two years old, Adeline had a broad face, wide hips, and a big, ever-present smile. She dressed conservatively, avoiding the tight, revealing clothes popular among many of her contemporaries. Her mode of dress reflected a certain seriousness in her character. Adeline knew what she wanted from life and worked hard to get it; she had no time to spend at bars or looking for men. During the day she taught, and at night she took classes on a government scholarship to become a chartered accountant. At home, in the village where she was born, she had a young son who lived with her mother.

Like most Basotho1—the collective name used for the people of her country—Adeline was born in a rural area but had been lured to the city in hope of a better life. In 1966, when Lesotho was granted its independence by Great Britain, its capital of Maseru was a sleepy colonial town of about 15,000 whose grandest buildings were a handful of administrative structures built from yellow sandstone hewn from the local mountains. There was a single hotel and a handful of paved roads. In the four decades since, Maseru has sprawled outward from a small center. Today it is home to around 170,000 people and is the only city of any size in a country that remains largely agrarian.2 But beyond the loud and bustling city center, which now awkwardly pairs those original buildings with a handful of modern office blocks and run-down shopping centers, Maseru still has a rural feel. In the neighborhoods that ring the center, such as the one where Adeline lived and the one to which she headed for her test results, the houses were scattered over the landscape rather than squeezed in close together in the manner of a classic slum.

When Adeline arrived later that warm morning at Maluti clinic, a simple, crowded health center run by the Seventh-day Adventist Church, a nurse recognized her. To the annoyance of those already in the waiting room, many of whom had been there for hours, she was ushered immediately into a private consulting room. “Maybe they were afraid I would run away,” she laughed ruefully when she recalled the incident to me many months later.

Adeline had started several years earlier on the journey that had brought her to that small clinic. Over the previous few years there had been small signs that all was not well, each on its own easy to dismiss. First she suffered from strange sores under her arms, then a series of painful abdominal cramps. She sought the services of a traditional healer for a burning outbreak of herpes and, finally, was plagued by itchy and puffy eyes that she initially attributed to an allergy.

In the beginning, Adeline tried to convince herself that it was nothing but stress, that her body was simply worn down from the heavy burden of work and school and motherhood. She rose at dawn most days and often went to bed after midnight, studying by the light of a bare bulb in her single room. She had never been sickly, though, and repeated bouts of bad health worried her. She began to fear that something more serious lay beneath her health problems.

The allergy-like symptoms finally drove Adeline to confront her fear. In the weeks before she went for an HIV test, she was sent repeatedly back to the clinic, where she was prescribed various syrups and pills. But nothing seemed to help. “I would wake up and my eyes were sore and puffy,” she recalled later. “I was going to the doctor every week, but nothing he gave me helped.”

During the two years that her health had spiraled downward, no doctor ever suggested to Adeline that she get an AIDS test, although some of her symptoms, particularly the “herps,” as she called it, are common opportunistic infections associated with HIV infection. Once she even asked a physician if she should get tested. She was breast-feeding when sores appeared under her arms and so asked the doctor she went to see, a private practitioner in the platinum-mining city of Rustenburg in the neighboring Republic of South Africa (where she had been then living), if she should have an HIV test done. He said no. She asked if she should stop breast-feeding and again he said no. She stopped anyway, on the advice of her mother.

That was in 2001 and AIDS was running rampant across Southern Africa. Less than a year earlier, Nelson Mandela had called the epidemic “one of the greatest threats humankind has faced” at a huge international AIDS conference held in Durban, South Africa.3 Yet Adeline’s doctor discouraged her from taking steps to learn her status. Perhaps he felt helpless in the face of this incurable, deadly disease. Believing that there was no treatment he could offer his patients if they did test positive, he may have thought it better that they not know. In this he would not have been alone. Many doctors, aid workers, and government officials across the continent felt the same way; throughout the epidemic, Africans in even the hardest-hit communities were often discouraged from learning their status. That would later prove to be one of the biggest mistakes made in combating AIDS in Africa.

It was in Adeline’s nature, however, to confront the truth. Listening to the radio in South Africa one day she had heard that abdominal cramps could be associated with HIV. The increasing number of posters and signs around Maseru urging people to use condoms and not discriminate against HIV-positive people were also hard to ignore. By 2001, the seed of doubt was planted. Two years later, it had grown into a gnawing fear.

It was the end of September 2003 when Adeline finally made her way to the Seventh-day Adventist clinic which was then one of the few places in the country where HIV tests were performed. On that first visit, a nurse had explained the difference between HIV and AIDS, and told her that even if she were infected with the virus, she might not have AIDS yet. She described how the test worked and asked Adeline if she was sure she wanted to take it. The nurse drew some blood and told her to return in a few days. Tests that gave results in minutes were already being used in wealthier parts of the world, but such new technology had yet to reach that small mission clinic. To determine if she was infected, Adeline’s blood had to be sent to a laboratory in another part of the city, and she would have to return. Many patients who found the courage to come for the test never came back for their results; Adeline nearly became one of them. For weeks she delayed her return. “I was scared to go back. Every day I told myself I should go for the results, but I was so afraid.” Three weeks later, when she finally found the courage to come for the results, she found herself sitting in a plastic chair in the clinic’s bare consulting room, bracing herself to hear news that deep down she thought she already knew.

“You have the maleshoane,” the nurse told her gently. The two women were alone in a consulting room of a mission clinic, but even there the nurse spoke in metaphors, referring to her patient’s sickness by the name of an insect pest. Perhaps the nurse thought it would help soften the blow if the evil remained unspoken. Or perhaps, even at that small mission clinic in a tiny nation at the heart of the epidemic, the sickness in the young woman’s blood remained too taboo to be named.

For Adeline, though, the meaning was clear enough. In her blood flowed the deadly human immunodeficiency virus, or HIV, the virus that causes AIDS. Despite the nurse’s gentleness, the words were a sentence of death. For even in those days, in the third year of the new millennium, there was little hope in Lesotho, one of the world’s smallest and poorest nations, for those who tested HIV-positive. She would, she thought, fail her parents, who had sacrificed so much to give her a better life. Her son, just two years old, would grow up an orphan. And she would die.

