
Chapter Forty Two - For Leon (Now I kept my side of the bargain, - I told you I’d 

prove it to you... Keep your side - You now know how to get rid of it. - Now, where’s my 6:: 

Euro’s you sneaky snide c**nt! 

Although I readily concede that I am not an expert on anything it seems to me that the 

subjects of cancer and AIDS are inextricably linked to one another. My own personal opinion 

is that what is behind both of these conditions is the ability of a disease (perhaps one that 

may well be lying dormant within all of us for perhaps thousands of years) to take hold once 

our immune system’s ability to fight has dropped below a certain threshold. I also think that 

we were on the right track with the mycobacterium or even mycoplasma ideas too, because 

this (I feel) would help explain why the wonderful microscopes of Mr Rife have never been 

developed (not publicly anyway): - The guys at the top of the tree don’t want any real 

scientists to be able to discover what it is that is really causing these diseases. Not only that 

it, I also have a hunch that this would (at least in part) be able to explain why AIDS seems 

so damn hard for the so called “top brass” of science to honestly and truthfully categorise. 

(As you are about to find out for yourself there are lots of conflicting opinions, even among 

the acknowledged “experts” on the subject, and this goes right to the very top, even the co-

discoverer’s of AIDS totally disagree with each other as to what causes it).  

In fact, when it comes to the origin of AIDS there are quite a few main fields of thought: 

1. It came from Africa via green monkeys, or chimps, or a rampant Canadian gay flight 

attendant, depending on who it is that you are getting your information from. - This is the 

present day “mainstream” and therefore generally accepted cause of HIV/AIDS. 

Or: 

2. It was made by the US military as a de-population tool in the late 6:’s early 7:’s (under 

the auspices of the Special Virus Cancer Program SVCP) before it was then introduced into 

the gay population through the Hep. B vaccine trials of the 7:’s, and then also into Africa 

through the smallpox vaccination program that occurred around about the same time. - This 

is one of the main “conspiracy” version of events, it is supported by Dr Cantwell (who you 

read work from in the cancer chapter) and other respected alternative experts in the field. 

Or: 

3. The polio vaccine prior to 1962 was known to be contaminated with SV-40 (simian virus 

40). This virus contaminated the vaccine because the polio vaccine was grown on the kidney 

cells of monkeys, simian or monkey virus then contaminated the vaccine that was given to 

the public. The recombining and mutation of this virus produced what we know as AIDS. -

Initially it was an “accident” but once the powers that just shouldn’t be realised what they 

had, they then refined it and introduced it into both the gay population and also Africa.  

Or: 

4. It doesn’t actually exist as a disease in its own right, rather it is a medical lie/excuse to 

cover up for the fact that, it is in fact IV and hard recreational drug use, (especially the use 

of “poppers” inhalant), added to the notoriously promiscuous lifestyle of gay men which is 

actually killing all these men with condition’s that had already existed (and were already 

killing the same gay men) long before the term AIDS was ever coined. - This is the view held 

by the “Perth Group” of dissenting doctors and biologists which is led by Peter Duesberg.   

I have a fourth theory... And this is that all of these theories are in some way partially 

correct - (well all of them, apart from the green monkey theory, and the randy Canadian 

flight attendant whopper!)  

In this chapter I will be utilising the work of all of these groups, even though some of them 

disagree with each other, it is the parts that they all have in common that I’m interested in.  



As I have previously said, I think that all of us have had our immune systems severely 

suppressed and damaged by vaccinations. Diseases which have been lying dormant within 

our own bodies (ones that our immune system had already whipped and had beaten perhaps 

hundreds of thousands of years ago) have all suddenly been given a brand new lease of life. 

Other parasites, bacteria and viruses which up until that point in time were completely 

harmless to us suddenly became dangerous or harmful. Add to this the fact (I feel) that our 

self appointed “master’s” already knew what has really been causing cancer right from the 

start (mycobacterium or even mycoplasma). -  I think that they have been refining and 

improving on this “recipe” all throughout the 2:th century and then adding it to vaccines.  

When a load of new diseases and ailments suddenly started appearing (which was at 

EXACTLY the same time that vaccination programs were started worldwide) - plausible 

reasons had to be given to the public for this occurrence. - AIDS was just one of them, 

another one that is often touted is the vague yet all encompassing “modern living” 

(whatever the fuck that is supposed to mean). The truth of the matter is (in my humble 

opinion) that virtually all of the conditions that presently affect us are what are termed as 

“auto-immune responses” (that is the body is attacking itself as opposed to some outside 

invader) some examples are: HIV/AIDS, the spectrum of modern Cancer’s, Diabetes, Asthma, 

Multiple Sclerosis (MS), Crohn's Colitis, Lyme disease, "mad cow disease" or to give it its 

proper name, Creutzfeldt-Jakob disease, Chronic Fatigue Syndrome (Myalgic Encephalo-

myelitis), and there are many more. This is not a natural occurrence (in my view it’s got to 

be manmade, our bodies wouldn’t attack themselves unless something had been introduced 

into our bodies that bypasses our normal defences like our skin, liver and our digestive 

system, ONLY VACCINATIONS FIT THIS CRITEREA, they are the only thing to my (limited) 

knowledge which have “skipped” our normally super-efficient defence mechanisms).  

I will now use the following crude graphic description to try and make my overall point: 
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The Yellow circle broadly represents the health of humanity pre-vaccine.  

While the Orange circle represents after the administration of vaccines begins. 
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Our natural level of immunity is now so low that groups of people who would 

have probably have been okay in the past have now dropped down a “level”. 

Our supposed “super healthy” are now just pre vaccine normal or healthy. 

Our present day “normal” level of health is actually pre vaccine unhealthy. 

Our unhealthy are now super unhealthy/immune-suppressed/dying.  
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Mycoplasma - The Linking Pathogen in Neurosystemic Diseases  

Several strains of mycoplasma have been "engineered" to become more dangerous. They are 

now being blamed for AIDS, cancer, CFS, MS, CJD and other neurosystemic diseases.  

Extracted from Nexus Magazine, Volume 8, Number 5 (August-September 2001) From our web 

page at: www.nexusmagazine.com  

PATHOGENIC MYCOPLASMA  

A Common Disease Agent Weaponized  

There are 200 species of Mycoplasma. Most are innocuous and do no harm; only four or five 

are pathogenic. Mycoplasma fermentans (incognitus strain) probably comes from the nucleus 

of the Brucella bacterium. This disease agent is not a bacterium and not a virus; it is a 

mutated form of the Brucella bacterium, combined with a visna virus, from which the 

mycoplasma is extracted.  

The pathogenic Mycoplasma used to be very innocuous, but biological warfare research 

conducted between 1942 and the present time has resulted in the creation of more deadly and 

infectious forms of Mycoplasma. Researchers extracted this mycoplasma from the Brucella 

bacterium and actually reduced the disease to a crystalline form. They "weaponized" it and 

tested it on an unsuspecting public in North America.  

Dr Maurice Hilleman, chief virologist for the pharmaceutical company Merck Sharp & Dohme, 

stated that this disease agent is now carried by everybody in North America and possibly most 

people throughout the world.  

Despite reporting flaws, there has clearly been an increased incidence of all the 

neuro/systemic degenerative diseases since World War II and especially since the 1970s with 

the arrival of previously unheard-of diseases like chronic fatigue syndrome and AIDS.  

According to Dr Shyh-Ching Lo, senior researcher at The Armed Forces Institute of Pathology 

and one of America's top mycoplasma researchers, this disease agent causes many illnesses 

including AIDS, cancer, chronic fatigue syndrome, Crohn's colitis, Type I diabetes, multiple 

sclerosis, Parkinson's disease, Wegener's disease and collagen-vascular diseases such as 

rheumatoid arthritis and Alzheimer's.  

Dr Charles Engel, who is with the US National Institutes of Health, Bethesda, Maryland, stated 

the following at an NIH meeting on February 7, 2000: "I am now of the view that the probable 

cause of chronic fatigue syndrome and fibromyalgia is the mycoplasma..."  

I have all the official documents to prove that mycoplasma is the disease agent in chronic 

fatigue syndrome/fibromyalgia as well as in AIDS, multiple sclerosis and many other illnesses. 

Of these, 80% are US or Canadian official government documents, and 20% are articles from 

peer-reviewed journals such as the Journal of the American Medical Association, New England 

Journal of Medicine and the Canadian Medical Association Journal. The journal articles and 

government documents complement each other.  

How the Mycoplasma Works  

The mycoplasma acts by entering into the individual cells of the body, depending upon your 

genetic predisposition.  



You may develop neurological diseases if the pathogen destroys certain cells in your brain, or 

you may develop Crohn's colitis if the pathogen invades and destroys cells in the lower bowel.  

Once the mycoplasma gets into the cell, it can lie there doing nothing sometimes for 10, 20 or 

30 years, but if a trauma occurs like an accident or a vaccination that doesn't take, the 

mycoplasma can become triggered.  

Because it is only the DNA particle of the bacterium, it doesn't have any organelles to process 

its own nutrients, so it grows by uptaking pre-formed sterols from its host cell and it literally 

kills the cell; the cell ruptures and what is left gets dumped into the bloodstream.  

CREATION OF THE MYCOPLASMA  

A Laboratory-Made Disease Agent  

Many doctors don't know about this mycoplasma disease agent because it was developed by 

the US military in biological warfare experimentation and it was not made public. This 

pathogen was patented by the United States military and Dr Shyh-Ching Lo. I have a copy of the 

documented patent from the US Patent Office.1  

All the countries at war were experimenting with biological weapons. In 1942, the 

governments of the United States, Canada and Britain entered into a secret agreement to 

create two types of biological weapons (one that would kill, and one that was disabling) for use 

in the war against Germany and Japan, who were also developing biological weapons. While 

they researched a number of disease pathogens, they primarily focused on the Brucella 

bacterium and began to weaponise it.  

From its inception, the biowarfare program was characterised by continuing in-depth review 

and participation by the most eminent scientists, medical consultants, industrial experts and 

government officials, and it was classified Top Secret.  

The US Public Health Service also closely followed the progress of biological warfare research 

and development from the very start of the program, and the Centres for Disease Control 

(CDC) and the National Institutes of Health (NIH) in the United States were working with the 

military in weaponising these diseases. These are diseases that have existed for thousands of 

years, but they have been weaponised--which means they've been made more contagious and 

more effective. And they are spreading.  

The Special Virus Cancer Program, created by the CIA and NIH to develop a deadly pathogen 

for which humanity had no natural immunity (AIDS), was disguised as a war on cancer but was 

actually part of MKNAOMI.2 Many members of the Senate and House of Representatives do not 

know what has been going on. For example, the US Senate Committee on Government Reform 

had searched the archives in Washington and other places for the document titled "The Special 

Virus Cancer Program: Progress Report No. 8", and couldn't find it. Somehow they heard I had 

it, called me and asked me to mail it to them. Imagine: a retired schoolteacher being called by 

the United States Senate and asked for one of their secret documents! The US Senate, through 

the Government Reform Committee, is trying to stop this type of government research.  

Crystalline Brucella  

The title page of a genuine US Senate Study, declassified on February 24, 1977, shows that 

George Merck, of the pharmaceutical company, Merck Sharp & Dohme (which now makes 

cures for diseases that at one time it created), reported in 1946 to the US Secretary of War 

that his researchers had managed "for the first time" to "isolate the disease agent in 

crystalline form".3  

They had produced a crystalline bacterial toxin extracted from the Brucella bacterium. The 

bacterial toxin could be removed in crystalline form and stored, transported and deployed 

without deteriorating. It could be delivered by other vectors such as insects, aerosol or the 



food chain (in nature it is delivered within the bacterium). But the factor that is working in the 

Brucella is the mycoplasma.  

Brucella is a disease agent that doesn't kill people; it disables them. But, according to Dr 

Donald MacArthur of the Pentagon, appearing before a congressional committee in 1969,4 

researchers found that if they had mycoplasma at a certain strength--actually, 10 to the 10th 

power (10
10

)--it would develop into AIDS, and the person would die from it within a reasonable 

period of time because it could bypass the natural human defences. If the strength was 10
8
, 

the person would manifest with chronic fatigue syndrome or fibromyalgia. If it was 10
7
, they 

would present as wasting; they wouldn't die and they wouldn't be disabled, but they would not 

be very interested in life; they would waste away.  

Most of us have never heard of the disease brucellosis because it largely disappeared when 

they began pasteurising milk, which was the carrier. One salt shaker of the pure disease agent 

in a crystalline form could sicken the entire population of Canada. It is absolutely deadly, not 

so much in terms of killing the body but disabling it.  

Because the crystalline disease agent goes into solution in the blood, ordinary blood and 

tissue tests will not reveal its presence. The mycoplasma will only crystallise at 8.1 pH, and 

the blood has a pH of 7.4 pH. So the doctor thinks your complaint is "all in your head".  

Crystalline Brucella and Multiple Sclerosis  

In 1998 in Rochester, New York, I met a former military man, PFC Donald Bentley, who gave 

me a document and told me: "I was in the US Army, and I was trained in bacteriological 

warfare. We were handling a bomb filled with brucellosis, only it wasn't brucellosis; it was a 

Brucella toxin in crystalline form. We were spraying it on the Chinese and North Koreans."  

He showed me his certificate listing his training in chemical, biological and radiological 

warfare. Then he showed me 16 pages of documents given to him by the US military when he 

was discharged from the service. They linked brucellosis with multiple sclerosis, and stated in 

one section: "Veterans with multiple sclerosis, a kind of creeping paralysis developing to a 

degree of 10% or more disability within two years after separation from active service, may be 

presumed to be service-connected for disability compensation. Compensation is payable to 

eligible veterans whose disabilities are due to service." In other words: "If you become ill with 

multiple sclerosis, it is because you were handling this Brucella, and we will give you a 

pension. Don't go raising any fuss about it." In these documents, the government of the United 

States revealed evidence of the cause of multiple sclerosis, but they didn't make it known to 

the public--or to your doctor.  

In a 1949 report, Drs Kyger and Haden suggested "the possibility that multiple sclerosis might 

be a central nervous system manifestation of chronic brucellosis". Testing approximately 113 

MS patients, they found that almost 95% also tested positive for Brucella.5 We have a 

document from a medical journal, which concludes that one out of 500 people who had 

brucellosis would develop what they call neurobrucellosis; in other words, brucellosis in the 

brain, where the Brucella settles in the lateral ventricles--where the disease multiple sclerosis 

is basically located.6  

Contamination of Camp Detrick Lab Workers  

A 1948 New England Journal of Medicine report titled "Acute Brucellosis Among Laboratory 

Workers" shows us how actively dangerous this agent is.7 The laboratory workers were from 

Camp Detrick, Frederick, Maryland, where they were developing biological weapons. Even 

though these workers had been vaccinated, wore rubberised suits and masks and worked 

through holes in the compartment, many of them came down with this awful disease because it 

is so absolutely and terrifyingly infectious.  

The article was written by Lt Calderone Howell, Marine Corps, Captain Edward Miller, Marine 



Corps, Lt Emily Kelly, United States Naval Reserve, and Captain Henry Bookman. They were all 

military personnel engaged in making the disease agent Brucella into a more effective 

biological weapon.  

COVERT TESTING OF MYCOPLASMA  

Testing the Dispersal Methods  

Documented evidence proves that the biological weapons they were developing were tested on 

the public in various communities without their knowledge or consent.  

The government knew that crystalline Brucella would cause disease in humans. Now they 

needed to determine how it would spread and the best way to disperse it. They tested dispersal 

methods for Brucella suis and Brucella melitensis at Dugway Proving Ground, Utah, in June 

and September 1952. Probably, 100% of us now are infected with Brucella suis and Brucella 

melitensis.8  

Another government document recommended the genesis of open-air vulnerability tests and 

covert research and development programs to be conducted by the Army and supported by the 

Central Intelligence Agency.  

At that time, the Government of Canada was asked by the US Government to cooperate in 

testing weaponised Brucella, and Canada cooperated fully with the United States. The US 

Government wanted to determine whether mosquitoes would carry the disease and also if the 

air would carry it. A government report stated that "open-air testing of infectious biological 

agents is considered essential to an ultimate understanding of biological warfare potentialities 

because of the many unknown factors affecting the degradation of micro-organisms in the 

atmosphere".9  

Testing via Mosquito Vector in Punta Gorda, Florida  

A report from The New England Journal of Medicine reveals that one of the first outbreaks of 

chronic fatigue syndrome was in Punta Gorda, Florida, back in 1957.10 It was a strange 

coincidence that a week before these people came down with chronic fatigue syndrome, there 

was a huge influx of mosquitoes.  

The National Institutes of Health claimed that the mosquitoes came from a forest fire 30 miles 

away. The truth is that those mosquitoes were infected in Canada by Dr Guilford B. Reed at 

Queen's University. They were bred in Belleville, Ontario, and taken down to Punta Gorda and 

released there.  

Within a week, the first five cases ever of chronic fatigue syndrome were reported to the local 

clinic in Punta Gorda. The cases kept coming until finally 450 people were ill with the disease.  

Testing via Mosquito Vector in Ontario  

The Government of Canada had established the Dominion Parasite Laboratory in Belleville, 

Ontario, where it raised 100 million mosquitoes a month. These were shipped to Queen's 

University and certain other facilities to be infected with this crystalline disease agent. The 

mosquitoes were then let loose in certain communities in the middle of the night, so that the 

researchers could determine how many people would become ill with chronic fatigue syndrome 

or fibromyalgia, which was the first disease to show.  

One of the communities they tested it on was the St Lawrence Seaway valley, all the way from 

Kingston to Cornwall, in 1984. They let out hundreds of millions of infected mosquitoes. Over 

700 people in the next four or five weeks developed myalgic encephalomyelitis, or chronic 

fatigue syndrome.  



COVERT TESTING OF OTHER DISEASE AGENTS  

Mad Cow Disease/Kuru/CJD in the Fore Tribe  

Before and during World War II, at the infamous Camp 731 in Manchuria, the Japanese 

military contaminated prisoners of war with certain disease agents.  

They also established a research camp in New Guinea in 1942. There they experimented upon 

the Fore Indian tribe and inoculated them with a minced-up version of the brains of diseased 

sheep containing the visna virus which causes "mad cow disease" or Creutzfeldt-Jakob disease.  

About five or six years later, after the Japanese had been driven out, the poor people of the 

Fore tribe developed what they called kuru, which was their word for "wasting", and they began 

to shake, lose their appetites and die. The autopsies revealed that their brains had literally 

turned to mush. They had contracted "mad cow disease" from the Japanese experiments.  

When World War II ended, Dr Ishii Shiro--the medical doctor who was commissioned as a 

General in the Japanese Army so he could take command of Japan's biological warfare 

development, testing and deployment--was captured. He was given the choice of a job with the 

United States Army or execution as a war criminal. Not surprisingly, Dr Ishii Shiro chose to 

work with the US military to demonstrate how the Japanese had created mad cow disease in 

the Fore Indian tribe.  

In 1957, when the disease was beginning to blossom in full among the Fore people, Dr 

Carleton Gajdusek of the US National Institutes of Health headed to New Guinea to determine 

how the minced-up brains of the visna-infected sheep affected them. He spent a couple of years 

there, studying the Fore people, and wrote an extensive report. He won the Nobel Prize for 

"discovering" kuru disease in the Fore tribe.  

Testing Carcinogens over Winnipeg, Manitoba  

In 1953, the US Government asked the Canadian Government if it could test a chemical over 

the city of Winnipeg. It was a big city with 500,000 people, miles from anywhere. The 

American military sprayed this carcinogenic chemical in a 1,000%-attenuated form, which they 

said would be so watered down that nobody would get very sick; however, if people came to 

clinics with a sniffle, a sore throat or ringing in their ears, the researchers would be able to 

determine what percentage would have developed cancer if the chemical had been used at full 

strength.  

We located evidence that the Americans had indeed tested this carcinogenic chemical--zinc 

cadmium sulphide--over Winnipeg in 1953. We wrote to the Government of Canada, explaining 

that we had solid evidence of the spraying and asking that we be informed as to how high up 

in the government the request for permission to spray had gone. We did not receive a reply.  

Shortly after, the Pentagon held a press conference on May 14, 1997, where they admitted 

what they had done. Robert Russo, writing for the Toronto Star11 from Washington, DC, 

reported the Pentagon's admission that in 1953 it had obtained permission from the Canadian 

Government to fly over the city of Winnipeg and spray out this chemical--which sifted down on 

kids going to school, housewives hanging out their laundry and people going to work. US Army 

planes and trucks released the chemical 36 times between July and August 1953. The 

Pentagon got its statistics, which indicated that if the chemical released had been full 

strength, approximately a third of the population of Winnipeg would have developed cancers 

over the next five years.  

One professor, Dr Hugh Fudenberg, MD, twice nominated for the Nobel Prize, wrote a 

magazine article stating that the Pentagon came clean on this because two researchers in 

Sudbury, Ontario--Don Scott and his son, Bill Scott--had been revealing this to the public. 

However, the legwork was done by other researchers!  



The US Army actually conducted a series of simulated germ warfare tests over Winnipeg. The 

Pentagon lied about the tests to the mayor, saying that they were testing a chemical fog over 

the city, which would protect Winnipeg in the event of a nuclear attack.  

A report commissioned by US Congress, chaired by Dr Rogene Henderson, lists 32 American 

towns and cities used as test sites as well.  

BRUCELLA MYCOPLASMA AND DISEASE  

AIDS  

The AIDS pathogen was created out of a Brucella bacterium mutated with a visna virus; then 

the toxin was removed as a DNA particle called a mycoplasma. They used the same 

mycoplasma to develop disabling diseases like MS, Crohn's colitis, Lyme disease, etc.  

In the previously mentioned US congressional document of a meeting held on June 9, 1969,12 

the Pentagon delivered a report to Congress about biological weapons. The Pentagon stated: 

"We are continuing to develop disabling weapons." Dr MacArthur, who was in charge of the 

research, said: "We are developing a new lethal weapon, a synthetic biological agent that does 

not naturally exist, and for which no natural immunity could have been acquired."  

Think about it. If you have a deficiency of acquired immunity, you have an acquired immunity 

deficiency. Plain as that. AIDS.  

In laboratories throughout the United States and in a certain number in Canada including at 

the University of Alberta, the US Government provided the leadership for the development of 

AIDS for the purpose of population control. After the scientists had perfected it, the 

government sent medical teams from the Centres for Disease Control--under the direction of 

Dr Donald A. Henderson, their investigator into the 1957 chronic fatigue epidemic in Punta 

Gorda--during 1969 to 1971 to Africa and some countries such as India, Nepal and Pakistan 

where they thought the population was becoming too large.13 They gave them all a free 

vaccination against smallpox; but five years after receiving this vaccination, 60% of those 

inoculated were suffering from AIDS. They tried to blame it on a monkey, which is nonsense.  

A professor at the University of Arkansas made the claim that while studying the tissues of a 

dead chimpanzee she found traces of HIV. The chimpanzee that she had tested was born in the 

United States 23 years earlier. It had lived its entire life in a US military laboratory where it 

was used as an experimental animal in the development of these diseases. When it died, its 

body was shipped to a storage place where it was deep-frozen and stored in case they wanted 

to analyse it later. Then they decided that they didn't have enough space for it, so they said, 

"Anybody want this dead chimpanzee?" and this researcher from Arkansas said: "Yes. Send it 

down to the University of Arkansas. We are happy to get anything that we can get." They 

shipped it down and she found HIV in it. That virus was acquired by that chimpanzee in the 

laboratories where it was tested.14  

Chronic Fatigue Syndrome/ Myalgic Encephalomyelitis  

Chronic fatigue syndrome is more accurately called myalgic encephalomyelitis. The chronic 

fatigue syndrome nomenclature was given by the US National Institutes of Health because it 

wanted to downgrade and belittle the disease.  

An MRI scan of the brain of a teenage girl with chronic fatigue syndrome displayed a great 

many scars or punctuate lesions in the left frontal lobe area where portions of the brain had 

literally dissolved and been replaced by scar tissue. This caused cognitive impairment, memory 

impairment, etc. And what was the cause of the scarring? The mycoplasma. So there is very 

concrete physical evidence of these tragic diseases, even though doctors continue to say they 

don't know where it comes from or what they can do about it.  

Many people with chronic fatigue syndrome, myalgic encephalo-myelitis and fibromyalgia who 



apply to the Canada Pensions Plan Review Tribunal will be turned down because they cannot 

prove that they are ill. During 1999 I conducted several appeals to Canada Pensions and the 

Workers Compensation Board (WCB, now the Workplace Safety and Insurance Board) on 

behalf of people who have been turned down. I provided documented evidence of these 

illnesses, and these people were all granted their pensions on the basis of the evidence that I 

provided.  

In March 1999, for example, I appealed to the WCB on behalf of a lady with fibromyalgia who 

had been denied her pension back in 1993. The vice-chairman of the board came to Sudbury 

to hear the appeal, and I showed him a number of documents which proved that this lady was 

physically ill with fibromyalgia. It was a disease that caused physical damage, and the disease 

agent was a mycoplasma. The guy listened for three hours, and then he said to me: "Mr Scott, 

how is it I have never heard of any of this before? I said: "We brought a top authority in this 

area into Sudbury to speak on this subject and not a single solitary doctor came to that 

presentation."  

TESTING FOR MYCOPLASMA IN YOUR BODY  

Polymerase Chain Reaction Test  

Information is not generally available about this agent because, first of all, the mycoplasma is 

such a minutely small disease agent. A hundred years ago, certain medical theoreticians 

conceived that there must be a form of disease agent smaller than bacteria and viruses. This 

pathogenic organism, the mycoplasma, is so minute that normal blood and tissue tests will not 

reveal its presence as the source of the disease.  

Your doctor may diagnose you with Alzheimer's disease, and he will say: "Golly, we don't know 

where Alzheimer's comes from. All we know is that your brain begins to deteriorate, cells 

rupture, the myelin sheath around the nerves dissolves, and so on." Or if you have chronic 

fatigue syndrome, the doctor will not be able to find any cause for your illness with ordinary 

blood and tissue tests.  

This mycoplasma couldn't be detected until about 30 years ago when the polymerase chain 

reaction (PCR) test was developed, in which a sample of your blood is examined and damaged 

particles are removed and subjected to a polymerase chain reaction. This causes the DNA in 

the particles to break down. The particles are then placed in a nutrient, which causes the DNA 

to grow back into its original form. If enough of the substance is produced, the form can be 

recognised, so it can be determined whether Brucella or another kind of agent is behind that 

particular mycoplasma.  

Blood Test  

If you or anybody in your family has myalgic encephalomyelitis, fibromyalgia, multiple 

sclerosis or Alzheimer's, you can send a blood sample to Dr Les Simpson in New Zealand for 

testing.  

If you are ill with these diseases, your red blood cells will not be normal doughnut-shaped 

blood cells capable of being compressed and squeezed through the capillaries, but will swell 

up like cherry-filled doughnuts which cannot be compressed. The blood cells become enlarged 

and distended because the only way the mycoplasma can exist is by uptaking pre-formed 

sterols from the host cell. One of the best sources of pre-formed sterols is cholesterol, and 

cholesterol is what gives your blood cells flexibility. If the cholesterol is taken out by the 

mycoplasma, the red blood cell swells up and doesn't go through, and the person begins to feel 

all the aches and pains and all the damage it causes to the brain, the heart, the stomach, the 

feet and the whole body because blood and oxygen are cut off.  

And that is why people with fibromyalgia and chronic fatigue syndrome have such a terrible 

time. When the blood is cut off from the brain, punctate lesions appear because those parts of 

the brain die. The mycoplasma will get into portions of the heart muscle, especially the left 



ventricle, and those cells will die. Certain people have cells in the lateral ventricles of the brain 

that have a genetic predisposition to admit the mycoplasma, and this causes the lateral 

ventricles to deteriorate and die. This leads to multiple sclerosis, which will progress until 

these people are totally disabled; frequently, they die prematurely. The mycoplasma will get 

into the lower bowel, parts of which will die, thus causing colitis. All of these diseases are 

caused by the degenerating properties of the mycoplasma.  

In early 2000, a gentleman in Sudbury phoned me and told me he had fibromyalgia. He 

applied for a pension and was turned down because his doctor said it was all in his head and 

there was no external evidence. I gave him the proper form and a vial, and he sent his blood to 

Dr Simpson to be tested. He did this with his family doctor's approval, and the results from Dr 

Simpson showed that only 4% of his red blood cells were functioning normally and carrying 

the appropriate amount of oxygen to his poor body, whereas 83% were distended, enlarged 

and hardened, and wouldn't go through the capillaries without an awful lot of pressure and 

trouble. This is the physical evidence of the damage that is done.  

ECG Test  

You can also ask your doctor to give you a 24-hour Holter ECG. You know, of course, that an 

electrocardiogram is a measure of your heartbeat and shows what is going on in the right 

ventricle, the left ventricle and so on. Tests show that 100% of patients with chronic fatigue 

syndrome and fibromyalgia have an irregular heartbeat. At various periods during the 24 

hours, the heart, instead of working happily away going "bump-BUMP, bump-BUMP", every now 

and again goes "buhbuhbuhbuhbuhbuhbuhbuhbuh". The T-wave (the waves are called P, Q, R, S 

and T) is normally a peak, and then the wave levels off and starts with the P-wave again. In 

chronic fatigue and fibromyalgia patients, the T-wave flattens off, or actually inverts. That 

means the blood in the left ventricle is not being squeezed up through the aorta and around 

through the body.  

My client from Sudbury had this test done and, lo and behold, the results stated: "The shape of 

T and S-T suggests left ventricle strain pattern, although voltage and so on is normal." The 

doctor had no clue as to why the T-wave was not working properly. I analysed the report of this 

patient who had been turned down by Canada Pensions and sent it back to them. They wrote 

back, saying: "It looks like we may have made a mistake. We are going to give you a hearing 

and you can explain this to us in more detail."  

So it is not all in your imagination. There is actual physical damage to the heart. The left 

ventricle muscles do show scarring. That is why many people are diagnosed with a heart 

condition when they first develop fibromyalgia, but it's only one of several problems because 

the mycoplasma can do all kinds of damage.  

Blood Volume Test  

You can also ask your doctor for a blood volume test. Every human being requires a certain 

amount of blood per pound of body weight, and it has been observed that people with 

fibromyalgia, chronic fatigue syndrome, multiple sclerosis and other illnesses do not have the 

normal blood volume their body needs to function properly. Doctors aren't normally aware of 

this.  

This test measures the amount of blood in the human body by taking out 5 cc, putting a tracer 

in it and then putting it back into the body. One hour later, take out 5 cc again and look for 

the tracer. The thicker the blood and the lower the blood volume, the more tracer you will find.  

The analysis of one of my clients stated: "This patient was referred for red cell mass study. The 

red cell volume is 16.9 ml per kg of body weight. The normal range is 25 to 35 ml per kg. This 

guy has 36% less blood in his body than the body needs to function." And the doctor hadn't 

even known the test existed.  

If you lost 36% of your blood in an accident, do you think your doctor would tell you that you 



are alright and should just take up line dancing and get over it? They would rush you to the 

nearest hospital and start transfusing you with blood. These tragic people with these awful 

diseases are functioning with anywhere from 7% to 50% less blood than their body needs to 

function.  

UNDOING THE DAMAGE  

The body undoes the damage itself. The scarring in the brain of people with chronic fatigue 

and fibromyalgia will be repaired. There is cellular repair going on all the time. But the 

mycoplasma has moved on to the next cell.  

In the early stages of a disease, doxycycline may reverse that disease process. It is one of the 

tetracycline antibiotics, but it is not bactericidal; it is bacteriostatic--it stops the growth of the 

mycoplasma. And if the mycoplasma growth can be stopped for long enough, then the immune 

system takes over.  

Doxycycline treatment is discussed in a paper by mycoplasma expert Professor Garth 

Nicholson, PhD, of the Institute for Molecular Medicine.15 Dr Nicholson is involved in a US$8-

million mycoplasma research program funded by the US military and headed by Dr Charles 

Engel of the NIH. The program is studying Gulf War veterans, 450 of them, because there is 

evidence to suggest that Gulf War syndrome is another illness (or set of illnesses) caused by 

mycoplasma.  
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Tuberculosis-type bacteria and AIDS  

Are tuberculosis-type bacteria necessary to transform HIV infection into "full blown" AIDS? 

Do virus-like and latent forms of bacteria go unrecognized and undetected in AIDS patients? 

Could HIV ("the virus that causes AIDS") actually be a virus-like form of a TB germ?  

Such questions are blasphemous because most scientists believe the human 

immunodeficiency virus (HIV) is "the sole cause of AIDS."  

However, there is a close link between AIDS and TB. And infections with tuberculous and 

non-tuberculous mycobacteria are common  

"opportunistic infections" in AIDS. This communication will explore the possibility that these 

bacteria are necessary to allow HIV infection to progress to full-blown AIDS.  

HIV, pulmonary TB and "atypical" acid-fast mycobacteria  

It must be clearly understood that one cannot catch HIV/AIDS by close contact with a 

patient, although HIV is obviously spread through unprotected sex with an infected person.  

 

Figure 1: Pleomorphic bacteria in an enlarged lymph node from an early case of AIDS. 

Large Russell bodies (RB) and tiny coccoid forms (arrow) are present. Gram stain, 

magnification X1000, in oil. 

  



  

Figure 2: Tiny coccoid forms of bacteria (arrows) in the skin tumour of AIDS-related 

Kaposi's sarcoma. Acid-fast stain, X1000, in oil. 

  

Figure 3: Three areas of purple-stained coccoid forms of bacteria in an additional case of 

AIDS-related Kaposi's sarcoma of the skin. Acid-fast stain, X1000, in oil. 

  



  

Figure 4: Three "typical" red-stained acid-fast rod forms of Mycobacterium avium in an AIDS-

related cancerous skin tumour ("immunoblastic sarcoma"). Acid-fast stain, X1000, in oil.  

 HIV is not spread in the air. However, the acid-fast mycobacteria that cause human 

pulmonary TB can spread from person-to-person via inhalation. Unlike other bacteria, 

mycobacteria are coloured red or red-purple when stained with a laboratory acid-fast 

staining procedure. Thus, the "acid-fast" stain is used to identify mycobacteria and is a 

unique characteristic of these microbes.  

The two common types of acid-fast mycobacteria found in AIDS are Mycobacterium 

tuberculosis (the germ that causes human TB) and Mycobacterium avium. M. tuberculosis 

is found only in humans, but other species or types of "non-tuberculous" mycobacteria (like 

M. avium) can be found throughout nature, in water, soil, animals and in man. Please 

consult the Wikipedia for more details about tuberculosis and the various species of acid-

fast mycobacteria that can infect persons with AIDS.  

HIV and TB mycobacteria are a lethal combination. Someone who is HIV-positive and 

infected with TB bacilli is many times more likely to become sick with TB than someone 

infected with TB bacilli who is HIV-negative. Most frightening is the fact that more and more 

cases of drug-resistant TB are appearing in HIV-infected patients, particularly in sub-

Saharan Africa.  

The World Health Organization estimates that every second someone in the world is newly 

infected with TB bacteria. One-third of the world's population is infected with TB microbes. 

Most infected people will not develop pulmonary TB because the immune system "walls off" 

the TB bacilli and allows them to lie dormant for years. However, when someone's immune 

system is weakened, the chances of becoming sick with TB are greater.  

TB mycobacteria are known to be "pleomorphic," in that they can exhibit various growth 

forms in culture and in tissue. "Pleomorphic" forms of M. tuberculosis and other species of 

"non-tuberculous" and "atypical mycobacteria" have been studied for decades for their 

effects on human illness. Unfortunately, scientists rarely pay attention to these pleomorphic 

forms; and pathologists rely primarily on the demonstration of the "typical" acid-fast rod 

forms of mycobacteria to diagnose tuberculosis and/or mycobacterial disease (See Figure 

4). This is unfortunate because the acid-fast bacteria that are demonstrable in AIDS and 



cancer (and certain other immunological diseases) are primarily pleomorphic and 

"filterable" forms, which often go unrecognized (Figures 1-3).  

