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Why have some national governments acted more aggressively to address the HIV/
AIDS pandemic than others? More specifically, what explains widely varied responses
across Brazil and South Africa—two countries where one might have expected more
similarity than difference? We argue that boundary institutions—those sets of rules
and practices that give social and political meaning to group identities—help explain
this puzzle. Institutions interact with other pressures to structure the dissemina-
tion of information, the construction of risk, and priorities within society. Where
institutions divide groups deeply, elites and ordinary citizens are less likely to feel
vulnerable, and more likely to blame other groups, making aggresive government
action far less likely.

Introduction

Given the magnitude and implications of the crisis, the devastating global AIDS
pandemic must begin to figure more prominently in theoretical and empirical
scholarship on the politics of development policy.' In this article, we take up the
specific question of explaining divergent policy responses. Brazil and South Africa
are both recently democratized, upper-middle income countries that have faced
significant AIDS epidemics. Yet Brazil stands out as a world leader on AIDS pre-
vention and care, while South Africa, for most of the epidemic, has been criticized
as a laggard. What accounts for these differences? Our initial motivation is the
substantive importance of the question, yet our explanation has broader theoretical
implications for understanding the relationship between institutions, identities, and
policymaking.

Our explanation highlights the role of boundary institutions—the rules and
procedures, especially those implemented by the state, which involve monitoring
or regulating citizens according to particular group identities. When boundary
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institutions consistently reinforce racial or ethnic group identities, this is likely to
impede the political mobilization of a generalized threat and to facilitate patterns of
denial and blame across group lines, ultimately leading to less aggressive national
responses. Whereas a country’s level of development and health capacity, the extent
of its epidemic, the nature of the political regime, and its place in the international
political economy all affect politics and decisionmaking, these factors are insufficient
for understanding cross-country patterns. Our findings are based upon analyses of
government documents, newspaper articles, secondary accounts, websites of various
actors and international organizations, and semi-structured interviews conducted out
by the authors with approximately 90 individuals from the two countries, carried
out in Brazil (May 2003), South Africa (June/July 2003), and in Bangkok, Thailand,
during the Fifteenth International AIDS Conference (11-16 July 2004).?

Theory: Boundary Institutions, Information, and Risk

By now, few political scientists doubt the relevance of institutions as determining
factors in the organization of politics and on substantive outcomes. More conten-
tious is the nature of the relationship between institutions and outcomes, and which
institutions matter for politics. Our central aspiration in this article is to develop a
“mid-level” theory that explains how a particular set of institutions affects a par-
ticular policy area, with its own distinctive properties (Thelen and Steinmo, 1992:
10-11). Following Frederik Barth’s (1969) classic statement, we focus on the role of
boundaries within societies as potential sources of intergroup division and conflict,
which in turn structures how information is disseminated and how citizens and
elites are likely to understand their own risks of being affected by social processes
and policy interventions.

It is somewhat understandable, if truly lamentable, that governments have not
always responded to AIDS aggressively. The human immunodeficiency virus (HIV),
which causes AIDS, is largely transmitted through sexual contact; symptoms are
slow to appear; and most related policies promise uncertain, long-term benefits, not
immediate material gains. Moreover, HIV/AIDS is associated with taboo subjects,
such as sex, sexual orientation, sexual (in)fidelity, and drugs. Prevention policies in-
volve inducements and sanctions to motivate individuals to do things that they might
not otherwise do (wear condoms, abstain from sexual relations, use clean needles,
get tested for HIV); and the disease itself has been associated with social deviance.
In these ways, it is a policy area that demands sacrifice, more akin to taxation or
conscription (Levi, 1988; 1997) and less like “typical” distributive social policies,
such as health insurance or pension benefits.? To gain widespread demand for or ac-
ceptance of such policies, citizens and elites must perceive a real threat of infection.
In the early stages, only a very small portion of a population will be infected, and
the political challenge for proponents of aggressive policy is to persuade elites and
ordinary citizens that the presence of the virus within society is generally threaten-
ing, and potentially avoidable through deliberate action. Because the efficacy of
policy interventions are almost always uncertain (Grindle and Thomas, 1991: 4-5),
and because disease risks are always interpreted and usually manipulated, the task
for political analysis is to identify the variables that facilitate the social construction
of a generalized threat and a plausible response.*
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In our model of policy responsiveness, boundary institutions play a critical role in
the politics of policymaking. Boundary institutions are those sets of rules that regulate
racial and ethnic group categories and intergroup behavior. Examples of boundary
institutions include the census and other protocols for gathering and disseminating
information in terms of group identities; policies granting access to jobs, political
offices, schools, and certain rights of citizenship on the basis of group membership;
and group-differentiated personal law. In our investigation of the politics of AIDS
policies, we are particularly interested in the regulation of racial and ethnic group
boundaries because membership may be presumed to be given at birth and to be
unalterable; and intimate contacts between sexual partners and between mothers
and infants—the two leading pathways for spread of infection in the countries we
analyze—may be presumed to be contained within such groups. As we will discuss,
these properties are particularly consequential for assessing risks of infection to
oneself, one’s family, and other intimate relations over the long term.

