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Several years ago I reported that the cumulative record of HIV testing shows that what is being detected by those tests is not an infectious agent. Details are in 3 articles in JSE (19 #4, 20 #1, 2) and further details and discussion are in the 2007 book, The Origin, Persistence and Failings of HIV/AIDS Theory (McFarland 2007).

Since then I’ve had the benefit of information and ideas from a number of correspondents, particularly since I began a blog about this last November. I’ve also kept up with news reports by means of that marvelous device, Google Alerts. Several times a week there are items that deserve comment because they reveal flaws in the mainstream theory.

One of the factors that convinced me that HIV/AIDS theory is dead wrong is the fact of uniform and universal racial disparities. In any diverse group tested for “HIV”, blacks always test positive at rates that are anywhere from 5 to 20 times--or even more--greater than among whites, and Asians always test positive less frequently than whites. It’s not a lingering after-effect of discrimination and its corollaries, because Native Americans test at rates almost like those of whites and much less than those of blacks. And its truly linked to race, because Hispanics in the western USA, who are largely of Mexican ancestry, test positive at rates comparable to those of Native Americans and close to whites, whereas Hispanics in the eastern USA, who are largely of Caribbean and African ancestry, test positive at rates comparable to those of non-Hispanic blacks.

At any rate, to my mind the demographics of HIV tests are quite conclusive proof that HIV tests don’t track and infection. But the data can’t be presented in a concise and yet convincing fashion, it requires some immersion in and thinking about it all. A few months ago, as I was trying to write up the race aspects in a way that might be suitable for a general audience, I was led to look at data about deaths from what is increasingly being called “HIV disease” rather than AIDS. And those data provide the most straightforward way that I’ve yet come across for demonstrating that HIV/AIDS theory is dead wrong.

HIV infection is supposed to be followed by a “latent period” of roughly 10 years before symptoms of illness--AIDS--appear. In the early 1980s, the beginning of the AIDS era, the appearance of those symptoms was followed by death quite rapidly, within months or at most a year or two, so life spans following infection would have been maybe 11 or 12 years on average. AZT, the first anti-AIDS drug to be approved by the FDA, was supposed to stave off death for a worthwhile period of time, maybe as much as a year or so, even though the drug itself is highly toxic; even a few extra months of life were regarded as a definite benefit. So after AZT was introduced in 1987, life spans after infection would have been maybe 13 or 14 years instead of 11 or 12. In 1990,  AZT began to be used with “HIV”-positive people before they showed symptoms of AIDS, with the idea that this could be delayed and the latent period lengthened. So from 1990 on, life spans from the time of infection should have increased to appreciably more than 15 years. In the mid-1990s, there was much ballyhoo about the lifesaving treatment known as HAART, highly active retroviral treatment, which involves so-called cocktails of several drugs, typically of different kinds, with each drug being administered at considerably lower doses than had been used in AZT monotherapy. In many quarters you can now find HIV/AIDS being described as a chronic but manageable disease, with treatments making possible life spans of twenty or more years after infection.
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So you’d expect the ages at which people were dying from HIV disease to have shifted steadily higher over the years, from the early 1980s to date. Instead, you find no significant change:
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The only way to explain this is to postulate that the ages at which people were becoming infected were decreasing at just about the same arte as the extended life spans from better treatment. That’s unlikely on the face of it. Furthermore, the data cited in my book, no matter whether from 1985 or from the late 1990s, all show the same dependence of rates of “HIV”-positive on age, namely, the greatest likelihood of testing positive is in people in their 30s or 40s.

That in itself contradicts the notion of a latent period: the peak ages for testing positive are the same as the peak ages of deaths. The death data are for the population as a whole, but most of the data collected in my book come from specific smaller samples: blood donors, military cohorts, drug abusers, gay men, and more, so you might quibble that those are not comparable to the death numbers. But there’s a large data set published by the CDC of about 10 million tests carried out at pubic testing sites between 1995 and 1998: prisons, hospitals, clinics for family planning and abortion and sexually transmitted diseases and tuberculosis and more, which might approximate the situation in the population as a whole, albeit at somewhat higher risk than average: the overall rate of “HIV”-positives in these 10 million tests was 1.5%, whereas the rate for the whole US populaiton is a few tenths of a percent, perhaps 0.4% or so. But then, those who die from HIV disease are also, presumably, in the higher-than-average risk-category. Comparing those test data with deaths for 2004 again demonstrates the lack of a latent period:
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Both data sets report numbers only for 10-year intervals, and those intervals don’t superpose; deaths are reported fro ages 25-34, 35-44, and so on whereas the test data are reported for age ranges of 30-39, 40-49, and so on. Given that difference, one would be hard pressed to assert that the two curves don’t essentially overlap.

But beyond that, note that the death rates are for between 6 and 9 years later than the test data. People testing “HIV”-positive during 1995-98 should have had the benefit of HAART care, and so would have been expected to live on average to perhaps 2015 or so. Again one might quibble, for instance that people testing “HIV”-positive in 1995 might have been infected earlier. But if one were to distribute those positive tests over some range of years, the expected effect would still be some sort of curve whose peak is shifted significantly into later years, albeit the curve would be broadened, stretched out. There’s no sign, though, that the death distribution is any broader than the HIV-test distribution.

So official data contradict HIV/AIDS theory quite directly.

There are some further details to this comparison that add more conviction. For one thing, that death rates fro HIV disease are highest among people in their 30s and 40s is the opposite of what occurs with infectious diseases, where the young and the old are most at risk. There are also conundrums for the mainstream theory in racial disparities: blacks and Hispanics die at greater rates than others do from HIV disease; but the age distributions are incongruous, because blacks and Hispanics survive HIV disease for about a decade longer than others do: all the reported deaths from HIV disease among whites, Asians, and Native Americans are at ages less than 55 for males and 45 for females; whereas some 30-35% of black and Hispanic females survive HIV disease long enough to die at ages greater than 45, and some 10-15% of black and Hispanic males survive beyond age 55. In other words, those groups most affected by this disease also survive it better. Anyway, as I noted at the outset, infectious diseases don’t discriminate by race; racial discrimination evolved only among the higher mammals.

