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1
Introduction

The Geopolitics of Public Health in the BRICS Nations
In recent years, political leaders in Brazil, Russia, India, China, and South Af-
rica, a group of nations known as the BRICS, have aspired to become world 
leaders in political and economic development. Their growing economies, cul-
tural influence, and heightened participation in foreign affairs have earned the 
respect of the international community. This exclusive group of countries 
has worked together to reformulate international discussions and policies on is-
sues ranging from fair and free trade to human rights, while defending the 
interests of less developed nations. The BRICS, empathizing with countries 
perceived as being controlled and manipulated by international creditors such 
as the International Monetary Fund (IMF) and the World Bank, have gone so 
far as to create their own regional development bank as a counterweight to 
these institutions (Pilling, 2014). And the tables have turned. In 2011, the IMF 
asked the BRICS for their assistance in helping save Greece, Portugal, and 
Spain, all on the brink of financial collapse (Soto and Murphy, 2011). Ironically, 
in 2003, it was Brazil that approached the IMF for help in rejuvenating its flag-
ging economy (BBC, 2003). In short, the BRICS have aligned with one another 
based on their similar interests and success in reforming their foreign policies 
and achieving global prominence.

When it comes to health policy, however, the BRICS nations have not be-
haved as similarly, nor have their policy achievements been as impressive. As 
figure 1.1 illustrates, these governments have differed considerably in their 
commitment to healthcare spending, highlighting key differences in their ap-
proaches to improving the health and wellbeing of their citizens. Furthermore, 
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2    Geopolitics in Health

the BRICS have failed to prioritize the strengthening of the institutions and 
policies that undergird their healthcare systems, not only by ensuring that poli-
cies are effectively implemented, but also by ensuring that federal and state 
funding is allocated efficiently, that health officials are held accountable, and 
that everyone—especially women and minorities—is treated equally with 
respect to healthcare needs (Gómez, 2015b).

But were the BRICS as different when it came to responding to public 
health crises, such as epidemics? One could easily assume that, given the BRICS’ 
increased prominence on the world stage and striving for greater political and 
economic influence, they would similarly take an interest in aggressively re-
sponding to diseases that threaten their economic performance and growth 
potential. One could further assume that such potentially devastating threats 
would increase political interest in responding through immediate and ag-
gressive bureaucratic and policy reforms—especially when compared with 
responses to diseases perceived as less severe and catastrophic, such as diabe-
tes, hypertension, and cancer, and broader health systems challenges. However, 
even when faced with disease epidemics, none of these nations immediately 
responded.

By the early 1990s, the HIV/AIDS epidemic was sweeping across the BRICS 
nations, generating fear, discrimination, and social instability and contributing 
to thousands of deaths in a short period of time. A foreign-born virus, HIV/
AIDS had several modes of transmission, ranging from sexual relations and poorly 
managed blood transfusion processes to the sharing of needles in intravenous 
drug use. Tuberculosis (TB) resurfaced shortly thereafter because of the im-
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Figure 1.1. BRICS general government expenditure on health (as percentage of total 
government expenditure), 1995–2012. Source: WHO, 2015.
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Introduction    3

mune system deficiencies caused by HIV and because of increased poverty and 
urbanization. And as a consequence of accelerated economic growth, interna-
tional trade, and changes in daily lifestyle—in essence, the very products of the 
BRICS’ success as emerging economies—obesity emerged as a serious public 
health threat by the turn of the twenty-first century, contributing to a host of 
related diseases such as hypertension, diabetes, and cancer.

The BRICS differed in how they responded to these epidemics, highlighting 
important differences in their political commitment to meeting healthcare 
needs and safeguarding their societies. The BRICS’ responses ranged from 
the limited introduction of prevention and treatment policies, mainly during 
the early 1990s, to a stronger policy response by the mid-1990s, which entailed 
a rise in administrative and policy spending on prevention and treatment pro-
grams. By the mid-2000s, the BRICS differed in the key outcome of interest in 
this book: developing a centrist policy response. This response, as I explain in 
greater detail shortly, entails continuously expanding the funding and adminis-
trative capacity of public health programs, consistently financing effective and 
innovative prevention and treatment programs, and introducing innovative pol-
icies to increase the national government’s influence over implementation of 
policy at the subnational level. During the early 1990s, in all of the BRICS na-
tions, the introduction of prevention and treatment programs was limited, 
drawing considerable international and domestic criticism and pressure. By the 
mid-1990s, Brazil, India, and China were the first and only BRICS nations to 
exhibit a stronger policy response, mainly by boosting their financial and ad-
ministrative commitments to HIV/AIDS and obesity prevention and treatment 
programs. By the early 2000s, Brazil was the only BRICS nation to engage in a 
centrist policy response. In contrast, Russia and South Africa have never en-
gaged in a stronger policy response, nor have they achieved a centrist policy 
response.

These findings lead us to question to what extent the BRICS are emerging 
as successful and equitable economies. By carefully unraveling how these gov-
ernments have responded to different types of public health threats, we can see 
that the BRICS have not been entirely committed to introducing policy inno-
vations that will help safeguard their population from disease, produce healthy 
and productive citizens, and contribute to sustainable levels of economic growth; 
if most of the BRICS are not adequately investing in public health, then to what 
extent are they fully committed to achieving these objectives (Clements, Co-
ady, and Gupta, 2012)? Why haven’t politicians taken public health seriously? 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



4    Geopolitics in Health

And will this lack of attention eventually undermine their growth prospects 
and influence? I address these questions in greater depth at the end of this book 
(chapter 7), arguing that in a context where several of the BRICS are experienc-
ing economic recession and political and social instability, the failure to take 
healthcare more seriously may further undermine their ability to achieve their 
global economic and political aspirations.

Why were the BRICS nations so different in their response to disease epi-
demics? I argue that answering this question requires a comparative historical 
analysis of the BRICS’ evolutionary policy responses to disease and their rela-
tionship with the international community. More specifically, I argue that the 
BRICS’ geopolitical positioning mattered most when accounting for differ-
ences in the timing of government response to epidemics and their capacity to 
achieve a centrist policy response.

I define geopolitical positioning as explaining the interests and incentives of po
litical leaders to respond to international criticism and pressure for an improved 
response to epidemics through a stronger policy response, the different domes-
tic and foreign policy strategies that this response entails, and leaders’ willing-
ness to pursue international financial and technical assistance to achieve their 
policy objectives. More specifically, geopolitical positioning entails both posi-
tive and negative elements. On the one hand, positive geopolitical positioning 
emerges when political leaders respond positively to international criticism and 
pressure by immediately pursuing stronger domestic bureaucratic and policy 
reforms to increase their international reputation in health,1 while at the same 
time proactively seeking the financial and technical assistance of the interna-
tional community to achieve their objectives.2 These efforts build on a long 
foreign policy tradition of enhancing the government’s international reputa-
tion in development more broadly and in public health, while working in coop-
erative, reciprocal partnerships with international institutions in periods of 
health crisis. Positive geopolitical positioning also emerges when political lead-
ers make public statements about their interest in increasing their government’s 
reputation in health, while proactively marketing their policy success by invit-
ing international officials to government meetings to display the government’s 
commitment to reform. Finally, positive geopolitical positioning emerges when 
leaders provide foreign aid in health to further advance their international 
reputation—that is, they strive to help other developing nations respond to epi-
demics by sharing their successful policy ideas and experiences at international 
meetings, collectively working with other nations to ensure access to essential 
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medicines, and providing financial and technical assistance. These efforts, in 
turn, further reinforce the government’s international reputation as one that is 
capable of eradicating disease while helping other nations achieve the same. 
Such was the case for Brazil, India, and China, eventually prompting these 
governments to strengthen their response to HIV/AIDS and the more recent 
obesity epidemic.

Why were these nations concerned about building their international repu-
tation in health, and which audience were they addressing? Brazil, India, and 
China were mainly targeting the West in their reputation-building endeavors, 
for several reasons. First, building a strong reputation in health facilitated the 
ability to increase international investor confidence and to establish trade and 
diplomatic relations with prosperous western nations (Bava, 2007; Y. Huang, 
2013; Roberto de Almeida, 2013). Second, establishing a reputation of com-
plying with the international policy norms and expectations established by 
influential western institutions, such as the United Nations (UN) and the World 
Health Organization (WHO), was perceived as a means for Brazil, India, and 
China to increase their legitimacy and influence within these institutions, 
while helping marshal UN support for their election to important UN bodies 
such as the UN Security Council and the World Trade Organization (WTO) 
(Bremmer, 2012; Jabeen, 2010). And third, in a context where these nations 
were seeking assistance to modernize their economies, they believed that by so-
lidifying their reputation as states capable of controlling the economic conse-
quences of disease, they could gain the trust and assistance of UN financial 
institutions such as the World Bank and the IMF (Finch, 2007; Roberto de 
Almeida, 2013).

On the other hand, negative geopolitical positioning emerges when political 
leaders ignore international criticism and pressure and have no interest in build-
ing their international reputation in health through a stronger policy response. 
In this context, political leaders position their nations as sovereign states, be-
lieving that they have the knowledge and capacity to respond on their own, at 
their own pace, and questioning the assistance of international institutions. 
This builds on a foreign policy tradition of global and regional leadership, striv-
ing to strengthen their bilateral influence rather than seeking cooperative, recip-
rocal partnerships with the international community. Consequently, negative 
geopolitical positioning also emerges when leaders decide not to pursue interna-
tional financial and technical assistance when public health threats emerge, while 
rejecting alternative policy ideas that do not comport with the government’s 
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6    Geopolitics in Health

preexisting approaches to disease prevention and treatment. Although political 
leaders may provide foreign aid assistance in health to other nations, the purpose 
of these actions is to solidify their position as global leaders rather than attempt-
ing to be perceived as benevolent, caring nations that are also striving to im-
prove their reputation in health. In this geopolitical context, leaders pursue an 
improved policy response to epidemics only when they pose clear threats to the 
national security, such as military readiness and economic stability. As I show 
in this book, Russia’s and South Africa’s responses to HIV/AIDS and TB fit 
this mold nicely, leading to a correspondingly delayed and ineffective policy 
response when compared with Brazil, India, and China.

It is important to note, however, that there are historical precedents shap-
ing the emergence of positive and negative geopolitical positioning. With re
spect to positive geopolitical positioning, governments that are interested in 
international reputation building are often shaped by a foreign policy tradition 
of achieving this objective, repeatedly marketing their government’s political 
stability, economic capacity, technical expertise, and cultural richness while 
being peaceful partners in international multilateral relationships in diplo-
macy, national security, economic cooperation, and global health policy. At no 
point have these nations historically perceived themselves as world leaders, 
superpowers, or the makers of international diplomacy, peace, and institutions. 
What’s more, these nations often have a foreign policy tradition of receiving 
international financial and technical assistance for economic development and 
public health, realizing that they cannot achieve their policy goals without the 
help of the international community—this smacks of humility, an eagerness to 
learn from others. Taken together, and as table 1.1 here illustrates, it is the 
presence of three primary historical precedents that eventually contributes to 
the formation of positive geopolitical positioning: first, a historic foreign policy 
commitment to increasing a government’s international reputation in economic 
and social development, as well as public health; second, a historic foreign policy 
commitment to engaging in peaceful international cooperation and multilat-
eral partnerships in general and in public health; and, finally, government re-
ceptivity to international financial and technical assistance for development 
and health policy reform. In this book, Brazil, India, and China provide good 
examples of these historical precedents.

Negative geopolitical positioning is also often shaped by several historical 
precedents. The first of these is a historic government commitment to pursuing 
foreign policies in international leadership and world power in general and in 
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public health. Here, a foreign policy of international leadership takes the form 
of governments seeking to establish world peace through the creation of trea-
ties and institutions, establishing international economic trade agreements 
while providing international funding and technical assistance for a variety of 
economic and social welfare sectors, including public health; with respect to 
foreign policies of world power, this entails a government’s historic commit-
ment to developing foreign policy strategies for strengthening and sustaining 
its international influence, such as pursuing high levels of economic growth, 
investing in military capacity, engaging in foreign military campaigns, and pro-
viding military aid to other nations. The second historical precedent entails a 
foreign policy legacy of ensuring state independence, sovereignty, and autonomy 

Table 1.1.  Geopolitical Positioning in the BRICS Nations

Historical Precedents
Positive 
Positioning Negative Positioning

Brazil, 
India, 
and 
China

• � Historical foreign policy 
commitment to inter
national reputation 
building in development 
and in public health 

• � Historical foreign policy 
commitment to peaceful 
international coopera-
tion and multilateral 
partnerships in general 
and in public health 

• � Government receptivity 
to international financial 
and technical assistance

• � Positive response 
to international 
criticism and 
pressure, and an 
interest in 
reputation 
building; pursuit 
of international 
financial and 
technical 
assistance for 
health policy 
reform

Russia 
and 
South 
Africa

• � Foreign policy legacies 
in international leader-
ship and world power 
and in public health 

• � Foreign policy legacies 
of government indepen
dence, sovereignty, and 
autonomy from external 
influence

• � Government apathy 
toward international 
criticism and pressure, 
and lack of interest in 
international reputa-
tion building 

• � Lack of receptivity to 
international financial 
and technical 
assistance for policy 
reform
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8    Geopolitics in Health

from international interference, especially when such interference conflicts 
with preexisting domestic policy beliefs and preferences. When taken together, 
these historical precedents contribute to the formation of a government that is 
not influenced by a rise in international criticisms and pressures. Consequently, 
governments with these precedents have no interest in pursuing a stronger pol-
icy response in order to increase their international reputation in health. At the 
same time, as powerful, independent nations, they see no need to pursue interna-
tional financial and technical assistance for their public health programs, as 
these nations consider themselves to have the experience, knowledge, and ca-
pacity needed to effectively respond to epidemics on their own. In this context, 
rather than receiving foreign aid assistance to enhance their policy response 
to health epidemics, governments will instead view themselves as donors of 
such financial and technical assistance—at times, even at the expense of neglect-
ing to invest in their own policy response to the same disease. As we will see in 
this book, the countries of Russia and South Africa provide good examples of 
these processes.

Differences in geopolitical positioning provide necessary but insufficient 
causal conditions for ultimately achieving a centrist policy response. Also impor
tant is the type of bureaucratic–civil societal partnerships present. As the recent 
literature emphasizes, when these partnerships are strong, health bureaucrats 
can obtain the political support, financial resources, and information needed 
to ensure that policies are well funded and implemented (Garcia and Parker, 
2011; Gómez, 2013b; Rich, 2010; Rich and Gómez, 2012). Scholars specifically 
claim that the bureaucracy needs civic organizations, such as nongovernmen-
tal organizations (NGOs), to strengthen its political legitimacy within gov-
ernment, thus allowing the formation of policy networks and coalitions. 
Bureaucrats, as a result, receive both political and financial support for their 
health programs (Carpenter, 2001). And yet, the bureaucracy also needs to work 
closely with NGOs to obtain information about ongoing healthcare needs and 
cultural and/or local institutional challenges to implementing federal (or in-
ternational) policy guidelines (Garcia and Parker, 2011; Rich and Gómez, 
2012). Under these conditions, the bureaucracy can both sustain and create 
effective policy responses to epidemics.

The BRICS countries vary considerably in the strength of the bureaucracy’s 
partnership with NGOs. This, in turn, reflects differences in history, culture, 
institutions, and therefore political and civil societal expectations of how the 
bureaucracy relates to activists in the domain of public health. These unique 
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backdrops have also shaped how NGOs view public health bureaucrats in re-
sponse to disease outbreak; the bureaucracy’s roles, responsibilities, and rela-
tionship with NGOs; and the issue of whether citizens should work with the 
government in response to public health threats.

In Brazil, there has been a strong historical partnership between the bureau-
cracy and civil society in the area of public health. This is mainly due to the 
bureaucracy’s efforts since the early nineteenth century to work closely with so-
cial health movements, public health associations, and local communities to 
increase the bureaucracy’s political legitimacy, support, and policy influence. 
This close working partnership facilitated the expansion of public health policies 
and federal intervention in helping local governments respond to epidemics. 
Federal bureaucrats also developed a high degree of cohesiveness and trust with 
these civil societal organizations, in the process aiding bureaucrats’ ability to 
obtain important health information, learn about local needs, and design effec-
tive policy strategies. I argue that this strong bureaucratic–civil societal part-
nership persisted over time, eventually facilitating the emergence of a centrist 
policy response to HIV/AIDS and obesity.

None of the other BRICS nations have this long history of bureaucratic–
civil societal partnerships. In India, China, Russia, and South Africa, for dif
ferent historical, cultural, and political reasons, the public health bureaucracy 
was highly autonomous from civil societal influence, devising policies and im-
posing them on subnational governments. Consequently, local communities 
preferred to respond to diseases on their own, never seeking to challenge 
government policy and/or to volunteer information for better policy prescrip-
tions. In South Africa, under apartheid, the government was divided in its 
partnership with activists, private physicians, and healthcare workers on racial 
grounds: white communities often benefited from public health bureaucrats’ 
working with them in response to epidemics, while black communities often 
responded on their own. In India, China, Russia, and South Africa, then, unique 
historical contexts engendered weak bureaucratic partnerships with NGOs in 
response to the HIV/AIDS, obesity, and TB epidemics. These weak partner-
ships challenged their government’s ability to sustain and deepen their policy 
response.

Bureaucratic–civil societal partnerships are not the only role that NGOs 
can play in response to epidemics. NGOs may also be effective at independently 
and aggressively pressuring the state for a policy response. As I explain in this 
book, however, this occurs only after national governments have already 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



10    Geopolitics in Health

responded to epidemics and for their own geopolitical or domestic reasons—
as seen in Brazil and South Africa, respectively. In contrast, in India, China, 
and Russia, NGOs are still comparatively weak and not nearly as effective in 
organizing and pressuring the government for policy responses to HIV/AIDS 
and other diseases (Gómez and Harris, 2015). Because of NGOs’ limited role 
in instigating a policy response, I decided to focus in this book on the geopo
litical incentives motivating governing elites to do so, as well as bureaucrats’ 
subsequent efforts to seek out and establish partnerships with NGOs—but only 
after the bureaucrats were already committed to policy reform and were seek-
ing allies to further consolidate their policy interests.

