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1  Introduction 

“AIDS knows no boundaries.” For much of the history of the AIDS epi-
demic, activists and officials around the world have repeated this incanta-
tion. As one diplomat described AIDS, “It discriminates against no ethnic-
ity, no gender, no age, no race, no religion. It is a global problem that 
threatens us all.”1 From a strictly biomedical standpoint the claim is accu-
rate. In 2006, UNAIDS, the lead international organization for AIDS con-
trol, estimated that approximately 65 million people—men and women, 
young and old, rich and poor, black and white, Christian and Muslim, from 
every continent and virtually every country—had been infected with the 
human immunodeficiency virus (HIV) between 1981 and 2006. An esti-
mated 25 million people had died from the constellation of infections and 
ailments that comprise the syndrome known as AIDS. If ever there was a 
crisis that revealed the shared vulnerability of humanity, this was it.2 

And yet, because the transmission of HIV is a social phenomenon as 
well as a biological one, boundaries have proven to be incredibly important. 
At almost every level, leaders and ordinary citizens have interpreted the 
deaths and illnesses associated with the global pandemic in terms of ethnic 
and national groups. In 1988, the Panos Institute produced a small volume 

1 William J. Burns (U.S. Ambassador to Russia), “AIDS Kills Irrespective of National-
ity,” Izvestiya, December 1, 2005, posted at http://moscow.usembassy.gov/embassy/print_ 
statement.php?record_id=24 (consulted June 12, 2006). Virtually identical phrasings have 
been articulated by activists and leaders throughout the history of the epidemic. 

2 UNAIDS 2006, 4. 

http://moscow.usembassy.gov/embassy/print_
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entitled Blaming Others: Prejudice, Race, and Worldwide AIDS,3 which 
contained news reports and short essays identifying the worldwide preju-
dice associated with AIDS. In a thoroughgoing scholarly analysis, Cathy 
Cohen has documented how race has influenced the politics of AIDS in 
the United States, arguing that the historical marginalization of African-
Americans produced a deafening quiet in political reactions to this stig-
matized disease.4 The renowned scholar-activist-medical practitioner Paul 
Farmer has chronicled the dynamics of blame associated with prevalence 
of AIDS among Haitians, which in myriad ways has been associated with 
the politics of race.5 Throughout the history of the epidemic, even as mil-
lions fell ill and died, leaders and ordinary citizens have claimed that 
AIDS was a “foreign” scourge and someone else’s problem. Although evi-
dence of global contagion was reported soon after HIV was isolated, many 
government leaders and citizens around the world clung to the idea that 
geographic, social, and political boundaries would insulate them from the 
contagion. Such ideas often stifled aggressive action against the disease. 
Unlike microbes, people are keenly aware of boundaries, and successful 
political leaders—elected and otherwise—manipulate group boundaries 
to maintain support and stay in power. Tragically, the will to political sur-
vival has often led to the underprovision of public policies that might 
have meant human survival in the face of a viral pandemic. Since AIDS 
was perhaps the single most important threat to human development in 
low- and middle-income countries at the start of the twenty-fi rst century,6 

the substantive implications are enormous. 
To argue that AIDS has been associated with a politics of blame and 

group prejudice is hardly a novel proposition.7 This book breaks new 
ground by offering a more careful analysis of how and why the boundaries 
that divide groups from one another have affected patterns of policymak-
ing around the world. In so doing, it provides more general insights about 
the relationship between ethnic politics, policymaking, and development. 
Specifically, it helps to explain why some governments have been more ag-

3 Sabatier et al. 1988. 
4 Cohen 1999. 
5 See, for example, Farmer 1992. 
6 HIV/AIDS was the leading cause of death and disease burden among adults aged 15– 

59 in 2002 as reported in WHO 2003. 
7 For example, UNAIDS executive director Pieter Piot commented in a September 5, 

