
Are Africans Promiscuous Unto Death?

A newly published meta-analysis of African AIDS studies should be read by all concerned about the 
future of the African peoples. 

• In the first part, Brewer and his colleagues propose that “existing data can no longer be 
reconciled with the received wisdom about the exceptional role of sex in the African AIDS 
epidemic.”

• In the second, Gisselquist et al discuss “how health care transmission of AIDS in Africa was 
ignored” in previous studies. 

• In the third, and final, article, Gisselquist and Potterat estimate the actual percentage of 
HIV/AIDS cases in Africa that was transmitted heterosexually, as opposed to medically. 

These studies empirically demonstrate that unsafe injections and other medical exposures to 
contaminated blood may account for two-thirds or more of the new cases of HIV/AIDS. In this new 
view, sexual activity is responsible for one-third or less, perhaps much less, of the spread of HIV in 
Africa.

In the late eighties, influential AIDS experts reached the conclusion that heterosexual sex was playing 
an exceptional role in the African AIDS epidemic. In a prominent 1988 article in Science, Piot et al 
wrote that ‘Studies in Africa have demonstrated that HIV-1 is primarily a heterosexually transmitted 
disease and that the main risk factor for acquisition is the degree of sexual activity with multiple 
partners, not sexual orientation.’ Once this paradigm was firmly in place, it tended to be self-
perpetuating. Epidemiological evidence of medical transmission of AIDS by unsafe injections and 
other medical exposures to contaminated blood was ignored or misrepresented. The World Health 
Organization (WHO) now claims that “current estimates suggest that more than 99% of HIV infections 
prevalent in Africa in 2001 are attributable to unsafe sex.” 99%!

But on what evidence were these sweeping conclusions based? Very little, as it turns out. As 
Gisselquist et al note, “We have been unable to locate any document—from the 1980s or later—that 
describes a process to estimate a 90% sexual contribution to Africa’s HIV epidemic from empirical 
studies of risk factors for HIV.”

So where did the “consensus” come from?

In the very early stages of the African epidemic, AIDS was demographically associated with sexually 
active populations, principally prostitutes and their clients. This association seems to have caught the 
attention of various interest groups which, for diverse ideological, political, and financial reasons, 
promoted the notion of heterosexual transmission in their publications, proposals, and press releases.

First, many in the foreign aid community shared the conviction that Africa was “overpopulated,” and 
that both the world and Africa would be a better place if fewer African babies were born. In order to 
drive down the birth rate, ongoing population control programs relied upon the promotion and 



distribution of condoms and contraceptives. Those who supported or participated in these anti-natal 
programs were inclined to emphasize the role of sexual transmission in African HIV/AIDS as an 
additional argument for condom promotion and distribution.

Second, in 1984 USAID began piggybacking its HIV/AIDS programs onto preexisting family planning 
programs. Organizations which applied for and received funding for such “integrated” programs—so-
called because they brought together HIV prevention and pregnancy prevention under the same roof—
may have been inclined to emphasize sexual transmission of HIV in their grant proposals and reports. 
If “unprotected” sex was driving up both the birth rate and the HIV/AIDS rate, then their integrated 
HIV/SRH clinics were the answer to both crises.

Third, HIV/AIDS was identified in the Western mind with homosexuals (also called MSMs, or men 
who have sex with men) and injection drug users (IDUs). As Gisselquist et al write, “ It was in the 
interests of AIDS researchers in developed countries—where HIV seem stubbornly confined to MSMs, 
IDUs, and their partners—to present AIDS in Africa as a heterosexual epidemic.” Homosexual activist 
Randy Shilts writes in his account of AIDS in America that “Nothing captured the attention of editors 
and news directors like the talk of widespread heterosexual transmission of AIDS.” 

Fourth, as Packard and Epstein have documented, “the role of sexual promiscuity in the spread of 
AIDS in Africa appears to have evolved out of prior assumptions about the sexuality of Africans.” That 
is to say, Africans were imagined to have too much sex with too many partners in circumstances that 
were too risky. These assumptions have little basis in reality. As Brewer et al report, “Levels of sexual 
activity reported in a dozen general population surveys in Africa are comparable to those reported 
elsewhere, especially in North America and Europe. Perhaps more importantly, there appears to be little 
correlation with the level of risky sexual behavior shown in these surveys and the epidemic trajectories 
observed in these countries.”

