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Moving between “Chronic Diseases” and “Secret Cures”
Bionetworking in the Context of Autoimmunity in Brazil*

MÁRCIO VILAR

Abstract In this article, I explore from an anthropological Global South perspective the following question: how 
does the engagement of patients and physicians for unauthorized immunostimulant therapies for autoimmunity 
in Brazil impact the globally established biomedicine based on the use of palliative immunosuppressive drugs? My 
aim is to understand changing perceptions related to immunity, autoimmunity, immunological therapies, biotech-
nological innovation and regulation as constitutive of contemporary biomedical culture and of life sciences in Bra-
zil. By addressing some forms of collaboration and deviance between patients with autoimmunity and physicians, I 
describe how they adopt and promote immunostimulant drugs as scientific innovations that meet difficulties to be-
come legalized and that tend to be disqualified by established biomedical authorities. For it, I present a case study of 
regulatory experience and make a comparative digression involving respectively two immunostimulant therapies: 
the “anti-brucellic vaccine” (VAB—vacina anti-brucélica), and; the “autohemotherapy” (AHT—autohemoterapia). Like 
other immunostimulant therapies, both VAB and AHT are strongly associable with regenerative medicine and may 
be accessed through the informal sector. My argument is that established biomedicine has become increasingly cir-
cumnavigated in contemporary Brazil, while regenerative medicine is simultaneously emerging as a transnational 
paradigm shift through assemblages of life and respective moralities.
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Introduction: The problem

Over the last few decades in Brazil, thousands of 
people with autoimmune diseases and some phy-
sicians have begun adopting unconventional im-
munostimulant therapies. This implies that a high 
number of them, if not almost all, have simulta-
neously stopped or significantly reduced their 
use of conventional immunosuppressive phar-
maceuticals such as Methotrexate/MTX, Interfe-
ron, glucocorticoids, and cytostatics. The reason 
being that immunostimulant and immunosup-
pressive drugs for autoimmunity are, as many of 
their stakeholders argue, incommensurable: they 
are based on contrary principles and should ex-
clude each other to show efficiency. Although both 
these therapeutic models have been developed 
by biomedical actors, their status within biomed-
icine are far from equal and a struggle for legiti-
macy between them has taken place while both 
patients and health professionals come across 
new knowledge and practices, not always know-
ing whom to trust. In this article, I present and 

seek to understand, under this scenario, chang-
ing perceptions related to immunity, autoimmu-
nity, immunological therapies, biotechnological 
innovation and regulation as constitutive of con-
temporary biomedical culture and, more specifi-
cally, of life sciences in Brazil. By addressing some 
forms of collaboration and deviance between pa-
tients with autoimmunity and physicians, which 
also take place through the informal sector and 
modern communication means, I describe how 
they adopt and promote immunostimulant drugs 
as scien tific innovations associable with regener-
ative medicine that face difficulties in obtaining 
legal status and tend to be disqualified by estab-
lished biomedical authorities.1

Immunosuppressive drugs, also called “im-
munosuppressants” (MARSON & PASERO 2012), 
are regularly prescribed by biomedical authori-

* All translations from Portuguese and German into 
English were made by the author.
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ties worldwide. These drugs artificially impair the 
immune system of people with autoimmunity to 
prevent or reduce the “immune reactions” that 
characterize their diseases’ symptoms. As part of 
the so-called Global South, Brazil does not figure 
as one of the centres for biomedical knowledge 
production unlike e. g. the UK, Germany and the 
USA. Consequently, established biomedicine in 
Brazil normally reproduces the global therapeu-
tic model for autoimmunity. Nevertheless, de-
spite official recommendation, several patients 
and experienced physicians in Brazil are dissat-
isfied with the side effects and long-term ineffi-
ciency of immunosuppressants and have decided 
to use and promote what they see as scientific in-
novative treatments. Numerous reports available 
on the internet express their fears and desires. 
Among these unconventional treatments, one can 
find those based on the opposite principle of im-
munostimulation such as synthetic phosphoetha-
nolamine, vitamin-D therapy, stem cell therapies, 
cashew-membrane, urintherapy, collagen therapy, 
bee’s poison (apitherapy), and frog’s vaccine (kam-
bô), etc. (see also LORIMER 2017).

“Immunostimulant-users”—as I call both pa-
tients and physicians who refuse conventional 
treatments and use immunostimulants to treat 
autoimmunity—have often dodged official thera-
peutic administration and adopted and promot-
ed immunostimulants in collaboration with other 
actors. As people who exercise citizenship as en-
twined with biotechnology (ROSE & NOVAS 2005), 
they have been working together in confidence 
and changed their therapeutic orientation and 
practices. Notwithstanding, many immunostim-
ulants for autoimmunity usually meet legal dif-
ficulties to become authorized pharmaceuticals, 
are unapproved or in some cases even expressly 
prohibited and, thus, considered illegal in Brazil. 
In so doing, immunostimulant-users become, just 
like the immunostimulants themselves, margin-
alized before Brazilian private and public health 
care systems, regulatory agencies, and the es-
tablished medical communities (e. g. the region-
al, and federal Medical Councils). However, their 
collaborative work continues to proliferate, and 
more people who are likewise disappointed with 
conventional therapies and have expectations 
concerning scientific innovations have joined 
them.

In different ways, the multiple frictions which 
have emerged in the context of the legal disputes 
and informal spread involving immunostimu-
lants as biopolitical artefacts appear not only to 
re-evoke the evaluation criteria adopted by estab-
lished governmental, and scientific agencies (for-
mally seen as universal and therefore neutral), but 
also to expose the use of immunosuppressants for 
autoimmunity as the current dominant paradigm 
(e. g. XIMENG 2014, CRC/IMPATH, THOMMEN et al. 
2018). While immunosuppressants tend to easily 
pass through legal channels as biotechnological 
innovations and, thus, are good examples of ac-
cepted drugs, immunostimulants tend to meet re-
sistance and appear risky when they are proposed 
to become authorized pharmaceuticals for auto-
immunity. In this sense, the regulatory experienc-
es of immunostimulants for autoimmunity in Bra-
zil shed light on further regulatory actors (like e. g. 
the patients demands and local pharmaceutical 
laboratories), and respective knowledge claims, 
who are also interested in affecting how people’s 
bodies should be understood and administered.

In what follows, I explore two main questions 
from an anthropological perspective: how do these 
dissident patients and physicians (i. e. immuno-
stimulant-users) experience and evaluate conven-
tional immunosuppressive and contested immu-
nostimulating drugs? To what extent and how do 
their attitudes in Brazil affect the authorized bio-
medicine for autoimmunity as global order?

To propose answers for these questions, I pres-
ent and reflect on a case study of regulatory expe-
rience and make a comparative digression involv-
ing respectively two immunostimulant therapies: 
the “anti-brucellic vaccine” (VAB—vacina anti- 
brucélica), and; the “autohemotherapy” (AHT—
auto hemoterapia). Like other immunostimulant 
therapies, both VAB and AHT are strongly asso-
ciable with regenerative medicine and may be 
 accessed through the informal sector.

Theoretical background

At least since the immune system was institu-
tionalized as the object of immunology as a spe-
cific life science, it has convincingly expressed 
all the characteristics of a total social fact (MOU-
LIN 1996). Accordingly, it has been expressing the 
cultural settings under which its uses and inter-
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pretations emerge (NAPIER 2012). Immunity as a 
“system,” for instance, appears as a post-war bio-
medical conceptualization (ANDERSON & MAC KAY 
2014). Likewise, as constituted and constitutive of 
socio cultural settings, immunity has been seen 
as something to be regulated through sanctioned 
practices, e. g. by medical technologies (BRODWIN 
2000).

As LAKOFF (2008) points out, pharmaceuticals 
operate at the intersections between biomed-
icine, commerce and government. To become 
authorized pharmaceuticals, proposed biotech-
nologies have to be absorbed into an established 
medico-legal system that is engaged in the techni-
cal administration of life. Thus, as biopolitical ar-
tefacts biotechnological innovations pose new po-
litical and ethical questions about how life should 
be understood and treated (ibid.: 742). Like the es-
tablished immunosuppressants, the immunostim-
ulants are also drugs that directly affect a person’s 
life. Nevertheless, they do so in clear contrast to 
how most authorized pharmaceuticals are sup-
posed to act when used to influence a multiplicity 
of immune reactions. Hence, the uses of immu-
nostimulants to treat autoimmunity in Brazil do 
not reproduce the established global biomedicine 
for this medical area as expected (HARAWAY 1991: 
204–5). As I will show, mainly when considered 
as two among several other immunostimulating 
therapies for autoimmunity in Brazil, and mainly 
looked internationally, VAB and AHT appear as 
colliding threats for immunosuppressants.

