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ABSTRACT
THE POLITICS OF ANTI-RETROVIRAL DRUGS IN AFRICA
By

Eric Ryan Little

This dissertation investigates the politics surrounding anti-retroviral drugs in Africa.
The first article analyzes cross-national variation in ARV coverage. I report that state
capacity is the most important predictor of more pervasive AIDS treatment programs, and
regime type is not empirically important. The second article looks at sub-national
variation in South Africa and Nigeria. I found that higher HIV prevalence and urban
areas are more likely to have ARV resources. Electing members of the ruling party to
executive and legislative positions makes it more likely that sub-national units will have
ARV programs, suggesting that patronage networks are important predictors of ARV
availability. The third article investigates citizen satisfaction with policy performance at
the individual level using Afrobarometer data from twenty countries. Round 4 of the
Afrobarometer asked more than 27,000 African citizens in 20 countries about their
opinions, and their evaluation of their government’s HIV/AIDS policy performance
allows for the micro-level relationships to be investigated and modeled. Regression
analysis suggests that the six most important predictors of citizens satisfaction with
HIV/AIDS policy performance (in order) are health service satisfaction, perceived
corruption, trust in the state’s institutions, satisfaction with democracy, low HIV

prevalence, and high ARV coverage.
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The Politics of ARVs in Africa: An Introduction

AIDS is undoubtedly one of the most staggering problems facing policy makers
today around the globe. Recent data suggests that over thirty million world citizens are
infected with the disease, of which over twenty two million are Africans (UNAIDS,
2009). The political and economic consequences stemming from the disease are
staggering and have necessitated the largest international response to any health issue in
the history of the world. This mobilization effort has involved domestic, bilateral and
international organizations working together as part of an unprecedented effort.
Responding to this crisis requires a matrix of policies capable of preventing further
spread of the disease, testing people to ensure people know their status, and treating
those already infected. Various pieces of the prevention response include marketing
campaigns to educate the public about the disease, health education as part of academic
curriculums, and the widespread availability of AIDS testing so that people know their
status. Male circumcision to reduce transmission and provision of condoms are also part
of this template. Even changing laws to decriminalize homosexuality, needle exchange
programs, and blood testing for donors are part of best practices to reduce transmission
for high risk groups. Over time response to the disease is beginning to transition from a
piece meal crisis response to a more stable, robust approach with the goal of ensuring
universal access to all of the primary policy interventions: treatment, prevention,
testing, and care (Universal Access, 2009).

The multiple facets of this problem can be seen from the varying actors and
organizations involved in this crisis: individual citizens, civil society groups,

bureaucracies, state elites, international organizations, foreign donors, political leaders,



and multi-national pharmaceutical manufacturers are all involved in the HIV/AIDS
policy area. From Washington to Geneva and Cairo to Cape Town, AIDS in Africa and
what should be done about it has garnered enormous resources and attention in ways that
many other African issues have been muted. Despite the longstanding prevalence of the
AIDS crisis and its widespread consequences, political scientists have not investigated
the politics surrounding the disease thoroughly. AIDS has an impact on every issue of
African politics from agriculture to tax policy to institutional capacity, yet the literature
is thin and largely undeveloped when one seeks encompassing explanations.

In 2001, Catherine Boone wrote in Africa Today, “Political Science as an academic
discipline has been slow in grappling with the enormous implications of the AIDS crisis
for much of the developing world,” (Boone and Batsell, 2001). Boone presented a series
of AIDS related sub-topics which political scientists could offer valuable research. As
she put it, “Five research agendas for Africa are: variations in state response to the
pandemic; the relationship between governments and NGOs; the AIDS challenge to neo-
liberalism; AIDS and North-South tensions; and connections between AIDS and
international security issues,” (Boone and Batsell, 2001). The research plan below will
focus heavily on the first of Boone’s recommendations, focusing on variation in the state
response through ARV treatment at multiple levels. Before discussing the political
puzzle, I will first discuss the nature of AIDS treatment, the international response, and
argue for why these resources fit somewhere between public and private goods.

What is AIDS treatment?
AIDS is treated with antiretroviral drugs (ARVs) which are defined as follows in

The Encyclopedia of Medicine:



Antiretroviral drugs inhibit the production of retro-viruses—viruses composed of
RNA rather than DNA. The best known of this group is HIV, the causative agent for
AIDS. Antiretroviral drugs are virustatic agents which block the replication of the virus.
The drugs are not curative; however continued use of these drugs, particularly in multi-
drug regimens, significantly slow disease progression, (Antiretroviral, 1).

