How You Can Help Now

By Christine Gorman
Read more: http://www.time.com/time/magazine/article/0,9171,1124319,00.html?artId=1124319?contType=article?chn=us#ixzz12MO5sPtr
Ready to help save the world? There are thousands of nonprofit organizations from which to choose, whether you want to give money, volunteer your time or donate goods (watch out for shipping costs). Be prepared to do your homework: you can find tools to vet many organizations at www.charitywatch.org and www.charitynavigator.com Lesser-known groups may require more extensive digging. Then follow through with a generous heart. Here's a list to get you started:

DOCTORS WITHOUT BORDERS 212-679-6800 www.doctorswithoutborders.org From Africa to Asia to Latin America, from AIDS to malaria to acute starvation, the medical staff of this Nobel Peace Prize--winning organization has seen--and treated--it all.

THE ONE CAMPAIGN www.one.org You've heard Bono. You've seen the white plastic bracelets. This coalition of faith-based, medical and advocacy groups is trying to rally Americans to demand that an additional 1% of the U.S. federal budget go toward fighting global poverty and AIDS.

PATH 206-285-3500 www.path.org A great spot for technology enthusiasts, PATH spearheaded the development of such advances as temperature sensors for vaccine vials and simple kits to protect mothers and newborns from infection during delivery.

ROTARY INTERNATIONAL 847-866-3000 www.rotary.org In 1985 the Rotarians took on the task of eradicating polio with oral vaccines. Cases have dropped from 350,000 in 1988 to fewer than 1,400 so far this year.

THE GLOBAL FUND www.theglobalfund.org This multinational partnership was created in 2002 to fund a dramatic scale-up in the fight against three big killers: AIDS, TB and malaria.

RX FOR CHILD SURVIVAL www.pbs.org/wgbh/rxforsurvival/ In conjunction with the six-part documentary series airing on PBS this week, WGBH-TV and Vulcan Productions have joined forces with CARE, Save the Children and UNICEF to create a fund for the neediest children in seven developing countries.

GLOBAL SERVICE CORPS 415-788-3666, ext. 128 www.globalservicecorps.org Fancy a bit of travel? Choose from two-week to six-month volunteer stints in Tanzania or Thailand.

HEIFER PROJECT INTERNATIONAL 800-422-0474 www.heifer.org Give a cow, a goat or a pig, and help a family earn a living. Each recipient agrees to pass on the gift by giving an offspring of the animal to another deserving family.

INTERNATIONAL PLANNED PARENTHOOD FEDERATION 212-248-6400 www.ippfwhr.org Not a favorite of the U.S. government or the right-to-life movement, the Federation provides contraceptive services and pre- and postnatal health care for women, and advocates for their sexual, reproductive and abortion rights.

Many individual churches, synagogues and mosques have medical-mission and relief programs. Broader umbrella groups include Church World Service www.churchworldservice.org) the Catholic Medical Mission Board www.cmmb.org) the American Jewish World Service www.ajws.org and the Islamic Society of North America www.isna.net) --By Christine Gorman

Read more: http://www.time.com/time/magazine/article/0,9171,1124319,00.html?artId=1124319?contType=article?chn=us#ixzz12MNv4KKj
High Tech for the Low-Tech World

By Alice Park
Read more: http://www.time.com/time/magazine/article/0,9171,1124330,00.html?artId=1124330?contType=article?chn=us#ixzz12MOlme7kBattling disease is easy if you're on a power grid with access to effective treatments. But what if clean water and electricity are unavailable luxuries? These products are designed for use in just those low-resource settings.

PLUMPY'NUT The peanut-based nutritional paste, inspired by Nutella, comes ready to eat and doesn't require clean water for mixing

ONE SHOT One-dose, single-use packaging of this hepatitis B vaccine means no measuring and no dangerous needle reuse

SAFETY NET The latest textile techniques embed insecticide in long-lasting nets, which repel malaria-causing mosquitoes even after 20 washings

COLOR CODING Liquid crystals that change color depending on the temperature alert workers if these polio vaccines have been exposed to heat and are no longer potent

Read more: http://www.time.com/time/magazine/article/0,9171,1124330,00.html?artId=1124330?contType=article?chn=us#ixzz12MOeIsBk
Riches to the Poor

TIME: How did you decide to give most of your fortune back to the world?

MELINDA: It was clear to us that we didn't want to leave it to our kids. When we started to look at where the largest inequities [are], global health really stood out, because by every measure, if you can improve people's lives through health, you improve all measures of society.

TIME: There are so many inequities. How do you go about deciding what to fund?

BILL: It's the diseases that get no attention. We look at the top 20 and make sure that there's money for creating new drugs, for delivering those drugs, [and] for creating the infrastructure to make sure those lives get saved.

TIME: Which responsibility do you find more challenging, making the money or giving it away?

BILL: Well, they're both a huge responsibility but also very enjoyable. It's working with smart people, taking on long-term challenges that have been daunting. Every breakthrough is so exciting, so I love that, whether it's great software, a great new drug or a great way of getting drugs delivered.

MELINDA: I've enjoyed watching [Bill] at Microsoft. He enjoys it immensely, but I think when we got into the field of giving it away, it's been fun for us to do as a partnership. All the learning that we do, from every trip we go on, every meeting we're in, we're sharing in all of that greatly, so for me, that's deeply rewarding.

TIME: Do you find that each of you is interested in different aspects of the problem?

BILL: The biology of some of these diseases is perhaps more fascinating to me.

MELINDA: And I've gotten a little bit more in the field than Bill--because he has a day job. To be out in the villages, talking with the women, seeing what really makes an impact on their lives, that really helps me when I come back to the foundation and go through the numbers, go through the grants and say, Can this really make a difference?

TIME: It must put a human face on these overwhelming numbers.

MELINDA: It absolutely does. When we were in Mozambique, seeing the mothers with babies who are dying of malaria, I think for both of us it really gave us a face to what we're trying to do in the whole area of malaria.

TIME: How appropriate is it that billionaires are funding some of the most important work in global health? Isn't this work that should be done by governments?

BILL: [Pause] Well, it should be done. Leaving it to philanthropy is risky because, you know, the right person may not come along. And yet there's no part of any rich world government that's been chartered to help create drugs for diseases in poor countries.

MELINDA: I think that was the biggest surprise to us when we came to this. We thought some of these problems were being worked on. So when you would come and start to research, you'd say, My gosh, it's not being handled. You realize there is a vacuum that does need to be stepped into.

TIME: How important is the issue of reproductive health as a way of combatting AIDS?

BILL: We're big believers in families, particularly mothers, having access to information about family planning, contraception. AIDS today is a lot about making condoms available, teaching people about the disease, getting them to change their behavior. So a lot of what we fund focuses on those things.