Adeline thinks she cried, although she cannot recall precisely. The nurse tried to give her hope. She told Adeline she knew people who had been tested years earlier and were still healthy. If she ate well, got plenty of rest, and avoided stress, she too could still have years of life ahead of her. Then she referred Adeline to an associated hospital, more than an hour’s drive away, that was also run by the Seventh-day Adventist Church and had the country’s only AIDS program. If she had enough money, perhaps they could give her some treatment. Her own small clinic had nothing more to offer.

As she emerged from the consulting room, almost an hour after she had entered, Adeline heard the grumbles of a group of women outside. “Look at her,” she heard one complain. “We came here early and she came late but took the whole day.” Adeline walked out without a word and made her way into the hot, dusty streets of Maseru.

 

I MET ADELINE in June 2004, about eight months after her test, through a small organization of people living with AIDS called Positive Action. We were introduced by an articulate, wiry young man named Koali Job, who had left behind a life of boozing and womanizing after he tested positive and become one of a handful of openly HIV-positive people in Lesotho, which was belatedly trying to come to terms with the epidemic.

Not long before I met her she had left her teaching job and found a new position as the bookkeeper for a small catering company, called In ’n’ Out Catering, that operated out of the back of a bar. At night she still took her accounting classes. Koali took me to meet Adeline at her new workplace, where we bought meat from a nearby butcher and watched it being grilled on an outside barbecue.

Adeline struck me, in that first meeting, as confident and well-spoken, with a naturally optimistic disposition. During the time I spent with her, she never once shed tears for herself, though she had plenty of reasons for self-pity. Adeline did not fit any of the stereotypes about women with AIDS. She was not a prostitute, barmaid, or loose woman, just a good girl who had had the bad luck to fall in love with the wrong man.

She told me some of her story that first day, as smoke curled off the cooking meat, letting off a mouth-watering smell. Other parts came out over the successive weeks and months, often as we sat eating in her small home with South African soaps blaring from the television. On the afternoon she learned she was HIV-positive, Adeline told me, she returned to her school and taught the remainder of the day’s classes. She stumbled blindly through the rest of the week and then made a slow, agonizing journey home to Ha’Senekane to inform her family of the news.

Adeline told me she felt she had failed them as well as herself. She was an only child and much adored by her parents. But her mother, a seamstress who sewed traditional dresses, and her father, a gold miner in South Africa who was home for the weekend, told her they were proud of her for being open with them. Later, after he had returned to South Africa, Adeline’s father wrote her a letter telling her how much it meant to him that she had trusted them with this information. That, she said, was itself an extraordinary act: “My father is not a letter writer.”

The support from her family improved her spirits. She was soon also befriended by an openly HIV-positive young woman in her accounting class. The woman introduced her to Positive Action, but died a few months later. Her death frightened Adeline, but she tried to rationalize it. Although the woman was open about her status, she continued to drink alcohol and eat poorly. Adeline told herself that she would survive because she would live positively.

Positive Action, and particularly Koali, became important sources of support in those early days. He introduced her to his church, a small evangelical outfit called Fill the Gap, and helped her through those rough first few months. “Having other positive people to talk to—that made a big difference,” Adeline said. “It made me realize that I could keep living.”

When I met her in the year after she learned she was HIV-positive, Adeline appeared to be in good health, especially compared to how she described her health before her diagnosis. The mysterious, allergy-like symptoms had disappeared and she felt less tired. No one would have been able to tell by looking at her that she was infected; Adeline certainly didn’t look like the victim of a disease that had been nicknamed “slim” in parts of Africa. She was plump, with large breasts and a healthy appetite. Once, when I went to a clinic with her, the nurse pinched her fondly and exclaimed: “Ah, this one is healthy. See how big she is!” She quickly sobered after skimming through Adeline’s medical card, which bore a small, seemingly innocuous notation from her visit to the Maluti clinic, marking her HIV status.

Adeline’s outward appearance of well-being, I would soon learn, masked her fragile health. After her positive test, she went to a mission hospital where she had a CD4 count, a common test that measures how far the disease has progressed. It examines how many disease-fighting white blood cells, known as T-helper cells, remain in the blood. Healthy people have CD4 counts of above 500, meaning that for every cubic millimeter of blood an individual has at least 500 T-helper cells. Anyone with a CD4 count below 200 is considered not just to be HIV-positive, but to have full-blown AIDS. Someone with less than half the body’s normal allotment of T-cells is extremely susceptible to infection, and without antiretroviral treatment (ART), would likely live less than two years.4 Although I knew she had been symptomatic, I was still shocked when I learned that Adeline’s test, taken a few months before I met her, showed a CD4 count of 111. I shouldn’t have been, but I was. She seemed so healthy.

She had felt better since her diagnosis, though, and attributed her low CD4 count and prior illnesses to the stress of worrying whether she was infected. In a way, once her worst suspicions were confirmed, she was able to come to terms with her infection. “I sort of already believed I had the virus,” she said. “So I was ready to accept the outcome.”

There was probably an element of truth to this. After her test, Adeline took better care of herself. She tried to eat better and began taking vitamin supplements. But with her body’s natural defenses so weakened, Adeline remained worryingly susceptible to infection. Many patients, it’s true, waste away slowly over months or even years. Death, however, can also come swiftly with AIDS, on the wings of a single deadly, and often invisible, infection.

 

ADELINE WAS BORN on a wide, fertile plateau in Lesotho (pronounced Le-SOO-too), one of Africa’s smallest nations. Landlocked and completely surrounded by South Africa, it sits at the tip of Africa in a mountain range known as the Maluti. It is a ruggedly beautiful country of jagged peaks and high, soaring plains whose people are known for their distinctive conical grass hats and the heavy woolen blankets they wear like cloaks in winter and summer.