While these drugs cannot kill HIV, they slow its progression and can allow people to
live for up to twenty years after HIV diagnosis. While ARVs are highly effective, they
are also quite costly. This cost has dropped considerably from over $12,000 per
person/year to between $120 and $500, but is still outside the reach of most individuals,
let alone the poorest of the poor (Parker, 2007). As prices have continued to decrease,
donors, activists, and members of the international community have urged the concept of
universal access. According to Dr. Stephen Morrison from The Center for Strategic and
International Studies, 2003 to 2008 represented a crisis response effort by the
international community,. led by the United States which resulted in millions of Africans
receiving ARVs which are beginning to transition to a more stable and sustainable set of
goals (Morrison, 2009). Millions more have also received treatment via other
institutions including the World Health Organization (WHO) and United Nations AIDS
program (UNAIDS).

ARVs are a considerable expense to whoever is footing the bill; however, a 2004
South African report indicated that the cost of ARV therapy was actually cheaper than
not providing such treatment (Badri et. al, 2006). According to World Health
Organization estimates, only 28% of Africans in need of these drugs have been able to
access them despite the massive scale up efforts (Parker, 2007). Cross country variation

is rampant as countries like Somalia have less than 1% ARV coverage, while Botswana

has over 75% coverage (WHO, 2008). Comprehensive coverage data for African



countries is available from the World Health Organization. While the wealthy can buy
these drugs on the international market, it is largely the poorest of the poor in Africa
who are disproportionately unable to access these drugs.

Treatment Versus Prevention?

The relationship between treatment and prevention has evolved from one of
contention to mutually beneficial. No one denies that prevention is always preferable to
treatment. In order to successfully reduce the number of people infected that prevention
is the long term answer if prevalence rates are to fall. This is true for individual patients
as well as for policy makers. Treating AIDS patients is extremely costly for developing
countries, and there is no doubt that without international support that treatment would
only be accessible by wealthy individuals. There have, however, been major changes in
how treatment is viewed as it has transitioned from impossibility in developing countries
to an attainable and reachable goal.

According to renowned AIDS expert Paul Farmer, in 2001 an official in the U.S.
Department of Treasury objected to distributing AIDS treatment in Africa because
Africans would not understand the concept of time and would be unable to take their
treatment at prescribed increments (Farmer, 2001). He put the availability of these
medications in human rights terms when he wrote that, “We should be increasingly
reluctant to reserve these therapies for the affluent, low-incidence regions of the world
where most medical resources are concentrated. Excellence without equity looms as the
chief human-rights dilemma of health care in the 21% century,” (Farmer, 2001).

From such inauspicious beginnings, treatment has provided inarguable results.

The first African public clinic providing AIDS medications was built in Gaborone,



Botswana in January of 2002 (Baragona, 1). As of late 2008, 44 percent of Africans in
need of treatment were receiving these medications and an estimated 2.3 million African
years of life had been added due to their availability, according to UNAIDS statistics.
What can explain this transformation? A group of Harvard medical and epidemiological
experts raised the following four points for combining treatment with prevention to
maximize the overall response effectiveness (Adams et al, 2001):

1. Treatment is essential to the 36 million people already infected with HIV, the vast
majority of

whom will die of AIDS without it. This is the immediate humanitarian rationale for
treatment.

2. Treatment is necessary to optimize prevention efforts. When treatment is not
available, less _

incentive exists for an individual to take an HIV test, since HIV-positive status not only
is

associated with social stigmatization but also is tantamount to a death sentence. It is only
when HIV testing is coupled with treatment that people have an incentive to be tested,
thus

enabling a rational response to AIDS: primary prevention for those who are HIV
uninfected,

and antiretroviral treatment for those who are HIV infected. Effective antiretroviral
treatment of HIV-positive people also lowers the viral load within infected individuals,
which in turn has a major effect in reducing the likelihood that they will transmit HIV
infection to others (UNAIDS, 1999, Hart et al. 1999, Vernazza et al. 2000). Ultimately,
then, appropriate treatment of infected individuals may become a major tool in AIDS
prevention.

3. Treatment is necessary to save the children -- and fabric -- of societies. Without
treatment,

the number of adult deaths expected from AIDS is so great that the currently
catastrophic

figure of 13.2 million AIDS orphans will grow into an even more socially devastating
wave

in coming years (USAID, 2000). Without family support, these children often can not
attend school, suffer from poverty and malnutrition, and become victims of violent and
sexual crimes—all of which places them at high risk for acquiring AIDS and which
threatens to mire them in increasingly desperate conditions. If the current lack of
treatment continues, a demographic shift is predicted in the most severely afflicted parts
of Africa such that teenagers will outnumber their elders by 2020 (U.S. Census, 2000).