I argue that a centrist policy response to disease epidemics requires a combina-
tion of both positive geopolitical positioning and health bureaucrats’ strong 
partnerships with civil society. However, geopolitical positioning emerges as the 
first and most important variable in our causal sequence of events, followed by 
the strength of bureaucratic–civil societal partnerships. This is because it is 
geopolitical positioning that first determines the incentives for governing elites 
to support the public health bureaucracy and its reform efforts. For instance, 
with regard to positive geopolitical positioning, political leaders will be moti-
vated to proactively support bureaucratic reforms to achieve their international 
reputation-building interests. In the absence of these interests and political sup-
port, bureaucrats will not be incentivized to pursue stronger partnerships with 
NGOs, in the expectation that they will not be able to strategically use NGOs 
for the acquisition of financial resources. This is because, even if bureaucrats did 
succeed in establishing strong partnerships with NGOs, in the absence of politi
cal leaders’ geopolitical incentives to support their cause, bureaucratic calls for 
reform would not be supported. Moreover, on their own, strong bureaucratic–
civil societal partnerships will not enhance a nation’s international reputation in 
health, especially when, due to a lack of political attention and support, they do 
not lead to the introduction of innovative prevention and treatment programs.

As table 1.2 illustrates, when the BRICS nations are compared, Brazil 
illustrates both causal conditions: positive geopolitical positioning and strong 
bureaucratic–civil societal partnerships. In contrast, while positive geopolitical 
positioning was present in India and China, they had no strong bureaucratic–
civil societal partnerships. Meanwhile, in Russia and South Africa, neither of 
these causal conditions was present, thus leading to weaker policy responses.

My proposed geopolitical positioning framework is dynamic in nature: it 
assumes that different governments are not exposed to the same kinds of inter-
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national policy expectations and pressures at the same time and that, conse-
quently, they vary in when they respond to health epidemics and their capacity 
to achieve a centrist policy response. My argument rests on the notion that in-
ternational health agencies and donors respond to epidemics at different points 
in time, reflecting not only differences in the epidemiological nature of diseases 
and their social construction but also the varied influence of international insti-
tutions in policy-framing and agenda-setting processes (Shiffman, 2009). My 
proposed analytical framework therefore assumes that differences in the tim-
ing of these international expectations and pressures lead to differences in the 
timing of government response to epidemics, with some governments respond-
ing earlier than others. Reputation-sensitive political leaders in some nations 
will support changes to prevention and treatment policies earlier in response to 
epidemics when compared to other nations, while bureaucrats in the former 
nations will do the same when it comes to establishing strong partnerships with 
NGOs to advance their policy interests. However, some governments may be 
delayed in their encounter with international policy expectations and pres-
sures, reflecting differences in the timing of the epidemiological emergence of 
a disease in their country relative to others, with political leaders consequently 
supporting the creation of prevention and treatment programs at later times. 
Bureaucrats may similarly be delayed in their pursuit of a stronger partnership 
with NGOs for ongoing funding and support for policy innovation and 
implementation—though this depends, of course, on where political leaders po-
sition themselves geopolitically.

For instance, with respect to HIV/AIDS, Brazil’s government encountered 
these international policy expectations and pressures by the late 1980s, several 

Table 1.2.  The Argument: Factors Affecting Responses to Epidemics  
in the BRICS Nations

Positive 
Geopolitical 
Positioning

Negative 
Geopolitical 
Positioning

Strong 
Bureaucratic–
Civil Societal 
Partnerships

Centrist 
Policy 

Response

Brazil X X X
Russia X
India X
China X
South Africa X
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years before India and China, which encountered them in the early to mid-
1990s; South Africa and Russia first encountered these pressures in the late 1990s 
and early 2000s, respectively. Consequently, Brazil’s political leaders responded 
earlier to HIV/AIDS than these other nations and were willing to support a 
stronger policy response to it, and bureaucrats pursued a stronger partnership 
with NGOs for ongoing policy innovation and implementation, earlier than in 
these other nations.

These differences in the timing of international policy expectations, pres-
sures, and government response to health epidemics vary for different types 
of health threats. For example, HIV/AIDS emerged and was recognized by the 
international community much earlier (by the mid-1980s) than obesity (early 
2000s) and TB (late 1990s), and these differences account for the differences in 
the timing of government response to them both within and between nations.

This book’s main dependent variable of interest, then, is building a centrist 
policy response. I define this centrist policy response as the creation and ongo-
ing financial and administrative expansion of federal agencies, the develop-
ment of effective prevention and treatment policies (in particular, and where 
applicable, universal access to essential medicines), and formal and informal strat-
egies to increase the central government’s policy influence in a context of 
healthcare decentralization; all three of these components are necessary for a 
successful centrist policy response. Formal strategies to increase the central gov-
ernment’s policy influence are distinct from an ongoing increase in spending 
and administrative expansion for national programs because the former entails 
specific policy initiatives focused on conditional fiscal transfers to municipal 
governments in need of financial assistance, as well as informal strategies that 
entail the central government’s contracting with NGOs to monitor and pres-
sure local governments into compliance with federal policy guidelines. I high-
light the word ongoing here because merely introducing public health policies 
in response to international criticism and pressure is not perceived as a suc-
cessful centrist policy response. Nations may introduce policies but never fol-
low through in continuing to finance and enforce them. To achieve a centrist 
policy response, health bureaucrats must prove capable of obtaining political 
and financial support for their programs on a continuing basis.

But why would a centrist policy response be necessary? Shouldn’t healthcare 
decentralization provide a more effective approach to policy implementation? 
After all, theorists have long emphasized that politicians’ electoral accountabil-
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ity, better access to information about citizens’ needs, interstate competition, 
and civic participation in policymaking processes lead to more efficient subna-
tional spending and policy implementation (Manor, 1999; Musgrave, 1959; Oates, 
1999). Moreover, all of the BRICS nations—as well as most governments—have 
pursued a decentralized approach to healthcare financing and administration, 
thus suggesting a high level of confidence in this health systems approach.

Recent research nevertheless suggests that healthcare decentralization is 
not very effective in rendering public health services (Gauri and Khaleghian, 
2002; Gómez, 2011a; Nathanson, 1996; Rich and Gómez, 2012; Saltman, 2008; 
UNAIDS, 1999; WHO, 1992). Indeed, it has been the repeated absence of 
political and bureaucratic accountability, ongoing corruption, and insufficient 
human resources that have challenged the ability of decentralization to ad-
equately respond to disease epidemics—and other social welfare needs (Rich 
and Gómez, 2012; Smoke, Gómez, and Peterson, 2006). In fact, even the most 
vitriolic critics of a centralized government response to social welfare policy 
have argued that when it comes to public health, centralization is needed to en-
sure the timely provision of medical treatment (Pritchett and Wilcock, 2004).

This is not to say that decentralization has been a complete failure. Several 
scholars have pointed out that decentralization has both incentivized and 
encouraged increased healthcare expenditures and policy innovations at the 
subnational level in the BRICS and other developing nations (Capuno, 2011; 
Danishevski et  al., 2006; Ho, 2010; Osterkatz, 2011). But this spending and 
policy experimentation is often limited to wealthier state governments, lead-
ing to a major source of regional inequality in service provision among the 
states—especially in the BRICS nations (Gómez, 2015b; Zhang and Liu, 2013). 
Moreover, and relatedly, healthcare decentralization in the BRICS has not led 
to a uniform increase in state-level expenditures for healthcare (Gómez, 
2015b). Many state governments in the BRICS have in fact experienced ongo-
ing deficits and debts and have not been able to afford increased spending for 
healthcare (Pahwa and Beland, 2013; Uchimura and Jütting, 2007). Conse-
quently, among the BRICS, there is a consistently high level of inequality in 
subnational healthcare financing and policy innovation (Gómez, 2015b).

But why should we expect all of the BRICS nations to pursue a centrist 
policy response to epidemics? Given their vast differences in historical politi
cal institutions, culture, and economic performance, shouldn’t we expect each 
of the BRICS to pursue its own unique kind of policy response? This may 
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certainly be the case. Nevertheless, there is no disputing that since the late 
1990s, a scholarly and international policy consensus and expectation has 
emerged asserting that in response to public health crisis, governments should 
strive for a more centrist policy response. Indeed, several scholars have argued 
that policy centralization facilitates implementation processes precisely because, 
in situations where local governments lack experience, technical expertise, and 
financial resources, experienced central government administrators with more 
resources and experience can be more effective at implementing policy. Cen-
tral administrators are also less prone to corruption by local politicians and 
constituent interests (Gauri and Khaleghian, 2002; Prud’Homme, 1995; Rich 
and Gómez, 2012), while being more exposed to national media and political 
criticisms (Prud’Homme, 1995).

It was this very confidence in a centralized bureaucratic and policy approach 
to disease epidemics that led to the emergence of an international consensus 
within the UN in 2003 claiming that effective government responses to 
HIV/AIDS, for example, require a strong, well-coordinated, centralized policy 
response—more specifically, a “3-ones approach to AIDS policy.” In this ap-
proach, nations have one agreed-upon HIV/AIDS national action framework 
that facilitates coordination for all parties involved, one national AIDS coordi-
nating authority supporting a broad multisectoral mandate, and one agreed-
upon country-level monitoring and evaluation system (UNAIDS, 2003).3 In sum, 
this international scholarly and policy consensus can have a strong impact on 
domestic policy responses to epidemics, especially among emerging nations that 
are striving to engage in multilateral cooperation, obtain financial and techni-
cal assistance, establish international partnerships, and be perceived as coop-
erative, influential actors at the global level.

At the same time, we should also be mindful that the BRICS have a long 
history of providing a centralized government response to public health threats 
and that the decentralization of public health responsibilities is a recent policy 
phenomenon (Y. Huang, 2010b; Mushtaq, 2009). In this context, we should 
expect the BRICS to have a greater tendency to rely on a centralized re-
sponse even when healthcare decentralization has been pursued (Rich and 
Gómez, 2012). And there has been a burgeoning realization within these na-
tions that the central government needs to play a bigger role in ensuring that 
state and local governments have sufficient funding and administrative capac-
ity and are responsive to civil societal healthcare needs (Chen and Jin, 2011; 
Yip et al., 2012).
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Democracy, Historical Institutions, and Civil Society
But how does my argument about the importance of geopolitical positioning 
relate to the existing literature discussing the international and domestic po
litical, institutional, and civil societal contexts incentivizing governments to 
respond to health epidemics? One school of thought emphasizes the impor-
tance of transitions to democracy and political regime type. Given the high 
level of domestic and international pressures associated with the rise of epi-
demics, incessant media attention, and technocrats advocating for an immedi-
ate government response, some claim that democratically elected forms of 
government will have incentives to immediately respond (Ruger, 2005b; Sen, 
1999). This assumption is predicated on the belief that the presence of national 
elections and a high degree of political accountability, facilitated through a 
free press, creates incentives for politicians to immediately implement aggres-
sive health prevention and treatment policies (Folayan, 2004; McGuire, 2010; 
Ruger, 2005b; Sen 1999; Whiteside, 1999). Especially within nations exhibiting 
high levels of disease prevalence, these electoral pressures are often too over-
whelming to ignore (Putzel, 2004). Furthermore, some claim that the media’s 
coverage of an epidemic’s debilitating effect, such as HIV/AIDS, reinforces the 
need to respond, thus prompting aggressive bureaucratic and policy expansion 
(Bor, 2007; Sen, 1999). At the same time, a long history of politicians’ interest 
in providing public health services can create social expectations and demands 
for a continued policy response, in turn generating further incentives to im-
mediately do so (McGuire, 2010).

Nevertheless, others claim that the presence of an electoral democracy is 
not necessary for an effective policy response. In fact, nondemocratic govern-
ments are often more effective at quickly targeting epidemics and responding, 
either by quarantining individuals—the case of Cuba stands out (Gorry, 2008)—
or by providing immunization treatment (Gauri and Khaleghian, 2002). In 
contrast, the presence of multiple veto actors within democracies, such as 
political parties, heightened media coverage and debate, and the infiltration of 
conservative moral views within these institutions has been known to stall 
democratic responses to epidemics (D. Altman, 1986; Shilts, 1987). Recent schol-
arship—as well as subsequent chapters in this book—also emphasizes that the 
presence of national elections does not prompt an immediate and effective 
policy response. In Brazil, for example, the work of Gauri and Lieberman (2006) 
and Lieberman (2009) shows that at no point did presidents campaign on the 
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HIV/AIDS epidemic, and that the first time a presidential candidate men-
tioned HIV/AIDS was several years after the government had already re-
sponded. Research by Putzel (2004) on Uganda’s response to HIV/AIDS in 
the late 1980s similarly finds that HIV/AIDS was so prevalent and such an 
obvious problem that it was no longer perceived as a partisan issue.

Some scholars claim that the presence of historical institutional and policy 
legacies as an explanation for timely government responses to epidemics may 
provide a better alternative than political regime type (Skocpol and Amenta, 
1986). Indeed, the work of McGuire (2010) suggests that even within previous 
authoritarian governments throughout the 1970s and 1980s, such as in Chile, 
Thailand, and Brazil, historic legacies of state-led public health programs 
serving the poor, women, and children led to aggressive policy responses to 
more contemporary diseases, such as malnutrition and eventually HIV/AIDS. 
Nathanson (1996) has also put forth the argument that a deep history and 
culture of bureaucratic technocratic capacity and political and health policy 
centralization in France facilitated and indeed encouraged the creation of 
autonomous, centralized public health agencies in response to HIV/AIDS. 
Alternatively, some claim that in Brazil, the historic presence and institutional 
legacy of a centralized bureaucratic approach to disease containment prompted 
and facilitated the government’s subsequent ability to respond to HIV/AIDS 
(Gómez, 2015a). According to this view, public health officials wield a great 
deal of capacity, legitimacy, and autonomy, in turn convincing the government 
of the need to immediately respond to epidemics. This is often facilitated by 
the presence of a supportive president, who at times may have a personal inter-
est in public health or is empathetic to the needs of the poor (McGuire, 2010).

The problem with this theoretical approach is that even if nations have an 
impressive historical institutional and policy legacy in providing public health 
services, this by no means guarantees ongoing bureaucratic and policy effec-
tiveness. As the work of McGuire (2010) explains, even in countries in which 
historically progressive state-led public health programs existed, such as Ar-
gentina, Brazil, Taiwan, and Thailand, the subsequent failure of the president 
and the ministry of health (MOH) to consistently provide adequate funding, 
healthcare training, and salaries eventually led to poor policy implementation. 
And this occurred despite the presence of highly competent public health 
bureaucrats who pressured the national government to scale up its assistance 
to the states. Other scholars—as well as this book—maintain that in the case 
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of Brazil, notwithstanding the presence of highly skilled and experienced pub-
lic health bureaucrats working within a historically revered, centralized min-
istry of health, when the HIV/AIDS and obesity epidemics emerged, none of 
this history and experience helped public health bureaucrats in their ability to 
persuade the president and congress to provide ongoing financial and techni-
cal support (Nascimento, 2005; also see chapter 2 of this book). Thus, the notion 
that historical institutional and policy legacies matter in positively shaping how 
governments respond to epidemics is questionable.

If it is not democratic electoral incentives and historical institutional and 
policy legacies that eventually prompt a national government response, then per-
haps it is civil society? A plethora of literature suggests that the presence of 
proactive NGOs is necessary for displaying civil society’s discontent through 
proactive demonstrations, lobbying, and pressuring the government for the 
creation of prevention and treatment policies for HIV/AIDS and other diseases 
(D. Altman, 1986; Barnett and Whiteside, 2006; Boone and Batsell, 2001; 
Gould, 2009; Lucker, 2004; Parker, 2003; Rau, 2006; Whiteside, 1999). NGOs 
are also important for raising awareness, disseminating information, organ
izing meetings and focus groups, and providing prevention and treatment 
services in the absence of government intervention (Barnett and Whiteside, 
2006; Boone and Batsell, 2001; Gould, 2009; Parker, 2003). With respect to 
HIV/AIDS, NGOs in Latin America and Africa were vital for providing ser
vices that were not provided by national and local health departments, such as 
condoms and sex education (Rau, 2006). In addition, others argue that AIDS 
NGOs have been instrumental in working with local health departments to 
not only create state-level heath agencies and programs but also successfully 
pressure the national government to create an effective HIV/AIDS program 
(Gauri and Lieberman, 2006; Lieberman, 2009; Parker 2003, 2009).

This “bottom-up” civil societal approach to explaining government response 
to epidemics also has several limitations. First, case study evidence in this book, 
as well as other scholarly research, suggests that regardless of how well organized 
and effective NGOs are, they are not the most important factor contributing 
to a government response to epidemics. For example, the work of Rau (2006) 
claims that while HIV/AIDS NGOs and their mobilization in Uganda and 
South Africa were encouraged by the national political leadership, ultimately 
the latter never respected and paid heed to NGOs’ demands for constructing a 
national HIV/AIDS program (Gauri and Lieberman, 2006; Rau, 2006). Uganda’s 
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leadership often viewed NGOs as threats to the ruling elite’s control over so-
ciety, considering NGOs’ growing popularity and collusion with international 
organizations (Rau, 2006). Others claim that in Brazil, while influential in 
helping construct municipal AIDS programs, NGOs did not succeed at pres-
suring the national government to provide adequate prevention and treatment 
services (Teixeira, 1997). And even after the national AIDS program was cre-
ated in 1986, as chapter 2 explains, despite the creation of a national AIDS 
commission within the national AIDS program, which was explicitly designed 
to represent the interests of NGOs and incorporate their views into the policy-
making process, few NGOs and people living with HIV/AIDS were present on 
the commission and were capable of influencing policy.

