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Z
asembo mkhize, age eight, has come to the doctor 
dressed in a hot-pink-and-white outfit, immaculately 
coordinated down to her shoes and socks. She is HIV-
positive and comes each month for a checkup at the 
pediatric HIV clinic of Don McKenzie Hospital, in 

South Africa’s KwaZulu-Natal province, where 39 percent of resi-
dents have HIV.

Her doctor, Brian Zanoni, an internist and pediatrician at 
Massachusetts General Hospital (MGH) and master’s candi-
date at Harvard School of Public Health (HSPH), is spending 
three years working in KwaZulu-Natal. In the exam room, he 
sits down with the girl and goes through a picture book—a 
teaching tool he created that explains HIV and the concept of 
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immunodeficiency in simple terms and presents the informa-
tion, piece by piece, in consecutive visits. Today, Zanoni reads a 
few pages explaining that the body has a natural defense against 
the “bad guy” in the story—the igciwane, or virus. He declares 
Zasembo’s CD4+ count, a measure of her immune function, “fan-
tastic.” “She’s doing very, very well,” he tells her mother. “Her 
igciwane is asleep.” He continues with the story: if Zasembo keeps 
taking her medication, the virus will stay asleep. But if she stops, 
it gives the igciwane a defense against the amasotsha—the body’s 
soldiers (the CD4+ immune cells).

Zanoni often sees patients into the evening, but today all the 
children have been attended to by 3 p.m., so he agrees to see some of 
the waiting adults. In walks Makhosi Khwela, a pregnant 36-year-
old with lively eyes who is also here for the HIV clinic.

Zanoni’s first question is how far along she is. Eight months. 
He asks through his translator whether she is on antiretrovirals 
yet. No. “You’ll start on them today.” He pages through her chart. 
Test results from five months ago would have qualified her for an-
tiretroviral therapy (ART), but her local clinic referred her to Don 
McKenzie, where she can get the drugs, only last week. If she had 
started the drugs before conception, her unborn son’s risk of get-
ting HIV would have been less than 1 percent. Now, the baby’s 
chance of infection is between 20 and 45 percent; Khwela’s viral 
load won’t drop all the way down before her due date.

Zanoni says later that he won’t bother calling the rural clinic 
to complain; it isn’t worth it. He’ll just continue treating whoever 
shows up at Don McKenzie. In some parts of KwaZulu-Natal, 
two-thirds of pregnant women have HIV.

His experiences illustrate the challenges of combating HIV in 
sub-Saharan Africa. There are too few doctors, and what health-
care workers there are need better training. Government resourc-
es and political will are often scarce. Limited infrastructure in-
hibits healthcare delivery. The stigma surrounding the disease 
and distrust of the health system deter people from seeking care.

Not that wealthy countries are perfect when it comes to HIV: 
misconceptions, reckless behavior, and obstacles to healthcare 
access exist there, too. But in the developed world, HIV is largely 
a chronic illness: patients have access to the drugs that enable 
them to lead long, productive, and healthy lives. In most of sub-
Saharan Africa, this is not the case.

There is still no cure for HIV, and robust research efforts seek 
new knowledge: a vaccine, better medications, and greater un-
derstanding of the immune response to the disease. Meanwhile, 
initiatives such as Zanoni’s in South Africa aim to maximize the 
effect of existing knowledge by getting people tested and treated, 
and changing behavior. Such efforts, with their focus on social 
and behavioral factors, complement scientific research in the ef-
fort to control HIV, case by case, across Africa.

Zanoni’s job in KwaZulu-Natal includes a bit of everything:  
seeing patients, training health workers, opening rural clinics 

to bring care closer to patients, running a support group for HIV-
positive teens, and conducting research on tuberculosis (still ram-
pant in the area, mainly among HIV patients, with their weakened 
immune systems).

His work is part of the Umndeni Care Program, an initiative of 
the Ragon Institute. (Funded by MGH, MIT, and Harvard, the in-
stitute’s main mission is HIV vaccine research.) HIV patients are 
supposed to visit a clinic each month for medication, or for moni-
toring if they don’t yet need medication, but many simply stop com 
ing. The overtaxed doctors and clinic staff can’t follow up on them, 
so Umndeni Care—umndeni means “family” in Zulu—also employs 

EPIDEMIC
In the HIV clinic at Don McKenzie Hospital in South Africa’s  
KwaZulu-Natal province, eight-year-old Zasembo Mkhize visits 
pediatrician Brian Zanoni for her monthly checkup.

