
DILEMMA 

(Sent beginning of April 2005 to several friends) 

 

I don’t know what to do. 

I’ve stumbled on clear proof that HIV doesn’t cause AIDS. 

What do I do about it? 

 

You see the problem. My best friends won’t believe me. Even people who think that I 

occasionally get things right won’t believe this. The best I can expect from them is that they’ll 

humor me long enough to ask, “OK, what’s the proof?” 

 

There’s another part of the problem. Although the proof’s clear, it’s not easy to put in a few 

words. Here’s the best I can do: 

 

“AIDS broke out in New York, Los Angeles, San Francisco, in the early 1980s. Only in two so-

called ‘high-risk’ groups, MSM and IDU--Men who have Sex with Men, and Injecting Drug 

Users. 90+% of AIDS  victims were men. 

In 1984 it was claimed that the cause is the HIVirus, transmitted sexually and via blood. It 

was feared that it would leak or seep into the general population, initially through the female 

partners of IDU and MSM (or bisexuals among MSM). 

What I stumbled on is the fact that as early as 1985, when HIV tests first became available, 

HIV was already found all across the country, among people outside the MSM and IDU groups. 

How could it have jumped in that short space of time the geographical separation between 

NY, LA, SF and the rest of the country, as well as the social and behavioral barriers between 

MSM/IDU and these ‘low-risk’ groups?” 

 

So: Isn’t that absolute proof that HIV could not have caused AIDS? 

 

You still don’t believe me, of course. Why should you? It can’t be that simple. Surely I’ve got 

something wrong. You might well ask: 

1. How did I stumble on that fact? If it’s so plain, why hasn’t it been common knowledge all 

along? 

2. Anyway, HIV didn’t get to NY, LA, SF in the ‘80s, AIDS did. There’s a long latency period 

between HIV infection and AIDS, an average of 9 or 10 years by current estimates. So there were 

as much as 15 years available for HIV to jump those barriers and spread across the US. 

 

I stumbled on all this as I was reading Oncogenes, Aneuploidy, and AIDS: A Scientific Life and 

Times of Peter H. Duesberg, by Harvey Bialy. On page 184 I read  that HIV infection is about 

equally distributed among young American men and women applying to enlist in the Armed 

Forces. 

How could that be? When AIDS victims are still 80% men? 

Now it gets a bit complicated to think about, because of that long latent period of 9 or 10 

years. 

OK. HIV got to MSM & IDU in NY, SF, LA in the 1970s. Immediately it started to seep into 

the general population. So, 9 or 10 years later, by the ‘80s, there will have been appreciable 

amounts of AIDS appearing outside the high-risk groups as well as inside them. 

 Except there wasn’t. AIDS stayed primarily in its original epicenters for a long time, and 

when it did spread, it did so primarily to other metropolises with MSM and IDU: Washington 

(DC), Atlanta, Miami. 

 OK, so HIV took quite a while to seep into the general population and away from the 



metropolises. 

 Exactly. That’s the point. By 1985, people all over the country were already infected, 

remarkably uniformly, with HIV. It had not had time to spread like that from those behavioral 

ghettos in those few cities, even if it started early in the 1970s. 

 

It made my head spin, and still does, when I try to conceive a halfway reasonable 

explanation. Makes your head spin too, doesn’t it? Especially if you look up the original 

reference for that statement in Bialy’s book, and you find that it was teenaged male and female 

potential military recruits from across the country who were about equally HIV-positive back in 

1985--89. 

What possible explanation is there for that? 

Maybe female applicants for military service all over the country had been disproportionately 

into unsafe sex with high-risk people, MSM and IDU, since the 1970s? From before they were 

teenagers?  

Give me a break. 

 

Well, then, so there must be something wrong with those data. One swallow doesn’t make a 

summer, and one research article doesn’t establish a scientific fact. Look for other published data 

on HIV outside the MSM/IDU groups, preferably from as close to 1985 as possible, and you’ll 

find this was an anomaly. Testing had just started, and perhaps it wasn’t being done properly. 