With a population of just 2.2 million5 and no real natural resources, except for a few diamonds located inconveniently high in the mountains and an excess of water, it is also, in terms of geopolitics, a thoroughly unimportant place. Until recently, when its astronomically high AIDS rate brought the country new attention, Lesotho’s main claims to international fame were geographic. The country is one of only three enclave nations in the world (the other two nations that are completely surrounded by another country are the Vatican and San Marino, both located inside Italy). It also has the highest low point of any country in the world, 4,600 feet above sea level. Nearly 80 percent of the country lies above 5,900 feet, and much of it is covered in ancient, rocky mountains.6

Lesotho is also one of the world’s poorest and least developed nations, and like much of sub-Saharan Africa, it has become poorer in the postcolonial period. In 1974, one in ten of the world’s poor were African; today half are.7 Disease, overpopulation, corruption, war, and political instability have all hampered the continent’s growth, and many of those factors played a role in Lesotho. Before AIDS, though, the quality of life in Lesotho was on a slow, upward trajectory. Life expectancy had risen steadily, from 41.6 years in 1960 to 45.7 in 1990. More people had access to safe water and education, and despite opposition from the Catholic Church, contraception had become more widely used and the birth rate had begun to fall.8 Today, by almost every indicator, the standard of life is declining.

The pressures on Lesotho are numerous and complex. Its population has doubled since 1970, putting enormous strain on the land and other resources. Across the country, once-fertile soil has been overgrazed and overworked, and the percentage of arable land has been steadily decreasing. Today only 11 percent of the country’s land is suitable for cultivation.9 In addition, the region as a whole has suffered from severe droughts, the most recent of which forced the country to turn to international food aid in 2002.

Perhaps most important to Lesotho’s declining fortunes, however, has been the slow shrinkage of South Africa’s gold industry. Once South Africa was the largest producer of gold in the world, most of which was dug up by foreign mine workers from surrounding countries, like Lesotho, that sat on the fringes of the continent’s biggest economy. Many of the men in Adeline’s family spent years in the mines. But over the past decade, South Africa’s gold industry has struggled to compete globally and has shed tens of thousands of workers as it has shrunk. In 1995, 125,000 Basotho men toiled deep underground in South African mines; their earnings financed 50 percent of Lesotho’s imports. By 2005, that figure had fallen to just over 54,000, and their contribution to imports had halved.10

Then there is AIDS, which reversed much of the progress made in Lesotho’s early decades. Life expectancy has fallen to thirty-six years, and a child born today in Lesotho has a staggering 67 percent chance of dying before his or her fortieth birthday.11 Like many of the countries in Southern Africa, during the 1990s Lesotho experienced a dramatic increase in the number of infected people. Today, around 23 percent of adults in the country are HIV-positive and almost a hundred thousand children have been orphaned by AIDS.12

In this new world, the members of Adeline’s generation, in general, have bleaker prospects than their parents. By local standards, Adeline was not badly off. She had a comparatively well-paying job, a stable and loving family, and an education. But she had bigger ambitions. She was, she often joked, “on her way to the top.”

Adeline’s parents were solid, working-class folk. They were not highly educated themselves but, like many African parents, saw education as a ticket to a better life and worked hard to ensure that Adeline could get the best. She went away to a boarding school—there was no high school in her village—where she studied according to the internationally accepted Cambridge method, developed in Great Britain. Inspired by one of her teachers, when she finished there she went to Maseru to take a year-long accounting class and then won a scholarship to study to become a chartered accountant.

At the time we were introduced, in mid-2004, Adeline lived in a tiny single room in an outlying neighborhood of Maseru called Ts’enola, about three miles from the city center. Her room was one in a long concrete row, each with a door facing a dirt street that became impassable during summer rains. A double bed, always neatly made, filled half the room. In addition to the bed, she owned a large, worn wooden cabinet, overflowing with clothes, a plastic table and two chairs, a stereo, a two-burner hot plate, and an electric kettle. The only decoration was a slightly tattered poster of a little boy in his underwear, showing his privates to a similarly clad little girl: “Facts of Life,” it read in bold lettering. Water came from a tap outside, and the toilets were outhouses on the other side of the yard. In its favor, though, the room had electricity, run off a small meter recharged with vouchers bought at local stores.

A few months after we met, Adeline moved to a larger place, on the same road, with two large rooms. The rent was more than twice that of her old home—almost $40 a month, compared to the $15 she had paid before—but the new place was far larger. Not long afterward she bought a television and refrigerator, and her home was always stocked with food. By many measures, Adeline was lucky. She never went hungry and had, compared to many of her neighbors, an enviable number of material possessions. Yet she still paid less for rent in a month than I regularly spent for dinner on a single evening. And sometimes, near the end of the month, she would struggle to find the 50 cents she needed to pay the taxi fare to work. Wealth and poverty, in a global sense, are highly relative.

When we met in mid-2004, though, Adeline felt as if she had hit a brick wall in terms of her career. The job at In ’n’ Out Catering was supposed to only be temporary while she looked for something better. She earned 1,500 maloti per month, about $235, a livable salary in Maseru, but that was still far less than the salaries of most of her classmates at the Lesotho Centre for Accounting Studies. Often the owner paid Adeline and the other employees late, causing much hardship. What she really wanted was a government job, which came with pension benefits and health care. Lesotho’s government was desperately short of qualified accountants and bookkeepers, and officials had told members of the accounting technician course she had completed that they would soon be offered government jobs.

She and her classmates submitted their qualifications, but two years later Adeline was still being told their applications had yet to be processed. Nor did she have any success finding something better on her own. “I think sometimes that maybe my luck has run out,” she said. She even wondered aloud whether she had been bewitched, then quickly dismissed the idea.

Adeline hoped that when she finished her studies and became a chartered accountant things would change. Unlike many of the women who lived nearby, many of whom worked in struggling textile factories, she had, at least until AIDS cast a shadow over her dreams, reasonable aspirations of moving up in the world. Adeline’s night course, preparation for the same exam that students in England take, cost about $2,700 a year, nearly her annual yearly salary. When, and if, she passed her course, she would have a ticket into the middle class. In South Africa, black chartered accountants, especially black women chartered accountants, were worth their weight in gold.