If democratic electoral incentives, historical institutions, policy legacies, and 
civil societal pressures do not motivate governments to respond to health epi-
demics, then which factors do? Findings in this book critique and build on the 
literature by suggesting that the impetus for a government response to health 
epidemics resides more at the international than the domestic level and con-
cerns how nations have historically responded to the international community 
in times of health crisis. More specifically, it is a nation’s geopolitical position-
ing, followed by the presence of strong bureaucratic–civil societal partnerships, 
that matters most when accounting for differences in the timing of govern-
ment response to epidemics, as well as their capacity to engage in a centrist 
policy response.

It is important to emphasize, however, that my argument about the impor-
tance of geopolitical positioning focuses on public health issues, not other pol-
icy areas. Indeed, the BRICS vary considerably in their geopolitical alignment 
on other social welfare, economic, and security issues. In contrast to HIV/AIDS 
policy, for many years China, for example, was not interested in bolstering its 
international reputation in environmental policy, nor has the government sought 
to comply with international treaty protocols, such as reduced greenhouse gas 
emissions, while receiving international financial and technical guidance in 
crafting environmental legislation (Combes, 2012); the same can be said for 
some of Brazil’s and India’s policies on education (Dréze and Sen, 2013). That 
said, we should not expect that my argument about geopolitical positioning ap-
plies to all policy sectors; indeed, different policy sectors often possess their 
own unique histories and domestic and international political interests. Global 
public health may be unique in this regard, considering the longer history of 
international cooperation and state-led policies in public health—especially 
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in disease eradication—when compared to education, the environment, and 
national security.

But is my theoretical argument about international reputation building in 
health grounded in empirical reality? This does appear to be the case, as much 
of the academic literature has discussed how nations strategically use domestic 
health policy reforms in order to enhance their international reputation in suc-
cessfully addressing healthcare challenges (Chan, Chen, and Xu, 2010; McGuire, 
2010; Smallman, 2007). For example, McGuire (2010) suggests that historically 
governments have strengthened domestic public health programs in order to 
save face with an international community when confronted with human rights 
violations, as well as government-led civil conflict and strife. In Latin America 
and East Asia, for example, military governments criticized by the international 
community for violating international protocols of human rights often invested 
heavily in public health programs focusing on women and children. In so doing, 
these nations believed that they could subdue international criticism and reju-
venate their international credibility (McGuire, 2010). Other nations have 
emphasized their investment in public health policies in order to bolster their 
government’s international reputation for being committed to healthcare as a 
human right (Chan, Chen, and Xu, 2010; Y. Huang, 2006). As Yanzhong Huang 
(2006) has argued, in response to international criticisms of having a poor gov-
ernment response to the SARS epidemic in 2003, as well as a weak public health 
system in general, the Chinese government began to invest heavily in its public 
health system in the hopes of rejuvenating its international reputation for safe-
guarding citizens’ healthcare needs and for having an effective public health 
system (Chan, Chen, and Xu, 2010).

However, when emerging nations positively position themselves in the 
world, how do they go about increasing their international reputation for hav-
ing an effective public health system? First, I argue that reputation building is 
achieved when policymakers increase their political and financial support for a 
stronger policy response to epidemics; this is perceived by policymakers as the 
primary means through which they can increase their international reputation. 
Second, policymakers will seek to wine and dine with the best of them: that is, 
they will invite officials from international health agencies and scientists to 
their country in order to show these guests their successful policy strategies 
and to confirm that they are indeed curbing the spread of disease. These efforts 
can take place at meetings within ministries of health or international con-
ferences hosted by the country. And, with respect to negative geopolitical 
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positioning, political leaders will ignore international criticism, policy warn-
ings, and suggestions for improvement, deciding instead to respond to epi-
demics at their own pace and, ultimately, in response to an epidemic’s na-
tional security concerns. Moreover, political leaders will not try to meet 
proactively with international donors to obtain loans or technical assistance for 
policy reform. In an effort to bolster their position as global leaders, these lead-
ers will instead provide foreign aid and technical assistance to combat diseases 
in other nations, even when they are neglecting their own domestic policies.

When compared to the existing literature discussing the international factors 
motivating governments to respond to epidemics, my argument about the 
importance of geopolitical positioning takes a rather different approach. My ap-
proach combines theories that for the most part have been treated as separate, 
isolated methods for explaining the international circumstances motivating 
governments to respond to health epidemics.

Indeed, works emphasizing the role of international criticism and pres-
sure, and the literature discussing international reputation building in global 
health, have been treated as different approaches to explaining government 
responses to epidemics. With regard to international criticism and pressure, 
studies taking this approach tend to emphasize the coercive elements of in-
ternational agency pressures, such as those of the WHO, UNAIDS, and the 
World Bank, on domestic health policy reform. Work by Lieberman (2009), 
for example, maintains that at the height of the HIV/AIDS epidemic, not only 
did UNAIDS impose its best practices on developing nations—such as the 
strengthening of national AIDS programs, prevention, and treatment pol-
icy (especially harm reduction)—but UNAIDS officials also met with health 
ministers at conferences, criticized, and coerced them—in essence through peer 
pressure—into adopting their policy prescriptions. Others claim that criticism 
and pressure from the WHO and the World Bank have been instrumental in 
motivating policymakers in Asia and Latin America to discover and address 
their bureaucratic and policy obstacles to reforming their public health sys-
tem, as well as policies toward HIV/AIDS (Gómez, 2009; Y. Huang, 2006, 
2010; Kaufman, 2010). The work of Okuonzi and Macrae (1995) emphasizes how 
the World Bank often used aid conditionally to essentially pressure developing 
nations into adopting its recommendations for health systems reform, such as 
privatization.

Other studies have instead focused on foreign policy in health as a means to 
increase government legitimacy and international policy influence. To achieve 
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this, for example, governments often create bilateral aid programs to help 
other nations combat HIV/AIDS and other diseases (Feldbaum, Lee, and Mi-
chaud, 2010; Feldbaum and Michaud, 2010; Fidler, 2005, 2009; Labonte and 
Gagnon, 2010). Feldbaum and Michaud (2010) claim that the United States 
has for years provided medical training, infrastructural resources, and sup-
plies to developing nations in order to restore the United States’ image as an 
altruistic, peace-loving nation; and that, moreover, this has been important in 
the unpopular context of an Iraqi invasion (K. Lee, 2009). Similarly, others 
highlight China’s and Cuba’s efforts to provide medical assistance and medi-
cine in order to “win the hearts and minds” of developing nations, mainly in 
Latin America and Africa, respectively, though these efforts were strategic moves 
to gain access to key resources, such as oil (Chan, Chen, and Xu, 2010; Feinsil-
ver, 2008; Y. Huang, 2010).

My emphasis on geopolitical positioning combines these two strands of pre-
viously isolated literature. That is, positive geopolitical positioning combines 
the literature emphasizing the importance of international criticism and pres-
sure for policy reform with the literature emphasizing the creation of health 
policy as a means to international reputation building in health. In so doing, my 
argument builds on the rich constructivist tradition in international relations 
by claiming that governments devise the idea and expectation that international 
reputation and ambition are important reasons for them to pursue policy re-
form (Ruggie, 1998).

Geopolitical positioning’s merger of these two areas of research in turn re-
flects the unique nature of the emerging nations. For, unlike the advanced in-
dustrialized nations or less developed nations, because the BRICS are often 
perceived—and indeed perceive themselves (Hurrell, 2006)—as in the process 
of becoming potential world powers, they are more likely to be self-conscious 
of their developmental status and are often sensitive to world opinion. The ad-
vanced industrialized nations, such as the United States, the United Kingdom, 
France, and Germany, are not as sensitive to world opinion because of their 
high level of development and track record in leading the world in response to 
disease (Bliss, 2012). On the other hand, less developed nations may perceive 
their global development status as too low to have an impact on international 
economic and political affairs, believing that, regardless of international criti-
cism and their interest in reform, they simply do not have the financial and in-
frastructural means needed to engage in a stronger policy response. The BRICS 
fall in between these two polar ends of the international development spectrum; 
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it is their unique status in the world that makes my argument about the impor-
tance of geopolitical positioning possible and potentially helpful.

Responding to Epidemics in the BRICS
Brazil, India, and China, as described above, were initially delayed in their re-
sponses to disease epidemics, and these nations differed in both the timing of 
their response to epidemics and ultimately their capacity to pursue a centrist 
policy response. During the first few years of the HIV/AIDS and obesity epi-
demics, in all three nations, several factors—the absence of credible epidemio-
logical evidence suggesting that these diseases posed serious public health 
threats, preexisting commitments to decentralization, and the presence of moral 
and racial discriminatory views, especially toward the HIV/AIDS community—
delayed effective policy responses. Consequently, the international community, 
mainly led by the WHO, began to criticize and pressure these governments to 
implement more prevention and treatment programs.

In these three BRICS countries, international criticism and pressure had a 
profound impact on achieving this objective. In Brazil, the government viewed 
these criticisms and pressures as an opportunity to use policy reform as a means 
to increase its international reputation as a government capable of success-
fully responding to HIV/AIDS and obesity; these reputation-building incentives 
and response emerged earlier for HIV/AIDS than for obesity, however, because 
of the international community’s earlier response to HIV/AIDS. The govern-
ment wanted to reveal that Brazil had the political commitment and resources 
to quickly eradicate disease and to develop. It wanted to show western-based 
institutions such as the UN and the WHO that they were wholeheartedly 
committed to implementing international norms of access to healthcare as a 
human right (Da Costa Marques, 2003; Gómez, 2015a). With this in mind, 
and facilitated by the provision of a World Bank loan in 1993 (Teodorescu and 
Teixeira, 2015), the government pursued a stronger, and eventually a centrist, 
policy response to HIV/AIDS and obesity. Expanding the size of the national 
AIDS and obesity programs; providing these programs with greater financial 
and policymaking autonomy; enacting universal medical treatment policies; in-
troducing conditional fiscal transfer programs and NGO partnerships for moni-
toring and holding local governments accountable to the central government—
all were centrist policy responses implemented to overcome the challenges of 
poorly planned decentralization processes.
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By the early to mid-1990s, India’s and China’s leaders also viewed the rise of 
international criticism and pressure as an opportunity to pass muster as nations 
capable of getting rid of disease. When these criticisms emerged, with the as-
sistance of international donors and technical assistance, China’s leadership 
immediately sought to restore the government’s international reputation by pro-
viding new levels of financial and political support to the government’s national 
AIDS program (Y. Huang, 2010). With respect to obesity, the government en-
acted a series of policy mandates emphasizing greater physical activity in 
schools and nutritional policy guidelines (Cheng, 2007). India followed a simi-
lar path. In response to international criticism, the government wanted to show 
the WHO and western governments that India could join them in containing 
the spread of HIV/AIDS and obesity. Facilitated by World Bank loans, parlia-
ment immediately began to ensure that the National AIDS Commission had 
ample financial and political support for prevention and universal antiretroviral 
(ARV) treatment programs (Lieberman, 2009). And, in response to obesity, 
India’s Ministry of Health and Social Welfare confronted pressures from the 
WHO in 2005 by immediately engaging in a series of prevention initiatives 
(Reddy et al., 2005).

Although Brazil, India, and China reacted similarly to international criti-
cism and pressure, they differed in the types of bureaucratic–civil societal part-
nerships needed to pursue a centrist policy response. In Brazil, seeking ongoing 
financial and political support from the congress to achieve this objective, 
MOH bureaucrats strategically sought and established strong partnerships with 
NGOs and social health movements that advocated centrist policy ideas with a 
long track record of success; this built on the MOH’s historic tradition of 
working in close partnership with social health movements in response to dis-
ease (Hochman, 1988). By periodically meeting with NGOs and social health 
activists, creating national committees that guaranteed the groups’ say in fed-
eral legislation, and periodically visiting with NGOs at the local level, Brazil’s 
health bureaucrats succeeded in garnering the attention and support of the 
congress. Consequently, they were able to finance and consolidate their centrist 
policy response.

In contrast, India’s and China’s health bureaucrats never established this 
kind of partnership with NGOs. Neither nation had a long history of close 
bureaucratic–civil societal partnerships in response to disease; the absence of 
such a history was the result of a centralized, autonomous public health system 
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with no interest in seeking civic participation in the policymaking process 
(Y. Huang, 2013; Mushtaq, 2009). In China and India, moreover, historically, 
social health movements preferred to work on their own, drawing from unique 
medical cultures and traditions (Andharia, 2009; Yang Da-hua, 2004), while in 
the case of China, cultural reverence for the state generated few incentives to 
question its policymaking authority (Pye, 1996). By the time the HIV/AIDS 
and obesity epidemics took hold in both nations, although NGOs and social 
health movements emerged in response, they did not proffer historically proven 
centrist policy ideas or have an interest in pressuring the government for policy 
reform, nor did health bureaucrats have any incentive to establish partnerships 
with NGOs in order to bolster bureaucratic legitimacy and capacity to obtain 
ongoing funding for policy innovation. Thus, while China’s and India’s minis-
tries of health were eventually able to strengthen their policy response after the 
emergence of international criticism, their health bureaucrats did not have the 
ongoing support needed to introduce a centrist policy response. The similarity 
of these outcomes, one in a nascent democracy, India, and the other in a nonde-
mocracy, China, further suggests that political regime type does not matter 
when it comes to establishing partnerships between the bureaucracy and NGOs; 
this may be due to the bureaucracy’s decision to sustain its tradition of being 
highly autonomous in health policymaking in both nations, a lack of political 
commitment to incorporate NGOs’ policy views in India, and the reluctance of 
political leaders in India and China to prioritize improvements in public health 
policy (Dréze and Sen, 2013).

In Russia and South Africa, the governments responded to epidemics in a 
different way. Although the two countries joined their emerging counterparts 
in exhibiting an initially weak government response to their respective health-
care challenges, in contrast to the situation in the other BRICS nations, Rus
sian and South African presidents and senior health bureaucrats, historically, 
never cared about increasing their international reputation in health. Regard-
less of how much the WHO criticized and questioned their lackluster policy 
responses, these governments sought to respond on their own terms, at their 
own pace, at times introducing prevention and treatment policies that blatantly 
contradicted international policy advice (Wallander, 2005). In contrast to their 
emerging counterparts, Russian and South African political elites viewed and 
positioned themselves as world and regional leaders, too advanced for external 
assistance, and instead joining the advanced industrialized nations in leading 
the global fight against disease (Bakalova and Spanger, 2013). Russia’s and South 
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Africa’s political leaders were also not interested in constantly borrowing money 
from international creditors and establishing partnerships with them and with 
other international agencies in order to adopt new policy ideas. In essence, I 
argue that these policy views stemmed in both nations from a foreign policy 
tradition of being highly involved in international diplomacy, constantly conjur-
ing up peace treaties, participating in and helping end world wars, and striving 
to shape rather than follow international discourse and geopolitical trends.

In this context, Russia and South Africa responded to disease epidemics only 
when they posed a clear threat to national security, and, even then, this threat 
was insufficient for eliciting a strong policy response. In Russia, the govern-
ment essentially ignored HIV/AIDS until it was clear that it threatened the 
military’s ability to recruit and retain soldiers (Sjostedt, 2008). Nevertheless, 
while federal funding began to increase, it was consistently deemed insuffi-
cient, eventually began to decline, and failed to facilitate the pursuit of any 
effective prevention and treatment programs (Schwirtz, 2011). Although a TB 
epidemic emerged due in part to HIV, because TB did not threaten military 
readiness or the economy, the government never pursued a stronger policy re-
sponse. South Africa responded in a similar manner. Notwithstanding the end 
of apartheid rule and a transition to democracy, the national government began 
to respond to HIV/AIDS only when it threatened not just to damage military 
capabilities but also to foment economic and social unrest (Baleta, 1998). After 
these problems emerged, the government began to take HIV/AIDS more seri-
ously, improving funding and policy reforms, though continuing to fall short of 
providing adequate funding and effective prevention and treatment programs, 
as well as much-needed investments in human resources and healthcare infra-
structure (SAPA, 1998b). Although TB resurfaced due to HIV, as in Russia, its 
failure to threaten national security in South Africa meant, again, that it did 
not elicit a strong government response.

If the threat of HIV/AIDS to national security in Russia and South Africa 
began to increase politicians’ interest in responding to the epidemic, why didn’t 
their health ministries engage in a stronger—possibly even a centrist—policy 
response? As in India and China, part of the problem also stemmed from the 
absence of a strong partnership between the national health bureaucracy and 
NGOs in Russia and South Africa. Historically, in both nations, in addition to 
the government’s disinterest in incorporating healthcare activists’ and con-
cerned citizens’ views into the policymaking process, social heath movements 
and community-based organizations preferred to work on their own, believing 
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that they had greater knowledge and public health expertise than the govern-
ment, while in South Africa, apartheid’s racial segregation and discrimination 
toward black communities further compelled the latter to work on their own 
(Conroy, 2006; Hosking, 2001; Kalipeni, 2000). Consequently, in both nations 
social health movements were uninterested in proposing that the central gov-
ernment interfere in their health affairs, while health officials were essentially 
apathetic in partnering with them in response to disease. In Russia, when state 
communism emerged during the early twentieth century, the state also sup-
pressed various social movements, viewing them as suspect, influenced by 
pro-democratic western forces. By the 1990s, when the HIV/AIDS and TB 
epidemics emerged, societal fears of state suppression endured, in turn leading 
to the absence of progressive, well-organized NGOs that responded to these 
diseases. In South Africa, due to historic racial divisions and government sup-
pression of activists criticizing the government, even after the transition back 
to democracy under African National Congress (ANC) rule, no national-level 
unifying social health movement, or group of well-organized, funded NGOs, 
emerged in the area of public health (Schneider, 2002). Because of their respec-
tive challenges, then, neither nation’s HIV/AIDS and TB bureaucrats viewed 
NGOs and social health movements as potential allies in their quest to 
strengthen the government’s policy response (Gauri and Lieberman, 2006). 
Consequently, and similar to what we saw in India and China, a well-organized 
group of NGOs that Russian and South African public health bureaucrats 
could strategically use to engender a stronger or even centrist policy response 
never emerged.