That is the case even when immunostimu-
lant-users and promoters seek to avoid critics 
of conventional therapy like, e. g., the attempts 
of the scientists who developed the synthetic 
phosphoethanolamine not to criticize chemother-
apy for cancer during a public hearing at the Bra-
zilian Federal Senate (SENADO FEDERAL 2015). Or, 
when physicians who work with immunostimu-
lant treatments state that they do not want to sub-
stitute conventional therapies and, thus, that im-
munostimulant therapies are not an alternative 
for them. Following this, to neutralize the poten-
tial disqualification and stigmatization process-
es, which are organized and triggered by actors 
engaged in global immunosuppressants, some 
stakeholders for immunostimulants in Brazil re-
fuse the term “alternative medicine.” VAB users, 
for instance, emphasize that VAB was developed 

according to scientific standards, and is often con-
ducted under supervision of recognized medical 
professionals with expertise. They characterize 
and support the adoption of VAB and other im-
munostimulants into the Brazilian publicly fund-
ed Unified Health Care System (SUS—Sistema Úni-
co de Saúde) as “complementary medicine” (for a 
disambiguation see NCCIH 2016).

Nevertheless, practically all immunostimu-
lants require from their users the avoidance or a 
significant controlled diminishing of immunosup-
pressants to function properly (GARDNER 2017: 
70). Besides that, while immunostimulant-users 
verbalize the previously unquestioned premises 
of established biomedicine for autoimmunity, ex-
posing them and their potential therapeutic uses 
as objects of thought—thus, forcing a re-opening 
of immunosuppressants as objects of scientific 
controversies (LATOUR 1987, VILAR 2018)—, the 
immunostimulants spread as much in discursive 
coherence as medico-legal practices. Together 
with immunosuppressants, the very idea of auto-
immunity as a disease itself, which needed several 
decades to be accepted in biomedicine, is put in 
question by immunostimulant-users who tend to 
denaturalize it as fatality.

The motivations, means and techniques which 
immunostimulant-users articulate among them-
selves, and in association with multiple institu-
tions and professionals, e. g. to provide the legal 
apparatus for the defence of a physician, to orga-
nize and sign petitions for the approval of a spe-
cific immunostimulating therapy, to enable circu-
lation of immunostimulants informally, and/or to 
share therapeutic narratives that may be taken as 
acceptable medical evidence, among other activ-
ities, can be seen as expressions of one or more 
flexible assemblages that “[…] share questions re-
lated to the definition of what is ‘a life worth liv-
ing’” (SLEEBOOM-FAULKNER 2014: 2). According 
to SLEEBOOM-FAULKNER (ibid.), “[…] In life as-
semblages, members share mindsets that assume 
moral change towards life as inevitable and expe-
rience the transgression of ethical boundaries as 
a normal result of developments in science and 
technology.”

In the context of cooperation between mem-
bers of life assemblages in Brazil, the internet ap-
pears as a privileged platform for the exchange of 
unauthorized knowledge and practices. ROSE & 
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NOVAS (2005) and WOOLGAR (2002) argue that, as 
a new technology for the circulation of informa-
tion, the internet can radically transform society 
and serve as means to engage biological citizens. 
One of the challenges that WOOLGAR (ibid.) iden-
tifies consists in knowing how people organize 
themselves. In the context of my research, on the 
internet, dynamic and interactional matrices—as 
each homepage may be seen—to promote immu-
nostimulant therapies can be organized and kept 
outside the established medico-legal paths of sci-
entific innovation through cooperation between 
members of life assemblages. Likewise, it is also 
possible for them to produce their own media 
content, and inventories, and to disseminate it 
through the internet. The internet, therefore, be-
came an ideal platform through which people who 
do not know each other personally but who share 
common therapeutic dramas come together, and 
cooperate with each other, as it is often the case 
in life assemblages for immunostimulant thera-
pies in Brazil.

Methodological strategies

In this article, I use research material mainly pro-
duced and collected by myself through partici-
pant observation conducted between 2009 and 
2017, in intercalated periods, in several cities in 
Brazil including: Vitória da Conquista and Porto 
Seguro (in Bahia); Brasília (Distrito Federal); João 
Pessoa (Paraíba); Natal (Rio Grande do Norte); 
Guarapari and Vitória (Espírito Santo); and Belo 
Horizonte (Minas Gerais). Although my physical 
permanence in these locations amounts to ap-
proximately 7 months, I complementarily carried 
out a considerable amount of research on immu-
nostimulants and their users by systematically fol-
lowing them on the internet; this I combine with 
autoethnography.

As I describe in more details elsewhere (VILAR 
2018), I myself was diagnosed with psoriasis ar-
thritis at the beginning of 2009. I followed the con-
ventional treatment based on immunosuppres-
sion for 6 months, before experimenting with the 
anti-brucellic vaccine (VAB, vacina anti-brucélica) 
over three years, having obtained amazing sat-
isfactory results. Both experiences enabled me 
privileged access to two different worlds within 
biomedicine and to learn from their respective 

actors—mainly physicians, patients, and their 
relatives, webmasters, and immunological drugs 
themselves—and, through it, to know about their 
interactions with Brazilian regulatory institutions. 
In my present attempt to apprehend changing 
perceptions in contemporary biomedical culture, 
I here mainly posit myself as an immunostimu-
lants-user and stakeholder.

As explained above, along with my  presentation 
of some ethnographic findings, I analytically con-
ceive patients with autoimmunity and their fam-
ilies, physicians, and other actors, who use and 
support the use and liberalization of immunostim-
ulants for autoimmunity in Brazil as compound-
ing life assemblages (SLEEBOOM-FAULKNER 
2014: 2). I. e. provisional sets of entwined net-
works and/or communities of people who see the 
processes of developing, promoting, and adopt-
ing scientific innovation as eventually requiring 
the transgression of established institutional, and 
moral boundaries (see also DELVECCHIO GOOD 
2003). In consonance with it, I heuristically appre-
hend the collaborative work between these life as-
semblages for immunostimulants as comprising  
 “bionetworking activities.” SLEEBOOM-FAULKNER 
defines bionetworking activities as those non-sci-
entific collaborative works that are conducted 
by and among a plurality of actors (stakeholders, 
market agents, patient groups, universities, clini-
cal offices, media etc.) which “underpin the scien-
tific ones” (2014: 160).

All in all, when I follow unauthorized immuno-
stimulants through participant observation, digi-
tal methods and archive research, they guide me 
through unofficial paths of scientific innovation 
in the Global South that connect new communi-
cation technologies, informal economies, local 
moralities, health care demands, and emerging 
regimes of truth.

Article’s structure

This article is divided into four sections. First, I de-
scribe how global biomedical authorities see and 
officially re-present autoimmunity as  “chronic,” 
including how, according to them, it should be 
treated. In the second section, I describe two 
contrasting therapies based on immunostimula-
tion, which according to immunostimulant-users 
have been successfully employed in Brazil for the 
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treatment of autoimmunity, though most infor-
mally and experimentally. I concentrate on one of 
them and use the second as a comparative digres-
sion. In so doing, I take them as examples of dis-
continuity in relation to the hegemonic therapeu-
tic model for autoimmunity described in section 
one and focus on key moments of their regulato-
ry experiences. In the third section, I thematize 
how unauthorized and/or tabooed knowledge 
and therapeutic practices circumnavigate among 
immunostimulant-users outside official pharma-
ceutical circuits. For it, I focus on the cooperation 
among members of life assemblages for immu-
nostimulants by using four categories (patients, 
physicians, mediators, and immunostimulants), 
and identify implications of their bio networking 
exchanges. Finally, I briefly resume aspects of 
mutual affections between the conventional im-
munosuppressive and the contested immunostim-
ulation therapeutic models on the context of local- 
global tension.

My hypothesis is that when one focuses on the 
negotiation dynamics of medico-legal regimes 
in Brazil under the impact of immunostimulat-
ing therapies for autoimmunity as a contested in-
novative biotechnology, in which patients, physi-
cians, socioeconomic and governmental actors 
are involved, it becomes possible to highlight sig-
nificant aspects of how law, science and society 
shape their boundaries and co-constitute the le-
gal and the illegal (JASANOFF 1990, 2004; FAULK-
NER et al. 2012). Moreover, I suggest that recent 
changes of perceptions and attitudes related to 
autoimmunity in Brazil, when considered inter-
nationally, can be seen as local expressions and 
part of the emergence of the regenerative medi-
cine as a transnational shifting paradigm (KUHN 
2012, WEBSTER 2013).

 “Chronic diseases” as biomedical definition

Considered by the WORLD HEALTH ORGANIZA-
TION as one of the greatest causes of disability in 
the world, reaching from 5 % to 10 % of the world 
population across all ages, and increasing mainly 
in urban centres, autoimmunity comprises over 
four hundred conditions, as diverse as psoriasis, 
lupus, Sjörgen syndrome or arthritis (WHO 2017, 
POLICY DEPARTMENT OF EUROPEAN PARLIAMENT 
2017, LANGER 2015, COOPER et al. 2009). Accord-

ing to A. D. A. M. Medical Encyclopedia, “an auto-
immune disorder occurs when the body’s im-
mune system attacks and destroys healthy body 
tissue by mistake” (MEDLINE PLUS 2015). In oth-
er words, “when you have an autoimmune disor-
der, your immune system does not distinguish be-
tween healthy tissue and antigens. As a result, the 
body sets off a reaction that destroys normal tis-
sue” (ibid.).