This demographic shift may contribute directly to increase political instability and
violence.

4. Treatment is necessary for continuing economic development. Without treatment,
millions of

adults in the prime of their working lives will die of AIDS and take with them the skills
and

knowledge base that are necessary for human and economic development (Bonnel,
2000). For example, in Zambia teachers are dying of AIDS almost as quickly as they are
trained (UNICEF, 2000). The loss of skilled workers is a major reason why AIDS
will seriously reduce the rates of future economic growth (Bonnel, 2000). The goal
of simply preventing new HIV infections, without simultaneously offering treatment to
prolong the lives of those already infected, has proved insufficient to appreciably
mitigate these trends. Despite these arguments and despite the proven efficacy of
presently available therapies, antiretroviral drug treatment remains inaccessible to most
of the world’s infected population.

As argued by these scientists, instead of thinking of treatment and prevention as an
either/or proposition, an integrated comprehensive response is necessary as neither
treatment or prevention alone is capable of greatest effectiveness. As Lamptey and
Wilson (2005) state, these treatment and prevention responses are mutually reinforcing
and have positive feedback loops for one another. Increased prevention leads to more
affordable and sustainable treatment, and treatment makes prevention more accessible
and effective as citizens are more likely to get tested with the availability of treatment.
This allows health care workers greater opportunities to discuss prevention messages.
The authors also cite that increased investment in infrastructure associated with
enhancing treatment facilities can also benefit overall health systems. These authors
also state that treatment is responsible for a short-term decline in AIDS deaths which
buys time for prevention efforts to improve in effectiveness before concluding that both
prevention and treatment require greater resources to have greatest impact. Also worthy

of note are funding expansions treating other diseases based on early experiences by aid

workers focused on AIDS. For instance the 2008 reauthorization for the President’s



Emergency Plan for AIDS Relief (PEPFAR) which earmarked $39 billion for AIDS
funding also included provisions for $5 billion to fight malaria as part of the President’s
Malaria Initiative as well as $4 billion for tuberculosis treatment (PEPFAR, 2009). This
evidence suggests that although AIDS may be more expensive to treat than other
diseases, initial successes and learning by policy practitioners in the field have led to
more expansive efforts against other diseases.

Further bolstering the argument made by the Harvard experts is a series of articles
that have investigated the cost effectiveness of AIDS treatment. One of the arguments
against treatment is that it is costly compared to prevention or treating other curable
diseases that are equally deadly in developing countries (Creese et al 2002). According
to Freedberg (2001) treatment is a cost effective use of resources. Similar research has
shown that AIDS treatment is cost effective as part of the overall response in Cote
d’Ivoire (Goldie et al, 2006) and South Africa (Badri et al 2006). It is worth
emphasizing that these articles were published in the prestigious publications like The
New England Journal of Medicine, and that the overall trend in reviewed literature
indicated support for treatment as part of a wider effort; these scientific findings dovetail
with the international community’s adopting this consensus that treating AIDS patients
is one of the key pillars of their overall effort.

Goals and Justification of the AIDS Response

Based on these findings that treatment was cost effective, leading international
organizations, working with country partners set some ambitious goals prioritizing
treatment as part of their overall effort. According to Lamptey and Wilson (2005) the

World Health Organization (WHO) set the goal of providing treatment to three million



people in low and middle income countries by 2005. The Global Fund to Prevent AIDS,
Tuberculosis, and Malaria (GFATM) sought to treat 1.6 million people by 2007 in
addition to efforts to provide over fifty million AIDS tests and comprehensive care for
over one million AIDS orphans. Finally, the U.S. President’s Emergency Plan for
HIV/AIDS Relief (PEPFAR) sought to treat an additional two million people in addition
to efforts to prevent seven million people from becoming infected and providing care for
ten million additional HIV infected patients and orphans. With the first treatment clinic
in Africa built in 2002, the speed of this escalation and the size of these goals were
especially grand.