Methodology
When conducting my research for this book, I employed a qualitative compara-
tive case study design. The methodological purpose of the study was to examine 
the effectiveness of my proposed analytical framework across several different 
types of political, social, and cultural contexts. This approach is emblematic of 
what Lijphart (1971) and Przeworski and Teune (1970) referred to as a “most 
different systems” research design. Here, case studies exhibiting differences in 
broader contextual variables are selected to see whether a theoretical framework 
applies and whether it explains reforms in diverse settings, thus illustrating the 
argument’s potential generalizability. For my research, I selected the BRICS 
because of their different political, cultural, and institutional structures. My ar-
gument about the importance of geopolitical positioning and strong bureaucratic–
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civil societal partnerships was applied to these cases to see whether this analyti-
cal approach could help to explain variation in the timing of government response 
to health epidemics and capacity to pursue a centrist policy response.

The goal of this study was to establish a theoretical framework that ex-
plains when and how the BRICS responded to epidemics. My approach therefore 
resembles what other comparative scholars have referred to as a middle-range gen-
eralizable claim (Ziblatt, 2006), in which the scope of the analytical concepts—
in this case, geopolitical positioning and strong bureaucratic–civil societal 
partnerships—and their causal mechanisms pertains to only a select group of 
cases (Mahoney and Gertz, 2004; Ziblatt, 2006). This middle-range approach 
allows for a more focused theoretical framework while providing claims that 
can be subsequently falsified through the introduction of other, similar types of 
case studies.

Selection of Countries and Epidemics

Why study the BRICS’ response to HIV/AIDS, TB, and obesity? At first glance, 
it may appear that these are very different types of public health threats, given 
their modes of epidemiological transmission, the emergence of illness and 
death, and the different types of prevention and treatment needed in response. 
Levels of international financial and political attention are also significantly 
different for each of these diseases, with HIV/AIDS receiving by far the most 
international funding and attention (Sridhar and Gómez, 2010).

In this book, I view the HIV/AIDS, TB, and obesity epidemics from a dif
ferent perspective, seeing them as more similar than different. In so doing, 
I focus not on the epidemiology of and international responses to these diseases,4 
but on how domestic politicians and bureaucrats initially perceive and respond to 
these threats. In this process, politicians and bureaucrats initially consider sev-
eral factors. The first is the extent to which a new disease poses a threat to the 
entire nation versus a particular community. As seen in chapters 2 to 6, evi-
dence of these political/bureaucratic elite perceptions is provided through the 
reporting of such views in scholarly publications, policy reports, and, in some 
instances, quoted statements from politicians expressing their views on a dis-
ease’s threat to society. The second factor is elite views about which level of 
government should be responsible for initially responding, the central or state 
governments—an issue that is relevant in a context of federalism and decentral-
ization, which is present in all of the BRICS nations, where the states are re-
sponsible for financing and administering public health policies, though they 
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vary in level of responsibility. And the third factor is the moral views and beliefs 
associated with particular diseases. When holding conservative beliefs, for ex-
ample, some politicians and bureaucrats may perceive epidemics such as HIV/
AIDS, obesity, and TB as being associated with immoral acts, such as sexual 
promiscuity (HIV/AIDS), gluttony (obesity), and laziness, an unwillingness to 
work, and thus poverty (TB) (D. Altman, 1986; Courtwright and Turner, 2010; 
Puhl and Heuer, 2010). With such views, conservative elites may be unwilling 
to immediately respond and help communities afflicted by these ailments; the 
opposite situation may also occur, especially within the bureaucracy, thus lead-
ing to conflicting views, debates, and a policy stalemate between politicians and 
bureaucrats. These conflicting views and debates may also be attributed to 
other factors, such as the epidemiological character of disease, as well as ease of 
treatment (Shiffman and Smith, 2007).

When simultaneously considering these three factors, the emergence of a 
public health threat can instigate a great deal of contestation and a lack of con-
sensus between politicians and bureaucrats over how and when the government 
should respond. This contestation, in turn, provides an opportunity for the 
emergence of a critical juncture that shifts elite perceptions in different ways, 
such as the rise of international criticism and pressure—which, as I posit in this 
book, instigates the rise of positive and negative geopolitical positioning. Other 
kinds of epidemics, such as avian flu or bioterrorism events, are more com-
monly and immediately perceived by political and bureaucratic elites as serious 
national-level threats with no moral implications. Consequently, these “flash 
epidemics” are rarely contested among governing elites and often elicit an im-
mediate government response (Ostergard, 2007). It is therefore the politically 
contested nature of the HIV/AIDS, TB, and obesity epidemics that makes 
these diseases more similar than different with respect to domestic politicians’ 
and bureaucrats’ initial perceptions—which is why they were selected for com-
parative analysis.

But why focus on some epidemics in some countries but not others—that is, 
HIV/AIDS and obesity in Brazil, India, and China, versus HIV/AIDS and TB 
in Russia and South Africa? First, obesity was examined in Brazil, India, and 
China only because of its earlier emergence among adults and children in 
these countries, during the 1990s, compared with its later emergence in Russia 
and South Africa at the turn of the twenty-first century (Branka, Nikogosian, 
and Lobstein, 2007; Nordling, 2016). Obesity’s delayed emergence was the re-
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sult, in Russia, of a decline in the consumption of energy-dense diets in periods 
of economic recession during the 1990s, and, in South Africa, of the delayed 
emergence of urbanization and access to previously denied imported foods for 
black communities under apartheid (Branka, Nikogosian, and Lobstein, 2007; 
Nordling, 2016; Youfa Wang, Monteiro, and Popkin, 2002). Thus, in contrast 
to Brazil, India, and China, the governments of South Africa and Russia did 
not pay much attention to rising obesity cases until the last five years, and 
clear national policy strategies and goals focused on obesity prevention have 
yet to emerge (Branka, Nikogosian, and Lobstein, 2007; Motsoeneng, 2014; 
Nordling, 2016). For this reason, I did not compare obesity in Russia and South 
Africa with that in the other BRICS nations. Also, given the earlier policy re-
sponses in Brazil, India, and China, I focused on obesity in these nations because 
of the larger amount of published academic literature and media attention on 
the epidemic in these nations.

Tuberculosis was examined only in Russia and South Africa because of the 
higher prevalence rates, especially in its association with HIV/AIDS, compared 
with Brazil, India, and China (Dimitrova et al., 2006; Loveday and Zweigen-
thal, 2011). Due to earlier and successful prevention and treatment programs 
in Brazil, India, and China, TB cases have decreased and stabilized in these 
nations (Gómez, 2013b; R. S. Gupta, 2015; Long, Qu, and Lucas, 2016). As 
I show in later chapters, however, the Russian and South African governments 
still have not strengthened their policy response to TB, with the specter of 
deadlier forms of drug-resistant TB increasing and posing a global pandemic 
threat. It is not, moreover, the shameful nature of the disease, that is, TB’s as-
sociation with poverty and inequality, that has generated a lack of government 
attention in Russia and South Africa; instead, political leaders have not pri-
oritized a stronger policy response mainly because of their apathy toward 
international criticism and pressure, a product of the negative geopolitical 
positioning of the leaders’ respective countries, and the resulting lack of geopo
litical incentives to achieve this policy outcome. In Brazil, in contrast, despite 
the historical stigma associated with TB, the government has positively responded 
to its resurgence and viewed this response as a way to bolster its international 
reputation in health (Gómez, 2013a).5 Despite the more effective response to 
TB in Brazil, China, and India, prevalence rates are still high in these nations, 
and recent political crises and economic recessions may challenge these gov-
ernments’ ability to sustain their national TB programs.
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Finally, I compared the HIV/AIDS epidemic across all of the BRICS na-
tions. It was important to select at least one disease that all five nations con-
fronted, though with varying degrees of success. This revealed key differences 
in geopolitical positioning and bureaucratic–civil societal partnerships.

The HIV/AIDS, obesity, and TB epidemics were also selected for study 
because of the heightened international attention they have received and thus 
the potential for some nations to build their international reputation in health. 
As discussed in chapters 2 to 6, the importance of these epidemics to the inter-
national community, specifically to UN institutions such as the WHO and 
UNAIDS, was exemplified through criticism of governments and pressure to 
strengthen their response. Nevertheless, and as mentioned above, these inter-
national pressures emerged earlier for HIV/AIDS, by the early 1990s, than for 
TB and obesity, in the early 2000s. Some would argue that the importance of 
obesity to the WHO, its policy prescriptions and pressures on member states, 
emerged earlier (W. James, 2008), through several regional WHO meetings—
held mainly in the Asia Pacific—and policy reports. These reports included 
Obesity: Preventing and Managing the Global Epidemic (WHO, 1998) and the 
ensuing report of the same name in the WHO Technical Report Series (WHO, 
2000). Nevertheless, others recognize Global Strategy on Diet, Physical Activity, 
and Health (WHO, 2004b) as marking a critical juncture in the WHO’s 
pressuring of and policy expectations for its member states (Cannon, 2004; 
Gómez, 2013a).

These epidemics were also selected in order to better understand the inter-
national and domestic politics of how governments respond to different types 
of public health threats. Most of the scholarly work on the politics of govern-
ment response to disease epidemics has focused on HIV/AIDS.6 Yet this pro-
vides us with but a narrow glimpse of the international and domestic factors 
shaping government responses to epidemics, as well as the different public and 
private sector interests involved. Comparing the HIV/AIDS, TB, and obesity 
epidemics provides a more robust understanding of the politics of government 
responses to epidemics in the BRICS nations.

Finally, readers may be questioning whether the author engaged in a pro
cess of selection bias by purposefully selecting only those epidemics that would 
have led to the outcome of interest. Was an analysis of TB in Brazil, for example, 
omitted because it would not have provided an example of positive geopolitical 
positioning and strong bureaucratic–civil societal partnerships? This certainly 
was not the case. For, as Gómez (2013b) explains, notwithstanding a delayed 
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government response to TB, soon after the emergence of international pres-
sures from the WHO and the Global Stop TB Campaign by the late 1990s, 
political leaders positively responded by recentralizing the National TB Program 
in 1998 while increasing funding for drug distribution and directly observed 
treatment, short course (DOTS). Facilitated by the acquisition of a grant from 
the Global Fund to Fight AIDS, Tuberculosis, and Malaria, moreover, national 
TB officials also started to work closely with NGOs on TB (Santos Filho and 
Gomes, 2007). In China, the government also positively responded to TB 
and other infectious diseases after the emergence of international pressures 
stemming from the SARS epidemic (Y. Huang, 2013). However, as we saw with 
HIV/AIDS and obesity, to my knowledge the government still has not pursued 
a stronger partnership with TB NGOs.

Sources of Data

For this study I relied on several different types of qualitative and quantitative 
data sources. The qualitative evidence derives from archival newspaper clippings 
and articles obtained from research institutions and more recently published 
articles, books, and policy reports. I also relied on newspaper clippings obtained 
from various news engines, such as Access World News, World News Connection, 
and Google. These searches located articles published between the late 1980s 
and the end of 2016; several different types of keyword search terms were used 
in quotation marks to find articles. Because the Access World News and World 
News Connection databases provide articles translated from different languages, 
by topic and date, they were helpful when conducting research on nations for 
which I do not know the language, such as Mandarin Chinese and Russian. 
A total of 26 interviews were conducted in Brazil, India, and South Africa at 
different times during the years 2007, 2008, 2012, 2013, 2015, and 2016. Those 
selected for interviews were either recommended by colleagues working on the 
issue or located via government and NGO websites. Interviewees were selected 
based on their extensive policy experience and knowledge of the topic; these 
individuals included former presidents, senior health officials, international 
agency officials, NGO representatives, and members of academia. Interviewees 
were not chosen for their specific point of view, as this would have biased the 
interview data. Interview themes ranged from the importance of international 
criticism, pressure, and reputation building, to policy design and implementa-
tion and the history and strength of bureaucratic-civil societal partnerships in 
health policy. All of the individuals interviewed gave consent to acknowledge 
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their formal titles and positions. Data from these interviews were stored as MS 
Word documents, while some were also stored as voice-recorded files, with the 
interviewee’s consent.

The study relied on several different types of quantitative information, such 
as archival and contemporary epidemiological data on various diseases obtained 
from public health institutions, mainly through official government websites 
and/or online reports. Budgetary data on federal government expenditures 
were obtained from online databases and published reports. While there were 
ample amounts of data from Brazil, I experienced difficulties collecting data for 
the other emerging nations, especially China and Russia.

Road Map
In the next chapter, I turn to an in-depth examination of Brazil’s response to 
HIV/AIDS and obesity, followed by India’s and China’s responses to HIV/
AIDS and obesity (chapters 3 and 4). Russia’s response to HIV/AIDS and TB is 
then examined (chapter 5), followed by South Africa’s response to the same epi-
demics (chapter 6). In chapter 7, I close with some broader theoretical and em-
pirical lessons about the BRICS’ responses to epidemics while reevaluating 
their emerging-nation status in the area of public health.

notes

1. ​ This is not to say that governments concerned about increasing their international 
reputation in health are equally concerned about doing so in other social policy areas, such 
as education and the environment. My focus is instead on those nations focusing on do-
mestic health policy as a means of enhancing their reputation.

2. ​ Receptivity to international financial assistance is not the only factor comprising 
positive geopolitical positioning. If this were the case, essentially all nations receiving 
foreign aid in health would fall under this category. To be classified as a nation engaged in 
positive geopolitical positioning, governing elites must do more than receive foreign 
aid: they must also seek out and work closely with international agencies to learn and 
adopt their policies; they must proactively voice their interest in and commitment to 
building their international reputation in health; and they must engage in activities that 
further market their policy success, such as organizing conferences, while eventually pro-
viding foreign aid assistance to other nations.

3. ​ Centralization is not the only approach to effectively responding to disease. This is 
especially the case when nations do not have the historical institutional experience, politi
cal culture, or expertise to engage in a centrist response. According to Nathanson (1996), 
for example, when compared with France, the United States does not have a long tradition 
of state-led health policy research and implementation. Instead, essentially all health poli-
cies were decentralized during the early twentieth century, engendering a federal govern-
ment that had no tradition or interest in pursuing a centralized response to HIV/AIDS 
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and other diseases (Gómez, 2013). In other instances, decentralization has proven just fine 
in terms of implementing health policy (Tendler, 1997). As seen in Uganda and Botswana 
(Patterson, 2006), when they are well-experienced, committed, and accountable, local 
governments can effectively respond to HIV/AIDS. Though decentralization may work in 
these smaller nations, it faces far greater challenges within large geographical federations 
that possess a myriad of distant municipalities, which for the most part are bereft of suffi-
cient resources and where intergovernmental coordination is an ongoing challenge.

4. ​ The epidemiological and international financial factors associated with these epi-
demics certainly have an influence on elite perceptions at a later time, but this is not why I 
selected these epidemics. Rather, I chose them for their initially contested nature, which 
has more to do with the initial perceptions of countervailing elites.

5. ​ We must keep in mind that HIV/AIDS was also initially viewed as a shameful dis-
ease in all of the BRICS’ nations. And yet, Brazil’s, India’s, and China’s leaders eventually 
positively responded, due to an increase in international criticism and pressure, while Rus
sia’s and South Africa’s did not. Thus, it is not the domestic stigma of disease but rather 
political leaders’ concern about international pressures and reputation building that 
matters most.

6. ​ This focus largely stems from the greater attention that HIV/AIDS has received in 
recent years compared with other diseases, mainly due to the stigma and political and 
social conflict surrounding HIV/AIDS, the rapid increase in number of cases and deaths 
throughout the 1990s, and the higher levels of international funding for this disease rela-
tive to other diseases.
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Brazil’s Response to HIV/AIDS and Obesity

In the midst of its transition to democracy and introduction of free market 
reforms, at the turn of the twenty-first century, Brazil confronted the HIV/
AIDS and obesity epidemics. The government’s failure to respond immedi-
ately through effective prevention and treatment programs drew criticism and 
pressure from influential international institutions such as the UN and the 
WHO. Seeking to improve the government’s international reputation in health, 
Brazil’s political leaders immediately began to provide more political and finan-
cial support to the MOH for its prevention and treatment programs. To expedite 
this process, the government also requested the help of international donors 
such as the World Bank, through both financial and technical assistance. These 
efforts revealed the government’s positive geopolitical positioning, which was 
built upon the historical precedent of the striving of Brazil’s governments since 
the early twentieth century to enhance the nation’s international reputation in 
development and public health while pursuing international donor assistance 
and collaboration to eradicate disease. Eventually, Brazil would begin to pro-
vide foreign aid assistance to other nations grappling with HIV/AIDS, with 
the intent of furthering its international reputation in health.

The government’s ability to achieve a centrist policy response to HIV/AIDS 
and obesity was facilitated by the presence of strong bureaucratic–civil soci-
etal partnerships, which predated the arrival of these epidemics. Equipped 
with a reliable and informative working relationship with NGOs, bureaucrats 
strategically used this partnership to bolster the MOH’s legitimacy and influ-
ence within government, thus securing bureaucrats’ ability to obtain the on-
going funding and political support needed to implement their centrist policy 
response.
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Responding to HIV/AIDS
The HIV/AIDS epidemic first emerged in Brazil in 1982 in the city of São Paulo 
and subsequently spread to Rio de Janeiro and other major cities. The disease 
first emerged within the gay community, then intravenous drug users (IDUs) 
and heterosexual couples. By the late 1980s, HIV/AIDS had begun to affect the 
lives of famous individuals, including intellectuals, artists, and politicians (Veja, 
1985). In a context of heightened discrimination toward the gay community 
(Mott, 2003), the virus’s emergence among famous individuals drew a consid-
erable amount of media and political attention (Parker, 2003). Despite this greater 
media attention and the accompanying alarm and fear, the epidemic continued 
to spread throughout the nation, puzzling medical scientists and alarming 
politicians.