At the Beatrice Tierney Health Center in Bumwalukani, Uganda, 
an American volunteer with the Foundation for the International 
Medical Relief of Children takes vital signs of waiting patients. This 
clinic offers something unusual: a staff physician who conducts free 
and confidential HIV testing and counseling, with on-site analysis 
and rapid results. In their volunteer work here, Harvard students 
have provided health education based on culturally appropriate  
messages and guided the creation of a traveling theater troupe 
that performs educational skits on HIV and other health topics. 
(Find details at harvardmag.com/AIDS-in-Africa.) 
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“community liaison officers” like Dudu Ndlovu to help out.
Ndlovu grew up in KwaZulu-Natal’s Valley of a Thousand  

Hills, where she now conducts home visits (and where Don Mc-
Kenzie is located). She visits patients each weekday, driving her 
pickup truck through this rolling terrain. For her clients, she rep-
resents a familiar face, and they place more trust in her than they 
would an American visitor. She is part healthcare worker, part 
social worker, answering questions about medication and symp-
toms, helping people with paperwork for government grants for 
themselves or dependent children, offering general moral sup-
port, and reporting back to Zanoni on clients who might need 
additional follow-up.

This well-rounded approach is a hallmark of Umndeni Care, 
says Bushra Taha ’06, a third-year student at Harvard Medical 
School who was in KwaZulu-Natal from 2006 to 2008 helping es-
tablish the program. (Its funding comes from investment banker 
Mark Schwartz ’76, M.B.A. ’78, M.P.P. ’79, and his wife, Lisa, and 
Poorvu family professor of management practice Arthur Segel 
and his wife, U.S. District Court judge Patti Saris ’73, J.D. ’76.) 
Taha and her colleagues first spent several months conducting 
community surveys, listening to people’s concerns, and conclud-
ed that to improve treatment adherence, they needed to help ad-
dress matters such as food, housing, and employment. It’s not 
uncommon for surviving adults to be caring for nieces, nephews, 
grandchildren, and children of friends who have died of AIDS—

sometimes a dozen children or more. “How do you expect people 
to address their healthcare needs,” asks Taha, “when they can’t 
put food on the table?”

Ndlovu’s client list today includes Beatrice and Sibongile Xaba, 
sisters living in an aqua-green house with a magnificent view—
mountains, hills, valley, plateau. In their kitchen, two things hang 
on the wall: an icon of the Virgin and Christ, and a framed certifi-
cate that speaks to HIV’s painful impact on local culture. It reads:

Donda Funeral Services
Certificate of Appreciation

awarded to
Sibongile Xaba

for Outstanding Loyalty
to the company

and being a good payer.
When visitors arrive, Sibongile brings them a bench to sit 

on; coming out from the bedroom, Beatrice shuffles along the 
wall, supporting herself with one hand. This is an improve-
ment: when Ndlovu started visiting a year ago, Beatrice was 
bedridden, smoking and drinking and taking only traditional 
medicines. Sibongile convinced her to get tested for HIV; that 
test came back positive, as did one for TB. Her CD4+ count was 
179. (A count from 500 to 1,500 is considered normal; patients 
are generally started on ART if their count drops below 200 in 
the developing world, or 350 elsewhere.)

In South Africa’s Valley of a Thousand 
Hills, Sibongile Xaba (left) cares for 
her sister, Beatrice, who has HIV. 
Through a program supported by 
Massachusetts General Hospital, the 
sisters receive support for Beatrice’s 
care in the form of home visits.
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Although Beatrice has begun ART and TB treatment, and her 
health has improved, she dislikes the hospital and has been skip-
ping appointments. Ndlovu advises her to go see “Dr. Brian.” Bea-
trice says she’ll go, and Ndlovu believes she will, remarking, “I 
don’t think she’ll be afraid to see the doctor whom I know.”

Kulwa Amiri Mbunju lives in Mburahati, a not-particularly-
well-off section of Dar es Salaam, Tanzania. She has eight chil-

dren, ranging in age from six to 23. In November 2008, feeling ill, 
she visited a doctor and learned that she was HIV-positive. She 
told her husband, and he got tested. When he found out that he, 
too, was infected, he committed suicide by taking all his malaria 
medication at once. He was 47. Asked how she earns a living now, 
Mbunju says through a translator that she makes money “what-
ever way I can.”