TB caused by M. tuberculosis is a leading cause of death among people who are HIV-positive 

and accounts for about 13% of AIDS deaths worldwide.  

The type species of acid-fast mycobacterial infection in AIDS depends largely on the 

geographic area. For example, M. tuberculosis is the common acid-fast infection in Africa 

and in Brazil, while in the United States M avium complex is the most common species of 

acid-fast infection.  

Bermudez et al. estimate that 50-60% of U.S. AIDS patients are infected with the non-

tuberculous Mycobacterium avium complex. In the U.S. it is rare to find a case of M.avium 

that is not AIDS associated.  

Is HIV the sole cause of AIDS?  

The diagnosis of AIDS requires a patient to be HIV-positive by blood testing. However, there 

is a precise clinical difference between HIV infection and AIDS. It is well-known that some 

people can be HIV-positive for many months or years before showing signs of immune 

system suppression and/or opportunistic infections characteristic of "full-blown" AIDS. For 

this reason it is possible that another infectious agent (in addition to HIV) might be 

required to produce full-blown AIDS.  

This communication suggests that mycobacteria and "mycoplasmas" are a necessary co-

factor in AIDS.  

Infection with HIV leads to immunosuppression and inevitable opportunistic infections. The 

leading cause of death in AIDS is bacterial infection; and infection mycobacteria is common 

in advanced cases of AIDS.  

Like HIV, mycobacteria can produce immune system damage and lowering of the CD4 and 

CD8 lymphocyte blood count that are characteristics of AIDS.  

Although most scientists agree that HIV causes AIDS, there is a small but highly vocal group 

of researchers called "The Perth Group" that deny HIV as the cause. The leading 

spokesperson for the Group is molecular biologist Peter Duesberg, who believes AIDS in 

gays is due to drugs and a sexual lifestyle. One can Google "The Perth Group" for details 

about their objections to HIV. The National Institutes of Health provides counterarguments 

on a webpage entitled "The Evidence that HIV causes AIDS" located 

at:http://www.niaid.nih.gov/factsheets/evidhiv.htm  

Suffice to say, that neither the AIDS Dissenters nor the AIDS establishment pays much 

attention to TB-like bacteria as an underlying and necessary co-factor in the development of 

AIDS.  

Is AIDS caused by pleomorphic acid-fast bacteria?  

As mentioned, mycobacteria can exist in forms other than the typical acid-fast (red-stained) 

rod-shaped form. Pleomorphic forms of mycobacteria include cell-wall deficient forms, so-

called "L- forms", filterable forms, granular forms. mycoplasma-like and virus-like forms, as 

well as large "giant bodies", some as large as red blood cells.  

These atypical forms are not well-recognized by scientists, but such forms have been 

repeatedly described not only in AIDS, but also in cancer and in certain immunologic 

diseases.  

The "virus-like" and "filterable" and "granular" forms of TB bacteria have been noted by 

researchers for more than a century. Some of these forms are submicroscopic. The 



relationship of these submicroscopic virus-sized forms of mycobacteria to what scientists 

currently call "viruses" has not been fully explored.  

Could tiny submicroscopic forms of bacteria, virus-like mycoplasma forms, and recently 

described "nanobacteria" be related to  

retroviruses like HIV? At present, virologists and bacteriologists are silent on this issue.  

AIDS and small bacteria ("mycoplasma') as a co-factor  

The origin of viruses is not known. However, it is clear that virus- like mycoplasmas are 

related to the bacteria.  

In the late 1980s a new "virus" was detected and reported from AIDS cases. However, on 

closer molecular study it was determined that the "virus-like infectious agent" was actually a 

small form of bacteria called Mycoplasma penetrans.  

The continuing research of Luc Montagnier, the co-discoverer of HIV, indicates mycoplasma-

type bacteria act as a co-factor with HIV in the development of AIDS. In a New York Times 

interview, the Pasteur scientist declared "AIDS is caused not by a virus alone, but by a 

microbe and a virus working together." In laboratory tests he found that a small bacterium-

like organism called a mycoplasma when combined with HIV could kill human cells in a way 

that HIV by itself cannot. ('Evidence is said to increase on microbe's role in AIDS.' June 22, 

1990.) According to Times reporter Philip J Hilts, "If the theory is confirmed, it would force 

a drastic re-evaluation of efforts to prevent and treat AIDS."  

In Virus [2000] Montagnier writes that Mycoplasma penetrans has the ability to penetrate 

a cell like a virus. "We do not yet know whether M. penetrans is indeed the co-factor that 

explains the virulence of HIV, but it does demonstrate the right characteristics: a weak 

presence in the HIV-negative population, a strong prevalence in the HIV-positives. And there 

may be still be other species of bacteria, as yet unidentified, present in AIDS patients not 

infected with M. penetrans, which play an analogous role to this mycoplasma."  

Acid-fast bacteria in AIDS and cancer  

HIV is a cancer-causing virus and HIV-positive people are at increased risk for certain types 

of cancer, particularly lymphoma and Kaposi's sarcoma. Therefore, AIDS must have some 

connection to cancer and its origin.  

Most scientists currently believe some cancers are caused by viruses. However, since the 

late nineteenth century there have been reports indicating that bacteria not viruses- are the 

infectious cause of cancer. In 1890 Scottish pathologist William Russell discovered "the 

parasite of cancer" in all the cancers he examined. He believed these parasites were the 

infectious cause of cancer.  

Pathologists now recognize Russell bodies in cancerous tissue, although they are not 

considered as infectious bodies. Russell's observations were condemned by his colleagues 

who did not consider cancer an infectious disease, and who had no comprehension of large 

"pleomorphic" forms of bacteria that "Russell bodies" most likely represent. (For more 

details please see, "The Russell Body: The Forgotten Clue To The Bacterial Cause Of Cancer" 

at http://www.rense.com/general44/russell.htm)  

The idea that cancer is caused by bacteria is generally condemned in cancer circles. The 

reason for the antagonism towards the cancer microbe theory of cancer is bizarre because 

there is much credible research in this field and the theory has never been disproven. The 

recent acceptance of bacteria as the cause of most stomach ulcers is a harsh reminder that 

generations of scientists can fail to recognize bacteria in serious and common diseases.  

It is not possible here to include all the evidence pointing to bacteria in cancer and AIDS. 



Details of a century of cancer microbe research are contained in my book: The Cancer 

Microbe: The Hidden Killer in Cancer, AIDS, and Other Immune Diseases [1990]. Seven 

personal papers showing microphotographs of cancer microbes in various diseases, 

including AIDS, are posted on the www.joimr.org website.  

The leading proponents of the bacterial cause of cancer in the twentieth century were a 

group of four women scientists: physician Virginia Livingston, microbiologist Eleanor 

Alexander-Jackson, cell cytologist Irene Diller, and world-famous biochemist and 

tuberculosis expert Florence Seibert. I wrote about their remarkable collaboration in cancer 

microbe research in Four Women Against Cancer; Bacteria, Cancer and the Origin of Life 

[2005]. A wealth of information is also available on the Internet by Googling: "cancer 

bacteria" and/or "cancer microbes."  

In 1950 Virginia Livingston was the first scientist to recognize that the cancer microbe was 

a highly pleomorphic agent closely related to the acid-fast mycobacteria that cause TB. The 

key to the detection of the cancer microbe in culture and in cancerous tissue was her 

discovery that the microbe stained "acid-fast" at some stage of its "life cycle." She and her 

colleagues reported that the various pleomorphic forms of the cancer bacterium were virus- 

like, mycoplasma-like and fungal-like.  

When AIDS first began, I was the first researcher to suggest that acid-fast bacteria were a 

possible cause of "classic" Kaposi's sarcoma. Before the discovery of HIV in 1984, Cantwell 

reported that acid-fast bacteria could be found in the enlarged lymph nodes that comprised 

the earliest stage of AIDS (so-called "AIDS- related complex"), and also in AIDS-related 

Kaposi's sarcoma (the badly-titled "gay cancer'), and in the AIDS-damaged organs at autopsy 

in a fatal case of AIDS.  

This research was published in medical journals and summarized in my 1984 book: AIDS: 

The Mystery and the Solution. However, all these findings were inexplicably ignored by the 

AIDS experts.  

Figure 1 is a microscopic section of a Gram-stained enlarged lymph node from an early 

case of AIDS. The pleomorphic forms include large Russell bodies (RB) and small round 

coccoid forms (arrow). Figure 2 is an acid-fast stained tissue section from AIDS-related 

Kaposi's sarcoma showing many tiny granular and coccoid forms in the skin. Figure 3 is a 

colour photo of an acid-fast stained tissue section from AIDS-related Kaposi's sarcoma 

showing three areas of purple stained round coccoid forms of bacteria in the skin tumour. 

Figure 4 shows three typical acid-fast (red-stained) rod forms of Mycobacterium avium 

within the tissue section of an "immunoblastic sarcoma" of the skin in a patient with AIDS. 

The acid-fast stain is the stain used to demonstrate TB-like mycobacteria, and is the key 

stain necessary to detect acid-fast bacteria in AIDS-damaged tissue. All the photographs are 

taken at the highest magnification of the light microscope (1000 times) and examined 

under oil immersion.  

The importance of the HIV blood test  

Despite the protestations of the AIDS Denialists, a "positive"  

HIV test is exceedingly important because it is a harbinger of possible impending 

suppression of the immune system and opportunistic infections that accompany full-blown 

AIDS. That is why it is necessary to avoid sexual infection with HIV and to undergo HIV 

antibody testing when indicated.  

When people are tested for HIV, they are not being tested directly for the virus, but rather 

for antibodies against the virus. In order for a lab blood test to be developed to test for HIV, 

it was necessary to grow HIV in large quantity in the laboratory.  

How was HIV grown? How do we know the laboratory cultures of HIV are "pure" virus? How 

can we be sure the HIV blood test is a reaction solely against HIV? Could virus-like 



mycoplasmas have contaminated the lab culture of HIV? Could HIV be a virus-like form of 

TB mycobacteria and/or virus-like mycoplasmas? These are a few questions that concern 

some researchers.  

Is HIV "a virus"?  

It is universally claimed that HIV is a virus, although a few researchers have doubts. One of 

the reasons for doubt is the questionable "purity" of HIV in culture. Unlike bacteria which 

can be grown in artificial culture, viruses need to be grown in living cells. In 1984 HIV was 

finally isolated in cell culture with great difficulty and with questionable techniques in 

Robert Gallo's lab.  

Pulitzer Prize-winning writer John Crewdson presents a highly detailed and unflattering 

account of the discovery of HIV in Science Fictions: A Scientific Mystery, A Massive Cover-Up, 

and the Dark Legacy of Robert Gallo [2002]. He notes that Gallo's lab cultured HIV by 

mixing the blood of an AIDS patient along with the blood of ten other AIDS patients. This 

mix was seeded into a tissue cell culture comprised of a white blood "cell line" derived from 

a patient with cancer of the blood.  

Enough HIV was finally cultured from this witches' brew to allow the manufacture of the HIV 

blood test developed by Gallo. Not surprisingly, some researchers and AIDS Dissidents 

question the "purity" of the HIV lab culture, as well as the accuracy of the blood test in 

proving infection with HIV.  

Microbiologist Phyllis Evelyn Pease, in AIDS, Cancer and Arthritis: A New Perspective 

[2006], claims the pooling of virus from multiple patients to grow HIV "could almost 

guarantee the isolation of mycoplasmas." She is concerned that undetected mycoplasma 

could be present in the cancerous cell line used to grow HIV, noting that mycoplasmas "can 

still persist in a covert but viable form and thus are able to cause further errors in areas of 

serology, biochemistry and molecular biology."  

Traditionally "viruses" have been physically separated from bacteria in the laboratory by the 

use of filters. With proper size filters the smaller-sized viruses slip through the filter leaving 

the larger bacteria behind. But, in reality, the dividing line between bacteria and viruses is 

not so simple. Pease writes that "it is now widely recognized that smaller elements of 

bacteria including mycoplasmas are not excluded by filtration." She explains that "in the 

past such filterable forms have been identified as viruses until they have been recognized 

as bacteria, that is, mycoplasmas, by virtue of their ability to grow in cell- free medium." In 

short, she suggests some retroviruses like HIV might be "sub-cellular forms of bacteria."  

Lawrence Broxmeyer is a physician who believes TB-like bacteria cause AIDS. In AIDS: What 

the Discoverers of HIV Never Admitted. Is AIDS Really Caused by a Virus? [2003], he 

searches the medical literature and concludes that M. tuberculosis, perhaps in concert with 

other species of acid-fast bacteria (such as M. avium), is the likely cause of AIDS and the 

immune system abnormalities that accompany it. He suggests HIV "is simply one of the L-

forms (i.e. mycoplasma-like forms) of an atypical mycobacteria."  

The back cover of Broxmeyer's book proclaims: "Once upon a time a small group of 

politically powerful scientists rammed a flawed theory on the origin and cause of AIDS down 

America's and then the world's throat. Yet we are still led to believe that we are fortunate 

that retroviruses, only discovered in the 1970s, were uncovered just in time to label them 

in a killer AIDS epidemic. Although it is currently difficult to find anyone who openly 

questions HIV as the cause of AIDS, a fast-growing number express their doubts privately." 

Broxmeyer believes the prospects for a cure or an AIDS vaccine depend on the recognition 

of TB bacteria as the underlying cause.  

Why are bacteria in AIDS important?  

The AIDS epidemic is a disaster for the human race. Twenty-five million people have already 



died, including a half-million Americans. Forty million are currently infected with HIV. There 

is no cure for AIDS and the current treatment is so expensive that few people in the world 

can afford it without subsidies.  

AIDS is a billion dollar industry and billions have been poured into AIDS research, all of it 

based on the simplistic belief that the disease is caused solely by a virus. The role of 

bacteria in the production of AIDS is largely ignored, even though Luc Montagnier (who first 

discovered HIV at Pasteur) believes that mycoplasma are a necessary co-factor for HIV to 

kill cells. Unfortunately, Montagnier seems to be unaware of my published reports and 

books showing bacteria in AIDS-damaged tissue; and my suggestion that that these bacteria 

represent cell wall deficient and mycoplasma-like forms of bacteria related to acid-fast 

mycobacteria.  

It is easier to develop treatments against bacteria than it is for viruses. If TB-like bacteria 

are essential for HIV to lead to AIDS then antibiotics and possibly vaccines might be 

developed to combat these disease producing agents.  

Although acid-fast mycobacteria have been ignored as AIDS and cancer-causing infectious 

agents, there is enough evidence in the medical literature to warrant further investigation 

and recognition of these bacteria as possible etiologic agents.  
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Now that I have once more demonstrated that common theme of mycoplasma/myco- 

bacterium that kept popping up in the cancer chapter, (but this time in relation to AIDS) - 

(Which incidentally and coincidentally once again would render the true cause of this 

condition (and therefore the cure too) practically invisible to all of bought and paid for 

mainstream science, which you’d have to agree, is rather too convenient for it to be 

happenstance for those wishing that there were a lot less of us on the planet). 

We will now merge this angle with the HIV does not cause AIDS hypotheses that I mentioned 

earlier. Dr. Peter Duesberg has argued right from the outset that it is more than likely that 

the true cause of AIDS has lot more to do with the gay lifestyle, and it is this that is killing 

gay men. It is in his view, having hundred’s of partners per year, with all the related STD’s 

that come with that, added to excessive hard drug use (which on its own, without being gay, 

is the second largest group who are HIV+ people in the USA) that is killing these guys, he 

has also published peer reviewed works on poppers being the one of the main culprit’s in 

his eyes. I think he would also agree with me when I say that the high rate of people 

“catching” HIV in Africa is probably because, as hard as this will be for you to believe it is 

true,  - in many cases you only need to have lost a little weight, or even have diarrhea, to be 

labelled as HIV+ in Africa! - Peter’s work gets published in the same “top” notch journal’s as 

the other so called experts on HIV do, so let’s get this clear from the start - he unlike myself 

is no fringe loonie. - (And It’s only since he started telling the uncomfortable truth that they 

started calling him one!)  You as ever can make up your own mind... 
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In 1981 a new epidemic of about two-dozen heterogeneous diseases began to strike non-

randomly growing numbers of male homosexuals and mostly male intravenous drug users 

in the US and Europe. Assuming immunodeficiency as the common denominator the US 

Centres for Disease Control (CDC) termed the epidemic, AIDS, for acquired 

immunodeficiency syndrome. From 1981–1984 leading researchers including those from 

the CDC proposed that recreational drug use was the cause of AIDS, because of exact 

correlations and of drugspecific diseases. However, in 1984 US government researchers 

proposed that a virus, now termed human immunodeficiency virus (HIV), is the cause of the 

non-random epidemics of the US and Europe but also of a new, sexually random epidemic in 

Africa. The virus-AIDS hypothesis was instantly accepted, but it is burdened with numerous 

paradoxes, none of which could be resolved by 2003: Why is there no HIV in most AIDS 

patients, only antibodies against it? Why would HIV take 10 years from infection to AIDS? 

Why is AIDS not self-limiting via antiviral immunity? Why is there no vaccine against AIDS? 

Why is AIDS in the US and Europe not random like other viral epidemics? Why did AIDS not 

rise and then decline exponentially owing to antiviral immunity like all other viral 

epidemics? Why is AIDS not contagious? Why would only HIV carriers get AIDS who use 

either recreational or anti-HIV drugs or are subject to malnutrition? Why is the mortality of 

HIV-antibody-positives treated with anti-HIV drugs 7–9%, but that of all (mostly untreated) 

HIV-positives globally is only 1×4%? Here we propose that AIDS is a collection of chemical 

epidemics, caused by recreational drugs, anti-HIV drugs, and malnutrition. According to this 

hypothesis AIDS is not contagious, not immunogenic, not treatable by vaccines or antiviral 

drugs, and HIV is just a passenger virus. The hypothesis explains why AIDS epidemics strike 

non-randomly if caused by drugs and randomly if caused by malnutrition, why they manifest 

in drug- and malnutrition-specific diseases, and why they are not self-limiting via anti-viral 

immunity. 

The hypothesis predicts AIDS prevention by adequate nutrition and abstaining from drugs, 

and even cures by treating AIDS diseases with proven medications. 

[Duesberg P, Koehnlein C and Rasnick D 2003 The chemical bases of the various AIDS 

epidemics: recreational drugs, anti-viral chemotherapy and malnutrition; J. Biosci. 28 383–

412] 

1. Origins of the AIDS epidemics of the US, Europe and Africa 

1.1 AIDS in the US and Europe 

In the spring of 1981 the US Centres for Disease Control (CDC), the nation’s sentinel of 

infectious diseases, first reported a mysterious epidemic of previously known diseases that 

selectively affected growing numbers of young male homosexuals, intravenous drug users 

and a few minor risk groups such as haemophiliacs and recipients of blood transfusions 

(Centres for Disease Control 1981a, b, 1986). The diseases of the new AIDS epidemic 

included Kaposi’s sarcoma, bacterial and fungal (pneumocystis and candida) pneumonia, 

oral yeast infections, dementia, diarrhea, herpes, tuberculosis, lymphoma, weight loss, 

toxoplasmosis, chronic fevers, etc. (table 1), (Centres for Disease Control 1986). A similar, 

non-random epidemic was soon also reported in Europe by the World Health Organization 

(WHO), (Downs et al 1987). The selective distribution of these epidemics in the US and 

European population immediately suggested risk group- or lifestyle-specific causes. 



However, the plethora of AIDS diseases was not, and still is not randomly distributed even 

among the different risk groups (table 2). For example, Kaposi’s sarcoma was exclusively 

diagnosed in male homosexual risk groups using nitrite inhalants and other psychoactive 

drugs as aphrodisiacs (Newell et al 1984; Haverkos et al 1985; Selik et al 1987; Duesberg 

1988; Haverkos and Dougherty 1988; Beral et al 1990). Bacterial pneumonia was 

primarily diagnosed in children from mothers using psychoactive drugs during pregnancy 

(Novick and Rubinstein 1987; Duesberg 1988, 1992; Centres for Disease Control and 

Prevention 1997). Tuberculosis and pneumonia were, and still are more prevalent in 

intravenous drug users and “crack” (cocaine) smokers than in other risk groups (Lerner 

1989; Duesberg 1992; Duesberg and Rasnick 1998). Pneumocystis pneumonia and 

dementia are common in both of these risk groups (Selik et al 1987; Duesberg 1992; 

Duesberg and Rasnick 1998). Haemophiliacs and other transfusion recipients from the US 

and Europe exclusively present with pneumonia and yeast infections (Curran et al 1984; 

Duesberg 1992, 1995c). The non-random distribution of these diseases in different risk 

groups, then and now, again suggests risk group-specific causes, rather than a common 

one. 

Only 3 months after first detecting the new epidemics of old diseases, the CDC named all of 

them, AIDS, for Acquired Immune Deficiency Syndrome, assuming that immunodeficiency 

was their common denominator (Centres for Disease Control 1981b). According to their 

most recent AIDS definition of 1993, there are now 26 AIDS defining diseases (Centres for 

Disease Control 1986, 1992). 

However, about one third of the CDC’s collection of AIDS diseases are neither caused by, 

nor necessarily associated with immunodeficiency (table 1), (Duesberg and Rasnick 1998). 

Examples are Kaposi’s sarcoma, lymphoma, dementia, and weight loss (see table 1 for the 

share of these among the AIDS diseases of the US in 1997). Although the rest of the CDC’s 

AIDS diseases are indeed microbial diseases, they are typically opportunistic microbial 

diseases, in which the causative microbe depends on a defective immune system to cause 

disease. 

Examples are tuberculosis, yeast infections and pneumocystis pneumonia (Duesberg 1992), 

(table 1). By contrast, in a normal immune system, opportunistic microbes are harmless 

passengers – the reason why such diseases are not transmitted to healthy contacts, as for 

example to the doctors that treat AIDS patients (see below, § 3, table 4).  

Since 1981 the AIDS epidemics of the US and Europe have increased steadily for a decade 

and, after reaching peaks in the early 1990s, they have all decreased to about 1/2 of their 

peak levels now (figure 1a), (World Health Organization 2001b).  

By 2001 the US epidemic had generated a total of 816,149 AIDS cases and the European 

epidemic 251,021 AIDS cases (Centres for Disease Control and Prevention 2001; World 

Health Organization 2001b). To this day, the AIDS epidemics of the US and Europe have 

remained highly non-random: 80% of all patients from the US and 80% from Europe are 

males (World Health Organization 2001a). In the US about 2/3 of all AIDS cases are male 

homosexuals and about 1/3 are male and female intravenous drug users. In Europe about 

1/2 are male homosexuals and about 1/2 are intravenous drug users [note that over 75% 

of intravenous drug users are males (Duesberg and Rasnick 1998)]. In addition both 

epidemics include fringe groups of haemophiliacs and other transfusion recipients (1%) 

and children born to drug-addicted mothers (1%) (World Health Organization 2001a). 

Table 1. CDC-defined AIDS diseases and “conditions” in the US in 1997, the last year the 

Centres for Disease Control published the distribution of AIDS diseases. 

Disease   AIDS-diagnosis   Percentage of cases*   Case numbers per 60,161 

No disease  < 200 T cells and  

  antibody against HIV   61    36,634 



Microbial disease  

  Pneumocystis    38    9,145 

  Candidiasis    16    3,846 

  Tuberculosis and Mycobacteria  15    3,537 

  Cytomegalovirus    7    1,638 

  Pneumonia    5    1,347 

  Herpes virus    5    1,250 

  Cryptococcus    5    1,168 

  Toxoplasmosis    4    1,073 

Non-microbial  

disease  

  Weight loss/wasting   18    4,212 

  Kaposi’s sarcoma    7    1,500 

  Dementia     6    1,409 

  Lymphoma/leukaemia   4    850 

  Cervical cancer    1    144 

*According to the CDC, “The sum of percentages is greater than 1:: because some patients are reported with 

more than one illness [disease or condition]. Of persons reported with AIDS defining opportunistic illnesses, 

65% also were reported with severe HIV-related immunosuppression [corresponding almost exactly to the share 

of the microbial diseases among the total of 23,527 AIDS-defining diseases]. The 36,634 adults/adolescents 

presented on this table are those persons reported with immunosuppression as their only AIDS-indicator 

condition *rather than disease+” (Centres for Disease Control and Prevention 1997). 

The chemical bases of the various AIDS epidemics Table 2. Risk group-specific AIDS diseases 

Risk Group 

                  Gay Male      IV Drug user      AZT Recipient      US/Europe Child       Haemophilia transfusion       African 

Disease  

Kaposi’s sarcoma          + +* 

Lymphoma                        +                                               + 

Bacterial pneumonia                                                                                    + +                                                                + 

Tuberculosis                                           + +                                  + +                                            + +                

Dementia                           +                +                 +                  + 

Weight loss                        +                +                 +                  +                                            + +  

Yeast                                 +                +                 +                  +                      +                       + 

Pneumocystis pneumonia+ +               +                 +                   +                      + 

*+ and + + represent common and highly representative diseases respectively. 

 

My Note. Notice that the one thing common to ALL risk groups is a YEAST INFECTION 



1.2 African epidemic 

A new AIDS epidemic was also claimed to have emerged in sub-Saharan Africa in 1984 

(Bayley 1984; Piot et al 1984; Seligmann et al 1984; Van de Perre et al 1984; Quinn et al 
1986, 1987). In sharp contrast to its US/European namesakes, the African AIDS epidemic 

is randomly distributed between the sexes and not restricted to behavioural risk groups 

(Blattner et al 1988; Duesberg 1988; World Health Organization 2001a). Hence sub-

Saharan African AIDS is compatible with a random, either microbial or chemical cause. 

The African epidemic is also a collection of long-established, indigenous diseases, such as 

chronic fevers, weight loss, alias “slim disease”, diarrhea and tuberculosis (table 2), 

(Colebunders et al 1987; Konotey-Ahulu 1987a, b, 1989; Pallangyo et al 1987; Duesberg 

1992). However, the distribution of AIDS-defining diseases in Africa differs strongly from 

those in the US and Europe (table 2). 

For example, the predominant and most distinctive AIDS diseases in the US and Europe, 

Pneumocystis carinii pneumonia and Kaposi’s sarcoma, are almost never diagnosed in 

Africa (Goodgame 1990; Abouya et al 1992). 

According to the WHO the African epidemic has increased from 1984 until the early 1990s, 

similar to the epidemics of the US and Europe, but has since levelled off to generate about 

75,000 cases annually (figure 1c), (World Health Organization 2001b, and back issues). By 

2001, Africa had reportedly generated a cumulative total of 1,093,522 cases (World Health 

Organization 2001b). 

However, there are three reasons for questioning these numbers: 

(i) During the African AIDS epidemic, the sub-Saharan African population has grown, at an 

annual rate of about 2-6% per year – from 378 million in 1980 to 652 million in 2000 (US 

Bureau of the Census International Data Base 2001). Thus Africa had gained since 1980 

274 million people, the equivalent of the whole population of the US! 

Therefore, a possible, above-normal loss of 1 million Africans over a period in which over 

200 millions were gained is statistically hard, if not impossible to verify – unless the African 

AIDS diseases were highly distinctive. 

(ii) However, the African AIDS-defining diseases are clinically indistinguishable from 

conventional African morbidity and mortality (see above). 

(iii) Further the HIV-based definition of AIDS (see § 3) cannot be used in Africa to 

distinguish AIDS-defining from otherwise indistinguishable diseases, because as of 1985 

the WHO decided at a conference in Bangui, Africa, to accept African AIDS diagnoses 

without HIV-tests (see § 3). This was done because these tests are unaffordable in most 

African countries (World Health Organization 1986; Fiala 1998; Fiala et al 2002). Thus 

without the CDC’s HIV standard (§ 3), the diagnosis of African AIDS is arbitrary. 

In view of the many epidemiological and clinical distinctions of African AIDS from its 

US/European namesakes and the many uncertainties about the diagnosis of African AIDS, 

both the novelty of African AIDS and its relationship to the US/European AIDS epidemics 

have been called into question (Hodgkinson 1996; Fiala 1998; Shenton 1998; Gellman 

2000; Stewart et al 2000; Malan 2001; Fiala et al 2002; Gisselquist et al 2002; Ross 

2003). Indeed, all available data are compatible with an old African epidemic of 

malnutrition and poverty-associated diseases under a new name (Konotey-Ahulu 1987a, b; 

Oliver 2000; Stewart et al 2000). 

In the following we will try to find the most probable causes for the various AIDS epidemics 

based on epidemiological, clinical, microbial and biochemical evidence. 



 

Figure 1. Time courses of (a) the American, European and Australian AIDS epidemics since 1985 according to 

Centres for Disease Control and Prevention 2001 and redrawn from the World Health Organization (1999), (b) 

the incidence of HIV antibody carriers in the US since 1985 according to the Centres of Disease Control (CDC), 

and (c) the incidence of AIDS and HIV antibody carriers in Africa according to the WHO. See text for further 

explanations and references. 

2. 1981–1984: The “lifestyle”-AIDS hypothesis 

Hardly anybody remembers now, that shortly after the origins of the AIDS epidemics in the 

US and Europe scientists had already discovered that illicit psychoactive and aphrodisiac 

drugs, consumed at massive doses, were the common denominators and probable causes of 

the new AIDS patients. Drugs such as cocaine, heroin, nitrite inhalants, amphetamines, 

steroids and lysergic acid had become widely available and popular in the US and Europe 

during and after the Vietnam war and the coincident era of “gay liberation” (legal indemnity 

of homosexuality) (Duesberg and Rasnick 1998). The phenomenon was dubbed the “drug 

explosion” in the US and Europe. Its chronology is documented in figure 2 based on cocaine 

and heroin hospital-emergencies and confiscations of cocaine. 

Figure 2 extends drug use statistics described by us earlier until 2001 (Duesberg and 

Rasnick 1998), and also compares the chronologies of the drug and AIDS epidemics in the 

US (see also figure 1a and § 4). 

The first series of publications linking homosexual AIDS with drugs, particularly aphrodisiac 

nitrite inhalants (Gottlieb et al 1981), was published in the New England Journal of 
Medicine in 1981 together with an editorial by AIDS researcher David Durack suggesting 

that drugs are the causes of AIDS (Durack 1981). Dozens of further drug-AIDS studies soon 

followed from all prominent AIDS researchers of the time, including Blattner, Bregman, 

Curran, Dougherty, Des Jarlais, Drotman, Friedman-Kien, Goedert, Haverkos, Jaffe, Marmor, 

McManus, Mildvan, Moss, Newell, Oppenheimer, Ortiz, Rivera, and Stoneburner (Goedert et 
al 1982; Marmor et al 1982; McManus et al 1982; Jaffe et al 1983; Mathur-Wagh et al 



1984; Newell et al 1984; Haverkos et al 1985; Moss 1987; Haverkos and Dougherty 1988; 

Stoneburner et al 1988; Oppenheimer 1992). 

Even the CDC, normally just a survey agency, conducted epidemiological studies of their 

own, which confirmed that male homosexuals at risk for AIDS and with AIDS were using 

batteries of recreational and aphrodisiac drugs (table 3), (Jaffe et al 1983). Not even one 

male homosexual at behavioural risk for AIDS or with AIDS was found to be drug-free by the 

CDC. However, some CDC investigators suggested that nitrites depend on “infectious 

cofactors” to cause AIDS diseases (Haverkos 1988). 

The perfect correlations between recreational drug use and AIDS became the basis for the 

hypothesis that drugs, or the drug use-“lifestyle” is the cause of AIDS (Shilts 1987; 

Oppenheimer 1992). Moreover, the findings that specific drugs, as for example nitrite 

inhalants, correlated with specific AIDS diseases, such as immune suppression and Kaposi’s 

sarcoma, directly support the lifestyle hypothesis (Goedert et al 1982; Marmor et al 1982; 

Haverkos and Dougherty 1988). 

By contrast, the African epidemic had been reduced right from its presumed origin in 1984 

to the consequences of malnutrition and lack of drinkable water, alias poverty, consistent 

with its random distribution in the population (Mims and White 1984; Seligmann et al 
1984). In sum all clinical and epidemiological data available on AIDS in 1984 made a 

coherent case for lifestyle- or chemical AIDS, 

caused by recreational drugs or 

malnutrition. 

 

Figure 2. (a) Chronology of the recreational drug 

epidemic in the US since 1980, based on various 

indicators. The data for cocaine confiscations 

are from the US Bureau of Justice Statistics, 

table 4.36 Federal drug seizures (1988–2001), 

Federal drugs seizures (1989–2001), 

(www.albany.edu/sourcebook) and from 

Duesberg and Rasnick (1998). The data for 

cocaine and heroin hospital emergencies are 

from the Substance Abuse and Mental Health 

Services Administration-Office of Applied Studies 

(2002), from Emergency Department Trends of 

the Drug Abuse Warning Network, Final Estimates 

1994–2001, Rockville, MD (2002), and from the 

Drug Abuse Warning Network, Dept. Health 

Human Services, August, DAWN Series: D-21, 

DHHS Publication No. (SMA) 02-3635 

(http://www.drugabusestatistics.samhsa.gov). (b) 

The chronology of the US AIDS  epidemic 

according to the CDC (Centres for Disease 

Control 2001). 

 



Table 3. CDC 1983*: Drug use by American male homosexuals with AIDS and at risk for AIDS. 

Drugs                             Percentage users among 50 AIDS cases and 120 at risk for AIDS 

Nitrite inhalants                                                           96 

Ethylchloride                                                         35–50 

Cocaine                                                                50–60 

Amphetamines                                                      50–70 

Phenylcyclidine                                                           40 

LSD                                                                      40–60 

Metaqualone                                                         40–60 

Barbiturates                                                               25 

Marijuana                                                                   90 

Heroin                                                                       10 

Drug-free                                                         None reported 

*(Jaffe et al 1983). 

 

3. 1984: The virus-AIDS hypothesis takes over 

By 1983 AIDS had become big enough in the American and European press to pique the 

interest of the influential infectious disease establishment, particularly the cancer virus 

hunters. At that time the virus hunters had been engaged for over a decade in president 

Nixon’s War on Cancer with unsuccessful attempts to find a human cancer virus (Duesberg 

1996b; Fujimura 1996; de Harven 1999). Now they were looking for new diseases that 

could be attributed to viruses (Duesberg 1987). Perhaps AIDS could at last yield clinically 

relevant lymphoma-, Kaposi’s sarcoma- or immunodeficiency-viruses (Duesberg 1996b). 

Indeed, virus hunters from the CDC were the first to alert the public that AIDS may be 

“transmissible” (Francis et al 1983). A similar alert came from a French virus team, which 

had discovered a retrovirus in a homosexual man at risk for AIDS, which a year later 

became the accepted cause of AIDS (Barre-Sinoussi et al 1983). News, that the cause of 

AIDS may be a virus, and thus transmissible to the general population, immediately set off a 

national panic that opened the doors for new surveillance programs by the CDC and  

predictably set off a race among virus hunters for the AIDS virus (Shilts 1987). According 

to an international press conference called by the US Secretary of Health and Human 

Services in Washington DC on 23 April 1984, that race was won by government researchers 

from the NIH who had found in some AIDS patients antibodies against a new retrovirus 

closely related to a hypothetical human leukaemia virus (Altman 1984). The virus was 

introduced as fortunate fallout of the failed War on Cancer. The next day the new virus was 

already termed, the “AIDS virus”, by the New York Times (Altman 1984). Overnight nearly 

all AIDS researchers dropped the lifestyle-AIDS hypothesis to work on the new “AIDS virus”, 

which was already endorsed by the US government. The CDC’s director of the Task Force on 

Kaposi’s Sarcoma and Opportunistic Infections, James Curran, was the only one who later 

announced the reason for his conversion to the new “AIDS virus”: “That’s where the money 

is” (Shilts 1987). The National Academy, the Institute of Medicine and the CDC quickly 

united the infectious disease establishment under the leadership of David Baltimore, who 

had received a Nobel prize for his work on retroviruses, to provide practical 

recommendations for the intimidated public. Their recommendations were published in two 

consecutive monographs of Confronting AIDS (Institute of Medicine and National Academy of 



Sciences 1986; Institute of Medicine 1988), and initiated history’s biggest and most 

expensive anti-viral program ever, costing $ 93.3 billion by 2000 to the US taxpayer alone 

(Johnson 2000). At the same time an international committee of retrovirologists officially 

sealed the seemingly tight package of a new “AIDS virus” and the CDC’s assumption that 

immunodeficiency was the common denominator of the 26 AIDS-defining diseases (table 1) 

by naming it, Human Immunodeficiency Virus (HIV) (Coffin et al 1986). Even before the 

AIDS virus became the officially accepted cause of AIDS, the CDC had already made 

antibodies against the virus the only definitive criterion to diagnose any of the 

heterogeneous diseases as AIDS in 1985 (Centres for Disease Control 1985, 1987, 1992). 