In July 2009, CNN’s Sanjay Gupta reported that Brazil was the “envy of the 
world.” He was referring neither to the economy nor to Brazil’s vibrant culture 
and beautiful beaches. He was referring to the government’s impressive policy 
response to HIV/AIDS that led to a massive decline in infection and death 
rates. What many may not know is that several years before Gupta’s public 
commentary, Brazil’s government had joined its BRICS counterparts in being 
substantially delayed and lackluster in its policy response (Da Costa Marques, 
2003; Galvão, 2000). Several years would go by before the president publicly 
acknowledged the epidemic (Da Costa Marques, 2003; Galvão, 2000). In addi-
tion, in pruning government spending, stabilizing markets, and encouraging 
decentralization throughout the 1980s, the government allocated little of the 
federal budget for AIDS prevention and treatment programs. And the national 
AIDS program (NAP) that was eventually created, in 1986, was poorly orga
nized and managed (Da Costa Marques, 2003). Many were of the view that the 
NAP was a hollow shell, with little funding and little political support and 
poorly managed from within (Teixeira, 1997; Visão, 1985). It was as if the gov-
ernment created an institution to give the impression that it was fully commit-
ted to eradicating HIV/AIDS, when in reality it was not. Even though the NAP 
began to provide information on prevention, the quality and effectiveness of 
the advice was deemed insufficient and questionable (Parker, 2003). Worse still, 
the minister of health at the time, Carlos Santana, publicly claimed that his 
ministry had more important healthcare matters to attend to, and senior health 
officials questioned whether HIV/AIDS actually posed a public health problem 
(Parker, 2003; Teodorescu and Teixeira, 2015).
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Despite the government’s commitment to healthcare decentralization as en-
shrined in the 1988 constitution, during the 1980s the state governments found 
themselves in need of financial and technical assistance to respond to HIV/
AIDS. By 1985, several state health departments, beginning with São Paulo, had 
developed prevention and treatment programs (Parker, 2003; Teodorescu and 
Teixeira, 2015). The NAP, however, did not provide sufficient financial, human 
resource, and infrastructural assistance (e.g., beds and x-ray machines) to São 
Paulo and other state governments, notwithstanding repeated pressure from 
governors (O Globo, 1987). By 1986, the situation had become so dire that the 
individual in charge of São Paulo’s state AIDS program, Paulo Teixeira, had to 
appeal to the Pan American Health Organization (PAHO) and the WHO for 
assistance—but to no avail, as these institutions did not at the time have poli-
cies for providing direct support for state government prevention and treat-
ment programs (Teixeira, 1997).

To further complicate matters, during this period the NAP failed to develop 
a strong partnership with NGOs. Even after the program’s creation in 1986, its 
first director, Lair Guerra Macedo Rodrigues, was far from enthusiastic about 
meeting with and providing assistance to people living with HIV/AIDS. In 
the AIDS community, the director’s cold-hearted, seemingly apathetic char-
acter earned her the title of “the bitch” (E. Filho, 2006). She had little confi-
dence in a participatory approach to AIDS policymaking. Instead, she preferred 
that experienced MOH bureaucrats take the lead in devising and implementing 
policies.

This tenuous partnership with NGOs emerged even after the creation of a 
formal committee within the NAP that was dedicated to incorporating NGOs’ 
views on AIDS policy. In 1987, the national program created the National 
AIDS Commission. The commission’s primary objective was to incorporate 
the views of NGOs, government officials, and the private sector to devise more 
effective HIV/AIDS prevention and treatment programs. It soon became ap-
parent that few if any NGO representatives were present on the commission, 
and those that were present were mainly invited for their particular opinions 
rather than their substantive participation in designing policy (Da Costa Marques, 
2003). The most important commission members in this regard were govern-
ment officials, WHO and PAHO officials, academics, and select human rights 
activists (Nascimento, 2005).

Despite these challenges, NGOs were mobilizing. Building on a long his-
tory of social health activism and human rights, dovetailing with the fight for 
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redemocratization during the early 1980s (Berkman et al., 2005; Parker, 2003), 
several AIDS NGOs began to emerge. The first, in São Paulo, was created by 
the gay community in 1985: the Grupo de Apoio á Prevenção á AIDS (Support 
Group for the Prevention of AIDS). This was followed by Associação Brasileira 
Interdisciplinar de AIDS (Interdisciplinary Association for AIDS) in Rio in 
1986. By the end of 1985, there were an estimated 11 AIDS NGOs working 
throughout the nation (Parker, 2003). All of these NGOs were demanding that 
the government provide sufficient political and financial attention to public 
awareness campaigns—especially for groups at high risk, such as the gay and 
drug communities. At the same time, sanitarista activists, the business commu-
nity, and even the Roman Catholic Church began to support several prevention 
efforts (Parker, 2003). As Rich (2010) claims, this period was marked by aggres-
sive NGO pressure on the NAP to provide policy leadership, funding, and as-
sistance to communities struggling with the HIV/AIDS epidemic.

Despite these efforts, throughout the 1980s and into the early twenty-first 
century, the NGO community did not have a significant impact on the design 
and implementation of AIDS policies (Nascimento, 2005; Gómez, 2015a). Al-
though the NAP was gradually implementing several prevention programs, 
mainly information on safe sex and testing, and limited amounts of AZT medi
cations were being funded and distributed through the MOH, the national 
program did little to empower NGOs, provide more funding to the states, and 
ensure the rapid containment of the epidemic. HIV/AIDS cases continued to 
burgeon in the early 1990s, leading the World Bank to claim that by 2010, Brazil 
would see approximately 1,200,000 cases (Brazil, Ministry of Health, 2005).

International Criticism and Pressure

The World Bank’s predictions in the 1990s reflected the international com-
munity’s concern about the quick spread of HIV/AIDS in Brazil and other 
developing nations. A critical juncture emerged at the international level when 
the UN, several other international organizations, and the scientific commu-
nity began to evaluate, criticize, and provide policy recommendations (Lieber-
man, 2009). In this context, Brazil was singled out by international organizations 
such as the UN and the World Bank for its failure to respond adequately to the 
epidemic. The World Bank made it a point to criticize Brazil for failing to de-
velop a strong health systems response—that is, failing to ensure that hospitals 
had adequate staff and infrastructure to treat people living with HIV/AIDS 
(O Estado de São Paulo, 1993). Highly acclaimed scientists from the United 
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States, such as Dr. Anthony Fauci of the National Institutes of Health, criti-
cized the Brazilian government and advocated for a stronger policy response 
(O Estado de São Paulo, 1987). Fauci would soon join other scientists at interna-
tional conferences that highlighted Brazil’s challenges and policy limitations. 
At a major international AIDS conference in Puerto Rico in 1987, for example, 
Brazil was singled out as having the worst response to the epidemic in the en-
tire Latin America region (O Estado de São Paulo, 1987).

The Brazilian government did not take this international criticism and pres-
sure lightly. The office of the presidency was by far the most concerned with 
this situation (Cardoso, 2007; Gómez, 2015a). Striving to obtain closer eco-
nomic and political relations with the United States and other western nations 
such as the United Kingdom and France, President Fernando H. Cardoso strove 
to improve his reputation with them. This was important in securing their trust 
and confidence in engaging in more trade with Brazil, investing in several of its 
newly privatized industries, consolidating relationships with Wall Street bankers, 
and ensuring greater regional security. With respect to the United States, this 
process was facilitated—and indeed, encouraged—by Cardoso’s strong personal 
relationship with President Bill Clinton, Cardoso’s experience teaching at the 
University of California, Berkeley, and his extensive experience working with 
the United States in developing diplomatic and business partnerships as senator 
and finance minister. Taking up the presidency at a time of deep economic reces-
sion, Cardoso also sought to gain the trust and confidence of important inter-
national lenders such as the World Bank and the IMF, which could provide the 
funding needed not only to stabilize the economy but also to help fund AIDS 
and other public health programs (Roberto de Almeida, 2013).

By 1994, Cardoso viewed his investment in strengthening the NAP as an 
effective strategy for bolstering his government’s international reputation in 
health. He wanted to demonstrate that Brazil was fully committed to eradicat-
ing HIV/AIDS and meeting the nation’s healthcare needs (Chequer, 2008; 
D’Avila, 2008). Cardoso viewed an improvement in AIDS policy as a means 
to achieve this objective (Chequer, 2008; D’Avila, 2008; Roberto de Almeida, 
2013). But he also believed that Brazil needed to support the international com-
munity’s normative consensus of establishing a more aggressive AIDS policy 
response, while emphasizing prevention and access to medicine and treatment 
as a human right. Cardoso was also mindful that Brazil had a long tradition, 
dating back to the early twentieth century, of working closely with international 
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health organizations and philanthropic foundations to eradicate disease and 
share knowledge and resources, while working with other governments to 
construct multilateral health institutions such as the WHO (Gómez, 2015a).

In addition to introducing innovative prevention and treatment policies (as 
explained shortly), Cardoso organized and participated in several international 
events to raise Brazil’s global profile. For instance, in the mid-1990s Cardoso 
began to attend international meetings and conferences to discuss Brazil’s strat-
egy against AIDS (Da Costa Marques, 2003; Galvão, 2000). He also invited 
delegates from the WHO and the World Bank to visit Brazil and assess its 
government’s policies (Da Costa Marques, 2003; Galvão, 2000; Gómez, 2015a). 
The goal behind these endeavors was to prove to the West that Brazil’s gov-
ernment was unwaveringly committed to strengthening its policy response to 
AIDS (Da Costa Marques, 2003; Gómez, 2015a). Indeed, Galvão (2000) claimed 
that this was a time when the government was trying to establish itself as a 
world pioneer in the fight against AIDS.

These international reputation-building interests would have a profound 
affect on domestic AIDS institutional and policy reforms. After these reforms 
were pursued, the government used their success as a justification for providing 
multilateral and bilateral assistance to other nations responding to HIV/
AIDS—a strategy that was used to further improve the government’s interna-
tional reputation.

Was international reputation building the government’s main concern dur-
ing the Cardoso administration? Let’s look at some alternative explanations. 
Perhaps it was the government’s realization by the mid-1990s that a full-fledged 
AIDS epidemic had emerged that prompted Cardoso and the congress to initi-
ate reforms. But this cannot be the case, given that the office of the presidency 
and the MOH had already known for several years that AIDS was a serious 
public health threat (Parker, 2009). So, perhaps Cardoso’s interest in election to 
the presidency in 1994 and reelection in 1998 explains his motivation. This ar-
gument also does not hold. Cardoso at no point campaigned on the AIDS issue 
during the 1994 and 1998 presidential elections (Gauri and Lieberman, 2006). 
The first time any presidential candidate campaigned on AIDS was when Car-
doso’s minister of health, José Serra, ran for presidential office against Luiz 
Inacio Lula da Silva in 2001 (Gómez, 2015a). Perhaps, then, Cardoso was trying 
to increase the popularity and legitimacy of his office by strengthening his re-
sponse to AIDS. This also cannot be true, because it is well documented that 
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Cardoso was already popular and revered for his success at taming hyperinfla-
tion through his introduction of the Plano Real (Real Plan) stabilization program 
as finance minister from 1992 to 1994 (Resende-Santos, 1997). Finally, perhaps 
it was the spread of HIV/AIDS among famous individuals in society that 
prompted government interest and response? This cannot be the case, however, 
because, although the government was aware of the situation as early as 1988, 
even the death of Henfil, a famous cartoon artist in Brazil, due to AIDS, as well 
as other notable members of society, did not motivate the government to 
strengthen its policy response (Parker, 2003).

Cardoso’s international reputation-building interests therefore seem to be 
the most plausible explanation for his desire to encourage reform. Neverthe-
less, finding the means with which to pursue these interests proved difficult. 
With the introduction of the Real stabilization program in 1994 and efforts to 
reduce public spending, increasing the funding for AIDS programs proved to 
be difficult. In this context, Cardoso decided to engage in a partnership with 
the World Bank to achieve the necessary funding.

In 1994, Cardoso pursued a loan from the World Bank to fund the adminis-
trative and policy activities of the NAP (Galvão, 2000; Teodorescu and Teixeira, 
2015). Bank officials agreed to provide Brazil with a loan of US$120 million; the 
loan could be extended for an additional five years, based on adherence to bank 
policy mandates and performance. This funding was mainly used to pay for 
hiring staff and technical consultants, HIV prevention activities, and NGO ini-
tiatives (Galvão, 2000; Parker, 2003). Funding for more medical treatment, such 
as for drugs manufacturing and disbursement, was expressly forbidden (Mat-
tos, Terto, and Parker, 2003). Bank funding was therefore centralized, focusing 
on strengthening the government’s administrative capacity and prevention 
initiatives—dovetailing with Cardoso’s interest in the government’s solidifying 
its renewed commitment to policy reform.

Positive Geopolitical Positioning

Where did Brazil’s interest in international reputation building, working with 
international organizations, and receptivity to World Bank funding—in other 
words, its positive geopolitical positioning—come from? Was this response a 
product of the times: the urgency and need to respond to HIV/AIDS? Or did 
this reflect a preexisting historical precedent, a deep foreign policy legacy of 
political elites who positioned themselves as leaders in an emerging nation 
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sensitive to international criticism and receptive to international collaboration and 
foreign aid assistance in achieving their government’s health policy objectives?

There were certainly deep historical precedents in all of these areas. Since 
the 1920s, Brazil’s presidents had been keen to create policies and engage in 
diplomatic activities that would improve the nation’s international reputation 
(Garcia, 2012). Brazil’s government wanted to show the world that it was not 
only a sovereign state but also one that had unlimited economic potential and 
international influence, a nation that could contain the spread of disease and 
could prosper (Garcia, 2012; Hochman, 2009). Shortly after independence from 
Portugal in 1822, and continuing through the First Democratic Republic (1889–
1930), presidents and diplomatic officials became sensitive to other nations’ views 
of Brazil, especially in a context that historian Roberto de Almeida (2012, 21) 
once described as “um sistema internacional fortemente discriminatório em 
relação a ‘potências menores’ ” (an international system that strongly discrimi-
nates against “lesser powers”). In essence, it was a time when the world looked 
down on Brazil. This agitated political leaders (Roberto de Almeida, 2012), 
as they never wanted Brazil to be perceived as a second-rate nation (Cervo, 
2011).

During the 1930s, President Getúlio Vargas (1930–45) strove to transform 
Brazil into a revered partner in international peace and development (Figueira, 
2011). Vargas was incessantly worried about Brazil’s international image and 
position in the world. He often lamented about previous governments’ apathy 
toward building Brazil’s international reputation: “A posição do Brasil na vida 
internacional nunca foi de tanto prestígo e segurança” (Brazil’s position [in inter-
national politics] has never been about prestige and security) (quoted in Garcia, 
2012, 256).

Vargas was a state builder and believed that Brazil had the potential to become 
an advanced industrialized nation, looked up to by many. He often attended 
and hosted international conferences, on issues ranging from economic trade 
to international peace and security. At these conferences, Vargas lectured about 
Brazil’s fine achievements and its future plans, aspirations, and significance to 
the world (Figueira, 2011; Garcia, 2012). By the mid-1950s, Brazil’s govern-
ment was so confident in its international position that Vargas’s diplomats 
allegedly boasted at international conferences about the United States’ and Mex-
ico’s respect for Brazil’s cooperative assistance in international trade and security 
(Garcia, 2012).
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To further enhance the nation’s international reputation, Vargas engaged in 
several diplomatic activities, while devising policies that would draw attention 
to Brazil. When the Second World War began, in 1939, Vargas decided to help 
US President Franklin D. Roosevelt by being the first (and only) Latin Ameri-
can nation to send troops in support of the allies’ fight against the Nazis (Figueira, 
2011). Vargas saw this as an opportunity to bolster Brazil’s prestige as a nation 
that could be relied on to help defeat evil in the world and to safeguard human 
rights, individual freedom, and dignity (Garcia, 2012). Indeed, historians note 
that it was the international reputation-building effects of engaging in the Sec-
ond World War that motivated Vargas to stay involved in international diplo-
macy (Cervo, 2011; Figueira, 2011).

But Vargas was also keen on creating public health policies that would 
garner the international community’s respect. For instance, he pursued the cre-
ation of centralized bureaucratic institutions to eradicate diseases such as 
TB, syphilis, and yellow fever, while investing in public infrastructure and ag-
ricultural exports, mainly coffee—endeavors that earned Brazil international 
acclaim (Gómez, 2015a; Roberto de Almeida, 2012). Vargas also sponsored his 
most accomplished medical doctors to attend world conferences to display Brazil’s 
success in combating disease (Carrara, 1997; Peard, 1999).

For example, Vargas sponsored the Sifilógrafo movement, a team of highly 
regarded medical doctors who worked on syphilis, to participate in interna-
tional conferences. These endeavors allowed Vargas to reveal how the govern-
ment was succeeding in limiting the spread of syphilis in major cities and ports 
(Carrara, 1997, 1999). Proud of his medical establishment, Vargas went so far as 
to send one of his prized medical doctors to San Francisco in 1945 to help es-
tablish the WHO (Clift, 2013). This was done to build up the government’s 
international reputation as a state that was advanced in medical scientific dis-
covery and public health policy and was in a strong position to help other 
nations respond to disease. Vargas was tired of the world’s perceiving Brazil as 
an inferior, inconsequential nation, believing instead that it was a nation that 
Americans and Europeans could respect and be glad to work with. Future 
presidents shared Vargas’s views and followed a similar geopolitical approach 
(Garcia, 2012).