TIME: Is malaria one of the diseases you're most concerned about?

BILL: AIDS and malaria are the top two. Malaria deaths have doubled over the past 20 years because of drug resistance, population increase, and it's a great example of the whole global-health vacuum. Inventions that exist [were] not being put to use, the creation of new approaches and new drugs was not being funded very well, and the ultimate solution, which is a vaccine, people had largely given up on.

TIME: How do you get people living in rich societies to care about the poor? How do you get them not to think of malaria as something that happens "over there"?

MELINDA: I think people have to have a sense of what it's like. If it was their neighbor who was dying of that disease, they would care a lot, or if it was their child or their child's friend. When you say that 4 million babies a year die needlessly, most in the first month of life, I think most mothers can understand what that might feel like.

TIME: Do you have a philanthropic role model?

BILL: Both my parents were very involved in giving time to the community and giving money to the community, and they instilled that in me as a very important thing. It was clear as I became successful, they expected the giving to scale with the success [laughs].

MELINDA: I certainly grew up with that background as well. Today what inspires us, though, is seeing the difference sometimes that one individual can make. We follow Bono's work very closely; we're involved with him in a number of projects. Seeing the difference that he has been able to make is just unbelievable.

TIME: Do you listen to U2?

MELINDA: Of course. So do our children.

Read more: http://www.time.com/time/magazine/article/0,9171,1124329-2,00.html#ixzz12MPNEW00
Read more: http://www.time.com/time/magazine/article/0,9171,1124329,00.html?artId=1124329?contType=article?chn=us#ixzz12MPDTvpE
Malaria Fighter

By MICHAEL D. LEMONICK
Even in Africa, the continent most severely affected by a disease that kills more than a million people each year, Mozambique is considered a hot spot. In some parts of the country, 9 out of 10 kids younger than age 5 are infected with the mosquito-borne parasite that causes malaria. That's why Dr. Pedro Alonso, a Spaniard, in 1996 founded the Manhiça Health Research Centre. The terribly impoverished rural town is the last place you would expect to find a sophisticated medical laboratory. But here, working with a team of mostly Mozambican scientists and backed by the Spanish Agency for International Cooperation, Alonso has been studying malaria on the ground and, for the past four years, testing an extraordinarily promising vaccine against the disease. So far, it's only partly effective, but even in this imperfect form, experts say, it could save millions of lives. "We're talking about the first solid demonstration of a malaria vaccine," says Alonso. "This is a breakthrough."

So why hasn't anyone developed a malaria vaccine before now? Part of the problem is that the parasite is so biologically complex that it's difficult to prime the immune system to fight it off. And part is that most of its victims are so poor that drug companies are reluctant to take experimental vaccines out of their lab and into the field for human trials. But an organization called the Malaria Vaccine Initiative, started by the Gates Foundation in 1999 and now supported by a growing list of corporate contributors, is making such trials--including Alonso's-- possible.

Alonso's trial involves 2,000 children ages 1 to 4 taking a vaccine originally developed by GlaxoSmithKline. The vaccine reduced the risk of clinical (symptomatic) malaria 30%, new infections 45% and new episodes of severe, life-threatening malaria in those already infected an average of 58%. In the children less than 2 years old, it cut the risk of severe malaria 77%. The next step, says Alonso, is to test the vaccine in children younger than a year old. Then trials will be expanded into other countries. "If all goes well," he says, "we should have an approved vaccine by 2010."

That would be deeply satisfying to Alonso, 46, who, with his wife Clara, has been fighting malaria for nearly 20 years. "When you arrive as a young doctor in Africa," he says, "and you walk into a hospital, you're basically confronted with this massive disease that causes so much suffering and death. It is impossible not to become passionate about fighting it." Says the father of three: "Those children in the hospital are looking at us, telling us to put more effort, more resources, more brains, more research, to come out with solutions. They are a constant reminder of all that needs to be done."

Read more: http://www.time.com/time/magazine/article/0,9171,1124345,00.html?artId=1124345?contType=article?chn=us#ixzz12MPvrTs4
Country Doctor

By CHRISTINE GORMAN
We're used to hearing about the financial aid that industrialized countries provide developing nations. So it's a bit of a jolt to realize how often poor countries end up subsidizing rich ones. Case in point: the accelerating brain drain out of Africa of highly skilled medical personnel to fill higher-paying positions in Europe and North America. A report in 2004 found that more than 5,300 doctors who attended medical schools in sub-Saharan Africa--almost entirely at public expense--now practice in the U.S. (An additional 3,500 or so are working in Britain.) An editorial in last week's New England Journal of Medicine called this exodus "a silent theft from the poorest countries" and estimated that African nations pay $500 million a year to educate and train medical staff who wind up emigrating.

Dr. Leon Ngoma Miezi Kintaudi, 56, is one physician who is bucking the trend. Born 150 miles from Kinshasa, capital of the Democratic Republic of the Congo, formerly known as Zaïre, he moved to the U.S. after finishing high school and worked his way through college and medical school in California. But while treating patients in a public-health clinic in Los Angeles, he kept thinking about Congo. He watched the country deteriorate in the 1990s as civil war took hold. On trips to visit his mother, who refused to move, Kintaudi says, "I started dreaming about doing something to help there. You would have to be very selfish not to see the need, especially in rural areas."

But where to begin? Kintaudi moved back to Kinshasa in the late 1990s and eventually directed a medical-residency program for the Eglise du Christ au Congo (ECC), an association of the major Protestant churches that operates more than 80 hospitals and 600 clinics. Half of the 40 doctors he trained in the first graduating class left the country. No doubt, Kintaudi explains, they found they could do better than the $30-a-month salary most doctors are paid in Congo.

Undaunted, Kintaudi and the ECC approached USAID with a plan to revive the country's devastated health-care system. They received a five-year $25 million grant, disbursed through Interchurch Medical Assistance, a nongovernmental organization based in the U.S., to set up 56 health zones located throughout the nation. (An additional 17 ECC-run health zones are funded by the World Bank.) A typical health zone serves 100,000 to 150,000 people with one hospital and about 20 health clinics, generally run by nurses.

The investment is starting to pay off, says Kintaudi, who serves as the collaborative effort's director. In five years, vaccination rates across the health zones have soared from 28% to 75%. More children are being treated for malaria. The number of women attended during childbirth is up. And many of the health zones have potable water. The next big hurdle: winning a second grant from USAID in 2006. But Kintaudi is in it for the long haul. "Success doesn't happen overnight," he says. "We have to act now to make a difference 100 years from now."