Their unorthodox decision to use antibodies against the virus (normally functioning as a 

vaccine), instead of the virus, for the diagnosis of AIDS was based on the flawed analogy 

with some bacterial pathogens. For example, syphilis bacteria can be pathogenic despite the 

presence of antibodies, e.g. the Wassermann test for syphilis (Brandt 1988). But viruses 

are typically unable to enter cells in the presence of anti-viral antibodies – the basis for the 

effectiveness of Jennerian vaccines. Because of the CDC’s decision, AIDS is diagnosed 

worldwide if antibody against (!) HIV, rather than HIV, is detectable in a patient along with 

any of the CDC’s 26 diseases. Since 1992 even low T-cell counts are diagnosed as a 

condition, termed “HIV/AIDS”, which is treatable with anti-HIV drugs provided it occurs in 

the presence of antibodies against HIV (Centres for Disease Control 1992), (see table 1, 

and § 4.2). 

3.1 Discrepancies between the predictions of the virus-AIDS hypothesis and the facts 

Despite its spectacular birthday the HIV-AIDS hypothesis has remained entirely unproductive 

to this date: There is as yet no anti-HIV-AIDS vaccine, no effective prevention and not a 

single AIDS patient has ever been cured – the hallmarks of a flawed hypothesis. Indeed the 

hypothesis was born with several serious birth defects and has developed further defects 

since; most of these should have given pause to HIV-AIDS researchers to rethink and 

reconsider. However, in the race to claim a share of the new viral cause for AIDS and of 

virus-based AIDS treatments, “The Trojan horse of emergency” (Szasz 2::1) was saddled so 

quickly that there was little time and no interest to address these defects, not even the most 

fundamental ones (Weiss and Jaffe 199:; Cohen 1994; O’Brien 1997). An analysis of the 

defects of the HIV-AIDS hypothesis based on its failure to predict AIDS facts is shown in 

table 4. Our analysis is based on the most recent and most authoritative case made for the 

HIV-AIDS hypothesis since 1984, namely the Durban Declaration that was published in 

Nature in 2::: and has been signed by “over 5,000 people, including Nobel prizewinners” 

(The Durban Declaration 2000). It can be seen in table 4 that the HIV-hypothesis fails to 

predict 17 specific facts of AIDS. The most fundamental discrepancy between the HIV-AIDS 

hypothesis and the facts is the paradox, that a latent, non-cytopathic and immunologically 

neutralized retrovirus [a virus that is inherently not cytopathic (Duesberg 1987)], that is 

only present in less than 1 out of 500 susceptible T-cells and rarely expressed in a few of 

those, would cause a plethora of fatal diseases in sexually active, young men and women. 
And, that the plethora of the diseases attributed to this virus would not show up for 5–10 

years after infection (table 4). As a result of the many discrepancies between the HIV  

hypothesis and the facts, we conclude that HIV is not sufficient for AIDS, and is most 

compatible with being a passenger virus. 

Surprisingly our conclusion is supported by a survey of AIDS researchers conducted by the 

New York Times, shortly after the publication of the Durban Declaration. At the 20th 

anniversary of AIDS, on 30 January 2001, the New York Times interviewed a dozen leading 

AIDS researchers for an article that turned into a list of questions, “The AIDS questions that 

linger” (Altman 2::1a), similar to those asked by us in table 4: “In the 2: years since the 

first cases of AIDS were detected, scientists say they have learned more about this viral 

disease than any other, and few have disputed the claim. … Despite the gains … experts say 

reviewing unanswered questions could prove useful as a measure of progress for AIDS and 

other diseases. Such a list could fill a newspaper, and even then would create debate. (E.g.): 

How does H.I.V. subvert the immune system? . . . Why does AIDS predispose infected 



persons to certain types of cancer and infections and not others? . . . Dr Anthony S Fauci, 

the director of the National Institute of Allergy and Infectious Diseases, said, ‘It is the rare 

person who gets up and strips himself of his personal agenda and articulates what we really 

do not know because by saying that they would diminish the impact of their own work, 

which is their agenda’. (Regarding anti-HIV medications:) . . . the new drugs do not 

completely eliminate H.I.V. from the body, so the medicines, which can have dangerous side 

effects, will have to be taken for a lifetime and perhaps changed to combat resistance. The 

treatments are now so complicated that it is difficult, expensive and time-consuming to 

answer basic and practical questions. What combinations of drugs should be started first 

and when? Why do side effects like unusual accumulations of fat in the abdomen and neck 

develop? . . . Anti-H.I.V. drugs suppress replication of the virus, which should give the 

functioning parts of the immune system a chance to eliminate remaining virus. That does 

not happen. ‘So something is bizarre about that, that we don’t understand’, Dr Fauci said. Is 

a vaccine possible? . . . many unanswered questions exist about whether and when one can 

be developed.” 

Thus HIV-AIDS researchers have not solved the discrepancies and paradoxes of the HIV-AIDS 

hypothesis, but still do not follow the scientific method of searching for alternative 

explanations (Costello 1995). Since 19 years of HIV-AIDS research have failed to produce 

tangible benefits for AIDS patients and risk groups, and since there are no paradoxes in 

nature only flawed hypotheses, the scientific method calls for an alternative, testable 

hypothesis. Here we offer one such hypothesis. Our hypothesis extends the early, and now 

abandoned “lifestyle” hypothesis (§ 2) and subsequent drug-AIDS hypotheses from us and 

others (Duesberg 1992; Duesberg and Rasnick 1998). 

4. Chemical AIDS 

“Historically, the first step in determining the cause of any disease has always been to find 

out if there is anything, apart from the disease itself, that sufferers have in common” 

(Cairns 1978). However, the traditional search for the cause is only completed, if  

something that sufferers have in common can also be shown to cause the disease; in other 

words if Koch’s postulates can be fulfilled (Merriam-Webster 1965). This is true for viruses 

just as much as for drugs. Following this tradition, we try here to provide proof of principle 

for our drug and malnutrition hypothesis of AIDS – alias chemical AIDS.  

Table 4.  The HIV-AIDS hypothesis*: 17 predictions versus the facts. 

Prediction 1. Since HIV is “the sole cause of AIDS”, it must be abundant in AIDS patients 

based on “exactly the same criteria as for other viral diseases.” 

Fact - But, only antibodies against HIV are found in most patients (1–7)**. Therefore, “HIV 

infection is identified in blood by detecting antibodies, gene sequences, or viral isolation.” 

But, HIV can only be “isolated” from rare, latently infected lymphocytes that have been 

cultured for weeks in vitro – away from the antibodies of the human host (8). Thus HIV 

behaves like a latent passenger virus. 

Prediction 2. Since HIV is “the sole cause of AIDS”, there is no AIDS in HIV-free people. 

Fact - But, the AIDS literature has described at least 4621 HIVfree AIDS cases according to 

one survey – irrespective of, or in agreement with allowances made by the CDC for HIV-free 

AIDS cases (55). 

Prediction 3. The retrovirus HIV causes immunodeficiency by killing T-cells (1–3). 

Fact - But, retroviruses do not kill cells because they depend on viable cells for the 

replication of their RNA from viral DNA integrated into cellular DNA (4, 25). Thus, T-cells 

infected in vitro thrive, and those patented to mass-produce HIV for the detection of HIV 

antibodies and diagnosis of AIDS are immortal (9–15)! 



Prediction 4. Following “exactly the same criteria as for other viral diseases”, HIV causes 

AIDS by killing more T-cells than the body can replace. Thus T-cells or “CD4 lymphocytes... 

become depleted in people with AIDS”. 

Fact - But, even in patients dying from AIDS less than 1 in 500 of the T-cells “that become 

depleted” are ever infected by HIV (16–20, 54). This rate of infection is the hallmark of a 

latent passenger virus (21). 

Prediction 5. With an RNA of 9 kilobases, just like polio virus, (My Note. My emphasis) HIV 

should be able to cause one specific disease, or no disease if it is a passenger (22). 

Fact - But, HIV is said to be “the sole cause of AIDS”, or of 26 different immunodeficiency 

and non-immunodeficiency diseases, all of which also occur without HIV (table 2). Thus 

there is not one HIV-specific disease, which is the definition of a passenger virus! 

Prediction 6. All viruses are most pathogenic prior to anti-viral immunity. Therefore, 

preemptive immunization with Jennerian vaccines is used to protect against all viral 

diseases since 1798.  

Fact - But, AIDS is observed – by definition – only after anti-HIV immunity is established, a 

positive HIV/AIDS test (23). Thus HIV cannot cause AIDS by “the same criteria” as 

conventional viruses. 

Prediction 7. HIV needs “5–1: years” from establishing antiviral immunity to cause AIDS. 

Fact - But, HIV replicates in 1 day, generating over 100 new HIVs per cell (24, 25). 

Accordingly, HIV is immunogenic, i.e. biochemically most active, within weeks after infection 

(26, 27). Thus, based on conventional criteria “for other viral diseases”, HIV should also 

cause AIDS within weeks – if it could. 

Prediction 8. “Most people with HIV infection show signs of AIDS within 5–1: years” – the 

justification for prophylaxis of AIDS with the DNA chain terminator AZT (§ 4). 

Fact - But, of “34.3 million . . . with HIV worldwide” only 1.4% [= 471,457 (obtained by 

subtracting the WHO’s cumulative total of 1999 from that of 2:::)+ developed AIDS in 

2000, and similarly low percentages prevailed in all previous years (28). Likewise, in 1985, 

only 1.2% of the 1 million US citizens with HIV developed AIDS (29, 30). Since an annual 

incidence of 1.2–1.4% of all 26 AIDS defining diseases combined is no more than the 

normal mortality in the US and Europe (life expectancy of 75 years), HIV must be a 

passenger virus. 

Prediction 9. A vaccine against HIV should (“is hoped” to) prevent AIDS – the reason why 

AIDS researchers try to develop an AIDS vaccine since 1984 (31). 

Fact - But, despite enormous efforts there is no such vaccine to this day (31). Moreover, 

since AIDS occurs by definition only in the presence of natural antibodies against HIV (§ 3), 

and since natural antibodies are so effective that no HIV is detectable in AIDS patients (see 

No. 1), even the hopes for a vaccine are irrational. 

Prediction 10. HIV, like other viruses, survives by transmission from host to host, which is 

said to be mediated “through sexual contact”. 

Fact - But, only 1 in 1000 unprotected sexual contacts transmits HIV (32–34), and only 1 of 

275 US citizens is HIV-infected (29, 30), (figure 1b). Therefore, an average un-infected US 

citizen needs 275,::: random “sexual contacts” to get infected and spread HIV – an 

unlikely basis for an epidemic! 

Prediction 11. “AIDS spreads by infection” of HIV.  



Fact - But, contrary to the spread of AIDS, there is no “spread” of HIV in the US. In the US 

HIV infections have remained constant at 1 million from 1985 (29) until now (30), (see 

also The Durban Declaration and figure 1b). By contrast, AIDS has increased from 1981 

until 1992 and has declined ever since (figure 1a). 

Prediction 12. Many of the 3 million people who annually receive blood transfusions in the 

US for life-threatening diseases (51), should have developed AIDS from HIV-infected blood 

donors prior to the elimination of HIV from the blood supply in 1985. 

Fact - But there was no increase in AIDS-defining diseases in HIV-positive transfusion 

recipients in the AIDS era (52), and no AIDS-defining Kaposi’s sarcoma has ever been 

observed in millions of transfusion recipients (53). 

Prediction 13. Doctors are at high risk to contract AIDS from patients, HIV researchers 

from virus preparations, wives of HIV-positive haemophiliacs from husbands, and 

prostitutes from clients – particularly since there is no HIV vaccine. 

Fact - But, in the peer-reviewed literature there is not one doctor or nurse who has ever 

contracted AIDS (not just HIV) from the over 816,000 AIDS patients recorded in the US in 

22 years (30). Not one of over ten thousand HIV researchers has contracted AIDS. Wives of 

haemophiliacs do not get AIDS (35). And there is no AIDS-epidemic in prostitutes (36–38). 

Thus AIDS is not contagious (39, 40). 

Prediction 14. Viral AIDS – like all viral/microbial epidemics in the past (41–43) – should 

spread randomly in a population. 

Fact - But, in the US and Europe AIDS is restricted since 1981 to two main risk groups, 

intravenous drug users and male homosexual drug users (§ 1 and 4). 

Prediction 15. A viral AIDS epidemic should form a classical, bell-shaped chronological 

curve (41–43), rising exponentially via virus spread and declining exponentially via natural 

immunity, within months (see figure 3a). 

Fact - But, AIDS has been increasing slowly since 1981 for 12 years and is now declining 

since 1993 (figure 1a), just like a lifestyle epidemic, as for example lung cancer from 

smoking (figure 3b). 

Prediction 16. AIDS should be a paediatric epidemic now, because HIV is transmitted “from 

mother to infant” at rates of 25–50% (44–49), and because “34.3 million people 

worldwide” were already infected in 2000. To reduce the high maternal transmission rate 

HIV-antibody-positive pregnant mothers are treated with AZT for up to 6 months prior to 

birth (§ 4). 

Fact - But, less than 1% of AIDS in the US and Europe is paediatric (30, 50). Thus HIV must 

be a passenger virus in newborns. 

Prediction 17. “HIV recognizes no social, political or geographic borders” – just like all 

other viruses. 

Fact - But, the presumably HIV-caused AIDS epidemics of Africa and of the US and Europe 

differ both clinically and epidemiologically (§ 1, table 2). The US/European epidemic is 

highly nonrandom, 80% male and restricted to abnormal risk groups, whereas the African 

epidemic is random. 

*All quotes are from The Durban Declaration, the most authoritative edition of the HIV-AIDS 

hypothesis to date, which was signed “by over 5::: people, including Nobel prizewinners” 

and published in Nature in 2000 (The Durban Declaration 2000). **Numbers in 

parentheses are for the following references: (1) (Marx 1984); (2) (Gallo et al 1984); (3) 

(Altman 1984); (4) (Duesberg 1987); (5) (Duesberg 1988); (6) (Duesberg 1994); (7) 



(Duesberg and Bialy 1996); (8) (Levy et al 1984); (9) (Hoxie et al 1985); (10) (Anand et al 
1987); (11) (Langhoff et al 1989); (12) (Duesberg 1996b); (13) (Weiss 1991); (14) 

(Cohen 1993); (15) (McCune 2001); (16) (Harper et al 1986); (17) (Schnittman et al 
1989); (18) (Hazenberg et al 2000); (19) (Duesberg 1988); (20) (Blattner et al 1988); 

(21) (Enserink 2001); (22) (Fields 2001); (23) (Centres for Disease Control 1992); (24) 

(Duesberg and Rasnick 1998); (25) (Duesberg 1992); (26) (Clark et al 1991); (27) (Daar 

et al 1991); (28) (World Health Organization 2001b); (29) (Curran et al 1985); (30) 

(Centres for Disease Control and Prevention 2001); (31) (Cohen 2003); (32) (Jacquez et al 
1994); (33) (Padian et al 1997); (34) (Gisselquist et al 2002); (35) (Duesberg 1995c; 

Hoots and Canty 1998); (36) (Mims and White 1984); (37) (Rosenberg and Weiner 1988); 

(38) (Root-Bernstein 1993); (39) (Hearst and Hulley 1988); (40) (Sande 1986); (41) 

(Bregman and Langmuir 1990); (42) (Anderson 1996); (43) (Fenner et al 1974); (44) 

(Blattner et al 1988); (45) (Duesberg 1988); (46) (Blanche et al 1989); (47) (Rogers et al 
1989); (48) (European Collaborative Study 1991); (49) (Connor et al 1994); (50) (World 

Health Organization 2000); (51) (Duesberg 1992); (52) (Ward et al 1989); (53) (Haverkos 

et al 1994); (54) (Simmonds et al 1990); (55) (Duesberg 1993d). 

4.1 The chemical-AIDS hypothesis and its predictions 

The chemical-AIDS hypothesis proposes that the AIDS epidemics of the US and Europe are 

caused by recreational drugs, alias lifestyle, and anti-HIV drugs (Duesberg 1992, 1996b; 

Duesberg and Rasnick 1998), and by other non-contagious risk factors such as 

immunosuppressive proteins associated with transfusions of blood clotting factors 

(Duesberg 1995c; Hoots and Canty 1998). According to our hypothesis paediatric AIDS is 

due to prenatal consumption of recreational and anti-HIV drugs by unborn babies together 

with their pregnant mothers (Duesberg 1992; Duesberg and Rasnick 1998). The chemical 

basis of African AIDS is proposed to be malnutrition and lack of drinkable water (Duesberg 

1992, 1996b; Duesberg and Rasnick 1998) – exactly as proposed originally by the now 

leading HIV-AIDS researchers Fauci and Seligmann: “The commonest cause of T-cell 

immunodeficiency worldwide is protein-calorie malnutrition” (Seligmann et al 1984) and 

others (Mims and White 1984), (see also § 1). 

 

 

Figure 3.  The time course of (a) a classical 

microbial epidemic, the plague in London of 1665 

adapted from Anderson (1996), and (b) of the 

classical behavioural, or “lifestyle” epidemics of 

smoking and lung cancer in men and women in 

England in the 20th century, adapted from Cairns 

(1997). 

 



The chemical AIDS hypothesis makes the following testable predictions: 

(i) Patients of the various epidemics have drug use, medications, malnutrition or other 

chemical pathogens in common. 

(ii) Distinct chemical pathogens cause distinct AIDS-defining diseases. Since chemicals are 

not self-replicating, like viruses, pathogenicity is dose- and thus also timedependent 

(Duesberg and Rasnick 1998). Take for example the average 20 years of smoking to cause 

cancer (figure 3b), (Cairns 1978). 

(iii) Since there is no immunity against drugs or malnutrition, neither drug-, nor 

malnutrition-diseases, nor the corresponding epidemics are self-limiting. In contrast to an 

infectious epidemic, the time curves of chemical epidemics are not bell-shaped (see figure 

3). 

(iv) People who are not subject to drugs or malnutrition, or discontinue drug use or 

malnutrition before irreversible damage has occurred, do not develop AIDS, regardless of 

antibodies against HIV. 

Here, we will focus on new and poorly known evidence confirming each of these predictions, 

but also make references to prior supportive evidence by others and us. 

4.2 Prediction 1: AIDS coincides with recreational and anti-viral drugs in the US and Europe 
and with malnutrition in Africa 

4.2a Recreational drugs: Annually, the CDC and the WHO confirm that about 1/3 of all AIDS 

patients from the US and about 1/2 of those from Europe are intravenous users of cocaine, 

heroin, amphetamines and other illicit, psychoactive drugs, since the beginning of the AIDS 

epidemics (see § 1). Most babies with AIDS in the US and Europe are also born to mothers 

who have used recreational drugs (and antiviral drugs, see below) during pregnancy 

according to the CDC, the WHO and independent publications reviewed below and previously 

(Duesberg 1992; Duesberg and Rasnick 1998). In addition the CDC and WHO confirm that 

about 2/3 of the AIDS patients in the US and 1/2 of those in Europe are male homosexuals 

(§ 1), but, after the lifestyle hypothesis was abandoned in 1984, they did no longer report 

their drug use. 

However, rare independent investigations have confirmed continued use of illicit 

recreational drugs by male homosexuals ever since the origins of the epidemic (Lauritsen 

and Wilson 1986; Haverkos and Dougherty 1988; Rappoport 1988; Duesberg 1992; 

Lauritsen 1994; Duesberg and Rasnick 1998). Since there is no general knowledge about 

the male-homosexual-AIDS-drug connection now, we have summarized in table 5 rare, post- 

1984 studies which demonstrate that male homosexuals with AIDS or at risk for AIDS have 

continued to use nitrite inhalants, amphetamines, cocaine, heroin, steroids, and other 

recreational drugs to this date, just as originally shown by the proponents of the lifestyle 

hypothesis including the CDC (see § 2, table 3) (Duesberg and Rasnick 1998). As this 

article went to press, the San Francisco Chronicle published a 3-part front-page story on 

how “Crystal Meth (amphetamine) fuels HIV”. According to the article “the state’s top AIDS 

and HIV prevention officials came up with the smoking gun of all statistics: Gay men in 

California who use speed are twice as likely to be HIV-positive . . .” (Heredia 2::3a). But 

the question whether meth “fuels” AIDS without HIV was not asked, even though the 

featured case of a gay meth-addict had AIDS-defining dementia and opportunistic infections 

(Heredia 2003a, b). Further, we confirm and extend, in tables 6 and 7, the correlations 

between maternal drug use and baby-AIDS documented previously (Novick and Rubinstein 

1987; Duesberg 1992; Root-Bernstein 1993; Duesberg and Rasnick 1998; Farber 1998). 

The continuation of drug use in the HIV era is not surprising in the absence of any advice 

from the medical establishment, that nitrite inhalants and other drugs may cause AIDS 

(Lerner 1989). 



4.2b Anti-viral DNA chain terminators and protease inhibitors: It is also little known that 

since 1987 thousands of US citizens and Europeans with AIDS (Kolata 1987), and that 

since 1990 even larger numbers of healthy HIV antibody-positives are on lifetime 

prescriptions of inevitably toxic DNA chain-terminators, such as azidothymidine (AZT), and 

protease inhibitors as anti-HIV drugs (Volberding et al 1990). The original doses of these 

prescriptions were 1.5 g per day of AZT or other DNA chain-terminator for clinically ill 

patients (Fischl et al 1987) and 0.5 g per day for asymptomatic, HIV-positives with low T-cell 

counts (Volberding et al 1990). As of 1996 the DNA chain-terminators were mixed with 

HIVprotease inhibitors to generate so-called “drug cocktails” (Ho 1995; Stolberg 2::1). By 

1996 200,000 US citizens (Hall 1996), and by 2001/2002 over 450,000 (France 2001; 

Altman 2002), were taking prescriptions of such drugs to prevent or cure AIDS (Stolberg 

2::1). Due to the CDC’s 1993-definition of AIDS, well over half of these 450,000 treated 

subjects were clinically healthy at the time they started taking the anti-HIV drugs (table 1) 

and are thus not patients (Centres for Disease Control 1992; Centres for Disease Control 

and Prevention 1997). The asymptomatic HIV-positives are treated according to the slogan, 

“Time to hit HIV, early and hard”, that was introduced by the New England Journal of 
Medicine in 1995 (Ho 1995). Thus recreational and anti-HIV drugs are the common 

denominator of AIDS in the US, and also in Europe (see table 5 below). 

4.2c African AIDS coincides with malnutrition: The case for malnutrition and lack of 

drinkable water as the common denominator and probable cause of African AIDS in the HIV-

era has been made by scientific (Mims and White 1984; Seligmann et al 1984; Konotey-

Ahulu 1987a, b, 1989; Fiala 1998; Oliver 2000; Stewart et al 2000; Ross 2003) and non-

scientific observers (Hodgkinson 1996; Shenton 1998; Malan 2001). The non-scientific  

observers even include the United Nations (Namango and World Food Program of the United 

Nations 2001) and president Mbeki of South Africa (Cherry 2000; Gellman 2000). 

4.3 Prediction 2: Drugs cause AIDS and other diseases  

4.3a Literature confirms that illicit recreational drugs cause AIDS defining and other drug-
specific diseases: We have recently summarized the evidence from over 60 publications, 

beginning in 1909 (Achard et al 1909), which prove that regular consumption of illicit 

recreational drugs causes all AIDS defining and additional drug-specific diseases at time 

and dose-dependent rates (Duesberg 1996b; Duesberg and Rasnick 1998). At recreational 

doses, addictions ranging from years to over a decade are typically required to reach 

pathogenic thresholds. Thus the literature confirms the original “lifestyle”- or drug AIDS 

hypothesis.  

Table 5. Studies describing illicit recreational (IR) and antiviral (AV) drug use by male 

homosexuals with AIDS and at risk for AIDS in the HIV era, since 1984. 

IR, = Illicit recreational drugs such as nitrite and other inhalants, amphetamines, cocaine, 

heroin, steroids;  

AV, = antiviral drugs such as DNA chain terminators, protease inhibitors and others. 

Drugs/Reference/and Year 

IR (Haverkos et al 1985; Newell et al 1985) 

IR (Lauritsen and Wilson 1986) 

IR (Darrow et al 1987) 

IR (Haverkos and Dougherty 1988; Rappoport 1988) 

IR (Adams 1989; Archer et al 1989; Kaslow et al 1989) 

IR (Lifson et al 1990; Ostrow et al 1990) 



IR (Eggers and Weyer 1991) 

IR (Archibald et al 1992) 

IR + AV (Ascher et al 1993b; Ostrow et al 1993; Schechter et al 1993) 

IR + AV (Lauritsen 1994; Sadownick 1994; Veugelers et al 1994) 

IR (Haverkos and Drotman 1995) 

IR (Gibbons 1996; Haverkos 1996; Haverkos and Drotman 1996) 

IR (McNall and Remafedi 1999) 

IR (Craib et al 2000; Dukers et al 2000; Pauk et al 2000) 

IR (Colfax et al 2001; Diamond et al 2001; Mansergh et al 2001; Mattison et al 2001; 

Woody et al 2001) 

IR + AV (Botnick et al 2002; Bull et al 2002) 

4.3b Epidemiological drug dose-AIDS-response curves: In figure 2 (§ 2) we have already 

shown that the chronology of the epidemic of illicit drug-use in the US during the 1980s and 

1990s closely paralleled the US AIDS epidemics, see also Duesberg and Rasnick (1998). A 

report from the White House, underwritten by president Clinton, provides additional data: It 

states in 1996 that the number of regular users of illicit recreational drugs in the US 

soared from a negligible background in the early 1960s to a high of 25 million, or about 

10% of the US population, in the late 1980s (Clinton and The White House 1996; Duesberg 

and Rasnick 1998). Since its peak in the late 1980s-early 1990s, the US drug epidemic has 

declined to an estimated 13 million regular users in 1996 (Los Angeles Times 1998; White 

House Office of National Drug Control Policy 1998), again roughly paralleling the course of 

the AIDS epidemic (figure 2). In addition, a fast-rising epidemic of volatile nitrite inhalants, 

primarily among male homosexuals, was identified in the US by Newell et al, Lauritsen and 

Wilson, and the National Institute on Drug Abuse (Lauritsen and Wilson 1986; Haverkos and 

Dougherty 1988; Newell et al 1988). It started in the late 1970s – immediately preceding 

the male homosexual AIDS sub-epidemics of Kaposi’s sarcomas and pneumonias (§ 1). 

Newell et al (1988) documented that recreational nitrite inhalant – alias “popper” – use 

had increased from negligible numbers in the 1960s to 5 million users of one ounce per 

week (!) in 1979 in the US. They even recorded the first nitrite-linked Kaposi-cases, 3 years 

before the first description of AIDS. The following surveys lend further support to the many  

synchronies between the drug and AIDS epidemics: Duesberg (1988), Haverkos and 

Dougherty (1988), Rappoport (1988), Duesberg (1992), Oppenheimer (1992), Lauritsen 

(1994), Haverkos (1996), and Duesberg and Rasnick (1998).   

We think that the chronological overlaps between the epidemics of drug-use and drug-

specific AIDS diseases are epidemiological dose-response curves, and thus correlative proof 

of principle that drugs cause AIDS. 

Table 6. Diseases and mortality of HIV antibody-positive people on anti-HIV drugs that do not 

occur in, or exceed the rates of untreated controls. 

AIDS-defining - Immunodeficiency, Leukopenia Other - Anaemia, Neutropenia References - 

(Gill et al 1987; Kolata 1987; Richman et al 1987; Dournon et al 1988; Jacobson et al 
1988; Mir and Costello 1988; Alcabes et al 1993; Poznansky et al 1995; Kline et al 1998; 

Levy 1998; Anonymous 1999; Blanche et al 1999; Mocroft et al 1999) 

AIDS-defining - Fever Other - Nausea References - (Richman et al 1987; Volberding et al 
1990; Smothers 1991; Race et al 1998; Fellay et al 2001) 



AIDS-defining - Dementia  References - (Hitchcock 1991; Smothers 1991; Bacellar et al 
1994) 

AIDS-defining - Weight loss References - (Poznansky et al 1995; Moye et al 1996; 

Anonymous 1999) 

AIDS-defining - Lymphoma Reference - (Pluda et al 1990) 

AIDS-defining - Diarrhea Other - Lipodystrophy, “protease paunch” References - (Duesberg 

and Rasnick 1998; Levy 1998; Brinkman et al 1999; Carr et al 2000; Fellay et al 2001) 

Other - Muscle atrophy (Richman et al 1987; Dalakas et al 1990; Till and MacDonnell 1990; 

Hitchcock 1991; Blanche et al 1999) 

Other - Mitochondrial dysfunction References - (Dalakas et al 1990; Blanche et al 1999; 

Carr et al 2001) 

Other - Hepatitis References - (Braeu et al 1997; Saves et al 1999; Carr et al 2000, 2001; 

France 2001) 

Other - Birth defects References - (Kumar et al 1994; Newschafter et al 1999) 

Other - Nephritis References - (Fogelman et al 1994) 

Other - Lactic acidosis References - (Scalfaro et al 1998) 

Other - Heart infarct References - (Levy 1998; Altman 2001a; Carr et al 2001) 

AIDS-defining - Death  Other - Death References - (Dournon et al 1988; Goedert et al 1994; 

Seligmann et al 1994; Veugelers et al 1994; Fischl et al 1989, 1995; Duesberg 1995c, 

1996a; Sabin et al 1996; Anonymous 1999; Mocroft et al 1999; de Souza et al 2000; Kuhn 

et al 2000) 

Table 7. Diseases and mortality in HIV-free human babies, and in HIV-free animals treated 

with anti-HIV drugs before and after birth (BB, AB). 

Species - Human Babies (AB) AIDS-defining - Fever, Pneumonia Other disease - Anemia, 

Mitochondrial dysfunction References - (Blanche et al 1999), (Heresi et al 1997) 

Species - Animals (AB): Mice, rats, dogs, monkeys AIDS-defining - Lymphopenia, Weight loss, 

Leukemia, T-cell depletion, Thymic atrophy, Death of 25/30 mice Other disease - Anemia, 

neutropenia, Thrombocytopenia, Bone marrow depletion, Lymphotoxicity, Myelodysplasia, 

Muscle atrophy, Nephrotoxicity, Hepatotoxicity References - (Ayers 1988; Cronkite and 

Bullis 1990; Thompson et al 1991; McKallip et al 1995; Omar et al 1996; Grossman et al 
1997; Inoue et al 1997; Gerschenson et al 2000) 

Species - Animals (BB) AIDS-defining - Death Other disease - Lung, liver, vaginal cancer 

Retarded development, Abortion References - (Toltzis et al 1993; Olivero et al 1997) 

4.3c HIV-AIDS researchers confirm that recreational drugs cause AIDS and other diseases – 

despite efforts to suppress this information: In their efforts to promote the view that “HIV is 

the sole cause of AIDS” (The Durban Declaration 2:::), the proponents of the HIV  

hypothesis try to exclude all non-HIV causes, particularly the illicit drugs that are the basis 

of the competing “lifestyle”-AIDS hypothesis. For example, the Lancet published in 1993 a 

Canadian epidemiological study, “HIV and the etiology of AIDS”, which found that 88% of 

AIDS cases in a cohort of male homosexuals at risk for AIDS had used nitrite inhalants and 

that 75–8:% of the same cohort had also used “cocaine, heroin, amphetamines, lysergic 

acid dimethyl amide, or methylenedioxy amphetamine” (Schechter et al 1993). One of the 

subjects even passed away on an “overdose” of recreational drugs during the study. In 

addition an undisclosed percentage (but in 1993 certainly a high percentage, see above) 



was also prescribed the DNA chain-terminator AZT as anti-HIV drug (Duesberg 1993a, c). 

Thus not a single drug-free AIDS patient was identified. 

But, the study concluded, “drugs and sexual activity is rejected by these data” as causes of 

AIDS. Nevertheless, the authors acknowledged that their study “does not rule out a role for 

cofactors . . .”. 

Publishing in a high-profile commentary in Nature a Californian HIV-AIDS team also 

investigated the question, “Does drug use cause AIDS?” (Ascher et al 1993a). The authors 

studied 215 HIV-positive homosexual AIDS patients of which all were either “heavy” or 

“light” users of nitrites, of which unnamed percentages had also consumed amphetamines, 

cocaine and marijuana, and of which an unnamed percentage was also prescribed the DNA 

chain-terminator AZT as anti-HIV drug (Ascher et al 1993a; Duesberg 1993a, c, 1995a). 

Thus again, not a single drug-free patient was identified (Duesberg 1993a, c; Ascher et al 
1995; Ellison et al 1996; Duesberg and Rasnick 1998). But, the authors concluded that, 

“when controlled for HIV serostatus, there is no overall effect of drug use on AIDS”. 

Moreover, the authors did not inform the reader that their unpublished databank included 

45 patients which had used drugs and had AIDS-defining diseases, but were HIV-free, and 

thus did not support their conclusion (Ellison et al 1996). But the authors did inform the 

reader that, “The energies of Duesberg and his followers could better be applied to 

unraveling the enigmatic mechanism of the HIV pathogenesis of AIDS”. 

Despite numerous other ad hominems, and the fact that Duesberg was named 13 times, the 

editor of Nature vetoed a response, and even published his veto in an article, “Has 

Duesberg a right of reply?” (Maddox 1993). 

Science also quoted a toxicologist ready to blame all consequences of heroin addiction on 

HIV, because “heroin is a blessedly untoxic drug” (Cohen 1994). 

In an anonymous response to our hypothesis that drugs cause AIDS (Duesberg 1995b; 

Duesberg and Rasnick 1998), the National Institutes of Health (NIH) acknowledge drug-AIDS 

correlations on their website, The evidence that HIV causes AIDS, but reject causation: 

“Because many HIV-infected mothers abuse recreational drugs, some (unnamed 

researchers) have argued that maternal drug use itself causes paediatric AIDS. However, 

studies (un-referenced) have consistently shown that babies who are not HIV-infected do not 

develop AIDS (per HIVAIDS definition), regardless of their mothers’ drug use.” Despite, 

“similar rates of alcohol, tobacco, cocaine, heroin and methadone use …” none of “248 

uninfected children” would develop AIDS (National Institute of Allergy and Infectious 

Diseases and National Institutes of Health 2001).  

However, the NIH does not mention even one study that has ever described an AIDS-baby 

born to an HIV-positive, but drug-free mother, to prove their website’s claim that “HIV 

causes AIDS”. The NIH also does not mention the AIDS-defining and other birth defects of 

HIV-free “crack” (cocaine) babies born to HIV-free drug-addicted mothers that are described 

in the literature (Toufexis 1991; Duesberg 1992; Duesberg and Rasnick 1998). 

In contrast to the studies selected and promoted by the  NIH, the scientific literature has 

shown that nearly all AIDS-babies from the US and Europe were born to mothers who had 

used either recreational or anti-HIV drugs or both during pregnancy (Duesberg and Rasnick 

1998), (§ 4.2a and 4.3d, e, table 7). 