How were these goals justified by the international community? Stuckler and McKee
(2008) discussed in The Lancet five key metaphors that apply to the increased focus on
public health, and each applied to AIDS more specifically. They included
considerations of how the disease threatened western foreign policy interests like
increased trade, economic growth, and the stability of countries where AIDS is
especially prevalent like sub-Saharan Africa. This explains advocacy for these policies
by institutions like the Department of State and USAID among others. Similar to
foreign policy was the notion that AIDS threatened security across the African continent
with a common conception that AIDS could undermine African militaries (Whiteside et.
al. 2006). This resonated particularly strongly with Bush Administration officials and
U.S. Center for Disease Control officials who urged treatment support. Another
metaphor for this investment was relief as charity which explains the focus on the issue
by philanthropic groups like the Gates Foundation and other non-governmental

organizations. Further validating these expenditures were groups advocating a health



response to promote investment. Groups worried that the virus could threaten economic
development in developing states, and organizations like the IMF, World Bank, and the
private sector supported health interventions along these lines according to Stuckler and
McKee (2008). A final rationale for these interventions was the provision of global
health as public health which explains the international support by institutions including
the WHO and UN which established UNAIDS to specifically deal with the disease.

These five metaphors and the wide cast of advocates for these appropriations go a
long way to explain the speed with which AIDS treatment was justified in a variety of
venues. These justifications and initial successes also are dominant in explaining why,
despite the current global financial crisis that AIDS treatment coverage continues to
escalate rather than being reduced in scope. This is a sharp break with other past health
interventions which largely disappeared in lean times when only the global health as
charity narrative was used. PEPFAR for instance started off as a $15 billion dollar
program that at the time of its launch seemed like little more than a State of the Union
promise by President Bush. By the time it was reauthorized in 2008, it was expanded to
include $39 billion for AIDS alone, in addition to expanded commitments for malaria
and tuberculosis (PEPFAR, 2009).

ARYVs: What Type of Goods Are They?

What is especially helpful from a social scientific perspective is the fact that the
international community, through the various international and bi-lateral institutions
offered health care funding support in every viable African country, according to WHO
data. This means an inaccessible country like Somalia lacked AIDS treatment, but these

appropriations were made in countries whether they were considered friends or foes of



the western world. With this support, one can make the case that treatment was made
available and African governments all had the possibility of accepting this aid. There
were countries that received greater or lesser aid, but it is worth noting that the overall
treatment of international health aid was advocated for all countries, and the availability
of treatment was universally available for individual states to seek through a variety of
mechanisms including international grants and diplomatic efforts to garner bilateral aid.
Also, all countries benefit from the knowledge gained and economies of scale which
have resulted in the prices of the required medications dipping dramatically per capita as
these efforts escalate (Parker, 2007).

Based on these commitments, and the fact that these programs continue to expand
despite the international financial crisis, I would argue that international funding for
AIDS is here to stay and that AIDS treatment is no longer exclusively a private good.
Based on the wide variety of narratives used to justify public health and the fact that
international assistance for health care has been accepted by more than forty African
states, I would argue that these resources are available to some degree to every African
nation-state. Still, with no country achieving 100 percent coverage, they cannot be
considered a public good. How can we categorize this good that fits somewhere
between public and private? Kapstein and Busby describe a term known as merit goods
which they describe as, “the transformation of ARVs from private goods, which only a
few victims of AIDS could afford, into merit goods or entitlements, defined as goods
that should be made available to everyone, irrespective of their ability to pay for them,”
(2009, 2). As the Harvard experts advocate, restricting access to only some portion of

patients able to pay for their own care will only allow the disease to spread more widely,
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making exclusion detrimental to the overall goal of reducing further spread of the
disease. Available data also indicates that despite the global financial crisis, resources
have expanded rather than ebbed in flow showing the non-subtractable nature of
resources provided for fighting the AIDS crisis. Chen et. al. (1999) argue that public
health in the globalized age has become a public good, but ARV availability could only
be qualified as a public good once coverage rates reach 100 percent. This is
commensurate with Farmer’s advocacy for increased availability of treatment based on a
human rights based approach to this set of issues, which has emerged as an international
norm as described by Kapstein and Busby (2009). This concept of merit goods will be
used throughout the dissertation.
Domestic Ownership

Equally important is the agency with which countries could accept or reject this aid.
As Jackson and Rosberg (1982) argued, the juridicial characteristics of statehood would
prevent international intervention without at least tacit support from the individual states
in question. As an example of this domestic ownership, despite PEPFAR being a
bilateral, U.S. funded initiative, eighty six percent of the organizations that actually act
on the ground to carry out these supported projects in 2008 were indigenous
organizations (PEPFAR, 2009). South Africa under Mbeki vehemently denied the
linkage between HIV and AIDS, but this did not prevent the country from accepting
international aid, according to Patterson (2006). These statements were likely
responsible for South Africa receiving less aid per capita than more proactive regimes
like Uganda where political leadership was quicker to accept the underlying science of

the disease. This probably explains why Uganda received the largest amount of
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international assistance per AIDS patient in 2004 among African countries (Patterson,
166).