Fifth, as Gisselquist et al notes, “health professionals in WHO and elsewhere worried that public 
discussion of HIV risks during health care might lead people to avoid immunizations. A 1990 letter to 
the Lancet, for example, speculated that “a health message—e.g., to avoid contaminated injection 
materials—will be misunderstood and that immunization programmes will be adversely affected.”

In short, individuals and organizations read into the African situation their own biases (against people 
in general and Africans in particular), their own agenda (a heterosexual epidemic and immunizations at 
any cost). The result was what Gisselquist et al call the “ignoring and misinterpreting of epidemiologic 
evidence.” This is very, very strong language for a scientific journal to publish.

In their second study, Gisselquist, Potterat and their colleagues examined all the evidence on African 
AIDS transmission available through 1988, before what they call the “premature closure of the debate” 
led “researchers in Africa . . . [to] often assume sexual transmission without testing partners, without 
asking about health care exposures, and when conflicting evidence nevertheless emerges—such as 
infected adults who deny sexual exposures to HIV—routinely rejecting it.” In all, they reviewed 22 
separate studies. What they found is startling:

Injections were more highly associated with HIV than was sex. “Published epidemiological evidence 
from 1984-88 in Africa shows higher average crude 
PAFs [population attributable fractions, a measure of risk] associated with injections than with 
measures of sexual exposure.”



Most of those infected with HIV were in a long-term monogamous relationship.  “Although some 
adults may have under-reported numbers of sexual partners, the consistency of the evidence suggests a 
large majority of HIV infections in non-promiscuous adults, and little concentration in the general 
population according to sexual activity.”

Those of higher socioeconomic status have higher rates of HIV than those of lower status. “Since 
[Sexually transmitted diseases] STD have long been associated with lower socioeconomic and 
educational attainment, it was at least equally plausible that associations between high status and HIV 
pointed to differences in health care rather than sexual behavior.”(18) That is to say, the more “health 
care” one was exposed to, the greater one’s risk of developing HIV.

Clinic attendance was associated with HIV. “Comparison of HIV prevalence and incidence in STD 
clinics with prevalence in general population studies suggests that risk for HIV infection was associated 
with clinic attendance.”

Infants were medically infected with HIV. “High rates of HIV infections in children that could not 
reasonably be attributed to vertical [that is, mother-to-child] transmission.”

They close this extraordinary indictment of health care in Africa by pleading with “public health 
managers [to] . . . be more willing to seek and respect evidence about the proportion of HIV in Africa 
from medical procedures.”

In their third, and final, article, Gisselquist et al estimate the actual percentage of HIV/AIDS cases in 
Africa that were transmitted sexually. The figure they come up with—25 to 35%—is far below the 90% 
hypothesis customarily assumed by researchers. This rate of sexual transmission is only a third of what 
would be necessary to sustain the rapidly expanding HIV/AIDS epidemic.

Gisselquist et al urge a new effort to assess the role of medical transmission: “A growing body of 
evidence points to unsafe injections and other medical exposures to contaminated blood as pathways 
that have not yet been adequately addressed.” The risk of infection with HIV from a contaminated 
medical injection is one in 30. This risk is 33 times higher than the generally accepted probability of 
transmission for penile-vaginal sex (about one in 1000).

Where do Africans experience such exposures, which have taken such a toll on African life? 

Often in family planning programs, where injectable contraceptives such as Depo-Provera, Norplant 
implantation, and abortion (called “post-abortion care”) by Manual Vacuum Aspirator (MVA) are the 
order of the day.

Last November, an unusually careful epidemiological study, based on the follow-up of 3790 partners in 
7 countries in Africa, in which one partner had HIV (with all the partners in HIV sero-discordant 
relationships) demonstrated that the injectable contraceptive Depo-Provera (DMPA), containing 
progesterone, doubled the risk for HIV acquisition for women who already had herpes simplex virus 
(HSV; which is common in Africa). The oral contraceptive raised the risk but much less so. As have 
many others, we argue strongly that it is not sensible to dismiss these findings as due to chance.