I often worried that she pushed herself too hard, that the stress and lack of rest would send her over the edge and into an unstoppable downward spiral. Yet I could hardly fault her for working hard and for continuing to dream. Even as I worried, I admired her strength and unwillingness to give in to the virus in her blood. “I’m fighting to show that I can still succeed,” she told me once. “An HIV-positive person is not a disabled person. I still have my dreams.”









2

FROM THE PLACE WHERE THE FISHES SWIM




BY THE TIME Adeline walked out of that busy Maseru clinic in October 2003, burdened with the knowledge that she carried in her blood a terminal disease, AIDS had already cut a deadly swath through Africa. In 2003, it was well-entrenched in Lesotho. For more than two decades, AIDS had been spreading out across the continent from its birthplace somewhere in Central Africa.1 The first signs of the new epidemic, however, had come in the early 1980s.

American doctors first connected the dots and noticed a pattern in the strange medical cases that were trickling into doctor’s offices in California and New York. In the early eighties, the gay sexual revolution was in full swing. An affluent, extravagant decade that celebrated excess had begun.

In this tumultuous time, American doctors noticed a rash of Pneumocystis carinii pneumonia cases, in which a normally harmless fungus suddenly began filling the lungs of young men, choking their breathing. Such cases had previously been seen only in severely immune-compromised individuals, usually cancer patients undergoing intense chemotherapy. Around the same time, dermatologists began seeing unusual cases of a rare cancer, known as Kaposi’s sarcoma, which was usually seen only in Central Africans and middle-aged men of Italian and Jewish descent. Both diseases were suddenly appearing in young, otherwise healthy white men. The only apparent connection between these patients was that they were all gay.

American doctors surmised that there must be some connection between the lifestyles of these gay men, many of whom had taken sexual liberation to new extremes, and their strange illnesses. Some doctors thought the symptoms might be related to nitrite inhalants, known as poppers, which many gay men used as a sexual stimulant. Others postulated that the men were suffering from short-circuited immune systems, the result of having bombarded their bodies with infectious diseases during the course of numerous, often anonymous, sexual encounters. The most frightening possible cause, however, was that a new infectious disease was running rampant in the United States.2

Across the Atlantic in Europe, similar cases had also been trickling into doctor’s offices, although most would not be recognized as part of a larger epidemic until later. Some of them corresponded with the American pattern, appearing largely among gay men. There were other cases, though, some of which predated the earliest cases in the United States, that pointed to another source of the disease.

There was a Danish surgeon, Grethe Rask, who returned home in 1977 after spending the previous five years working in the Central African country of Zaire, now called the Democratic Republic of Congo. After several years of general fatigue, she was struck with a shortness of breath during a holiday in South Africa and flown home to Copenhagen, where in the course of the next few months her body succumbed to a wave of diseases that should not affect a woman of forty-seven: her mouth filled with yeast and staph infections that laid waste to her body. Finally, Pneumocystis carinii, that usually innocuous tiny fungus, suffocated her.3

The same year, a thirty-four-year-old Zairian woman came to Belgium, her country’s former colonial power, to seek medical care for her three-month-old daughter. Like Rask, the infant was suffering from an oral yeast infection called candidiasis. The Zairian woman, a secretary at an airline company, had recently lost two children, one from a respiratory infection and the second from what doctors later recorded as septicemia, or blood poisoning. Both had also suffered from oral yeast infections. While in Belgium, the mother herself fell ill with fevers, fatigue, and headaches. She too deteriorated rapidly, victim to a series of inexplicable diseases. In addition to oral yeast infections, she had an outbreak of herpes, one of the illnesses Adeline would suffer from many years later, and became infected with Cryptococcus neoformans, a fungus usually seen in animals that attacks the respiratory and nervous systems. She also tested positive for E. coli, a strain of salmonella bacterium, a staph infection, and several other bacterial and viral agents. In February 1978, she returned to Zaire and subsequently died.4

Two other strange cases, both with African connections, appeared at a Paris hospital in the late 1970s with symptoms that baffled doctors. One was a thirty-two-year-old French woman who had lived in Zaire from 1971 to 1976 with her Congolese husband, the other a thirty-five-year-old Portuguese man who had driven a truck back and forth across Africa from Angola to Mozambique during the late 1960s and early 1970s.5

These two cases would later be retrospectively noted in medical journals by European scientists after the first reports of a new disease had crossed the Atlantic. It was the last case, of the Portuguese truck driver, that French doctor Jacques Leibowitch recalled when he first read in the New England Journal of Medicine about the strange outbreak of diseases among homosexual men in the United States in December 1981.6 The man, “Monsieur F.,” had begun seeking medical help in 1977 for recurrent, unexplainable infections. He too had Pneumocystis carinii, as well as Candida albicans, also a fungal infection, and papovavirus, which causes regular warts in most people but in his case had led to supersized growths on his hands, forearms, and legs. Finally, in 1979, Monsieur F. died of brain abscesses that were probably caused by the parasitic disease toxoplasmosis, a common infection in cats that usually causes few symptoms in humans. As he read about the new epidemic in America, Leibowitch realized his mysterious patient must have died from the same condition as the gay men in America.

As new cases appeared in America among intravenous drug users, hemophiliacs, and the female partners of drug users, doctors there began slowly expanding the list of suspected risk factors for the new disease. Realizing that it was affecting a broader spectrum of people, researchers dropped the initial term used to describe the new disease, Gay-related Immune Deficiency, or GRID. In its place the “4H” definition of AIDS was slowly developing: homosexuals, hemophiliacs, heroin users, and Haitians, the latter a designation that greatly angered officials in the poor Caribbean nation, who felt they were being blamed for an American problem. American homosexuals who frequently vacationed in Haiti, officials on the island claimed, had probably brought the new sickness to them.7

Across the Atlantic, European researchers, like Leibowitch, saw another connection: Central Africa. By 1982, scientists in Belgium and France were already talking about a potential African source of the disease. And unlike their American colleagues, they had no doubt that an infectious disease was at work.