4.3d Anti-HIV drugs cause AIDS defining and other drugspecific diseases – regardless of the 
presence of antibodies to HIV: The fundamental problem of any chemical antivirus “therapy” 

is that the cell carries out all viral biochemical functions. Thus all anti-viral treatments are 

inevitably anti-cell treatments. In the case of HIV, this problem is compounded by the 

notorious biochemical inertia of HIV in antibody-positive people, and by the extremely low 

multiplicity of infection of only 1 in 500 T-cells (table 4). Thus in antibody-positive people 

there are no HIV functions that could be targeted by DNA chain-terminators. As a result all 



treatments designed to inhibit nucleic acid and protein synthesis of HIV with DNA chain-

terminators only inhibit cellular nucleic acid and protein synthesis. Since elimination of the 

few cells that are latently infected is clinically not detectable, “therapeutic” results are 

typically reported in terms of various lab markers, primarily the “viral load”, rather than in 

restored health (Ho et al 1995; Wei et al 1995; Palella et al 1998; Hogg et al 2001). Even 

the term “viral load” is deceptive, because it suggests that there is a high virus titer, 

although infectious virus is typically not detectable. Instead this term describes the amount 

of viral DNA fragments that can be generated in vitro by the polymerase chain reaction from 

RNA of rare, antibody neutralized virus or of DNA of rare, latently infected cells isolated 

from the patient (table 4), (Duesberg 1993b; Duesberg and Bialy 1996). Nevertheless, the 

anti-HIV drugs have the unintended benefits of functioning as true “anti-biotics”, because of 

their general toxicity to all living things. As such they will also reduce the load of 

opportunistic microbial diseases that affect most AIDS patients (table 1), (Cohen 1987; 

Palella et al 1998). In the following we briefly review the primary effects of the DNA chain-

terminators and protease inhibitors on the biochemistry of the cell. 

(i) DNA chain-terminators: Currently nearly all anti-HIV prescriptions include DNA chain-

terminators, that were originally developed 40 years ago, long before AIDS, to kill growing 

human cells as cancer therapy by terminating DNA synthesis (Horwitz et al 1964). 

Considering their mechanism of action, the DNA chain-terminators are inevitably cytotoxic, 

and thus immunotoxic like most other chemotherapies (Stedman’s Medical Dictionary 1982; 

Oliver 2000). DNA chain-terminators were first licensed as anti-HIV drugs in 1987, although 

their immunotoxicity or bone ”marrow suppression” was immediately recognized (Kolata 

1987; Richman et al 1987), see also (Nussbaum 1990; Duesberg 1996b). The inevitable 

immunotoxicity and lethality of AZT was confirmed in AIDS patients within less than a year 

after its licensing as anti-HIV-AIDS drugs (Kolata 1987; Richman et al 1987; Dournon et al 
1988; Mir and Costello 1988). The label of a 100 mg-sample from the Sigma Chemical Co, 

a nonmedical supplier, even advertises the inevitable toxicity of the DNA chain-terminator 

AZT with a skull and cross bones (figure 4a). Yet, the DNA chain-terminators are currently 

prescribed at doses of about 500 mg per day (§ 4.2, and below). For example, a typical 

prescription flask with 100 capsules of 100 mg Retrovir (AZT) from the medical supplier 

Burroughs Wellcome instructs its late user (see below), “Take 1 capsule 5 times daily”, but 

does not mention cellular or human toxicity (see figure 4b). Even HIVpositive pregnant 

mothers are prescribed 500 mg of AZT per day during the second and third trimester of 

pregnancy to reduce the probability of transmission of HIV to their babies by 17% (from 

25% to 8%) – at the cost of having to treat 100% of the pregnant mothers and babies with 

AZT (Connor et al 1994), (see table 6 and particularly table 7 below for consequences). 

 

Figure 4. (a) The label on a bottle containing 100 mg of the DNA chain-terminator AZT from 

the Sigma Chemical Co, USA. The advisory on the label reads: “TOXIC. Toxic by inhalation in 

contact with skin and if swallowed. Target organ(s): Blood bone marrow. If you feel unwell, 

seek medical advice (show the label where possible). Wear suitable protective clothing”. The 

amount of AZT in the bottle is one fifth of the daily dose recommended for asymptomatic 

HIV-positives (§ 4.2b), and of the daily dose prescribed to pregnant, HIV-positive mothers (§ 

4.3d). 



 

Figure 4 (b) The label on a prescription flask containing 100 capsules of 100 mg AZT, 

termed Retrovir, by the medical manufacturer, Burroughs-Wellcome. The prescription of five 

daily doses of 100 mg AZT was written in 1992 for the HIV-positive but then AIDS free Cesar 

Schmitz (§ 4.3d). In contrast to the biochemical manufacturer, the medical manufacturer 

does not warn about the toxic effects of AZT. 

 (ii) HIV protease inhibitors: The HIV protease inhibitors were designed to inhibit specifically 

auto-proteolytic processing of HIV proteins, which is necessary for HIV assembly (Fields 

2001). But since no therapeutic effects were observed at the low doses at which these 

inhibitors “block HIV replication in the test tube” (The Durban Declaration 2:::), the “anti-

viral” doses were increased 4–5 orders of magnitude above what is needed to render HIV 

noninfectious in vitro, or to 1 to 2 g of inhibitor per day (Rasnick 1997). The high doses of 

protease inhibitors currently administered to patients are at minimum 50 times that needed 

to completely inhibit the cellular, intestinal aspartyl protease cathepsin D (calculation based 

on the Roche inhibitor Saquinavir; the Abbott inhibitor Ritonivar is 1000 times more potent 

against cathepsin D than Saquinavir), (Deeks et al 1997). Mice in which cathepsin D is 

deleted develop anorexia, their “Thymus and spleen undergo massive destruction with 

fulminant loss of T and B cells”, and die about 26 days after birth (Saftig et al 1995). Thus 

protease inhibitors can cause at least three AIDS defining diseases, anorexia (weight loss), 

T-cell deficiency and death (see § 4e). In addition, diarrhea – which is also an AIDS defining 

disease (Centres for Disease Control 1985, 1986, 1987) – is a common problem with all 

the protease inhibitors (table 6). 

(iii) Drug cocktails: AZT and other DNA chain-terminators are now typically supplemented by 

inhibitors of proteases to form drug “cocktails” (Ho 1995; Palella et al 1998; Day 2000; 

Stolberg 2001). A daily dose of these includes about 1 g of one or more DNA chain-

terminators per clinically ill person and 0.5 g per asymptomatic HIVpositive per day 

(Stolberg 2001) (see also § 4.2b), which is the equivalent of 1.5–3 ×
10-6

 molecules of DNA 

chainterminators per body cell! 

Here, we present evidence that anti-HIV drugs cause AIDS defining diseases, other diseases 

and death, both (i) in the presence and (ii) in the absence of HIV. 

(i) Diseases and death in HIV-positives treated with anti-HIV drugs: A sudden 10-fold 

increase in the mortality of HIV-positive British haemophiliacs, right after the introduction 

of AZT in 1987, made scientific headlines in 1995, because the increased mortality was 

attributed to HIV by the authors of the study, i.e. Darby et al (1995), as well as by the editor 

of Nature, “More conviction on HIV and AIDS” (Maddox 1995). Even the editor of the Lancet 



wrote an editorial asking, “Will Duesberg now concede defeat” (Horton 1995)? Darby et al 
based their conclusion on the sudden 10-fold increase of the hemophiliacs’ mortality in 

1987, shown in figure 5, on the facts that the increased mortality was restricted to 

HIVpositive haemophiliacs and that the increase was independent of the degree of 

haemophilia (which is inversely proportional to the life expectancy of the patient). But, by 

1987 transfusions of blood and factor VIII had already infected most haemophiliacs for a 

long time. Most of them were already infected before 1984 (about 75% in the US), because 

all blood supplies with HIV antibodies were banned after the introduction of the HIV-antibody 

test in 1984 (Duesberg 1995c, 1996a). Moreover, the mortality of haemophiliacs was 

steadily decreasing since the 1970s until 1987 – despite the presence of HIV (Duesberg 

1995c)! Thus the only new risk of mortality, in and after 1987, was not HIV, but AZT. Darby 

et al even acknowledged “treatment, by prophylaxis against P. carinii pneumonia or with 

zidovudine (AZT), has been widespread for HIV-infected haemophiliacs since about 1989 

(more accurately since 1987)”. The editor of Nature also pointed out that, “Darby et al 
failed to provide full details of the drug regimen followed” (Maddox 1995). The AZT-

mortality hypothesis would of course also explain why the new haemophilia mortality was 

independent of the severity of the haemophilia, as Darby et al observed. Nevertheless 

Nature, did not accept an alternative interpretation, specifically not from “Those who have 

made the running in the long controversy over HIV in AIDS, Dr Peter Duesberg of Berkeley, 

California, in particular . . .” (Maddox 1995). But, the Lancet accepted a response, which 

proposed that AZT treatments were the probable cause of the sudden increase in mortality 

of haemophiliacs (Duesberg 1995d). According to researchers from the NIH, AZT also 

increased the mortality of US haemophiliacs 2.7 times and their AIDS risk 4.5 times 

compared to untreated controls (Goedert et al 1994; Duesberg 1995c). The medical 

literature describes many more examples of AIDS defining, other diseases and deaths that 

developed in HIV-positive asymptomatic people or in AIDS patients treated with anti-HIV 

drugs, which were not observed in untreated controls; some of these are summarized in 

table 6. 

The case of Cesar Schmitz, married to an HIV-free wife and father of an HIV-free healthy 

child in Miami, FL, is an example of AZT-mediated mortality that did not appear in the 

medical literature (Duesberg 1996b). But his wife Teresa has recorded his case in 

sufficient detail for inclusion in this article. In March 1992, an asymptomatic Schmitz was 

found to be HIV-positive at a medical check-up and pressured by his doctor to start AIDS 

prophylaxis by AZT (figure 4b). Immediately after initiation of AZT treatment, Schmitz 

developed “nausea, diarrhea and weight loss”. In 1994 he decided, “against his doctors 

will,” to discontinue AZT medication, and “All of a sudden, like magic, no more symptoms” 

(Duesberg 1996b). But, in 1998 Schmitz developed lymphoma, which is a typical, late “side 

effect” that appears in 46% of patients 36 months after initiation of AZT therapy (Pluda et 
al 1990). In view of this and pressure from his doctors Schmitz started AZT therapy again. 

Within months he was “paralyzed”, suffered from “unbearable cramps” and became 

incontinent (probably from mitochondrial dysfunction, see table 6), which his doctor 

explained as “side effects of one of the drugs he was taking”. And in October 1998 Schmitz 

passed away (T Schmitz, personal communication). 

(ii) Diseases and death in HIV-free humans and animals treated with anti-HIV drugs: Table 7 

lists rare studies reporting AIDS-defining and other diseases in HIV-free humans and 

animals treated with anti-HIV drugs. Since all HIV-positive, pregnant mothers are now 

treated with AZT during the last 6 months of their pregnancy to reduce the natural 

transmission of HIV to 25 to 50% of their babies, there are now over 50% HIV-free babies 

born to these mothers who have all been treated with AZT (Connor et al 1994; The Durban 

Declaration 2000). Table 7 lists two rare publications that describe the diseases of these 

HIV-free, AZT-treated babies, such as fevers, pneumonia, anemia, and mitochondrial 

dysfunction. In addition the table lists studies, which have observed numerous diseases and 

deaths in HIV-free animals treated with anti-HIV drugs. All of these animal studies were 

published after the drugs had been licensed for humans (perhaps because licenses once 



issued are almost impossible to withdraw) and only in specialty journals. Therefore, these 

results are not known and not discussed in the popular and medical AIDS literature. 

The anti-HIV treatment-specific diseases and death summarized in tables 6 and 7 directly 

support the hypothesis that anti-HIV drugs are at least necessary in the presence of HIV, 

and are sufficient in its absence to cause most AIDS defining-diseases, other drug-specific 

diseases, and death. Since about 450,000 US citizens are currently on DNA chain-

terminators and protease inhibitors as prophylaxis against, or therapy of AIDS (see above), 

these drugs alone could have been sufficient to generate all of the 43,158 new AIDS 

patients reported in the US in 2001 (Centres for Disease Control and Prevention 2001). 

 

 

4.3e The AIDS treatment dilemma: Do anti-HIV drugs, that cause AIDS defining and other 
diseases, delay progression to AIDS and reduce mortality?: Despite the inevitable toxicity of 

anti-HIV drugs, the over 5::: signatories of the Durban Declaration assert that, “drugs that 

block HIV replication in the test tube also” (i) “delay progression to AIDS”, and (ii) “have 

reduced AIDS mortality by more than 8:%”. However, the authors of the Declaration have 

not provided a reference for controlled studies in support of their assertion. But, they do 

acknowledge “That it is crucial to develop new antiviral drugs that...have fewer side effects” 

(The Durban Declaration 2000). Since many doctors share the views of the Declaration, we 

investigate here the evidence for these claims. 

(i) Controlled studies investigating the ability of anti-HIV drugs to “reduce mortality” and 
“delay progression to AIDS”: The licensing study of AZT, performed in 1987 by the NIH in 

collaboration with the drug’s manufacturer Burroughs Wellcome in the US, is the primary 

Figure 5. Mortality of HIV antibody-positive 

(+) and negative (–) British haemophiliacs 

after the introduction of the DNA chain-

terminator AZT, alias zidovudine, in 1987 

as anti-HIV therapy. The data are from a 

study by Darby et al (1995) that 

considered HIV to be the cause of the 

sudden increase of haemophilia mortality 

after 1987. Instead of HIV, which  has 

been diagnosed in haemophiliacs since 

1984, the introduction of AZT as anti-HIV 

drug explains the sudden rise in mortality 

in 1987, and also the increase in mortality 

irrespective of the degree of haemophilia 

(see § 4.3d). 



placebo controlled study set-up to test the ability of AZT to reduce the mortality of AIDS 

(Fischl et al 1987; Richman et al 1987). The study showed that, after 4 months on AZT, 1 

out of 145 AIDS patients died, whereas 19 out of 139 died in the placebo group. The study 

interpreted this result as evidence for reduced mortality by AZT. However, this 

interpretation failed to consider that among the 4-month-survivors of AZT, 30 could only be 

kept alive with multiple blood transfusions because their red cells had been depleted by AZT 

below survivable levels (Fischl et al 1987; Duesberg 1992). Thus, without lifesaving 

transfusions 30 more AZT-recipients would have died from anemia. In addition many AZT 

recipients had developed life-threatening bone marrow suppression, neutropenia, 

macrocytosis, headaches, insomnia and myalgia, that augured poorly for their future 

survival (Richman et al 1987). Indeed, the low mortality of 1/145 reported for the first 4 

months on AZT, could not be maintained in a follow-up study, which found the “survival 

benefits” of AZT rapidly declining after the original 4 months period. By 21 months, 42% of 

the original AZT group had died and 35% of the control group, which by then had also 

received AZT for 12 months on a “compassionate” basis (Fischl et al 1989). Thus the 

placebo-controlled, licensing study did not prove that AZT “reduces AIDS mortality by more 

than 8:%” compared to the untreated control. 

The ability of AZT to “delay the progression to AIDS” was investigated in 1994 by the 

largest, placebo-controlled study of its kind, the British-French Concorde study (Seligmann 

et al 1994). This study investigated 1749 HIV-positive, mostly male homosexual subjects 

divided into untreated and AZT-treated subgroups for the onset of AIDS and death. The 

Concorde study found in 1994 that AZT is unable to prevent AIDS and increases the 

mortality of recipients by 25%. In view of this it concluded, “The results of Concorde do not 

encourage the early use of zidovudine (AZT) in symptom-free HIV-infected adults.” 

(Seligmann et al 1994). Thus there is no controlled evidence that anti-HIV drugs “reduce 

the mortality of” or “delay progression to AIDS”. 

(ii) Uncontrolled studies investigating the mortality of HIV-positives on HIV drugs: Despite 

the discouraging results of these controlled studies, AIDS researchers now credit the more 

recently developed anti-HIV drug cocktails for a “declining morbidity and AIDS (Palella et al. 
1998). However, the evidence for “declining morbidity and mortality” is only based on 

uncontrolled survey studies that investigated how long HIV-positive, clinically healthy 

subjects, but mostly from AIDS risk groups, survived on various anti-HIV drugs. The largest 

and most influential of these surveys was conducted by Palella et al (1998) who 

investigated in 1998 1255 anti-HIV drug-treated “patients, each of which 

had at least one CD4+ count below 1::” from nine clinics in the US. However, all of these 

“patients” were “nonhospitalized”, AIDS-free subjects. “Patients with a diagnosis of 

cytomegalovirus retinitis or M. Aviarum complex disease before study entry or during the 

first 30 days of follow-up and patients with active P. Carinii pneumonia at the beginning of 

follow-up were excluded.” A similar survey investigated in 2::1 1219 anti-HIV drugtreated 

Canadian HIV-positives with less than 200 CD4+ cells, of which 87% were AIDS-free (Hogg et 
al 2001). Neither of these studies mentions drug-free controls. On this basis the Palella-

study found that the mortality of initially asymptomatic, HIV-positive people, which are 

treated with new anti-HIV drug cocktails, is 8.8% (“8.8 per 1:: person-years”) and the 

Hogg-study found it is 6.7%. But, in the absence of untreated control groups, the effects of 

the new anti-HIV drugs on the morbidity and mortality of HIV-positive recipients cannot be 

determined scientifically from the results of these surveys. However, the average annual 

AIDS mortality of all HIVpositives on this planet [including the minority that is on anti-HIV 

drugs (The Durban Declaration 2000)] can be estimated for 2000, the year that falls in 

between the two surveys, based on data provided by the WHO and the Durban Declaration: 

The WHO and the Declaration report in 2::: 34.3 million “living with HIV”, and the WHO 

reports 471,451 AIDS cases for 2000 (World Health Organization 2001b) (obtained by 

subtracting the WHO’s cumulative total of 1999 from that of 2000, see also table 4). Thus, 

even if we assume that all AIDS cases were fatal in 2000, the resulting global mortality rate 

of HIV positives would only be 1.4% – and thus 4 to 6 times lower than the 6.7–8.8% 



mortality rate of HIV-positives treated with anti-HIV drugs in the US and Canada. Therefore, 

the claims that anti-HIV drugs reduce the mortality of, and delay progression to AIDS are at 

odds with the AIDS facts reported by the Durban Declaration and the WHO. Contrary to 

these claims, the controlled trials and uncontrolled surveys listed above prove that anti-HIV 

drugs (possibly in conjunction with recreational drugs) increase the mortality of HIV 

positives 4 to 6 fold. It would appear that anti-HIV drugs are prescriptions for, rather than 

treatments of AIDS. 

(iii) Skepticism about anti-HIV drugs in the medical establishment: Even in the absence of 

scientifically controlled studies proving the toxicity of the new anti-HIV drugs, many AIDS 

doctors and researchers have warned of the numerous toxic effects of these drugs – even 

the Durban Declaration calls for drugs which “have fewer side effects”. For example, HIV co-

discoverer Jay Levy wrote in the Lancet, “Caution: should we be treating HIV infection early? 

. . . No cancer patient takes three or four chemotherapeutic drugs for a lifetime. What is 

overlooked . . . is that these drugs can be toxic and can be directly detrimental to a natural 

immune response to HIV.” (Levy 1998). And retrovirus researcher Etienne De Harven 

describes the treatment of AIDS with DNA chain-terminators as a “so-called therapy worse 

than the disease itself!” (de Harven 1999). Because of such concerns about the toxicity of 

anti-HIV drugs AIDS doctors have recently introduced “structured treatment interruption” 

(Lori et al 2:::) or “drug holidays” (Christensen 2:::), to allow the patients to recover 

from the toxic effects of the DNA chain-terminators, such as AZT, ddI, and d4T, and of the 

protease inhibitors prescribed to kill HIV. In the words of Kendall Smith from the New York 

Hospital-Cornell Medical Centre, “Right now, the disease is life-threatening (he did not say 

HIV), on one hand, and the drugs that we have so far have life-threatening toxicities, on the 

other hand. It puts us between a rock and a hard place.” (Christensen 2000). In view of this 

the US government has appointed a panel of AIDS scientists to review the toxic effects of 

antiviral medications and issued recommendations to restrict prescriptions of anti-HIV 

drugs that were published by the New York Times (Altman 2::1b): “Altering a long-held 

policy, federal health officials are now recommending that treatment for the AIDS virus be 

delayed as long as possible for people without symptoms because of increased concerns 

over toxic effects of the therapies. . . . More recently, concern has grown over nerve 

damage, weakened bones, unusual accumulations of fat in the neck and abdomen, diabetes 

and a number of other serious side effects of therapy. Many people have developed  

dangerously high levels of cholesterol and other lipids in the blood, raising concern that 

H.I.V.-infected people might face another epidemic–of heart disease. . . . Dr Fauci, who is co-

chairman of the panel, said in an interview, ‘We are adopting a significantly more 

conservative recommendation profile’”. (According to the panel), “Much remains to be 

learned about how best to treat H.I.V.-infected individuals”. However, it is hard to 

understand, why it should have taken AIDS researchers 14 years since the introduction of 

DNA chain-terminators as anti-HIV drugs (Kolata 1987) to make these observations and 

issue warnings about the “side effects” of these drugs. 

In April 2::1, the FDA followed up on these concerns by “ordering drug makers to tone 

down their upbeat ads for AIDS medications, calling them ‘misleading’ . . . because they 

imply greater efficacy than demonstrated by substantial evidence, or minimize the risks 

associated with HIV drugs” (Russell 2::1) – again 14 years after approving these drugs for 

currently 450,000 American recipients. Many other independent observers have since 

commented on the “U-turn” of AIDS researchers (Day 2:::) from “Hit HIV early and hard” 

in 1995 (Ho 1995) to reducing, skipping and delaying treatments, and even recalling some 

anti-HIV drugs (Altman 2001c; Associated Press 2001). Even conservative, nonscientific 

media such as Mothering magazine now warn expecting mothers not to use anti-viral drugs 

during pregnancy with heart-breaking accounts of the clinical consequences for the babies, 

and of the bewildering pressures by the medical and even legal authorities on mothers to 

enforce compliance with prescriptions of DNA chain-terminators for their babies (Farber 

1998; Gerhard 2001; Hodgkinson 2001). But despite a preponderance of evidence against 

anti-HIV drugs, these drugs have not been restricted or banned by any country except South 

Africa (Cherry 2000). 



4.4 Prediction 3: AIDS diseases and epidemics are not self-limiting via immunity 

The drug hypothesis predicts that AIDS is not self-limiting via immunity. Indeed twenty years 

into the AIDS epidemics, there is no evidence of individual immunity against AIDS, nor is 

there any evidence that any of the AIDS epidemics is self-limiting (World Health Organization 

1999; The Durban Declaration 2000; Centres for Disease Control and Prevention 2001), 

(see figure 1a, c). According to the Durban Declaration, “there is no end in sight”. Indeed 

the chronologies of the current AIDS epidemics conform exactly to the time courses of 

epidemics of chemical diseases that are not self-limiting, such as the American drug 

epidemic shown in figure 2, and the epidemics of smoking and of subsequent lung cancers 

in England, shown in figure 3b. 

4.5 Prediction 4: No AIDS in the absence of anti-viral and recreational drugs, despite HIV 

To test this prediction, HIV antibody-positive people, who are not using drugs, must be 

identified who survive the average hypothetical latent period from HIV to AIDS of 5–10 years 

(§ 3, table 4). The following examples meet this prediction. 

In 2002 the San Francisco Chronicle described a small group of drug-free and AIDS-free 

long-term survivors of HIV. Among them is a healthy artist who is HIV-positive for 23 years 

(based on frozen blood samples) and was “chastised by his doctors when he refused to start 

taking medication” (Hendrix 2::2). Further, a 1-year old HIVpositive, AZT-treated baby girl 

with severe muscle pain, insomnia, nausea and failure to grow was taken off AZT treatments 

in 1992 based on our hypothesis; as a result the baby immediately recovered (Duesberg 

1996b). Now, at the age of 11, she is a completely normal, healthy kid, and a leading player 

in her school’s soccer team (Sheryl and Steve Nagel, personal communication). In addition, 

People magazine just described a healthy woman who is HIV-positive for an estimated 15 

years, and “needs no medication”. The woman has since founded a support group, termed 

Centre for Positive Connections, for HIVpositive heterosexuals in Miami (Cheakalos and 

Rosza 2002). In Los Angeles, Christine Maggiore is HIV-positive since 1992, has given birth 

to two very healthy children, ages 1 and 5, and has never taken anti-HIV drugs. Maggiore, a 

former HIV-AIDS counsellor, has since also founded a support group, Alive & Well, and has 

written a book, What if everything you thought you knew about AIDS was wrong?, to instruct 

HIV-positives not to use anti-HIV drugs (Maggiore 2000). An appendix of the book features 

letters from 34 Maggiore-graduates, all living over 10 years with HIV but without anti-HIV 

drugs, or after having discontinued such drugs. 

Even HIV-AIDS researchers have inadvertently confirmed our prediction of no AIDS in drug-

free HIV-positives. For example, David Ho, signatory of the Durban Declaration, points out 

that in a group of “long-term survivors” of HIV studied in his lab, “none had received 

antiretroviral therapy” (Cao et al 1995). In a parallel publication, Pantaleo et al studying a 

group of long-term “non-progressors” of HIV have made the same observation (Pantaleo et 
al 1995). Ho et al recently attributed longterm survival to some special human proteins, 

termed “defensins” (Zhang et al 2002), but acknowledged personally that all long-term 

survivors had again abstained from anti-HIV therapies (David Ho, personal communication). 

One wonders why any humans would ever get sick from HIV, if the human genome encodes 

HIV defensins! Munoz reported that none of the long-term survivors of the largest, federally 

funded study of AIDS risk factors of homosexual men, the MACS study, had used AZT (Munoz 

1995). Fahey et al observed that among HIV-positive male homosexuals with less than 200 

T-cells per ml, “45% of the group who were AIDS-free > or = 3 years after CD4+ cells fell 

below 200 ×10
-6
/l had not used these (anti-HIV) treatments.” (Hoover et al 1995). According 

to a university magazine, AIDS researchers Abrams and Levy from the University of 

California at San Francisco have lectured in 1998 on drug-free longterm survivors of HIV to 

their medical students (Tanaka 1996; Duesberg and Rasnick 1998). Levy also published in 

1998 in the Lancet, that “effective antiviral immune response is characteristic of long-term 

survivors who have been infected for over 20 years, have no symptoms, and have not been 

on any therapy” (Levy 1998). In 1999, Pitcher et al also described a group of 9 “long-term 



nonprogressors (with) untreated HIV-1 infection for 7–15 years”, compared to controls with 

a “decline of (T cells) with antiretroviral therapy” (Pitcher et al 1999). An Australian 

research team described a group of untreated HIVpositives who were infected by blood 

transfusions but did not develop AIDS 10 years later (Learmont et al 1992). Further, 

Migueles et al (2000) reported that none of 13 long-term survivors had received 

“antiretroviral therapy”. Carr et al (2001) observed even recovery from fatal hypertension, 

liver failure and mitochondrial dysfunction after discontinuation of antiviral drugs that had 

been prescribed to a previously healthy HIV-positive man. Thus HIV-AIDS researchers 

confirm our prediction that HIVpositives, who do not use drugs, do not develop AIDS or may 

even recover from it. 

In an effort to obtain independent proof that abstaining from anti-HIV drugs and  

recreational drugs is sufficient to survive HIV-infection or even to recover from AIDS, one of 

us, CK, in 1985 initiated a study of AIDS patients from Kiel, Germany, who have volunteered 

to abstain from anti-HIV treatments. Remarkably, only 8% (3 of 36) of the patients not 

treated with anti-HIV drugs have died since their HIV antibodies were first detected, two of 

them 16 years and one 10 years after their first diagnosis of antibodies against HIV (table 

8). Most have recovered from their initial AIDS-indicator symptoms. By contrast, 63% of all 

German AIDS patients (11,700 out of 18,700) of which most were treated since 1987 with 

anti-HIV drugs have died (Robert Koch Institut 2000). Thus our relatively small sample 

supports the hypothesis that without anti-HIV drugs and/or recreational drugs HIV fails to 

cause AIDS. Indeed without drugs AIDS patients recover, despite the presence of HIV. 

Table 8. Long-term HIV survivors not treated with antiviral drugs and abstaining from illicit, 

psychoactive drugs from the Kiel-Koehnlein study begun in 1985. 

Case          Date         HIV+ Age    Sex       Clinic                      CD4       Illicit drugs     Treatment          Death 

1              1985            52       m-homo   Herpes zoster          256         ?                  None 

2              1985            45          f           Asymptomatic                                            None 

3        1985–2001        43          m         PCP, TB 4                              iv               Antibiotics       Heart failure 

4        1985–2001        42      m-homo    Kaposi, PCP                        Nitrites            None               Kaposi 

5             1985             35         m          Psoriasis                                                   None 

6             1985             38          f           Salmonella sepsis      28                         Antibiotics 

7             1985             31         m          Hemophilia,  

                                                              lymphadenopathy       low 

8             1985             30         m          Hemophilia              325                           None 

9             1986             17        f (black) Asymptomatic           450                           None 

10           1986             31        m           Asymptomatic 

11           1988             32         f            Asymptomatic                                           None 

12           1989             49         f            Candida, TB              28           iv            Antibiotics 

13           1990             34        m-homo  Coli-Meningitis, 

                                                              Hydrocephalus          85       Nitrites           Shunt 

14            1991             6 m                   Pneumonia                                             Antibiotics 

15           1991             31 f                    Asymptomatic                                              None 

16 1991–2001             36 f                    Toxoplasmosis                                       1993–94 AZT,  



                                                                                                                            Antibiotics     Toxoplasmosis 

17          1992               33 f                   Asymptomatic           460                           None 

18          1993                7 f                    Asymptomatic                                            None 

19          1996               52 m-homo        Facial paresis           540    Nitrites            None 

20          1996               39 m-homo        Asymptomatic           485    Nitrites            None 

21          1996               38 m                Pneumonia, Sinusitis   53                        Antibiotics 

22          1997              44 m-homo         Colitis                                Nitrites            None 

23          1997              37 m-homo        Asymptomatic           223    Nitrites             None 

24          1997              37 m-homo        Thrombocytopenia    700    Nitrites          Cortisone 

25          1997              34 m-homo         Asymptomatic          220    Nitrites             None 

26          1997              33 m-homo         Lymphadenopathy                                     None 

27          1997              31 m-homo        Thrombocytopenia    357   Nitrites           Cortisone 

28          1997              3 m                    Pneumonia                                            Antibiotics 

29          1998              31 m-homo         Diarrhea                         Nitrites               None 

30          1998              40 m-homo      Condyloma, Candida   107  Nitrites              None 

31          1998              39 m-homo         Diarrhea                 187  Nitrites              None 

32          1998              27 m-homo       TB of the bowel          18                         Antibiotics 

33          2000              35 m-homo       Asymptomatic                                            None 

34          2000              31 m-homo       Lymphadenopathy, EBV                              None 

35          2000              30 m-homo       Asymptomatic           428                           None 

36         2000               27 f                Lymphadenopathy, EBV 107                         None 

m, Male; f, female; PCP, Pneumocystis carinii pneumonia; EBV, Epstein-Barr virus; AZT, azidothymidine; TB, 

tuberculosis. Evidence for illicit drug use is self reported; iv, intravenous drug use. 

4.6 In sum, the chemical AIDS-hypothesis explains the AIDS facts, and resolves all 
paradoxes of the HIV-AIDS hypothesis Our review shows that the chemical-AIDS hypothesis 

explains all AIDS facts: the non-random distribution of drug-AIDS in the US and Europe, the 

risk-group-specific AIDS diseases in the US and Europe as consequences of risk-group-

specific drugs, the random distribution of malnutrition-AIDS in Africa, the non-

contagiousness of chemical AIDS, the absence of natural immunity against chemical AIDS, 

the lifestyle-dependent onset of AIDS diseases – unrelated to, but typically long after 

infection by HIV, and the time courses of the AIDS epidemics of the US and Europe as 

consequences of the drug epidemics.  

In addition chemical AIDS proves that HIV is not necessary for even one AIDS-defining 

disease, because (i) drugs and malnutrition cause drug- and malnutritionspecific AIDS 

diseases regardless of the presence of HIV, because (ii) in HIV antibody-positives and 

negatives the risk of developing AIDS is proportional to the degree or lifetime dosage of 

drug use, and (iii) because all AIDS diseases have been diagnosed in HIV-free AIDS risk 

groups by AIDS researchers (Duesberg 1993d) and also long before the AIDS era 

(Stedman’s Medical Dictionary 1982). Thus HIV meets all criteria of a harmless passenger 

virus, laid out in table 4 and described previously (Duesberg 1994; Duesberg and Rasnick 

1998). In this way our proposal resolves the fundamental paradox of the HIV-AIDS 

hypothesis: the paradox that a latent, noncytopathic and immunologically neutralized 



retrovirus, that is only present in less than 1 out of 500 susceptible T-cells and rarely 

expressed in a few of those, would cause a plethora of fatal diseases in sexually active, 

young men and women. And, that the plethora of diseases attributed to this virus would not 

show up for 5–10 years after infection. 

The chemical AIDS hypothesis could be readily refuted by any of the following experiments: 

(i) Demonstrate that in two matched groups, differing only with regard to HIV infection, HIV-

positives develop AIDS but HIV-negatives do not (above the low, longestablished risk of AIDS 

defining diseases in the general population). HIV antibody-positive and negative recruits 

from the US Army, which tests routinely for HIV, would be ideal for this experiment since 

their health, lifestyles and age are closely matched. 

(ii) Demonstrate that in two matched groups of intravenous drug users, differing only in the 

presence of HIV, only the HIV-positives develop AIDS diseases. 

(iii) Demonstrate that in two matched groups of HIVpositive humans, differing only in the 

addiction to recreational drugs, both groups have the same incidence of AIDS-defining 

diseases. 

(iv) Demonstrate that in two matched groups of HIV-free humans or animals, differing only 

with regard to the addiction to or treatment with recreational drugs, neither group would 

develop AIDS defining diseases over time. 

(v) Demonstrate that in two matched groups of HIVpositives, differing only in the treatment 

with anti-HIV drugs, the untreated group develops AIDS long before the treated group. 

(vi) Demonstrate that in two matched groups of pregnant, HIV-positive mothers, differing 

only in the now standard treatment with AZT during the last two trimesters, those treated 

with AZT are free of abortions and deliver healthy babies, but those who are not treated 

either abort spontaneously or deliver babies with AIDS. 

(vii) Demonstrate that in two groups of HIV-positive haemophiliacs matched for age and 

lifetime dosage of factor VIII, differing only in anti-HIV treatments, those who are untreated 

have a higher mortality and a higher AIDS risk than treated controls. 

Although the controlled studies proposed here follow classical, scientific standards, they are 

not available in the huge AIDS literature. This is surprising in view of the many AIDS 

advocacy groups or “activists” reviewing AIDS research for flaws and for new clues. The 

lack of adequately controlled studies of the long-term effects of recreational drugs and anti-

HIV drugs in animals is particularly surprising, because all of these drugs and research 

funds for AIDS are abundant. Yet despite the scientific intolerance of current AIDS science 

for alternative hypotheses (Weiss and Jaffe 199:; Cohen 1994; O’Brien and Goedert 1996), 

the pathogenicity of most of the chemicals proposed here to cause AIDS – illicit drugs, 

antiviral drugs, and malnutrition – has de facto already been proved – even by HIV-AIDS 

researchers, despite their efforts to the contrary [see above, tables 6 and 7 and Duesberg 

and Rasnick (1998)]. 

Suppose the chemical-AIDS hypothesis were confirmed and accepted: AIDS would be entirely 

preventable by banning anti-HIV drugs, by publicizing that recreational drugs cause AIDS 

and by adequate nutrition. Moreover, many AIDS patients could still be saved from fatal 

damage by drug intoxication, if their AIDS-defining diseases were treated with time-proven, 

disease-specific medications. Such testable predictions are the hallmarks of a good 

hypothesis. 

So, why do current AIDS researchers not investigate and not even consider the role of 

chemicals in AIDS or study other non-HIV-AIDS theories to solve the AIDS dilemma? The 

following is an attempt to answer this question. 



5. Epilogue 

5.1 Why is AIDS research not free to investigate non-HIV hypotheses? The probable answer 

to the question, why HIV-AIDS researchers do not study or fund non-HIV-AIDS theories, lays 

in the structure of the large, government-sponsored research programs that dominate 

academic research since World War II (Duesberg 1996b). Such programs favour individual 

investigators who contribute to the establishment a maximum of data and a minimum of 

controversy. 