The exact cause of autoimmune reactions re-
mains officially unknown. However, indepen-
dent of the cause, one knows that the immune 
reactions are inflammatory processes that can 
potentially occur in each part of the human body 
(MELCHERS 2006: 18). Although the autoimmune 
diseases may unexpectedly come and go, alter-
nating states of control and of exacerbation, and 
are therefore unpredictable, they are defined by 
world biomedical authorities as “chronic;” i. e. 
as diseases that remain for a lifetime. Officially, 
there is no known guaranteed prevention for most 
autoimmune disorders, and there is no scientif-
ically recognized treatment which helps to cure 
autoimmunity. There is only treatment to relieve 
its symptoms. Given that, physicians normally ad-
vise patients with autoimmunity that they “have 
to learn to live with it” (ANDREWS 2011, ANDERSON 
& MAC KAY 2014: 92–115).

By transforming people with autoimmune 
symptoms into chronic patients through diagnos-
tics, physicians relocate them from common life-
time to a distinct spatiotemporality that is char-
acterized by imminent risk of self-damaging and, 
therefore, must be biomedically monitored and 
modulated (GREENHALGH 2001). For decades, bio-
medicine has largely employed immunosuppres-
sive palliative drugs to control inflammations and 
to relieve the symptoms of autoimmune reactions. 
The treatment of rheumatoid arthritis, a classical 
autoimmunity, can illustrate the modus operandi. 
In their medical guide, which can still be found in 
German medical offices, LACKINGER and WEISS 
explain that:

The treatment is carried out during acute inflam-
matory crisis [also called exacerbations and/or 
immunological overreactivity] through anti-in-
flammatories and pain-relieving medications (an-
algesics, nonsteroidal or steroidal anti-inflamma-
tory drugs, e. g. corticosteroids). As a long-term 
treatment of autoimmune rheumatic disease, one 



  19

CURARE 41 (2018) 1+2

MOVING BETWEEN “CHRONIC DISEASES” AND “SECRET CURES”

starts nowadays already at an early stage with a 
base therapy to prevent so much as possible long-
term consequences such as joint damage. […] 
(LACKINGER & WEISS 1992: 85)

Published two decades ago, these basic thera-
peutic proceedings are the same today. The BRIT-
ISH SOCIETY FOR IMMUNOLOGY (2012), for in-
stance, states that the treatment for rheumatoid 
arthritis “is largely symptomatic and provides 
pain relief, reduces inflammation and slows down 
further damage to the joints. For those patients 
with more severe damage, surgery is often per-
formed.” Furthermore, even the newest pharma-
ceuticals offered in rheumatologic offices (like the 
so-called “biologics” such as Adalimumab/Humi-
ra, Etanercept/Enbrel, Rituximab/Rituxan, etc.) 
are marketed as “scientific innovation,” although 
they operate through the logic of reaching symp-
tomatic relief through immunosuppression.

The statement published on the consulting 
homepage of PAPAA—“[…] a joint venture be-
tween the Psoriatic Arthropathy Alliance (PAA) 
[…], and the Psoriasis Support Trust (PST) […] to 
establish the principal resource of information 
and help for people with psoriasis and psoriatic 
arthritis in the UK” (PAPAA 2015)— reproduces 
the logical similarity:

The “Biologics” are relatively new entrants into the 
field of psoriasis management and are made from 
biological (human or animal based) proteins rath-
er than artificial chemicals, much in the way that 
insulin was made from animal sources in the past.

Biologics are different from other medications 
for psoriasis and psoriatic arthritis as they are de-
signed to block both diseases in the immune sys-
tem rather than waiting to treat the symptoms of 
the disease.

It is thought that overactive cells in the im-
mune system set off a series of events in the body, 
eventually causing psoriasis to develop on the 
skin and arthritis symptoms to develop in the 
joints. Biologics work by blocking the action of 
specific immune cells that cause these cells to 
misbehave by either reducing the number of 
these cells in the skin and blood or by blocking 
the activation of the immune cells or the release 
of chemicals from them. […] (ibid.).

In Brazil, biologics were enthusiastically re-
ceived as promising innovations. Despite their 

very high costs, they were immediately adopted 
and spread quickly. At least until the 2016 coup 
d’état, the Brazilian Federal Government pro-
vided the inclusion of mainly three kinds of bio-
logics to be made available to poorer patients for 
free through the SUS (BRATS 2012). How ever, as  
 “blockers” of “specific immune cells,” they dif-
fer from older immunosuppressants primarily 
through their composition as containing animal 
or vegetal elements. In the end, biologics are still 
in charge of preventively punishing immune cells 
that may bring themselves and other cells to mis-
behave. Thus, in principle, they are different and 
newer biotechnologies scientifically conceived for 
the same immunopolitical purpose and function; 
the hegemonic biomedical understanding of au-
toimmunity and of what should be done to tackle 
it remain unaltered.

Likewise, even the aim of using nanomedicine 
to treat autoimmunity in a near future seems to 
be previously limited by the long-term biomed-
ical search of the best instruments to treat it by 
suppressing specific metabolic activities of one’s 
body. As GHARAGOZLOO et al. (2015: 1003) wrote 
in an article in which they focus on “nanomed-
icine-based delivery strategies of biological im-
munomodulatory agents for the treatment of au-
toimmune disorders,” these agents are taken as 
potential “novel nanomedicine approaches for 
inducing immunosuppression and immunolog-
ical tolerance in autoimmune diseases in order 
to modulate aberrant and pathologic immune 
responses” (ibid.). The modulatory action of the 
nanomedicine-based agents, which the authors 
mean, are clearly of immunosuppressive order. 
Like the biologics, they present a potential tech-
nological refinement of the same: a new genera-
tion of immunosuppressants (ibid.).

In all these therapeutic biomedical approaches, 
the tasks and ordinary practices of physicians ba-
sically consist of: first, recognizing and identify-
ing the symptoms which a patient presents among 
hundreds of classified autoimmune diseases; sec-
ond, treating these particular symptoms with the 
appropriate immunosuppressants to bring them 
under control, and; third, monitoring, managing 
and trying to reduce as far as possible the multiple 
side effects of the employed immunosuppressants, 
which tend to occur frequently and continuously 
in the course of conventional treatment as a kind 
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of chain reaction. “Cure” remains outside the lan-
guage and therapeutic horizon of possibilities of 
most established physicians.

It is commonly accepted among most physi-
cians and medical scientists—to the point that it 
is normally not even an object of discussion—that 
strengthening the immune system, in contrast 
to conventional therapies based on immunosup-
pression, could only lead to an aggravation of 
the symptoms, given that the inflammations are 
seen as “overreactivity.” Therefore, immunostim-
ulating treatments are for established biomed-
icine out of the question. Despite its variations, 
this standardized knowledge on autoimmunity is 
found everywhere where biomedicine plays a pre-
dominant regulatory role, and it is considered as 
having universal validity.

Nevertheless, for at least the last 70 years, medi-
cal scientists have also been trying to develop  other 
ways to treat autoimmunity and to rehabilitate 
one’s immunity (VERONESI 2008 [1976], MULLEN 
1977, MELCHERS 2006: 18). Among these efforts 
are attempts to treat patients with immunostim-
ulation. However, rheumatologists, dermatolo-
gists and other physicians, who are systematically 
trained to employ and promote immunosuppres-
sants, rarely say something about these other 
possible medical futures to their uninitiated pa-
tients, while they repeatedly emphasize the inevi-
table risks of autoimmunity when these are not 
treated with immunosuppressants (COHN 2000:  
207–8).

Also, in Brazil, medical scientists have been de-
veloping another understanding about how im-
munological disorders occur and how they should 
be treated. Countering the established biomedical 
notions of chronicity and causality related to au-
toimmunity, patients, stakeholders and unautho-
rized substances have been helping these medical 
scientists to co-materialize a political economy of 
hope (NOVAS 2006) founded on the expectation of 
cure by immunostimulation as therapeutic possi-
bility. Through their bionetworks, which expand 
rhizomatically, immunostimulants-users and 
stakeholders generate a concurrent biomedical 
future regarding autoimmunity.

To illustrate this, I shall now consider aspects 
of the regulatory experiences, medical trajecto-
ry and informal circulation of an immunostimu-
lating therapy for autoimmunity in Brazil called 

the “anti-brucellic vaccine” (VAB, vacina anti-
brucél ica). To better understand the VAB case, I 
will also briefly report on another immunostim-
ulating therapy known as the “autohemotherapy” 
(AHT, autohemoterapia) as to provide a compara-
tive digression.