Two of her children (all of whom tested negative for HIV) are 
living with her niece. But the niece’s mother (Mbunju’s sister) 
isn’t allowed to know that the children are under her daughter’s 
care. She blames her sister for contracting HIV, and wouldn’t ap-
prove of helping her.

Mbunju told the neighbors in her shared house that she was 
HIV-positive when she moved in; if she had an accident and need-
ed their help, she wanted them to know. They didn’t appreciate the 
gesture. Mbunju says she wants to move elsewhere once she gets a 
little money: “Everything I touch, they put it in the trash can.”

She relates this during a visit with Amina Kiloko, a com-
munity health worker employed by Pathfinder International, a 
U.S.-based nongovernmental organization (NGO). In Tanza-
nia, as in South Africa, HIV patients are supposed to see a phy-
sician once a month, but it can take years for a patient to get ill 
enough to qualify for ART. “It’s consuming most of the doctor’s 
time to see people who are just coming for a regular checkup,” 
says Marc Mitchell, an HSPH lecturer on public health whose 
research in Dar es Salaam seeks to address such inefficiencies in 
the healthcare system. He can understand why a patient would 
choose not to come back: take a day off work and spend it in a 
hospital waiting room, just to be told you’re healthy enough and  

sent home for another month. But once patients fall out of the 
habit, they often don’t see a doctor again until they are gravely ill.

Through Pathfinder International and other NGOs, workers 
like Kiloko were already visiting patients in their homes, pro-
viding medical and general support in a model similar to Um-
ndeni Care in South Africa. Mitchell has designed an interven-
tion that  eases both the strain on doctors and the frustrations 
of patients: mobile devices that enable community health work-
ers to perform many of the same tasks a doctor would carry out 
in an office visit. The device serves up questions, which Kiloko 
asks Mbunju; through the answers Kiloko enters, the device is 
programmed to choose follow-up questions and make recom-
mendations. It might tell Kiloko to conclude the visit and make 
an appointment for next month, to refer the patient to a doctor, 
or to recommend a specific diagnostic test. Mitchell’s trial found 
a very low percentage of error in the workers’ recommendations, 
and the Tanzanian government is considering recognizing a visit 
from a community health worker in lieu of the monthly doctor 
visit currently required.

Workers like Kiloko, who have minimal medical training, de-
liver better care with the aid of these devices—but so do health-
care professionals in clinics, Mitchell’s research has found: they 
more reliably make the right recommendation, and are less likely 
to forget an important question. Mitchell draws parallels to the 
“checklist” concept that is catching on in the United States (see 
“A Checklist for Life,” September-October 2009, page 32): be-
cause medicine is complex and healthcare workers are stressed, 
a standardized set of questions reduces the rate of error.

The device is simple and inconspicuous: a regular mobile 
phone, with special software loaded onto it. Training someone  
to use it takes less than one hour. Placed in the hands of workers 

In Dar es Salaam, Tanzania, community health worker Amina Kiloko 
visits HIV-positive clients, including Kulwa Amiri Mbunju, at home 
to provide support for their treatment. In a project designed by 
Harvard School of Public Health lecturer Marc Mitchell, Kiloko uses 
a mobile device equipped with software that helps her assess her 
clients’ health; she enters her findings into the device to create an 
electronic medical record. 
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like Kiloko, Mitchell believes it could revolutionize the delivery 
of healthcare in resource-poor settings, making care available to 
vastly greater numbers of people for a low price. When work-
ers complete an appointment or their daily shift, they upload the 
data they’ve gathered over the mobile-phone network. When 
used at clinics, the devices automatically create electronic health 
records, and if implemented widely enough, a network of them 
could provide disease surveillance, allowing for immediate and 
precise tracking of epidemics—tasks that are challenging even in 
the best of conditions.

Mitchell believes the Tanzanian government’s willingness to 
try something new—to let D-Tree (the NGO he founded to car-
ry on the treatment work that falls outside the limits of research 
studies, which are funded by U.S. government grants through 
Harvard) into government clinics to test the devices without 
bureaucratic hassles—may enable its healthcare system to leap-
frog ahead of some developed countries. “In the United States, 
everybody wants the perfect system,” he says. “In Tanzania, peo-
ple are willing to accept a system that works.”