Boundary institutions are created because states, in their efforts to monitor and
to regulate large and diverse populations, often require information about group
identities to allocate rights and responsibilities according to prevailing policy and
strategy. Such information may be used for a range of purposes—to deny privileges
to certain groups of citizens (i.e., race-based slavery), to rectify past injustices, or
merely to keep track of the cultural and socioeconomic composition of the larger
society. While national states in the modern state system attempt to control large
territories by building a sense of political unity, such aspirations often conflict with
claims to difference originating from the forced and voluntary mixing of people
with different cultural and physical traits, international norms about the recognition
of group difference and human rights, as well as patterns of mobilization and de-
mographic change within societies. In the face of such contradictions, there may be
pressures to create or modify boundary institutions to further emphasize or diminish
the recognition and salience of groups. We do not propose a theory of the origins
of such boundary institutions, or the specific determinants of institutional change.
Instead, we attempt to tease out the implications of institutional variation.

We can say that boundary institutions are “strong” when the same group labels
and categories are repeatedly and consistently used across institutional forms, and
when those state-sanctioned labels and categories correspond with the everyday
racial or ethnic divisions that people employ in society. Boundary institutions are
“weak” when group labels are not used; or when they are used inconsistently or
very flexibly, and these inconsistent or flexible uses by the state correspond with a
fluid use of the labels in society. When states and societies are out-of-sync in the
consistency and rigidity of usage of group labels, we would describe such boundary
institutions as “mixed.” While emphasizing the role of formal boundary institutions
controlled by the state, we realize that these are likely to shape and be shaped by
more informal and unwritten rules of group contact, such as prevailing norms of
intermarriage and social contact.’ Because of the important role state institutions
play in collecting and disseminating public health information, and the likelihood
of correspondence between states and societies in their use of group labels, we
emphasize the role of formal, state institutions.

We depart from strict rational-choice perspectives that specify what voters or
consumers prefer ex ante (Weingast, 2002: 661), including much recent scholarship
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on the impact of ethnic politics, which has also tended to assume that policy prefer-
ences in ethnically diverse societies are intrinsically heterogeneous across group
lines (e.g., Easterly and Levine, 1997; Alesina et al., 1999). By contrast, we build on
the work of those who claim that institutions can structure both cognitions (Knight,
2002) and policy priorities (Steinmo et al., 1995: 27), refracting and interacting with
other social, political, and economic pressures.

Particularly for policies in which risks, costs, and benefits are unclear, boundary
institutions provide “convenient” labels and reference points for processing informa-
tion about “hidden” risks. When boundary institutions are strong, preferences and
strategies are more likely to be shaped along such lines, and political entrepreneurs
are likely to seize on these labels. Our understanding of the impact of identity
politics on policy comes closer to Edward Miguel’s (2004), who emphasizes the
value of nation-building strategies for achieving cooperation, with positive effects
for the provision of public goods. We highlight the particular implications of “na-
tion-dividing” institutions (internal boundaries) on preferences and policymaking.

When boundary institutions reinforce subnational identities, they can reduce in-
tergroup contacts and exchanges, but more important, they promote the widespread
perception of low cross-boundary contact. To the extent that the state asks questions
about group identity and reports information or frames policies in terms of such
groups, citizens soon believe that social conditions and associated policies will affect
them as members of those groups, potentially in conflict with the fortunes of other
groups. In the case of health problems, this includes reporting on epidemiological
and behavioral patterns in group terms. When boundary institutions are weak or
permeable (Lamont and Molndr, 2002: 186), members of society are more likely to
believe that interethnic contact is standard practice, and it becomes easier to imagine
that risks are shared across groups.

Turning to the problems of infectious disease, we argue that in societies with
strong boundary institutions, individuals located in groups not yet identified with
the pathogen are more likely to believe their families, partners, and regular social
contacts are unlikely to mingle with infected individuals because the latter are sup-
posedly located in stigmatized groups on the other side of the boundary. Because
social boundaries often have real or imagined bodily correlates, and because epi-
demics tend to inspire metaphors of physical difference (Sontag, 2001), groups with
initially lower rates of disease tend to believe that their bodies and physical habits,
such as hygiene, drug use, or promiscuity, are distinctive, and therefore impervious
to infection. Conversely, when boundary institutions are weak, information about
group infection may not be available, implying weak prospects for political entre-
preneurs and citizens to mobilize ideas about insulation from risk.