2001, UNAIDS press release, “People with HIV/AIDS from minority ethnic groups are 
often blamed for their condition.” Others have noted that HIV has often been dispropor-
tionately problematic among “those people who were marginalized, stigmatized, and dis-
criminated against—before HIV arrived” (Mann and Tarantola 1996, 464). 
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gressive in responding to AIDS than others, and it estimates the effects of 
boundaries on policies relative to other influences. My analyses reveal that 
the relationship between ethnicity and public policy is channeled largely 
through political competition over the social status of ethnic groups and 
the propensity to view risks as pooled, a departure from the existing litera-
ture on the effects of ethnic diversity and ethnic competition, which has 
emphasized problems of coordination; exogenously determined, heteroge-
neous preferences; rent-seeking behavior; and patterns of distrust. 

Although the next chapter will more fully elaborate propositions linking 
boundaries to policies, a brief preview is in order. Boundaries are institu-
tions that separate groups of people from one another. These include the 
internationally recognized borders that give shape to more than two hun-
dred states and a few dozen territories around the world, and also the formal 
and informal practices and markers that reinforce a sense of group differ-
ence within and across countries. Boundaries vary tremendously in the de-
gree to which they are recognized and enforced in their various manifesta-
tions. In some contexts, boundaries make group membership relevant and 
clear to almost everyone involved, whereas in other contexts, boundaries are 
shifting, ambiguous, and permeable. In the former, group identities are 
more fixed, while in the latter, they are more fluid and undifferentiated. 

In a wide-ranging set of investigations, I have found that when coun-
tries have strong, internal boundaries dividing societies into substantial 
and recognizable ethnic groups, the epidemic is also likely to be under-
stood in ethnic terms. In turn, this frame of reference becomes a political 
constraint on national policies to combat AIDS. In countries so divided, 
discourses about the risk of being infected and affected by AIDS are in-
fused with ideas about ethnic difference. Ethnic conflicts intensify the 
near-universal political dynamic of assigning blame and attaching shame 
to information about the epidemic. As citizens and political leaders seek 
to avoid the group shame associated with a stigmatized problem, the effect 
is a dampening of potential support for AIDS policies, leading to weaker 
and slower responses. While AIDS may aptly be labeled the first disease of 
the era of globalization,8 the persistence of state-level boundaries has 
meant that even within regions sharing common social and economic 
characteristics, resources and responses have been profoundly mediated by 
those in charge of national states. And those leaders have been sensitive to 
the politics that surround any major policy issue. 

8 Altman 1999; Barnett and Whiteside 2002. 
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To be certain, other factors have been critically important for policy-
making. The extent of the epidemic in countries and regions; the resources 
available to the government; and the overall pressure to adopt policies 
from international actors and networks of activists have all been infl uential 
and are components of a general model of AIDS policymaking. Individual 
personalities and accidental historical circumstances have also shaped re-
sponses. But I approach the analysis of government responses to AIDS as 
a social scientist, in the sense that I identify general patterns and relation-
ships that go beyond the particularities of any individual country’s circum-
stances. In this regard, boundaries have been a central and underexplained 
influence on AIDS politics and policymaking, with dramatic implications 
for the course of human development. While I consider other drivers of 
politics and policymaking, I put a spotlight on the effect of boundaries. 

This is a book about AIDS, but it is also about global politics and the 
interlayered process by which political actors attempt to govern and to 
transform people’s lives through large-scale public policies. While the 
focus is on AIDS, this study is not an exhaustive account of the epidemic 
or of AIDS-related policies. It is not a book about why HIV/AIDS has hit 
some countries harder than others or which practices have been most ef-
fective for stopping it. In fact, I do not even assume that the most “aggres-
sive” responses were the best responses from the perspective of maximiz-
ing human welfare. Generally speaking, for any given country more AIDS 
control was probably better than less, but my investigation does not rely 
on this assumption. 

The more narrowly defined question I take on is this: Why have some 
national governments responded to AIDS more quickly and more broadly 
than others? More fundamentally, this is a question about the political or-
igins of government effort, and the conditions under which a country’s 
leaders are willing to take a stand on a politically sensitive issue for the 
sake of the longer-term development and well-being of its population. By 
focusing on boundary politics, I take up long-standing questions in the 
study of comparative politics concerning the effects of ethnic politics on 
the provision of public goods, and on development more generally. I at-
tempt to wed political science theory and method to the study of public 
health. In so doing, I am inevitably drawn in to debates about the origins 
of authority and societal transformation. 