 

It turns out that there’s quite a lot of data. Since 1985, the military has tested everyone--active 

duty, Reserve, National Guard, potential recruits. The Job Corps has since 1987. Blood donations 

have been tested since 1985. There are also a few small surveys from the mid-to-late ‘80s of 

university students, and applicants for marriage licenses. The data I collected now covers two 

decades and 6½ million people on active military service; more than 1½ million Army reservists; 

more than 2½ million in the National Guard; nearly 7 million applicants for US military service; 

more than 1 million members of the Navy and Marine Corps; 8½ million first-time blood donors; 

about 350,000 members of the Job Corps--say 30 million individuals, more than 10% of the US 

population.  

And all those data just make things that much worse. The first cohort of military applicants 

was tested in 1985--86. Same result as for the teenagers in 1985--89: HIV already everywhere in 

the country. Some blood donors tested positive all across the country; as did college students; as 

did applicants for marriage licenses; as did Job Corps members. 

And now it gets even worse: In every group for which there’s data over a period of years, 

the rate of HIV infection decreased from 1985 into the 1990s. That’s the very opposite of a 

spreading infection, isn’t it? 

Of course, you shouldn’t take my word for it. Here are some charts from official sources: 

 



 
from http://amsa.army.mil/1MSMR/MSMR_TOC.htm, Medical Surveillance Monthly Report, 10 #04, July/Aug 2004 

 

 
Centers of Disease Control, National HIV Serosurveillance Summary, Update--1993; HIV/DHAP/6-95-051 

 

Look at those two charts: 0.6 (female) to 1.6 (male) per 1000, military applicants in 1986; 0.3 

(female) to 0.7 (male) per 1000 in 1985, blood donors. Here are two quite independent samples of 



somewhat different sectors of the general population. They’re so similar, surely they’re quite 

representative of the general--heterosexual, non-drug-using, ‘low-risk’--population. And there’s 

plenty more data, from the Army Reserve, the National Guard, the Job Corps, the Navy, the 

Marine Corps. All of it looks like that. Same trends, similar magnitudes.  

And when you look at these charts, it’s obvious that whatever is being measured didn’t 

suddenly spring into existence just before 1985, or even many years before then. Extrapolate 

those charts back before 1985, and you don’t expect to see a singularity where the numbers 

suddenly jump up from zero. Since it’s been ubiquitous across the country in all this time since 

1985, and decreasing in amount, any reasonable extrapolation into the past says that it was around 

for a very long time indeed. 

So how is a virus that’s been around for so long a time, and which has been becoming less 

prevalent since 1985, responsible for that epidemic in a few cities in the early 1980s?  

 

AHA!! Here’s the flaw! All those HIV prevalences across the country in these low-risk groups 

are very small. They’re rarely much more than 1 in 1000. These groups I’m calling “low risk” 

must have allowed a few MSM, IDU, or other high-risk people to sneak in; and the screening to 

keep them out has been getting better over the years, that’s why the prevalence appears to  have 

been decreasing. Simple! 

 

Sorry, that dog won’t hunt, as the saying goes. MSM/IDU are 80+% male. Look at those 

charts: male HIV-positives outnumber female HIV-positives by much less than 4+ to 1. In some 

groups, especially teenagers, there are as many or more female HIV-positives as males. If high-

riskers got included in the low-risk groups, and that accounted for all the male HIV-positives, 

then there would be some female HIV-positives left unaccounted for. There just aren’t enough 

male positives to account for all the female positives in these low-risk groups. 

And then too, look at how regularly the M-to-F ratios vary (or stay constant) over the years. 

Could that happen as a result of random, occasional, inclusions from people with very different 

HIV+ characteristics? And somehow, wherever and whenever a group is chosen, in any part of 

the country, it always somehow inadvertently includes just on the order of 1 per 1000 IDU/MSM? 

Anyway, if all these HIV-positives were from the high-risk groups, it would mean that this 

sexually transmitted virus hasn’t seeped outside the initial high-risk groups in 20 years--while at 

the same time it has nevertheless spread right across the country, just among IDU and MSM. 