 “Secret cures” as biomedical deviance

On 21 October 2005, the Brazilian federal govern-
ment’s Official Gazette (Diário da União) published 
the resolution nº 2.629 of the National Health Sur-
veillance Agency (ANVISA, Agência Na cio nal de 
Vigilância Sanitária). The head of the Collegiate 
Board of Directors of ANVISA called for “the 
seizure, nationwide, of the product ‘vacina anti- 
brucélica,’ manufactured by the professional Dr 
Genésio Pachecho DA VEIGA” (ANVISA 2005a: 76). 
Its enunciated reason was that “the product does 
not have registration/notification and the profes-
sional is not in possession of an Operating Busi-
ness Permit to manufacture it, not having there-
fore corresponded to the ANVISA’s regulatory 
requirements” (ibid.) While, at the first sight, the 
ANVISA’s prohibition of VAB appears to be a stan-
dard judicial-administrative procedure, it proves 
to be a more complex issue when one observes 
what happens next.

The ban of VAB immediately sparked strong 
reactions. The office of ANVISA began to receive 
complaints from every corner of Brazil, most of 
them from patients with autoimmunity and users 
of VAB. The production and commercialization of 
VAB was stopped. Supporters of VAB reacted on 
the internet: an account was created on a social 
network called Orkut (later, another one was cre-
ated on Facebook and is presently active). At least 
one discussion forum was created (e. g. on the 
homepage InForum), and a VAB group was found-
ed on Yahoo!. On personal blogs and forums re-
lated to autoimmunity, patients and ex-patients 
posted about their personal experiences with VAB. 
Many of them claimed that their autoimmunity—
diagnosed as “chronic” by physicians—were cured 
or significantly ameliorated thanks to the VAB 
therapy. Although the ANVISA interdicted VAB to 
protect the “population’s health” from the poten-
tial danger of an unregistered drug, VAB  users saw 
this act as an interruption of a successful and nec-
essary therapy.
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One month after the prohibition, Dr VEIGA, the 
most publicly known VAB’s manufacturer, an im-
munologist and one of the few Brazilian special-
ists on the treatment of brucellosis in humans, 
published an article on the homepage of the Bra-
zilian Association of Biomolecular and Nutrige-
nomic Medicine (ABMB, Associação Brasileira de 
Medicina Biomolecular e Nutrigenômica). Another 
physician, Dr FELIPPE, a physiologist who works 
with regenerative medicine and coordinates the 
ABMB, co-authored the work (FELIPPE & VEIGA 
2005). In their article, they detailed the clinical tri-
al they conducted in 1988 on the effects of VAB on 
people with rheumatoid arthritis in São Paulo. 377 
people who presented the symptoms of rheuma-
toid arthritis according to the American Associ-
ation of Rheumatology, participated in the study. 
As they reported:

In the course of [VAB] immunotherapy, 80 % of 
the patients presented a great improvement or 
complete regression of joint pain, inflammatory 
signals, functional impotence and general symp-
toms. It was noted the disappearance of subcuta-
neous nodules in half of the treated patients […]. 
The congestive deformities, i. e. those reversible 
also disappeared in 40 % of cases.

The patients’ self-assessment of clinical im-
provement, without the interference of the physi-
cian, showed a good performance of immunother-
apy: 79.5 % indicated excellent and good results, 
16 % regular, and 4.5 % bad or very bad […].

Note that after the immunological approach, it 
was possible to suspend corticosteroids and anti- 
inflammatory in 40 % of patients. 54.5 % was pos-
sible to reduce such medicaments and by 4.5 % of 
the patients, the need for such drugs remained 
unchanged. […] (FELIPPE & VEIGA 2005: n. p.)

VAB aims to strengthen the defence-system 
of its users through stimulation using a specific 
vaccine which contains dead “Brucella”—a type of 
bacteria found in many animals, and which caus-
es brucellosis. Here I would like to make a histor-
ical digression concerning the development of 
VAB and its transformation into a biotechnolog-
ical innovation to treat autoimmunity. How did 
VAB come to be what it was in 2015?

From BRUVAC to VAB

VAB was first presented by Dr VEIGA’s homony-
mous uncle and renowned researcher of Institute 
Oswaldo Cruz, Dr GENÉSIO PACHECO, in two ar-
ticles, which were co-authored by Dario Simoni 
DA SILVA and by José Gonçalves DA SILVA, origi-
nally for the treatment of brucellosis in humans 
(PACHECO et al. 1969, PACHECO 1970). It was regis-
tered and commercialized with the name “BRU-
VAC” as one among many different types of vac-
cines against brucellosis that use either living 
Brucella or dead ones, or a mix of both (e. g. MEL-
LO 1978). For at least the next 20 years, both un-
cle and nephew co-authored a minimum of 12 sci-
entific works on brucellosis in humans, mainly 
between 1943 and 1947, e. g. in Revista Brasileira 
de Medicina, Brasil-Médico and Medicina, Cirurg-
ia, Farmácia. As one of the very few—maybe the 
only—physician specialized in treating humans 
with brucellosis in Brazil at that time, Dr VEIGA 
systematically used the BRUVAC attending peo-
ple of the whole country at his own medical office 
in Rio de Janeiro.

For most of that time, he was frequently con-
fronted with other physicians who did not believe 
that brucellosis was a serious disease of epidemi-
ologic level in Brazil. As Dr VEIGA often explained 
to me, and Dr MELLO later confirmed (personal 
communication in June 2017), this contro versy 
happened mainly because the symptomatology of 
brucellosis taught at the medical schools in Brazil, 
in the last century, was based on its most common 
European variant which is caused by the Brucel-
la melitensis, present in goats. The problem was 
that, in Brazil, brucellosis was and still is mostly 
provoked by the types abortus, of ox, and suis, of 
swine, which present quite different symptoms. 
In addition, brucellosis is a highly contagious dis-
ease, it spreads very quickly and is very difficult 
to diagnose, which contribute to making brucel-
losis often invisible as a public health problem. It 
was only in 2001 that the Brazilian Federal Gov-
ernment implanted the “National Program of 
Control and Eradication of Brucellosis and Ani-
mal Tuberculosis” (PNCEBT, Programa Nacional 
de Controle e Erradicação da Brucelose e Tuberculose 
Animal) (MAPA 2006: 15).

In 1985, a few years after his retirement, while 
revising the literature on brucellosis Dr VEIGA 
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came across the text of MEISELAS et al. (1961) 
where the authors described an experiment in-
volving patients with arthritis and vaccination 
with Brucella. After the authors have injected 
different types of “gram-negative bacteria” in the 
patients, they noted that only through the inoc-
ulation of “Brucella antigen,” occurred a very par-
ticular immunological modification: At the same 
time as the production of a certain type of anti-
bodies (19-S) was stimulated by the arthritis pa-
tients, their symptoms became weaker or disap-
peared. The results are resumed as the following:

1. Forty-one patients with various rheumatic dis-
eases and 27 control patients were inoculated 
with Brucella vaccine. As a group the patients ex-
hibited a significantly greater rise in antibrucel-
la agglutinins compared with the controls. Some 
overlap in both groups was present. 2. Alte rations 
were noted in other antibody systems- anti-red 
cell (Coombs), anti-thyroglobulin, and possibly 
in the influenza antibody and rheumatoid fac-
tor-after this primary stimulation in some of the 
patients with rheumatic diseases, but no titers 
for these antibodies were noted in the control pa-
tients. 3. The effect of brucella antigen in these 
patients may be related to the damage that this 
organism can produce on mesenchymal tissue. 
(MEISELAS et al. 1961: 1880)

Earlier, as Dr VEIGA was treating his patients 
with BRUVAC, he perceived that those who also 
suffered from some rheumatic disease had their 
symptoms relieved. Hence, Meiselas’ experiment 
showed to him that the relieving of rheumatic 
symptoms by his own patients was not just a co-
incidence: The increasing of certain antibodies 
stimulated by the inoculation of Brucella antigen 
explained the reason. Encouraged by this possi-
bility, he started an adaption of the BRUVAC, con-
ducted the clinical trial and began employing it to 
treat autoimmunity.

Dr VEIGA presented VAB once at a Brazilian 
Rheumatology Conference in 1996. The present 
rheumatologists could not accept using a vaccine 
due to its immunostimulant effects to treat auto-
immunity: this was as inconceivable at that time 
as it is today. Nevertheless, VAB was, in fact, not 
a “vaccine” anymore if one defines vaccine also 
through its use and not only through its compo-
sition. I. e. as “biological products containing one 
or more antigenic substances which, when inocu-

lated, are capable of inducing active specific im-
munity and protecting against the disease caused 
by the infectious agent which gave rise to the anti-
gen” (ANVISA 2005b: 59). Despite that, Dr VEIGA 
kept calling it the “anti-brucellic vaccine,” as it 
was already known among his patients. This per-
sistence apparently reinforced the tendency of 
other physicians to refuse VAB as a potential in-
novative treatment for autoimmunity. As Dr MEL-
LO explained to me, VAB is rather a “lysate of Bru-
cella” (lisado de Brucelas).