In political science a puzzle exists when outcomes diverge from expecta-
tions. In this sense AIDS policy is a puzzle, for there is reason to have ex-
pected much more convergence in government responses to AIDS than we 
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fi nd.9 While cross-country differences in policies on issues ranging from na-
tional health insurance to industrial development can be ascribed to acci-
dents of history, including the timing of certain problems in particular 
countries,10 AIDS has confronted countries worldwide more or less simul-
taneously, smack in the middle of an era of heightened global integration. 
In the relatively short span of two decades, HIV reached virtually every 
country in the world. Knowledge about how to prevent the transmission of 
HIV, and how to improve and to extend the lives of HIV-positive individu-
als, was identified early on, and has been disseminated around the world. 
Nonetheless, national governments have adopted a wide range of responses 
to the AIDS crisis, with dramatic consequences for the affected societies. To 
be certain, rates of infection and the resources available explain some of the 
cross-country variation. But even in a relatively rich, technically competent, 
and high-prevalence country like South Africa, the government responded 
slowly, and life expectancy has declined to levels not seen since the 1950s, 
largely because of AIDS-related deaths. In other countries, such as Brazil, 
the epidemic has been contained, and its effects are managed as well as, and 
in some cases better than, they are in the world’s richest countries. Why 
have governments equipped with similar resources and similar information 
respond to the same biomedical phenomenon in such different ways? 

The remainder of this chapter provides greater context for this and re-
lated questions by situating the problems of AIDS and AIDS policy in 
broader scholarly and policy-oriented concerns about states, governance, 
and globalization. I also detail the design of the research and provide an 
overview of the remainder of the book. 

The Puzzle of Explaining Government Policy 

The challenge of explaining responses to AIDS forces us to think more 
generally about why governments differ in their provision of public poli-
cies, public goods, and public resources that address the general welfare. 
What governments do, often in coordination with other partners, can 
have a huge impact on human development and well-being, particularly 
in the case of threats to public health. In the face of highly infectious and 
deadly diseases, such as the fever caused by the Ebola virus, governments 

9 For discussions of the factors that may drive or impede cross-national policy conver-
gence, see Bennett 1991; Drezner 2001; Simmons and Elkins 2004; Dobbin 2007. 

10 See, for example, Gershenkron 1962 and Tuohy 1999. 
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in even the poorest of countries have been critical to rapid containment. 
But most public health threats do not receive such immediate and deliber-
ate attention, particularly in resource-poor settings. In the absence of au-
thorities who take responsibility for providing information and resources, 
disease can ravage societies, as markets and voluntary action alone may 
fail to provide the required coverage and action. By examining how and 
why different governments address a common problem in different ways, 
we can investigate seminal questions about the political dynamics of re-
source allocation and social control. 

Some readers will question my focus on states, particularly in a book 
about a problem for which nongovernment actors have been so impor-
tant. To be certain, other actors, ranging from transnational organizations 
to small communities, also affect health and well-being in the context of 
a viral epidemic, and many of them are considered in the pages that fol-
low. And yet in the contemporary era, national states are uniquely posi-
tioned to broadcast information and to affect the behavior of people: they 
control the lion’s share of public resources, and they are a site of negotia-
tion and competition over a society’s priorities. So long as states play a 
central role in societies and economies, we ought to investigate how and 
why they respond to important problems. 

