A History of HIV: A Dialogue between the Modernisation and the World-systems approach.


AIDS—the clinical manifestation of HIV—was first documented by physicians in the US during 1981, and as the first clinical cases were predominantly amongst gay men it was thought to be a disease of the gay community (CDC, 1981). Speculations were made about whether it was due to amyl nitrates or other drugs that were used amongst gay men to enhance sexual performance (Gust, 2008).  However it was soon observed that other individuals outside the gay community were also being affected; especially those who had one of four things in common—Homosexuals, Heroin users, Haemophiliacs and Haitians—which led public officials to informally use the term 4H club to group individuals infected with HIV (Alan & Burridge, 2006; 218). Early on it was put forward that Haiti was a likely origin of disease, this was despite any knowledge of the agent of the disease or clear epidemiological data (Farmer, 1992). 


However the biological history of HIV predates much of this. HIV first originated in West Africa sometime before 1950, most probably in the DRC (Zhu et al., 1998) (Keele et al., 2006).
 Chimpanzees carry a similar virus called SIV that probably mutated into HIV after it had been passed into human populations. Different theories have been proposed to explain this spread between chimps and humans (Moore, 2004) (Wolfe et al., 2006) (Hooper, 1999) (Fears, 2005). The most common, and best-supported theory, is the Hunter theory, which proposes that the disease was first transferred to a hunter with an open wound by blood from an infected chimp that had been killed during a hunt (Wolfe et al., 2006). 

It has also been highlighted that it was the oppressive forces of colonisation that led to the intensification of hunting chimps for food (Moore, 2004). The brutality of colonial rule in the DRC was particular severe, with most estimates suggesting that around half the population of 30 million died during this era (Shelton, 2005). Colonisation of the DRC displaced many indigenous people and caused others to form new modes of survival; these included seeking alternative sources of food through means such as hunting (Moore, 2004). Increased hunting increased risk of transmission. Current estimates suggest that the virus crossed into humans more than once (Zhu, et al., 1998). Had rates of hunting been lower the crossover may never have occurred, or it may have only occurred in the less virulent forms of the virus.

Not only are there links to the origins of the crossover, the work camps set up during colonisation may have been the sites of the multiplication and evolution of HIV as these camps often employed prostitutes to keep workers happy and were known to use unsterilised needles to inoculate workers against disease (Moore, 2004). These practices may have been what changed HIV from a local outbreak to a global pandemic—as HIV evolved into a more virulent strain before spread. While there is a reasonable amount of uncertainty about how these interactions are linked to the origins of HIV, the question remains, why did the crossover of the disease to humans occur during this era? From this fact alone it does seem that the relationship between HIV and the history of colonialism in Africa should be further investigated.
 


Regardless of whether the origins of HIV are linked to colonialism or not, the current distribution of HIV globally now reflects this colonial history. Globally there are around 33 million people living with HIV, but they are not spread evenly. Africa represents 70% of these cases, while it is only home to only 10% of the world’s population (UNAIDS, 2007). Africa as a region was the last in the world to be de-colonised, and was also the site of some of the most oppressive and invasive forms of colonisation (Shillington, 2005). Other ex-colonial regions such as Central and South America likewise share a heavier number of cases relative to other regions. This tragedy is further compounded by the fact that 80% of individuals in these low- to middle-income countries do not receive any form of anti-retroviral therapy (Parker, 2006); a fact that increases both the amount of suffering and the spread of the disease.


The pattern of HIV disease globally, is not random, but reflects a world-system that has emerged during colonialism, and has continued until the present—albeit in a different form.
 World-systems theory posits that the world is broken into regions that operate as different—and unequal—parts of a single global economy. The current world-system is broadly organised into core countries that have histories as either new settlements of an existing empire (such as Australia, or the United States), or as countries that were free states during the colonial era (Germany, Britain, France, etc.); these states today have high wages, advanced technology and high concentrations of capital (Taylor, 1989) (Wallerstein, 1980). Meanwhile periphery countries tend to be those that were colonised or under the control of foreign empires during this era; the core exploits these states; they have low wages, and more rudimentary levels of technology (Taylor, 1989). When these distinctions are used to analyse the data of HIV infection, periphery countries make up the bulk of HIV infection, while core countries show much lower levels of infection.
 Some exceptions exist to this rule, with the modern-day ex-Soviet states also exhibiting higher levels of infection than the rest of the core nations. However these states are generally considered as new components—or sometimes continuing components—of the semi-periphery (states which exploit the periphery and are themselves exploited by the core) due to the way in which these states became marginalised parts of the global capitalist economy during the Communist era (Bradshaw, & Lynn, 1994). 