The government’s commitment to improving its international reputation in 
health persisted over the years, motivating subsequent governments to create 
programs for achieving the same objective. During the 1950s, President Jus-
celino Kubitschek de Oliveira, for example, was disappointed about Brazil’s 
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international reputation as being an underfunded, inept “huge hospital,” a “sick 
country” with a weak healthcare system (Hochman, 2008). This motivated 
Kubitschek to declare “o Brasil não é só doença” (there is more to Brazil than 
disease) (quoted in Hochman, 2008). To overcome this international percep-
tion, Kubitschek followed Vargas’s tradition of creating several federal institu-
tions and campaigns to eradicate disease, including yellow fever, malaria, and 
smallpox (Hochman, 2008). Subsequent military governments, from 1964 to 
1985, viewed investing in public health policy as a means to improve their 
reputation and legitimacy as a state capable of eradicating disease while meet-
ing social needs (Hochman, 2009). This also helped to overcome the military’s 
reputation as a government that did not respect human rights and civil liber-
ties (Palmer and Hochman, 2010).

After independence from Portugal in 1822, Brazil had also been committed 
to international cooperation and partnerships (Cervo, 2011). During the First 
Republic, presidents emphasized international cooperation in the areas of 
trade, intellectual property, and technology (Roberto de Almeida, 2012). And 
despite a war with Paraguay (1864–70) and hostilities toward Argentina, by the 
early twentieth century Brazil sought to ameliorate its tensions with these na-
tions (Figueira, 2011). But Vargas was also gifted at establishing diplomatic 
ties. He worked hard to protect his close economic relationship with the United 
States, viewing President Roosevelt as an ally and friend. Over the years, Brazil 
would engage in several endeavors to provide technical assistance and social 
welfare services to lesser-developed nations. Between 1960 and 1990, for ex-
ample, Brazilian scientists cooperated in approximately 1,300 developmental 
projects throughout Latin America and Asia (Cervo, 2011). International co-
operation for ensuring social welfare needs such as health care, narcotics regu-
lation, and the punishment of those responsible for trafficking women and girls 
in the sex trade throughout the Americas was also of importance (Garcia, 2012).

Brazil’s government was also committed to establishing collaborative part-
nerships with the international community in response to disease. In addition 
to sending teams of medical doctors to international conferences to develop a 
stronger response to syphilis and TB (Carrara, 1997), the government worked 
closely with the international philanthropic sector. During the 1920s and 1930s, 
the MOH, at that time the Diretoria Geral de Saúde Pública (DGSP), part-
nered with the David Rockefeller and Irene Diamond foundations and the Red 
Cross to eradicate hookworm, yellow fever, and malaria (Stepan, 1976). With re
spect to yellow fever, the DGSP worked with the Rockefeller Foundation’s 
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International Health Board during the 1920s to create a national yellow fever 
program and establish local health units and programs (Stapleton, 2005). The 
DGSP also worked with the Rockefeller Foundation to eradicate malaria. In 
addition to co-financing several projects, it worked with foundation officials to 
adopt several eradication strategies successfully pursued in the United States. 
The Rockefeller Foundation and the DGSP also established several autono-
mous public health institutions focused on malaria control in the northeast of 
Brazil, such as the Northeast Malaria Service, created in 1938 (Griffing et al., 
2015). In the late 1950s, the government decided to work closely with the WHO 
and its World Health Assembly to adopt its suggested measures for eradicating 
malaria (Hochman, 2008; Silva and Paiva, 2015), eventually leading to the cre-
ation of the MOH’s Malaria Control and Eradication Working Group in 1958. 
Silva and Paiva (2015) write that this working group was created to work with 
and to accommodate the needs of the WHO while strengthening Brazil’s rela-
tionship with the United States.

Finally, when it came to smallpox—historically, a highly prevalent disease 
throughout the nation—despite a lull in the government’s attention to the dis-
ease between the 1920s and 1950s,1 as soon as the WHO and PAHO began to 
establish an international consensus on the need to completely eradicate small-
pox in 1959, presidents João Goulart (1961–64) and Humberto de Alencar 
Castello Branco (1964–67) began to collaborate with the WHO to increase 
Brazil’s policy response. In 1962, for example, President Goulart instructed the 
MOH to create the National Campaign Against Smallpox, which facilitated 
the MOH’s work with the WHO, the United States, and private foundations 
such as the Rockefeller Foundation (Silva and Paiva, 2015). Brazil’s collabora-
tion with the international community therefore emerged in response to a rise 
in international attention to a previously neglected disease—as would happen 
with its response to AIDS and, as we will see, obesity.

Engaging in international technical cooperation also became a key aspect 
of Brazilian foreign policy. To that end, beginning in 1969, the government 
established several federal agencies dedicated to providing technical assistance 
to other developing nations, with a focus on training, research, and the produc-
tion and conservation of foods. Brazil would also strategically use this techni-
cal assistance as a means to enhance its image as a benevolent state, one that 
could help other nations develop and prosper—a foreign policy tradition 
that would reemerge with AIDS (Silva and Paiva, 2015).
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But Brazil was also committed to working with other nations to help estab-
lish postwar peace and international institutions. In 1918, Brazil had been one 
of the founding members of the League of Nations in Paris (Garcia, 2012). Brazil 
eventually withdrew from the league, however, after realizing in 1926 that 
other member states were too domineering and disrespectful toward smaller 
participating nations—a move that smacked of Brazil’s unwavering principles 
of defending state sovereignty, mutual respect, global equality, and multilat-
eral cooperation (Garcia, 2012; Roberto de Almeida, 2012). Following the Sec-
ond World War, President Vargas cooperated with President Roosevelt and 
European leaders to establish an agreement for international peace (Garcia, 
2012). To that end, in 1944 Brazil collaborated with the United States, Norway, 
England, and China to help form the UN and, two years later, the WHO (Gar-
cia, 2012). After Vargas’s presidency, the government remained committed to 
avoiding any hostilities toward other nations, seeking to remain neutral dur-
ing the Cold War (Cervo, 2011). This view was held even under the phalanx 
of military dictatorships that governed Brazil from 1964 to 1985. By 1979, under 
the leadership of President Ernesto Geisel (1974–79), the government made it 
a point not to take sides between socialist and capitalist nations, while increas-
ing the number of presidential and diplomatic visits to maintain international 
cooperative peace (Figueira, 2011). It was under Geisel that the government 
sought to reduce its political and economic dependence on the United States 
and to establish diplomatic ties with other nations (Cervo, 2011; Figueira, 
2011).

Indeed, Brazil’s presidents and diplomatic elites never viewed themselves as 
world leaders and powers, eager to shape international discourse and policy 
(Cervo, 2011). Instead, Brazil always considered the United States to be the re-
gional and global hegemon, and it worked alongside the United States as a sup-
portive ally (Garcia, 2012). Pacifism, nonintervention, partnership, mutual re
spect, equality, and peace were always the guiding principles shaping Brazil’s 
foreign policy endeavors (Cervo, 2011; Garcia, 2012). During formation of the 
UN in 1944, for example, Brazil’s delegates made it clear that the UN’s laws 
should prohibit states from acting in a unilateral manner to safeguard state sov-
ereignty (Cervo, 2011; Garcia, 2012). Brazil believed that no nation had the right 
and responsibility to govern the world on its own (Roberto de Almeida, 2012).

For several decades, then, Brazil’s government was committed to multilater-
alism in international negotiations (Cervo, 2011; Figueira, 2011; Garcia, 2012; 
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Roberto de Almeida, 2012). Beginning with the Vargas administration, the 
government believed that nothing could be achieved in the world without 
peaceful multilateral cooperation, without mutual understanding and trust. 
Cervo (2011) maintains that Brazil’s commitment to multilateralism stemmed 
from its social diversity: politicians had to learn to adjust to a burgeoning 
hodgepodge of cultural, social, and economic interests and needs. By the 1950s, 
Vargas’s successor, President Jânio Quadros (1955–59), and his diplomats 
strongly believed that Brazil’s opinion and voice mattered in the world, that it 
needed to be involved in every major policy decision at the UN, and that other 
nations should work with Brazil to resolve international conflict (Cervo, 2011; 
Garcia, 2012).

Adding further credence to Brazil’s belief in international cooperation 
was its interest in receiving financial and technical assistance from other na-
tions. By the mid-twentieth century, Brazil had established a reputation for bor-
rowing from other nations and capital markets and for repaying loans on time 
(Roberto de Almeida, 2012). Humble yet eager to develop Brazil’s economy, 
Vargas at one point claimed that there was simply no way that Brazil would 
be able to develop without the support of the United States and European lead-
ers (Garcia, 2012). Vargas once commented: “Sem a colaboração de um país 
industrializado, e dispondo de technologia avançada, o Brasil não poderá levar 
avante, com a rapidez necessária, a reconstrução econômica” (Without the col-
laboration of an industrialized country, featuring advanced technology, Brazil 
cannot carry on, quick enough, for economic reconstruction) (quoted in Gar-
cia, 2012, 79). By 1947, Brazil had become the first nation in Latin America to 
borrow money from the World Bank—an estimated US$79 million to build the 
government’s electrical sector (Figueira, 2011; Roberto de Almeida, 2012).

When it came to public health, Brazil’s political leaders would once again 
turn to the international community for financial assistance. Facing austere 
budget cuts in public health due to increased government spending for economic 
development (Hochman, 2009), by the early to mid-twentieth century—in re-
sponse to public health threats such as smallpox, yellow fever, and malaria—the 
government approached the WHO, PAHO, Rockefeller Foundation, and United 
States for assistance in funding prevention and eradication programs (Silva 
and Paiva, 2015). For instance, Brazil’s Special Public Health Service of the 
Amazons, created in 1942 to provide sanitation services throughout the north-
eastern states and the Amazon, was partially funded by the US Institute of Inter-
American Affairs (IIAA), with the coordinating assistance of Rockefeller 
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Foundation staff. By 1944, approximately 80% of this funding came from the 
IIAA (Griffing et al., 2015). The government also turned to PAHO, the WHO, 
and the United States for funding the government response to smallpox. Hoch-
man (2008) reports that by the late 1960s, approximately one-third of Brazil’s 
smallpox eradication budget came from the United States. During this period, 
the MOH also acquired approximately 230 vehicles from PAHO and the 
WHO, as well as clean needles for providing vaccinations.

The Brazilian government’s receptivity toward international financial assis-
tance in the area of public health persisted through most of the twentieth 
century. It was a foreign policy tradition that had a long-term precedent, as men-
tioned earlier. The government’s receptivity to international assistance reflected 
its humility and willingness to learn and work with the international community 
in response to disease. Although these efforts would subside with the emergence 
of more conservative and isolationist governments during the 1980s (Parker, 
2003), it would emerge again later, positively influencing the government’s 
geopolitical positioning and receptivity to international assistance in response 
to HIV/AIDS and obesity.

In sum, there were deep historical precedents to Brazil’s positive geopolitical 
positioning. Brazil was always a nation that was conscious of its government’s 
image in the world, eager to build its international reputation as a modern state 
capable of developing and eradicating disease, while working closely with other 
nations to learn and to acquire resources. Brazil never sought to lead the world 
in politics and power; rather, it sought to work closely with the international 
community, repeatedly humbling itself and acknowledging that the govern-
ment needed assistance from other nations to achieve its goals. When the HIV/
AIDS epidemic emerged, the government’s response followed a long tradition 
of using state building, health policy, and, ultimately, the provision of financial 
and technical assistance to other nations as a means to bolster its international 
reputation while working closely with international donors and philanthropists 
to achieve its domestic policy objectives. Equipped with international financial 
support and strong presidential backing, Brazil would now engage in a series of 
impressive centrist policy reforms.

Pursuing a Centrist Policy Response

By the mid-1990s, reinvigorated by its positive geopolitical positioning and 
aspirations, the government moved to bolster the NAP, in essence creating a 
highly centralized, autonomous, and influential agency. The first step along 
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this path was to delegate a high level of policymaking autonomy to the pro-
gram. President Cardoso and his health minister, José Serra, believed that the 
NAP had the technical expertise and experience needed to enact effective pre-
vention programs and to work with the states in implementing them. In this 
context, Cardoso and Serra felt comfortable giving NAP directors the authority 
not only to devise policy but also to seek direct funding from the congress. For 
unlike any of its agency counterparts within the MOH, the NAP was allowed 
to bypass the traditional reams of paperwork entailed in obtaining federal fund-
ing from the national treasury through the congressional committees (Car-
doso, 2007; Galvão, 2000; Teixeira, 1997). This greatly facilitated the NAP’s 
ability to fund several prevention activities.

To enable the NAP’s imposition of policies onto the states, it also created the 
Comissões Municipais de AIDS (Municipal AIDS Commissions, MACs). The 
MACs essentially acted as bureaucratic arms of the NAP, receiving orders and 
working with municipal health bureaucrats to carry them out (Teixeira, 1997). 
This initiative underscored the NAP’s belief that the states had to follow its 
policy directives, even in a context of increased healthcare decentralization 
under the Sistema Único de Saúde (SUS) (Da Costa Marques, 2003; Gómez, 
2011a). In essence, the MACs were delegated the responsibility of closely mon-
itoring municipal health department’s adherence to NAP policy guidelines, 
providing technical assistance in the implementation of prevention programs, and 
reporting any discrepancies back to the NAP (Teixeira, 1997).

By the mid-1990s, the NAP had also introduced several prevention programs 
targeting the groups at highest risk, such as the gay community and women. 
In 2002, Brazil became one of the first nations to create media awareness cam-
paigns for the young gay community (Levi and Vitoria, 2002). In 2007, it did 
the same for women, creating the Plano Integrado de Enfrentamento da Femi-
nização da Epidemia de Aids e otras DST (Integrated Plan Confronting the 
Feminization of AIDS and Other STDs). Through this program for women, 
NGOs provided free HIV testing, female condoms, and sex education materi-
als (Brazil, National AIDS Program, 2007; Gómez, 2015a). Furthermore, in 2009 
the NAP instituted a host of sex education initiatives, not only through the me-
dia, such as in television infomercials and on billboards, but also through the 
educational curriculum in schools (Arnquist, Ellner, and Weintraub, 2011). In 
1994, the NAP began to distribute condoms, with the goal of providing ap-
proximately three billion to all state governments (Lieberman, 2009). And in 
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2000, in an effort to curb the growth of infections in IDUs, the congress 
passed legislation allowing the federal provision of clean needles to state health 
departments through the NAP (Paiva, Pupo, and Barboza, 2006).

The NAP also emphasized its centrist governing structure through the pro-
vision of ARV medications. In 1996, Brazil became the first nation in the world 
to mandate the universal distribution of ARVs (Paiva, Pupo, and Barboza, 2006). 
Through presidential decree act no. 9313, by federal law the NAP was given the 
authority to distribute medications to all state health departments (Mattos, 
Terto, and Parker, 2003; Paiva, Pupo, and Barboza, 2006). A state or municipal 
government’s failure to adhere to this law permitted citizens to take the gov-
ernment to court—an option that some citizens used both for the delayed dis-
tribution of medications and for issues concerning HIV testing (Berkman et al., 
2005).

The NAP soon realized, however, that to ensure that its prevention and 
treatment programs worked effectively, it also had to overcome the challenges 
of decentralization and create incentives for municipal governments to adhere 
to its policy mandates. In the late 1990s, state and municipal health depart-
ments were given a considerable amount of administrative, policy, and financial 
discretion in providing healthcare services through SUS (Arretche and Marques, 
2002). In 2002, moreover, the NAP began to decentralize more financial and 
administrative responsibility to municipal health departments (Rich and Gómez, 
2012). However, in some instances this led to poor management of hospital ad-
ministration and health services provision (La Forgia and Couttolenc, 2008). 
To ensure that these challenges did not hamper HIV/AIDS prevention and 
treatment programs, in 2003 the NAP created an intergovernmental fiscal pro-
gram that increased its ability to persuade mayors and local health administra-
tors into compliance with NAP policies.

It is through this initiative, the ministerial ordinance no.  2313 Fundo-a-
Fundo Incentivos program, that the NAP would provide financial grants to 
municipal health departments in need of assistance, as long as they complied 
with national NAP policy recommendations (Barboza, 2006; Brazil, Ministry 
of Health, 2010). To qualify for a grant, municipal health departments had to 
meet the following conditions: (1) a high HIV and AIDS epidemiological 
burden—approximately 50,000 cases; (2) the municipality’s participation in the 
first two World Bank loans, provided in 1994 and 1999; and (3) evidence that 
a municipal health department was already trying to obtain financial and 
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administrative help (Barboza, 2006; Gómez, 2011a). Other stipulations required 
municipal governments to improve their human resources and infrastructure for 
health, improve existing prevention and treatment programs and their work 
with NGOs, and ensure the purchase and supply of ARV medications (Bar-
boza, 2006; Pires, 2006).

To ensure that grant recipients adhered to these conditions, the NAP often 
sent bureaucrats to municipal health departments to monitor how the money 
was being spent. This led to an increase in federal accountability and motivated 
mayors to adhere to policy guidelines (Gómez, 2015a). At the same time, the 
NAP dispersed federal manuals and technical norms to the municipalities 
to ensure that they were continuously up to speed on the policies and proce-
dures they should be pursuing (Barboza, 2006). This endeavor signaled the 
NAP’s commitment to strengthening oversight and accountability in Fundo-a-
Fundo funding and municipal government compliance with the NAP’s policy 
priorities.

Over the years, federal funding for the Fundo-a-Fundo program increased. 
As figure  2.1 illustrates, transfers from the MOH to the municipalities in-
creased from almost R$58 million (reais) in 2003 to just over R$178 million in 
2013. Most of this funding went to those municipalities in greatest need of as-
sistance. For example, the city of São Paulo, Brazil’s largest metropolitan area, 
received the lion’s share of funding, an estimated 33.4% of total Fundo-a-Fundo 
funding from 2002 to 2011 (Gómez, 2015a). Moreover, by 2010, approximately 
26 states and 489 municipalities received Fundo-a-Fundo funding (Gómez, 
2011a).