While international support by the NGOs dominated the headlines, domestic
governments have also prioritized spending on health. According to WHO data, African
states have taken on a large share of the bill for health in their countries, and health
accounts for more that 5% of GDP spending on average by African governments (WHO,
2008). The international organizations involved has strongly emphasized that the
overall response effort is nation-state owned and led (UNAIDS, 2009). Based on these
and other examples that will be provided in the dissertation, I argue that despite focus on
the role of foreign assistance, nation-states are in control of their own treatment
programs, and greater or lesser international resource availability is both directly and
indirectly influenced by the choices made by domestic governments. The South
Africa/Uganda divide is an example of how domestic differences resulted in different
levels of commitment by the international community. The commitments by African
regimes to AIDS policy prioritization despite the universal availability of at least some
resources by international institutions is the puzzle to be examined at several levels in
the dissertation. With African governments owning responsibility for the AIDS
response, and international institutions making these health resources available in some
degree to all countries, why has there been such dramatic differences in levels of success
scaling up AIDS treatment?

The Dissertation Puzzle
Several of the countries most successful at fighting the disease are among the

weakest in economic and state capacity (Patterson 2006, 28). Why for instance an
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economically weaker country like Botswana has the most robust treatment of any
country with 76% of needy AIDS patients getting treated according to the WHO’s 2006
data. Economically stronger and with greater health capacity, South Africa lags with
barely more than 20% of AIDS patients having similar access. Explaining these
divergent cross-national outcomes is the goal of the first article in this project.

Before proceeding, I will first articulate my specific research questions and define the
part of the wide AIDS field that I will investigate. First, this project will explore the
following question: at the country level, what are the political determinants of ARV
coverage in the African context; in other words, why have some countries been able to
treat more patients than others? A second research question disaggregates the analysis
to the sub-national level: what explains the distribution of ARV resources when they are
not available to all patients who require them? Third, and finally, at the individual level
what explains satisfaction or dissatisfaction with AIDs policy responses? Each of these
questions will be discussed in greater detail below. I should note here that although I
recognize that AIDS treatment is only one part of the overall policy response, the
scientific consensus indicates that treatment and prevention are mutually beneficial. In
this inquiry I will focus almost exclusively on the treatment portion of this response.
Further research on prevention would be a useful direction for further inquiry.

I would like to quickly summarize the direction of these inquiries before expanding
upon them in greater detail in the individual articles. First, I plan to perform a macro-
level statistical analysis addressing why some states have been more effective in scaling
up ARV programs in Africa than others utilizing OLS regression. I would like to

investigate what political factors lead to the divergent outcomes. For example, is ARV
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implementation an outcome of regime type, democratic stability, or economic strength?
This statistical analysis would represent the first article for the dissertation. Second,
when countries cannot supply ARVs to all citizens, a common occurrence, what explains
the distribution of these scarce resources? Are these decisions based on economic,
political, or public health considerations? Again I will utilize statistical techniques,
offering a comparative analysis of two countries. Finally, what explains the differences
in citizen attitudes regarding these policy outcomes, either at the national or sub-national
level? In other words, why are some people more or less satisfied with their
government’s response to the disease? While this is a very brief account of the research

plan, I will develop these ideas in detail later in the individual articles.
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The Political Determinants of ARV Coverage in Africa: A Cross National Analysis
of States and Regimes

Introduction
The complexity of responding to HIV/AIDS in Africa can be seen from the

varying actors and organizations involved in this crisis. Individual citizens, civil society
groups, bureaucrats, state elites, international relief workers, foreign donors, political
leaders, and multi-national pharmaceutical manufacturers are all involved in an
unprecedented international response. From Washington to Geneva and Cairo to Cape
Town, AIDS in Africa has garnered enormous resources and attention. Such a large
scale effort has not occurred in a vacuum, and this article seeks to assess whether
institutional rules or institutional capacity influence these policy responses, how these
two characteristics influence one another, and finally, what components of the regime or
state are most important to ensure policies focused on providing treatment to AIDS
patients. In performing this analysis, focus in on AIDS treatment rather than prevention
or other efforts, though AIDS treatment is representative of an overall policy response.

Before delving into research questions, these important concepts need to be defined
and delineated. Institutional rules make up the regime. As Bratton and Chang (2006)
describe it, the regime is, “the set of political procedures—sometimes called the rules of
the political game—that determine who make decisions and how,” (1060). Regimes
vary from authoritarianism to democracies. Regimes are more transient than states,
which have greater enduring power. Again, quoting Bratton and Chang (2006), the state
is, “the bone structure of the body politic or the set of administrative institutions that

claim a legitimate command over a bounded territory. States vary in their strength from
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strong to weak, and in this analysis the focus is on formal political institutions. These
two characteristics are illustrated in the diagram below.