However, if individual researchers move into new directions, that threaten the scientific and 

commercial investments of the establishment, the establishment can impose various 

sanctions via the “peer review system”. The most powerful of these are denial of funding 

and of publication. The peer review system derives its power from the little known practice 

of governments to deputize their authority to distribute funds for research to committees of 

“experts”. These experts are academic researchers distinguished by outstanding 

contributions to the current establishment. They alone review the merits of research 

applications from their peers, and they have the right to elect each other to review 

committees. Outwardly, this “peer review system” appears to the unsuspecting government 

and taxpayer as the equivalent of a jury system – free of all conflicts of interest. But, in view 

of the many professional and commercial investments in and benefits from their expertise, 

and even of the rewards from their universities and institutions for the corresponding 

overheads and partnerships – all legal in the US since president Reagan – ”peer reviewers” 

do not fund applications that challenge their own interests (Duesberg 1996b; Lang 1998; 

Zuger 2::1). Since “peer review” is protected by anonymity, does not allow the applicant 

personal representation or an independent representative, nor a say or even a veto in the 

selection of the “jury”, and does not allow an appeal, its powers to defend the orthodoxy are 

unlimited. The corporate equivalent of academia’s peer review system” would be to give  

General Motors and Ford the authority to review and veto all innovations by less established 

carmakers competing for the consumer. Even the professional journals and the science 

writers of the public media comply with the interests of government-funded majorities 

because they depend on their monthly “scientific breakthroughs”, the lucrative 

advertisements from their companies, and the opinion of their subscribers. For example, an 

early precursor of this article was written in response to an open invitation from a 

pharmacology-journal over 3 years ago. But, after considerable pressure on the journal 

from anonymous “AIDS experts”, the editor requested a reduced article, which was neither 

accepted nor rejected. Instead, the editor simply dropped all further correspondence. 

Subsequently, the editor of a prestigious German-based science journal invited another 

precursor of this article 2 years ago, which received two favourable reviews in short order. 

But before the manuscript could be revised, the editor informed us that the publisher was 

concerned about losing subscribers if our paper were published and ceased all further 

correspondence. It is this passive resistance that can grind down even the most determined 

truth seeker. However, the mere potential to resolve the agony of AIDS by alternative 

hypotheses, such as ours, should be sufficient reason to replace the medieval “peer review 

system” by a modern jury system without conflicts of interest and with rights for 

representation and appeals of the applicant. If the current, unproductive AIDS  

establishment objects, because AIDS-science is too complex to be understood by non-HIV-

AIDS scientists, funding should be withheld until the AIDS establishment finds ways to 

explain the complexity and merits of its expertise to other scientists. 
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CORNISH-BOWDEN 

People like Dr Cantwell refuse to entertain this thesis, even though parts of it are clearly 

obvious and more importantly quite easily testable. This confuses me. - While Dr Duesberg 

seems to be missing the “caused by mycoplasma mycobacterium angle”. - Surely both of 

you can be partially right. Can’t you see Peter that the mycoplasma theory would explain 

why you think there is no such thing as HIV/AIDS? (As it will not be “seen” by any normal 

methods). I think you are both correct. - HIV doesn’t cause what we call AIDS - myco-

bacterium/plasma immune suppression in combination with hard partying, loads of 

partners, and poppers does. It’s a pity that both of you guys are so single minded, if you 

banged your heads together I think that between both of you could have the answer. 



 

By Dr Peter Duesberg, (pictured below). 

 

 

With every other disease in human history once you had antibodies to the disease that 

meant that the body had dealt with it. Yet somehow with HIV it means the complete opposite! 

 

When you have antibodies to ANYTHING else it has ALWAYS meant that you now have an 

inbuilt immune response to it. For example the fact you have antibodies to measles is why 

you don’t get it again. Somehow antibodies to HIV means that you have the disease!! In fact 

the whole purpose to vaccination is to provoke an antibody response to the small amount of 

disease that you were injected with which then confers an immunity to that disease! 



 

HIV/AIDS is supposed to kill you because your T-cells (your immune system) are killed which 

means that you no longer have an immune system. Yet HIV researchers grow the virus on T- 

cells because they live in harmony with each other!!! Both of these cannot be true!! 

 

 

      

HIV only infects 1 in 1000 T-cells, yet your body replaces 1 in 20 of these same cells daily. 

HIV would need to kill 50 times more of these cells per day than it is said (by its reputed 

discoverer) to do just to keep up with this replication! There is no way that it can kill you in 

the manner that Gallo has described (because of killing your T-cells) if your body is making 

50 times more of these cells than it can infect! (Read Gallo’s description of how it works 

above, then do the math. Once again both of these facts cannot be true.) 

Once again Gallo’s medicine seems to act in ways contrary to ALL known medicine.  

 



 

 

 

None of the other retroviruses in your body cause you any harm, how can HIV be any 

different to them if it is constructed from the exact same building blocks? 

 

 

All known infections behave in the same way, in that the virus will do its thing within the 

first month, if it hasn’t done you any harm by then, normal medicine says that it isn’t going 

to do anything. This happens with every known virus or infection. Why once again does HIV 

need to have a completely different set of rules to everything else in medicine? HIV 

seemingly possesses some “magical abilities” (unlike EVERY other virus) in that it can 

switch itself on and off at will, it can also spontaneously mutate and migrate too, unlike 

every other known virus on the planet. What makes this virus so different?  

The co-discoverer (Gallo) is one of the only people who believes in this “slow virus” theory.  



 

To counter this argument some people have tried to say that herpes and Epstein Barr are 

both slow viruses, but as it clearly points out above, in both of these cases large amounts of 

the live virus can be detected that cause very specific symptoms. - Unlike HIV, which 

somehow remains totally hidden, harmless, and dormant until 10 years or more after 

contracting it, then it produces 30 different diseases! - It also produces no symptoms and 

no active virus can be detected during this time. So comparing these examples is deceiving.  

 

 

 

People argue that the cases detected has risen exponentially (as the graph to the left 

demonstrates) so it must be new. Unfortunately this argument is spurious simply because 

the condition wasn’t invented until 198: so all that has risen is the diagnoses of the 

condition, not the amount of people contracting it. Below are the idiotic excuses given (The 

good old green monkey and the randy Canadian that were mentioned earlier) 

 



 

Farr’s Law dictates that the cases of HIV would rise like a classic bell curve if the disease 

was new, (like the seasonal flu cases shown on the graph in the middle, rapid rise then 

rapid drop off) unfortunately as you can see on the same graph HIV infection rates have 

been constant at around 1 million cases per year throughout the same time period indicting 

that HIV has been with us for very long time (My wee note. Or perhaps it’s because this 

detection rate has more to do with the diagnoses i.e. the test, than the supposed actual 

disease, - we’ll get to that later on too) 

 

 

 

We looked at some of Koch’s work in the previous chapter. As much as I disagree with some 

of his work these postulates are a pretty hard and fast set of rules for infectious disease. 1. 

You must be able to find the germ causing it in every patient. 2. You must be able to extract 

this germ and grow it in its pure form. 3. You must be able to cause this same disease in 

others when injecting this purified extract back into another host. 4. The exact same 

organism that was extracted from the first case must be found in the new victim, sorry host. 

Guess what? Mr Gallo’s disease can’t follow these rules (once again) and he even goes as 

far as to say they are outdated and old fashioned. - Once again though they seem to work 

just fine for the rest of medicine. Are you starting to see the pattern here yet? (To give you a 

heads up, I will be covering these protocol’s in much greater detail in the next “slideshow”). 



 

10 - 20% OF AIDS PATIENTS HAVE NO HIV! - THAT SHOULD RING ALARM BELLS WITHIN YOU. 

 

NO-ONE HAS BEEN ABLE TO CULTURE HIV IN PURE FORM IN OVER 30 YEARS OF TRYING!  

 

THIS IS SELF EXPLANATORY. - IT ALSO INDICATES THAT HIV IS NOT CONTAGIOUS! (I’ll give 

you much more information on this fact later). 

 

Yes Robert, we know, the normal the rules of normal medicine don’t seem to apply at any 

stage to either yourself or your (in my opinion totally made up) disease. 

 



 

 

As this points out: AIDS should be spreading into the “normal” population if it were 

contagious, yet for some weird reason it has stayed within the same risk groups of heavy 

drug users, who are, (most of the time) also homosexual. How come the bisexual guys 

haven’t spread this into the heterosexual population via the women they’ve fucked? 

 

Between 1985 and 1996 the US army mandatory testing has found that the people with HIV 

has been split 50/50 between guys and girls, yet AIDS has been a 90% male disease for all 

of that time. On a personal note. - Once again I think that this probably has more to do with 

the notoriously dodgy HIV test. I bet most of these people merely had a compromised 

immune system (from vaccination or drug use). Unfortunately the self fulfilling prophecy 

that is an HIV+ diagnosis dictates that these same people would then take AZT drugs for 

their HIV which would then kill them. But of course it wasn’t the AZT that done them in, it 

was their AIDS! (Just like with chemotherapy - remember it’s the same drugs being used) 

 

Notice the correlation here - men do the most hard drugs, men get 90% of AIDS, and the 

women who do get AIDS are mostly hard drug users too. Hmmm. 



  

 

 

It’s 9:% male disease in the USA yet in Africa it’s split 5:/5: between the guys and girls. 

What isn’t pointed out here is the fact that to get an AIDS diagnosis in Africa all you need is 

to have lost a little weight and have diarrhea (Oddly the same conditions that have been 

affecting the poor malnourished people in Africa for a very long time!!!)  

 

As these graphics above point out: there were 14 million people diagnosed with HIV in 

Africa when this video was made, which is 14 times the rate in the USA. It follows that there 

should be 14 times as many people with AIDS in Africa, yet for some “odd” reason people 

develop AIDS in the USA at 10-20 times the rate that it appears in Africa!  

I wonder if it has anything to do with the fact that African people by and large cannot afford 

AZT?  

(Don’t worry my African friends, our “caring”, gallant, and noble pharmaceutical companies 

are now offering to give AZT to you Africans at a reduced price)  

- I bet you everything I don’t have that this rate will magically begin to balance up when they 

do!  

Stay away from “White Man’s Magic” my African cousin’s as it’s clearly fucking poison! 

  



 

AZT!!!!!!!!!!!!!!!!!!!!!!!! 

 

 

 

 



 

 

But to get round this fact the CDC has altered its criteria for being diagnosed with AIDS! 

 

The CDC invented another self fulfilling prophecy to get around this, now if you get an AIDS 

disease but haven’t tested positive for HIV they don’t count you on their statistics. But 

before this change Dr Duesberg had collected information on nearly 4000 cases were a 

homosexual or IV/hard drug user had died of an AIDS disease. But now that they don’t get 

classified in the same manner it appears that only HIV+AIDS patients are dying of these 

conditions which is blatantly a lie. 

 

Like most other parts of this story the people who are perpetrating this myth have to lie in 

order to make it seem that they are telling you the truth.  Quite frankly it is disgusting. 



 

 

 

Wait till they get their AZT!! 

Now some stills from the brilliant video “The Emperor’s New Virus?” - I urge you to 

download it or watch it on youtube, as it is quite honestly mind-blowing. You will find out for 

yourself that the high standards (that should be) demanded of medicine seem to have been 

ignored or even falsified when it comes to this particular disease! The maker only talks with 

the most prominent and highly regarded people involved with the “discovery” of HIV/AIDS. 

 



 

 

Elini Papadopulos-Eleopulos is one of the “Perth Group” of scientist’s who say that currently 

HIV - according to the published data - has not been proven to exist. She says that it may 

exist but that the data released by Gallo and Montaigne (the two guys credited with 

“discovering” HIV/AIDS) does not PROVE this scientifically. That is: that they haven’t fulfilled 

Koch’s Postulates.  

Do you remember what Koch’s postulates were? 

1. You must be able to find the same germ causing it in every patient.  

2. You must be able to extract this germ and grow it in its pure (unadulterated) form.  

3. You must be able to cause this same disease in others when injecting this purified extract 

back into another host.  

4. The exact same organism that was extracted from the first case must be found in the new 

host.  

This video begins by examining how thoroughly these criteria were fulfilled in “discovering” 

this new virus. A first year chemistry or biology student can pick holes in their “theory”!!!!!!  

The classical tests of whether or not a microorganism is the cause of infectious disease are 

known as Koch's postulates. You need to understand this before we can continue, so we’re 

going over them once more. They state: 1) the microorganism must be found in all cases of 

the disease; 2) it must be isolated from the host and grown in pure culture; 3) it must 

reproduce the original disease when introduced into a susceptible host; and 4) and it must 

be found present in the experimental host so infected.  

Gallo says (In reply to this question, this was taken from the rethinking AIDS website): 



HIV as the cause of AIDS meets all four of Koch's postulates.  

(Postulate one) Studies have found HIV in almost every case where a person has been 

diagnosed with AIDS. Obviously there will be occasional misdiagnoses, as with any disease.  

(Postulate two) HIV can be isolated from AIDS patients and grown in laboratories. PCR tests 

can count the amount of HIV in blood. The virus is easily, and has been on numerous 

occasions, photographed using electron microscopes.  

(Postulate three) Most people with HIV experience immune system decline, eventually 

leading to AIDS Postulate three does not require every, or even most, hosts to reproduce the 

disease. But in the case of HIV, the vast majority of people progress to AIDS. Furthermore, 

there are well-documented cases of workers developing AIDS after being infected with HIV in 

their laboratories. Likewise a case of a US dentist who infected six of his patients with HIV 

has been documented. Three died of AIDS. One developed AIDS. Five of the patients had no 

other proposed risk factors for AIDS. In both these examples, tests were done which 

confirmed the origins of their infections. These two examples not only meet postulate three 

but all four postulates.  

(Postulate four) PCR tests show the presence of HIV in infected people.  

That HIV is the cause of AIDS has arguably been demonstrated more thoroughly than is the 

norm for any disease with a viral causation.  

Here was the reply from the Rethinking AIDS website: 

HIV does not meet any of Koch's four postulates for the following reasons:  

(Postulate one) Most people are diagnosed HIV-positive based solely on antibody tests. Since 

antibodies persist long after a pathogen has gone, they cannot be accepted as evidence of 

the presence of HIV. Furthermore, antibody tests are prone to false positive reactions. Many 

people are now subjected to ‘Viral Load’ tests, but these do not amplify the entire HIV 

genome, but only a tiny fraction of it. They are even more prone to false positive results due 

to the extremely high sensitivity. Problems with all forms of HIV testing are well documented 

at rethinkaids.com/quotes/test.html.  

(Postulate two) The process of HIV culturing is not isolation or purification. Impure 

materials are added to a cancerous cell culture along with various stimulating chemicals. 

After incubation for several days the culture is examined for non-specific signs that are 

interpreted as the presence of one particular virus. HIV is never isolated in the sense of 

being purified. No electron micrographs of purified HIV exist.  

(Postulate three) Many healthy, HIV-positive people exist, but they are always subject to 

pressure to consume immunosuppressive medications. HIV-positive people who succumb to 

this pressure are more likely to be followed by doctors and have their immune decline 

documented. No group of initially healthy HIV-positive people who are not taking AIDS drugs, 

and who do not have any immune system risk factors (such as blood product injections, 

drug use or malnutrition) have ever been followed for a lengthy period. (My Note. This is the 

same ruse that is being used to con you with vaccines - they NEVER study the unvaccinated). 

Contrary to Gallo et al, cases of occupational transmission have not been well documented. 

According to the CDC’s last report of these statistics in 2:::, there have only been 56 

documented cases of occupational HIV transmission and 25 of AIDS (although for most the 

documentation is not available to the public). Not one of these cases was in a paramedic or 

surgeon [1]. And this is out of a total of almost one million cumulative AIDS cases [2]. 

According to NIOSH (CDC’s National Institute for Occupational Safety and Health) there are 

an estimated 600,000 to 800,000 needlestick and other percutaneous injuries every year 

of which, according to another branch of the CDC, only an average of two result in a case of 

HIV transmission and one in a case of AIDS [3].  

http://rethinkaids.com/quotes/test.html


(Postulate four) PCR tests do not necessarily indicate the presence of HIV for a variety of 

reasons. The tests use only a tiny portion of the consensus HIV genome as primers, they are 

prone to false positives, and they cannot distinguish non-infectious RNA from an infectious 

virus particle. According to one paper “Circulating levels of plasma virus determined by QC-

PCR also correlated with, but exceeded by an average of nearly 60,000-fold…titers of 

infectious HIV-1 determined by quantitative endpoint dilution culture of identical portions of 

plasma.” In other words, they found that only one out of 60,000 particles measured by the 

‘Viral Load ’ test corresponded with an infectious virus particle. [4]. 

1. HIV/AIDS Surveillance Report; U.S. HIV and AIDS cases reported through December 

1999. CDC. 2000; 11(2)  

2. HIV/AIDS Surveillance Report: Cases of HIV infections and AIDS in the United States, 

2004. CDC. 2005; 15  

3. NIOSH Alert: preventing needlestick injuries in health care settings. DHHS (NIOSH). 

1999 Nov; 2000-108  

4. Piatak M Jr et al. High levels of HIV-1 in plasma during all stages of infection 

determined by competitive PCR. Science. 1993 Mar 19; 259: 1749-54  

Now to return to the video: 

 

 

The interviewer asks two supposed experts about Gallo’s isolation of the virus. If you watch 

the video for yourself you will see that both of these men get pretty uncomfortable about 

this simple question in relation to AIDS, especially Dr David Baltimore who if you see the 

video for yourself actually starts getting quite perturbed and uppity about the matter, 

declaring “This is all textbook stuff... Gallo has already done this.... why are you asking me? 

“I’m not your textbook!....I’ve got other things to do!” 



 

Mr Uppity 

 

Dr Weiss says “I not quite sure what’s behind your question on isolation?” 

Quite frankly the interviewer had merely asked (in a very pleasant manner) a very basic, 

rudimentary and simple question that any decent scientist would have had no problem in 

answering. - I think the manner in which they did answer shows that they know this is a 

matter that is rather controversial when connected to Gallo’s work. But that’s just my 

opinion of course. Watch it for yourself and decide. 

 

Here is Gallo’s paper on the matter notice the first word used - Isolation. 

 



 

Notice the part which says to separate from all other substances as it’s important. 

It appears that Montagnier actually meant something completely different when he said this, 

than the normally accepted medical meaning of the word. Which is quite “strange” thing for 

a doctor don’t you think? That’s like me being an electrician and saying “I know you call 

that the positive terminal but I sometimes label it the negative” thinking this was okay. 

(Would you want to be the guy or gal who was next to work on anything that I’d worked on if 

this was the case?) 

 

In his first experiment represented by this diagram Montagnier took the T lymphocytes from 

a patient (BRU) who was suspected of having AIDS, these were added to PHA growth factor 

which makes the cells reproduce (or live to you and me). Then after 15 days something 

called reverse transcriptase activity was observed, which they said was indicative of there 

being a retrovirus present and that it had came from BRU.  

If reverse transcriptase activity was only specific to retroviruses this could well have been a 

sound observation. 

The only problem with this observation was that normal cells cultured in PHA can produce 

reverse transcriptase activity too, (and the man who proved this back in 1973 was Gallo the 

co-discoverer of AIDS!) 



 

Then in their second experiment these cultured lymphocytes from BRU were then mixed with 

the lymphocytes from a healthy blood donor. When reverse transcriptase activity was 

observed in this culture they then said that they had proved that the retrovirus was now 

there. 

Unfortunately as I said before, not only could the cells from BRU mixed with PHA have made 

this happen without any retrovirus being present, it could also have occurred with both the 

PHA and the healthy cells from the other donor too.  

Here is Gallo’s paper from 1973 proving the point just made. 

 

So what is proven here is that reverse transcriptase activity occurs in both normal cells and 

when PHA is put in culture, yet Montagnier claimed that this was proof of there being a 

retrovirus present. (All this has proven to me is that there seems to be lots of self fulfilling 

prophecy involved with AIDS research).  

Reverse transcriptase activity is characteristic to retroviruses but it is not specific to them. 

The example given to explain this is that: Hair is characteristic to humans but it is not 



specific to them, cats, dogs etc have hair too, so if you found a hair in room it doesn’t prove 

a human was there (It could be cat or dog hair). It is the same with retroviruses.  

You must keep in mind is that these are THE experiments that seemingly proved that HIV/ 

AIDS was real. (This is what the guys got narky about at the start, can you now see why?) 

EVERY other scientist in the world that has worked on HIV/AIDS has used these experiments 

as THE foundation for their own work. They refer back to it as if it is set in dogmatic stone. 

Because this doesn’t affect the lives of most people reading this most of you will probably 

say that this isn’t a big deal. Well let me put it another way to see if I can change your mind: 

Imagine you were chef who works for king, now this king is a very strict vegetarian - he 

absolutely despises meat - so much so in fact that he has made it known to his subjects that 

if they ever gave him even the tiniest bit of meat to eat, he will have them executed! 

Another chef, who is both sociopathic, and your rival, is speaking to the king one day and 

he tells him that he has heard that you are slipping him a little met every day in his food - 

Now, you can imagine how angry this king would be when he was told this can’t you?  

Fortunately for you, this king has been enjoying your food for all the years you have worked 

for him, so rather than just execute you right away, he says to the other chef that he will 

give him a job as your assistant, he tells him that he is to select the ingredients for his 

meals while you are to keep cooking these meals. The other chef is told that if he is 100% 

sure you have given him any meat that day he is to inform the king who will send the meal 

away to be tested by scientists, and if any trace of meat is in the dish, - Off with your head! 

You are oblivious to all of this, but you still readily accept your new assistant because it 

lightens your load slightly which means you get to spend an extra hour or two with your 

family each day. 

The next day while you are talking to the king’s butler (and most trusted servant) Pierre in 

the kitchen, you happen to be watching this other chef and you see him putting some bones 

into the soup pot. You remind him that the king hates meat, but the other chef says that an 

eminent scientist has told him that bones don’t have any meat content anymore and that it’s 

okay. You are pretty sure that they do have some meat in them, and you say to him that he 

should make another pot without any bones in it, but the other chef is totally adamant, and 

science in the kingdom is both pretty thorough and well trusted, so you after a heated 

debate, were he remains 100% adamant throughout, you decide to take his word for it. 

When it gets to supper time the meal is presented to the king. (And at this point you still 

trust what the scientist had told the other chef when they said bones have no meat content).  

But, before the king takes his first mouthful the other chef suddenly stands up and shouts 

“Your majesty he has tried to give you meat in your soup! In fact I am 100% certain that if 

you send this away to be tested it will contain some traces of meat!”    

Would you now trust what the other chef told you when he said science has proven there is 

no meat in bones? Would you be willing to put your life “in the hands” of what you had been 

told by him? - Would it be worth gambling your life on? Or, would you, like me, be telling the 

king the following too: 

“That sneaky motherfucker put some bones in your soup your majesty! He said to me that 

some scientist told him there’s no meat in bones. I didn’t believe him and I told him to make 

another pot with no bones in it. You can ask Pierre if you don’t believe me, he saw it too!” 

Wait until it’s YOUR life, or that of your child, that hangs in the balance, and only then 

decide how important or trivial these experiments really are. - Millions of people are given 



an AZT death sentence based on the imprecise conclusions, and incredibly shaky 

foundations, that were built on these fundamentally flawed experiments. 

 

In their third experiment they managed to outdo themselves they managed to compound 

error, upon error, upon error! 

Before we look at it let me preface this part on the proteins etc with this little caveat from 

Has HIV really been isolated? By Todd Miller todd33 at ix.netcom.com Mon Oct 28 18:51:06 
EST 1996: 

This summary of their larger article, "The Isolation of HIV: Has it Been Achieved?  The Case 

Against", currently published in the Sept/Oct, 1996 issue of _Continuum_, is posted with the 

authors' consent.  I will post the larger article in 3 parts (about 85K each); it is also 

available at http://www.xs4all.nl/~raido/frontnews.htm  

I would think this article deserves a serious response from the HIV establishment.  

Duesberg's book, "Inventing the AIDS Virus" (Regnery, 1996) argues that HIV is a harmless 

retrovirus. The Australians argue that the phenomena (PCR and antibody) associated with 

"HIV" are artefacts of either endogenous retroviral activity, or as I posted recently, of the 

body's antibody response to other microorganisms, notably yeast, fungi, and mycobacteria. 

Their theory is that oxidative stress, coming from various sources common to the known 

risk groups for AIDS, can result in many of the phenomena (AB+ and PCR+).  

Todd Miller, PhD  
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anyone providing scientific proof for HIV isolation. Following this challenge a series of 

articles were published and below is presented the case against (Continuum, 

September/October 1996 Supplement pages 1-24). The BARE ESSENTIALS of the Eleopulos 

and colleagues paper are:  

1. No researcher has yet presented evidence for the isolation of any particle, retroviral-like 

or otherwise, proven to be a retrovirus by virtue of demonstrating its ability to produce 

exact copies of itself when placed in an "uninfected" cell culture. Although the method for 

retroviral isolation was thoroughly discussed at and published by the Pasteur Institute in 

1973 no HIV researcher has yet presented evidence for HIV isolation by this method. 

2. It is invalid to speak of HIV particles, HIV proteins, HIV RNA or HIV DNA (cDNA) or even 

entertain the notion of HIV antigens or molecular or viral cloning without such proof.  

3. The detection in culture fluids of reverse transcription of the primer-template A(n).dT15 

is not specific proof for the presence of a retrovirus. 

4. The "HIV proteins" are defined as the subset of proteins (approximately 20%) of the 

proteins present in cultures/co-cultures of tissues from AIDS patients which react with 

some antibodies present in some AIDS patient sera. However, it is not possible to declare 

any protein a component of a unique, exogenously acquired retrovirus by means of an 

antigen/antibody reaction. 

5. There is no proof that any of the "HIV proteins" are coded by the "HIV genome". And, for 

example, in a computer-assisted analysis of the amino acid sequences of the envelope 

protein complexes derived from the nucleotide sequences of seven AIDS virus isolates, it 

was reported that gp41 protein, which should have a molecular weight of 41,000, had a 

calculated weight of 52,000 to 54,000.  

6. There is disagreement as to which are the "specific" HIV proteins and thus which proteins 

are significant in defining HIV infection on the basis of the HIV Western blot antibody test. 

Presently, worldwide there are at least ten major sets of criteria for defining a positive HIV 

Western blot and hence HIV infection. Thus positivity and infection in some institutions or 

countries is not positivity or infection in others. 

7. The "HIV RNA" and "HIV DNA" are defined on the basis of length (approximately 10,000 

nucleotides) and chemical composition (adenine rich) of all the RNA present in cultures of 

tissues of AIDS patients, NOT on the basis of RNA extracted from a particle first isolated and 

then proven to be a retrovirus.=20 

8. In 1990 the HIV genome was said to consist of ten genes. This year Montagnier reported 

that HIV possesses eight genes and according to Barr=82-Sinoussi, HIV has nine genes. 

Neither is there constancy of the number of nucleotides in the "HIV genome". Also, to date, 

only 11 full length "HIV genomes" have been sequenced and accordingly, HIV genotype 

consignments are derived from sequence analysis of subgenomes measuring 2% to 30% of 

the total. The data is that such "genomes" vary between 3-40%. (If 30% of the HIV genome 

varies as much as 40%, how much does 100% of the HIV genome vary? In the HIV Western 

blot, how can an HIV producing one set of proteins detect antibodies that are produced in 

response to the set of all other disparate "HIV genomes"? When does "HIV" become some 

other entity?). Thus, not only are there no two HIV genomes of the same length or 

nucleotide composition, there is no single genetic entity "HIV DNA" to describe the myriads 

of "HIV  genomes". It is also estimated that patients contain between one and one hundred 

million distinct HIV DNAs at the one time. Neither is it correct to encompass such DNAs 

under the umbrella of a quasispecies of "closely related genomes". 

9. Even if there were proof for the isolation of a unique, exogenously acquired retrovirus 

with a unique stretch of RNA (cDNA), there is no evidence for the cloning of HIV. 

 



10. There are many mechanisms, all well known to retrovirologists and which have nothing 

to do with the acquisition of an exogenous retrovirus, that may explain all the "HIV 

phenomena", that is, the generation of particles, proteins and nucleic acids in AIDS patients 

or in cultures/co-cultures of tissues from AIDS patients. For example, the types of cells used 

to "culture HIV" may exhibit such phenomena independently of being "infected with HIV". 

11. Neither the HIV antibody tests nor the HIV genomic tests have been appraised by 

reference to the only scientifically valid gold standard, HIV isolation. Notwithstanding, in 

one study, the concordance between HIV serology and "HIV DNA" varied between 40-100% 

and in another study only 74% of patients were positive for plasma "HIV RNA". In "Seven 

French laboratories with extensive experience in PCR detection of HIV DNA", the data 

revealed that of 138 samples shown to contain "HIV DNA", 34 (25%) did not contain "HIV 

antibodies" while of 262 specimens that did not contain "HIV DNA", 17 (6%) did contain "HIV 

antibodies". 

12. Regardless of the above, for retrovirologists, proof of the existence and pathogenicity of 

a given retrovirus is contingent upon demonstration of specific antibodies to retroviral 

proteins. The significance of this fact is demonstrated by the example of HL23V, the "first" 

human retrovirus discovered by Gallo in the mid 1970s, By 1980, the demonstration that 

antibodies to HL23V were non-specific led to its precipitous demise, so much so that Gallo 

now never mentions his "first" virus and regards HTLV-I as the "first" human retrovirus. In 

addition to the evidence presented in the Eleopulos et al 1993 Bio/Technology paper, 

further data is presented that the 88% of AIDS patients infected with one or more fungal 

(including Pneumocystis carinni) or mycobacterial species contain antibodies to such 

organisms which may cross react with "HIV proteins" found in the HIV Western blot. Thus it 

is impossible to claim that such diseases are caused by HIV on the basis of an antibody test 

or that "HIV seropositivity" in such patients is caused by HIV. (My Note. More mycobacteria!) 

To get back to the video and experiment three... 

 

They mixed this second culture (the one that contained the mixture that could and would 

produce reverse transcriptase activity WITHOUT any virus being present) with cells taken 

from an umbilical chord. 

And because again they saw (the totally to be expected WITHOUT THERE HAVING TO BE ANY 

VIRUS PRESENT!!!!!!!!) reverse transcriptase activity....They concluded they had magically 

transferred “the virus” to these new cells 

They then sent this away (just to “prove” their well shaky case) to be looked at under an 

electron microscope to look for their “new virus”. They found what they thought was a type 

“C” particle and declared that they had duly transferred this (let’s face it made up) virus 

into the placental tissue.  



The only thing is.... 

 

 

Montagnier et al Science 1983 

So now after finding something else that was ALREADY THERE, they go on to try and “purify” 

this “virus”...  

A thousand and one words is worth more than a picture 

Imperfections and disbelief aside, Montagnier’s single “stamp sized” image convinced the 

Pasteur Institute team and subsequently many others that BRU’s cells were infected with a 

retrovirus now known as HIV. But, as computer scientist John McCarty once spoofed, “a 

thousand and one words is worth more than a picture”. The Perth Group has expended at 

least this many words explaining why Montagnier’s electron micrograph is problematic to 



say the least. As mentioned, professional electron microscopists refrain from reporting the 

presence of virus-like particles as viruses. In fact, when interviewed by Djamel Tahi (see 

below) Montagnier said electron microscopy is not sufficient to prove a particle is a virus. 

Furthermore, whatever the nature and origin of Montagnier’s particles they cannot be HIV 

even if HIV did exist somewhere else in the Universe. HIV is classified in the Retrovirus 

subfamily known as lentiviruses. Montagnier’s particles were not reported as lentivirus 

particles. Montagnier and Barré-Sinoussi reported them as “typical” type-C retroviral 

particles, and type-C particles belong to a different subfamily of retroviruses. Which means 

even if these particles were a retrovirus Montagnier could not have discovered HIV. Humans 

are not chimpanzees. 

EM of budding particles 

Budding type-C particles are ubiquitous. They can be found in all manner of biological 

material ranging from insects to mammals. Significantly, they are seen in virtually all 

normal placentas. Umbilical cord blood flows through the placenta for many months which 

means umbilical cord blood lymphocytes are continuously in intimate contact with the 

placental cells that produce the type-C particles. No one knows why placentas harbour type-

C particles but the fact they do is another reason to reject Montagnier’s claim that the 

particles visualised in his third experiment originated from BRU. There is also direct 

evidence that human umbilical cord lymphocytes produce retrovirus-like particles. 

Montagnier’s type-C “HIV” particles belong to the same genus as placental particles 

 

After they found what was already there, they thought they’d try and purify it. 



  

 

I know this breaks the flow but I have to slip this in now, it’s too good to pass by at this 

point. 

 

 



These are statements are revealed later in the presentation, I think they should be shown 

now myself. 

 

Here’s what purified virus should look like. NOTICE IT’S ONLY VIRUS, AND NOTHING ELSE. 

 

 



The mixture is spun for 15 minutes, all the heavier debris falls to the bottom of the test 

tube while the virus particles and other lighter microscopic debris remains nearer the top. 

They then take a sample from the lighter supernatant and inject this into what is basically 

just a mixture of sugar in water - called the sucrose density gradient. - This makes a 

solution that is heavier, or denser, at the bottom, and thinner, or less dense, as it gets to 

the top, this has the effect on the particles introduced of making them fall into neat “strata” 

that can be used to determine which level all the virus particles will “float at”. I said “float 

at” because that’s how this works, particles can’t go down into the thicker mixture without 

“bobbing back up” to their natural level: The example given is a tennis ball in water - you 

can hold it down but the second you let it go it floats back to the level it’s relative weight 

and buoyancy demands, in this case (with the tennis ball) on top of the water because it is 

lighter than the water. 

 

 



As it says retroviruses are well known to sit at very precise universally agreed upon and 

accepted level of 1.16 grams of “sugar” per millilitre of water. 

 

The diagram above shows the level that retrovirus particles will gather - 1.16 g/ml. 

 

NOTICE THAT THEY FOUND THREE PROTEINS AT THIS LEVEL SO RETROVIRUS PROTEINS. 

 

The three proteins that were found in their 3rd experiment were p80, p45/41, and p24.  

The only problem with this finding is that it is missing most of the proteins that supposedly 

make up HIV!! 

HOW CAN THEY POSSIBLY HAVE ISOLATED HIV WHEN MOST OF THE PROTEINS THAT ARE 

SUPPOSED TO MAKE UP HIV ARE NOT PRESENT? 



The next diagram will show you what I’m talking about, as it shows you all of the proteins 

that are required to make up HIV/AIDS. 

Here is mock up of the “supposed” virus (Nobody has a real picture of it!) with all of its 

proteins shown by molecular weight. 

 

Notice p80 wasn’t present in this diagram even though it is present in the retrovirus protein 

level! 

 

They initially say that this one p41 is the most important protein, the one that defines HIV. 

 



Yet here we have the two co-discoverers of HIV/AIDS disagreeing on that crucial point! - You 

should also pay attention to the fact that p66 is the reverse transcription protein. - YET IT IS 

NOT PRESENT IN WHAT THEY “FOUND” AFTER THEIR 3RD EXPERIMENT!!! 

 

Montagnier says p24 is the important one not p41. 

The p41/45 protein 

In AIDS research, the p41 and p45 bands are considered to represent one and the same HIV 

protein. 

1. Like Gallo's group, Montagnier's team one year earlier, found that AIDS sera reacted with 

a protein p41/45 from the AIDS cultures and which in sucrose density gradients, banded at 

1.16 gm/ml. However, from their data they considered that the p41 band "may be due to 

contamination of the virus by cellular actin which was present in immunoprecipitates of  

ALL cell extracts" that is, of "HIV infected" as well as NON INFECTED cells and cells infected 

with HTLV-I. 