The potential hazard of progesterone was first brought to wide attention in 1996 by primatologists 
who, in connection with their work with Simian HIV, the virus related to HIV, intentionally used 
progesterone to increase the rate of HIV transmission.  This information certainly raised serious 
concerns in the HIV world and epidemiologists recognized that confirmation in human populations 
would be very difficult. Proof of such an effect required a massive prospective study that began with 
women before they had HIV and followed them for several years. In addition, much of the information 
collected on participants would have to rely on self-report.

There have by now been many such studies, fully reviewed, specifically in Kenya, Malawi, Zambia and 
South Africa: on the whole, the findings are in agreement with the recent publication, even if not all 
statistically significant.  Another study, also in Africa, showed similar findings, and especially showed 
raised risks in young women.

Many of the 22 million deaths from AIDS, and the 30 million HIV infections, are a direct and indirect 
consequence of U.S. and foreign-funded family planning programs in Africa.

Source:http://www.naturalnews.com/036562_Melinda_Gates_Africa_family_planning.html

___________________________________________________________________________________

Black Genocide
In 1959, President Dwight Eisenhower emphatically told the nation that the American government 
would not and should not support birth control, stating, "That's not our business." With the advent of 
the Pill that position changed sooner than anyone ever expected. Just five years later, President Lyndon 
Johnson established federal funding of birth control for the poor. Although many social welfare 
advocates applauded the move, not everyone welcomed the development. Within the African American 
community, federal funding sparked a serious controversy over birth control, especially the Pill.

Following World War II and the Holocaust, the science of eugenics was discredited. It was soon 
forgotten by many. But when Margaret Sanger was being lauded for her role in the creation of the Pill 
in the 1960s, many in the African American community recalled her association with eugenics. 
Suspicious of her intentions to begin with, some were appalled by her ongoing support of the 
population control movement.

Legacy of Distrust
Some African Americans believed that Sanger's motive was not to aid black women but to eliminate 
future black generations. In promoting the development of the birth control pill in the 1950s, Sanger 
had heralded it as the panacea to world overpopulation, starvation and hunger. Sanger wrote: "I 
consider that the world, and almost our civilization for the next 25 years, is going to depend on a 
simple, cheap, safe, contraceptive to be used in poverty stricken slums, jungles and among the most 
ignorant people." Although African American women appreciated the effectiveness and reliability of 
oral contraceptives, and used the method in large numbers, they resented the way white-dominated 
organizations seemed to push the Pill in black communities.

Source: http://www.pbs.org/wgbh/amex/pill/peopleevents/e_genocide.html
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The Negro Project: Margaret Sanger's Eugenic Plan for Black Americans

The aim of the program was to restrict—many believe exterminate—the black population. Under the 
pretense of “better health” and “family planning,” Sanger cleverly implemented her plan. What's more 
shocking is Sanger's beguilement of black America's crème de la crème—those prominent, well 
educated and well-to-do—into executing her scheme. Some within the black elite saw birth control as a 
means to attain economic empowerment, elevate the race and garner the respect of whites.

The Negro Project has had lasting repercussions in the black community: “We have become victims of 
genocide by our own hands,” cried Hunter at the “Say So” march.

Malthusian Eugenics

Birth Control as a Solution
The Harlem clinic and ensuing birth control debate opened dialogue among blacks about how best to 
improve their disadvantageous position. Some viewed birth control as a viable solution: High 
reproduction, they believed, meant prolonged poverty and degradation. Desperate for change, others 
began to accept the “rationale” of birth control. A few embraced eugenics. The June 1932 edition of 
The Birth Control Review, called “The Negro Number,” featured a series of artiicles written by blacks 
on the “virtues” of birth control.