Believe any of that, and I’ll be glad to sell you a lot of bridges, in Brooklyn and all across the 

country. 

 

OK, fine. We need a different explanation. HIV has been around for a long time. Maybe it was 

benign for a long time, until it mutated and became virulent only in the late ‘70s or early ‘80s, 

among MSM and IDU in NY, LA, SF? 

I don’t see that dog hunting, either. It has the same problems as before. How could the 

virulent form have spread so widely and so quickly? And if it isn’t the virulent form that’s 

widespread, then we’re back at the Duesberg view: only particular groups of people are 

susceptible; why? Because they’re immune systems have already been damaged by something 

else. QED. It isn’t HIV that destroys the immune system and causes AIDS. 

 

Anyway, as to HIV perhaps spreading quickly, here’s something else that you might find hard to 

believe, even though it’s been around for a long time in the relevant literature. HIV is not easily 

transmitted: 
• Quite a few independent studies  have all shown that the efficiency of transmitting HIV 

through unprotected intercourse is about 1 per 1000; whereas for gonorrhea, say, it’s on the 
order of 50%. 



• As for transmission via an infected needle, the probability is 0.3 or 0.4%, compared to, say, 
20--40% for hepatitis B. 

There’s nothing secret about these facts. They’ve been hiding in plain sight. Admittedly, an early 

paper by Weiss, Gallo and others in Science did warn health-care workers to beware of accidental 

exposure to HIV; but the actual data in their paper reports exactly ZERO properly confirmed 

infections. 

 

OK, you don’t see anything wrong with my argument--yet. But there just has to be something 

wrong with it. How could everyone have been so wrong for so long? Haven’t these data been 

publicly available all this time? If they really proved what I say they prove, why hasn’t that been 

known for a long time? There just HAS to be a flaw in all this somewhere. 

 

It kept me awake a lot of nights. I couldn’t see what was wrong with my argument, but I knew 

there had to be. I was afraid of talking about it and making a fool of myself. 

 

Maybe the tests have a false-positive rate of about 1 per 1000? 

This quickly gets too technical for me. The methodology is fully described in the various 

articles. The military tests were done by the Walter Reed Retrovirus Research Group. They did 

duplicate ELISA tests followed by Western blot. Near as I can tell, that’s the highest standard for 

specificity in HIV testing to this very day. 

Anyway, if those were false positives, it would mean that false positives in the most careful 

tests always show up at about 1 per 1000, and at about the same relative rate in men compared to 

women? 

If that made any sense, it would also be truly GREAT! Because then all the data that CDC, 

the DoD, UNAIDS, the World Bank and all the rest have been using, to scare us about the 

HIV/AIDS epidemics, is worthless. I suppose that’s possible, that the CDC and other 

bureaucracies are not trustworthy. But if HIV isn’t anywhere outside high-risk groups, then it 

wouldn’t be a sexually transmitted virus that can make everyone ill, it would mean that it’s just 

another “opportunistic infection” that AIDS victims suffer from, like Kaposi’s sarcoma or 

Pneumocystis carinii, which are a result and not the cause of immunodeficiency. Which would 

mean that Peter Duesberg has been right all along. Which would, again, be the whole point: HIV 

doesn’t cause AIDS.  

 

I’m going to assume that I’ve worn you out by now. Surely this is all too much to take in one 

swallow. It would be quite natural for you to feel worn out by now. It happened to me, and I was 

going through this much more slowly over a much longer time. My head was spinning for weeks 

as I tried to make sense of all these data. So put it aside. But please come back to it again some 

time. 

 

************************************************************* 

 

At first, I had kept trying to compare the magnitudes of this strange, ubiquitous incidence of HIV 

with numbers of reported cases of AIDS, over time and across the country. That was a very bad 

line of thought, very confusing indeed: primarily because the definition of AIDS has been 

changed several times over the years. Since the late ‘80s, the presence of HIV has even been an 

official defining factor in diagnosis of AIDS. After that, HIV and AIDS have been correlated by 

definition, and any lack of genuine correlation is obscured. 