Although Gallo's group did not find such a reaction with p41 in non-infected cells, they did 

find a p80 protein and concluded that the reaction was "non-specific".  However, at present 

it is known that p80 as well as two additional "HIV proteins", p120 and p160, are oligomers 

of p41.44  Which protein (band), p41, p80, p120 or p160 is detected in a given WB 

depends on the culture and WB conditions, including temperature and the concentration of 

sodium dodecyl sulphate used to disrupt the proteins which band at 1.16 gm/ml;45 

2. Actin is an ubiquitous protein present in all cells including bacteria and several viruses. 

Well known retroviruses such as the mouse mammary tumour virus have also been shown 

to contain actin of cellular origin and it has been postulated that this protein plays a key 

role in both retroviral assembly and budding;46,47  

3. Platelets from healthy individuals also contain a p41 protein which reacts with sera from 

homosexual men with AIDS and immune thrombocytopenic purpura (ITP) and which 

"represents non-specific binding of IgG to actin in the platelet preparation".48 

HIV taxonomy: A trinity  

Montagnier’s particles are not lentivirus particles and neither are the particles Gallo 

reported in 1984 (also type-C). Even today there is still no agreement as to the 

classification of HIV particles. Leung asks if the different appearances “is that big a deal”. It 



is “that big a deal” because viruses are not proteins or RNA or DNA, they are particles and 

their morphology is a fundamental determinant of their identification. A virus particle 

cannot simultaneously be three different morphologies. Yet, over the years, including at 

least up until 2005, different laboratories have classified the HIV particle as type-C, type-D 

and lentivirus particles, that is, into two subfamilies and three genera. This is no different 

from reporting one and the same mammal as human, a chimpanzee and an orang-utan. 

The p24/25 protein 

1. Apart from a joint publication with Montagnier where they claim that the HIV p24/25 is 

unique, Gallo and his colleagues have repeatedly stated that the p24s of HTLV-I and HIV 

immunologically cross-react;50 

2. Genesca et al51 conducted WB assays in 100 ELISA negative samples of healthy blood 

donors; 20 were found to have HIV bands which did not fulfil the then (1989) criteria used 

by the blood banks for a positive WB. These were considered as indeterminate WB, (WBI), 

with p24 being the predominant band, (70% of cases). Among the recipients of WBI blood, 

36% were WBI 6 months after transfusion, but so were 42% of individuals who received 

WB-negative samples. Both donors and recipients of blood remained healthy. They 

concluded that WBI patterns "are exceedingly common in randomly selected donors and 

recipients and such patterns do not correlate with the presence of HIV-1 or the 

transmission of HIV-1", "most such reactions represent false-positive results"; 

3. Antibodies to p24 have been detected in 1 out of 150 healthy individuals, 13% of 

randomly selected otherwise healthy patients with generalised warts, 24% of patients with 

cutaneous T-cell lymphoma and prodrome and 41% of patients with multiple sclerosis;52 

5. Conversely, the p24 antigen is not found in all HIV positive or even AIDS patients. In one 

study, the polymerase chain reaction (PCR) and p24 were used to detect HIV in patients at 

various CDC stages from asymptomatic to AIDS. p24 was detected in 24% patients and HIV 

RNA in 50%;53 

6. In another study, "In  half of the  cases in which a subject had a positive p24 test, the 

subject later had a negative test without taking any medications that would be expected to 

affect p24 antigen levels...the test is clinically erratic and should be interpreted very 

cautiously".54 
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From Evidence-based scientific responses to Jeanne Bergman re House of Numbers 

By: Eleni Papadopulos-Eleopulos, Valendar F. Turner, John M Papadimitriou, David Causer 

Philip Mortimer: “Diagnosis of HIV infection is based almost entirely on detection of 

antibodies to HIV, but there can be misleading cross-reactions between HIV proteins and 

antibodies formed against other proteins, and these may lead to false-positive reactions. 

Thus, it may be impossible to relate an antibody response specifically to HIV infection”69 

(emphasis added). 

Elizabeth Dax (co-author with Niel Constantine) does not appear to understand the concept 

of a gold standard, much less the absolute need for a gold standard in establishing the 

specificity of an antibody test.25 

There being no gold standard, “final” or otherwise, for the “HIV” antibody tests, Blattner, 

Gallo and their colleagues used AIDS as the gold standard. It is greatly ironic that Bergman 

herself knows this is wrong. She correctly defined specificity as “recognizing everyone who 

is a true negative, who doesn’t have the virus or whatever is tested for” (emphasis added). 

The “HIV” antibody tests are tests for “the virus” “HIV”, not AIDS. If a scientist uses AIDS as 

a gold standard he obtains the sensitivity and specificity of a test for AIDS, not “HIV”. Yet, 

the title of the Blattner and Gallo paper is “Screening Test for HTLV-III *“HIV”+ (AIDS Agent) 

Antibodies”. This title is not justified by the data. The only time AIDS can be used as a gold 

standard for the “HIV” antibody tests instead of “HIV” is if there is proof that: (a) “HIV” 

causes AIDS and; (b) no other agent causes immune deficiency and the diseases which 

constitute the clinical AID syndrome. This is not the case now and never has been. Indeed, 

although the title of the Blattner and Gallo paper refers to “HIV” as the “AIDS Agent”, in the 

text they state: “HTLV-III has emerged as a LIKELY etiologic agent of the acquired immune 

deficiency syndrome (AIDS)”70 (emphasis added). 

In 1984 Gallo used the antibody test to obtain “clear-cut evidence” that “HIV” is the cause 

of AIDS while in the above paper he used the presence of AIDS as a gold standard to prove 

that the antibodies are specific to “HIV”. This is a circular argument in which “HIV” is 

bypassed. Furthermore, as already mentioned and as Bergman fully understands, if AIDS is 

used as a gold standard, since the vast majority of people who test positive do not have 

AIDS, the vast majority of positive tests are false positives. 

Niel Constantine, who appears in the House of Numbers, wrote a text book38 entitled 

“Retroviral testing and quality assurance. Essentials for laboratory diagnosis”. Addressing 

the determination of test parameters he wrote: “All serological confirmatory tests have 

guidelines or criteria that must be met to determine whether result fulfils the requirements 

to classify the sample as HIV positive, negative, or indeterminate. These criteria have been 

determined in two ways. First, manufacturers of test kits have predetermined the 

requirements for results based on studies of individuals who have been classified as 

positive or negative by other means (clinical status, culture etc.) (emphasis added)”. 

Constantine’s last sentence affirms the requirement for a gold standard: “...individuals who 

have been classified as positive or negative by other means”. The “other means”, that is, 

the gold standard is “clinical status, culture, etc”. If the clinical status “AIDS” is the gold 

standard for “HIV” then why do we need antibody tests? “Culture” means culturing a blood 

specimen from a patient and then adding an antibody that reacts with Montagnier’s p24 

protein. This is nothing more than an antibody test where the unknown is reversed. That is, 

instead of adding unknown antibodies to a known antigens, a known antibody is added to an 



unknown antigen. However, no matter what is given, it is still the same antibody test and an 

antibody test cannot be its own gold standard. The Perth Group will award a prize to anyone 

who can provide a scientific definition of an “etc.” gold standard. So much for “evidence- 

based science”. 

Since to date nobody has proven the specificity of the antibody tests for “HIV” infection by 

the use of an “HIV” isolation gold standard, it is unreservedly valid to ask whether the 

antibodies that react with the test kit antigens are induced by factors or antigens that are 

not in any manner related to a putative retrovirus “HIV”. 

According to Constantine et al: “The best antigen preparations to detect established HIV 

infection are viral lysates because these contain native antigens from virtually all structural 

components of the virus”. “Viral lysates” is the material from the culture supernatant which 

in sucrose density gradients bands at the density of 1.1 6g/ml. The most important “viral 

proteins” used in the “HIV” antibody tests are p24, p32, p41, p12: and p16:. However, as 

stated earlier, in the “viral lysates”, where Montagnier identified the “HIV” p24, there was 

only cellular debris, no retroviral particles. That is, according to the “evidence-based 

science”, p24 is a cellular protein. 

Also according to Constantine: “The gp16: molecule is a precursor, being subsequently 

cleaved to form gp120 and gp41...It has been demonstrated that the gp160 antigen on 

Western blots may actually be tetramers [X4] of the gp 41 antigen (and not the precursor 

env protein); this may occur during the disruption and electrophoresis procedures. 

Therefore, antibody reactivity to the gp160 antigen (and gp41) may actually represent 

reactivity to gp41 only. Also, the env specific antigen in the position of gp120 is in fact a 

mixture of the trimer *X3+ of gp41 and true outer membrane protein gp12:”. Hence there 

is no evidence that the p120 or p160 band on the Western blot contain any protein other 

than p41. According to Montagnier, p41 is the cellular protein actin and Bess et al have 

published data that all the “HIV” proteins with molecular weights higher than 3:,::: 

(including p41) are all cellular proteins. In other words, none of the protein antigens from 

the “viral lysates” used in the “HIV” antibody test kits are viral. Rather they are all cellular 

proteins. 

Bergman admits that individuals who have autoimmune diseases but not AIDS may react in 

the “HIV” antibody tests.  

When BRU’s serum (antibodies) was added to the proteins in the 1.16g/ml band three 

proteins were found to react - p25, p45 and p80. They did not provide any additional 

information on p8: but it was not designated an “HIV” protein. p45 was said to be cellular 

and p25, now known as p24, and the antibodies which reacted with it, to be “HIV”. Because 

the p25 (p24) protein did not react with antibodies directed against the retrovirus HTLV-I 

p24 protein, Montagnier claimed he had discovered a new human retrovirus. One should 

note that since Montagnier discovered only one “HIV” protein, p24, not only had he 

discovered a new retrovirus, he had also discovered the world’s first (and only) “one 

protein” retrovirus. 

 

One does not have to be a scientist to realise that if two out of the three proteins present in 

“purified” virus are not “HIV” then the 1.16 g/ml band cannot be “purified” virus. If two 

proteins are not “HIV” then why is the third? And on what basis are the antibodies which 

reacted with p24 “HIV”, while those that reacted with p45 and p8: not “HIV”? The scientific 

truth came to light in 1997 during an en camera interview Montagnier gave to the French 

investigative journalist Djamel Tahi. In response to the question “But there comes a point 

when one must do the characterisation of the virus. This means: what are the proteins of 

which it’s composed?”, Montagnier replied: “analysis of the proteins of the virus demands 

mass production and purification. It is necessary to do that”. Yet in response to further 

questioning he admitted he and his colleagues did not purify HIV. “I repeat we did not 

purify”.22 

 



The minimum absolutely necessary but definitely not sufficient condition for Montagnier to 

claim his solo p24 protein is an “HIV” protein is to have proof for the existence of at least 

some particles with the morphology typical of retroviruses in the 1.16 g/ml banded 

material. Montagnier did not publish electron micrographic images of the “purified” virus 

hence, during the same interview, he was asked why not. His answer was stunning. He said 

that in the “purified” virus, even after a “Roman effort”, Charles Dauget, the Pasteur 

Institute electron microscopist, was unable to find any particles with “the morphology 

typical of retroviruses”. Much less purified particles of any morphology. In a subsequent 

interview with the same journalist Charles Dauget himself confirmed that the “purified 

labeled virus” consisted of cellular debris. There were no retroviral particles at all in the 

“purified” virus (DT personal communication). 

 

This is as good “evidence-based science” as one can get that Montagnier and his colleagues 

never had proof for a retrovirus in any of their cultures or the patient BRU. And the most 

specific “HIV” protein, p24, is nothing more than a cellular protein. 

...  

The “science” behind Montagnier and his colleagues’ claims  

Montagnier considered the detection of RT activity in the three consecutive cultures and the 

type-C particles in the third culture poof that the cultures were infected with a retrovirus. 

The next task was twofold: (a) obtain the viral proteins; (b) prove they are unique. That is, 

he had a new virus. Since he claimed to have purified the virus an electrophoresis of the 

1.16 g/ml density gradient material should have provided him with the expected 10 or so 

viral proteins – by definition. And no other proteins. Then he had to show these proteins did 

not belong to HTLV-I or HTLV-II. The only exact way of achieving this was to determine the 

amino acid sequences of the relevant proteins. If these were different then Montagnier 

could claim the retrovirus was new. But this is not what Montagnier did and what he did do 

precludes any notion of having discovered a new retrovirus.  

We can assume Montagnier’s “proof” was based on the following premises: If BRU was 

infected with the newly isolated and purified retrovirus his immune system would have 

produced antibodies directed against the proteins of the virus. Such antibodies would be 

present in BRU’s bloodstream (serum). If Montagnier added BRU’s serum to the viral 

proteins the antibodies would react with these proteins because they would “recognise” 

them as “their own”. On the other hand, if Montagnier added antibodies directed against the 

proteins of HTLV-I or HTLV-II there would be no reactions because these antibodies would 

not “recognise” these proteins because they belong to a different virus. Indeed when this 

experiment was performed with the BRU serum three antibody/protein reactions were 

reported. Montagnier claimed that one (surprisingly not all three) of the antibodies was an 

HIV antibody and the protein it reacted with was an HIV protein.  

Montagnier’s new retrovirus HIV: One protein and no reverse transcriptase  

Montagnier found that antibodies in the BRU serum reacted with three proteins: p25, p45 

and p80. Let us apply The Royal Society maxim to this experiment:  

“Three hundred and fifty years of an endeavour which is built on respect for observation, 

respect for data, respect for experiment. Trust no one, trust only what the experiments and 

the data tell you” (B1 below).  

We can see what “the experiments and the data tell you” by inspecting Figure 3 in 

Montagnier’s paper – the photograph of his gel electrophoresis. Although not shown in The 
Emperor’s New Virus? We can study and interpret the photograph here. 



 

Figure 3: Montagnier et al Science 1983 

Part A of this figure shows several lanes with dark lines/bands where various antibodies 

have reacted with proteins present in a cell extract of the BRU culture. However, what 

interests us is part B of this photograph. This is where antibodies are added not to a cell 

extract but to the “purified virus” material. Lane 1 of part B is the experiment where BRU’s 

antibodies are added to this material. Who can see even one line/band in this lane? Even 

where Montagnier has placed a two-headed arrow, said to be pointing at a p25 protein, is it 

possible to see a line/band similar to those seen in part A of Figure 3? Indeed who can see 

any protein bands in any position in any of the lanes in figure 3B? If we “Trust no one, trust 

only what the experiments and the data tell you” what do the data tell you? Several years 

ago a member of the Perth Group showed Montagnier’s figure 3B (blinded) to a leading 

HIV/AIDS expert and asked what he saw. After three seconds his reply was “nothing”. A rare 

occasion on which a protagonist and dissident agreed yet the expert was looking at the 

evidence for the first “isolation” of “HIV”.  

Nonetheless, Montagnier interpreted figure 3B as follows:  

1. p45 is a cellular and hence non-viral protein. In his paper Montagnier said p45 “may be 

due to contamination of the virus by cellular actin”. Subsequently, in other publications he 

said this protein was actin, a ubiquitous cellular protein with a molecular weight reported 

between 41-45K.  

2. p80 was not further mentioned (but in a subsequent paper Montagnier said it was also a 

cellular protein).  

3. p25 is the only protein of the three said to belong to the new retrovirus. (Nowadays 

Montagnier’s p25 is regarded a p24 protein, confirming the imprecision inherent in using 

gel electrophoreses to determine molecular weights. Similarly, Montagnier p45 protein is 

now a p41 protein, an even larger discrepancy).  

4. Since antibodies to the HTLV-I p24 protein (provided by Gallo) did not react with the p25 

(p24) protein of the “purified virus” Montagnier claimed this proved his virus was not HTLV-



I and hence was new. It appears Montagnier did not test his “purified virus” protein mixture 

with HTLV-II antibodies.  

Observations on Montagnier’s protein data  

1. If two of the three proteins were not retroviral the material was not purified. Even 

Montagnier said the material was contaminated.  

2. If two of the three proteins were not retroviral, why was p24 retroviral?  

3. If two of the three antibodies in BRU’s serum were not retroviral, what were they?  

4. If two of the three antibodies in BRU’s serum were not retroviral, why not the third?  

5. Montagnier published no evidence for the existence of retrovirus-like particles in his 

purified virus. Therefore he had no basis for claiming p24 was a constituent of a virus.  

6. Retroviruses typically consist of about 10 proteins. Where are the missing proteins?  

7. Where are the missing antibodies?  

8. There are no “one protein” retroviruses.  

9. The HIV reverse transcriptase protein (enzyme) is said to consist of two proteins, p66 

and p51, joined together. Since a p24 protein is neither a p66 nor a p51 protein, 

Montagnier’s “new virus” did not have a reverse transcriptase protein. Hence it cannot be a 

retrovirus.  

10. This proves the source of the reverse transcriptase activity Montagnier detected in all 

his cell cultures, his “proof” of the detection, isolation and propagation of a new retrovirus, 

was cellular.  

Recapitulation  

Since the evidence from the “purification” experiment is the key to proving the existence of 

Montagnier’s new virus, “a real virus”, let us recapitulate.  

1. Umbilical cord lymphocytes were cultured with supernatant taken from the second 

culture (a co-culture of lymphocytes obtained from BRU and a healthy blood donor). 

2. To quote Barré-Sinoussi, in the umbilical cord lymphocyte culture, Charles Dauguet, the 

Pasteur Institute electron microscopist, “found one lymphocyte, with a budding particle, 

typical of retrovirus, and, very close from this cell, one complete mature particle that 

resembled to a retrovirus”. In the Montagnier paper these particles were reported as 

“typical type-C”, that is, non-lentiviral (and hence non-HIV) particles.  

3. The culture supernatant was banded in a sucrose density gradient.  

4. In the 1.16 g/ml band RT activity was detected.  

5. Without any electron micrographic proof, the 1.16 g/ml band material was said to be 

“purified” retrovirus particles.  

6. Serum from BRU was added to the proteins in the “purified virus”. The patient BRU had 

previously been infected with several microbes and hence developed antibodies directed 

against the organisms that cause gonorrhoea and syphilis, as well as those directed against 

cytomegalovirus, Epstein-Barr virus and herpes simplex virus.  

7. The BRU serum reacted with three proteins: p24, p45 and p80, but no protein having the 

molecular weight of the reverse transcriptase protein.  



8. The p45 and p80 proteins and the antibodies in BRU serum that reacted with them were 

said to be non-retroviral. That is, the proteins were cellular and the antibodies auto-

antibodies.46  

9. Since two of the proteins in the “purified virus” were non-viral, obviously the “purified 

virus” was not purified.  

10. Since no electron micrographic proof was published it is impossible to claim any 

retroviral particles were present in the “purified virus”, much less purified retrovirus 

particles.  

11. Although Montagnier:  

a. had no proof that the “purified” material contained any particles with the morphology of 

retroviruses;  

b. knew that BRU’s serum contained antibodies which reacted with cellular proteins (p45, 

p80) and had antibodies that reacted with a number of infectious agents, any of which 

could have reacted with a p24 protein,47 nonetheless he claimed:  

(i) p24 was retroviral;  

(ii) p24 was the protein of a new retrovirus because it did not react with antibodies to the 

p24 protein of HTLV-I 

That is, Montagnier proved the existence of a new retrovirus.  

12. The finding that BRU’s serum contained antibodies that reacted with p24 was 

considered proof that BRU was infected with the new retrovirus, HIV.  

13. Gallo, who reviewed Montagnier’s paper for publication (and wrote the abstract), 

accepted Montagnier’s claim. So has the rest of the world.  

14. Montagnier’s p24 became the key HIV protein. Its detection in cultures has long been 

considered synonymous with HIV isolation.  

15. Serum containing antibodies to p24 was considered proof of HIV infection.  

A year later, in similar experiments, Gallo also reported a p24 protein as “HIV” but, unlike 

Montagnier, regarded p41 (Montagnier’s p45), the protein Montagnier said is the cellular 

protein actin, as a second HIV protein. Yet, like Montagnier, Gallo did not publish electron 

micrographic evidence that his “purified virus” contained retrovirus-like particles. Similarly, 

the p24 and p41 proteins of Gallo’s “purified virus” are not reverse transcriptase proteins. 

Notwithstanding, following Gallo’s publications, finding antibodies that reacted with p41 (or 

p24 or both) was considered proof of HIV infection. 

Now let’s get to the bit all the gay guys will like second best in this chapter - the knob’s... 

In 2003 Kuznetsov and his colleagues40 reported a study utilising atomic force microscopy 

that contradicted what all “HIV” experts claim. They reported that “The clusters of gp120 do 

not form spikes on the surface of the HIV as is commonly described in the literature. The 

clusters are hardly protrusions at all. We suggest that spikes, knobs, observed by negative-

staining electron microscopy may be an artefact of the penetration of heavy metal stain 

between envelope proteins. Indeed, the term “spike” appears to have assumed a rather 

imprecise, possibly misleading definition, and might best be used with caution”. In other 

words, this posits zero knobs on the so-called “HIV” particle. 

Before we get onto what the virus supposedly looks like we’ll spend little time discussing 

these “knobs” (these are one characteristic that HAVE to be there, for it is these “knobs” 



that enable the virus to latch onto other cells i.e. make it infectious) - They’re having quite a 

bit of trouble finding this protein p120 - that’s the knob protein incidentally.   

 

Here is mock up i.e. imaginary picture of AIDS with its infectious wee knobs for all to see. 

The thing is, they can’t really get any good pictures of these wee knobs because they say 

they rapidly fall off, and in the calculations they have done concerning how many they have 

supposedly “detected” they admit they could be having false positive readings of them i.e. 

They could actually be “finding” NONE! 

 

 

All HIV experts, including Gallo in this video, assert that knobs are absolutely essential for 

the particle to get inside a cell. No knobs = no infection = no replication = no virus. While 

projections can be seen on budding particles (as they exit the cell membrane) no scientist 

has proven the existence of knobs on the independent, cell-free particles. This means the 

cell-free particles cannot be infectious and hence cannot be a virus.  

Atomic force microscopy affirms knobs are an artefact  

In 2003 Kuznetsov and his colleagues from the Department of Molecular Biology and 

Biochemistry at the University of California published a study of HIV particles using a new 

experimental technique called atomic force microscopy (AFM). AFM is described in Wikipedia 
as follows:  

“AFM is one of the foremost tools for imaging, measuring, and manipulating matter at the 

nanoscale...with demonstrated resolution on the order of fractions of a nanometer... 

Information is gathered by “feeling” the surface with a mechanical probe. Piezoelectric 



elements that facilitate tiny but accurate and precise movements on (electronic) command 

enable the very precise scanning.”  

Kuznetsov reported:  

“The clusters of gp12: *the spikes/knobs are said to be composed of the “HIV” 

glycoprotein gp120] do not form spikes on the surface of HIV as is commonly described in 

the literature. The clusters are hardly protrusions at all. We suggest that the spikes 

observed by negative-staining electron microscopy may be an artefact of the penetration of 

heavy metal stain between envelope proteins. Indeed, the term “spike” appears to have 

assumed a rather imprecise, possibly misleading definition, and might best be used with 

caution”.51  

In other words, according to the most recent innovation in studying the morphological 

features of nanometre sized particles, there are no spikes/knobs on the surface of HIV. 

 

Some other experts are saying (above) that they may not even be seeing knobs at all! It 

could just be a by product of the staining process! - (thus creating another self fulfilling 

prophecy! 

 



Here is picture showing the SIV virus with its knobs (on top). The one below is of HIV, yet 

they described the knobs they can “see” here as “putative” which means supposed! 

 

 

THE PAPER ABOVE CONFIRMS THAT AS OF 1997 THE VIRUS HAD STILL NOT BEEN ISOLATED.  

YET MONTGNIER CLAIMS TO HAVE DONE SO MANY TIMES! 

BECAUSE OF THIS RATHER GLARING PROBLEM (THAT STILL REMAINS TODAY!) WITH 

ISOLATION, MANY RATHER PROMINENT SCIENTIFIC DOUBTER’S HAVE BEEN (QUITE RIGHTLY) 

ABLE TO CRITICISE BOTH THE VALIDITY OF MONTAGNIER’S EXPERIMENTS (THE ONES THAT 

WE’VE JUST BEEN LOOKING AT) AND (GOD FORBID) TO EVEN DOUBT THE VERY EXISTENCE OF 

THE SUPPOSED VIRUS THAT THEY CLAIM TO HAVE “FOUND”. -  

IN AN ATTEMPT TO FINALLY SILENCE THESE SKEPTICS AND TO SETTLE THIS MATTER, A 

NUMBER OF YEARS LATER TWO FURTHER STUDIES WERE DONE  

ONE BY AN AMERICAN TEAM AND ONE BY TEAM OF EUROPEANS. 

 - BOTH OF THESE TEAMS TOOK A LOT OF TIME, WENT TO GREAT EXPENSE, AND TRIED AS 

HARD AS THEY POSSIBLY COULD TO PURIFY THIS VIRUS  

- BUT AS YOU WILL SEE FOR YOURSELF - NEITHER OF THESE TEAMS COULD PURIFY IT EITHER. 

IF THEY CANNOT PURIFY THE VIRUS IT IS IMPOSSIBLE TO HAVE “FOUND” IT! 



 

 

This is supposedly the purified version. As you can see the “purified” HIV (on top) only has 

a couple of supposed virus particles not ONLY virus particles. Not only that, they are far too 

big to be the retrovirus they are meant to represent! These particles are all upward, and in 

most cases well over 180nm, (some more than twice that!) Retroviruses can be no bigger 

than 120nm! The thing is the NON-INFECTED sample (on the bottom) has particles (in the 

blue boxes) that resemble the so called virus particles yet obviously this sample is supposed 

to contain none. 

 



How can they pick certain ones out yet dismiss the others that look exactly the same? They 

all have no knobs, they’re too all big, and how do they tell the difference between them and 

the other particles anyway? 

This was a concerted effort to purify the culture by the way, it took loads of effort - and they 

still couldn’t purify it, look at all the other cellular debris in those supposedly “pure” 

samples of HIV! 

 

Here was a second team’s best effort, it’s just as bad. 

Here are the DNA protein strips taken from these samples. The bands work much like those 

urine tests sticks you get from the doctor. - Look at all the proteins. 

  

They all have the same proteins, just in varying degrees, EVEN THE NON-INFECTED ONE!!! 

YET THESE PROTEIN MARKERS ARE USED FOR AIDS TESTS! “C” IS NON-INFECTED LOOK AT IT!  



Remember too, one said p41 was the most important protein, the one that defined HIV as 

new and separate from all other retrovirus, and the other guy said it was p24. 

 

 

 

They’ve all got p41, they’ve all got p8:, and they’ve ALL got loads of other so called HIV 

particles that just shouldn’t be there too!  

Yet at the same time the “infected” ones are all deficient of proteins that need to be there! 

Go back and look at the picture with the molecular weights! 



 

 

 

 

Where are the missing HIV proteins? 



 

Where’s p32 for example it’s needed, as it’s supposedly HIV’s cellular protein! 

 

It wasn’t the people who done the test who wanted the proteins labelled as HIV one’s it was 

the mystery reviewer! 

 



 

 

Here we have Montagnier admitting they didn’t purify yet read what Gallo says below... 

Le Whopper magnifique monsieur Gallo... 

 

And then this next bombshell landed... 



 

This admission comes from the guy who done the electron microscopy for Montagnier - He 

admits that they have never seen the virus! 

Another major problem with Montagnier’s theory is that he identified p24 s the protein 

which makes HIV unique from any other retrovirus (it is HIV in his theory) yet if this is the 

case it has no p66 which is the reverse transcription protein. In order for it to be retrovirus 

it MUST contain p66 (The word retrovirus comes from re - (reverse) and tr (transcription) 

so without the R.T. protein it CANNOT POSSIBLY BE A RETROVIRUS!!!!!) 

 

 



 

 

 



 

 

 



   

    

 

    

If you want to stay alive, stay away from AZT whether you’ve been diagnosed with cancer or 

AIDS! Gay guys leave the poppers alone too and stop getting wrecked so much. 

Simples. 



 

These are all people who are HIV positive.  

 

As you can plainly see they all look fine. 

 

The only thing they share in common (apart from being HIV positive) is no AZT!!!! 

  



I’ll now press on with a few choice snippet’s from the rethinking AIDS website... 

2006: Luc Montagnier states that "we can be exposed to HIV many times without being 

chronically infected. Our immune system will get rid of the virus within a few weeks if you 

have a good immune system." 

2008: Luc Montagnier and Franoise Barr-Sinoussi are awarded the Nobel Prize in 

Physiology or Medicine for the discovery of the human immunodeficiency virus, HIV.  

2012: Commenting on Montagnier's 2006 statement, Franoise Barr-Sinoussi states; 

"Certainly we have to consider natural immunity to control HIV infection...Montagnier said 

that if you have a good immune system, then you can protect yourself against HIV infection. 

I think we don't have serious data to say that, in my opinion...there are a series of factors to 

be considered..." 

An Interview with Tommy Morrison Former World Boxing Organization Champion 

February 10, 2010 On top of the world in 1996, heavyweight boxing champion, star of 

Rocky V with Sylvester Stallone, winner of almost every fight, his life was turned upside 

down when he tested positive for HIV antibodies just before a fight. In 2006 he re-tested 

negative and has tested negative many times since. In an interview with Celia Farber, RA 

president David Crowe and Terry Michael, Morrison states: "HIV doesn't hurt anybody...It's a 

passenger virus, it doesn't do anything...I thought the medication was what was killing 

people." - Listen to the entire interview at HowPositiveAreYou.com:  

Speak out, Monsieur le Professeur Montagnier! 

Djamel Tahi January, 2010 

A few days ago, a video clip was posted on the Internet, which produced the kind of buzz 

that is shaking the world of AIDS research. This clip shows a recent interview with Professor 

Luc Montagnier in which he declares: “We can be exposed to HIV many times without being 

chronically infected. Our immune system will get rid of the virus within a few weeks”•  

These remarks are likely to surprise you when you discover they come from the man who 

obtained the 2008 Nobel Prize in Medicine for his discovery, in 1983, of HIV, the so called 

virus that causes AIDS. Even more surprising this is not Professor Montagniers first such 

radical statement. In 1990 he declared, on an American television program, that HIV was 

not the only cause of the syndrome AIDS (he postulated the action of infectious co factors) 

and that HIVs role might only be secondary in the destruction of the immune system of 

infected people.  

At that time, this was equivalent to completely exonerating the virus. His statement 

unleashed an outcry in the scientific community which started to associate Luc Montagnier 

with Professor Peter Duesberg, a famous American retrovirologist of the University of 

California at Berkeley, and leader of a group of dissident• scientists who, even now, keep 

questioning any involvement of HIV in causing the syndrome AIDS. In 1993 and 1998, in 

the context of a documentary film about dissidents, the Pasteur Institutes virologist 

reiterated this statement, adding that people with a good immune system were protected 

against HIV infection. So, he was already saying the same thing as today! 

But beyond the surprising nature of the French virologists statements, these remarks 

should be deciphered so that their (in)consistency gets evaluated. First of all, the steadfast 

way Luc Montagnier has been, for nearly twenty years, repeating such remarks, reveals that 

he never believed HIV could actually be the main and unique cause of the syndrome AIDS. 

Even though he has always condemned the Dissidents point of view, every new remark he 

makes brings him a little closer to their hypothesis and moves him away from the official 

thesis according to which HIV = AIDS. However, Luc Montagnier refuses to be likened to the 

Dissidents and remains one of the most fervent defenders of the official research on AIDS. 



His, to say the least, risky and acrobatic performance gives him a position that allows him 

to swing over from one side to the other depending upon whether progress or doubt is 

occurring in AIDS research. Such an attitude does not characterize great scientific courage 

or a very honest attitude towards the millions of people who have been diagnosed as HIV 

positives and are living in the fear of the disease. (My Note. Remember Pasteur?) 

Lost AIDS: Luc Montagnier’s HIV 

David Crowe December 1, 2009 

Luc Montagnier was crowned Prince of AIDS in December 2008 by the Nobel Prize for 

Medicine, being acclaimed the discoverer of LAV (now known as HIV) in a man who did not 

have AIDS (but was believed to be at risk) in 1983. One of the reasons it took almost 25 

years to award the prize must have been the question of who should be crowned. 

Montagnier is infinitely malleable but his view of HIV is far more nuanced and oftentimes 

heretical than the dogmas that have grown up around him. Gallo, everyone knew, produced 

highly questionable if not totally corrupt science, but would lash out if spurned. 

The decision to go with Montagnier must have been nail-biting. Could he keep his mouth 

shut and would Gallo keep his temper? They would be happy for the new prince to stay 

locked up in his palace, living with whatever luxuries he rang for. Nobody would care 

whether he romped with princesses, collected antique cars or stirred up new viral cultures  

all he had to do was stay on script, a vain hope because he has never done that before. But, 

maybe they were counting on a compliant media that would continue their job of not 

reporting the news. Pictures of the Prince are okay, but not his words. They were not 

counting on the young film maker Brent Leung. 

When I heard Montagnier speak in Calgary in January 2009, just after his award, he stayed 

on script for the first part of his talk, but then started on about how AIDS was a disease of 

oxidative stress, and later about how oxidative stress could be reversed through the use of 

antioxidants such as his favourite, fermented papaya. He was careful to talk about 

antioxidants in the context of other diseases he blamed on oxidative stress, not AIDS, so it 

appears that, basking in the glow of this great man of science, nobody noticed the trail of 

breadcrumbs from oxidative stress to AIDS and from antioxidants back to health. 

Filmmaker Brent Leung has now released new footage of Montagnier, far beyond what made 

the cut into his documentary, House of Numbers. During this almost entirely unedited 

interview he kept Montagnier on the subject of HIV and AIDS. All I can say is, Remarkable! 

Stunning! Shocking! Amazing! In it Montagnier states that someone with a healthy immune 

system could be exposed to HIV many times without being chronically infected and that it is 

malnutrition that makes the immune systems of Africans weak and the diseases of TB, 

malaria and parasitic infections. Water is key, clearly meaning clean water, without 

parasites and pollutants. 

When Leung asks him, If you take a poor African who’s been infected and you build up their 

immune system, is it possible for them to also naturally get rid of it [HIV]? Montagnier 

responds, I would think so. It’s important knowledge that is completely neglected. People 

always think of drugs and vaccines. 

There you have it, he’s saying that you can cure HIV! - And here is more proof of what I say 

from my own town in Scotland. 

Greenock man is HIV "miracle" 

Published 15 Nov 2005 in the Greenock Telegraph  

A 'MIRACLE' Greenock man has apparently beaten the HIV virus - holding out hope for 

millions of AIDS sufferers.  



Andrew Stimpson (25) is now being hunted by medical experts from around the globe eager 

to find out why he is now testing negative for the deadly virus.  

The former pupil of St Columba's High School said yesterday: `Maybe I hold the key to 

finding a cure`.  

Greenock-born Mr Stimpson has relatives in Largs and Erskine who aren't commenting on 

the 'medical miracle'.  

He originally tested positive in August 2002 but in another test in October 2003, Mr 

Stimpson was found to be clear of the virus. He threatened to sue the hospital when he 

thought the original results were wrong.  

But now, following another test, doctors at Chelsea and Westminster Healthcare NHS Trust 

have confirmed the negative result.  

He has said he will surrender himself to science in a bid to find a cure. But doctors who 

carried out the initial tests said he had refused to come back for more.  

His publicity agent said last night: `One of his main motivations for making his story public 

was to ensure that all the clinics and pharmaceutical companies across the world are aware 

of what happened to him so that they can contact him and then work with him to, hopefully 

and ultimately, rid the world of AIDS.`  

In weekend interviews, Mr Stimpson said: `'My doctor came into the room saying 'you've 

cured yourself! This is unbelievable, you're fantastic!'  

`But I was baffled because I couldn't understand how anyone could cure themselves of HIV. I 

realise that something extraordinary has happened to me. Maybe I hold the key to finding a 

cure.  

`After all that sunk in, I then began to realise that I had a responsibility to the world. It is a 

weird feeling to think that there is something in me which brings hope to millions of other 

people.  

`I will do everything in my power to help with research into finding a cure.`  

HIV and Aids activists were cautious about the reports and suggested further research was 

needed.  

The reason I want all of you gay guys (and the straightie’s too) to know that it can be cured 

is because as I will show you in this last article, it is of paramount importance that you have 

this one thing if you want ever to keep living - 

HOPE! 