Figure 1.1: States and Regimes Considered Together

Strong States (Measured by WBI Stateness Index)
Strong Authoritarianism | Strong Democracies

Authoritarian Regimes Democratic Regimes (Measured by
Polity IV scores)

Weak Authoritarianism | Weak Democracies
Weak States

Testing how state capacity affects human development is an important part of this
paper, but it is not the only part of this project. Whether the relationship between regime
type and state capacity is interactive is another important question. The testable
hypothesis is that more democratic regimes and stronger states will have more robust
ARV coverage. Looking at the figure above, that would involve a relationship where a
scatter plot would indicate a linear relationship from lower left to upper right. Another
interesting possibility is that strong authoritarian states may be more able to deploy the
necessary resources that allow successful human development than weaker hybrid
regimes. That would be shown if the scatter plot was more 'V’ shaped with stronger
states having more positive human development outcomes. In order to assess these
relationships a three dimensional scatter plot will be necessary to assess these
relationships, but this figure demonstrates the importance of testing these two
independent variables side by side, increasing the dimensionality of governance and
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providing greater leverage over our research question than bivariate modeling would
provide. Whether or not these two independent variables are additive, reinforcing as an
interaction term, or whether countries can have a stronger authoritarian regime that
provides for greater human development outcomes is worthy of testing.

My research goal is firstly to explain the political factors that shape anti-retroviral
drug (ARV) policy outcomes including the scope of such efforts. In other words, what
are the political determinants of ARV coverage, and do democracies and stronger states
provide these resources more robustly than other types of governments? This study
performs a macro-level statistical analysis (OLS regression) addressing why some
countries have been more effective than others in scaling up ARV programs in Africa.

These questions are rooted in a research agenda proposed in 2001. In 2001,
Catherine Boone wrote in Africa Today, “Political Science as an academic discipline has
been slow in grappling with the enormous implications of the AIDS crisis for much of
the developing world,” (Boone and Batsell, 2001). Boone presented a series of AIDS
related sub-topics which political scientists could offer valuable research. As she put it,
“Five research agendas for Africa are: variations in state response to the pandemic; the
relationship between governments and NGOs; the AIDS challenge to neo-liberalism;
AIDS and North-South tensions; and connections between AIDS and international
security issues,” (Boone and Batsell, 2001). Clearly, and as the literature review will
indicate the field is wide open for political scientists inquiring about AIDS from
multiple angles aimed at a variety of research questions; the research below will focus

heavily on the first of Boone’s recommendations, focusing on variation in the national
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responses to ARV treatment. I will next review important literature on the nature of
African states and regimes before discussing the research design.
Literature Review
The literature review proceeds with a review of relevant literature on the African

regime before a discussion of the African state follows. After this literature has been
discussed, appropriate hypotheses, measures, and testing are discussed.
African Regime Literature

AIDS is obviously an important challenge for the African continent, but what is
the political dimension in this project? This set of questions has substantive theoretic
importance for political science scholars as well. One of the great debates within the
field is the dialogue between scholars arguing that development promotes democracy
(Lipset 1959) and authors who argue that these traits do not necessarily go together
(Deutsch, 1961). Diamond (1992) retested Lipset’s hypothesis with data showing that
democratic regimes specifically increase human development. Diamond’s focus on
human development is also limited to cross tabs without a more in depth modeling
component. AIDS treatment is a specific measure of human development, and it is an
effective indicator that similarly evaluates whether public policy is geared towards
improving public focused policy outcomes. Furthermore this debate is complicated by
those who believe economic development underpins democratic endurance (Przeworski
et al 2000) and those who have argued that inequality is an intermediary variable
between democracy and development (Boix and Stokes 2003; Acemoglu and Robinson

2006).
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Less work has been done to look at how regime type structures human development.
Specifically, although some scholarship suggests a positive relationship (Gerring et al,
2005, Deacon 2003, Stasavage, 2005, Halperin et. al. 2005) between democratic regimes
and more successful policy outcomes, other work indicates no relationship exists (Ross,
2006). A few authors have targeted the relationship between democracy and health
specifically with a positive relationship found in several cases. Govindaraj and Rannan-
Eliya (1994) found that when comparing communist and democratic regimes,
democratic regimes had more favorable health outcomes in terms of infant mortality and
life expectancy. Franco et al (2004) found similarly that states with greater political
freedom also enjoyed better health outcomes as measured by life expectancy, infant
mortality, and maternal mortality rates. Interestingly, Tsai (2006) found that among
developing countries, democracies out performed non-democracies in health provision,
even when controlling for health spending. As most of the literature suggests, there
appears to be some sort of relationship between democracy and positive health
outcomes.