The French launched an investigation into the epidemic in March 1982. Looking through recent medical records, they found suspected cases among twenty-two Africans and a Greek man who had lived in Zaire for twenty years, all of whom had been hospitalized between May 1979 and April 1983.8 In the same period, Belgian doctors had noted at least a dozen Zairian patients with symptoms suggesting what was already being called AIDS.

If, as European doctors increasingly suspected, Africa was the source of the infectious agent, then the cases seen in Europe represented only a small fraction of what was likely a much larger epidemic in Africa. “Since only the better-off families of Zaire can afford medical care in Europe these patients may be just the tip of an epidemiological iceberg,” wrote J. Vandepitte, then a doctor at St. Raphael University Hospital in Leuven, Belgium.9 His words would prove to be prophetic, becoming in time a mantra for those who hoped to awaken the world’s eyes to a looming threat.

In Africa itself, there were also signs, although only a handful of these ever made it into medical journals. For example, in the early 1980s researchers at Mama Yemo Hospital, in Zaire’s capital city, Kinshasa, recorded an unusual surge of cases of cryptococcal meningitis, an opportunistic infection caused by a fungus that causes swelling in the brain and spinal cord and later became closely associated with AIDS.10 Leibowitch writes in his book on the early history of AIDS, A Strange Virus of Unknown Origin, that in the late 1970s there were reports in French medical publications of the rise of a new, more virulent strain of Kaposi’s sarcoma, the skin cancer that had initially tipped off American doctors.11 In retrospect too, some doctors working in Central Africa in the late 1970s also recalled cases that were probably AIDS-related.

Yet it was not until the disease reached the shores of America that the pieces were put together and a pattern was seen to emerge, and even then it was several years after the first cases appeared that the picture became clear. Why in America and not Kinshasa or Paris or Antwerp? Perhaps a confluence of factors was at play. The early American cases were first recognized in closed communities, in gay-friendly cities among doctors who were themselves homosexual or known to be friendly and sympathetic to gay patients. This no doubt encouraged a connecting of the dots among doctors, who quickly began to suspect a connection between the cases. The heady environment of free love and the bathhouse culture of hard, anonymous sex, in which some men had hundreds of sexual partners in a single year, also likely amplified the epidemic, allowing the virus to spread more quickly than it did in other places. Where Europe saw a trickle of cases, America quickly experienced a flood. When the Morbidity and Mortality Weekly Report of the Centers for Disease Control (CDC) published the first academic account of the new gay disease on June 5, 1981, it mentioned five cases. A year later, the agency had reported 355 cases of the suspected new disease.12

American medical culture may have also contributed to the identification of the epidemic. In the competitive environment of medical academia, doctors were on the lookout for unusual cases, unsolved questions on which to launch a career. They had time to follow up on such patients, ask questions, and network with colleagues. The United States also had the world’s best infectious disease tracking agency, the CDC. Though it initially struggled, for political reasons, to find enough funding to address the burgeoning AIDS crisis, the CDC was able to piece together bits of information coming in from around the country and put together a coherent picture.13 When it took the lead on AIDS, in mid-1981, it approached the emerging epidemic with all the wisdom garnered from years of experience investigating strange outbreaks around the world.

The medical infrastructure in postcolonial Africa, in contrast, especially in the Central African countries where AIDS first emerged, was slowly crumbling. In the late 1970s, Zaire was being bankrupted by the American-supported dictator Mobutu Sese Seko, and neighboring Uganda was in the grip of civil war. In many rural areas, modern medical care was hard to find. When it was available it was generally administered at mission hospitals struggling to meet basic health needs and with little time, or training, for research. Patients were seldom tracked and few physicians—when there even were doctors—had much contact with their colleagues, in their own countries or abroad. Some research hospitals and medical schools still existed in major cities, but even these were suffering from the economic downturn of the postcolonial era. Such hospitals were of low priority to African leaders and since the study of infectious diseases, especially those that primarily plagued the developing world, had fallen out of fashion in the West, they received little support from richer countries.

Over the second half of the nineteenth and first half of the twentieth centuries, through a combination of improved sanitation and the development of antibiotics and vaccinations, life expectancy in the developed world rose dramatically and deaths from infectious disease nearly disappeared. By the 1950s, according to Laurie Garrett, author of The Coming Plague, science had declared a premature victory against microbes.14 That many of these new advances had failed to trickle down to the world’s poorest—in places such as Africa, where every year millions continued to die of treatable diseases like malaria, cholera, and measles—was largely ignored.

During the second half of the twentieth century, occasional outbreaks of bizarre and terrifying new diseases, such as the epidemic of the hemorrhagic fever caused by the Ebola virus that erupted in the Zairian region of Yambuku in 1976, captured international attention and gave rise to fears that perhaps nature had not yet been entirely conquered. Foreign doctors from the CDC and the World Health Organization (WHO) swooped in to control the disease’s spread and then left again once the contagion had been contained. But such outbreaks were rare and failed to spread outside relatively confined areas; for the most part, infectious diseases that primarily affected the developing world were ignored.

AIDS was not even immediately recognized as a distinct new disease. It didn’t burn through a community quickly, leaving a comprehensible chain of death that could clearly be attributed to an infectious disease. Nor did it cause dramatic, gory symptoms like the hemorrhagic bleeds of Ebola Fever; instead it manifested itself in a wide variety of symptoms connected only by an underlying immune suppression and detectable only with sophisticated modern tests that had been developed in the West just a few years previously. AIDS simmered rather than flared, the long latency between infection and illness enabling it to multiply before it could be detected. It was, in short, perfectly adapted to flourish in the Africa of the 1970s and ’80s.

As the virus spread slowly out across Central Africa, local doctors failed to realize that a terrible new infectious disease had emerged, or if they did, their shouts for help never reached the outside world and have since been lost to history. By the time doctors in Europe realized that an epidemic was under way in Africa, the virus was already well entrenched. The stage for the tragedy to come was set.

 

DOWN AT THE southern end of the continent, Lesotho remained unaware of the brewing crisis farther north. If news of AIDS reached Lesotho at all in those years—and no one I met there could recall hearing of the disease until much later—it was dismissed as a disease of strange people in faraway places.