Read more: http://www.time.com/time/magazine/article/0,9171,1124344,00.html?artId=1124344?contType=article?chn=us#ixzz12S2lanom
Medic in Exile

By JEFFREY KLUGER
It's hard to feel good about a person described as an absconder, an insurgent and an opium-smuggling terrorist--unless the group doing the name calling is the military junta that runs Burma (Myanmar) and the person being defamed is Dr. Cynthia Maung. Since 1988, Maung has been building and running a thriving medical clinic on the treacherous Thailand-Burma border, providing badly needed health care for 70,000 people a year and facing down one of the most oppressive dictatorships in the world to do it.

If you're looking for a case study in how a government can fail the health needs of its people, Burma is a good place to start. The seeds of the country's problems were sown long ago, and Maung, 45, knows them well. A member of Burma's Karen ethnic minority, which has fought a simmering half-century war for independence, she grew up in a region that had never been quite at peace. She kept her head down long enough to make it to the capital, Yangon (then known as Rangoon), where she attended medical school in the mid-1980s, then returned home to work in clinics in Karen villages.

But in 1988, the junta came to power, killing up to 3,000 pro-democracy demonstrators. Later it turned its wrath on the Karen. Maung and 14 of her colleagues fled to Thailand. "We didn't think we'd be gone long," she says. "Maybe six months."

It didn't work out that way. Arriving in the Thai town of Mae Sot, she and her fellow clinicians learned that their skills were sorely needed there. Thousands of activists had also fled through the jungle, many staggering into Thailand sick with malaria. To care for them, she set up a makeshift clinic in a nearby barn. As the trickle of evacuees turned into a flood, many of the expats arriving in Thailand headed straight for the clinic.

Maung, overwhelmed by patients, became equal parts caregiver and administrator. She began raising funds from international refugee organizations, Karen communities in Thailand, religious groups and other Thai charities. She recruited volunteers, taught them front-line medical care and expanded the clinic's services to include HIV testing, maternal care, vaccinations, infectious-disease treatment and more. With the junta tightening its hold, she settled in for a long stay.

Today that stay is in its 17th year. Her little facility, now known as the Mae Tao clinic, has grown into a complex of buildings that includes operating rooms, a pediatric and maternity ward, a laboratory, a blood bank, an eye-care facility, a 100-bed hospital and a school. Built around a central courtyard, it feels less like a clinic and more like a de facto town-- one that treats up to 400 patients a day, educates 4,000 migrant children and even issues birth certificates and marriage licenses.

Its presence still galls the junta in Yangon. In 1997 soldiers destroyed a handful of local facilities that Maung had set up in the hill country in Burma. To replace them, she and her staff have assembled teams of health-care workers who slip into Burma and deliver care, village by village. The volunteers, known as backpack medics, face arrest if caught, and Maung knows that if she steps back over the border, the junta will pounce. So for now, she stays at Mae Tao, providing medical care for a nation of the displaced and hoping to return to the land of her birth. "We're building a community," she says, "so we can rebuild Burma one day."

Read more: http://www.time.com/time/magazine/article/0,9171,1124339,00.html?artId=1124339?contType=article?chn=us#ixzz12S3NPima
Efficiency Expert

By JEFFREY KLUGER
If you're a doctor doing battle with Africa's AIDS epidemic, you can't be a snob about where you get your next good idea. Ernest Darkoh got one of his best ideas from Wal-Mart.

Darkoh, 35, has always had an appreciation for the hardheaded logic of business and has always felt that there is a place for it in the gentler field of healing. The son of Ghanaian academics, he was born in Wisconsin, reared in Tanzania and Kenya, and earned degrees in medicine and public health at Harvard and an M.B.A. at Oxford. After graduating, he followed his business bent and took a job at McKinsey & Co., the big New York City management-consulting firm. But that didn't mean he left the medical world behind. The field of medicine, after all, is really about product distribution--that product being good health--and from what he could see, the distribution channels were too often clogged, particularly in Africa.

Four years ago, Darkoh got his chance to do things better. The Botswana government hired McKinsey to help design an AIDS-treatment program--a critical need in a country where 300,000 people out of a population of 1.6 million are infected with HIV. Darkoh volunteered to draw up the program and presented it to the Botswana leadership. With funding from Merck and the Gates Foundation, the government brought him to the capital, Gaborone, where he set up shop. What Darkoh found when he arrived was a population not only ravaged by AIDS but also seemingly numb to its horrors. "Someone would come into work and say his brother died," Darkoh says, "and then continue to tell me the photocopier was out of toner."

To overcome such complacency, Darkoh realized, HIV care had to reach beyond hospitals and clinics and involve everyone from local church groups to tribal chiefs--an approach that would get the treatments where they needed to go, raise awareness and, very important, break the stigma of the disease. He recruited local leaders, hired outside distribution experts and lobbied to introduce universal HIV testing so that people visiting clinics would have to ask not to be tested rather than the reverse.

His ideas sounded good, but no sooner had he got them going than the whole system began to buckle under the sheer crush of patients--particularly extremely ill ones, who required so much care that they left doctors unable to help healthier people. To fix that, Darkoh turned to checkout-line models that Wal-Mart helped pioneer, instituting what amounted to an express lane for people in need of just testing or medication and a slow lane for the gravely ill.

Those innovations have paid off. Roughly 38,000 people--more than 10% of the infected population--have access to free antiretroviral medications, and the number is growing. More significant, an untold number of HIV-negative people remain uninfected.

Other countries watching these changes have approached Darkoh, asking him to take on their cases too, and he has responded by recruiting two partners and founding BroadReach Healthcare, a private company that is setting up HIV programs in South Africa, Ethiopia, Haiti and Vietnam. In those places too, Darkoh makes liberal use of churches and existing AIDS advocacy groups to get treatment to the largest number of people possible. In South Africa, he added an online medical database that can monitor remotely the health of rural patients and assist hands-on providers in the field.

Read more: http://www.time.com/time/magazine/article/0,9171,1124331,00.html?artId=1124331?contType=article?chn=us#ixzz12S3hBc37
Vitamin Sherpa

By JEFFREY KLUGER
Saving the lives of sickly children doesn't take much: a little money, some medicine, the right food. In Nepal, they've discovered one more factor: the power of the grandmother. It was Ram Shrestha, chemist and health expert, who figured out how to unleash it.

The poverty in Nepal and the toll it exacts on its smallest citizens are staggering. Twenty years ago, the infant-mortality rate was 133 for every 1,000 births, most of the babies claimed by pneumonia and diarrhea. By the 1980s, it was clear that a lack of vitamin A in the Nepalese diet was a factor in the high rates of infant mortality and in a form of blindness. All it would take to reduce both would be a low-cost vitamin-A capsule taken as infrequently as twice a year.

Great news, but how to get the word--and the vitamins--out? The government set up a program to do the job, but in a rugged country like Nepal, with a scattered population innately suspicious of strangers, it wasn't going to be easy.