Beyond their impact on perceptions of risk, strong boundaries institutions increase
the likelihood that competitions concerning group status will inform policy debates
about important and sensitive topics. Following social identity theory (e.g., Tajfel
and Turner, 1986: 16), group members strive to achieve or to maintain a positive
social identity and to reduce negative images whenever possible. Because social
boundaries inevitably concern not only group differences, but also intergroup moral
hierarchies in which groups occupy spaces of relative virtue or cleanliness, a dy-
namic of blame and shame about the pathogenesis of AIDS ensues. This results in
a tendency to deny known risks because of the shame entailed in recognizing it. In
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a bitter irony, even among groups for which infection is known to be higher, such
moral competition may lead those groups to downplay the problem in anticipation
of the costs of self-stigmatization. This has been found to be the case for the AIDS
epidemic among African Americans in the United States (Cohen, 1999).

Our central hypothesis is that when state institutions consistently reinforce group
boundaries that can be plausibly linked to differential risks for HIV infection, this
is likely to impede the roll-out of AIDS policies, irrespective of which group holds
political power.

Government Responses to HIV/AIDS in Brazil and South Africa

In this section, we turn to a paired comparative-historical analysis of government
HIV/AIDS responses and attempt to explain the Brazilian government’s much more
aggressive response when compared with South Africa’s. Since our general model
was largely derived through an empirical investigation of AIDS politics and policy
in Brazil and South Africa, our analysis cannot be considered, strictly speaking, a
“test” of our argument. No single case or pair of cases can be said to be “representa-
tive” of a larger sample in any meaningful way, and we leave it to future research to
assess the generalizabilty of our propositions. The strength of our research design
is the analysis of generally similar cases® with highly varied scores on the central
explanatory variable (King et al., 1994: 137-142). Both are middle-income countries:
and per capita income in 2002, in international dollars adjusted for purchasing power
parity, was $9,810 in South Africa and $7,450 in Brazil. Income inequality is high
in both countries: South Africa had a GINI index of .59 in 1995, and Brazil’s GINI
was .58 in 2001 (World Bank, 2005). Both are characterized by a high degree of
ethnic and racial heterogeneity—a critical similarity because our argument is not
about demographics per se, but about the impact of institutions that mediate the
social and political meaning of such heterogeneity.

Similar Threats

It is true that South Africa’s epidemic, measured by HIV prevalence, is foday
orders of magnitude larger than Brazil’s, but this may partly be explained by the
very differences in government policy that we investigate here. However, the epi-
demic followed a similar initial trajectory in both countries. The first case of AIDS
was reported in Brazil in 1982 and in South Africa in 1985. In the first decade,
HIV/AIDS most visibly affected urban, white, educated gay men in both countries.
Commercial sex workers, the poor, and heterosexuals more generally were visibly
affected only 7-10 years later. From 1982 to 1990, 43 percent of reported AIDS
cases in South Africa were transmitted through men having sex with men (Hamil-
ton, 1991); the corresponding figure for Brazil in mid-1993 was 56 percent (World
Bank, 1993). By the early 1990s, there was widespread concern in both countries
that the epidemic was poised to become “generalized” or “explosive” (Grundligh,
2001; Galvao, 2000: 192; Brooke, 1993). In the early 1990s, the absolute number of
cumulative cases of diagnosed AIDS was more than an order of magnitude higher
in Brazil than in South Africa, but a retrospective UNAIDS prevalence map (2004)
indicates that by 1993, infection rates were already slightly higher in South Africa
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than in Brazil. Nonetheless, national HIV prevalence of less than 1 percent was
interpreted as generally threatening in Brazil, but even after South Africa began to
report double-digit HIV prevalence levels, there was significant delay in political
and policy responses.

Different Policy Responses

We consider four broad areas of government responses to HIV/AIDS: the con-
struction of bureaucratic capacity, the broadcasting of prevention strategies, the
provision of treatment and support to people who are HIV positive, and human
rights/nondiscrimination protections. We are interested in comparing the aggressive-
ness of government response in these areas, measured in terms of speed and scope.
Overall, we find that in South Africa the response was substantially more delayed
and less robust than in Brazil. Table 1 summarizes the differences.