Diamond and Morlino (2005) state in the introduction of their book that, “We can
analyze democratic quality by what it achieves in terms of government responsiveness to
the expectations, interests, needs and demands of citizens,” (xxix). One of the important
measures of democratic quality as they argue is vertical accountability, linking the fate
of elected officials to how citizens evaluate their political choices (xviii). For a citizen
infected with AIDS, what could be a more important need than life prolonging
treatment? Seeking to explain the relationship between democracy and positive health

outcomes, Vollmer and Ziegler (2009) argue that democratic regimes place higher
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priority on redistributive policies including health care. They go on to state that
democratic societies are able to overcome inequalities more effectively, leading to
greater provision of these merit goods. In this way, their findings echo the framework
developed by Diamond and Morlino as public demand for these resources are able to be
met as democratic institutions serve as an interactive highway between regimes and
citizens.

It is often assumed that democratic values will promote greater public focused policy
outcomes. Sen (1981, 1999) argues that democratic regimes offer voters the opportunity
to penalize ineffective leaders and that the free press allowed under democratic rule
promotes greater information transparency. As Sen argues electoral considerations force
politicians to respond to public demands, necessitating human development investment.
Gerring et al’s (2005) analysis focuses on several possible mechanisms that link
dem.ocracy to human development: they considers electoral competition, the importance
of a free press, the likelihood that civil society advocates for human development
investment, the possibility that democratic regimes must provide some measure of
equality, the likelihood that democratic taxing institutions allow for a mechanism of
redistribution, and finally that democracy provides a more stable environment for the
provision of public goods.

While the idea that more democratic regimes should produce greater human
development outcomes has face validity, the empirical testing to this point does not
necessarily verify this expectation according to Ross (2006). Ross’s (2006) research
argues that this relationship does not hold when one focuses on whether democracies

provide better human development outcomes for the masses. Ross argues that although
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the commonly accepted wisdom links democracy and human development, there is a
lack of consideration of global health, the lack of focus on country specific effects, and
missing data for the poorest of countries. With this conflicting finding, it provides an
important opportunity for retesting which I can analyze in my first article.

With one of Gerring et al’s (2005) findings showing that longer lasting democratic
regimes result in greater human development outcomes, it is important to assess regime
stability. This is especially important in Africa given the prevalence of hybrid regimes
that sit between full democracies and authoritarian states as discussed by numerous
authors including Bratton et. al. (2005), Diamond (2002), Schedler, (2002), van de
Walle (2002) and Levitsky and Way (2002).

Gyimah-Boadi (2004) also argues for a connection between democratic transparency
helping Africa’s emerging democracies fight the AIDS epidemic (18-20). He argues
that authoritarianism contributed to the emergence of the crisis, but that transparency has
required states to admit and deal with the disease. Looking at the disease in a different
way, Gyimah-Boadi argues that the disease threatens African democracy citing that less
democratic regimes like Uga;nda have been more effective in AIDS policy than more
democratic Botswana and South Africa. He claims that even weak political
responsiveness and accountability, the key democratic values attributed by Diamond and
Morlino (2005), have crippled the political response. More favorably, he views
democracy as providing some opportunities for successful AIDS policy, mentioning
democratic openness, civil society strengthening, bolstered rights for women, and
economic liberalization. These characteristics, as he put it, “appears that the prospects

of effective...control of the spread of the disease are better now than ever,” (20).
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Does the act of holding elections guarantee these results? Lindberg (2006) argues
that elections in and of themselves increase the likelihood of liberalization regardless of
flaws and that a three election cycle will increase the quality of democracy. As he
argues, democratic practice enhances democratic values in a society. But is the
procedure of elections enough to ensure public focused policy results? Is it the political
space provided by elections that improves policy or the does increased competitiveness
between parties that leads to these provisions? Dovetailing with this increased
competition, Wantchekon (2003) indicates that competing parties often turn to
clientelistic messages, but his findings suggest that women voters are especially swayed
by public goods focused messages that lead one to belief that multi-party competition
may drive up these types of public regarded commitments to a larger extent. Do public
focused outcomes require competition and transitions in power in accordance with
Huntington’s (1991) two turnover test? As Reynolds (1999) argues, democratic
institutions build an inclusionary ethos that can lead to these positive outcomes. As he
states, electoral systems and institutional design are critical components that determine
the success or failure of democratic experiments in Africa as states must overcome the
realities of their multiethnic societies through successful inclusionary design.