Shrestha had some ideas. A onetime Peace Corps employee who earned his master's degree in international health at Tufts University in Massachusetts, he returned to Nepal in 1991, at about the time the vitamin program was getting under way, and offered his assistance.

The first thing he realized was that no matter who sponsored the program, the villagers were not going to be receptive unless they felt some ownership of it. So he began traveling through remote areas, explaining the benefits of vitamin A and looking for volunteers to help distribute the pills. When he signed someone up, he would return for a follow-up visit, accompanied by the district chief. Shrestha would make a show of asking passersby for directions to the volunteer's home; with the chief in the car, it was clear they must be on some vital business. "Whole families had to feel it was important," Shrestha says.

To make the volunteers more distinctive still, he issued them all green canvas bags stamped with a vitamin-A logo and suggested that they carry the bags all the time, not just on their rounds. He instructed supervisors in the program who had cars to stop whenever they saw anyone carrying a green bag and offer a lift.

Shrestha clearly had a knack for this kind of thing, but his next idea was pure genius. As the need for volunteers grew more acute, he started thinking about which individuals in Nepalese society--or most societies, for that matter--have the most influence in the family but are the least utilized. That's when he came up with the grandmothers. They have the time to distribute the pills and the moral authority to see that the children jolly well take them. And it didn't matter if some of the women were too frail to make the rounds; the program actually worked better when villagers came to them to get the pills. "Even within a limited physical environment," says Shrestha, "the grandmothers can do a lot."

And so they have. Today there are more than 48,000 grandmothers, also known as female community health volunteers (FHCVs) distributing vitamin A to 3.5 million Nepalese children every year. Since the 1980s, infant mortality in the country has been cut in half; the program is now getting the vitamin to pregnant women too, among whom eye disease has plummeted, from 23% to 3%. Shrestha does not minimize what he has accomplished for his country, but he is too modest to make a fuss about it. "As a Nepali," he says, "I figured it was my duty."

Read more: http://www.time.com/time/magazine/article/0,9171,1124312,00.html?artId=1124312?contType=article?chn=us#ixzz12S41jmmV
Bridge Builder

By CHRISTINE GORMAN
When it comes to combatting AIDS, doctors and clergy don't always see eye to eye. Physicians zero in on the virus that causes the scourge. Ministers tend to highlight the moral lapses--from social injustice to sexual behavior--that help spread the disease. They could be allies in combatting the epidemic, particularly in Africa where doctors are few and preachers many, but instead they often seem to work at cross-purposes, divided by mistrust and skeptical of one another's motives.

Enter Peter Okaalet, 52, a physician who decided in the late 1980s to go to seminary in an attempt to bridge the gap. From his base in Nairobi, where he serves as Africa director for a Christian medical-assistance group called MAP International, Okaalet has spent the past 12 years working with ministers--and by extension their congregations--to refine and in some cases redefine their response to AIDS. To that end he has run countless seminars in Kenya and elsewhere and helped establish master's degree programs in pastoral care and HIV/AIDS at 14 seminaries and Bible colleges in eastern and southern Africa.

Why focus so much energy on ministers and churches? "People forget that churches also have hospitals in Africa," Okaalet says. "Most of the mission-based hospitals are in the rural areas where governments cannot reach. Where the road for the four-wheel-drive stops, the pastor gets on his bicycle. Where the bike path stops, the pastor lays it aside and goes on foot."

The path gets rocky at times. Many religious communities, Okaalet finds, progress through four phases in their response to the AIDS crisis: an initial "holier than thou" attitude of condemning others; helpless resignation in the face of the enormity of the epidemic; concern that if they become involved in AIDS issues they will be ostracized; and, ideally, wholehearted involvement. The trick to helping groups out of the early stages, says Okaalet, who has lost three brothers to AIDS, is to provide accurate information and realize that "the messenger is as important as the message."

By way of example, Okaalet recalls a ministers' workshop that MAP organized in Zambia. The leader was a dynamic young woman named Bridget who was HIV positive but didn't reveal her status at first. Toward the end of the program, after she had reviewed how HIV is spread, she told the participants that she was infected. "They were shocked," Okaalet says. "She didn't look like somebody with HIV." They were even more stunned to learn that she contracted HIV from her husband, who was a minister, and that he became infected after having sex with a woman he knew had AIDS because he had been counseling her about her illness. Bridget's husband was too scared and embarrassed to tell his wife what he had done. After listening to her story, the pastors realized they could no longer think of AIDS as something that happens only to someone else.

Both Bridget and her husband have since died. But the efforts to educate ministers and their congregations and help them face the epidemic continue. "For a long time the church was very quiet," Okaalet says. "We are beginning to respond, but we have to do more."

Read more: http://www.time.com/time/magazine/article/0,9171,1124322,00.html?artId=1124322?contType=article?chn=us#ixzz12S4Ktkql
Champion Of the Poor

By Philip Elmer-DeWitt / Rwinkwavu
Read more: http://www.time.com/time/magazine/article/0,9171,1124311-2,00.html#ixzz12S4pfYlWWhen Paul Farmer first went to Haiti in 1983, he was studying medicine and anthropology and hoping to become a doctor for the poor, perhaps in Africa. He eventually became America's most celebrated doctor for the poor, made famous by Pulitzer-prizewinning author Tracy Kidder in his 2003 book, Mountains Beyond Mountains: The Quest of Dr. Paul Farmer, a Man Who Would Cure the World.

But it wasn't until this spring--22 years later--that Farmer, now 46, made it to Africa. He was invited by the Clinton Foundation and the government of Rwanda to do for this tiny East African country, still trying to pull itself together after 1994's genocide, what he and his team had done for Haiti.

What Farmer and his Boston-based charity, Partners in Health (P.I.H.), did in Haiti--the poorest, most disease-ridden country in the western hemisphere--is build a showcase public-health system that each year delivers high-quality medical care to 1.3 million peasant farmers, about one-sixth the country's population. There he also helped rewrite the protocol for treating multi-drug-resistant tuberculosis and pioneered several medical practices at the time deemed hopelessly quixotic--such as giving impoverished AIDS patients first-line antiretroviral drugs (ARVs)--that have since been widely adopted.

When Farmer arrived in Rwanda, the Minister of Health called a meeting and asked him where P.I.H.'s doctors wanted to set up shop. The minister in charge of HIV/AIDS, who knew Farmer's work, answered for him: "Just put them in the worst, most rotten part of Rwanda, and they'll flourish."