The editorial posed this question: “Shall they go in for quantity or quality in children? Shall they bring 
children into the world to enrich the undertakers, the physicians and furnish work for social workers 
and jailers, or shall they produce children who are going to be an asset to the group and American 
society?” The answer: “Most [blacks], especially women, would choose quality ... if they only knew 
how.”27

DuBois, in his article “Black Folk and Birth Control,” noted the “inevitable clash of ideals between 
those Negroes who were striving to improve their economic position and those whose religious faith 
made the limitation of children a sin.”28 He criticized the “mass of ignorant Negroes” who bred 
“carelessly and disastrously so that the increase among [them] ... is from that part of the population 
least intelligent and fit, and least able to rear their children properly.”29

DuBois called for a “more liberal attitude” among black churches. He said they were open to 
“intelligent propaganda of any sort, and the American Birth Control League and other agencies ought to 
get their speakers before church congregations and their arguments in the Negro newspapers [emphasis 
added].”30

Charles S. Johnson, Fisk University's first black president, wrote “eugenic discrimination” was 
necessary for blacks.31 He said the high maternal and infant mortality rates, along with diseases like 
tuberculosis, typhoid, malaria and venereal infection, made it difficult for large families to adequately 
sustain themselves.

Further, “the status of Negroes as marginal workers, their confinement to the lowest paid branches of 
industry, the necessity for the labors of mothers, as well as children, to balance meager budgets, are 
factors [that] emphasize the need for lessening the burden not only for themselves, but of society, 
which must provide the supplementary support in the form of relief.”32 Johnson later served on the 



National Advisory Council to the BCFA, becoming integral to the Negro Project.

Writer Walter A. Terpenning described bringing a black child into a hostile world as “pathetic.” In 
his article “God's Chillun,” he wrote:

The birth of a colored child, even to parents who can give it adequate support, is pathetic in view of the 
unchristian and undemocratic treatment likely to be accorded it at the hands of a predominantly white 
community, and the denial of choice in propagation to this unfortunate class is nothing less than 
barbarous [emphasis added].33

Terpenning considered birth control for blacks as “the more humane provision” and “more eugenic” 
than among whites. He felt birth control information should have first been disseminated among blacks 
rather than the white upper crust.34 He failed to look at the problematic attitudes and behavior of 
society and how they suppressed blacks. He offered no solutions to the injustice and vile racism that 
blacks endured.

Sadly, DuBois' words of black churches being “open to intelligent propaganda” proved prophetic. 
Black pastors invited Sanger to speak to their congregations. Black publications, like The Afro-
American and The Chicago Defender, featured her writings. Rather than attacking the root causes of 
maternal and infant deaths, diseases, poverty, unemployment and a host of other social ills—not the 
least of which was racism—Sanger pushed birth control. To many, it was better for blacks not to be 
born rather than endure such a harsh existence.

Against this setting, Sanger charmed the black community's most distinguished leaders into accepting 
her plan, which was designed to their own detriment. She peddled her wares wrapped in pretty 
packages labeled “better health” and “family planning.” No one could deny the benefits of better 
health, being financially ready to raise children, or spacing one's children. However, the solution to the 
real issues affecting blacks did not lay in reducing their numbers. It lay in attacking the forces in 
society that hindered their progress. Most importantly, one had to discern Sanger's motive behind her 
push for birth control in the community. It was not an altruistic one.

Source: http://www.cwfa.org/articledisplay.asp?id=1466

___________________________________________________________________________________

World Bank

The lives of women and children in developing countries have been measured and found wanting in the 
utilitarian cost-benefit analyses of the World Bank and its partners in the international population con-
trol cartel. The burden and expense of mothers and infants can only be relieved through the 
legalization of abortion surgeries and the imposition of restrictive population control policies at the na-
tional, state and local levels. Programmatic population programs must therefore be injected into their 
communities, homes and personal relationships.

An "interagency partnership" composed of the World Bank, the United Nations Children's Fund 
(UNICEF), the United Nations Development Programme (UNDP), the World Health Organization 
(WHO), the United Nations Fund for Population Activities (UNFPA), International Planned Parent-
hood Federation (IPPF) and the Population Council (PC) have proposed a "Safe Motherhood Initiative" 

http://www.cwfa.org/articledisplay.asp?id=1466


centered on the legalization of abortion within all national maternal and health programs in developing 
countries. Within the partnership, the World Bank is intended to provide economic compulsion and 
guaranteed funds to carry out the agenda forcefully. There are those among the targeted nations who 
dare to call this "economic blackmail with genocidal intent. "

Pressures were mounted to impose the "Safe Motherhood Initiative" on Latin American countries dur-
ing recent conferences held in Guatemala, the Andean Sub-region, Mexico and the Caribbean. A 
strategy session of the major international participants was held in March at the World bank headquar-
ters in Washington, D.C. The Guatemalan "Safe Motherhood Initiative" reveals the 
Machiavellian pattern of the strategy.