The device itself is the most salient feature of the program, 

A s one of four institutions chosen in 2004 to adminis-
ter the President’s Emergency Plan for AIDS Relief (PEP-

FAR), Harvard oversees patient care at 10 hospitals and a net-
work of clinics, and operates a drug distribution network, in 
Nigeria. Faculty members work with the Dar es Salaam City 
Council and a local university to provide care through clinics in 
Tanzania. And in Botswana, Harvard scholars advise the minis-
try of health on quality of care and data management and train 
health professionals.

Some of these activities—specifically, those that involve pa-
tient care rather than training and research—fall outside the 
University’s traditional mission, but drastic times call for drastic 
measures, says Jacobson professor of public health Barry Bloom, 
who was dean of Harvard School of Public Health (HSPH) 
when PEPFAR began. “The world had a big problem. Harvard is 
a great university,” he says. “Anybody who had expertise to con-
tribute had an obligation to try, and that’s what we did.”

Shortly after Bloom became dean, he asked professor of im-
munology and infectious diseases Phyllis Kanki—who later 
became faculty director of Harvard’s PEPFAR program—to 
cowrite a grant with him for healthcare worker training and 
HIV prevention efforts in Nigeria. It was a departure for Kanki, 
whose previous work was in Senegal. But a 2000 report on HIV 
from the World Health Organization made a deep impression 
on Bloom. It said that Africa’s smaller and better-developed 
countries—Botswana, for example—provided good settings 
for creating model programs. But to ignore the epidemic in the 
continent’s largest countries, such as Nigeria, Ethiopia, and 
South Africa—to decline to try because the obstacles were too 
daunting—would mean losing the battle against AIDS in Africa 
entirely.

When PEPFAR was announced in late 2003, Kanki applied; 
the grant required that each application cover three countries 
where the applicant had already worked, so Lasker professor of 
health sciences Myron “Max” Essex and professor of nutrition 
and epidemiology Wafaie Fawzi—HSPH faculty members with 
projects in Botswana and Tanzania, respectively—joined the ap-
plication, which Bloom critiqued before its submission.

University administrators were blindsided when they learned 
that Harvard had been awarded the funds, says Mark Barnes, 
the former executive director of the University’s PEPFAR pro-
gram, who now holds faculty appointments at the schools of law 
and public health and directs the Office of Sponsored Programs. 
Harvard draws a clear line between the activities of teaching 

(for which it appoints and pays professors of medicine) and 
clinical care (for which those professors are paid by hospitals 
affiliated with, but not owned by, Harvard).

Administrators considered declining the grant award. Unlike 
the other three recipients in the initial round—Columbia, Cath-
olic Relief Services, and the Elizabeth Glaser Pediatric AIDS 
Foundation—Harvard was not used to delivering direct clinical 
care, and had pledged to do so in countries without smoothly 
functioning healthcare infrastructure. But it ultimately decided 
to accept the funds on the grounds that treating HIV in sub-
Saharan Africa “was an emergency, and Harvard would respond 
to the emergency,” says Barnes.

The central administration specified several conditions. This 
would be an exception for Harvard, not a new function it in-
tended to expand. The faculty investigators on the grant would 
need to pull in people with expertise in healthcare delivery. 
Over time, even with PEPFAR, Harvard would shift its focus 
from providing care to its more typical roles of advising and re-
search. And the grant money would be routed through not-for-
profit entities based in each PEPFAR country, founded for this 
purpose.

This last requirement not only shields Harvard from liability, 
Bloom notes: “It opens up the possibility, in the long run, of sus-
tainable programs” by making it possible for those organizations 
to receive funds from sources besides PEPFAR. Noting that the 
program as a whole took a cue from Harvard and adopted this 
approach for all grant recipients, he says, “whenever a country’s 
health programs depend on foreign aid and on a foreign univer-
sity, those programs are not sustainable in the long run.”

Barnes believes the caution Harvard exercised was appropri-
ate: “It would have been irresponsible to accept the grant with-
out adequate planning,” he says. “The program could have fallen 
on its face, resulting in poor care being delivered, or massive 
amounts of money being wasted, or long delays.” Although the 
University’s handling of PEPFAR caused conflict at the time, 
Bloom now agrees some of those concerns were valid. But he 
says Harvard must take risks as it strives to become “a truly 
great global university.”