A study of governments and AIDS provides a lens onto the relation-
ships between states and societies that lie at the core of the study of com-
parative politics.11 We should assume neither that states will always take 
the lead in public health epidemics or other major social problems, nor 
that they will be inconsequential, corrupt, or absent. Instead, we need to 
consider how and why states adopt varied approaches for particular con-
cerns. AIDS has implied a dramatic role for governments, just at a mo-
ment in time when state power appeared to be in retreat.12 Many of the 
strategies for curbing the pandemic require that states intervene in the 
most private of matters: sexual conduct, drug use, childbirth and breast-
feeding. The nature of the problem requires that political authority focus 
on bodily fluids, especially blood and semen, substances more amenable 
to deep metaphor than economic calculation. In the case of AIDS, state 
authorities have literally asked for blood13 in order to test for the presence 
of the virus. Just as Charles Tilly explained war-making as the basis for the 

11 Migdal 1994, 11. 
12 Strange 1996. 
13The invention of HIV tests that do not require blood samples has certainly facilitated 

the challenge of testing in recent years. 
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extension of state authority,14 AIDS has provided a new exigency for state 
power, as well as for the powers of global governance. Some have de-
scribed HIV as a security concern in the face of an “invisible enemy,” and 
analogies to war have persisted among policymakers and scholars alike.15 

By focusing on the politics, policies, and actions of national states, I 
risk contributing to a reified notion of state authority, which in practice 
is contested and varied across time and space.16 Yet I acknowledge this 
governmental weakness and unevenness, because it is central to the ques-
tions I pose. The AIDS pandemic has provided states an opportunity to 
assert authority in their own territories and on the world stage. In an in-
ternational environment in which national states remain the presump-
tive sources of authority, even if such authority fails to materialize in 
practice, we require an understanding of what shapes the exercise of 
power. Heads of state recognized by the international community have 
been pressured to act and cajoled with resources, and my concern is to 
understand their responses to these pressures. Within the state, infl uen-
tial actors vary in their inclination to adopt policies, depending upon 
their domain of authority and other personal and professional infl u-
ences. I assume a partial coherence and autonomy in the state as policy-
maker, in the sense that we can characterize a “state response” for a pe-
riod of time, one that reflects the decisions of those at the top of the 
pyramid of political power. I consider divergent or confl icting responses 
(more or less aggressive than that of the central government) by particu-
lar ministries or localities, as independent political actors with a poten-
tial influence on government decisions. 

Understanding the politics of AIDS requires that we think about the 
challenge of gaining compliance and consent more generally. Most AIDS-
related policies involve asking citizens to do things that they fi nd undesir-
able, including wearing condoms, refraining from sex, getting their blood 
tested, and so on, and the benefit is an uncertain future nonoccurrence 
(i.e., protection from possible infection). Only late in the epidemic has 
treatment been part of the policy menu for most low- and middle-income 
countries. As a result of this ratio of effort to reward, publicizing and im-
plementing AIDS-related policies created by the state in the private lives 
of citizens can be costly in monetary and political terms. Governments 

14 Tilly 1992. 
15 Ostergard 2002, 341; Peterson 2002. 
16 See, for example, within-country analyses on the variations in state power by 

O’Donnell 1994 and Boone 2003. 
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introduce policies related to sex, sexuality, and drugs at their peril. If citi-
zens resent the message, they can challenge the messenger. In this sense, 
the political bargain over establishing an aggressive policy on AIDS is an 
instance of the state’s attempt to gain conformity and sacrifice more gen-
erally, as in taxation, military conscription,17 and other areas of social 
transformation, where states seek conformity through the imposition of 
new ideas, norms, and practices in order to promote “development.” Vac-
cinations require succumbing to a shot from a uniformed medical worker, 
which may seem frightening.18 Any major social policy, including the 
introduction of universal education, demands trade-offs and the realloca-
tion of resources that might have been available for immediate consump-
tion. Transformation often requires sacrifice, and in the development of 
public policy, actors may strike back when their moral or material inter-
ests are jeopardized. 

A relatively simple explanation for cross-country differences in policy 
regimes is the catchall category of culture. That is, we could simply con-
clude that countries with “modern” cultures and values are more likely to 
embrace germ theories of disease and to use related technologies to com-
bat viral spread. But if we were to classify cultures as modern according to 
their responses to AIDS, the proposition would be true by defi nition. It 
would be a tautology. Another approach would be to assess cultures in 
terms of potentially relevant beliefs, such as orientation toward “secular-
modern” values,19 but as it turns out, measures of those values don’t do a 
good job of predicting which countries will take up AIDS policies aggres-
sively and which will not. 