Brazil established an AIDS bureaucracy earlier than South Africa, and it created
amuch larger agency that assumed significant authority in formulating policy by the
end of the 1980s.” By contrast, there is still no truly autonomous AIDS policy-making
unit in South Africa: although the South African National AIDS Council (SANAC)
was established in 2000 (RS A, 2000: 12), this body is not widely recognized as the
authoritative source of decisionmaking on AIDS policy.

Although the South African AIDS budget increased dramatically in recent years,
reflecting increasing attention to the HIV/AIDS problem, the Brazilian state dedi-
cated more resources to HIV/AIDS sooner, and by our calculation, spent more than
eight times what the South African government spent from the start of the epidemic
until 2003. (Brazil’s GDP and population are approximately four times the size of
South Africa’s, but the cumulative number of infected individuals is just a fraction
of South Africa’s.) Brazil’s national budget included a reference to AIDS control as
early as 1988, when it was included in the program to control sexually transmitted
diseases (Or¢camento da Unido, Projeto da Lei, Vol. 1, 1988); but it was not until the
1997 budget speech in South Africa that AIDS was even mentioned in the formal
presentation of that country’s budget, and it was not until 2000 that the expenditure
estimates of the budget would reveal specific line items dedicated to expenditure
on HIV/AIDS.

Most major prevention policies and programs generally occurred a decade or
so sooner in Brazil (Gauri, Beyrer, and Vaillancourt, 2006) than in South Africa.
Though the South African government has a long history of rolling out minor and
pilot HIV/AIDS prevention programs, many were misguided or poorly implemented
(Schneider, 2002: 147; Grundligh, 2001: 137-144). Major national campaigns to
respond to the key drivers of the epidemic were not launched until the epidemic was
generalized throughout the country. The South African government also famously
resisted the use of antiretroviral (ARV) drug monotherapy for the prevention of mother-
to-child transmission (PMTCT)—an inexpensive and effective strategy for reducing
pediatric AIDS (Nattrass, 2004). A notable exception involved blood safety, where
South Africa was actually more aggressive than Brazil-—an important exception that
we attribute to the less contentious nature of regulating blood supply as compared
with the behavior of individuals.
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Table 1

Timing and Scope of State Responses to HIV/AIDS
Bureaucracy SOUTH AFRICA BRAZIL
National AIDS program 1988 - "
established
Interministerial AIDS 1998
Council established
Appearance of HIV/AIDS 2000
as budget line item
Number of HIV/AIDS 100 (2004)

program staff

Partnerships with NGOs Mixed/Conflictual: NGOs
challenge, sue government

Monitoring and evaluation | Systematic antenatal clinic
surveillance since 1990, little
surveillance among risk groups

Ad hoc monitoring among risk
groups since 1989, systematic
population based monitoring since
1998

Prevention

Education and outreach Epidemic already generalized
before significant campaigns
initiated

Condom distribution More muted program with less
outreach. Government distributes
approximately 540 million in 2004
(12 units per capita)

Prevention of Mother-to- 2001

Child Transmission Nevirapine provided only following

(PMTCT) legal battl

Safety of blood supply Mostly safe in 1988, clandestine

blood market eliminated in 1998

Treatment

Monotherapy =
Never implemented

Initiation of public Highly 2004

Active Anti-Retroviral (21,000 on HAART in 2003, of

Therapy (HAART) which 1,500 funded by government)

Human Rights

Workplace non- 1995

discrimination Employment equity law

More aggressive actions are shaded.
*MSM: Men who have sex with men
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Brazil has forged much deeper and cooperative partnerships with NGOs than
South Africa. Although there were notable conflicts between Brazil and NGOs in
the mid- to late 1980s, after the return of the previous director of the National AIDS
Program in 1992 and the beginning of the first major World Bank loan in 1993, the
state began to transfer significant resources to NGOs for HIV/AIDS prevention,
outreach, treatment, and support projects (Teixeira, 1997; Galvao, 2000; World
Bank, 2004). While there have been important instances of cooperation, relations
between South African NGOs and the national government have developed with
more conflict. A series of disputes concerning the use of prevention funds for a
high-priced musical production, commitment toward the National AIDS Plan, and
government support of a domestically developed AIDS drug damaged state-NGO
relations, resulting in hostility, protests, international condemnations, and lawsuits
(Gumede, 2005: 153; Van der Vliet, 2001: 170).