As the 1980s progressed and AIDS began its silent spread across the continent, the small country was consumed by its own troubles. The promise of independence had quickly soured, and Lesotho had descended into dictatorship. Four years after independence, the ruling party suppressed the results of an election, which they had probably lost. Over the following years, the civil service was purged of opposition supporters, which included a large percentage of the country’s educated elite.15

In addition to its own political problems, Lesotho was caught in the middle of growing turmoil in neighboring South Africa, which was under increasing internal and international pressure over its policy of apartheid. Although it was an independent country, unlike the puppet black states established by the South African government as “homelands” for the country’s African people, Lesotho was deeply dependent on South Africa for trade and employment. It was a tiny black speck in the midst of a mighty, white-ruled nation with a powerful and sophisticated military.

Although the Lesotho government had initially espoused a conciliatory policy toward apartheid South Africa, in the 1980s the country’s authoritarian Prime Minister Leabua Jonathan grew increasingly belligerent toward the powerful neighbor. In 1982, he allowed communist countries to establish embassies in Lesotho and began sheltering members of the African National Congress (ANC)—the antiapartheid resistance movement—prompting several raids by South African commandos. One in 1982 killed forty-two people in Maseru, while another in late 1985 killed nine people, including six ANC members.16 Although most Basotho supported the black liberation struggle in South Africa, they nevertheless worried that Jonathan’s courting of South Africa’s anger would backfire.

In early January 1986, South Africa decided that Lesotho had gone too far. In retaliation for Lesotho’s protecting ANC “terrorists,” South Africa imposed a blockade on Lesotho, cutting it off from the world as completely as an island nation might be when encircled by a mighty navy. As the blockade wore on, Lesotho began to run low on gasoline, medicine, and other supplies. Jonathan held a press conference saying that if Lesotho’s traditional allies in the West would not help, he would turn for assistance to Soviet bloc nations. For the Lesotho military, which had always had a fragile relationship with the ruling party, it was the final straw.

About 150 soldiers, led by Major General Justin Lekhanya, surrounded the prime minister’s office, and violent clashes erupted between members of the armed forces and the Youth League, a North Korean–trained militia loyal to Jonathan, resulting in the deaths of several people. Finally, on January 21, Radio Lesotho announced that Jonathan had been deposed and that the country’s government was now in the hands of a military council led by Lekhanya and operating under the authority of the king, Moshoeshoe II.

It was a relatively bloodless coup, although there would later be several retaliatory killings against members of the former government. That day, however, there was more celebration than bloodshed. Citizens cheered in the streets as South Africans allowed a train full of fuel and other supplies to enter Maseru. The ANC fugitives were expelled from the country, flown out on a special chartered plane, though not handed over to South Africa.17

Seven days after the coup, Moshoeshoe II swore in a new, fourteen-member cabinet. To the post of minister of health, he appointed his personal physician, Thabo Makenete, a man who would soon become a lone voice warning of a coming plague. Little did anyone know then that AIDS had already made the long journey southward to Lesotho from the heart of Africa, or that it would soon become a health crisis on a magnitude never before seen in the small country.

Today Dr. Makenete is a soft-spoken older man who runs a small private practice in Maseru. His hair is peppered with gray and he walks slightly stiffly. He would like to retire, but the need for doctors in Lesotho is great, especially now, so he continues to run his own part-time practice on the ground floor of a sandstone building otherwise occupied by the offices of a diamond trader. We met there on a chilly morning, when the line in his waiting room had thinned.

Not long after he assumed his new post, Makenete traveled to a WHO-sponsored meeting where doctors and scientists warned that AIDS was the next plague. Although Makenete did not believe that AIDS would ever become a major problem for Lesotho, on his return he commissioned a small survey. The survey found three HIV cases, all African expatriates who were working in Lesotho. As he later recalled, and we have only his memory to rely on since I was unable to find any records of such a survey, two were teachers and the third a pilot. At least one, he believes, was from Tanzania, another was from Uganda, and the third was possibly from somewhere in West Africa. All three were eventually deported.

“We thought it was manageable,” he said more than eighteen years later from the modest office of his private practice. “We thought it hadn’t really come to Lesotho yet.”

In response to these three cases, Makenete said, the ministry tried to do some minimal contact-tracing, but they didn’t find any infected Basotho. Later, though, he said the three towns where the cases were discovered all had higher than average AIDS rates. Makenete quickly established a screening program for donated blood and formed a National AIDS Committee, which produced a plan for the prevention and control of AIDS. In a 1990 paper for the Development Bank of Southern Africa, well-respected University of Natal academic Alan Whiteside complimented Lesotho on its rapid response to the epidemic given the small number of reported cases, then only eleven.18 But he warned that given its high rates of other sexually transmitted diseases, the impact of migrant labor, rapid urbanization, and high unemployment, the country was ripe for an epidemic of massive proportions. His warning was prescient. Nor would Lesotho continue its early progressive path.

In retrospect, Makenete now believes that the message he promoted in those early years was the wrong one. After those first identified cases, he went on the radio—which in Lesotho, as in many African countries where illiteracy is high and television penetration low, remains the most powerful form of disseminating information—and told Basotho to be wary of outsiders who might carry the disease. “We told people to receive foreigners with open arms, but closed thighs,” Makenete said.

Those early warnings had at least one lasting impact. The first name for AIDS in Lesotho, and one that is still used to this day, was mokakallane oa setla-bocha, the “imported disease.” In another version I heard it was called kaotsi-eabosolla thlapi, a disease from the place where the fishes swim. In landlocked Lesotho, many people could imagine no place farther away than the sea.

Makenete was also stymied in his early efforts to combat AIDS by the basic conservatism of the country and its rulers. Frank discussions of sex did not come easily in conservative Lesotho. Lekhanya and many of the other members of the military council were devout Catholics and staunchly anticommunist. Although the immediate cause of the 1986 coup was to end the blockade, Lekhanya and others in the military had long feared Jonathan’s turn leftward. In toppling him, they called for a return to tradition and the elevation of the king to his rightful place as the country’s true leader. But power struggles quickly paralyzed the new government.