As a political scientist, I am predisposed to look for the political under-
pinnings of choices in policy, especially in domains that might otherwise 
seem to be well guided by technical or biomedical science. I was therefore 
surprised to find that the comparative study of health and health policy in 
developing countries has received little attention from political scientists. 
Apart from a handful of important contributions, the study of AIDS and 
AIDS policy has been largely ignored.20 The enormity of the HIV/AIDS 

17 See, for example, Levi 1988, 1997. 
18 Over time, vaccination policies seem less like sacrifices, once initial fears and stigmas 

associated with the procedure are overcome. 
19 See, for example, Inglehart and Welzel 2005, and their “cultural map of the world,” 

available at www.worldvaluessurvey.org (consulted February 10, 2007). 
20 I review much of the existing literature on politics and policymaking on AIDS in the 

developing countries in chapter 2, as part of a discussion of alternative explanations. Pat-
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pandemic is suffi cient justification for anyone to devote time and atten-
tion to it. But AIDS is a social and political phenomenon, one of the most 
profound of the modern era, and deserves greater attention if we have a 
sincere interest in understanding how and why governments act, or ignore 
opportunities to act, to improve the human condition in their territories. 

Explaining government responses to AIDS requires a comparative ap-
proach. Politics and policymaking rarely take place in a national vacuum, 
in isolation from the rest of the world. For a global problem, in an in-
creasingly integrated world, with expansive global governance, external 
pressures shape the menu of possible responses and help determine which 
policies are selected from it. And yet transnational actors walk a delicate 
tightrope in exerting direct authority over peoples across the globe in a 
postcolonial era, when norms of sovereignty remain strong, even while 
many governments exercise little effective authority, and unmet needs are 
enormous. Any model of national government policymaking for an issue 
such as HIV/AIDS must take into account the role of transnational 
infl uences. 

Thus, while the primary focus of this book is the effects of internal 
ethnic boundaries in national states, both the spread of the epidemic and 
the associated global response reflect the extraordinary movement of peo-
ple, ideas, and resources across external or national boundaries. Perhaps 
no phenomenon reveals the interconnectedness of the world’s peoples 
more than our very human susceptibility to disease, one that is passed on 
through behaviors associated with an innate desire and need for intimate 
contact—largely sexual contact and the process of childbirth. If national 
states are limited in their authority to transform people’s lives, interna-
tional organizations are even further restricted. In light of the now obvi-
ous potential to transmit disease across borders, societies depend on each 
other to contain the spread of infections, and donors have emerged with 
large sums of money to support national responses to AIDS. This global 
consensus heightens our expectation for action and universal conformity 
to scientific best practices. But in a world still largely governed by national 
states, “tackling” the global pandemic through deliberate policies and ac-
tions still requires state action, and this returns us to the question of why 
some governments act more aggressively than others. 

terson 2006 is to my knowledge the only other explicitly comparative, book-length study 
of AIDS policy in the developing countries, carried out by a political scientist. 
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AIDS as a Laboratory for Comparison: Politics in 
 Really Hard Times 

While the interplay of global and domestic pressures on policymaking 
does complicate the task of providing a parsimonious explanation of gov-
ernment action on AIDS, the unfolding of the epidemic makes it valuable 
as a case study of the politics of policymaking and state development. 
From a social scientific perspective, the similarity of the problem for all of 
the potential “subjects” (national governments) in the research implies a 
rare degree of analytic control. A range of policies have been considered 
by other scholars—policies on economic reform, pensions, health insur-
ance, railroads, and labor, among others—but the set of developing coun-
tries affected by AIDS provides a unique laboratory in which to study the 
possible determinants of policymaking. 