The fact that Cancer and AIDS patients are given a “death sentence” from doctors actually 

makes it happen, because we then, in many cases, just give up on life. 

Even if you don’t have the disease!!!!! 

This next article was taken from New Scientist 02 September 2009  

The “nocebo” effect 

When western anthropologists first heard reports of witch doctors who could issue 

deadly curses, they quickly found rational explanations. The families of the cursed often 

felt there was no point wasting food on the "walking dead", for example. That's why many 

of the cursed would die: simple starvation. 



However, other case histories have come to light that defy attempts to explain them. In 

the 1970s, for example, doctors diagnosed a man with end-stage liver cancer, and told 

him he had just a few months to live. Though the patient died in the predicted time, an 

autopsy showed the doctors had been mistaken. There was a tiny tumour, but it had not 

spread. It seemed the doctors' prognosis had been a death curse. 

Though the mechanism remains a mystery, but at least now this kind of phenomenon has 

a name. The "nocebo effect" is the lesser-known opposite number of the placebo effect, 

and describes any case where putting someone in a negative frame of mind has an 

adverse effect on their health or well-being. Tell people a medical procedure will be 

extremely painful, for example, and they will experience more pain than if you had kept 

the bad news to yourself. Similarly, experiences of side effects within the placebo groups 

of drug trials have shown that a doctor's warning about the possible side effects of a 

medicine makes it much more likely that the patient will report experiencing those 

effects. 

This is not just in the mind: it is also about physical effects. The stress created by the 

nocebo effect can have a long-lasting impact on the heart, for example – perhaps serious 

enough to cause fatal damage. 

The race is on to understand the precise mechanisms behind nocebo. Medical 

researchers are hoping that such an understanding will help to make the world a less 

stressful place. "It is a good way to understand anxiety, and to find methods to prevent 

it," says Fabrizio Benedetti of the University of Turin, Italy. 

Never give up hope. 

Now I hope that this chapter helps to prove to the gay guys that I have nothing against gay 

people whatsoever, in truth I’d probably be the first guy to jump in and stick up for you if 

any of you were being bullied or picked on in front of me.  

I only deal in facts guys, and I’m sorry that some of those facts that I presented earlier will 

seem rather unpalatable to most of you - at the end of the day though whatever you think of 

me personally is largely irrelevant - because they will still remain facts at the end of the day. 

As I have been maintaining from the start of this work - this is all about population control. 

This chapter was put together after many years of research and it was all to try and save 

YOUR lives. Remember that.  

I will finish this by adding (at the last possible second) some of the rest of the AIDS stuff I 

have that I hadn’t used yet. I wasn’t going to give you this because I’ve been pitching, and 

I’m backing, the “natural immunity levels are low for ALL OF US, BUT ESPECIALLY FOR 

IMMUNO-SUPPRESSED GAYS (AND JUNKIE’S) angle.” But I thought I’d now add this stuff 

anyway, because looking back, I think you’ve learned enough to really “get it” now. 

Consider that mycoplasma weaponised article I shared at the beginning, I think they gave 

some of you guys a bit more of a dose - (An African dose maybe? Which they couldn’t get 

away with in big city or four) - I mean to say that, I suspect that they gave them more than 

they could have, and not been obvious. 

In her courageous and well documented two volume book Some Call It AIDS - I Call It 

Murder, Dr. Eva Snead writes [quoting:] 

 

According to Robert Lederer's Chemical-Biological Warfare, Medical Experiments, and 

Population Control, "U.S. CBW [chemical-biological warfare] has been used primarily for 

counter-insurgency operations against Third World peoples struggling for self-

determination, and destabilization of Third World governments which have thwarted U.S. 

http://www.newscientist.com/article/mg20227081.100-the-science-of-voodoo-when-mind-attacks-body.html
http://hal9000.cisi.unito.it/wf/DIPARTIMEN/Neuroscien/Fisiologia/Staff/Professori/EmbeddedText.htm_cvt.htm


domination. It has been directed in direct attack against various adversaries; early records 

take us back to as early as 1763, when white colonial settlers gave smallpox-infected 

blankets to Native Americans who sought friendly relations. Many died as a result." The 

tactic was repeated during the "Trail of Tears" of the 1800s.  

 

The examples are numerous and abhorrent, and my mind entertains the possibility that 

even the great flu pandemic that swept the planet in 1917-1919 was a result of deliberate 

or accidental biologic accidents: soldiers as carriers of innumerable and unpredictable 

microorganisms, transmitted by what was called serum therapy and prophylaxis, crude 

vaccines administered to people who were immune-suppressed by the administration of so 

many antigens, as well as by host vs. graft reactions to the serums, and by the use of 

lindane (Kwell) and other parasite-killers.  

 

Not only is CBW unhealthy for its victims, but can seriously endanger those who tell the ugly 

truth. "In 1958 the Eisenhower administration pressed sedition charges against three North 

Americans who had published the germ warfare charges in China Monthly Review, John W. 

Powell, Sylvia Powell and Julian Schuman, but failed to get convictions."   

 

An interesting connection between CBW and vital illnesses, including AIDS is derived from 

the reported infestation of Cuban pigs with African Swine fever in 1971 and 1980. African 

Swine Fever virus was found in some AIDS cases and the researchers that worked in the 

perusal of such connections found themselves attacked by academia.  

 

Some researchers believe that one of the most dangerous places on Earth, because of its 

biologic weapons against livestock and food plants is Plum Island, N.Y., where exercises in 

bio-warfare as described above, are allegedly practiced.  

 

Lederer describes the fantasies of the military in their search for an ultimate weapon. In 

1969, a military official testified before Congress: Within the next 5 to 10 years, it would 

probably be possible to make a new infective micro-organism which could differ in certain 

important respects from any known disease-causing organisms. Most important of these is 

that it might be refractory [resistant] to the immunological and therapeutic processes upon 

which we depend to maintain our relative freedom from infectious disease."  

 

Before the coining of the acronym AIDS, Porton Down Laboratories, the CBW of the British 

Army reported the successful transmission of genes between different strains of plague 

bacillus. The 1985 U.S. government study reported to the President's Chemical Warfare 

Review Commission "the predictable likelihood of new agents being developed for which no 

vaccines or counter-agents are known or available."  

 

In November 1970, Carl A. Larson reportedly wrote in Military Review that "ethnic chemical 

weapons ... would be designed to exploit naturally occurring differences in vulnerability 

among specific population groups." Reportedly South Africa pioneered research into 

diseases which afflicted only black people.  

 

The pretence that AIDS exists as an independent reality, and that it is sexually transmitted 

has been used to convince people to use condoms. Besides the overt purpose of such 

practice, condoms are contraceptives that reduce birth rate. People who would not 

voluntarily practice birth control because of their religious persuasion, may be seduced by 

a belief in hygiene, to practice involuntary family planning.  

 

"Population control of the Third World has been a policy goal of U.S. officials for many 

years. In 1977, Ray Ravenhott, director of the population program for the U.S. Agency for 

International Development (AID), publicly announced his agency's goal was to sterilize one 

quarter of the world's women. He admitted, in essence, that this was necessary to protect 

U.S. corporate interests from the threat of revolutions spawned by chronic unemployment." 

The agency's acronym AID seems to be a Freudian slip to tell us that AID begat AIDS!  



 

From the beginning, those groups listed as primary targets and disseminators of AIDS "have 

published articles proposing CBW-AIDS theories with varying degrees of thoughtfulness and 

documentation." Accusations and denials went back and forth, most of them indicating that 

the best candidate location for the creation of a harmful virus might be Fort Detrick, 

Maryland, and that the covert actions was called "Operation Firm Hand". This last tidbit of 

information, so ironical since people tend to refer to gay men as limp-wristed, was provided 

by an anonymous letter by someone purporting to be an ex-employee of the U.S. Army 

Biological Warfare Laboratory at Fort Detrick.  

 

Scientists deal with very strange plans, at times. Although not at Fort Detrick ('The Trick,' as 

I like to call it), but at Cold Spring Harbour, Long Island, N.Y., scientists have written and 

done work on a MMMV (Multiple Monster Malignant Virus). This was an analysis of what 

would be necessary to create such a monstrosity.  

 

[Still quoting from Dr. Snead's Some Call it AIDS - I Call It Murder:]  

 

The role of the CIA in the Belgian Congo has been previously discussed. In addition to the 

information which surfaced at the Frank Church Committee Hearings in 1976, Lederer tells 

us that "Serge Mukendi, U.S. representative of the Workers and Peasant Party of the Congo, 

the country now known as Zaire, points out that the CIA's attempted poisoning of Lumumba 

and its MK-ULTRA experiments render reasonable the possible later use of CBW in Congo-

Zaire. He noted the Agency for International Development commissioned a study by the 

School of International Studies at Columbia University to examine the possibilities of 

limiting the Congo-Zaire's population growth 'to prevent famine'." As one example, he cited 

the dumping of highly toxic radioactive wastes in the Congo-Zaire. AIDS, he charged, may 

have been the ultimate population measure.  

 

I was informed that The New York Times of Jan. 29, 1987, published a story about the fact 

that Zaire was supporting immunization tests against the AIDS virus. This test, the details of 

which were carefully kept in secret, was administered to twelve European and Congolese, 

including the medical Director Dr. Daniel Zagury. Allegedly he had injected himself with the 

product. Inoculations have the advantage of direct targets who can easily be identified and 

studied, and who have no way of controlling or knowing what substance they are receiving. 

The researcher has enormous latitude to administer any substance of his choosing and 

calling it by any name he wants to.  

 

Vaccination campaigns are not only an excellent decoy for biological warfare, they 

themselves can be lethal bio-weapons. 

 

Lederer's theories as to the origin of AIDS can be summarized as:  

 

Theory number one is presented by two East German researchers in microbiology, Jacob 

and Lilli Segal, who accept the existence of AIDS, and its causation by HIV, but insist that it 

was a military blunder. Similar theories have been presented by Robert Strecker and Sir 

John Scale, who in turn blame the Soviet Union for such an invention.  

 

Ultimately, Lederer himself points out that the whole artificial HIV theory rests on the 

assumption that in fact HIV is the virus which causes AIDS, a theory which has become 

increasingly questionable.  

 

The second theory: Dioxin is one of the components of the sadly famous Agent Orange, and 

also a by-product of PCP when this substance is burned. A couple of Vietnam veterans are 

mentioned by the author (Dave Bergh and Eal Zela Tex Aldredge) as proponents of a toxic 

origin of AIDS.  

 



According to EPA studies mentioned by Lederer, sites of dioxin dumping closely parallel 

areas of high AIDS incidence.  

 

Susan Cavin, a journalist for a lesbian magazine, quotes up to "23 symptoms of indirect 

dioxin exposure parallel those of AIDS." The author cites "soft tissue sarcomas (cancerous 

tumours), weight loss, lung disorders, thymus and spleen depletion, liver damage, brain 

disorders, and personality changes - dramatically decreased resistance to infection - severe 

depletion of T-lymphocytes and leukocytes - fungus infections - lymphomas." The article 

reports that, "Vietnam veterans are experiencing lymphomas at a rate one-third higher than 

expected." Little did anybody realize that the victims had previously been inoculated with 

SV40 and abenoviruses which became activated with the dioxin!  

 

Interestingly enough, "The CDC uses the Hepatitis-B model to explain AIDS, that is, both 

diseases affect very similar groups. Has it occurred to anyone to follow the trails of the 

Hepatitis vaccine, the gamma-globulins, the other vaccines, the vaccinated animal products, 

etc., and study how they overlap with AIDS? 

  

Lederer's third theory "was developed by Mark E. Whiteside, M.D., and Caroline MacLeod, 

M.D., M.P.H., co-directors of the Institute of Tropical Medicine in Miami, Florida." Their main 

areas of research were Miami and Belle Glade (the town with the highest per-capita 

incidence of AIDS in the United States).  

 

Whiteside vehemently disagrees with the hetero-sexual transmission theory, offered for the 

spread of AIDS in Belle Glade, Fl., where the population that is highly afflicted mimics a 

swath cut through Third World populations. He says that those studies are "seriously flawed 

by overwhelming bias, inadequate controls, and lack of prospective data" particularly 

questioning relationship between the high percentage of childhood AIDS in children whose 

mothers test negative in African distribution (mostly heterosexual) of AIDS cases, and the 

dogmatic affirmations by the government of the sexual transmission theory, and the 

unusual confinement of Belle Glade AIDS to just one neighbourhood. Some of the facts 

simply cannot be reconciled with the existing conventional wisdom.  

 

These researchers believe, Lederer reports, "that AIDS is a tropic-based, environmental 

disease, caused by at least two arbor-viruses (insect-borne viruses) called maguari and 

dengue, both endemic to tropical regions - the primary means of transmission being re-

posted bites by blood-sucking insects - mosquitoes or ticks - carrying the virus from person 

to person." Other means of blood exchange are also implicated by these researchers.  

"AIDS corresponds to the insect belt in many parts of the world. Before modern day AIDS, 

the region of greatest density of Kaposi's Sarcoma was on the border of Zaire and Uganda. 

Such tropical tumours of Kaposi's Sarcoma and Burkitt's lymphoma were always linked to 

environmental conditions - the distribution of these tumours correlated with malaria and 

the insect-borne virus (arbor-virus) infection. A correlation between antibodies to HTLV-

III/LAV (HIV) and antibodies to malaria is also noted. Another correlation noticed by these 

researchers, is the striking similitude between the distribution of AIDS and that of TB.  

When Whiteside and MacLeod tested Florida patients for over 50 arbor-virus, they found 

that a very high percentage tested positive to dengue and maguari viruses. The first one 

causes a painful disease similar to a severe flu (Dengue is the name of a tropical dance 

characterized by body contortions similar to those the victims of this disease suffer due to 

spasms and pain), the second had not been known to cause diseases in animals or humans, 

but belongs to a family of viruses associated with Kaposi's Sarcoma.  

 

The Dengue antibodies found were two types of Dengue viruses: Dengue I and Dengue II, 

which have done quite a bit of suspicious international travelling. "Dengue type I - had been 

limited to S.E. Asia and Africa until 1977, when it appeared in Jamaica, Cuba and Puerto 

Rico. It later spread to Haiti and other Caribbean Islands."  

 



An epidemic occurred in Cuba in 1977 that was not only the first Dengue I, but the first 

Dengue epidemic since 1944. Dengue type II was fairly common in a mild form, but in 1981 

Cuba had an unprecedented epidemic of type II in the "hemorrhagic shock form, with 

internal bleeding and shock - which resulted in 300,000 illnesses and 158 fatalities, 

including 101 children under 15."  

 

The authors suspect that the movement of troops from Cuba into Angola in 1977 might 

have caused some of this transoceanic viral leap.  

 

A 1982 CAIB investigation concluded that the 1981 hemorrhagic Dengue type II epidemic in 

Cuba and another in 1977 were "almost certainly the result of U.S. biological warfare. The 

U.S. Army's Biological Warfare Laboratory at Fort Detrick, Maryland, has for years done 

experiments with insect-borne disease in general and Dengue in particular. In the 1950s, 

the Army carried out 'field tests' releasing huge quantities of mosquitoes in Black 

communities in Georgia and Florida." It was also reported that Dengue type I had been 

isolated in the South Pacific in 1974. This report appeared in the Bulletin Of The World 

Health Organization in 1980.  

 

It is also worth mentioning, that Russia allegedly produced the ultimate CBW weapon in the 

form of a mutant Dengue virus known as D7, which might have found its way into different 

countries by troop movements or other means.  

 

If an epidemic like this is of such great concern, why does it take 6 years to make this 

information public?  

 

Lederer questions the validity of the Dengue-Maguari AIDS link, because the countries with 

high levels of Dengue have low levels of AIDS. However, some researchers are satisfied that 

arborviruses and insect transmission are co-factors, at least, to the AIDS epidemic. [End 

quoting.]   

 

MORE ON AIDS 

 

In Prof. Robert O'Driscoll's new book Corruption In Canada, appears an article written by J. 

L. Read titled New World Order Strategy For Population Reduction: AIDS [quoting:]  

 

In 1938 The National Resources Subcommittee on Population Problems (NRS) 

recommended in its report to President Roosevelt that appropriate legislative action should 

be taken regarding global population problems. The NRS stated that "transition from an 

increasing to a stationary or decreasing population may on the whole be a benefit to the life 

of the nation."  

 

In 1970 microbiologist Dr. MacArthur solicited the Appropriations Committee of the House 

for money for molecular biological research with these words, "Within the next 5 to 10 

years, it would probably be possible to make a new infective micro-micro-organism which 

could differ in certain important aspects from any known disease-causing organism. Most 

important of these is that it might be refractory to the immunological and therapeutic 

processes upon which we depend to maintain our relative freedom from infectious disease."  

What is a virus? In his book Virus Hunting, AIDS, Cancers and the Human Retrovirus, Dr. 

Robert C. Gallo (the doctor who is credited with the discovery of AIDS) states that viruses 

are "obligate cellular parasites". This means they need another medium in which to grow 

and reproduce, therefore they invade a living cell and use it as their new home. Viruses are 

the smallest known living organism*, needing an electron microscope or similar device at 

50,000X magnification to be seen. Viruses can live outside of living tissue in crystal form 

indefinitely. (*My Note. As you learned in the cancer chapter this is not true)  

 

AIDS is also known at HTLV-III or Human T-Cell Lymphotrophic Virus. It is a retrovirus that 

attacks the T-4 cells of the immune system. A retrovirus is a virus that has a special 



enzyme, reverse transcriptase, that is able to incorporate itself into the DNA of the host cell, 

thereby using the DNA of that cell to reproduce more virus, B cells are the part of the 

immune system that help to produce protective antibodies. The T-4 cells of the immune 

system are lymphocytes, or small white blood cells, acted upon by hormones in the thymus 

gland before they reach the blood stream. T-4 cells help speed up the production of anti-

bodies by the B cells. Therefore, if the T-4 cells are destroyed the body is unable to aid the B 

cells in antibody production and will die of any opportunistic infection.  

 

Viruses are also known to lie latent in the infected organism. Thus, though they are present 

and potentially harmful, they are dormant, not seeking cells for reproduction. AIDS is 

known to have a 3 to 5 years incubation time before the virus begins actively reproducing 

and impairing the immune system to infection.  

 

In 1972 at the Biological Warfare Convention it was decided to dismantle our biological 

warfare arsenals. Robert Harris and Jeremy Paxman point out in A Higher Form Of Killing, 

"With the decision to renounce germ warfare for all time, Fort Detrick had been handed over 

to the civilian National Cancer Institute. But part of the camp remained secret. Here the 

Pentagon established the Army Medical Research Institute of Infectious Diseases, where a 

small group of biologists would continue to work on those diseases which plague mankind."  

 

According to Dr. William C. Douglass in his news-letter The Cutting Edge, "The National 

Cancer Institute in collaboration with the World Health Organization made the AIDS virus in 

their laboratories at Fort Detrick." Fort Detrick, Maryland had been the leading laboratory 

responsible for all biological warfare testing for the U.S. Government. Dr. Douglass goes on 

to state, "They combined the deadly retroviruses, bovine leukaemia virus and sheep visna 

virus, and injected them into human tissue cultures."  

                                                                                                                                                    

Dr. Robert Strecker has studied the AIDS virus extensively. In his video The Strecker 

Memorandum he reveals that in the early 70s "The Danish Cancer Registry (an international 

panel of experts) noted that it is possible to visualize the mutation of a virus into variety of 

high contageosity to man resulting in a pandemic of neo-plastic disease before we could 

develop a vaccine." Dr. Strecker concurs with the concept that AIDS was created in a 

laboratory from the bovine and visna virus through recombinant DNA.  

 

Not only was the World Health Organization (WHO), via Fort Detrick, responsible for the 

creation of AIDS, but there is overwhelming evidence that it was also responsible for the 

deliberate, initial introduction of AIDS into the world population. In 1987 Science Editor 

Pearce Wright wrote an article "Small pox vaccine triggered AIDS virus". The World Health 

Organization began a 13-year small pox vaccination program in Third World countries 

ending in 1981. The small pox vaccine was contaminated with the AIDS virus. Though WHO 

has admitted through its own investigation that the vaccine was contaminated, it has 

suppressed its findings. Wright's article, which linked the vaccination program and the 

increase of AIDS victims in the Third World, especially Africa, was given no press in the 

United States.-  

 

A further connection is pointed out by Lt. Col. T. E. Bearden in his book Aids Biological 

Warfare. He states, "The small pox vaccine theory would account for the position of the 

Central African states as the most afflicted countries, why Brazil became the most affected 

Latin American country, and how Haiti became the route for the spread of AIDS to the U.S.; 

Brazil, the only South American country covered in the eradication campaign, has the 

highest incidence of AIDS in that region."  

 

The pollution of vaccine, including the Salk vaccine for polio is extensively covered in a 

video by Dr. Eva Snead entitled AIDS: The Other Side Of The Story. She reveals how the polio 

vaccine prior to 1962 was known to be contaminated with SV-40 (simian virus 40). This 

virus contaminated the vaccine because the polio vaccine was grown on the kidney cells of 

monkeys and simian or monkey virus contaminated the vaccine that was given to the public. 



Dr. Snead also points out that research has shown that SV-40 is ideally suited for genetic 

manipulation, splicing and the creation of hybrids or mutants. Since it is known that the 

AIDS virus, or HTLV-III has created many mutant strains since its original discovery, there is 

a possible connection between the SV-40 virus, and contamination of the widely - and 

mandatorily - given polio vaccines. Again, the information of the contamination of the polio 

vaccine with a dangerous simian virus was withheld from the public, though the government 

was well aware of this fact.  

 

The government would have us believe that AIDS started in the homosexual population and 

has been spread likewise. To help create this reality, The Centres for Disease Control (CDC) 

set up an inoculation program in 1978 that targeted the homosexual population. Dr. W. 

Szmuness, head of the New York City blood bank, devised rules for a hepatitis vaccine study. 

It was to be administered to non-monogamous homosexual males between the ages of 20 

and 40. There were over 1000 inoculated. Dr. Alan Cantwell reports in his book AIDS And 

The Doctors Of Health that "newly liberated homosexuals were anxious to cooperate with the 

government in matters of gay health ... Within a decade, most of the men in the experiment 

would be doomed to die." The CDC admitted in 1984 that at least 60 percent of those who 

received the hepatitis vaccine were infected with AIDS. They have since refused to give any 

more information on the subject. [End quoting.] 

 

Adenovirus and SV-40, A Dangerous Combination  

 

A favourite cop-out used by virologists and other "scientists" who wish to conceal their 

closet-skeletons, is that inter-species infection with viruses is difficult. They usually refer to 

single-virus tests, not the use of viral systems. For instance, although human adenoviruses 

infect monkey kidneys rather poorly, if SV-40 is added, the human adenovirus infection 

becomes strong and lytic (destructive) of the cells. According to Fox and Baum, "The ability 

of SV-40 genetic material to increase the yield of adenovirus by 100 or 1,000 fold has been 

termed enhancement."  

 

On the other hand, stocks E46 and SP2 of a certain strain of adenovirus (type 7) can 

induce the information of papovavirus SV40 tumour antigen (T antigen) in African Green 

Monkey Kidney cells (GMK). What actually happens is that a new virus may form when an 

adenovirus acquires new genetic material from the SV-40 virus. These viral combinations 

were called hybrids in 1965, whereas today they are referred to as recombinants. Since we 

have established this equivalence, we must become aware, at this moment, that genetic 

engineering was alive and well long before anyone had used that term, and in total absence 

of any containment precautions or regulations. The impact this may have had on the 

environment is probably just manifesting with the plagues of the eighties and nineties.  

Since SV-40 has such an enhancing effect on adenovirus, and hybrids (combinations, or 

what today we would call recombinants) of SV-40 and adenovirus are found in monkey 

kidneys used in the process of vaccine manufacturing, many virologists have researched 

other such SF-40 and other virus combinations. They found several, including measles + SV-

40, foamy virus + SV-40 reovirus + SV-40. SV-40 is like good rum, a great mixer! [And last, 

but certainly not least, from Dr. Snead:]  

 

The African Swine Fever Virus (ASFV) Connection  

 

Some "AIDS" patients harbour swine fever viruses similar to those found in certain 

specialized research centres.  

 

A scientist who worked in Uganda in 1985, reported to Senator Ted Kennedy about a civil 

war in that country, which was accompanied by an epidemic of African Swine Fever Virus. At 

the same time, AIDS cases were being reported in alarming numbers. The researcher 

noticed that swine were roaming freely in people's yards. This information was released in 

the New York Native of Sept. 30, 1985.  

 



These facts were not particularly appreciated by the medical establishment, and those who 

dared pursue this line of thinking were chided in more than one way.  

 

Dr. C.L.V. Martins, who researched phenomena occurring in swine, studied the behaviour of 

one of the cellular elements that protects the body: the macrophage. "Loss of macrophage 

function during infection may be important in determining resistance or susceptibility of a 

host." In all the studies performed by this author, the macrophages not only had reduced 

function, but they also often kept the virus in a latent state. These studies were done on 

swine, not humans. Since one must be exposed to raw, living pig tissue and fluids to acquire 

these viruses, most people assume they could not be infected with these organisms in the 

daily course of their lives. But the truth lies elsewhere. With the usual hypocrisy so 

characteristic of bureaucracies, humans are, on the one hand, frequently warned of the 

dangers inherent to the improper cooking of pork, and, on the other, fed raw swine-juice 

ever since their birth, by direct command of health authorities. Impossible? All vaccines are 

treated with trypsin, raw stomach extracts of swine. Insulin and other biologicals of porcine 

origin are other sources. Those who dared to suggest that AIDS could have some connection 

with swine flu were violently chided by the powers of the "health and illness monopoly". The 

violent reaction of the establishment against those who first found porcine viruses in AIDS 

patients and then informed the public is highly suspicious and may suggest that some 

cover-up is under way. [End quoting.]  

 

BLACK PLAGUE NEEDED  

In a newspaper clipping with the above headline, source unknown, which reads "excerpted 

from Dr. Aurelio Peccei of the Club of Rome's News Watch magazine from Jan. 2, 1995," we 

see the following, [quoting:] Sir Julian Huxley said, "Overpopulation is, in my opinion, the 

most serious threat to the whole future of our species." The project, called MK-NAOMI, was 

carried out at Fort Detrick, Maryland. AIDS was made to reduce the population.  

 

Specifically targeted were the black, Hispanic, and homosexual populations.  

 

The incurable disease AIDS has been spread with the wilful aid of international agencies 

whose policies call for a drastic reduction of the population, using any means necessary. 

Already, medical experts say as many as 30 million people in Africa have been infected with 

the AIDS virus.  

 

WHO, World Health Organization, was established in 1948 with the help of Dr. John 

Rawlings Rees, (My Note. Remember him?) the psychological warfare expert whose 

notorious Tavistock Institute and Clinic in London used brainwashing techniques as a 

means to carry out racial policies of genocide.  

 

Since its inception, the WHO membership and policies have overlapped those of the WFMH 

and UNESCO, established in 1946 by British racialist Julian Huxley, as a vehicle for wiping 

out 3rd World populations with a new "Dark Ages" of famine and pestilence.  

 

Each of the organizations named were set up as a project of the British "liberal" networks of 

Bertrand Russell and company whose explicit, stated policies of population control included 

Russell’s published call for the "creation of a Black Death every 5: years" to curb the black 

and yellow population.  

 

The Club of Rome's raison d’être is to wipe out half the human race in this century.  

Several Top Secret recommendations were made by Dr. Aurelio Peceei of the Club of Rome. 

He advocated that a plague be introduced that would have the same effect as the famous 

Black Death of history. The chief recommendation was to develop a microbe which would 

attack the auto-immune system and thus render the development of a vaccine impossible. 

[End quoting.] 



13,000 a day infected by HIV - One out of five carriers of deadly virus lives in southeast Asia  

In the Dec. 1, 1995 edition of the Calgary Herald we read [quoting:]  

 

About 13,000 people a day worldwide are infected by the virus that causes AIDS, and 

southeast Asia is fast becoming a main casualty zone for the disease, a leading U.S. expert 

said Thursday.  

 

Jonathan Mann, director of the Global AIDS Policy Coalition, an independent international 

research group based at the Harvard School of Public Health, said one out of five carriers 

of HIV lives in southeast Asia.  

 

"We estimate that during 1995, about 4.7 million people became newly infected with HIV 

around the world.  

 

"If it continues to go as it is, it may well be in the 70-80 million range by the year 2000." 

[End quoting.] 

.... 

It's very important to see how all the pieces of this puzzle fall into place.  

 

If someone were to ever take a look at the Congressional House Bill 15090, they would find 

out that it relates to funding, or appropriations, for the Department of Defence in the fiscal 

year 1970.  

 

You would also see words such as "91st Congress", "First Session", "June 19th, 1969," 

"Hearings before a Subcommittee of the Committee of Appropriations," "House of 

Representatives," and "Budget - $10 million." This Bill helped fund what would eventually 

become project MK-NAOMI, where the DOD asked for and received 10 million dollars.  

 

You see, there was a man named Dr. Donald MacArthur who was the Deputy Director of 

DOD's Research and Technology Division. He's the one who provided the outline for this 

project that would be carried out by a small group of scientists. MacArthur testified before 

the House Committee in 1969 in hopes of producing a new virus or bacteria that would 

attack and destroy the body's immune system. They called this a "Refractory Virus."  

 

Refractory is just another way of saying resistant. It means a germ that will resist the body's 

own natural defence system. If you think about it, what better way is there to "acquire" an 

immune deficiency than to have it deliberately put there? And the Controllers knew this. 

 

Also, if someone were to ever read the Congressional House Bill 15090, they would find this 

statement written into it:  

 

"Molecular Biology is a field that is advancing very rapidly, and eminent biologists believe 

that within a period of five to ten years it would be possible to produce a synthetic biological 

agent, an agent that does not naturally exist and for which no natural immunity could have 

been acquired."  

 

Below that statement there is a section entitled, "Synthetic Biological Agents". In this section 

MacArthur reveals that:  

 

"It is a highly controversial issue, and there are many who believe that such research 

should not be undertaken lest it lead yet to another method of massive killing of large 

populations."  

 

The report continues with:  

 



"Within the next five to ten years, it would probably be possible to make a new infective-

micro-organism which would differ in certain important aspects from any known disease-

causing organism. Most important of these is that it might be refractory to the 

immunological and therapeutic processes upon which we depend to maintain our relative 

freedom from infectious agents." 

 

Another source for people to take a look at to prove that AIDS was deliberately created by 

the Controllers would be to check out the World Health Bulletin Volume 47:257-63, dated 

1972, which states that:  

 

"An attempt should be made to see if viruses can in fact exert selective effects on immune 

functions. The possibility should be looked into that the immune response to the virus itself 

may be impaired of the infecting virus damages, more or less selectively on the cell 

responding to the virus."  

 

Also included in this bulletin is a statement relating to the fact that there were members of 

the W.H.O. (World Health Organization), who wanted to make a virus that would selectively 

destroy the T cell system. (exactly what AIDS does) The statement reads:  

 

"An attempt should be made to ascertain whether viruses can in fact exert selective effects 

on immune function, e.g., by.....affecting T cell function as opposed to B cell function. The 

possibility should also be looked into that the immune response to the virus itself may be 

impaired if the infecting virus damages more or less selectively the cells responding to the 

viral antigens."  

 

So basically, this is PROOF that the World Health Organization was looking into the 

possibility of creating a virus that selectively, that´s the key word....selectively destroys the 

T cell system of Human Beings. 

 

The AIDS virus wasn't an accident. It was deliberately created, and the World Health 

Organization was one of the agencies that asked for the production of the virus. And this 

happened in 1972, which was the same year that the DOD made another request of 

Congress by coming right out and asking for the funds to produce....in their own words, "a 

virus that selectively destroys the cells responsible for processing the virus." Did you notice 

the use of the word "select" again? 

 

The use of the word "select" is an important thing to remember because in 1972, the World 

Health Organization chose a few geographical sites that they wanted to target with a 

smallpox vaccine.  

 

The sites that the WHO chose are Uganda and Central Africa, plus Haiti and Brazil. All of 

these places had huge outbreaks of AIDS, didn't they? And Africa was practically decimated 

by AIDS. But before I post about that, let´s continue with the timeline.  

 

Since the Controllers wanted both the death rate to increase and the birth rate to decrease, 

guess what happened in 1973? Abortion was legalized in the United States. You see, the big 

Club of Rome meeting that I mentioned earlier took place in 1968 where an overall plan 

was set in motion to achieve their objectives. Two years later, in 1970, Gloria Steinem co-

founded the Women's Action Alliance, which was the beginning of the modern-day Women's 

Liberation Movement. Then, lo and behold, in 1973, the green light was given to abortion. It 

all fits into place quite nicely, don't you think?  

 

It's crazy to realize how easily the Women of our World have been duped by the Controllers. 

Not that guys haven't too, but damn. Killing your own babies for them? Kinda makes you 

think.... 



So in 1974, an alarming warning was given by the National Academy of Sciences. They 

recommended that, "scientists throughout the World join members of their committee in 

voluntarily deferring experiments linking animal viruses."  

 

Just keep that little tidbit of information in mind for a little while. It's important.  

 

In the meantime, the actual AIDS virus was created in 1974 at Fort Detrick, and by 1977, 

the World Health Organization staged the first catastrophic act of disseminating the virus 

into the Population.  

 

How did they do it? The W.H.O. went into Africa and spread the virus through a series of 

smallpox vaccinations. 

 

That’s right folks! Smallpox vaccinations.  

 

Let me guess...some of you might be asking yourselves, "Whatever happened to the Green 

Monkey theory?" You know, the one about the monkey that bit an African man on his ass, 

and that's how the disease was started. Hmmm, I wonder who started that rumour. Could it 

have been.....the Controllers?  

 

Anyways, you guys don't seriously believe that theory do you? I hope not because it's one of 

the biggest hoaxes and the biggest LIES of all-time. Yeah, according to their story, a green 

monkey bit an African man on the ass; then this man had intercourse with someone and 

passed on the disease. Then that person had intercourse with someone else and spread the 

disease. But simultaneous to this "event", AIDS is also breaking out in Brazil, Haiti, other 

parts of Africa, and the United States. What were those green monkeys doing, flying around 

the Globe with jet packs on their backs?  

 

How many people even know what a green monkey is? If this monkey DID bite a man on the 

ass, it's still statistically impossible for the disease to spread so exponentially and to reach 

such epidemic proportions in so many places around the Globe...all from a simple monkey 

bite. If people would ever look at the numbers, they would see that it was disseminated 

around the World, proving that the disease was deliberately spread rather than just 

happening "by accident" as the result of a monkey bite.  

 

Another interesting note is that if someone was to ever take a look at the gene structure of 

a green monkey, they would discover that it is genetically impossible to transfer AIDS from a 

monkey to a man by natural means. 

 

Did you guys know that in Africa as opposed to this country, AIDS is largely a heterosexual 

disease?  

 

What does that mean?  

 

It means that the virus can be pinpointed....or at least its dissemination....to very SELECT 

audiences. In fact, in the early days of the AIDS catastrophe, certain groups of people were 

targeted to be the recipients of this virus. And at least in Africa, the whole thing was run by 

the World Health Organization.  

 

However, in the United States there was something called "Operation Firm Hand" that was 

administered by the National Institute of Health and the Centres for Disease Control.  

 

And for those of you wondering what "Operation Firm Hand" was all about....please allow me 

to spill the beans again.  

 

You see, before 1978, there was no such thing as Aids in the United States. Then, in 

November of 1978, an experimental Hepatitis B vaccine was introduced to New York City. 



The word was put out that this free vaccine was available at a local blood bank headed by 

Dr. W. Szmuness.  

 

Dr. W. Szmuness was a Polish doctor that immigrated to this country in 1969, and he later 

became the head of the New York City blood bank where the vaccine was administered. But 

what does a blood bank have to do with AIDS you might be asking? Well you see that´s 

where the Hepatitis B vaccine was administered, but of course it wasn't given to just anyone. 

The participants had to fill out a detailed-questionnaire. But I'll get into that here in a 

second. 