Six months later, it's clear the AIDS minister was right. The site that Farmer's team was assigned--an abandoned hospital in a rural province with a population of 340,000 and no doctors--is drawing patients from miles around--women in brightly colored skirts, men in tattered work clothes and children in whatever happens to fit. (It's not unusual in rural Rwanda to see what appears to be a 5-year-old girl in a ruffled dress and discover when she squats down that she is a he.)

In the wards, the beds are filled by patients with AIDS, TB, malaria, typhoid, cholera, malnutrition and anemia. Some will die. Most will be cured. All will be treated with as much care and attention--if not more--as is afforded wealthy patients at Harvard Medical School and Boston's Brigham and Women's Hospital, where Farmer has joint appointments. He calls this approach the "preferential option for the poor."

Any Western-trained physician who has practiced even briefly in a poor country is acutely aware of how inequitably money and medical care are distributed in the world. Farmer, who grew up in a Florida trailer park, has developed what Kidder calls a "comprehensive theory of poverty," which Farmer elaborates on in books that are surprisingly angry for so gentle a man. In Pathologies of Power (2003), his most recent, he argues that the only antidote for the "structural violence" that keeps the poor too sick to climb out of the hole they are in is to treat health care as the most basic human right and do whatever it takes to deliver it.

Farmer is, above all, a gifted clinician, and he developed in Haiti something he calls "the P.I.H. model," a formula for administering first-class health care in dirt-poor settings. Every AIDS or TB patient is assigned a paid health worker, or accompagnateur--generally a friend, relative or neighbor--who will handle the drugs and make sure they are taken on schedule. The patient is also given what the doctors hope will be enough food for a family of five. "You can't take these meds on an empty stomach," Farmer explains, "and you can't treat a wasting disease like AIDS or TB without calories." The extra rations are to avoid situations in which the sick have plenty to eat but their families starve.

The effectiveness of the model is evident when Farmer does checkups on AIDS patients after their first few weeks on ARVs. Hadija, 11, pretty in a pink dress, has gained nearly 7 lbs.; she shyly admits that her diarrhea has cleared up. Clementine, 35, a genocide widow with two children, has gained 9 lbs. but complains that pain from shingles makes it hard for her to work. Damascene, 14, has put on an astonishing 22 lbs., but Farmer senses that something's wrong; the boy's belly is distended with fluid. He gives the accompagnateur 2,000 francs (about $4) for transportation to return for further tests. The next day he drains Damascene's belly and diagnoses TB that has moved beyond the lungs. With proper treatment, says Farmer, the child will live long enough to have children of his own.

Partners in Health began enrolling AIDS patients in Rwanda in June and by last month was treating more than 300 with ARVs. It is on track to reach 1,000 by next spring--but that's just a fraction of the estimated 250,000 HIV-positive Rwandans who need food, housing, clean water and schools as well as medicine. The Global Fund subsidizes the drugs, but donors are reluctant to pay for the calories, arguing that food aid is never-ending and "unsustainable." Farmer, ever the optimist, is undismayed. "You start down this slippery slope," he says, "but it's a slippery slope that leads to better health care for poor people, so I say, Let's slide down it."

Read more: http://www.time.com/time/magazine/article/0,9171,1124311-2,00.html#ixzz12S4jnkGb
Read more: http://www.time.com/time/magazine/article/0,9171,1124311,00.html?artId=1124311?contType=article?chn=us#ixzz12S4ZD4Fy
Motorcycle Riders

By JEFFREY KLUGER
The job of fixing the African health-care system takes more than physicians and politicians. If you really want to get the continent onto its feet, it's increasingly clear that you should also have a good motorcycle mechanic on hand. In a land where roads are often busted, rutted or simply nonexistent, nothing beats a bike for getting medicine to the people and people to the hospital. And nothing beats Riders for Health for seeing to it that that job gets done.

The problem of mobility is often overlooked by health-care planners wrestling with African epidemics, but it's one that consumes Barry and Andrea Coleman, a husband-and-wife team with decidedly nonmedical résumés. Barry, 59, worked as a motorcycling correspondent and feature writer for the Guardian newspaper in Britain. Andrea's motorcycle roots run deeper: she was a pro rider for five years and is the granddaughter of a race organizer, daughter of an engineer and widow of a rider who died in a 1979 crash. In the years following the accident, she married Barry and went to work as the public relations manager for American motorcycle race champion Randy Mamola, 45. In 1986 Mamola decided to lend some of his considerable prestige and fund-raising ability to charitable work. "Randy wanted to help children," says Andrea, 58, "and we wanted those children to be in Africa."

Mamola and the Colemans contacted representatives of Save the Children, who told them that one of the biggest problems they had in getting children immunized was reaching the ones in remote villages. Save the Children sent Mamola and the Colemans to Somalia, where they saw the woeful state of the roads. But they noticed that the countryside was littered with abandoned motorbikes, left by earlier aid workers who didn't know how to fit an oil filter or tighten a chain. If Mamola and the Colemans could import drivers who could handle the roads and maintain the bikes, a whole fleet of vehicles could be put back to work. "Things all came together," says Andrea.

Over the next few years, the threesome set up pilot programs in Uganda and Gambia, where with the support of Save the Children and the local governments, they helped acquire motorcycles and train riders and technicians. In Lesotho they built a fleet of 47 bikes that delivered health-care services from 1991 to 1996 without a breakdown. By the end of that period, the Colemans were running Riders for Health as an independent organization and had expanded into Ghana and Zimbabwe, where they introduced a motorcycle-and-sidecar combination that can be used as a mini-ambulance and double as a water pump when the bike is stationary.

"It was unreasonable for a woman in labor to be taken to a hospital in a wheelbarrow," says Andrea. "A motorcycle will do that job beautifully, and if you run it properly, it will last five years."

Riders for Health recently expanded into Gambia and Nigeria and diversified its fleet to include refrigerated trucks, minivans and ambulances. Zimbabwe is one of the group's showcase countries, with 1,000 vehicles, each of which is responsible for delivering health care to a region that may contain 20,000 patients. In the country's Binga district alone, deaths from malaria plunged 20% thanks to the ability of motorcycles to deliver mosquito-resistant bed nets and keep health-care workers mobile. As the Colemans have shown, when you keep workers mobile, you keep people alive.

Read more: http://www.time.com/time/magazine/article/0,9171,1124308,00.html?artId=1124308?contType=article?chn=us#ixzz12S51Udc8
Child Saver

By SIMON ROBINSON / MBABANE
Prejudice and stigma remain powerful barriers in Africa's fight against AIDS. Misinformation, bigotry and indifference can be found everywhere, from tiny villages to presidential offices. Nowhere is that more so than in Swaziland, a mountainous southern African country with the world's highest rate of HIV infection. An astonishing 42.6% of adult Swazis are HIV-positive. It doesn't help that Swaziland's ruler, King Mswati, 37, who is Africa's last absolute monarch, sets such a bad example. Mswati may advocate abstinence and faithfulness, but he hardly practices what he preaches. In September he chose his 13th wife, a 17-year-old girl he picked out at the country's annual reed dance festival.