VAB as regenerative medicine

From physicians who use VAB to treat patients 
with autoimmunity I heard two basic explana-
tions, which they sometimes combine. Some of 
them emphasize the effect of the vaccine as a 
means of purification. That is, the vaccine helps 
the body to detoxify itself from elements that dis-
turb its immune system (BOUCINHAS 2012). Oth-
ers—like Dr VEIGA and Dr FELIPPE—prefer to 
speak of the rehabilitation process that is pro-
voked by the regular infusion of dead Brucella 
due to their special immunological properties. A 
third explanation that I found elsewhere as relat-
ed to immunostimulants in general is that these 
distract the immune system of damaging itself. 
All such supporting doctors argue that the cause 
of the immunological disturbance lies precisely 
in the weak state of the immune system, which 
can sometimes be made visible by monitoring 
the quantity of blood white cells (VERONESI 2007 
[1976]). The “immunological tolerance”—what 
prevents an organism from “attacking itself”—
can be broken when one’s immunity is within a 
deep state of debilitation and, therefore, no lon-
ger able to produce enough antibodies. The over-
reactivity of immunological cells becomes rather 
part of a chain reaction within a broader deterio-
ration process.

According to Dr VEIGA, when the number of 
antibodies (particularly, of macrophages) grows 
through stimulation by using VAB, the body be-
gins to recover its skill to distinguish between its 
own and strange cells again, and therefore the im-
mune system stops attacking its own body. The 
pain is then gone because the inflammation is 
gone. In this sense, through applications of this 
vaccine that begin with small doses, which are 
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gradually increased over a long period of time, 
one’s immunity relearns to act in a healthy way, 
protecting itself again. Similar to “allergy shots” 
(KIRCHHEIMER 2016, AMERICAN COLLEGE OF 
ALLERGY, ASTHMA AND IMMUNOLOGY 2016), the 
whole VAB treatment usually takes two or three 
years and, until recently, it was divided into two 
phases: first, it was injected subcutaneously and, 
then, carried out further through intramuscular 
applications.

Following Dr VEIGA and Dr FELIPPE (2005), 
many VAB users compare VAB with convention-
al therapies. They are clearly aware that immu-
nosuppressants only control symptoms by im-
pairing the immune system, slowing down the 
patients’ metabolism and corporeal functions, 
to retard further developments of autoimmunity. 
They affirm that these treatments, on which mod-
ern biomedicine is based, mostly worsen the pa-
tients’ state of health, rather than improve it. Fur-
thermore, some VAB users argue that the ANVISA 
did not allow the registration of VAB because no 
rheumatologist had participated in the clinical 
trial.

In any case, the characterization of established 
biomedical therapy for autoimmunity presented 
by Dr VEIGA and Dr FELIPPE, and by other VAB 
users, is not controversial. Indeed, the authorized 
treatments offered and administered by rheuma-
tologists share the same discourse: conventional 
therapies aim to slow down the inevitable prog-
ress of the autoimmunity by controlling the symp-
toms through immunosuppression. But when 
established physicians state that immunostimu-
lating treatments for autoimmunity are danger-
ous and should be excluded, the therapeutic use 
of VAB consequently becomes highly controver-
sial. Here, the ANVISA prohibition of VAB echoes 
this among other established biomedical premis-
es as being universally valid.

Catching wind of a potentially legitimate con-
troversy, some journalists—mainly from “alter-
native vehicles”—interviewed and wrote articles 
about Dr VEIGA and his vaccine, as VAB became 
known. According to most of these journalists, 
the ANVISA’s prohibition of VAB is an injustice 
against autoimmunity sufferers made to favour 
the interests of pharmaceutical industry (e. g. RA-
BELO 2007a, 2007b, personal communication 
in April 2017). In contrast, most physicians and 

mainstream media ignored the reactions of VAB- 
enthusiasts. They let the law speak for itself, thus 
dismissing possibilities of discussion and halting 
the emergence of VAB to a broader level.

Autohemotherapy

The silence strategy of immunosuppressants de-
fen ders in the context of the VAB case can be 
par tially understood when one looks at the auto-
hemotherapy (AHT). AHT is another medical 
therapy for autoimmunity that is also based on 
immunostimulation. Rather than using a vaccine, 
AHT uses the patient’s own blood to strengthen 
his own immunity. Like VAB, AHT falls under the 
regenerative medicine category that covers “[…] 
the set of sciences and technologies involved in 
the collective project meant to coax the body to 
repair itself and potentially to extend the lifespan” 
(HOGLE 2007: 859).

When a low-budget video promoting AHT, 
which had been informally sold on DVD on the 
streets of Brazil and which was later released on 
the internet (MARTINEZ & SARMENTO 2004), was 
called to the attention of medical and governmen-
tal authorities, they opposed it and the ANVISA 
prohibited the practice (CFM 2007, ANVISA 2017, 
SILVA DA COSTA 2017). The DVD shows an inter-
view with Dr Moura, who has been working with 
AHT for several decades in both public and med-
ical service. In his interview, he reports several 
cases of cure or amelioration of different diseases 
through the employment of AHT. Dr Moura learnt 
it from his father, who was also a physician, and 
who had adopted the AHT earlier as a means to 
help patients recover faster post-surgery. Dr Mou-
ra was then heavily criticized in public mainly by 
pharma-lobbyists and accused of “ideological fal-
sity” at a national level. He was also threatened 
with the loss of his medical licence and being sent 
to jail. However, despite the intimidations against 
Dr Moura, the mainstream media’s portrayal of 
the AHT as polemical and risky has only helped 
to popularize it, and the AHT has been systemati-
cally adopted outside medico-legal circuits.

In 2007, on the state and municipal stage of 
the “XIII National Conference for Health” (XIII 
Conferência Nacional da Saúde) in Espírito Santo, 
where Dr VEIGA lived, both VAB and AHT were 
presented by a religious delegate as two thera-
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pies that should be included into the SUS due to 
their low cost, high effectiveness and absence of 
side-effects. The delegate’s proposal was unani-
mously accepted in the first ballot, in which the or-
ganizers—i. e. the agents of the “Municipal Health 
Office” (Secretaria Municipal da Saúde)—did not 
participate. However, when the organizers did 
vote in the final round of the conference, the pro-
posal was rejected (COIMBRA 2007, also GEOVA-
NINI 2009).

Since ANVISA’s prohibitions, VAB and AHT 
therapies were relegated to invisibility, where 
the therapies have been carried out by both med-
ical professionals and patients illegally, and in 
precarious and risky conditions. In the following 
years, Dr VEIGA has been fined by ANVISA twice 
(2006: 32, 2007: 63) and received more intimida-
tions.

From VAB to CAE

However, the tide began to turn for VAB in the last 
years. In 2012, after more mobilization for VAB, 
and to protect Dr VEIGA before the law, Cheila Pi-
menta, one of his ex-patients, initiated a petition 
at AVAAZ—a civic organization that supports ac-
tivism on a global level—for the regularization of 
VAB that achieved 15,656 signatures. Her brother, 
who is a lawyer, informally assisted Dr VEIGA in 
judicial matters. Dr VEIGA was sued again by AN-
VISA and a new trial was scheduled for Novem-
ber 2015 but postponed until 2017. Later, the court 
case has been closed. During this time, VAB was 
temporarily available to the public again, though 
with a new composition and form.

Negotiations between Dr VEIGA and private 
laboratories, which are mainly involved with 
the veterinary industry, took place mediated by 
Cláudia Ludolf, his daughter and animal breeder. 
The two first attempts failed after the interested 
laboratories, which were at the beginning very im-
pressed with the results of using VAB to treat ani-
mal diseases (e. g. “canine distemper”), realized that 
VAB contained dead Brucella as its main raw ma-
terial—i. e. a substance that should be eradicated 
from the country per the PNCEBT, and for whose 
maintenance and use they needed to obtain a spe-
cial permit. Finally, a new deal with another pri-
vate laboratory, localized close to Belo Horizonte, 
in Minas Gerais, and directed by the medical sci-

entist and nuclear physicist Dr Rosa, was moved 
forward.

As Ludolf told me, she and her father were 
convinced that ANVISA would never approve of 
any pharmaceutical containing Brucella to treat 
people due to the PNCEBT. Moreover, notwith-
standing the fulfilment of all further ANVISA’s re-
quirements for the approval of VAB, it would take 
between 10 and 13 years to achieve regularization 
in Brazil. Two main strategies were then adopted 
to create a gateway for VAB in the formal market: 
to reformulate its compound and form; to register 
it and patent it first in the USA. The first measure 
would overcome the barrier rose by the PNCEBT. 
The second would paradoxically accelerate the 
process of authorization in Brazil given that the 
Brazilian regulatory sanitary authorities tend to 
regularize pharmaceutical products coming from 
USA much faster than to approving its own nation-
al medical innovations.