African State Literature

Instead of looking at the regime and the authoritarian/democratic continuum, another
important component of a country is its state structure. While more democratic regimes
either do or do not allow for greater ARV provision, it is likely that the level of
resources and institutional capabilities that a state has will be an important determinant

of ARV provision. State focused scholarship argues that instead of the type of
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government in place it is the strength of this government that matters most. Englebert
(2000) has made the case that the development of state capacity structures the policy
choices available to elites and, in turn, the quality of governance in respective countries.
In other words, treating AIDS patients would only be possible in states that exceed a
certain strength threshold. Englebert links the importance of capacity and economic
development, one component of human development (2000, 30-37).

Villalon and Huxtable (1998) have echoed these sentiments from both Englebert and
Patterson’s work, summarizing them in five characteristics. Their categories include the
African state holding five key traits, “a client status, a personalized identity, a
centralized or overdeveloped morphology, a prebendal or rentier nature, and an
extractive impulse,” (11). In unpacking these terms, they discuss the African state as a
clients, usually first as a client of the colonizing nation and then later as a client of either
the United States or Soviet Union during the Cold War. In the post-Cold War era, the
African state can no longer count on these relationships to ensure sustainable in(;ome
(12). In terms of personalization, they discuss the dominance of an individual leader
(12). In these countries where a single leader dominates the policy process, the lines
between state and regime are often blurred. This relates well to our issue of inquiry,
with Mbeki’s dominance over South African AIDS policy during his regime a
controversial example. They go on to describe the over-centralized and overdeveloped
nature of the African state. As they describe it, the state employed too many people with
the power concentrated on the center rather than a multi-layered structure that would
empower local institutions (13). When using the term prebendal or rentier state, they

refer to the state as the key distributional force in which the state plays the role of patron

26



and citizens serve as clients who are rewarded for their loyalty, either through resource
or employment opportunities, thus using the nation’s resources promote political
stability (13). Finally, as they describe, the state serves as an extractive force with the
goal of the state to focus on these activities rather than enhancing the state’s capacity
(14). Boone (2003) also focuses on the state and the variation in the strength of these
institutions as reflective of local circumstances, often by rural political elites. Boone’s
research offers a bottom up approach to the state, which is often subject to top-down
discussion.

Providing an example of such a top-down discussion is the work of Jackson and
Rosberg (1982). Rather than focusing on the Weberian definition of the state which
focuses on the monopoly over the legitimate use of force, with an emphasis on the
military, police, and courts, these authors focus on two levels to explain why Africa’s
states have survived. They break the state into its empirical and juridical pieces. They
argue that the African state exists largely on its juridical, or international law based
status and that Africa’s states are empirically weak where they function at all (4,5).
They argue that the African state generally fails to hold stable communities where the
nation-state is the dominant institution compared to ethnic groups (Posner, 2005) or
local institutions (5). They go on to discuss the state’s inability to fulfill the requirement
of an effective government, capable of penetrating the state and reigning over the
domain of its entire territory. They describe the individuals comprising the state as
under-resourced, both in their level of capacity and their ability to deploy these limited
tools. This fits with the Villalon and Huxtable notion of the state as overdeveloped with

too many people with too centralized a structure; as they discuss, this overdevelopment
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is further hindered by a lack of investment in resources (8). In summary, the empirical
African state, which is what we are interested in their ability to provide for their
individual citizens can be characterized as weak (12). As they describe, the juridical
elements which can be characterized by intmaﬁond club membership more than any
definition that beholds citizens to government. In this definition, boundaries and
international recognition are what characterizes these traits, a minimalist definition that
does nothing for citizen subject which they discuss in their conclusion (21).

Similarly focused on territorial definitions of the state, Jeffrey Herbst’s (2000)
research focuses on the lack of penetration of the African state and the inability of these
states to effectively penetrate African societies. This project conceptualizes state
penetration through roadways, which Herbst argues are inherently underdeveloped in
most state structures. In his description the territories necessitated colonial institutions
which ruled on the cheap; at independence these international boundaries, the juridical
statehood described by Jackson and Rosberg (1982), were upheld by the international
system and post-colonial state boundaries simply followed this pattern. As Herbst
argues, the defined state often only reigns over the capital city rather than extending its
reign over the full realm of its territory and possibly to a valued region containing an
extractable resource as both Boone (2003) and Villalon and Huxtable (1998) described
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