The reason why the global burden of HIV follows the contours of the world system so closely is because of poverty. According to Farmer (1999; 51-52) social inequality is the only co-factor that accurately predicts the distribution or outcome of the disease. This is true both on national scale and also on the international scale. Interestingly an exception that proves this rule has been Cuba. Cuba is of similar wealth to its regional neighbours (except for Haiti which is much poorer), yet it experiences drastically lower rates of HIV infection—refer to table 1. Cuba’s success can be attributed to having a national public health program that primarily focused on prevention rather than treatment. It also provided full treatment to those that were infected. Rather than medicines being distributed based on who can afford to pay for them, Cuba’s system was based on the sound reasoning that if all HIV positive cases were identified and treated then an epidemic could be avoided. Cuba, while poorer than much of the core, has a system based on equity of access; as such it provides public health for the whole society not just for an individual or class. Cuba’s health system, therefore, with respect to HIV, is an example of (near) complete equity at a national level, and it illustrates what can be achieved even in countries that are resource-poor.

It is against this historical backdrop that efforts to develop a vaccine against HIV have been made. A vaccine for HIV was proposed early on in the medical history of HIV, when in 1984, Margaret Heckler, the secretary of the US Health and Human Services, announced that the agent of HIV had been characterised as a virus and that a vaccine would be ready in only 2 years (Heckler, cited in Baer, Singer, & Susser, 2003). This rash claim has yet to be realised 25 years on. And in contrast to Heckler’s optimism, a lot of the science looks grim. 

The most recent vaccine candidate for HIV actually increased risk rather than providing protection against the virus. After proof of concept in Rhesus monkeys (Shiver et al., 2002), the human vaccine trial was performed by HVTN (HIV Vaccine Trials Network)—an NGO that has acted as a front for the large pharmaceutical company Merck
—with the study ending in 2007. The vaccine was trialed in 3000 individuals across the Caribbean and the United States, with all individuals in the trial group at a high risk of infection. The study had to be cut short as it started to show signs that it increased risk amongst individuals that had been given the vaccine as opposed to those in the control group. At first HVTN refused to inform individuals about whether they had been given the failed vaccine or the placebo, but after media pressure it finally released the information—the reluctance was related to a fear of admitting that it had actually increased risk of infection, an admission it is still yet to make. 

While the biology of HIV is complex, a few important observations relevant to the development of a vaccine can be made. Firstly, HIV rapidly mutates, with one infected individual showing as much variance of HIV strains after 6 years as is usually found within a global flu outbreak (Weiss, 2003). A second issue is the fact that HIV targets the immune system, and therefore vaccination—which works on the principle of generating a primed immune response to an aetiological agent—could potentially increase infection rates. Both of these reasons mean that the search for a HIV vaccine is very unlikely to have the effects that the Polio or Smallpox vaccine have had (complete or nearly complete eradication of the disease). Instead a vaccine, if possible at all, may only be of benefit on the short term, may lower but not eradicate risk, and may need constant re-vaccination (as with influenza). 


Research into a HIV vaccine continues despite these setbacks and theoretical problems. IAVI—a global consortium of scientists affiliated with the pharmaceutical industry—has begun to make efforts to bypass what it calls the political challenges of “ethical & regulatory” bodies (www.iavi.org, 2009). Essentially it has set up small-scale trials for vaccines in Africa and elsewhere that are not subject to the regulation constraints found elsewhere in the world. It is alarming enough that studies are being set up that bypass normal regulatory measure, but even more so when it has been shown that HIV vaccines are potentially hazardous. 


The injustice of this current situation is profound. Currently 13 vaccine trials are being undertaken in Eastern Africa (www.iavi.org, 2009), and even if a vaccine candidate is discovered—if the current distribution of HAART treatment is a good indicator—the chances of it being administered to people found in this region are low. Instead, like the influenza vaccine, it will probably remain a vaccine only commonly used in countries that are home to the scientist performing the studies, rather than the individuals on which the studies are performed. Or to couch it in the language of world-systems: it is the periphery that is the “testing grounds” for a vaccine that will largely only benefit those in the core.


As long as the current world-system persists, the pattern of HIV will continue to reflect its unequal spread of resources. The unequal way information about HIV is currently spread is just one illustration of this. In parts of the periphery-world there is little accurate knowledge about who is infected with HIV (as few as 10% of people know their HIV status), how you become infected with HIV (the majority of young people in the periphery do not have accurate information regarding this), and what are successful treatments for HIV (UNICEF/WHO/UNAIDS, 2007.). Meanwhile, in deep contrast to this, individuals within core countries—who are also at much lower risk of being infected with HIV—generally have far greater access to this information. Likewise, the resources put into care for HIV infected individuals in the core dwarfs the amount spent on prevention in the periphery (NIH, 2001) (UNAIDS, 2001).
 The treatment of an individual or the institution of public health measures are therefore not primarily based on what works best, but instead which part of the world-system you occupy. While much is spent on treatment in the core, the periphery struggles to find funds even for basic preventive measures.