Although the cabinet appointed by King Moshoeshoe II was technically in charge of the country, true power was held by Lekhanya’s six-man military committee. Theoretically, the military council held only veto power, but in reality it formed an extra layer of bureaucracy in an already sluggish government. In addition, the last years of the 1980s were a period of tightened finances for the health department and other government institutions. Under the guidance of financial organizations like the International Monetary Fund and as part of a broader “structural adjustment program” intended to stabilize the country’s economy and reduce poverty, Lesotho was encouraged to reduce spending by recouping more of the costs of basic services, such as health care and education, through fees.

The philosophy behind structural adjustment was that the economies of poor countries were at high risk of collapse and that in order to ensure long-term stability they needed to open their markets, reduce expenditures, and eliminate price controls and subsidies. Countries were required to make these changes in order to acquire loans from international lending agencies. Critics of the programs say they hurt the poor by raising barriers to basic services like health care and education and by wrenching open underdeveloped economies to competition from outside before they were properly prepared to compete.19 In Lesotho, the immediate impact of these policies on the health system was stark. In 1988, the cost of a trip to a government health clinic or hospital doubled, and though the fees seem inconsequential to an outsider—the cost of a visit to a hospital for an adult increased from one maloti to two, still less than a dollar—the effect was to drive many people away from the formal health system. A study by the World Bank found that in some areas, use of public health facilities fell 50 percent after the price increases.20

The conservatism of the new regime also made it difficult to talk openly about issues of sex and contraception, to which AIDS was intricately tied. Makenete, who had also served as head of the Lesotho Family Planning Association, said he often clashed with the military council over the issue of family planning, which he believed was central to reducing poverty in Lesotho. In those days, he admits, he saw family size as a far greater threat to Lesotho’s future than AIDS but believed that the two messages could be combined, especially when it came to the promotion of condoms.

“The church wasn’t very vocal, but they tried to discourage people from using condoms,” Makenete said. “The mere fact that the Roman Catholics were in the majority made it difficult to talk about AIDS.”

After those first, tentative, and misdirected AIDS prevention efforts, almost nothing was done for the next decade. The first major HIV survey wasn’t conducted until 2000 and, although a test for HIV became available in 1985, the year before Makenete became health minister, the first free testing center in Lesotho didn’t open until 2003. Meanwhile, in tiny Lesotho, the virus spread from a handful of initial patients, to hundreds, then thousands, then tens of thousands.

It was a missed opportunity. Makenete shook his head and gestured to his waiting room, where several fat old ladies were waiting with young children who must have been their grandchildren. The generation in between was dying of AIDS.

“In the late 1990s, I used to see one case a month. Now I see one new case a day.”

 

IT WAS NOT UNTIL late 1988 or early 1989 that the first person from Lesotho fell sick from AIDS, or at least was known to have become ill from the virus. Even then, the patient had contracted the virus elsewhere, in Zambia.

Although the details of the case have since been lost to memory, Makenete and others recall that the patient had lived in the Zambian capital, Lusaka, almost a thousand miles north of Lesotho. Makenete remembers she was in her late thirties or early forties and believes she was married to a South African, an African National Congress activist who went into exile in Zambia. Another former health ministry worker, though, thought she was a nurse who had married a Zambian teacher who had worked in Lesotho and then returned with him to his home. What everyone I spoke to about the case agreed on, however, was that while in Zambia, the woman’s husband died and she fell ill. On discovering that she was HIV-positive, the Zambian government deported her to Lesotho, where she ended up at Queen Elizabeth II Hospital, commonly known as Queen II.

There was, in those days, no sense yet of confidentiality and privacy, although it would not be long before the international community imposed those ideas on Lesotho. So the country’s medical professionals paraded through the dying woman’s hospital room to see this Basotho who had contracted this new killer disease.

Adeline, though, knew nothing of all this. She was too young to have heard about the first cases of AIDS in her country or to hear the warnings about foreign men. By the time she came of age, the issue had been veiled in silence. She learned nothing of the epidemic in high school, though it was there that she and her schoolmates first began to take boyfriends.

It wasn’t until years later, as a young adult, that she learned about AIDS. By then, of course, it was too late.
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A MAN IS A PUMPKIN




A FEW DAYS AFTER we first met, I offered to drive Adeline to her home village, where she planned to spend the weekend with her son, Bokang. I picked her up at In ’n’ Out Catering after she finished work, and we headed out of the city in the late afternoon bustle toward Ha’Senekane, which lies about half an hour outside Maseru.

To get there from Maseru, you drive northeast past Ts’enola and up a steep, winding road that passes into a natural break in the cliffs called Lancer’s Gap. Below, the sprawling, dust-colored suburbs of Maseru stretch for miles. Above, on the Berea Plateau, a potholed, two-lane road passes through small villages of tidy brick houses, pastureland, and fields of corn. Young men and boys, wrapped to their necks in heavy blankets, herd cows and goats, and women till the land. Here, in the founding days of the Basotho nation more than 150 years ago, five thousand mounted Basotho warriors defeated a British invasion in one of the rare victories by Africans over European troops.

The setting of Ha’Senekane itself is spectacular: the village sits at the edge of the plateau, looking over the grassy lowlands, while distant mountains form a jutting natural barrier. On a clear day, the blue sky seems to stretch forever. The village, which is home to about three hundred families, rambles along the main road with no real center or core; most of the buildings near the road are made of sturdy brick or stone, a sign of the community’s relative prosperity, although there are also a few round huts of mud and thatch.

Ha’Senekane is hardly the most remote or rustic of Lesotho’s villages. Located on a main road not far from the capital, it benefits economically from easy access to the city’s markets and jobs. Some residents, like Adeline’s mother, even commute daily in minibus taxis to Maseru. Yet it seems a long way from the modern bustle of the capital. Local chiefs still allocate land and negotiate disputes between families, and many households rely, at least in part, on what they can grow. There is no electricity, and night descends with inky blackness, broken only by the occasional glow of flickering candles or paraffin lamps in windows. As we drove out of Maseru in the fading light, Adeline told me she found rural life boring, with nothing to do at night but go to sleep with the setting sun. “I like the city now,” she said.