Perhaps most important among the factors making it a valuable subject 
of research is that the AIDS epidemic reached every region and virtually 
every country in relatively short order. In a seminal work, Politics in Hard 
Times, Peter Gourevitch argues that major transnational shocks and crises 
are ripe for comparative social analysis: 

[They] are to countries what reagents are to compounds in chemistry: 
they provoke changes that reveal the connections between particulari-
ties and the general. If the comparativist can find countries subject to 
the same stresses, it then becomes possible to see how countries differ 
or onverge and thereby to learn something about cause and effect.21 

AIDS was a shock in the sense that it was unknown before the 1980s. 
Existing social, economic, and political patterns can thus be treated as 
largely exogenous, or independent, factors that might infl uence responses 
to the disease. This is a critically important property because other social 
scientific analyses of development outcomes—such as economic growth, 
infant mortality, and more general social policy—may themselves be de-
terminants of, as much as they are caused by, other macro-level variables. 
While the AIDS pandemic also shapes these broader contexts, we can 
carry out a “first-order” analysis of government responses and safely treat 
these other factors as having been generated by processes independent of 
the one we are trying to explain. 

21 Gourevitch 1986, 221. 
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The human immunodeficiency virus that causes the syndrome we 
now call AIDS existed prior to the 1980s. Blood samples taken in 1959 
from the Belgian Congo (later Zaire, and more recently, the Democratic 
Republic of Congo) were later found to have been infected with HIV.22 

There may have been other infections in other parts of the world, and of 
course, such patterns are important for any full understanding of the 
spread of the virus. For the purposes of politics, however, the manifesta-
tion of these earliest infections was simply unexplained illness and death, 
generating no political response. The beginning of the history of AIDS 
is more appropriately dated to 1981, when the Centers for Disease Con-
trol (CDC) in Washington, D.C., reported the strange outbreak of a 
rare pneumonia and a rare skin cancer, Kaposi’s sarcoma, among a hand-
ful of gay men in two cities in the United States. By 1985, a case had 
been reported in every world region, with virtually every country report-
ing a case by the early 1990s. The epidemic was initially reported among 
gay men in cosmopolitan cities in the wealthiest countries, but within a 
few years, the widest spread would occur in the developing countries, 
with most transmissions occurring through sexual contact between men 
and women. 

Measuring and Interpreting the Size of the Epidemic 

It is important to highlight at the outset how I measure and interpret the 
relative size of the epidemic across time and space. It is critical to clarify 
that I do not interpret either the share of the population (prevalence) or 
relative change in the numbers of new infections (incidence) as a proxy for 
the impact of government action. Doing so would require that we assume 
the consistent efficacy and immediacy of policies, neither of which I am 
prepared to do, given clear evidence to the contrary. Many other factors 
determine patterns of infection, and certain measures may have a counter-
intuitive relationship to a government’s efforts to contain the disease. For 
example, effective treatment may boost the prevalence of AIDS relative to 
other countries because infected individuals live longer and remain poten-
tial sources of infection. A study of the impact of policies would require 
an entirely different form of research and analysis than what I have en-
deavored here. 

22 Iliffe 2006, 30. 
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Rather, the point of describing country-level trends in the epidemic is 
to provide some nuance to the claim that countries all faced the same 
shock. Regional and subregional patterns of infection have been distinc-
tive, and any complete analysis must ultimately consider these differences. 
It certainly stands to reason (and I confirm empirically) that countries 
with bigger epidemics would respond more aggressively than countries 
with smaller ones. 

Unfortunately, it has never been easy to identify reliable data on the 
number of people infected with HIV. Among other reasons, people have 
not wanted to get tested for the virus, they have not wanted to report their 
status, and governments and health facilities have not had the capacity to 
carry out testing. We do not know exactly how many people have been 
infected with the virus, but researchers and public authorities have esti-
mated the number by extrapolating from smaller groups of people, just as 
in surveys of public opinion, and these estimates have been used for dis-
cussions of policy. In particular, the World Health Organization (WHO) 
and the United Nations AIDS agency (UNAIDS), as well as governments 
and ministries of health, have reported such data. While all surveys draw 
inferences from samples of a population, in the case of HIV/AIDS, the 
samples have been particularly unrepresentative. (Only recently have gov-
ernments authorized nationally representative surveys that actually test for 
HIV.) Most HIV data have been gathered from public health facilities, 
voluntary reporting, or focused collections of data among groups pre-
sumed to be at high risk for HIV. Not only are such groups not represen-
tative of the population at large, but inferences about how trends in these 
subpopulations are related to trends in the larger population have often 
been based on erroneous assumptions. 