AIDS and Population Control

The nightmare is plainly visible for those who have eyes and minds to see and a will to understand. 
And today, in Africa and other so-called third world countries, this nightmare is continuing and grow-
ing more frightening as each day goes by. Not because of any viral pandemic, sweeping across the 
plains of Africa, but because of an orchestrated pandemic of lies and deceit, sweeping across the globe 
via a Western-controlled media campaign. In actual fact, it is pre-existing illnesses (the majority of 
which could be treated relatively easily and cheaply, but which are not) which are now accounting for 
so much of these spiralling conventional AIDS death statistics. The World Health Organisation, World 
Bank, UNAIDS, associated UN organisations, the pharmaceutical giants and related media colleagues 
etc., are manipulating the current AIDS 'epidemic' in order to continue with their scare-mongering 
AIDS DEATH HHEADLINES.

More shamefully, these organisations are now colluding in the delivery of toxic drugs into Africa and 
other so-called third world countries, with the express intent of using these drugs as a form of popula-
tion control in the recipient nations. 

The World Bank and the IMF are granting loans to HIPC's (heavily indebted poor countries) only if 
they agree to spend a considerable proportion of that loan on combating AIDS... 'the dreadful disease 
ravaging their poor country'. See www.whatareweswallowing.freeserve.co.uk/debt.htm for the truth on 
'Drop the Debt'. Clothed in the philanthropic cloak of 'poverty reduction programmes', these loans are 
actually a self-financing form of self-poisoning, and are yet another example of the almost perfect 
circle....'we will lend you the money for you to buy very poisonous drugs that will eventually kill you.' 

The Charge: Genocide

Mother Jones, 1979

As early as February 1971, a physician wrote to A. H. Robins in reference to the insertion of the 
Dalkon Shield: "I have found the procedure to be the most traumatic manipulation ever perpetrated on 
womanhood, and I have inserted thousands of other varieties." 

Sometime in 1972, with angry correspondence pouring in and the prospects for increasing U.S. sales 
looking bleak, A. H. Robins decided to expand its exports. With any other kind of hazardous product, 
the manufacturer might, at this point, have had to search out some sleazy broker to arrange a secret 

http://www.conspiracyplanet.com/channel.cfm?channelid=34&contentid=181&page=2
http://www.whatareweswallowing.freeserve.co.uk/debt.htm


dump. Not so with a contraceptive device. The Office of Population within AID had a budget of $125 
million to spend on the purchase and overseas distribution of contraceptives. Director R. T. Ravenholt 
was known to be a population control enthusiast who would ask few questions about a good deal on 
Dalkon Shields. It was only natural for Robins to turn to the government. 

 Robert W. Nickless, Robins' director of international marketing, wrote to the population office of AID 
to interest them in placing "this fine product" with population control programs and family planning 
clinics throughout the Third World. Nickless sweetened the deal with a special discount, which 
dramatically illustrates the double standard drug companies apply to Third World consumers: the 
company offered AID the Shield in bulk packages, unsterilized, at 48 percent off. 

 Robins made this offer knowing that the sale of nonsterile IUDs was highly irregular in the United 
States. One of the greatest hazards associated with the use of any IUD is the possibility of introducing 
bacteria into the uterus, which is particularly poorly equipped to fight infection. In the United States, 
IUDs are sold to doctors in individual, sterilized packages, with a sterile, disposable inserter for each 
device. 

 Careful to preserve Robins' image, Nickless emphasized that AID could not distribute the nonsterile 
Dalkon Shields in the U.S. The nonsterile form, he wrote in a January 1973 memo to AID, "is for the 
purpose of reducing price, and thereby attaining wider use [and] is intended for restricted sale to family 
planning/support organizations who will limit their distribution to those countries commonly referred to 
as 'less developed.'" Practitioners in such countries were expected by Robins to sterilize the Shields by 
the old-fashioned method of soaking them in a disinfectant solution. 