Adeline’s mother was a seamstress who sewed traditional dresses in a room in Maseru’s commercial district that she shared with seven other women and a makeshift hair salon. She carried pictures of her designs, modeled by Adeline and her cousins, to show to prospective customers on taxis and as she walked through town. Adeline dropped by to see her on most days. That day, though, as on many nights, her mother had slept in her office, locking herself in for safety and working late into the evening to finish a commission. Adeline’s father usually returned to Ha’Senekane one weekend a month from the South African mine where he worked.

We found Bokang, nicknamed Bongy, at the house of Adeline’s aunt. It was nearly dark, and the house was lit with paraffin lamps that cast a soft, flickering light on the well-apportioned home. Adeline’s uncle, like her father, was a miner who spent much of his time away but provided well for his family. The rooms of the small house were overstuffed with formal and uncomfortable furniture of the type sold in the installment shops in Maseru: sofas with wooden frames and attached velour cushions, oversized wooden wall units for displaying little treasures. A rarely used television sat in a corner, attached with wires to a car battery, and crocheted doilies decorated the tables.

Bongy hid in the shadows while the rest of the family greeted me. Adeline’s aunt, a plump, smiling woman with youthfully smooth skin the color of melted chocolate, clapped her hands before leading me into the sitting room and offering me tea. I sipped my tea, milky and sweet, while Adeline’s cousins stared at me wide-eyed, as if an alien had landed in their living room. Finally, one of them, a young woman who worked in a textile factory, exclaimed: “There’s a white person sitting in our house drinking tea. And she drinks tea just like a Basotho!”

Adeline laughed. She seemed amused by her cousins’ excitement. She had a serenity about her that made her seem older than her twenty-three years; I often wondered if coping with being HIV-positive had matured her or whether it was just her nature. I suspected the latter played the more powerful role and that the strong support and love of her parents had given her a great deal of self-confidence.

I liked this about her. She welcomed me almost immediately as a friend to whom she was eager to show Basotho life and from whom she could learn more about the rest of the world. She never showed me the undue deference, a legacy of apartheid and colonialism, that so often taints relationships between Africans and Westerners. In the months that followed, I would sometimes treat her to dinner at a local restaurant or take a bucket of Kentucky Fried Chicken to her house, but she took pride in being able to show hospitality to me as well. Often when I was visiting Lesotho, she would cook me dinner, and once she presented me with a gift, a cloth bag her mother had sewn for me with an image of a hut and the word Lesotho screen-printed in blue ink on one side. I never felt with Adeline that she wanted or expected anything from me, except perhaps information, which I was happy to provide.

As we sipped our tea, Bongy finally emerged from hiding. He was big for his age, with a lower lip that stuck out in a permanent pout. When he overcame his shyness, he was curious and self-confident. He looked healthy, although Adeline had told me that he was often sick and she worried that she may have infected him during labor or while breast-feeding. She wanted to take him to be tested, but her mother had refused, and Adeline, despite her independent spirit, was a traditional girl who obeyed the wishes of her parents.

Bongy was clearly doted on by Adeline and the rest of the family and used to getting his own way. He had, Adeline told me earlier, recently decided that he didn’t want to go to school anymore. He attended the local equivalent of a preschool, called a crèche, but he fought with the other children and had decided, sulkily, that he would boycott it. Bongy also quickly decided that I was his special friend. Although we couldn’t exchange a word—he spoke only Sesotho and I only English—weeks later Adeline told me he demanded to know why I never called to speak to him on his grandmother’s cell phone. (Ha’Senekane has no electricity and no post office—mail is picked up from a larger village for a fee by a local shopkeeper—but like an increasing number of places in Africa, it has good cell phone coverage.)

Although Bongy knew Adeline was his real mother, he called his grandmother ’me, the Sesotho word for “mother.” He called Adeline “Mofu” because he couldn’t pronounce her name. Although fostering by grandparents is not uncommon in Basotho culture—Adeline herself was raised primarily by her grandmother—she told me it sometimes made her sad that she was missing so much of his childhood. “He’s the only child I’ll ever have,” she had told me in the car. She had a boyfriend, George, whom she soon hoped to marry. Because of her infection, though, which he knew about, they were uncertain whether they could have children.

There was much staring and giggling during that first visit and not much talk. I left Ha’Senekane about an hour later carrying, despite my protestations, a large, lumpy green pumpkin, a glass jar of canned peaches in a sweet sugary sauce—both from the garden of Adeline’s aunt—and a traditional broom made from grass.

 

LIKE MOST HIV-POSITIVE PEOPLE, Adeline cannot date with precision the moment HIV entered her body and began multiplying in her blood, although she is certain of the man who infected her. She had had only one long-term relationship, with Bongy’s father. In this, she represents the silent majority. Today, 59 percent of Africans with AIDS are women. For many of these women, marriage may in fact be the largest risk factor for contracting AIDS, and some studies indicate that the majority of HIV-positive women in Africa may have had only one or two sexual partners in their entire lives.1

When exactly she was infected, and whether her partner was infected prior to meeting her or during the course of his relationship with her, she will likely never know. Adeline might have slept with Bongy’s father dozens, even hundreds, of times before he passed the virus to her. Or perhaps she was infected on her very first sexual encounter, when the physical trauma of losing her virginity—the breaking of the hymen, which often causes bleeding—offered the virus a door into her body. Contrary to popular belief, HIV is not a particularly infectious agent, although research has shown that it is more easily transmitted from a man to a woman than from a woman to a man. Without aggravating circumstances, such as an existing sexually transmitted disease, it is believed that a man will pass the virus to a woman during unprotected vaginal intercourse in only one or two sexual encounters out of a thousand; a woman is even less likely to pass the infection on to her partner.2 Young women are believed to be particularly vulnerable, though it is not known exactly why. Some researchers have speculated that their reproductive tracts are not fully developed; others think it may simply be because many young women first become sexually active not by choice, but through force or violence, and often with men who are much older and therefore much more likely to be already infected.3
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