It took me quite a while to realize that I needed to look only at measures of HIV, and to 

consider whether HIV prevalence over time and geographically and among men compared to 

women, etc., made sense for a disease-causing infectious agent. And I had to keep in mind that 

AIDS is really what happened in the early 1980s in NY, LA, SF, not what it was later defined to 



be, for instance, in and after 1993, when the number of AIDS cases doubled because of a re-

definition. 

 

There’s another important point about the claim that HIV and AIDS are correlated, which is 

the centerpiece of the official position. Except for groups like the military and blood donors, 

where the need to avoid infection is so obvious that it trumps sociopolitical pressures, HIV testing 

has been almost entirely voluntary, and almost exclusively done for those who suspected they 

might be at risk. Often finding HIV in “high-risk” people is a tautology, a self-fulfilling prophesy, 

because it was first isolated from people in similar straits. The correlation, such as it is, goes in 

only one direction: Where there’s AIDS, there’s often HIV. But where there’s HIV, often there’s 

no AIDS. Thousands of HIV-positive people have been identified who never became ill, even (or 

especially) if they had no anti-retroviral treatment. 

(I was curious enough by now to look at the first papers published by Gallo and his group 

after their announcement that HIV causes AIDS. Look them up for yourself. The key one says 

they found HIV--under another name then--in 26 out of 72 AIDS patients. Some proof!) 

 

************************************************************* 

 

If you’re still reading, I suspect there’s an obvious question you expect me to answer: If it doesn’t 

cause AIDS, then what is HIV? 

That’s hardly a fair question, of course,. You know that as well as I do. I’m not a virologist or 

even a biologist, and I’m not an epidemiologist or even a statistician. I didn’t say that I’ve 

discovered what HIV is, I’m just saying that the data clearly show that HIV is not a sexually 

transmitted disease-causing agent and therefore it is not the cause of AIDS. 

Still, I understand that my task is persuasion, and it would be powerfully persuasive if I could 

tell you what HIV really is. 

Or would it really be powerfully persuasive? 

If I claim not only that I’ve stumbled on the fact that HIV doesn’t cause AIDS, but also that 

I’ve discovered what HIV really is, doesn’t that put me in the class of the cranks who know more 

or less intuitively what no one else yet does? 

That’s another part of my dilemma--I’m too familiar with the sociology of unorthodox claims 

in science. Bernard Heuvelmans used to ponder, what should he do if he actually saw Nessie? If 

he told people, no one would believe him, just because he was known to have been a believer all 

along. I’ve been telling people for years that I don’t believe HIV causes AIDS. Who is now going 

to believe that I’ve stumbled across the proof? 

Especially when I also claim to have discovered what HIV really is? 

Especially when I edit the Journal of Scientific Exploration, which features serious discussion  

of all sorts of scientific heresies, like ball lightning, and cold fusion, and psychic  phenomena . . . 

And when I personally have made no secret of the fact that I believe the Loch Ness Monster 

is real? 

 

I hope that makes you sufficiently sorry for me to read on just a little further. I have a bit to say 

(1) about why all this has not been broadcast long ago, and (2) what HIV really seems to be--or, 

at least, what sort of thing it is. 

 

1. Why wasn’t all this noticed long ago? 

Well, of course it was noticed.  

Burke and co-authors in 1987--the people who looked at the data on civilian applicants for 

military service in 1985--86--remarked that “demographic factors (age, sex, and racial or ethnic 

group) associated with the prevalence of HIV reveals differences between these factors and those 

currently associated with AIDS”; “Remarkably, in the six counties . . . with the highest HIV 



prevalence rates” the ratio of infected men to women was only 1.2 to 1 whereas the ratio for male 

to female AIDS cases was about 10 to 1. 

Again, when Burke and co. analyzed data on a million teenage potential recruits for the 

period 1985--89, they noted that even among teenagers there was appreciable infection (about 1 

per 3000) even though AIDS was truly rare in that age group; and even more surprising, more 

women than men were infected in the youngest group, 17 year-olds. 