The bottom line, says Bloom, is this: “hundreds of thousands 
of people, without this program, would not have had access to 
care.” Harvard’s PEPFAR program has paid for antiretroviral 
therapy (ART) for more than 130,000 people, and regular medi-
cal care for many more. It has funded training for more than 
16,000 healthcare workers in the three countries. Not counting 
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but Mitchell views his work as being more about healthcare 
quality than about technology. “The goal,” he says, “is that this 
will become the way all healthcare is delivered”—not just HIV 
care. About 40 healthcare workers have phones running D-Tree 
software right now; within a year, Mitchell expects that number 
to reach 300 or 400, and to begin to 
grow “exponentially” and to extend 
into other countries.

Although D-Tree’s software ini-
tially focused on specific condi-

tions—HIV, malaria—broadening the focus is a top priority; 
workers have already begun delivering family-planning services, 
prenatal and neonatal care, and child healthcare on their visits. 
A well-rounded approach makes more sense than a narrow one, 
because a child who’s HIV-positive might also have malaria, says 

Mitchell: “You can’t have separate 
systems for each disease.”

The D-Tree workers are involved 
in research that aims to change the 
way healthcare is delivered, but 

separate PEPFAR grants overseen 
by HMS faculty members whose pri-
mary appointments are through the 
hospitals, this is still by far the larg-
est government grant Harvard has 
ever received: $65 million this year.

But as Harvard has become 
comfortable in its role, the pro-

gram’s overall status may be wan-
ing. In late 2008, Congress autho-
rized spending $48 billion through 
2013, a major expansion over the $15 
billion allocated for the first five 
years, but President Obama has 
since spoken of plans to level-fund 
PEPFAR and focus instead on ma-
ternal and child health.

And so, what had been an encouraging trend—treatment rolls 
expanding, free drugs becoming available to more and more 
people who need them—is starting to reverse. David Bangs-
berg, a lecturer on medicine at HMS who directs the Center for 
Global Health at the Harvard-affiliated Massachusetts General 
Hospital (MGH), has seen waiting lists develop at clinics in 
southwestern Uganda, where he has a research project. MGH 
recently resumed fundraising through its Family Treatment 
Fund, which was the only source for new ART enrollments at 
this site in April and May, due to funding shortfalls in multina-
tional programs. (A new patient is put on treatment every time 
$1,500—enough to treat one patient for five years—is raised.) 
“The irony and the tragedy,” says Bangsberg, “is that it looks like 
we’re back to the same place we were in 2003, before the begin-
ning of PEPFAR, where we’re asking private individuals for $20 
and $50 to piece together enough money to treat one person at 
a time. PEPFAR has probably been the most successful public-
health initiative in the last century. We built it, and now as the 
need outstrips the funding supply, it is breaking apart at the 
seams.”

When professor of medicine Bruce Walker, who oversees a 
team researching vaccine prospects and the immune response 
to HIV, started setting up his laboratory in Durban, South Af-
rica, in 2002, it didn’t take long for him to decide that it was ir-
responsible to conduct research without also offering treatment 
in some capacity. “I was unprepared for the enormity of the epi-

demic,” he says. “It was just stag-
gering. HIV permeated all aspects 
of daily experience. There were 
so many people infected, so many 
people affected.” PEPFAR did not 
exist yet and the South African 
government was not yet paying 

for drugs, so Walker, professor of medicine and a physician at 
MGH, sought funding from private donors. “We felt that we 
couldn’t keep doing research unless we started treating people,” 
he says, “because they were dying left and right.”

Even the PEPFAR expansion Congress authorized would not 
be enough to treat all who need it. Despite all the prevention 
efforts under way, UNAIDS still estimates that the number of 
new infections is growing far faster than the number of people 
initiating treatment. Walker sees the crisis firsthand: more than 
300,000 South Africans die of AIDS each year. An estimated 5.7 
million South Africans—12 percent of the population—are in-
fected.  Only one-third of those sick enough to need ART are 
receiving it. And 70,000 HIV-positive babies are born every year. 
“There’s no way we are going to be able to treat our way out of 
this epidemic,” says Walker. “There just isn’t enough money.”

This is why it’s crucially important to find ways to improve 
the efficiency of healthcare in the developing world—as with 
the work of Marc Mitchell, an HSPH lecturer whose research 
in Tanzania aims to extend care to more people by equipping 
community health workers to conduct HIV patients’ monthly 
checkups (see main article). Says University Provost Steven Hy-
man: “As federal funding gets scarce, if we haven’t learned from 
previous attempts and developed the best ways of doing things,” 
there will be no way to know how best to distribute the limited 
funds available. “I think that’s where Harvard makes its greatest 
contributions.”