 

Ok so in regards to the "questionnaires" that I was talking about, they were created for one 

group and one group only, and can you guys guess who it was? Gay, non-monogamous men 

between the ages of 20 and 40. Ring a bell? Another big rumour that was started was that 

Gay men created the Aids virus through their intercourse. Well I'm here to tell every single 

one of you...that´s another MAJOR LIE. Gay people have been around for millennia, perhaps 

not in the public eye, but I guarantee you that AIDS was not around when the first two Gay 

people had intercourse with each other.  

 

So anyways...the blood bank wanted Gay men. And in all, they wanted between 1,040 and 

1,083 gay men to be inoculated with this "vaccine". I feel very sorry for the men that signed 

up for this treatment, because they had no clue what they were getting themselves into.  

 

You also have to remember what the times were back then. It was the late 1970's, and the 

concept of lethal sex disease hadn't even really been heard of. I mean for crying out loud, 

you had clubs like Studio 54, cocaine, and even gay bathhouses.  

 

The fact is, people screwed like crazy back in those days. And then, in 1979 and 1980, 

these same "vaccination" programs were repeated in Chicago, San Francisco, Los Angeles, 

St. Louis, and Denver. Now, if you take only the New York City men who participated in this 

program - approximately 1,000 of them - and figure they had 50 different sex partners over 

the next few years - what do you come up with? 50,000. That´s right. And say these 50,000 

men had 50 different sex partners. What do you come up with? A quarter of a million. Now 

multiply 250,000 by all the other cities that I just mentioned, plus throw in all the junky 

intravenous drug users, and what do you get?  

 

AN AIDS EPIDEMIC! 

 

Also, did you guys know that by 1984, the CDC did a report on the New York City men that 

received this inoculation, and they found that 64% of them had either contracted AIDS or 

had already died from it? Well it's true, and it's truly sickening.  

 

After that, all of a sudden any further statistics mysteriously became "unavailable". I'll bet if 

they were found though, the number could be 100% just a few years later.  

 

So think about this. If you drove up to the Centre Community Hospital and asked them, "If 

you had a vaccination program, say for the flu, and six years after it was administered 64% 

of the people that received it were infected with a lethal, incurable disease, what would you 

think?" They'd flip out.  

 

Now I want you all to take this information and compare it to the Green Monkey theory or 

any other monkey theory for that matter. Which one seems more plausible when viewed in 

terms of an exponential explosion?  

 

It's a downright crime! 

 

There is a researcher named Waves Fores who wrote an article called "Designer Diseases: 

AIDS as Biological and Psychological Warfare". At one point in this column he said, "Another 



indication that AIDS has multiple origin points is that the 14-month doubling time of the 

disease cannot nearly account for the current number of cases if we assume only a small 

number of initial infections starting in the late 1970's."  

 

So people, isn't it clear here? This whole cover story about AIDS starting at one specific 

point is nonsense.  

 

That´s right. Because a very organized effort was behind it. And by 1981, AIDS had become 

part of the popular consciousness. When it was never there before! At first, due to the 

nature of who it infected in this country, the disease was originally called "Gay Cancer". 

From 1979 to 1981, the scientific community labelled it GRID - Gay Related Immune 

Deficiency. That was actually the first official name for AIDS.  

 

But to keep the timeline going....  

 

In 1983, a New York Congressman named Theodore Weiss said:  

 

"As far-fetched as it may seem, given the attitudes toward homosexuals and homosexuality 

by some segments of society, the possible utilization of biological weapons must be 

seriously considered."  

 

Now that's a United States Congressman saying this! In 1984, then, the AIDS virus was 

officially "discovered" by Dr. Robert Gallo.  

 

And people should know that there was even a newspaper article printed in the London 

Times on May 11, 1987 titled - "Smallpox Vaccine Triggered AIDS." Of course, not 

surprisingly, this information never filtered into the American mainstream media. 

 

The creation of AIDS was a Bilderberg-inspired project that utilized the Department of 

Defence in conjunction with the CIA's "Project MK-NAOMI" under the auspices of the World 

Health Organization. What these folks did was come up with a list of "undesirables" that 

needed to be eliminated. Can you guys guess who these "undesirables" were at that time? 

Blacks, Junkies, and Homosexuals. Oh and throw in a few Hispanics and Orientals, and you 

have a pretty good idea of who they found to be "undesirable".  

 

Many of you might be thinking....wasn't there any other way?  

 

Do you think these people care? Come on. The beauty of AIDS for them was that it 

accomplished their goal of population reduction by targeting specific racial and ethnic 

groups through bio-weaponry. Before AIDS, bio-weaponry was indiscriminate, killing at 

random. But once they came up with a more intelligent "Agent", it became much easier to 

target specific groups for elimination.  

 

They could infect whoever they wanted to. 

 

Many people don't really understand still how exactly AIDS was created. They know that it 

WAS created. But they don't understand how.  

Well, to start:  

 

AIDS is a form of viral cancer that resulted from the combination of two retroviruses - a 

bovine leukaemia virus and a sheep visna virus. If these two viruses are combined, and then 

injected into a Human culture, what you get is the first retrovirus known to Mankind.  

 

There were two doctors. Robert Strecker, famous for his "Strecker Memorandum", and Alan 

Cantwell - who were curious about this virus, and so they punched the following words into 

their computer - bovine visna - and guess what it came up with? The computer spit out 

reams of information that described a virus which was IDENTICAL to the AIDS virus!  



 

For example:  

 

If you take the bovine visna virus and compare it with the AIDS virus, you will see that it has 

exactly the same morphology (shape), the exact same molecular weight, the same 

magnesium dependency; it has the ability to kill cells; it has the same T cell tropism (it 

attacks T cells); and it has the same exact characteristics in cattle that AIDS does in 

Humans. It also produces a disease in Cows, characterized by initial lymphomamply within a 

few weeks of initial infection, followed by the production of antibodies against that virus, 

and subsequently, 5-7 years later, the cow dies of a wasting disease - an immune deficiency.  

 

AIDS is a horrible disease. Besides being Man-Made it also has the ability to spread 

extremely quickly. To transfer the disease, all you need is a highly concentrated exchange of 

bodily fluids between two people. One who is infected and one who isn't. And Bam.... 

somebody's got AIDS. And yes, even just injecting a dirty needle into your arm gives you a 

much higher chance of contracting AIDS. 

 

Think of all the millions of people who have contracted AIDS over the years, and also how 

many died from it. Then, think of all the famous people who have lost their lives due to 

AIDS. They come from every walk of life. There are sports figures who have contracted it, 

people like Magic Johnson - there have been musicians like Freddy Mercury, Liberace, there 

have been movie stars like Rock Hudson, there have been artists like Robert Mapplethorpe, 

plus there have been dancers, theatre stars, and countless others.  

 

AIDS has hit every group imaginable. - Except for one of course. And guess which group that 

is?  

High ranking politicians and World leaders. And also the Royals too. 

Now think about that for a second. Try and name one top-level politician who has ever died 

from AIDS. You can't do it, can you? And why do you think that is? Is it because they're so 

much more virtuous, monogamous, and faithful than everyone else in the World?  

 

Think about all that for a while. And then when you are done.....ask yourself this simple 

question. What are these Monsters doing to us? 

... 

"If you investigate the last 25 years of Hepatitis B, the disease, you will find or put together 

a chapter on the promotion of fear about the disease in the male gay community of 

America. Leading to? Large numbers of gay men getting vaccinations against Hep B. 

Leading, in turn, to false positive HIV tests. Leading to the administration of killer, cell-

destroying drugs."--- [2003] Depopulation and HIV by Jon Rappoport 

"So he [Kremer] knew [after his rejection by the mass media] that it [the AIDS scam] was 

intentional from the very beginning. They [the higher-ups, politically, in Germany and, by 

implication, elsewhere] wanted to have a blood and sex plague...He [Kremer] was dealing 

at the top political level. They told him off the record, that they knew [about the fraud], they 

didn't care, it was about how to deal with the drug problem and with the homosexuals."  

The meaning of this is clear. Drug users and certain areas in the gay community were 

experiencing high levels of Hepatitis B – and added to this, the Hepatitis B vaccine was also 

used widely in these groups. The result was a falsely positive HIV test – leading to the 

domino effect of death I've described above. It's called depopulation.  

http://www.whale.to/b/rappoport.html


Lanka continues, "They even tried to kill him [Kremer], and this didn't succeed. He had a 

good intuition and got out of his car before the tire blew out...the German government was 

carrying out a secret psychological investigation, trying to prove that he was mentally 

ill...and in danger of committing suicide..." [2003] Depopulation and HIV by Jon Rappoport 

"There is no question that HIV was introduced into the U.S. male homosexual population via 

the gay hepatitis B vaccine experiment that took place between 1978 and 1981. My 

research clearly supports the outbreak of AIDS cases in Los Angeles and San Francisco 

shortly after the experiment began in those cities. Not surprisingly, the government has 

refused to release data on the number of AIDS deaths that have occurred in the large group 

of gay men who initially volunteered for the vaccine experiment." ---Dr Alan Cantwell 

               

 

Above. These are both original advertisements to entice gay men to take the hepatitis B 

vaccine in the exact areas (New York, San Francisco and LA) where HIV proliferated 

amongst the exact same group of men. 

The Secret Origin of AIDS and HIV:  How scientists produced the most horrifying plague of 

all time - and then covered it up. 

by  Alan Cantwell Jr., M.D.  copyright 2000 

 

The Green Monkey Theory 

 

Many people have heard the theory that AIDS is man-made. Thirty percent of New York City 

blacks polled by The New York Times (October 29, 1990) actually believe AIDS is an "ethnic 

weapon" designed in a laboratory to infect and kill black people. Some people even think the 

AIDS conspiracy theory is more plausible than the African Green monkey theory promoted  

by the leading AIDS scientists. Actually, the monkey theory was proven wrong by 

researchers as far back as 1988, but most AIDS educators continued to promote it to the 

public until recently. In a media blitz in 1999, the green monkey theory was totally replaced 

by the chimpanzee "out of Africa" theory, and the chimp origin of AIDS was fully accepted by 

the scientific community. 

A phylogenetic "family tree" of primate viruses (which few people could understand) was 

presented to prove that HIV was descended from a primate virus in the African bush. 

Analysis of virus genetic data performed by the "supercomputer" at Los Alamos in New 

Mexico indicated that HIV had "jumped species" from a chimp to a human around the year 

1930 in Africa. (Los Alamos is the official home of nuclear bomb-building, alleged Chinese 

http://www.whale.to/b/rappoport.html
http://www.whale.to/c/cantwell_alan.html
http://www.whale.to/pe/c/cantwell_alan.html


spies, and the laboratory which directed secret human radiation experiments on 

unsuspecting civilians from the 1940s up to the beginning of the AIDS epidemic.) 

At the international AIDS conference held in 2000 in South Africa, one scientist claimed the 

chimpanzee virus (SIVcpz) was "ancient" and jumped species as early as 1675 but didn't 

establish itself in the human population until 1930. This was dutifully reported by science 

writer Laurie Garrett, who gave all the time-honoured reasons for the rapid spread of AIDS 

in Africa: non-sterile needles, non-sterile blood products and widespread promiscuous 

sexual behaviour. 

 

The Special Virus Cancer Program (1962-1977) 

 

Conveniently forgotten by scientists and medical journalists was the fact that surgeons had 

been transplanting chimpanzee parts into human beings for decades. When Keith Reemtsma 

died in June 2000, at age 74, he was hailed as a pioneer in cross-species organ transplants 

(now known as xenotransplantation). By 1964 he had already placed six chimpanzee 

kidneys into six patients. All his patients died, but eventually Reemtsma succeeded in many 

successful human-to-human organ transplants. 

Much more likely to have spread animal viruses to human beings is the largely forgotten  

Special Virus Cancer Program (SVCP). This research program was responsible for the 

development, the seeding, and the deployment of various animal viruses, which 

were capable of producing cancer and immune system damage when transferred between 

animal species and into human cells and tissue. 

The SVCP began in 1964 as a government-funded program of the National Cancer Institute 

(NCI) in Bethesda, Maryland. Originally designed to study leukaemia and lymphoma forms of 

cancer, the program was soon enlarged to study all forms of cancer. 

The SVCP marshalled many of the nation's finest virologists, biochemists, immunologists, 

molecular biologists, and epidemiologists, at the most prestigious institutions in a 

coordinated attempt to assess the role of viruses in causing human cancer. Many of the 

top AIDS scientists, including Dr. Robert Gallo (the co-discoverer of HIV), Myron (Max) Essex 

(of "cat AIDS" fame), and Peter Duesberg (who claims HIV is not the cause of AIDS), were 

connected with the Program. 

The scope of the program was international and included scientists from Japan, Sweden, 

Italy, the Netherlands, Israel, and even Uganda, Africa. A main mission of the SVCP was to 

collect various human and animal cancers from around the world and to grow large 

amounts of cancer-causing viruses. In the process, many animal viruses were adapted to 

human cells. These cultured viruses would then be shipped to researchers throughout the 

world. 

An annual report of the accomplishments of the SVCP was published by the NCI.  The 1971 

SVCR report indicates a mouse leukaemia virus had been adapted to grow in human cells. A 

"hybrid virus" - a mixture of a mouse sarcoma and a cat (feline) leukaemia virus - was 

engineered and grown in cat cells. Chicken and feline retroviruses produced cancer in 

monkeys. Mouse-cat virus hybrids and feline leukaemia virus were adapted to human cells 

in tissue culture. Thus, "species jumping" was a common occurrence in these experiments. 

 

Biological Warfare, Primate Research and the SVCP  

Also joining forces with the SVCP at the NCI were the military’s biological warfare 

researchers. On October 18, 1971, President Richard Nixon announced that the army's  

biowarfare laboratories at nearby Fort Detrick, Maryland, would be converted to research 

on the cause, prevention, and treatment of cancer. As part of Nixon's so-called War on 



Cancer, the military biowarfare unit was retitled the new Frederick Cancer Research Centre. 

Litton Bionetics was named as the military's prime contractor for this project. 

The 1971 annual report noted that one  of the primary tasks of the now jointly connected  

National Cancer Institute-Frederick Cancer Research Centre was "the large scale production 

of oncogenic (cancer-causing) and suspected oncogenic viruses to meet research needs on 

a continuing basis." Special attention was given to primate viruses (the alleged African 

source of HIV) and "the successful propagation of significant amounts of human candidate 

viruses." 

Candidate viruses were animal or human viruses that might be capable of initiating human 

cancers. And primate cancer-causing viruses were adapted to 'normal' human cells. 

A steady supply of research animals (monkeys, chimpanzees, mice, and cats) was 

necessary, which resulted in the establishment of breeding colonies for the SVCP. Healthy 

animals were shipped in from various parts of the world for breeding purposes and 

experimentation; and virus-infected animals were shipped out again to various labs. 

By 1971, a total of 2,274 primates had been inoculated at Bionetics Research Laboratories, 

under contract to Fort Detrick. Over 1000 of these monkeys had already died or had been 

transferred to other primate centres. (Some animals were eventually released back into the 

wild). By this time, experimenters had spread lymphoma-producing viruses into several 

species of monkeys, and had also isolated a monkey virus (Herpesvirus saimiri) that would 

have a close genetic relationship to a new Kaposi's sarcoma virus that produced the "gay 

cancer" of AIDS a few years later. 

In order to prime primates and other research animals to acquire cancer, their immune 

system was deliberately suppressed by drugs, radiation, or cancer-causing chemicals or 

substances. The thymus gland and/or the spleen was removed, and viruses were injected 

into newborn animals or into the womb of pregnant animals. Some animals were also 

injected with malaria to keep them chronically sick and immunodepressed. 

Primates (especially newborn and baby chimpanzees) were the most favoured lab animals 

because they were most similar biochemically and immunologically to human beings, and 

because there would be no official testing of these lab viruses on humans.  An irradiated 

rhesus monkey colony supplied animals for transplantation experiments. 

Robert Gallo was a project officer of a primate study contracted by Bionetics that pumped 

cancerous human tissue, as well as a variety of chicken and monkeys viruses  into newborn 

macaques (a small species of monkey).  This 1971 SVCP report (NIH-71-2025) declared: 

"Inasmuch as tests for the biological activity of candidate human viruses will not be tested 

in the human species, it is imperative that another system be developed for these 

determinations and, subsequently for the evaluation of vaccines or other measure of 

control. The close phylogenetic relationship of the lower primates of man justifies utilization 

of these animals for these purposes." 

Researchers at Bionetics evaluated the long-term cancer effects of injecting human and 

animal cancer material into various species of monkeys. Newborn monkeys, irradiated 

monkeys, and monkeys primed with cancer-causing chemicals, were injected with blood 

("using multiple sites and volumes as large as possible") taken from various forms of 

human leukaemia. In other studies, tissue cultures infected with various animal viruses 

were inoculated into primates. Many kinds of human cancer tissue were injected into the 

animals. How many "new" and "emerging" viruses were created and adapted by the SVCP is 

not known. And it is unlikely that complete records of this animal cancer virus 

experimentation will ever be examined. 



Cats were also bred for leukaemia and sarcoma cancer studies. An inbred germfree colony 

of mice was established. Mouse cancer viruses were manipulated to produce resistant and 

non-resistant strains. These adapted viruses would be employed in the 1980s in human 

gene replacement experiments. Such experiments utilized a weakened strain of the mouse 

leukaemia virus to infect and "taxi-in" the missing genes to genetically-defective human 

cells. 

 

The End of the SVCP and the Birth of  AIDS 

 

By 1977 the SVCP came to a inglorious end. According to Gallo, "Scientifically, the problem 

was that no one could supply clear evidence of any kind of human tumour virus, not even a 

DNA virus, and most researchers refused to concede that viruses played any role in human 

cancers. Politically, the Virus Cancer Program was vulnerable because it attracted a great 

deal of money and attention and had failed to produce dramatic, visible results." 

Despite all this, the SCVP was the birthplace of genetic engineering, molecular biology, and 

the human genome project.  More than any other program it built up the field of animal 

retrovirology, which led to the vital understanding of cancer and immunosuppressive 

retroviruses in humans. Like manna from heaven, AIDS in gays put the virologists back in 

business. And HIV, a cancer-causing and immunosuppressive retrovirus, would make Robert 

Gallo the most famous scientist in the world. 

Few people understand clearly that AIDS is a new form of cancer, and this aspect of AIDS 

has not been publicized for obvious reasons.  Physicians have always told their patients that 

cancer is not contagious or sexually transmitted. Virologists wanted AIDS and "gay cancer" 

to be a new disease because HIV was supposedly brand new. It was easier to blame gays for 

initiating this new disease with their sexual lifestyle than it was to point the finger at 

scientists. And if AIDS was connected to animal cancer research, some people might wonder 

if the new disease had anything to do with all those species jumping experiments in the 

1970s. Making people understand that AIDS is cancer would only confuse them. 

And so, instead of looking for the source of HIV in the thousands of animal cancer 

experiments performed throughout the world, the virologists insisted on looking for the 

source of the virus in primates in the African rainforest. 

 

The Pre-AIDS Gay Hepatitis B Experiments (1978-1981) 

 

As the SVCP was winding down, thousands of gay men were signing up as guinea pigs for 

government-sponsored hepatitis B vaccine experiments in New York, Los Angeles, and San 

Francisco. In a few years these cities would become the epicentres for "gay-related immune 

deficiency syndrome," later known as AIDS. 

Could virus-contaminated vaccines lie at the root of AIDS?  In the early 1970s the hepatitis 

B vaccine was developed in chimpanzees, now widely accepted as the animal from which HIV 

supposedly evolved.  To this day, some people are fearful about taking the hepatitis B 

vaccine because of its original connection to gay men and AIDS; and older physicians 

remember the original experimental hepatitis vaccine was made from the pooled blood 

serum of hepatitis-infected homosexuals. 

Was HIV "introduced" into gays during these vaccine trials when thousands of homosexuals 

were injected in New York beginning in 1978, and in the West Coast cities in 1980-1981? 

AIDS first erupted in gays living in New York City in 1979 a few months after the experiment 

began in Manhattan.  The astounding and statistically significant fact is that 20% of the gay 

men who volunteered for the hepatitis B experiment in New York were discovered to be HIV-

positive in 1980 (a year before AIDS became "official" in 1981). This would mean that 

Manhattan men had the highest incidence of HIV anywhere in the world, including Africa, 



the supposed birthplace of HIV and AIDS. The fact is that definite, proven cases of AIDS in 

Africa would not appear until 1982. 

Some researchers are convinced that these vaccine experiments served as the vehicle 

through which HIV was "introduced" into the gay population in America. Nevertheless, AIDS 

scientists have downplayed any connection of AIDS with the vaccine. My own extensive 

research into the hepatitis B experiments is presented in AIDS and the Doctors of Death: An 

Inquiry into the Origin of the AIDS Epidemic, published in 1988. Also included in this book 

is evidence suggesting "patient Zero" story of 1987, which claimed a promiscuous gay 

Canadian airline steward brought AIDS to America. Montagnier "is doubtful that the 

American epidemic could have developed from a single patient." 

Montagnier admits that he stands apart from Robert Gallo on many matters. In a mind-

blowing statement he declares "Gallo was not a medical doctor, but rather a biochemist by 

training. His limited experience with viruses at the time perhaps explains his 

misinterpretations and the contaminations that occurred in his laboratory." (Gallo has 

always declared himself as a physician. If he is not, then we certainly do have a conspiracy 

problem on our hands.) 

What is obvious from their authored books is that while the continent of Africa dies, these 

two top scientists in AIDS research continue their vendetta in print, and continue to 

promote their own pet theories on the origin of HIV and AIDS to an adoring scientific 

community. 

 

"Gay and Straight" Strains of HIV and Sexual Preference 

 

It is common knowledge that  AIDS is a heterosexual disease in Africa, and that AIDS  

started exclusively as a gay disease  in the United States. Although the public was told early 

on that "no one is immune from AIDS", the fact remains that even now (20 years after the 

first AIDS cases) 80% of the new AIDS cases in America are gay men, IV drug addicts, and 

their sexual partners. Why is this? Certainly HIV does not discriminate between sexual 

preference and race! Or does it? 

In the mid-1990s molecular biologists identified at least 8 different subtypes (or "clades" or 

"strains") of HIV that were infecting various people around the world. Remarkably, it turns 

out that the "B" strain is the predominant strain infecting gays in the U.S. Even more 

remarkable is that this strain of HIV has an "affinity" to infect rectal tissue, thus explaining 

why gays are more likely to get AIDS than straights. In contrast, the HIV strains common in 

Africa have an affinity for vaginal and cervical cells, as well as for cells of the foreskin of 

the penis. Thus, HIV is more likely to infect heterosexuals in Africa. 

How do we know this? Max Essex (a Harvard veterinarian who performed pre-AIDS  

experiments transferring feline leukaemia virus between cat populations)  tested subtype E 

strains of HIV from Thailand. He discovered that this Asian strain readily infected 

women's genital cells of the vagina and cervix.  But the "gay" B strain of HIV did not infect 

them as easily. 

AIDS experts tell us American AIDS came from Africa, but the strain of HIV prevalent in gay 

men is almost never seen in Africa! How is this possible? Were strains of HIV engineered to 

adapt easily to cells likely to be infected in gay sex? Or adapted to genital cells involved in 

vaginal sex? 

We know scientists in the SVCP were able to adapt certain retroviruses to infect specific  

kinds of cells. As early as 1970 biowarfare scientists were learning to design certain 

infectious agents (particularly viruses) that would attack the cells of certain racial groups. 



More recently, in 1997, Stephen O'Brien and Michael Dean of the Laboratory of Genomic 

Diversity at the National Cancer Institute have shown that one out of ten white people have 

AIDS-resistant genes, whereas blacks in Africa have none. Is this simply another peculiarity 

of a virus that jumped species in the African bush? Or is HIV a designer virus, specifically 

adapted in its subtypes to infect certain racial groups and gay people? 

When AIDS appeared in 1981, health officials assured the "general public” that there was 

nothing to fear. "AIDS is a gay disease" was the phrase repeated over and over again in a 

media blitz. As late as 1987, Robert Gallo told Playboy reporter David Black, "I personally 

don't know of a single case (in America) of a man getting the (AIDS) virus from a woman 

through heterosexual intercourse." 

In Africa, where AIDS affects men and women in equal numbers, Gallo's explanation to Black 

was: "It happens, but that may be due to differences in sexual practices, more promiscuity 

or to a greater incidence of venereal disease." Gallo give Playboy his reassurance of the 

future of heterosexual AIDS in America: "AIDS will never become an overwhelming danger to 

the general public." 

 

Solving the Mystery of the Origin of AIDS 

 

The pre-AIDS species jumping experiments of the Special Virus Cancer Program (SVCP) have 

been largely expunged from the history of HIV and AIDS. The viral contamination problems 

inherent in viral research have also been downplayed. As a result, the origin of HIV and 

AIDS has been distorted and obscured. 

A serious examination of the SVCP provides "missing links" to the possible laboratory origin 

of HIV. The ability of SVCP scientists to produce "new" diseases with cancer-causing animal 

viruses is a matter of record. The ability of animal viruses to easily contaminate laboratory 

experiments and vaccine manufacture is also well known. All these factors make the man-

made theory of AIDS rational and compelling. 

Some areas of HIV/AIDS history that require further analysis are: 

The connection between AIDS  and  cancer 

The connection of HIV to known (pre-AIDS) animal cancer lab viruses 

The connection of the SVCP to the outbreak of AIDS 

The connection of vaccine programs to the outbreak of AIDS 

The connection of biological warfare research to the outbreak of AIDS 

The disinformation surrounding the origin of AIDS 

The disinformation blaming the "victims" of AIDS for the disease 

The total secrecy of biological warfare and its implications for science 

The wedding of cancer and AIDS scientists to biological warfare scientists 

The "sworn to secrecy" problem  of  the government/military   scientists 

The wedding of government to medical science for military b/w purposes 

The long history of secret medical experiments on unsuspecting citizens 

All these factors need to be explored more fully and impartially in order to more fully 

elucidate the man-made, laboratory origin of HIV and AIDS. 

To continue to ignore these issues is to ignore the fate of countless millions who will die 

from AIDS and other "emerging viruses" in the future. 

The Special Virus Cancer Program (and biowarfare experimentation worldwide) has forever 

changed the course of history of medical science, resulting in the current dangers of 

biological terrorism and the fear of newly emerging man-made viruses and other infectious 

agents. 



To study the theories of origin of HIV/AIDS and to ignore the SVCP with its biowarfare 

implications is like studying the Holocaust and failing to mention the Nazis. Some readers 

may find this analogy offensive, but in light of the close connection of the SVCP with the 

outbreak of HIV and AIDS, it is suggested that final judgement be reserved until all the 

pertinent facts are ascertained. 

The SVCP and "the hand of man" lie at the root of HIV. The flowering of the worldwide 

epidemic of AIDS is proof that the seeds were well planted. 
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Are AIDS / HIV tests a hoax? Documentary footage features conversations with Drs. Niel 

Constantine and Robin Weiss 

 

Thursday, January 07, 2010 by Mike Adams, the Health Ranger Editor of NaturalNews.com 

(NaturalNews) Brent Leung's myth-shattering AIDS documentary, House of Numbers 

continues to roil conventional AIDS propagandists who cannot tolerate anyone questioning 

http://www.bhc.edu/EastCampus/leeb/aids/index.html
http://aidsbiowar.com/
http://www.whale.to/b/rappoport.html


their "scientific" theories. (They're not exactly "scientific" if they can't stand up to a little 

questioning, are they?) 

 

Adding to the searing-hot debate, Brent Leung has released exclusive interview footage to 

NaturalNews that calls into question conventional thinking about so-called "AIDS tests" 

(which don't accurately detect HIV infections in the first place). 

 

You can watch this exclusive, unedited footage here: 

http://www.youtube.com/watch?v=SL1yagwaKM4 

 

Here's part of the exchange that takes place in this footage, in which Dr. Constantine tells 

filmmaker Brent Leung that the AIDS test he took is meaningless: 

 

"I'm gonna ask you one last question that pertains to my HIV test that I took in Africa," Brent 

Leung says. 

 

"And you want this on air?" asks Dr. Constantine. 

 

Brent answers, "Yes. I tested negative. It's okay." 

 

"Now what if I tell you that the test you took was lousy and doesn't mean a thing, does that 

make any difference for everybody to hear?" replies Dr. Constantine. 

 

Also in this clip, Leung interviews Dr. Robin Weiss who reveals the diagnostic failure of the 

so-called "Western Blot" test, which remains the mainstay "AIDS test" to this day. 

 

"I don't think the Western Blot is a useful diagnostic test, "says Dr. Weiss.”I don't think it's 

worth doing. Western Blots have been ... promoted into some sort of Holy Grail." 

 

This exclusive, unedited footage was released to NaturalNews in response to accusations 

levelled against Brent Leung by both of these scientists who claimed their words were taken 

out of context. So Leung released this footage which contains the greater context of the 

conversation, demonstrating these scientists were not taken out of context when shorter 

cuts were used in the film. 

 

Why AIDS propagandists cannot tolerate scientific questions 

 

The conventional AIDS propagandists are predictably lashing out violently against Brent 

Leung's myth-shattering documentary. One critic, Jeanne Bergman, went so far as to accuse 

Leung of propagating "lies" about HIV even while she pressured ScienceDaily.com to 

retroactively change the headline of a story the website published in 2007. That story 

originally reported on a study in primates that showed a sudden loss of T cells is not a 

trigger for AIDS. 

 

The original headline read, "Sudden Loss Of T Cells Is Not Trigger For AIDS, New Study 

Suggests". But after being pressured by Bergman, ScienceDaily changed the headline 

(nearly two years after the original publication date) to: "Progression Of SIV Infection In 

Monkeys Points To Differences Between Human And Simian Forms Of AIDS." 

 

That's a fairly radical title change. It repositions the entire store and takes away credibility 

from anyone who had quoted the story as a piece of evidence dismantling conventional AIDS 

theories. That was the whole point of pressuring ScienceDaily to change their story, of 

course. 

 

ScienceDaily even engaged in some fairly unusual back-pedalling with an editor's note that 

was added to the story: "The purpose of the story was NOT meant to suggest that the sudden 

loss of T cells is not the trigger of AIDS in humans, nor was there any intent to support the 

http://www.youtube.com/watch?v=SL1yagwaKM4


erroneous belief that HIV somehow does not cause AIDS. We regret any confusion that this 

may have caused." 

 

Gee, wouldn't want to challenge conventional AIDS theories now, would we? 

 

Answering the critics 

 

In support of the House of Numbers documentary, The Perth Group has published a 

response to Jeanne Bergman, which you can read here: 

http://theperthgroup.com/HON/PGBergmanHONNov242009.html  

 

They've also published a hard-hitting, point-by-point defence of the idea of questioning 

conventional AIDS theories. Just keep in mind that when you read this, you're not supposed 

to question anything told to you by conventional doctors and scientists. They already know 

everything, and the mere act of questioning their theories is blasphemous. So read this link 

at your own risk: http://theperthgroup.com/HON/PGHONFakeQuestionsDec042009.html 

 

The Perth Group, by the way, was founded by biophysicist Eleni Papadopulos-Eleopulos, 

emergency physician Valendar F. Turner and Professor of Pathology John Papadimitriou. 

The group has published scientific papers on AIDS and two of its members were invited 

contributors to the Presidential AIDS Advisory Panel. 

 

According to The Perth Group, HIV / AIDS experts have NOT proven: 

 

1. The existence of a unique, exogenously acquired retrovirus, HIV. 

 

2. That "HIV" antibody tests are specific for "HIV" infection. (This is a blockbuster realization 

right here. It means all the so-called "AIDS tests" are basically quackery.) 

 

3. The HIV theory of AIDS, that is, that HIV causes acquired immune deficiency (destruction 

of T4 lymphocytes=AID) or that AID leads to the development of the clinical syndrome AIDS. 

 

4. That the "HIV genome" (RNA or DNA) originates in a unique, exogenously acquired 

infectious retroviral particle. 

 

5. That HIV/AIDS is infectious, either by blood, blood products or sexual intercourse. 

 

6. That mother-to-child transmission of a retrovirus HIV or its inhibition with AZT or 

nevirapine. 

 

The group also believes that AZT (Big Pharma's key AIDS drug) cannot kill "HIV" and is so 

toxic that, in fact, it may actually cause some cases of AIDS. 

 

AIDS propagandists are like global warming scientists 

 

I've finally put the pieces together on this. It turns out that AIDS propagandists are just like 

some of the global warming scientists: They've already decided what's true and they viciously 

attack anyone who even dares to ask an intelligent question about the validity of their so-

called science. 

 

We saw this with the leaked emails of the global warming scientists: They were clearly 

conspiring to manipulate the data to support the outcome they had pre-decided to be 
"scientific". And yet that entire approach isn't scientific at all. It's dogmatic. 

Many conventional AIDS scientists are just as dogmatic. It doesn't even matter whether 

they're right or wrong -- their unwillingness to even tolerate sensible questions obliterates 

any credibility they might have previously had. A credible scientist, you see, is happy to 

answer questions or even critics. Credible scientific study stands up to scrutiny. It can 

http://theperthgroup.com/HON/PGBergmanHONNov242009.html
http://theperthgroup.com/HON/PGHONFakeQuestionsDec042009.html


withstand scientific challenges and weather the storm. 

 

But none of the conventional AIDS theories are allowed to be questioned at all. And why not? 

Because if an intelligent, evidence-based inquiry into conventional AIDS propaganda were to 

ever be conducted, the whole fraudulent system would collapse like, well, a house of cards. 

(Hence the name "House of Numbers" for the documentary.) 

 

But that can't be allowed to take place. Much like we see with vaccines and cancer, too 

much money is riding on conventional AIDS mythology, and it's too late to change their 

story. 

 

AIDS myths 

 

So the myths about AIDS continue: That a simple blood test can tell you whether you have 

AIDS, that AIDS is caused by HIV, that HIV is transmitted through blood, that AIDS has no 

cure, and so on. These are all AIDS myths because they exist in the realm of conventional 

AIDS dogma that is utterly unwilling to field any questions or stand up to any scientific 

challenges whatsoever. The mere mention of any intent to question conventional AIDS 

mythology brands you as an "AIDS denier" -- a vicious, derogatory term thrown about like a 

linguistic hand grenade in an attempt to instantly halt any intelligent conversation about 

HIV and AIDS. 

 

You either agree with the conventional AIDS propagandists, or you're a nut, it seems. There 

is no room for questioning anything. There's no tolerance for those who might think for 

themselves instead of just swallowing the conventional theories as if they were scientific 

fact. 

 

But then again, we shouldn't expect anything more than that from conventional medicine, 

should we? This is an industry steeped in scientific fraud and routine quackery. It is a field 

of pseudo science that has become extremely proficient at rigging the data in order to fit 

whatever predetermined outcomes it wishes to support. 

 

The AIDS industry is an outgrowth of this scientific quackery. Fictions about AIDS have given 

rise to an entire for-profit industry that depends on the continuation of the mythology to 

keep its cash registers ringing. That's why the attacks against Brent Leung are so vicious: 

He's the guy who has dared to stand up and say, "The AIDS emperor wears no clothes!" 

 

For daring to point that out, Leung is branded an "AIDS Denier." It's the equivalent of calling 

him an "Emperor's wardrobe denier" while pretending the emperor is wearing magnificent 

flowing robes sewn with golden thread. 

 

It all just makes me wonder: What's the point of having a scientific method if the scientists 

aren't going to follow it? 

 

I won’t bore you with the full paper, you’ve done enough studying, this is the conclusion of  

Papadopulos-Eleopulos et al. 1999 (The nice lady from the video snapshot’s earlier) and 

their opinion on AZT  

Pharmacology of AZT and its Use in AIDS Papadopulos-Eleopulos et al. 1999. 

Conclusion - A critical analysis of the presently available data which claim that AZT has anti-

HIV effects shows there is neither theoretical nor experimental  evidence which proves that 

AZT, used either alone or in combination with other drugs, has any such effect. The 

recommendation that AZT, either alone or in combination, is administered to HIV 

seropositive or AIDS patients warrants urgent revision. 

Leon stop being on all four’s more often than a table and look after your body, simple. M 



 