But in science, anomalies like that don’t upset an apple cart until enough people get worried 

enough about them for a long enough time. And it’s easy to offer speculative explanations: maybe 

our samples are biased in some way, maybe there’s something we just haven’t thought of, etc., 

etc. And in this case, there’s that convenient fudge factor of a “latent period”. 

Moreover, scientists don’t say they’ve disproved something until they have a better theory to 

put in its place. 

 

Another reason why all this was ignored or overlooked for so long is that almost everyone 

has naturally concentrated primarily on the biology of all this, not the demography or 

epidemiology. Even the so-called “HIV/AIDS dissidents” have argued chiefly on the basis of 

clinical medicine, molecular biology, virology, immunology. 

 

And remember, too, what Thomas Kuhn said about “incommensurability”. If you care to be 

ingenious enough, you can almost always find some sort of speculative explanation for all or 

most of these data in terms of the HIV-causes-AIDS theory, by handwaving about such 

possibilities as some people being immune for some unknown reason, and there being various 

different strains of HIV so that it’s different in Africa than in the US; and so on and so forth. It 

was only because I’ve long been convinced that HIV doesn’t cause AIDS, that I was ready to 

interpret the data in that light. 

 

2. So what is HIV? 

What had absolutely floored me about all those data I collected was not only that HIV had 

been all over the country already in 1985, and that it had been getting less prevalent since then: I 

was also stunned by the consistency with which data from various groups and cohorts all showed 

a number of striking regularities: 

1. Among adults, prevalence increases with age. 

2. It is higher, and increases more steeply with age, among men than among women. 

3. In sufficiently young teenagers (younger than about 17 in most groups), however, it is more 

prevalent in females than in males. 

4. Below the teens, it increases with decreasing age. 

5. Prevalence is always higher among black Americans than among white Americans. Where 

the samples are large enough to yield meaningful data on other ethnic groups, they usually 

show Hispanics intermediate between white and black, and Asian subjects below white 

subjects. 

6. In several military cohorts, prevalence increases with age only up to about thirty, and then 

declines markedly at higher ages. Among blood donors, prevalence increases to about age 40 

before declining again. 

7. Prevalence increases significantly with population density. For MSAs (metropolitan 

statistical areas) with populations between 50 and 250 thousand, it is 10--15% higher than in 

rural areas; in MSAs of 250,000 to 1 million, it is about twice that in rural areas; in the largest 

MSAs (>1 million), it is 3 times as high as in rural areas. 

After I had seen these consistent trends in all these data, I looked over CDC reports from 

publicly funded testing sites, covering each of the 4 years, 1995 through 1998. Now those were 

not mandatory tests on defined groups, so statisticians might quibble about how reliably one may 

draw conclusions. The sites included family planning clinics, pre-natal clinics, STD clinics, HIV 



counseling sites, drug treatment facilities, prisons. Something like 2 million tests in each year. 

Those show the same trends by sex and age and ethnicity. For 1997 and 1998, the data are broken 

down into individual States, and a few individual cities, as well as by age, sex, and race. For 

every State where the individual samples are large enough (e.g., Maine doesn’t have enough 

black Americans to yield reliable estimates of whether a few of them per 1000 are HIV positive), 

the same trends are there: men higher by a factor typically between not much less than 1.5 to not 

much more than 3; black Americans higher than white by a factor of 3 to 4. For both sexes and all 

races, “HIV” decreases from birth into the teens, then increases again--much more for men than 

for women; then declines again in the golden  years, which start anywhere between 30--50 for 

different sex-race groups. 

Regularities consistent with all the above ones appear in what data I’ve been able to find--

about HIV, not about AIDS--from overseas. In Germany, for example, prevalence among new 

mothers in Berlin (high population density) was more than 3 times as great as among new 

mothers in Bavaria or Lower Saxony (low population density). In the UK, it’s higher in Inner 

London than in Outer London, and lower still in Scotland and the Rest of England. 