Busi Bhembe, director of the Swaziland Infant Nutrition Action Network, is one Swazi who is trying to change people's attitudes toward AIDS. She leads a pilot program to help Swazis better understand how the disease affects pregnant women and babies. "The more mothers know about the virus and what it can do, the better they can take care of themselves," says Bhembe, 36, who trained in nutrition at the University of Swaziland in Mbabane before entering health management.

In some ways, the program--known as the Prevention of Mother-to-Child Transmission Plus Concept (PORECO)--looks like many such schemes around Africa. Besides educating mothers about the best way to breast-feed their kids, it gives newborn children a protective dose of nevirapine, an AIDS drug proved able to stop transmission of HIV through breast milk. The program, run in conjunction with the Swaziland Ministry of Health and funded by drug company Bristol-Myers Squibb, goes beyond the usual clinic visits. PORECO offers a large measure of community support and education, the kind of comprehensive care that Bhembe hopes will help slow the rate of infection in Swaziland.

The program is small--some 150 women have enrolled so far, and there are places for only 50 more. But teaching pregnant women about the need for good nutrition while carrying, and giving those with low viral counts antiretroviral drugs to make them healthier have produced encouraging results: only 8 of the 118 children born so far have tested HIV-positive, a sharp drop from the standard 30% to 40%.

Bhembe helped start the program after working with breast-feeding mothers, many of them HIV-positive, who were having problems feeding their children. "I would go home in the evening and look at my two healthy sons and count myself blessed," she says. "I just had to help these mothers." She takes a matter-of-fact approach toward HIV/AIDS that still surprises many Swazis. "I think what has worked for us is to have an attitude that it's not a special disease. We talk to a patient like you would if he or she had cancer or is diabetic," she says. "Once you introduce it like that, patients begin to say, 'Oh, yes, my mother is diabetic and takes medication to control it.'"

Read more: http://www.time.com/time/magazine/article/0,9171,1124304,00.html?artId=1124304?contType=article?chn=us#ixzz12S5NgPv8
The Laughing Doctor

By Bryan Walsh / Hong Kong
Read more: http://www.time.com/time/magazine/article/0,9171,1124302,00.html?artId=1124302?contType=article?chn=us#ixzz12S5i02mm
Sok Thim laughs when you ask about the day in 1975 when the Khmer Rouge came to his village in Cambodia and put an end to his medical education and his freedom. He laughs about the nearly four years he endured in a forced-labor camp, the decade he spent working with tuberculosis patients in refugee camps along the Thailand-Cambodia border. He laughs about the 20-hr. days he put in getting the NGO he co-founded, the Cambodian Health Committee (CHC), off the ground--the only work that was harder than Khmer Rouge re-education. The one thing Sok Thim, 48, takes absolutely seriously is the right of every patient--no matter how poor, no matter how desperate-- to receive treatment for TB.

With his partner, Dr. Anne Goldfeld, a Harvard biomedical researcher, and American Brian Heidel, Sok formed the CHC on a shoestring in 1994, two years after he was repatriated to Cambodia from the refugee camps. From the start, their target was TB. The disease takes an estimated 2 million lives a year globally, and Cambodia has one of the highest rates in the world, 508 cases per 100,000 people. The tragedy of TB is that it can be cured with a six-to-eight-month series of daily antibiotics, but interrupted treatment can lead to the rise of multi-drug-resistant TB that is far more difficult and expensive to cure. So serious were fears about the spread of resistant TB that when Sok first began working in the camps during the 1980s, the strategy for treating refugees with TB was simple--don't. Refugees were not considered good bets to complete their course of medication.

CHC took a radically different tack. Patients received free medication if they signed a contract pledging that they would finish their treatment; friends and family served as co-guarantors. Those in the program received nutritional supplements through the World Food Program. "Our whole approach from the beginning is that no one wants to be sick, no one wants their kid or wife to die," says Goldfeld, who visits the program several times a year from her base at Harvard. "If you give someone the education of how to be well, they'll do it." The World Health Organization was doubtful at first, but Sok and Goldfeld were right. CHC achieved a cure rate of 90% to 95%. By the end of 2004, some 5,000 of their patients had recovered.

At the heart of CHC's success has been Sok and Goldfeld's synergistic partnership. "Thim without Anne is just another local NGO leader struggling to start an organization," says Joel Charny, a former member of the CHC board. "Anne without Thim is a Harvard researcher without the connections to get things done." Today CHC is adapting its TB program for Cambodia's growing HIV problem and launching ambitious clinical trials, led by Goldfeld, that will study how to treat patients simultaneously suffering from both diseases. This is CHC at its best--harnessing grassroots programs to find answers to vital medical questions, which can then be used to help the very patients for whom CHC was originally founded.

For Sok, the motivation goes back to his time as a refugee. "I learned a lot in the camps," he says. "I learned about dignity, and I learned to see the value of a person." His own value is inestimable. This summer, 30 years after the Khmer Rouge interrupted his education, Sok Thim finally got his medical degree. He'd laugh if you did so, but you can call him Dr. Sok.

Read more: http://www.time.com/time/magazine/article/0,9171,1124302,00.html?artId=1124302?contType=article?chn=us#ixzz12S5dSRWZ
The Listeners

By ALEX PERRY / SHODHAGRAM
Like many great medical breakthroughs, Drs. Abhay and Rani Bang's discovery of how to reduce child deaths in the developing world as much as 75% came from a deceptively simple premise. "We decided to listen to our patients," says Abhay. That may sound obvious, but in 1986, when the pair returned to their poor, central Indian hometown of Gadchiroli with master's degrees in public health from Johns Hopkins University, it was a novel approach.

Then, explains Abhay, 55, priorities for the developing world were decreed in abstract by the medical establishment. "For example, everyone said population control was the No. 1 priority and family planning the No. 1 solution," he says. That approach ran counter to principles Abhay learned growing up in Mohandas Gandhi's ashram at nearby Sevagram (literally, Service Village), which favored community and consensus over hierarchy and imposition.

He and Rani, 54, had already decided to follow Gandhian principles and live and work with the poor, founding a trust they called the Society for Education, Action and Research in Community Health. After setting up a lab in an old warehouse, they began surveying two nearby villages. The results were immediate. "If you actually talked to the mothers, you discovered women had other needs than just contraception," says Abhay. "We found 92% had gynecological diseases."

In 1989, the pair published their research in the journal Lancet. "Within a year or two, there was an entirely new approach to women's health worldwide," says Abhay. "The global population policy changed from looking at mere reproduction to the whole issue of women's reproductive health. That was our first experience of how powerful this approach could be."