THE POLITICS OF PAYING FOR HIV CARE
In Mbarara, Uganda, David Bangs-
berg, director of the Center for 
Global Health at Massachusetts 
General Hospital, is using micro-
finance to help people with HIV 
afford food, their children’s school 
fees, and transportation to clinics 
for treatment. He also heads the 
Harvard Global Health Scholars 
program, which is helping to train 
the next generation of Ugandan  
scientists. (Read more at harvard-
mag.com/AIDS-in-Africa.)

David Bangsberg
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their work is also deeply human. Through Kiloko, Mbunju has 
been connected to a community of other HIV patients in the 
neighborhood. In fact, she meets Kiloko at the home of one of 
these other patients, because she doesn’t want her housemates 
to gossip more. The genuine friendship between the women is 
apparent—a small bright spot in this hard life.

Mbunju isn’t sick right now. Given the antiretroviral medi-
cations she is taking, the viral load in her blood is low and the 
number of CD4+ immune cells high—key indicators that her im-
mune system is still healthy enough to fend off the opportunistic 
infections that would signal HIV’s development into AIDS. And 
she has made herself an unofficial “community ambassador.” Ev-
erywhere she goes, she brandishes her light-blue health card—
where her appointments with Kiloko, her CD4+ count, and her 
prescriptions are recorded—and tells people she’s HIV-positive 
and not embarrassed about it. “What I’ve been through,” she says, 
“I wouldn’t want anybody to go through.”

A smooth, freshly paved highway connects Arusha and 
Moshi, the cities that serve as twin pit stops for Kilimanja-

ro-bound tourists. Buses and all-terrain vehicles shuttle back and 
forth all day long on hiking excursions, safaris, and airport runs. 
But not far from this highway exists a Tanzania that most tourists 
never see.

The transition is sudden: the roads turn to dirt and people are 
walking, not driving, transporting water jugs on their heads or on a 
donkey ambling alongside. There is little formal employment here, 
and few households have electricity. The lifestyle of ordinary Tan-
zanians is still heavily influenced by tribal culture; local languages 
endure alongside widespread knowledge of Swahili.

In these villages, a group of international university students—
including several from Harvard—serves as volunteer educators 
for the NGO Support for International Change (SIC). In churches, 
schools, and village centers in close to 100 communities in this re-
gion, the volunteers teach about HIV.

Tanzania’s infection rate, 6 percent, is not close to the highest 
in Africa, but the country still ranks among the top 10 worldwide 
in terms of HIV deaths each year. The vast majority of Tanzanians 
living with HIV do not know they are infected. Often, people are 
not diagnosed until they are too sick to save. Persistent misconcep-
tions and rumors—about how the virus spreads, how it is treated, 
and the testing process—stand in the way of getting people tested 
and treated, and stopping new infections.

The villagers sometimes receive foreigners with friendliness, 
sometimes with wariness. One sunny Sunday, a group of volun-
teers encounters both in the lush, green village of Nsengony. In 
the morning, teaching in a Lutheran church at the end of services, 
Hannah Chung ’09 and Nita Bhatia ’09 are relieved when, at the 
end of their talk introducing the basics of HIV and urging people 
to visit a nearby site for free testing later in the day, the congrega-
tion responds with applause. Earlier, the pastor had given both of 
them explicit instructions about reproductive health information 
they could not mention in their talk, and they were worried about 
how receptive he would be. As the service ends and people leave, 
they hear the pastor himself say the word kupima (“testing” in Swa-
hili) in conversation—a good sign.

That afternoon, Bhatia and Anton Massanja, a Tanzanian uni-
versity student who is her “teaching partner” for the summer, walk 
around Nsengony with SIC program officer Jamie Clearfield. On 
days when free testing is offered, the volunteers knock on doors 
and talk to people walking down the street, encouraging everyone 
to come and be tested.

Outside one brick house, adults sit in the shade while children 
mill around playing; Kilimanjaro rises in the background. The fam-
ily listens patiently as the volunteers in their crimson SIC polo 
shirts tell them there’s free testing going on and ask if they’ve ever 
been tested. (Bhatia and Clearfield speak in halting Swahili, with 
translation help from Massanja.) But the woman of the house cuts 
them off, saying that this is a pious family, that their prayers will 
protect them and cure them if they do become infected.