Dr Rosa and Dr VEIGA developed another drug 
out of VAB while excluding the Brucella endo pro-
tein from it. After he isolated the components of 
the VAB’s formula, he was able to identify those 
amino acids that are specifically responsible for 
the stimulation and strengthening of the immune 
system, preserving the organizational principle 
that assemblage the amino acids in a particular 
manner that boosts the production of antibodies. 
In collaboration with Dr Rosa, Dr VEIGA replaced 
VAB as an injectable solution by drops of what 
they renamed as the “Complex of Essential Ami-
no Acids” (CAE, Complexo de Aminoácidos Essen-
ciais) to be administered under the tongue. Until 
now, however, many users refer to it as “the vac-
cine” (a vacina).

Ludolf defines CAE as an “evolution” of VAB 
(from now on VAB/CAE). In its clinical trial, as 
coordinated by Dr Rosa and conducted at a clin-
ic in São Paulo, VAB/CAE was recently used by 
more than 3.000 patients in one year. With help 
of VAB/CAE users and stakeholders, his daughter, 
and other actors engaged with the judicial rehabil-
itation of the VAB/CAE, and with informal assis-
tance of some ANVISA’s officers, Dr Rosa and Dr 
VEIGA recently reached the liberalization of VAB/
CAE officially as “manipulated product.” Crucial 
for this achievement, however, seems to be the 
forging of a new promissory identity for VAB/CAE 
(GARDNER 2017: 71).
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On 13 October 2016, both father and daughter 
inaugurated the “Instituto Dr Genésio Pacheco da 
Veiga,” as financially supported by their broader 
family, at which other physicians are now official-
ly working with CAE as substitute of VAB that is 
now produced by Dr Rosa and his laboratory team 
in Minas Gerais. Furthermore, two further associ-
ated clinic offices, which are going to be opened by 
Brazilian physicians living abroad and who posi-
tively experienced and promote VAB/CAE, will 
soon act as branches of the Institute Genésio Pa-
checo da Veiga offering, prescribing and admin-
istering VAB/CAE, respectively, in London and in 
Lisbon. Dr VEIGA, who had taken VAB for decades, 
could still witness the acceptance of VAB/CAE be-
fore he died, a few months after having completed 
102 years old, at the beginning of 2018.

Yet, the regulatory experiences of VAB/CAE 
and AHT provoke a series of questions. How do 
these not-disciplined patients and not-recommend-
ed physicians seek to overcome isolation, tabooi-
sation and invisibility? While seeking to improve 
their health and professional status, how do they 
exchange unauthorized knowledge, personal ex-
periences and innovative biotechnologies when 
there is a lack of institutional support? In what 
follows, I will explore key aspects of collabora-
tion and exchanges of VAB/CAE users to highlight 
how they impact upon and re-organize biomedi-
cal knowledge.

Circumnavigations of knowledge, materials 
and practices

In the context of marginality, those physicians 
and patients who use immunostimulants found 
on the internet an ideal platform for continuous 
exchange of unauthorized medical knowledge, 
materials and practices. Within the forums that 
they created for the discussion of different immu-
nostimulating therapies, one finds reports of per-
sonal experiences with immunostimulants and 
questions of people looking for further informa-
tion. Likewise, personal blogs act as vehicles for 
information, and have a high number of visitors. 
Mainly, ex-patients with positive therapeutic ex-
periences with immunostimulants act as media-
tors between interested patients and physicians. 
The latter produce, co-distribute and administer 
immunostimulating pharmaceuticals from their 

laboratories. In addition, several amateur tutorial 
videos have been posted on “YouTube,” which pres-
ent and give support to a myriad of physicians and 
immunostimulants— e. g. by entering the names  
 “fosfoetanolamina sintética,” “vacina anti-brucé-
lica,” “autohemoterapia,” “vitamina D.” Through 
these informal means, contact details of immu-
nostimulants providers are informed, words of 
encouragement are exchanged, and critiques of 
established institutions are shared.

For instance, Patrícia Britto posted in 18/06/2015 
on her Facebook profile about her experience 
with VAB/CAE:

[Dear] Friends, I couldn’t stand the excitement. I 
need to share it with you. I have been using the 
vaccine for one year and eight months. I visited 
again the rheumatologist just to make routine ex-
ams and had a big surprise when opening the re-
sults … Neither Lupus nor rheumatoid arthritis 
appear in my diagnosis … […] I’m perplexed [and] 
I don’t know what to say, I can only thank God for 
having placed Doctor Genesio Pacheco [DA VEI-
GA] in my life … and the support of all my family 
[…] mainly my husband […] It was his faith that 
found the vaccine […] and saved me … […] trust 
in the vaccine. It works.

Five days after posting this message, Patrícia 
uploaded the results of her examinations from 
one month earlier. She wrote from Brás Cubas, in 
São Paulo, but most VAB/CAE and other immu-
nostimulant-users are spread all over the country, 
and even outside it, without knowing each other 
personally. She also provided the phone number 
of Dr Veiga, just as many other VAB/CAE users did.

In the case of VAB/CAE, due to the eventu-
al geographical distance between the physician 
and the user, the treatment can be conducted by 
phone, after which the VAB/CAE producer and/or 
distributor will mail VAB/CAE-ampoules through 
regular postal service as travelling biotechnolo-
gies. At that time as it should be injected, the user 
had to learn how to apply it or be helped by a local 
medical professional with the applications, given 
that it is not easy for uninitiated people who do 
not have the appropriate medical skills.

In addition, during its clandestine period, as 
with other immunostimulating therapies, VAB/
CAE could also be directly administered in spe-
cific medical clinics by engaged professionals, 
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as I learned during my fieldwork in two cities in 
north-eastern Brazil. The application of VAB/CAE 
was, then, carried out in secret in fear and hope. 
Hence, a fundamental condition to this collabo-
rative work between patients and medical pro-
fessionals is to assure mutual security. Medical 
professionals run the risk of losing their medi-
cal licences, paying fines, becoming isolated and 
stigmatized within medical community, or in the 
worst case, of being imprisoned. How can they de-
velop mutual trust?

Protection can sometimes be achieved through 
prestige and respect among local sanitary author-
ities, who sometimes close their eyes to the illic-
it medical practices involving immunostimulants 
for autoimmunity.

Physicians as biomedical dissidents

The following ethnographic notes, taken out of my 
field diary, offer a picture of these collaboration 
networks at local clinics:

21/06/2014
I learned about the AHT and of other immuno-
stimulating treatments as current practices within 
(and as constitutive part of the) medical informal 
sector in the city of A. There is an old established 
pharmacist (a known and respected person also 
in neighbouring cities). He is not only engaged 
with AHT, but also involved with VAB. There are 
several people making use of VAB under his su-
pervision within the ambulatory department of 
his pharmacy/drugstore, and outside it. He was 
afraid to talk about that with me and did it only in 
a reserved and careful way at the beginning.

I came to him through my mother’s physio-
therapist, who knew him and who told me that 
many people used to get pharmaceuticals there, 
which otherwise they could not find elsewhere 
and could not access without a doctor’s prescrip-
tion. However, he only really began to talk with 
me about the applications of VAB and AHT after I 
mentioned a nurse friend of mine who worked at 
his ambulatory, whom he trusts […].

19/07/2014
[Beyond the pharmacist in A.] A physician in the 
city of B. (200 km from A.) who was a professor of 
a local university for many decades published, in 
2012, a short article about and in favour of VAB 
in a local newspaper. Nowadays, he is retired but 
still works at his own private clinic, at which he 

makes use of AHT, and VAB. Because the former 
is also not recognized and, thus, an illegal therapy, 
he explained to me a tactic to dodge the law and 
sanitary vigilance: instead of speaking about “au-
tohemotherapy” he refers to it as “ozone-therapy” 
(ozônioterapia), which is the same but “covered” 
with other proceedings, which do not change the 
results at all. Normally, the blood is just taken 
from the vessel’s patients to be immediately re- 
injected into his muscles. With the ozone-therapy 
however, the blood goes through a filtering pro-
cess with ozone before it is re-injected into the 
person’s muscles. This clinician and retired pro-
fessor explained to me that it changes nothing, 
but it makes the whole therapeutic proceedings 
seem like treatment “in experimental character” 
and, therefore, officially tolerable.