Encouraged, the Bangs listened some more. They identified alcohol abuse as another big issue and began addiction treatment. And given that half their patients were from the forest-dwelling Gond tribe and wary of city hospitals, the Bangs asked them what a Gond hospital might look like. The result is what Abhay named Shodhagram (Research Village), a medical center outside Gadchiroli that resembles a village, with separate huts housing the lab, surgery, pharmacy, wards, library and even a shrine to the Gond goddess Danteshwari.

It was soon after moving to Shodhagram that Abhay and Rani were presented with the tragic inspiration for their greatest innovation. "A tribal woman came in with a tiny baby boy," Abhay says. "We took him, laid him on our bed, and he died, right there and then." The child's death haunted the two doctors. They decided to tackle a subject the medical community had long abandoned: the stubbornly high child-mortality rate in the developing world. Abhay and Rani identified 18 causes of newborn death, from the obvious, like malnutrition, to the surprising, like the habit of expectant Gond mothers of starving themselves and their unborn child for an easier birth. The Bangs found no problems that couldn't be treated by a health worker with rudimentary skills, some infant sleeping bags and an abacus on which to record every 10 heartbeats.

So Abhay and Rani got a seamstress to stitch the sleeping bags and a carpenter to make the abacuses, and they drew up a health training program that they taught to a newly assembled corps of village health workers. In 1999, the Bangs published the results of their efforts, again in the Lancet. They had cut child mortality in half--a figure that would fall to a quarter by 2003--for a cost of $2.64 for each child saved. The program is being adopted across India, where more than a quarter of the 4 million annual newborn deaths occur, and in Nepal, Bangladesh, Pakistan and parts of Africa.

Read more: http://www.time.com/time/magazine/article/0,9171,1124299-2,00.html#ixzz12S64TnaN
Read more: http://www.time.com/time/magazine/article/0,9171,1124299,00.html?artId=1124299?contType=article?chn=us#ixzz12S5zLiPS
AIDS Whistle-Blower

By ALICE PARK / WUHAN
AIDS was the last thing Gui Xien expected to find in the remote peasant villages of China's Henan province. But when he visited there in 1999, as a favor to a fellow doctor whose patients were dying from a mysterious disease, it didn't take Gui long to make a diagnosis. The stories were all the same: first the husband would fall ill, then his wife, and after a few months, both would be dead, covered in sores and dark, wine-colored blotches. Gui had stumbled on a full-fledged AIDS epidemic, something he had only read about in medical journals. While in school, he says quietly, "I had no interest to study AIDS because I thought AIDS cannot become a serious medical problem in China. I was wrong."

Gui, 68, an infectious-disease specialist at Wuhan University, immediately informed provincial health authorities that AIDS had somehow broken out of the usual high-risk groups--homosexual men, intravenous-drug users and commercial-sex workers--and infiltrated the general population. But the mystery remained: How had this "foreigner's disease" come to infect poor rice farmers who scrape by on 2,000 yuan ($250) a year and rarely leave their village?

The answer, when Gui hit on it, turned out to be a political hot potato. In the 1980s, the Chinese government launched a drive to replenish dwindling blood-bank supplies and paid donors for their plasma. For the impoverished farmers, it was an easy way to supplement their income. "When I asked if they donated blood, many said yes, many, many times--30, 40, sometimes 100 to 200 times," Gui recalls. Tragically, the needles used--some in the hands of entrepreneurial middlemen known locally as "blood heads"--were not always sterile. All it would need for the virus to take hold was one HIV-positive donor.

Gui took 11 samples from the villagers, but could afford to test only six of them, with 1,600 yuan ($200) out of his own pocket. All were positive for HIV. But Henan health officials, reluctant to expose an outbreak that originated in a government-sponsored program, were slow to respond and refused to allow Gui to return to the villages. So he and three students sneaked back in during a long weekend holiday when he knew the gatekeepers might be off duty. For three days he went house to house, collecting samples, counseling patients and explaining how the virus is spread.

This time Gui sent his report directly to Beijing, where it was treated with the seriousness it deserved. Henan officials were finally pressured into action, but this only made Gui more unpopular in the province, and he became the target of smear campaigns and physical threats.

With the central government now involved, local authorities could no longer hide what the world has come to know as China's AIDS villages. Today a health clinic in the first village Gui visited provides free HIV testing and antiretroviral treatments, and a charity home shelters orphans and the elderly whose caretakers have died of AIDS.

For Gui, this is only the beginning. "They are my friends," he says of the people he continues to look after. A modest man, he is far more comfortable talking about the villagers than discussing his role in revealing the epidemic. His most treasured possession is a metal plaque from the farmers that reads, TO GUI: A ROLE MODEL FOR HELPING PEOPLE.

His clinic at Wuhan University is now recognized as a national training center for AIDS doctors and has pioneered in China use of a three-drug combination therapy for HIV-positive pregnant women and pediatric formulations of AIDS drugs for children. With medicine donated by the Clinton Foundation, Gui will offer treatment without charge to 200 infected infants over the next few years. Those children will be Gui's legacy, living reminders of the doctor's bravery and dedication. "The road ahead is still very long," he says. But thanks to Gui, China has taken the important first steps.

Read more: http://www.time.com/time/magazine/article/0,9171,1124297-2,00.html#ixzz12S6MCfUu
Read more: http://www.time.com/time/magazine/article/0,9171,1124297,00.html?artId=1124297?contType=article?chn=us#ixzz12S6FyCJz
Bird-Flu Hunter

By Bryan Walsh / Hong Kong
Read more: http://www.time.com/time/magazine/article/0,9171,1124290,00.html?artId=1124290?contType=article?chn=us#ixzz12S6h2o9x
Chances are your shirt, your pants and your underwear all came from southern China, the new manufacturing center of the world. Add one more export: your flu virus. With its dense populations of people and animals trading germs back and forth, southern China has been the traditional birthplace of influenza, including the nasty strain of H5N1 bird flu that's keeping public-health officials awake at night. The viruses that evolve in a chicken in southern China's Guangdong province could eventually end up in your lungs--and that's what makes a chain-smoking, impetuous Chinese virologist named Dr. Guan Yi so important.

Guan, 43, who was born in mainland China but is chiefly based at the University of Hong Kong, is a human early-warning system in the shifting viral landscape of southern China and now southeast Asia, where bird flu has been endemic since the end of 2003. Although Beijing is traditionally secretive about disease within its borders, Guan's network of mainland Chinese contacts and his secondary position at Shantou University in Guangdong province have helped his team gather biological samples from more than 100,000 birds in the region over the past five years, more than any other scientist. It's hard, dirty work--every day researchers pick through less than hygienic live poultry markets, persuading traders to allow them to take blood and feces samples from their chickens and waterfowl. From those samples, Guan and his team have managed to sequence the genetic code for more than 250 strains of H5N1--giving them a chillingly accurate picture of how widespread bird flu is in the region and how the virus is mutating. "We have to know what's in animals, so we know what could be in human beings," says Guan.