In terms of lowering the rate of spread of HIV, these inequalities are of primary importance when compared to the efforts to develop technologies to combat HIV. To put it bluntly: in the case of HIV, currently, prevention is better than cure (Futures Institute, 2007), and prevention does not require more resources or more knowledge, but a more even and fair spread of the resources and knowledge we already have access to. 

The sort of thinking that suggests we need a vaccine to develop measures to prevent HIV is somewhat akin to the idea that we need more money to deal with global poverty. Like with poverty, the control—and ultimately the eradication of this scourge—is possible without any change in our current resources. What is instead needed is a fairer share of current technologies and information. A world-systems approach gives a much richer and more accurate account of both the history and the current spread of the disease, than those given by the modernisation approaches. Not only this, but through being informed by this approach, it opens up paths to a more healthy and just future.
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� Serum samples from individuals from the DRC taken in 1959 have been shown to HIV sero-positive (Zhu, T., 1998).


� And of course it is worth noting that this disease remained undocumented for over 30 years until it started to affect white, relatively affluent, homosexual men. Had it been documented earlier then it could have been much more comprehensively controlled.


� What Kwame Nkrumah titled “neo-colonialism”; the continued domination of the ex-colonial states by Europe through economic rather than political forces.


� As it was Merck that would be the owner of any discovery made by the HVTN.


� UNAIDS estimated annual spending on HIV/AIDS prevention in low- and middle-income countries was around $USD800 million in 2001. In comparison to this, the US alone spent approximately $USD6 billion on domestic HIV/AIDS care and treatment in the year 2000.











� Table 1: HIV/AIDS mapped against position in the World-system


Country/Region�
Status in World-system (a)�
Rate of HIV/AIDS in adults (15-49) (b)�
�
Africa�
�
�
�
Botswana�
Periphery�
23.9%�
�
Kenya�
Periphery�
8.5%�
�
Rwanda�
Periphery�
2.8%�
�
Uganda�
Periphery�
6.7%�
�
South Africa�
Semi-Periphery�
18.1%�
�
Mozambique�
Periphery�
12.5%�
�
Nigeria�
Periphery�
3.1%�
�
�
�
�
�
Europe�
�
�
�
France�
Core�
0.4%�
�
England�
Core�
0.2%�
�
Germany�
Core�
0.1%�
�
Belarus�
Semi-periphery�
0.2%�
�
Ukraine�
Semi-periphery�
1.6%�
�
Russia�
Semi-periphery�
1.1%�
�
Turkey�
Semi-periphery�
0.2%�
�
�
�
�
�
Americas�
�
�
�
USA�
Core�
0.3%�
�
Haiti�
Periphery�
2.2%�
�
Cuba�
Semi-Periphery�
<0.01%�
�
Jamaica�
Periphery�
1.6%�
�
Puerto Rico�
Semi-periphery�
0.02%�
�
Chile�
Semi-Periphery�
0.3%�
�
Argentina�
Semi-periphery�
0.5%�
�
Dominican Republic�
Periphery�
1.1%�
�
�
�
�
�
Asia�
�
�
�
China�
Semi-periphery�
0.1%�
�
Thailand�
Periphery�
1.4%�
�
Singapore�
Core�
0.2%�
�
Hong Kong�
Core�
0.1%�
�
Australia�
Core�
0.2%�
�
Vietnam�
Periphery�
0.5%�
�
India�
Semi-periphery�
0.5%�
�
�
�
�
�
Averages:�
Periphery�
5.8%�
�
�
Semi-Periphery (excl. Cuba and South Africa—as outliers)�
1%�
�
�
Core�
0.2%�
�






(a) Place in world-system predominately defined by income levels (data retrieved CIA world factbook, � HYPERLINK "https://www.cia.gov/library/publications/the-world-factbook/" ��https://www.cia.gov/library/publications/the-world-factbook/�,


26/04/09). Core countries those with income over USD$20,000, semi-periphery USD$7-20,000, periphery less than $7,000. China and India have been included in the semi-periphery however, as they both have large urban upper classes that mean they function as traditionally semi-periphery nations (i.e. they have large moderately advanced industries, their urban populations earn moderate to high wages, and they are beginning to exhibit a tendency to exploit the periphery).





(b) HIV rates sourced from � HYPERLINK "http://www.avert.com" ��www.avert.com� and � HYPERLINK "http://hivinsite.ucsf.edu" ��http://hivinsite.ucsf.edu� (accessed 26/04/09).