In addition to creating intergovernmental fiscal policies, the NAP also 
began to increase its “informal” policy influence. That is, AIDS bureaucrats be-
gan to contract with NGOs to closely monitor municipal health departments’ 
usage of Fundo-a-Fundo funding, as well as monitoring their general policy 
performance. By periodically obtaining information from NGOs and visit-
ing them on a regular basis, AIDS bureaucrats were able to increase munici-
pal governments’ accountability to the MOH and thus incentivize greater 
compliance with national policy guidelines (Gómez, 2015a; Rich and Gómez, 
2012). By the turn of the twenty-first century, with many NGOs being un-
employed and in search of funding, these bureaucrats took advantage of the 
opportunity to contract out to NGOs to work as the eyes, ears, and arms of 
the NAP at the municipal level (Gómez, 2015a; Rich, 2010; Rich and Gómez, 
2012).
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Thus, by the early 2000s, the government had succeeded in building a strong 
centrist policy response. As explained in the previous chapter, such a response 
requires three components: the creation and ongoing financial and administra-
tive expansion of federal agencies, the development of effective prevention and 
treatment programs (particularly, universal access to medicines), and formal 
and informal strategies to increase the central government’s policy influence in 
a context of healthcare decentralization. In Brazil, the congress continued to 
authorize an increase in spending and administrative expansion of the NAP 
and created effective prevention and universal ARV treatment policies, while 
the national program formally and informally increased its subnational policy 
influence by providing conditional fiscal transfers and working with NGOs to 
monitor municipal government compliance with national program mandates.

Building on the success of the government’s centrist policy response, by the 
early 2000s the Lula administration began to pursue foreign policies that would 
help to further improve Brazil’s international reputation, while at the same time 
expanding the government’s health policy beliefs and experiences at the global 
level. One such policy was the government’s decision to take a leading role in 
working with other nations to establish declarations of nations’ rights to essen-
tial medicines and to engage in negotiations with pharmaceutical companies 
for increased access to more affordable ARV medicines (Watt, Gómez, and 
McKee, 2014). The Lula administration believed that not only did these efforts 
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Figure 2.1. Fundo-a-Fundo Incentivo transfers to municipalities in Brazil  
(R$ millions), 2003–13. Sources: Abong, Portal dos Fundos Públicos, National AIDS 
Program, 2012, www​.abong​.org​.br; Brazil, Ministry of Health, 2010; Diário Oficial de 
União, 2013.
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help to bolster the government’s international reputation as an empathetic 
emerging power (Heijstek, 2015), but Brazil also had an ethical obligation to 
assist other nations—by applying its principled beliefs in universal access to 
medicine as a human right to the international community and by applying the 
lessons learned from its domestic policy experiences (Heijstek, 2015; Watt, 
Gómez, and McKee, 2014).

For example, in 2001 in Doha, Qatar, President Lula’s health minister, Paulo 
Teixeira, took the lead in working with India and other emerging nations to 
establish an international declaration allowing developing nations to reinter-
pret flexibilities in the WTO’s TRIPS Article 31 rulings regarding conditions 
for the issue of compulsory licenses: these would now include “public health 
crisis” such as HIV/AIDS as one such justifiable condition. This would essen-
tially allow developing nations to obtain generic medication such as ARVs at a 
lower price (Correa, 2002). In 2004, Brazil also worked with other nations at 
the International AIDS Conference in Bangkok, Thailand, to create the Inter-
national Technical Cooperation Network, an agreement that facilitated the 
sharing of financial and technical resources between nations to encourage the 
production of generic medications. And in 2005, building on the 2001 Doha 
declaration, Brazil worked with several Latin American governments through 
the Union of South American Nations to collectively pressure pharmaceutical 
companies, including Merck, Abbot, and Roche, into agreeing to lower their 
prices for ARV medications throughout the region (Passarelli and Pimenta, 
2012). All the while, Brazil led by example through its engagement in several 
rounds of intensive negotiations with these companies, which eventually led to 
a reduction in the prices of ARVs: Abbot’s lopinavir/ritonavir by 56.2%, 
Roche’s nelfinavir by 73.8%, and Merck’s efavirenz by 73%. The government 
even went as far as to issue a compulsory license in 2007 for Merck’s efavirenz 
(Salama and Benoliel, 2010). Moreover, according to WikiLeaks information 
disclosed by Edward Snowden in 2010, in 2003 Lula sought to increase his bar-
gaining power with pharmaceutical companies by issuing an executive order 
amending Article 71 of the 1996 Patent Law for Medications. This amend-
ment allowed for the production of generics without the consent of pharma
ceutical companies as previously stipulated under TRIPS rulings (Dickinson, 
2010). Because of all these efforts, by the end of Lula’s term in office, several 
international health agencies and NGOs, including Médecins sans Frontières, 
praised Brazil for its success in taking an aggressive stance against the phar
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maceutical sector while helping other nations gain access to more affordable 
medications (Gómez, 2015a).

The Lula administration realized that providing bilateral aid to other 
nations could help to promote the government’s international reputation (Russo, 
Cabral, and Ferrinho, 2013). Building on its success in producing and univer-
sally distributing ARV medicines through SUS, in 2002 the NAP began to do-
nate medications and provide technical assistance in the areas of prevention and 
treatment to Bolivia and Paraguay. It did so through the MOH’s International 
Collaboration Program for the Control and Prevention of HIV in Develop-
ing Nations, with provision extending to other nations through the program’s 
renewal in 2005 (Passarelli and Pimenta, 2012). And in 2003, in Africa—a re-
gion that some claim was intentionally pursued by the president to help build 
Brazil’s international profile in donor assistance (Carrillo et al., 2011)—Lula 
worked with Brazil’s Ministry of Foreign Affairs, MOH, and Agência Brasileira 
de Cooperação (ABC; Brazilian Cooperation Agency, the government’s pri-
mary agency for managing overseas development assistance) to help Mozam-
bique. Initiated at the request of the Mozambique government, the goal was to 
help construct a pharmaceutical plant for the production of ARV medications in 
the city of Mobato, along with a “mini-FIOCRUZ” infectious diseases research 
institute. In addition to sending AIDS technicians to Mobato, Lula also invited 
Mozambican health officials to Brasília to receive technical training (Gómez, 
2009).

Lula also agreed to help construct pharmaceutical plants in Nigeria (in 2005) 
and Angola (in 2007). And in 2005, the International Center for Technical 
Cooperation for HIV/AIDS Initiatives (ICTS) was created, housed within the 
NAP and co-financed by the NAP, UNAIDS (the Joint United Nations Pro-
gramme on HIV/AIDS), and the Department for International Development 
(DfID) in London. Staff from the ICTS continued to travel to Mozambique, 
Nigeria, and Angola to provide training in monitoring and evaluation, drug 
procurement, supply chain management, and HIV awareness and education 
through the program Harmonization of Policies for Sexual Education, HIV/
AIDS Prevention, and Drugs in the School Environment. This program also 
provided assistance to several Latin American countries, including Argentina, 
Chile, Peru, and Uruguay (Gómez, 2009). By providing this kind of bilateral 
assistance to Latin American and African nations, Lula succeeded in increasing 
Brazil’s international reputation as an influential aid donor, one that could 
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help other nations respond to AIDS, while at the same time bolstering its abil-
ity to shape international policy discussions and motivate other nations to 
provide similar types of bilateral assistance (Carrillo et al., 2011; K. Lee and 
Gómez, 2011). These bilateral efforts won considerable praise from the interna-
tional community (K. Lee and Gómez, 2011), eventually compelling Brazil’s 
minister of foreign affairs at the time, Celso Amorim, to comment that “tech-
nical cooperation is an essential tool of foreign policy” (quoted in Carrillo et al., 
2015).

Noticing the success of this policy strategy, Lula’s government continued to 
invest in bilateral and even multilateral assistance in health. From 2005 to 2009, 
the federal budget for these activities tripled (Alves, 2013). By 2011, the NAP, 
through the ICTS, had established 19 technical collaboration projects with Latin 
American, Caribbean, and African nation’s (Passarelli and Pimenta, 2012), while 
the MOH had established 53 bilateral arrangements across several health sec-
tors with 22 African countries (Carrillo et al., 2011). During this period, the 
MOH also began to donate a considerable amount of funding to multilateral 
institutions such as the WHO, PAHO, Global Alliance for Vaccine Initiative 
(later renamed Gavi, the Vaccine Alliance), and Global Fund to Fight AIDS, 
Tuberculosis, and Malaria (Passarelli and Pimenta, 2012). It was a time when 
the Lula administration was striving to solidify Brazil’s position in the world as 
a caring, benevolent state, one incessantly working with other nations to eradi-
cate disease and poverty.

The Dilma Rousseff administration (2011–16) did not share Lula’s foreign 
policy interests. Instead, due to an ongoing economic recession and increased 
civil societal demands for improved social services, Rousseff paid less attention 
to foreign policy and was focused more on domestic issues (Burges, 2014; 
Di Ciommo and Amorim, 2015). Consequently, the federal budget for ABC and 
other MOH bilateral and multilateral programs decreased considerably (Burges, 
2014; Di Ciommo and Amorim, 2015; Gómez and Perez, 2016). In the past 
two years, because of this situation, the NAP has had to start denying the pro-
vision of bilateral assistance to several African nations (Burges, 2014). As I 
discuss in chapter 7, Brazil’s recent economic recession, when combined with 
Rousseff’s obsessive focus on fostering her government’s domestic legitimacy 
in a context of potential presidential impeachment, hampered the MOH’s abil-
ity to continue helping other developing nations combat disease while further 
solidifying the government’s international reputation.
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The Advantages of Strong Bureaucratic–Civil  
Societal Partnerships

How was Brazil able to succeed in building a strong centrist policy response, 
one that brought both domestic policy advantages and international prestige? 
The response was made possible by the formation of a strong bureaucratic–civil 
societal partnership, which enabled bureaucrats to obtain ongoing financial 
and political support from the congress. The emergence of this partnership 
was made possible, in turn, through the historical presence of well-organized 
social health movements responding to disease while working with public health 
officials to contain their spread.

For example, in the early twentieth century, in response to syphilis and TB, 
the Sifilógrafo and Liga Contra a Tuberculose social health movements emerged 
in the cities of Rio de Janeiro and São Paulo. Organized by medical doctors, 
healthcare activists, professors, and public health bureaucrats, these movements 
strove to work closely with the national government through the Diretoria 
Geral de Saúde Pública, in operation from 1889 to the end of the First Repub-
lic in 1930, and the Ministério da Educação e Saúde Pública (MESP) during the 
Estado do Novo under President Vargas from 1930 to 1945. The Sifilógrafo 
and Liga Contra a Tuberculose emerged to raise awareness about these dis-
eases and propose policy solutions. These movements were particularly ada-
mant about creating universal prevention and treatment policies managed and 
implemented by the central government (Carrara, 1997; Gómez, 2015a). The 
Sifilógrafo, for example, became world famous for advocating sex education 
in schools and working with federal health bureaucrats and private busi-
nesses to inform the public about safe sex practices (Carrara, 1997; Fernandes, 
1931). Both movements also required that the DGSP universally distribute 
free medications (Araujo, 1939; Gómez, 2015a), while advocating for nondis-
criminatory views toward those groups particularly afflicted by these diseases, 
such as the black community (Carrara, 1997). It was a time when doctors, 
activists, and educators were working proactively with the public health bu-
reaucracy to establish a strong central government response to health epidemics 
(Gómez, 2015a).

During this period, public health bureaucrats also worked closely with these 
social health movements. In 1906, the director of the DGSP, Oswaldo Cruz, 
worked with the Sifilógrafo and Liga Contra a Tuberculose to pressure the 
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president of the republic to create specialized federal programs to eradicate 
TB and syphilis (Nascimento, 2005). Cruz quickly realized that he could not 
work on his own and that he needed these organizations to strengthen his po-
sition and influence within government (Gómez, 2015a). Given the growing 
popularity and influence of the Sifilógrafo and Liga, both domestically and 
abroad through their participation in conferences (Carrara, 1997; Nascimento, 
2005), Cruz believed that partnering with these social health movements would 
give him the credibility needed to pursue reforms. Such views within govern-
ment persisted over time, motivating future DGSP and MESP bureaucrats to 
work closely with these and other social health movements to create a strong, 
centralized government response to disease (Gómez, 2015a).

When the HIV/AIDS epidemic emerged in the 1980s, Brazil’s rich tradition 
of proactive social health movements advocating for a universal, effective, and 
equitable policy response persisted. This period benefited from the presence 
of the sanitarista social health movement, which arose during the 1960s as a pro-
democratization movement advocating for the creation of a universal health-
care system (Weyland, 1996). Consisting of local politicians, activists, medical 
doctors, and university professors, the sanitaristas mobilized to address HIV/
AIDS by increasing public awareness and working with at-risk groups such as 
the gay community to mobilize a strong policy response. As previously men-
tioned, AIDS NGOs emerged during this time in Rio and São Paulo to help 
people living with HIV/AIDS, provide medical care and psychological coun-
seling, and lobby the government for assistance (Barreira, 2012; Brito, 2012; 
Galvão, 2000).

As they had done since the early twentieth century, these social health move-
ments worked closely with public health bureaucrats. In addition to continuously 
lobbying the MOH under the military and the new democratic government, 
beginning in the late 1980s, sanitarista and AIDS NGO leaders realized that 
to become successful they needed to forge strong partnerships with AIDS 
bureaucrats to build a solid network of supporters within government (Gómez, 
2015a). These activists approached AIDS bureaucrats mainly by taking ad-
vantage of preexisting participatory institutions within the NAP, such as the 
National AIDS Commission, while meeting with bureaucrats in government-
sponsored workshops and meetings at the local level (Rich, 2010; Rich and 
Gómez, 2012).

Nevertheless, bureaucratic efforts to work closely with these NGOs did not 
occur until after the Cardoso administration had positively responded to inter-
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national criticisms and pressures through policies focused on improving the 
government’s international reputation (recall earlier that, prior to Cardoso’s 
response, the MOH was not working closely with NGOs, notwithstanding col-
lective protests and pressures for policy reform). The Cardoso administration’s 
reputation-building interests and the heightened level of support that he gave 
to the NAP therefore provided an opportunity and incentive for bureaucrats to 
finally engage in a stronger partnership with NGOs.

Indeed, by the late 1990s, the bureaucrats benefited from forging a strong 
partnership with the sanitarista and AIDS NGO community. NGOs became the 
eyes and ears of bureaucrats at the local level, which helped not only in learning 
about local needs and in improving policy (Rich, 2010) but also in finding out 
what it took to build a strong bond and sense of trust with local communities. 
Much of this learning was made easier by bureaucrats periodically meeting 
with activists through local participatory institutions such as the Commission 
for Articulation with Social Movements (CAMS), present in several cities and 
organized by national AIDS bureaucrats, NGOs, and community members 
(Rich and Gómez, 2012). The CAMS, as well as facilitating informal meetings 
between AIDS bureaucrats and NGOs, helped to establish a sense of trust 
between the state and NGOs. They were therefore critical for ensuring that 
prevention and treatment programs worked effectively (Rich, 2010; Rich and 
Gómez, 2012), especially in contexts where cultural traditions and religious 
beliefs offered alternative, traditional medical approaches to treating AIDS 
(Garcia and Parker, 2011).

Establishing a strong partnership with NGOs helped to bolster national 
AIDS bureaucrats’ legitimacy and influence within government, enabling them 
to obtain ongoing presidential and congressional support for their centrist pol-
icy reforms (Barreira, 2012; Brito, 2012; Campos, 2012; Dhalia, 2012). This le-
gitimacy was enhanced because several senators and congressmen were familiar 
with the sanitarista and NGO movement (several politicians at the time were 
medical doctors and were previously involved in the sanitaristas), its dedication 
to achieving universal healthcare, its historical success in working with the gov-
ernment and international community in response to disease (Carrara, 1997), 
and its commitment to partnering with the public bureaucracy in response to 
epidemics. These were traits deemed impressive and helpful in the fight 
against HIV/AIDS (Barreira, 2012; Brito, 2012; Campos, 2012; C. Filho, 2012; 
Grangeiro, 2012; Shaffer, 2012). Over time, this congressional support en-
abled AIDS bureaucrats to secure funding, not only for hiring more staff and 
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part-time consultants, but also for several innovative AIDS programs such as the 
Fundo-a-Fundo program to hire NGOs, to conduct prevention campaigns, and 
for the universal distribution of ARV medications (Barbosa, 2008; Barreira, 
2012; Brito, 2012; Campos, 2012; Dhalia, 2012). Finally, international donors at 
the time, including the World Bank, were advocating for stronger partnerships 
between national AIDS programs and NGOs. Thus bureaucrats could consis-
tently obtain World Bank funding and technical support, while increasing their 
credibility within the congress Gómez (2015a).

Responding to Obesity
Around the time that the national government was consolidating its centrist 
policy response to HIV/AIDS, yet another epidemic was emerging in a some-
what clandestine but expeditious manner, reflecting Brazil’s gradual economic 
prosperity, openness to international trade, and food culture: an epidemic of 
obesity. How did the government respond to this?

If one had argued two or three decades earlier that Brazil would confront an 
obesity epidemic, the idea would have been viewed as absurd and vehemently 
challenged by the scientific community. During the 1980s, worsening poverty 
levels and malnutrition riddled the nation, a byproduct of years of government 
neglect in developing the economy and introducing effective social welfare 
programs for the poor—including healthcare. In the late 1990s, however, the 
socioeconomic environment quickly changed. The introduction of a successful 
macroeconomic stabilization program, the Plano Real, along with the privati-
zation of state-owned enterprises and increased international trade, ushered in 
a period of rapid economic growth and opportunity. Brazilians would for the 
first time have access to new kinds of imported foods, new technological inno-
vations such as computers and cellphones, and new employment opportunities, 
which came with longer working hours and increased stress levels. The broader 
economic and social context changed and set the stage for a steady rise in adult 
and, especially, childhood obesity (fig. 2.2).