In the United States, according to private gynaecologists we interviewed, the insertion of an IUD that 
had merely been soaked in a disinfectant before use would possibly be grounds for a malpractice suit. 
Robins insists that the "sterilization" procedure it recommended was effective, but it is highly likely 
that few people ever read the instructions. The company attached only one set of instructions for each 
pack of 1,000 Shields, and those were printed in only three languages -- English, French and Spanish -- 
although the devices were destined for 42 countries from Ethiopia to Malaysia. Worse still -- only ten 
inserters were provided per 100 Shields, adding immeasurably to the possibility of infection.

Source: http://www.motherjones.com/politics/1979/11/charge-gynocide?
page=2#13495660902501&action=collapse_widget&id=7445662

___________________________________________________________________________________

Injectable contraceptives in Ethiopia

Injectable contraceptives are the leading method of family planning in sub-Saharan Africa and have 
played a major role in the recent increase in contraceptive prevalence in the region. Ethiopia is the 
second most populous country in Africa, with the highest levels of fertility found in rural regions and 
among the poorest and least-educated women. Rural Ethiopian women consider injectable 
contraceptives their preferred method of contraception. 

For those using injectable contraceptives in Ethiopia, the main source of supply is the public sector 
(85%), through hospitals, health centers, and health posts. However, many women, particularly in rural 
areas where over 80% of the population resides, live far from health facilities and are unable to easily 
access family planning services. The obstacles to access for rural women demonstrate the need for 
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inclusion of injectable contraceptives into community-based distribution (CBD) systems. Through a 
pilot study conducted from 2007-2009, the Bixby Center and its partners, Tigray Regional Health 
Bureau and Venture Strategies for Health and Development, demonstrated that community-based 
reproductive health agents (CBRHAs) are acceptable and capable distributors of injectable 
contraceptives in Ethiopia. This study confirmed pilot findings from other countries in sub-Saharan 
Africa, including Malawi, Madagascar, and Uganda, that CBD is a safe and effective means of 
increasing access to injectable contraceptives. The preliminary findings from this study also aided 
the WHO in their decision to support task-shifting and CBD of injectable contraceptives. The 
findings of this pilot study were published in the WHO Bulletin in April 2011. 
http://www.who.int/bulletin/volumes/89/8/11-086710/en/index.html

Analyses of CBD, however, suggest that CBD alone is not cost effective and a degree of cost recover is 
necessary to support the regular presence of CBRHAs in the community without burdening the public 
health system. At the same time, there needs to be some remuneration to retain CBRHAs. There is vast 
body of research that highlights the effectiveness, as well as feasibility and acceptability, of social 
marketing of contraceptives. In addition, over 95% of women in the pilot project were willing to pay 
for injectable contraceptives. For women who are unable to reach a health post, social marketing of 
injectable contraceptives by CBRHAs could lead to a more sustainable model of distribution that will 
create access beyond public sector distribution, while at the same time targeting rural women (an 
unusual social marketing consumer) and providing income generation for CBRHAs.

Currently, the Bixby Center is collaborating with Mekelle University, Women’s Association of Tigray, 
and DKT-Ethiopia to assess the feasibility of incorporating social marketing into existing CBD. With 
funding from the Joffe Charitable Trust and approval by the Tigray Regional Health Bureau, this three 
year study explores the marginal cost and benefits of adding injectable contraceptives to existing 
community health worker family planning programs, while investigating the scalability and 
sustainability of combining social marketing with existing CBD strategies. Ultimately, findings from 
this three-year study will provide much needed evidence and proof of concept of how to scale up a 
model for increasing access to injectable contraceptives.

To view the full results of our baseline survey on Community-Based Distribution of DMPA in Tigray, 
please visit: http://bixby.berkeley.edu/wp-content/uploads/2009/11/Tigray-Baseline-Survey-Report-
FINAL.pdf

CRIME AGAINST HUMANITY

http://bixby.berkeley.edu/wp-content/uploads/2009/11/Tigray-Baseline-Survey-Report-FINAL.pdf
http://bixby.berkeley.edu/wp-content/uploads/2009/11/Tigray-Baseline-Survey-Report-FINAL.pdf