He further explained to me that he has been 
applying VAB for a long time. When I asked about 
pressures on the practice, he answered that there 
were very few. They were limited to discussions 
within internal committee reunions with col-
leagues, but nothing in the public sphere or any 
threat of ANVISA [This contrasts with the experi-
ence of Dr VEIGA and of the pharmacist in city A, 
who was sought by the sanitary police two or 
three times at his drugstore, despite his name in 
the city]. But, as he told me, given the fact that 
he is a renowned physician, one of the founders 
of that health department at the university, and 
someone who was always well financially sup-
ported, no one wanted to “buy a fight” with him 
due to VAB. Not least because they conduct VAB 
therapy in secret and without disturbing other au-
thorities. In his words, […] “no one wants to preju-
dice someone, who brings financial resources and 
prestige into the university.” […]

In general, information and access regarding 
unauthorized immunostimulants for autoimmu-
nity is difficult for people to obtain at the local 
clinics where immunostimulation is practiced, 
unless a potential patient knows “a trustworthy 
person” who may mediate the contact between 
them as potential users and medical profession-
als who administer immunostimulants clini-
cally. If a person does not expect professional 
help for properly using immunostimulants, and 
must learn by themselves, it is always possible 
to appeal to ex-patients or current users on the 
inter net. One way or another, by now, most po-
tential immunostimulant-users have already be-
gun to change their perceptions concerning the 
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 established networks of healthcare for autoim-
munity. 

The adoption of immunostimulants becomes 
subversive when patients begin to switch from im-
munosuppressive treatments to unauthorized im-
munostimulant ones, and medical scientists be-
gin to adhere to it, though with great precaution. 
In this context, both are changing their scope of 
medico-legal risks in the context of the multiple 
normative struggles around unauthorized drugs. 
Instead of exposing themselves to those risks nor-
mally linked to the use of immunosuppressants, 
e. g. to their side-effects and the return of the dis-
ease in a more aggressive form, immunostimu-
lants-users prefer to face different forms of risks; 
such as the risk of being denounced for using il-
licit pharmaceuticals, or of being cheated.

Users and potential users of immuno stimulants

On a layman level, the dialogue below appears 
emblematic of how interested people may learn 
from each other, change and express their percep-
tions about their diseases or those of their rela-
tives, and close persons. It is from a website for 
people with multiple sclerosis—an autoimmu nity 
normally treated with a drug called “Interferon,” 
an immunosuppressant—who consider them-
selves cured thanks to the “Vitamin-D therapy,” an 
immunostimulating treatment. Contrasting with 
VAB/CAE and AHT, Vitamin-D therapy—a new im-
munostimulating therapy that consists in admin-
istering high doses of vitamin D3 to patients—met 
as imported biotechnology no problem to become 
authorized. However, it is object of controversies 
in Brazil between some rheumatologists, who ar-
gue against it, and some neurologists, who act in 
favour of its broad adoption. The queries on the 
website are not limited to multiple sclerosis but 
include other types of autoimmunity. My ratio-
nale for including it here is to show how people 
begin to oppose the current official medical dis-
course on autoimmunity as chronic.

[1st movement: searching for information] The-
resa Ferreira sent the following question in 
15/04/2012:

Good afternoon,
I would like to know how I could treat my mother, 
for she has chronic rheumatoid arthritis and feels 
much pain since she was 8 years old. Today she is 
73, and she has a great difficulty to go to São Pau-
lo to carry the treatment. […] I would like to know 
how you could make a medical evaluation of her 
and treat her. […]

[2nd movement: response] Ten minutes later, “vi-
tamindforanothertherapy” (vitaminadporumao-
utraterapia) answered:

Theresa, this website is kept by enthusiast pa-
tients of the [vitamin D] treatment, and not by 
the physicians themselves. For the medical eval-
uation which you need, I suggest you call one of 
the physicians listed above; [However] I can an-
ticipate [to you] that, yes, very probably they [the 
listed physicians] are going to be able to help your 
mother with the arthritis, for that is an autoim-
mune disease, just like multiple sclerosis.

[3rd movement: further comment] More than one 
year later, Andréa Cigerza added:

Congratulations for whom gave an answer for 
Theresa regarding her mother’s problem. I en-
tered in this website because of the multiple scle-
rosis’ problem of my neighbour […] and, to my 
surprise, I was informed that this same treat-
ment with the Vitamin [D] is also good for arthritis 
(which is my case, actually). […] [I hope you] con-
tinue helping other people even without knowing 
them personally.

The participants of the dialogue above, as oth-
er immunostimulants-users, break the Cartesian 
boundaries raised by medical scientists to keep 
the myriad of autoimmune diseases independent 
and distinct from each other, classified only ac-
cording to the specificity of their symptoms, and 
as different problems to be treated separately. 
Likewise, on a broader level, several immuno-
stimulant-users who participated in similar ex-
changes are simultaneously producing, collect-
ing and comparing therapeutic and institutional 
evaluations. With it, immunostimulants-users po-
litically participate in the co-production and orga-
nization of medical evidence and contra-evidence 
(AKRICH et al. 2013: 17–8); e. g., as a particular vid-
eo produced by an ex-patient with multiple scle-
rosis posted on the internet shows (CUNHA 2012).
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These exchanges demonstrate two mutual im-
plications. First, when switching from an estab-
lished therapy to a tabooed one, people with au-
toimmunity and physicians seem to dodge the 
established medico-legal regime in Brazil. Second, 
by this same movement, they also change and par-
tially assume the ways they understand and con-
ceptualize their autoimmunity and possibilities 
of treatment, and their medical institutional en-
vironment and forms of engagement (GREENHAL-
GH 2001, LAW & MOL 2004).

Mediators

Some observations relayed to me by an activist in-
formant and webmaster help to show how the sce-
narios described above are intertwined. Escobar 
(own pseudonym) administers a frequently vis-
ited webpage in Brazil which offers information 
about immunostimulating therapies (VAB/CAE, 
AHT and others), and serves as a space for people 
to report their therapeutic experiences. “Secret 
Cures” (Curas Secretas), as his blog is called, was 
created by him after he saw his:

dying wife become completely cured within two 
years of treatment through a simple restrictive 
diet—eliminating all pro-inflammatory and indus-
trial food –, suspending any drugs and doing phys-
ical exercises five times per week, associated with 
autohemotherapy; thus, a complete change in her 
life habits! [03/02/2014, personal communication]

Catarina, his wife, had been diagnosed with Lu-
pus, rheumatoid arthritis and Sjögren’s syndrome. 
Following her recovery, he realized that several 
physicians who had said to them that there was no 
possibility of cure, “either do not have that knowl-
edge [of healing] or were too ambitious to share it.” 
Regarding his motivation to create and manage 
his website, he confirms that:

the blog is indeed a very good reference. I do not 
sell anything, I do not recommend anything, I do 
not allow propaganda. I only tell my story of strug-
gle and success. It [the homepage] was created [by 
me] to welcome my debt to God for having totally 
healed my wife through this treatment.

As I asked him about the collaboration, ex-
change and relationships in general not only be-
tween patients, but also between patients and phy-

sicians (DELVECCHIO GOOD & GOOD 2000), he 
explained that:

For some ambitious physicians, or even for some 
modest physicians, who are limited and impris-
oned in their own dogmas and paradigms, we are 
often seen as liars, charlatans or just “mad”—even 
if the medical professional in question has never 
read a unique line about us [our therapeutic expe-
riences]; that is what is funny … They believe [in 
it] only when they themselves, their sons or dear 
relatives become ill; then they come to us asking 
for information … I have known two physicians 
who were terminal patients and [who] are com-
pletely cured! Arthritis and lupus. There are other 
stories … of relatives, sons, etc. Completely cured. 
But when the one, who is sick, is the patient, then 
it is very easy to say that nothing can be done, and 
that the person has to learn to live with the pain!

Although I am citing Escobar and his activities 
to inform and promote immunostimulant thera-
pies for the treatment of autoimmunity through 
his own homepage on the internet, it is important 
to keep in mind that each satisfied immunostim-
ulant-user, or engaged medical professionals, is 
a potential mediator between immunostimulant 
drugs and patients seeking recovery.

The ethnographic observations on bionet-
working activities that I reported here seem to 
support this argument. A person diagnosed with 
one or more autoimmune diseases, and who can 
potentially become a user of unauthorized im-
munostimulant, will probably not find informa-
tion about related therapies at their town’s clinics, 
even if these therapies are practiced there. Due to 
fear, these practices take place in secret. Access 
to them can be reached through the internet, or 
through personal relationships that involve trust, 
and that likewise do not rarely take place outside 
clinical and ambulatory environments. Therefore, 
informal and formal paths of biotechnological in-
novation may appear here as unfolding from and 
framing each other. By this movement, it is pos-
sible to observe that informal personal relations, 
based on trust, and impersonal exchanges of ex-
periences on the internet, based on commonality, 
substitute medical offices as mediators between 
patients and the authorized immunological ther-
apies, dodging the immediate adoption of immu-
nosuppressants to which patients are normally di-
rected when they go to conventional physicians.
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One observes that, on the one hand, members 
of life assemblages for immunostimulants also 
contribute through their bionetworking activities 
to re-insert the perspective of cure through other 
therapeutic means into public debates on “chron-
ic” diseases and, thus, to directly confront the es-
tablished biomedical narrative on autoimmunity 
as inevitable destiny. On the other, the very per-
spective of cure, as part of another immunopo-
litical agenda, becomes possible through the ex-
istence and performance of immunostimulants 
themselves.