 

On the HIV-causes-AIDS theory, you have to interpret HIV-positive tests as infection by HIV, 

and you have to explain those regularities as reflecting propensity for risky behavior. You have to 

say that black men are several times--at least  3 or 4 times--more likely than white men to practice 

unsafe sex,  homosexual sex, needle-sharing--in every part of the country! In every age group! In 

every environment, urban or rural! 

That sort of explanation is not only politically incorrect, it’s absurd. Wherever you look in the 

data, black women are more likely to be HIV-positive than white men. Within every ethnic group, 

HIV varies in similar fashion with sex and age. 

Those regularities are for apparently healthy people, of course; the typical HIV prevalence is 

on the order of 1 per 1000. By contrast, MSM and IDU test positive up to 50% or more. 

 

Such regular trends among these independent demographic variables, of something present at 

a prevalence on the order of only 1 in 1000 in healthy populations but more frequently in the 

presence of illness, is reminiscent of a fever, or the release of adrenaline in response to stress, or 

of histamine in an allergic reaction. 

That analogy is strengthened by data on the annual incidence of new HIV “infections” in 

military cohorts. The researchers expressed surprise that the annual rate of new “infections” was 

within a factor of 2 or 3 of the total prevalence. The obvious explanation--once you realize that 

HIV is not an infection!--is that HIV-positive is a temporary rather than a permanent condition. 

(There have also been a number of reports of HIV-positive individuals subsequently becoming 

HIV-negative without medical intervention.) 

That explanation also accommodates that 
• “HIV prevalence” is highest in the Job Corps (disadvantaged youths), intermediate in the 

military cohorts, and lowest among blood donors (highly screened for good health). 
• It is lower among repeat blood donors than among first-time donors. 
• It is much higher among IDU and MSM than among those low-risk groups. 
• At publicly funded testing sites, HIV was lowest at family planning clinics (2.2 per 1000); a 

bit higher at pre-natal and ob-gyn sites (6.3); significantly higher at STD (14), TB (15), and 
HIV counseling (18) sites; higher still in prisons (20); and highest of all (23) in drug 
treatment facilities. 
Those characteristics seem best explained by regarding “HIV”--whatever it is that HIV tests 

measure--as a measure of oxidative stress, as the “Perth Group” of HIV/AIDS dissidents has been 

arguing for two decades. That’s not necessarily at odds with Duesberg’s view that HIV is a 

harmless “passenger” virus and that the immunodeficiencies in AIDS are produced by drug 

abuse. Root-Bernstein’s view that AIDS is the culmination of multiple assaults on the immune 

system is also compatible with that. 



 

************************************************************* 

 

So there you have it, all neatly proved and explained.  Now what should I do? 

I started to draft a proper paper. An enormously time-consuming task. And then who would 

publish it? 

I started to draft a short note, just giving the essence of things with the minimum of citations. 

But, of course, no point submitting to Nature or Science. So maybe Medical Hypotheses? 

I sent a possible draft to a dozen people. The already-convinced ones rather liked it and 

wished me good luck getting it published, but clearly thought that it wouldn’t break the 

stranglehold that the HIV/AIDS dogma holds on the scientific and popular media. 

One of them asked the advice of someone with contacts at Medical Hypotheses. He thought it 

would be rejected out of hand if I actually make the claim that HIV doesn’t cause AIDS--I should 

just suggest gently that there is an alternative hypothesis. Another fellow, open-minded and very 

knowledgeable about clinical statistics, made a similar suggestion, and indicated that 

sophisticated (and obfuscating) arguments could be made, about how viruses like Epstein-Barr 

can be harmless at some times and places but virulent at others, that there are all sorts of not-

understood matters in virology and immunology, etc., etc. 

And even if I get something like that into some place like Medical Hypotheses, what good 

would that do? Duesberg, Root-Bernstein, and many others have been publishing strong 

arguments there, and in some more mainstream journals even, based on evidence and logic, for 

many years, that HIV isn’t the sole, necessary and sufficient cause of AIDS. 

What’s needed is somehow to capture the attention of relatively major media, it seems to me. 

Can you suggest a plausible way to do that? Since these demographic data haven’t been so used 

before, and are surely easy enough to understand as well as being conclusive? 