Late in 2007, UNAIDS announced significant revisions to its global 
estimates of the magnitude of the epidemic based on new data from 
surveys, as well as new models extrapolating from traditional samples of 
HIV infection. The estimated number of people living with HIV in 
2007 was 33.2 million, whereas in 2006 the number had been estimated 
at 39.5 million. The report went to great lengths to explain that this 
difference was due mostly to revisions in the estimation procedures.23 

There is reason to believe that most estimates of prevalence previously 
reported could be improved with these recent procedures. In most cases, 
the relative ranking of country epidemics would not change, with the 

23 UNAIDS and WHO 2007, 3. 
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one important exception of India—a case discussed in more detail in 
chapter 5. 

Such uncertainty about the size of the epidemic might seem to bedevil 
the entire social scientific enterprise of studying the AIDS pandemic in 
comparative perspective. In fact, this is not the case. For politics and poli-
cymaking what matters is not the actual number of infected people, but 
the information that is available to policymakers. For example, on the 
issue of environmental politics and policy, we do not know for certain 
what effect carbon dioxide emissions have on the ozone layer, climate 
change, or human development, and new evidence will almost surely sug-
gest that scientists have under- or overestimated the precise threat. None-
theless, contemporary political and policy action can be understood only 
in terms of what scientists have said up until the point that actions are 
taken. If we were trying to estimate a model of an outcome directly af-
fected by the actual numbers of people infected with HIV, such as infant 
mortality or overall life expectancy, we would want the best available esti-
mates, corrected retrospectively. Since politics and policy are the outcomes 
under investigation here, a better approach is to use estimates of HIV in-
fections available during periods of policymaking. 

As one source of data for comparative analysis, I have used time-vary-
ing estimates of infections provided in a WHO/UNAIDS map.24 These 
data provide four consistent periods of estimates for almost all countries 
across the subject regions of Africa, Asia, and Latin America/Caribbean. 
These estimates are reported as wide uncertainty intervals, refl ecting the 
low level of precise knowledge about numbers of infections, and I use the 
midpoints of these intervals as the basis of analysis. Again, if the goal of 
the analysis were to make predictions about health and epidemiological 
outcomes, this would be a faulty strategy, because we would want much 
more precise data. For the study of the politics of policymaking, however, 
these data provide the best estimates by technical experts on the relative 
size of the epidemics at different moments in time, which is the most rel-
evant baseline for comparing policy responses. For 2003, more fi ne-
grained data on HIV prevalence are available from UNAIDS 2006, and 
these correlate with the UNAIDS/WHO 2004 data at (Pearson’s) r = .96. 
This suggests that even when using broad estimates of HIV prevalence, it 
is possible to sort out relative differences in the size of the epidemic ex-
tremely well, giving me confidence that we can use these data as the foun-

24 UNAIDS/WHO 2004. 
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dation for comparing the epidemics faced by countries in the three devel-
oping regions. 

These data are depicted graphically in figure 1.1. As measured by the 
share of the adult population 25 living with the virus (HIV prevalence), 
sub-Saharan Africa has been hit hardest, and by the mid-1980s, many 
countries in central Africa already had widespread epidemics. The African 
epidemic would become increasingly severe in the southern part of the 
continent, and by 2003, most southern African countries faced extreme 
epidemics.26 Latin America, and especially several Caribbean countries, 
have faced epidemics, but no country in that region has faced an esti-
mated prevalence in the double digits. Overall, HIV/AIDS has come lat-
est to Asia, and there remains a great deal of variance in levels of infection 
in that region. A few countries in Southeast Asia, including Thailand, 
Vietnam, and Cambodia, were among the earliest to identify epidemics, 
and HIV has continued to spread throughout the region. 