SIC’s leaders are keenly aware of how presumptuous it might 
seem for foreigners to show up on someone’s doorstep and sug-
gest that the person be tested for a sexually transmitted infection. 
They take great care to be as sensitive and non-intrusive as pos-
sible. Before arriving in Tanzania, the American volunteers receive 
eight weeks of training, with a focus on local culture and dealing 
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with touchy situations, as well as HIV biology. Once they arrive, 
they work side by side with Tanzanian “teaching partners”: young 
adults who are not just translators, but fellow educators with equal 
status. The volunteers and teaching partners make a big push for 
testing and education each summer; in between, and in the villag-
es where volunteers may not visit even once a year, SIC hires and 
trains community health workers (also native Tanzanians) who 
maintain a consistent SIC presence by conducting year-round edu-
cation, testing, and support for people living with HIV.

Gratifying as it might have been if the family living in the moun-
tain’s shadow had simply come along for testing that afternoon, 
Bhatia was content to have made an impression through the con-
versation, and perhaps planted a seed. “When you’re going into a 
place where there is a lot of stigma around these issues, and on top 
of that you can’t speak the language properly, and you’re just for-
eign in every way,” she says, “it’s a lot to expect people to be will-
ing to listen to you and trust you.”

The next day, another group of SIC educators heads to Legu-
ruki village to teach high-school students at Shule ya Ufundi Le-
guruki—the Leguruki Technical School. Their program consists 
of matter-of-fact delivery of information, intermixed with games. 
There is no room for being bashful: in teaching about the modes of 
HIV transmission, Katherine Sengoba ’10 notes that sex is by far the 
most common mode, accounting for 80 percent of new infections in 
Tanzania. She makes the students repeat the Swahili word for sex 
(Ngono!!!!) over and over, louder and louder, until she is satisfied that 
it was loud enough and all the students are dissolving in laughter.

The program takes direct aim at some of the myths that under-
pin risky behavior. For instance, rumors circulate that condoms 
actually carry HIV and are part of a U.S. government conspiracy to 
kill black Africans; the SIC materials specify that the brand of con-
doms they distribute, Salama, is made “in Tanzania, by Tanzani-

ans, for Tanzanians.” To debunk another rumor, that condoms have 
holes that allow for HIV transmission, the volunteers fill condoms 
with water and walk around the room twirling them like balloons, 
demonstrating that not a drop of water is spilled.

The session’s grand finale is a game—and now things move 
from frank to really frank. Sengoba takes out a model of a penis and 
parades it around the room, allowing herself to smile but not to 
laugh as the students go berserk. Then Byran Dai ’11 asks for two 
students who are fast runners. Two young men volunteer; when 
Dai says they’ll compete to see who can be first to run across the 
room, correctly put a condom on the model and remove it, and 
run back, one of them looks as though he knew it was coming; the 
other looks positively mortified. During the race, when the sec-
ond student removes the condom in entirely the wrong manner, 
Dai winces, but quickly recovers his composure and makes the ex-
ample into a teaching moment. Using a condom in real life is “very 
rushed,” and could be even more difficult than demonstrating it in 
front of all your friends, he tells the class. “There’s a lot of pressure. 
Usually someone is watching you.”

Speaking this openly about sex, especially to teenagers, isn’t 
easy. But SIC’s training course includes lots of practice, and there 
is a good incentive, the Harvard students say. “I knew that I had 
to keep a straight face and be mature about it if they were going to 
take me seriously,” says Bhatia, who now works as a research coor-
dinator in the clinical trials office at Mount Sinai Medical Center 
in New York City.

The work in Tanzania helped her see that she does want to prac-
tice medicine one day—and that seeing patients “is not just about 
prescribing medication. It’s about educating people.” Education, 
she says, is one of a doctor’s most important functions: helping pa-
tients understand diseases, treatment options, and how to protect 
their own health. In the fight against HIV, these interactions are 
at least as crucial as budgets for prescription drugs and vaccine 
research—small victories, person to person, day by day.

With support from a generous gift for international reporting, associate 
editor Elizabeth Gudrais traveled to Tanzania, South Africa, and Uganda 
to research this article.

In northern Tanzania, American and Tanzanian volunteers with  
Support for International Change conduct HIV education and test-
ing drives. Above left: Nita Bhatia ’09, Anton Massanja, and Jamie 
Clearfield encourage villagers in Nsengony to take advantage of  
free testing nearby. Above right: During an educational session at a 
technical high school in Leguruki village, Katherine Sengoba ’10 helps 
a student practice the correct method of putting on a condom.
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