Brazil’s public health system began to provide free AZT to all patients with clini-
cal AIDS in 1991. In 1996, its Congress passed a law requiring the public system
to provide all medically necessary pharmaceuticals for AIDS patients, and Brazil
began to provide highly active antiretroviral therapy (HAART) and the requisite
laboratory monitoring support for patients with clinical AIDS late that year. But the
South African government resisted the public provision of such drugs for treatment
until recently, introducing a “comprehensive plan” for care and treatment only in
2003.2

In 1988, Brazil passed a law guaranteeing workers with HIV/AIDS the same
rights afforded to those with other incapacitating illnesses and, in 1992, the govern-
ment disallowed HIV testing before school admission and made it illegal to dismiss
HIV-positive students, teachers, or school staff. In South Africa, a law regarding
employment equity protection was not passed until 1995 (Garbus, 2003: 75). In
fact, the South African state initially reacted to the HIV/AIDS threat not by protect-
ing the rights of HIV positive individuals but with coercive measures. In 1987, the
government announced that it would deport all HIV-positive migrant workers, and
it added HIV/AIDS to the list of “notifiable” diseases, which would require medical
practitioners to report HIV positive individual names to the public health authorities
(Ngwena, 1998: 119). Although both of these acts were eventually repealed, they
demonstrated the government’s initial intent to be more repressive, using control and
force, rather than engaging in a strategy that supported the rights of the infected.

Partial and Alternative Explanations

Before turning to our central explanation, we highlight the limits of several al-
ternative accounts. Although these factors have clearly influenced policymaking in
the two countries, we conclude that they were not sufficient to produce the divergent
responses described above.

State Capacity and Public Health
One prominent analysis of the responses of the advanced industrialized epidemic

to HIV/AIDS highlights the impact of longstanding approaches to other public health
problems (Baldwin, 2005: 1). Common sense compels us to inquire about relative
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differences in public health capacities and strategies as a possible answer to our
puzzle. Although state capacity in Brazil is strong compared to many developing
countries, and was certainly important for the development of Brazil’s aggressive
response to AIDS, it is difficult to conclude that the Brazilian state is generally more
efficacious than the South African state. Whether we use overall levels of central
state taxation, direct collections of income tax (Lieberman, 2003), percentage of
paved road, or ICRG country risk ratings as proxies for overall state capacity (World
Bank, Development Data Platform, 2005), South Africa meets or exceeds Brazil
for most years between 1980 and 2002.

With respect to capacity in public health, both countries have mixed records,
which would have made it difficult to predict ex ante if either country would have
responded aggressively. Brazil’s Oswaldo Cruz Foundation, which was founded
in 1900 to address growing epidemic threats such as yellow fever and bubonic
plague, has been a leading institution in public health; but Brazil has struggled with
many other public health crises in the decades preceding the AIDS crisis, including
historically high rates of child and maternal mortality, endemic malaria, and peri-
odic outbreaks of dengue and cholera. The South African government established
a policy guaranteeing free care to all pregnant women and children aged six and
under—which made the specific failure to initiate a PMTCT program particularly
surprising. In the past 20 years, both countries launched reforms that made their
general health care system accessible to poor and excluded groups: Brazil in 1990,
with the inclusion of informal sector workers into the system that was formerly
available only to those contributing payroll deductions; and South Africa in 1989-
1990, with the desegregation of the public system. An expert-based assessment of
maternal and neonatal health services rated Brazil’s program “weak” while South
Africa’s was “moderate” (Bulatao and Ross, 2002). Total expenditures for health
have been comparable for the two countries in recent decades, and when different,
they have been higher in South Africa. Public sector health expenditures as a share
of GDP were close to 4 percent in South Africa and close to 3 percent in Brazil
between 1997 and 2001 (World Bank, Development Data Platform, 2005).

Political Regimes and Civil Society

Social scientists have long been concerned with the impact of democracy on
development (e.g., Sen, 1999). In the specific area of public health, theory has been
mixed. In his examination of government responses to epidemics in Europe between
1830 and 1930, Peter Baldwin (1999: 24-36) identifies the Ackernacht thesis, which
posits that public health threats are often addressed more forcefully under authoritarian
regimes. Varun Gauri and Peyvand Khaleghian (2002) discuss the potentially ambigu-
ous effect of democracy on public health outcomes. Goran Hyden and Kim Lanegran
(1993); Catherine Boone and Jake Batsell (2001); and Evan Lieberman (2004) raise
this question about HIV/AIDS, recognizing that the impact might be ambiguous. We
cannot derive any general conclusions from our paired comparison, but we find simi-
lar regime dynamics driving contrasting patterns of politics and policy, suggesting
the limits of any strong conclusions about the impact of regime type.

The Brazilian response to AIDS must be seen in the context of the movement
to restore democracy after a long period of military rule, which spun off a move-
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