Implications of the Biology and Science of HIV and AIDS 

For the most part, nuanced discussions of biology and immunology are 
absent from these pages, and I treat the AIDS pandemic as a single bio-
medical phenomenon. This is a necessary simplification of a complex real-
ity. For example, there are multiple strains of the virus, and some are more 
virulent than others.27 In the arenas where policies are set, however, these 
distinctions do not appear to have had any significant effect on the inter-
pretations of AIDS, or on the range of prevention and treatment options 
available. Good clinicians know that individuals present viral loads and 
symptoms in a variety of ways and that best practice recommends ap-
proaches tailored to the individual. At the macro level of explaining gov-
ernment responses to AIDS, however, such subtleties do not fi gure promi-
nently in the political calculus, and I do not consider them further. 

25 Infants and children also constitute a significant share of those infected by the epi-
demic, but because the most widespread testing and surveillance methods apply only to 
adults, no reliable cross-country epidemiological data exist for the youngest members of 
society, particularly for earlier years of the epidemic. 

26 See Epstein 2007 and Iliffe 2006 for discussions of why HIV has been so widespread 
in Africa, particularly in southern Africa. 

27 HIV-1 is more globally widespread, and HIV-2, which appears to cause less disease, is 
largely confined to West Africa. The reasons for these differences are not well understood 
(Smith 1998, 2). 
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Other facts and properties of the AIDS epidemic are worth highlight-
ing because they shape the visible manifestations of an otherwise invisible 
virus, and have implications for politics and policymaking. First, as com-
pared with many other viruses, there is a long interval (as long as seven 
to ten years or more) between infection and onset of the symptoms, a 
gap during which arguments over risk and the proper role of the state can 
flourish. In this sense, AIDS is a problem akin to environmental degrada-
tion or cardiovascular health, in that by the time one observes the mani-
festation of the problem, solutions are more costly and less effective than 
they would have been if it had been addressed earlier. Particularly where 
germ theories of disease are not universally accepted, a wide range of po-
litical interpretations of increased sickness and mortality may come into 
play, opening up contentious discussions of the proper role for govern-
ment and “modern” science.28 By contrast, in the case of fast-moving epi-
demics, such as SARS or Marburg, a swift government intervention, in 
coordination with international partners, is much easier to justify in po-
litical terms. While the time from infection to full-blown AIDS depends 
on factors including overall health and nutrition, in virtually any person 
who does not get tested, HIV is a silent killer that breaks down the im-
mune system in an asymptomatic fashion over a very long time. 

Second, the virus is contagious, but it is transmitted almost exclusively 
through intimate and deliberate acts. HIV gets transmitted through the 
blood, sexual fl uids, and breast milk, primarily through extremely intimate 
human contact—particularly unprotected sexual relations and between 
mother and child, either through the process of delivery or breast-feeding. 
It can also be transmitted by the direct transfer of human blood, most often 
through blood transfusions or through the sharing of needles in medical fa-
cilities or among drug users. By far, sexual contact has been the predomi-
nant means of spread. Of particular importance, as compared with other 
viruses that are transmitted through breathing or sneezing or through food, 
these properties have important political implications because it is relatively 
easy to imagine and to discuss risk of infection as a matter of lifestyle. That 
is not to say that every individual has a full choice about lifestyle or sexual 
behavior—in particular, sexual violence against women is a leading route 
for infection—but the transmission routes allow citizens and political lead-
ers to imagine infection as a choice (as contrasted, again, with SARS, for 
which infection may seem beyond one’s control). Again, such characteris-

28 See, for example, Ashforth’s (2002) discussion of witchcraft in South Africa. 
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1988 1993 

No data 

< 0.1% 0.1 - 0.5% 0.5 - 1% 1 - 10% >10% 

1.1. Estimated Adult HIV Prevalence, 1988–2003 
Source: UNAIDS/WHO 2004. 




