Immunostimulants

Along their multiple trajectories, immunostimu-
lant drugs become travelling biotechnologies that 
provide terrain and language through which ne-
gotiations of immunological politics take place 
(SCHNITZ LER 2013), such as the possibility of 
talking about a cure.

As mentioned in section 2, physicians who em-
ploy VAB/CAE, e. g., argue that the cause of the 
immunological disturbance lies in the weak state 
of the patients’ immunity, and not in its overre-
activity, which should rather be seen as a conse-
quence of a broader immunological deterioration 
process. When they argue that the immunity of 
patients can be rehabilitated through controlled 
contact with Brucella, because Brucella help their 
bodies to regenerate themselves, they directly chal-
lenge the established biomedical conception of 
immunity as being only a defence system which 
looks to protect the self from the non-self through 
distinction, avoidance and elimination (ANDER-
SON & MACKAY 2014). VAB/CAE users, therefore, 
are learning from immunostimulants that the 
self-regen eration of a body’s person is reached 
through its adequate interaction with one or more 
others. That corroborates what Napier has been ar-
guing for decades (e. g. 1992: 139–75, 2003). Taking 
the use of stem cell therapy to treat “Fanconi anae-
mia,” he explains that:

A cure becomes possible because, rather than 
suppressing immune responses, we reshape them 
by encouraging and feeding novel viral informa-
tion—information of a new type that one day may 
well lead to therapies for what were once incur-
able genetic disorders. (NAPIER 2012: 3)

In the case of VAB/CAE, the other, with its nov-
el information, used to resiliently re-teach or re-
commit the immunological cells of patients with 
autoimmunity are dead Brucella. For instance, 
MELLO argues (1979: 679) that the efficiency of 
the different vaccines used to prevent brucellosis, 
independent of their type, lie on their gradual ap-
plication and desensitization procedures. Dr Rosa 
explained to me, for his turn, that VAB/CAE helps 
to “remind the immune system how it used to be 
at the time of its intrauterine life” (personal com-
munication, May 2017).

The plurality of immunostimulants used to 
treat autoimmunity show that this other, to which 
NAPIER refers, can be made out of multiple 
 sources ranging from poisonous and allergen 
substances (type-II collagen, apitoxin, kambô, 
mygalin etc.) or minerals (vitamin D3, magnesium 
chloride, etc.) to a person’s own tissue (stem cells, 
blood, etc.). This multiplicity of agents engaged 
in the co-regulation of the patients’ bodies con-
firms that immunity, “[…] appears to be exploring 
other ness as much as defending itself […],” as AN-
DERSON & MACKAY (2014: 148) state in support of 
NAPIER’s theory of immunity as a “search engine” 
of difference that helps one’s body to adjust to its 
environment (2003, 2012).

While immunostimulants disseminate  another 
immunopolitical agenda (DAVIS et al. 2016), they 
also co-articulate their own adoption spaces 
(GARDNER et al. 2017) by re-organizing established 
institutions. Bionetworking, as cooperation be-
tween diverse actors, including physicians, pa-
tients, mediators and unauthorized materials to 
promote contested scientific innovation, seems 
to imply transformation processes that take place 
by re-coding and co-opting already existing infra-
structures (e. g. juridical, communicational, and 
scientific ones). So much so, that the making of 
biomedical worlds appears as being propitiated 
through exclusion as much as through common-
ality (CALKINS & ROTTENBURG 2017).

In particular, immunostimulant-users for auto-
immunity seem to address their health problems 
as interpersonal experiences of social suffering 
and hope (KLEINMAN 1995: 95–172). Instead of be-
ing considered as isolated or detached from soci-
ety, unauthorized immunostimulants for autoim-
munity around which life assemblages are formed 
rather arrange, through their multiple exchanges 
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with diverse sectors of Brazilian society, rhizom-
atic channels of circulation outside established 
healthcare networks, and simultaneously inside 
and through these same healthcare networks, be-
ing legally constrained by multiple pharmaceuti-
cal circuits in turn. Hence, the struggles for thera-
peutic legitimacy for immunostimulants extend 
themselves over and through informal markets 
without necessarily becoming parallel to estab-
lished pharmaceutical circuits.

To resume, if one observes how unauthorized 
immunostimulants become systematically em-
ployed by unsatisfied patients and physicians, 
and how stakeholders build their own pharma-
ceuticals circuits, some ways through which es-
tablished biomedical institutions are being in-
creasingly circumnavigated become clear. At the 
same time, the set of medico-legal frictions which 
emerge from these reciprocal contestations seem 
to reveal the conventional uses of immunosup-
pressants to treat autoimmunity in contemporary 
Brazil, normally taken as self-evident, as a con-
tested totality, in decline.

Conclusion: Biotechnological innovation in 
Brazil, global medical order and regenerative 
medicine

As I have demonstrated, each time when immu-
nostimulant pharmaceuticals interact with peo-
ple’s bodies to treat autoimmunity, they subvert 
and challenge an established medico-legal  order, 
its actors and structures. VAB/CAE and AHT, 
and other immunostimulants for autoimmunity 
in Brazil, like synthetic phosphoethanolamine 
against cancer (VILAR n. d.), affect and are affect-
ed by a whole set of interconnected global institu-
tions built to support immunosuppressants, and 
which in turn is supported by them. Furthermore, 
those immunostimulant therapies developed in 
Brazil as biotechnological innovations seek to 
find their way towards the “Global North,” chal-
lenging the established global economy of tech-
nological innovation (MEDINA et al. 2014, ROT-
TENBURG 2013). Through their bionetworking 
activities, members of life assemblages for un-
authorized immunostimulant therapies, in Brazil, 
contribute to introject local discontinuities into 
the established global order for autoimmunity. 
In so doing, their cooperation work turn perceiv-

able how questions concerning drug approval and 
regulatory science also points to the involvement 
of a plurality of local actors (physicians, patients 
and their relatives; governmental actors; market 
agents, stakeholders, etc.), their own worldviews, 
criteria and means of regulation, which are not 
taken into account by objective, transparent and 
universal scientific criteria usually associated 
with biomedicine (HARDING 1998).

A crucial point here is that while established 
medical authorities fundamentally see a body at 
war against itself that must be forcefully pacifi-
cated when they look at autoimmunity—an idea 
strongly associable with the predominant “West-
ern illusion of human nature” as described by 
SAHLINS (2008), according to which humans are 
inherently evil—, they overlook the increasing 
tendency to understand one’s own body as con-
stantly engaged in interaction with and assimila-
tion of others, of non-selves that co-constitute its 
immediate environment as much as the very self. 
This tendency becomes more visible when one 
considers the use of immunostimulants to treat 
autoimmunity in Brazil as part of changing per-
ceptions in biomedical culture related to the glob-
al advent of regenerative medicine.

Concerning the possibility of regenerative 
medicine being itself a new paradigm, WEBSTER 
observes that it

[…] is breaking new clinical boundaries in terms 
of its biological/material goals and processes but 
it is socially located in a regulatory and commer-
cial context that means that changes will be in-
cremental and move at different paces on various 
fronts […] and that early adoption is most likely to 
be within hospitals as part of the existing “hidden 
innovation system.” At the same time, [… regener-
ative medicine] has posed some significant prob-
lems for the regulatory domain, and is […] a “nov-
el experimental site of contemporary bio-politics.” 
[…] (WEBSTER 2013: 220)

In Brazil, as I have experienced so far, the term  
 “regenerative medicine” does not circulate, in 
general, among members of life assemblages for 
immunostimulants. Instead, cure is broadly used, 
circulated, exchanged, re-written, reinforced and 
newly uttered among immunostimulants- users 
who, in cooperation with each other, cross the 
borders officially administered by established bio-
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medicine to, paradoxically, re-make biomedicine. 
Following this, it is possible to see “cure” as a con-
cept that, along with immunostimulants and asso-
ciated marginal biomedical knowledge, materials 
and practices in Brazil, delineates the boundar-
ies of immunostimulants-assemblages as opposed 
to the idea of “chronic” (or forever-ill), which lays 
the biomedical ground on which “immunocom-
promised persons” are produced.

When apprehended as co-constituting immuno-
stimulant-assemblages, the medico-legal constraints 
related to VAB/CAE and to AHT, and other immu-
nostimulants to treat autoimmunity in Brazil, ap-
pear as interlinked and encompassing numerous 
complex changes and conflicts that have occurred 
in the last decades in different places, such as 
courts of law, scientific environments, and for-
mal and informal economies (CHEN et al. 2013). 
Thus, the regulatory experiences of and bionet-
working activities for VAB/CAE, AHT and other 
immunostimulants, considered internationally, 
can provide crucial insights: first, into changing 
perceptions and practices towards immunity, au-
toimmunity and immunological therapies, which 
have taken place within biomedical culture and 
life sciences in Brazil; second, into the develop-
ment of informal pharmaceutical economies; and, 
finally, into a relation between these both and the 
emergence of regenerative medicine as a trans-
national process.
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