He knows from experience how important that is. It was Guan who discovered, through field data he gathered, that civet cats were probably spreading the SARS virus to human beings. Guan formulated his hypothesis just as SARS was beginning to return in Guangdong at the start of 2004. A more patient scientist might have waited and harvested more data. But patience is not Guan's strong suit, and with new human cases surfacing, there wasn't time. Putting his scientific reputation on the line, he gave his preliminary results to authorities in Guangdong and urged them to cull civets being sold in wild-animal markets. After some hesitation, they did--and since then, the only new SARS cases have come from a handful of lab accidents. "My personal effort stopped the second SARS outbreak," Guan says. "And hopefully my personal effort will contribute to saving the world from this pandemic."

Guan doesn't lack for scientific chutzpah, but it takes a little self-confidence to rise from Jiangxi Medical College in the heartland of China, where Guan earned his M.D. at age 21, to a corner office in Hong Kong and a position as one of the most important influenza experts in the world. As we inch closer to a possible flu pandemic, Guan keeps gathering his data, doing his part to piece together the puzzle that is the avian flu. "I do this work for the whole world," he says. "For the first time, human beings have the ability to prevent a pandemic. How many lives will we save?" And how much time do we have left?

Read more: http://www.time.com/time/magazine/article/0,9171,1124290,00.html?artId=1124290?contType=article?chn=us#ixzz12S6ct9yL
Drug Warrior

By MICHAEL D. LEMONICK
Dr. Dora Akunyili and her family were driving down a rural road in Nigeria three years ago when snipers opened fire on her car. "The back windscreen was shattered," she says. "A bullet pierced through my head scarf and grazed my scalp." Akunyili had been targeted by a drug gang--but not the kind that sells heroin or cocaine. These drug dealers traffic in counterfeit medicine--ineffective at best, deadly at worst--and as director general of the National Agency for Food and Drug Administration and Control (NAFDAC), Akunyili's job aims to put them out of business.

Bad medicine is a huge problem in Nigeria. Before Akunyili took over her post in 2001, a staggering 80% of the medications sold there were deficient in one way or another. Some contained less of the active ingredient than was specified on the label. Others were past their expiration date. Some were filled with inert lactose or powdered chalk. Still others were poison. In 1990 more than 100 Nigerian children died from a painkiller that had been made with toxic ethylene glycol instead of propylene glycol. In 2003 phony adrenaline led to the deaths of three children undergoing surgery in the city of Enugu. Akunyili's sister Vivian, a diabetic, died in 1988, a victim of fake insulin.

Akunyili's first move, when she took over the drug-control agency, was to restrict pharmaceutical imports to just two airports and two seaports, each staffed by NAFDAC officials. The agency also made a list of 19 Indian and Chinese companies that had been indicted for manufacturing fake drugs and banned their products. It placed analysts in India and China to recertify any drugs manufactured in those countries before they could be shipped to Nigeria.

NAFDAC went on the offensive back home as well, conducting nearly 800 raids on drug-distribution outlets and 90 "destruction exercises" on counterfeit or substandard medicines. "We are winning," says Akunyili. "Made-in-Nigeria drugs are now acceptable in other West African countries. Multinational [drug manufacturers] that left out of frustration are coming back."

None of this has made her very popular with the local drug cartels. The sniping incident was only one of several attempts on her life. NAFDAC'S offices have been fire bombed and its personnel attacked by gunmen. No wonder her family wants her not to accept another five-year term when the current one expires next year. But Akunyili, 51, has not made up her mind. "God gave me the opportunity to do something," she says, "and so far, God has been protecting me."

Like many committed health professionals in the developing world, Akunyili brings an almost messianic zeal to her work. "Drug faking or counterfeiting is the greatest evil of our time," she says. "Malaria can be prevented, HIV/AIDS can be avoided and armed robbery may kill a few at a time, but fake drugs kill en masse."

Read more: http://www.time.com/time/magazine/article/0,9171,1124289,00.html?artId=1124289?contType=article?chn=us#ixzz12S6rLt45
Truth Teller

By MICHAEL D. LEMONICK
Kabiti Ishaya was 13 when she was offered the chance to leave her small Nigerian village of Biliru and move in with relatives in Lagos so she could go to school. But the dream turned into a nightmare when her uncle raped her. She fled back to the village, where things got even worse: Ishaya, now 24, tested positive for HIV, and when she went public with the diagnosis, all hell broke loose. "Everywhere I went," she says, "fingers were being pointed at me. There was a day I was walking to the marketplace, and the entire street was deserted for me." Ostracized by her family, she moved to an abandoned building on the outskirts of the village.

But rather than give up, Ishaya began helping others. In 1999, when she was 18, she signed up as a volunteer for an HIV/AIDS group. And, in 2000 she formed her own organization, Hope for the Living. "I go to schools and health centers to talk to people about HIV/AIDS," she says. She threw open her home to people who were dying of AIDS, including her group's volunteers, even though she was scarcely able to feed them. "I became their mother, father and everything," Ishaya says. "It was tough."

It got tougher. In the wake of the first African summit on HIV/AIDS, which took place in Nigeria in late 2000, Nigeria's President, Olusegun Obasanjo, held photo ops in which he hugged HIV-positive people, one of whom was Ishaya. Weeks later, she was horrified when posters, newspaper ads and giant billboards appeared all over the country, showing her embracing the President. A rumor began circulating that he had given her half a million dollars--not entirely preposterous, given the corruption in Nigeria's government. Beggars besieged her, and relatives, among them those who had shunned her, began demanding help, even though she could barely afford food for herself. Her house was raided three times by gangs looking for money.

Finally, she had to flee once more, eventually relocating to a remote settlement called One-Man's Village. She runs a makeshift hair salon and sets aside a couple of hours each day for HIV/AIDS advocacy. But "my people need me," she says. "They have sent messages to me that I should come back."

They do need her. Although most of Nigeria's estimated 4 million HIV/AIDS victims live in remote places like Biliru, "the fight against HIV/AIDS is being fought in big cities, expensive hotels, huge jeeps and office buildings," Ishaya says matter-of-factly. "The people who desperately need help in rural areas are not getting anything. I can't stand it and will speak the truth."

Read more: http://www.time.com/time/magazine/article/0,9171,1124288,00.html?artId=1124288?contType=article?chn=us#ixzz12S78pjho