By the late 1990s, the sudden influx of imported cheap and high-caloric foods, 
the increased availability and marketing of such products (Monteiro, Conde, 
and Popkin, 2007; Sichieri, 2002), and the ability of the poor to readily obtain 
these foods through conditional cash-transfer programs that provided food 
vouchers (such as the Bolsa Família program)—all were closely associated with 
an increase in overweight and obesity (Freitas, Sousa, and Jones, 2014; Veloso 
and Santana, 2002). Furthermore, increased access to technological devices, 
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greater employment opportunities, work-related stress, and constraints on indi-
vidual time led to less physical activity and increasingly sedentary lifestyles 
(Veloso and Santana, 2002). This was further reinforced by Brazil’s food cul-
ture, which traditionally emphasized the consumption of starchy vegetables 
(rice, potatoes, and beans), carbohydrates (breads and cereals), and sugar (Mon-
teiro and Cannon, 2012).

According to government statistics, the percentage of overweight individu-
als increased from 43% in 2006 to 53% in 2014, with an increase in obesity cases 
from 11.9% to 17.9% over the same period (Vigitel, 2014). In 1975, approximately 
19% of men and 29% of women were overweight; by 2014, these figures had 
increased to 54% and 48% (Senthilingam, 2014). The number of obese indi-
viduals increased in urban and rural areas, with a marked increase in rates 
among the rural poor (Gómez, 2015c). The number of poor that are malnour-
ished is still high, but within the past decade, because of the rapid growth of 
overweight and obesity, the government has considered obesity to be a priority 
focus. In 2010, the minister of health, José Gomes Temporão, claimed that “the 
problem of Brazil is no longer malnutrition but childhood obesity and the in-
crease in weight” (quoted in Yapp, 2010).

As with HIV/AIDS, the government did not immediately respond to obe-
sity. Although the government had a long tradition of establishing sound nutri-
tional policies and increasing public awareness of good health, wellness, and 
physical fitness, it took several years for the MOH to recognize and respond 
to the obesity epidemic (Gómez, 2015c). This was mainly because, during Brazil’s 
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Figure 2.2. Obesity cases in Brazil (as percentage of population), 2006–14.  
Source: Brazil, Ministry of Health, 2016.
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economic recovery, politicians were more preoccupied with addressing mal-
nutrition and poverty (Wanjek, 2005). The rise in obesity was acknowledged 
for the first time by some health bureaucrats and the scientific community at 
the 1996 Congresso Nacional de Nutrição (National Congress of Nutrition), 
but it was not until 1999 that the congress took action. That year, the congress 
passed the Política Nacional de Alimentação (PNAN; National Policy of Nu-
trition). With this policy, the MOH began to address obesity through a variety 
of prevention initiatives, such as increasing public awareness through media 
campaigns and funding the provision of healthier foods in schools. And, in ad-
dition to conducting surveys and collecting data on the geographic spread of 
obesity, PNAN began to train healthcare professionals in obesity prevention 
and treatment for its related ailments such as hypertension and diabetes 
(Monteiro, Conde, and Popkin, 2002). In 2000, PNAN also mandated that ap-
proximately 70% of all foods provided by schools be fresh and minimally 
processed. To achieve this, the MOH began to provide grants to schools that 
agreed to work with local farmers in providing nutritious foods (Coitinho, Mon-
teiro, and Popkin, 2002; Monteiro, Conde, and Popkin, 2002). Finally, in 2000 
the congress passed legislation requiring that all processed foods carry labels 
listing their nutritional content (Coitinho, Monteiro, and Popkin, 2002).

While these preventive efforts were certainly important, the government was 
still not fully committed to supporting the MOH’s work on obesity and increas-
ing the funding for prevention programs. In addition, few state and municipal 
governments were receiving the financial and administrative support needed to 
address the epidemic (Gómez, 2013a). In a context of increased healthcare de-
centralization and municipal governments’ greater fiscal constraints, as well as 
a corresponding decline in municipal governments’ ability to adequately fund 
and manage healthcare services (La Forgia and Couttolenc, 2008), more federal 
support was needed to help ensure that schools—and especially families—
could learn about the causes and consequences of obesity.

International Criticism and Pressure

These domestic challenges drew a considerable amount of international atten-
tion. But compared with the response to HIV/AIDS, the timing of international 
pressure and criticism was considerably delayed for the obesity epidemic, emerg-
ing mainly in the early 2000s. This delayed response reflected the international 
community’s unwillingness at first to recognize obesity as an international health 
threat. Some claim that this delay was attributable to the international commu-
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nity’s obsession with tackling more mysterious and salient communicable dis-
eases such as HIV/AIDS, as well as the absence of well-organized NGOs and 
social health movements successfully lobbying the UN to address obesity 
(Gómez, 2011b).

At this time, several academic researchers and consultants at international 
health organizations highlighted Brazil’s unwillingness to respond promptly to 
obesity and introduce legislation (Monteiro, Conde, and Popkin, 2002; Norum, 
2005; Swinburn et al., 2004). Scholarly articles emerged emphasizing the Brazil-
ian population’s ongoing weight problem (Norum, 2005; Sichieri, 2002), the 
thriving sugar and fast-food industry (“floating Nestlé” snack-bar boats sailing 
up and down the Amazon drew heated attention; see Mangu-Ward, 2010), the 
rising prevalence of ailments associated with obesity, such as type 2 diabetes 
(Rigby, 2006), and a weak political commitment to policy reform (Gómez, 2013a).

As was seen with HIV/AIDS, the government eventually began to take these 
criticisms more seriously. In an emerging nation seeking to pass muster as 
having an effective public health system and a healthy and prosperous work en-
vironment, government officials sought to improve Brazil’s international repu-
tation as a state committed to reducing obesity. And, again as we saw with HIV/
AIDS, the government also focused on improving its reputation among the 
western industrialized nations such as the United States (for the economic and 
political reasons described earlier in the chapter) and the western-based inter-
national institutions, such as the WHO, that were critiquing Brazil’s response 
to obesity.

These reputation-building interests became most apparent as soon as senior 
health officials began to worry that Brazil was perceived as similar to other na-
tions struggling with the obesity epidemic. Indeed, by 2010, Brazil’s MOH 
“feared that Brazil would soon join the U.S. in having a reputation as an obese 
nation” (Gómez, 2013a, 84). In an interview published by the London Telegraph, 
Otaliba Libanio Neto, director of the MOH’s Department of Health Analysis, 
stated that if Brazil’s obesity cases continued to surge, the nation’s situation 
would approximate that in the United States by 2012 (Yapp, 2010). Neto’s com-
ments underscored the government’s concern about being seen as resembling 
the United States in its struggle to combat obesity, and they revealed a desire to 
overcome international criticism for not effectively responding to obesity. For, 
as mentioned earlier, the government at the time did not have a reputation for 
successfully controlling the epidemic (Monteiro, Conde, and Popkin, 2002; 
Norum, 2005; Swinburn et al., 2004).
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Other health officials began to express similar views. In 2010, Health Min-
ster José Temporão commented that “if we stay at this pace, in 10 years we will 
have two-third[s] of the population overweight (or obese), as has happened in 
the United States” (quoted in Reuters, 2010). In 2012, Temporão’s successor, 
Alexandre Padilha, stated: “Now is the time to act to ensure we don’t reach the 
levels of countries like the U.S., where more than 20% of the population is obese” 
(quoted in BBC News, 2012). And, “There is a tendency toward increased weight 
and obesity in the country. It’s time to reverse the trend to avoid becoming a 
country like the United States” (quoted in Ghosh, 2012). NGO activists and 
scholars confirmed Padilha’s position, claiming that the MOH’s concern with 
improving Brazil’s international reputation as a healthy and prosperous nation, 
free of the obesity challenges seen in the United States and other industrial-
ized nations, was a key factor motivating its response to the epidemic (Coutinho, 
2016; Jones, 2016). At the same time, the media were also referring to Brazil’s 
ongoing obesity problem, emphasizing how embarrassing it looked for a nation 
preparing to host the 2016 Olympic Games (Yapp, 2010).

Brazil’s governing elites were also committed to working with international 
health agencies to address obesity. This became evident through the MOH’s 
proactive involvement in creating the WHO’s report Global Strategy on Diet, 
Physical Activity, and Health. In fact, during the 2004 meetings of the Group of 
77 (G77), Brazil’s delegates chaired the working group on nutrition and diet 
and collaborated with other nations to build a consensus on the policy strategies 
governments should follow to address obesity and other noncommunicable dis-
eases (Norum, 2005). In 2006, Brazil sent four delegates to the United Nations 
Standing Committee on Nutrition, meeting in Geneva. Brazil’s delegates worked 
closely with government officials and civil societal organizations to provide more 
effective nutritional guidelines for addressing the double burden of malnutrition—
overconsumption and underconsumption of calories—with a large component 
dedicated to improved childhood nutrition, nutrition as a human right, and food 
security. At the meetings, Brazil co-chaired, along with representatives of South 
Africa and Canada, the civil societal working group on these nutritional issues 
(United Nations, 2006). A year later Brazil returned to the same UN working 
group, convening a joint session on national guidelines for improving children’s 
diet and providing nutritious school meals as a human right. Consistent with 
the government’s historical track record in engaging in peaceful multilateral 
cooperation and partnerships, these efforts once again revealed Brazil’s ongoing 
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commitment to working collaboratively with other nations rather than striving 
to take the lead in creating and imposing its government’s policy views (United 
Nations, 2007).

Brazil’s MOH bureaucrats also used their relationship with the WHO through 
the Global Strategy to reveal to the world the government’s strong commitment 
to reducing obesity and other noncommunicable diseases. During this period, 
for example, an anonymous health official working with the WHO on the 
Global Strategy stated: “We brought the various experiences of [Brazilian] states 
and municipalities to show WHO representatives what we were doing in Brazil” 
(Brazil, Ministry of Health, 2006, 51).

Brazil’s health bureaucrats and the research community were also commit-
ted to establishing bilateral and regional partnerships to share policy ideas and 
experiences and to learn from each other in the area of obesity prevention. For 
example, since 2006 the US Centers for Disease Control and Prevention (CDC), 
with an office located in Brazil’s MOH, has provided technical assistance in 
developing a noncommunicable disease risk factor surveillance system and in 
policy design, planning, and the evaluation of physical activity. The CDC has 
also provided funding for these efforts, which are managed through Brazil’s 
MOH Health and Disease Surveillance System (VIGISUS) (CDC, 2015). 
Since 2005, the MOH has also worked closely with the United States and with 
other Latin American nations to create an initiative called Project GUIA (Guide 
for Useful Interventions for Activity in Brazil and Latin America). The pur-
pose of this initiative is to establish a network of academic and government 
institutions in the United States, Brazil, and other Latin American nations. Its 
intent is to share research and lessons from policy intervention strategies at 
the community level in the area of health and promotion of physical activity, 
with a focus first on Brazil, then on other countries in the region, including 
Colombia and Uruguay. This project was funded by the CDC as a Special In-
terest Project and consists of several partnership institutions: the Prevention 
Research Center in St. Louis (Missouri), Universidade Federal do São Paulo, 
Brazil’s MOH, Universidade Federal de Pelotas, Pontificia Universidade Católica 
do Parana, CELAFISCS (Centro de Estudos do Laboratório de Aptidão Física 
de São Caetano do Sul), the CDC, and PAHO (Parra et al., 2013).

As we saw with the government response to HIV/AIDS, then, senior health 
bureaucrats’ interest in bolstering the government’s international reputation 
in health while working in close partnership with other nations demonstrates 
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the government’s positive geopolitical positioning. This incentivized the gov-
ernment to embark on a new round of obesity prevention initiatives, policies 
that were centrally controlled and primarily funded by the MOH.

But were these geopolitical interests the main reason that the government 
would begin to pursue a stronger policy response? Perhaps, instead, politicians 
such as the president were working with the congress to pass obesity legislation 
in order to win elections and increase their popularity in society. In fact, during 
this period, public opinion surveys revealed that rising obesity levels were a 
public concern, an issue that politicians could have capitalized on (Arbex et al., 
2014). They chose not to, however; Lula’s presidential campaign did not refer to 
Brazil’s obesity problem during the 2002 and 2006 presidential elections. In fact, 
these campaigns were focused on the opposite health situation—poverty and 
malnourishment—perceived by some as an important strategy for winning these 
elections (Zucco and Power, 2013). Dilma Rousseff followed suit in her elec-
toral tactics, strategically using Lula’s social welfare programs to lock in popu
lar support for her election to office in 2010 (Economist, 2010).

Alternatively, perhaps the MOH and the congress were responding to a 
spike in the number of overweight and obesity cases during the first few years 
of the twenty-first century. Again, this cannot be the case, as the government 
had been receiving in-depth reports about the rising overweight and obesity 
problem since the mid-1970s and 1980s (Soares and Ritto, 2010). This is further 
reflected in the fact that by 1996, the congress had already organized the 
National Congress on Nutrition, a national health conference consisting of legis-
lative representatives, health officials, and civil societal activists that discussed—
among other factors such as malnutrition, poverty, and food security—the 
ongoing rise in the overweight and obese population and associated ailments 
such as type 2 diabetes and heart disease (Souza et al., 2011). Moreover, PNAN 
was created in 1999 to increase interagency coordination and response to obe-
sity and improved nutrition, reflecting the government’s knowledge and con-
cern about the problem by that time (Monteiro, Conde, and Popkin, 2002). 
Clearly, the government had known about the impending obesity epidemic for 
quite a while.

Finally, perhaps NGOs and activists mobilized to increase awareness and 
pressure the congress and the MOH for a policy response. But this, too, can-
not be the case. Prior to the government’s escalated policy response, little at-
tention was being paid to civic activists, who through institutions such as the 
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Conselho Nacional de Segurança Alimentar e Nutricional (CONSEA; National 
Council on Food and Nutrition Security) were lobbying and trying to pres-
sure the government into strengthening its policy response (Aranha et  al., 
2009; Maluf, 2011). As I discuss in more detail shortly, activists went as far as 
to organize national nutrition conferences to raise government awareness about 
the need to respond to obesity and related diseases (ICDA, 2006; Maluf, 2011). 
But these appeals fell on deaf ears during the first few years of the Lula admin-
istration (Recine, 2016), when the federal budget for most public health programs 
decreased due to reduced government spending, fiscal stabilization efforts, and 
a priority focus on other health and social welfare issues such as poverty alle-
viation and food security (Aranha et al., 2009; Maluf, 2011). Moreover, politi-
cians’ inattentiveness to civil societal demands primarily stemmed from their 
belief, as mentioned earlier, that obesity did not pose a national health threat 
and that poverty, malnutrition, and other infectious diseases required more 
attention. Furthermore, from the 1990s through the first few years of the Lula 
administration, while remaining committed to pressuring the government for 
policy reform, activists’ ability to influence policy was challenged by their inabil-
ity to effectively organize and create well-funded, influential NGOs focused 
on obesity. These organizations have only recently emerged, as explained be-
low. However, and as we saw with HIV/AIDS, NGO’s policy influence would 
be felt later, when MOH bureaucrats strategically partnered with activists to 
facilitate an expansion of their obesity prevention programs—but only after 
the MOH had already responded to the epidemic because of bureaucrats’ pri-
mary focus on international reputation-building interests.

Pursuing a Centrist Policy Response

Motivated by the MOH’s efforts to enhance the government’s international 
reputation in obesity policy, the president and the congress eventually provided 
more political and financial support for the ministry’s obesity prevention pro-
grams. In 2007, for example, through presidential decree no. 6.286, the MOH 
created the Programa Saúde nas Escolas (PSE; School Health Program). The 
PSE was managed by the MOH and the Ministry of Education and pursued 
several objectives: to increase the evaluation of children’s health in schools; to 
promote better nutrition and health in schools; to provide better training to 
healthcare workers, focused on nutrition and health in schools; to monitor 
and evaluate school health programs; and to provide more information and 
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awareness for children through several media and classroom initiatives (Brazil, 
Ministry of Education, 2012). Through the PSE, federal and local healthcare 
workers are committed to visiting schools to monitor children’s overweight and 
obesity status and provide teachers and families with nutritional information, 
while ensuring adequate infrastructural and human resource support—such as 
a sufficient supply of healthcare workers (Brazil, Ministry of Health, 2012b).

In 2009, the MOH further enhanced its prevention policy efforts and influ-
ence over subnational policy by creating the Programa Dinheiro Direto na 
Escola (Direct Funding for Schools Program). Through this initiative, the 
MOH provided funds to schools from the Fundo Nacional de Desenvolvimento 
da Educação (National Development Fund for Education) to implement nutri-
tion and obesity awareness programs. Schools participating in the program were 
required to ensure that approximately 30% of the funds were used to purchase 
agricultural products from farmers (Reis, Vasconcelos, and Faias de N. Barros, 
2011). This program was similar to the PNAN initiative in that funding was 
conditional on adherence to MOH stipulations on purchasing farm products, 
emphasizing the MOH’s ongoing effort to influence the design and implemen-
tation of local policy.

Further efforts were made to expand the MOH’s work in obesity prevention 
in 2010, when the Plano de Ações Estratégicas para o Enfrentamento das Doen-
ças Crônicas não transmissíveis (DCNT) was created. The DCNT established 
national policy guidelines and procedures for the next 10 years; it also entailed 
an increase in federal funding for obesity awareness and prevention activities in 
schools. Through this program, additional funding was supplied to train municipal 
SUS healthcare workers to provide prevention services (Brazil, Ministry of 
Health, 2012a). Through the DCNT, the MOH made it clear that the national 
government was escalating its policy influence and response to obesity.

This was made further explicit through the MOH’s creation of the Aca-
demia da Saúde in the following year, 2011. The academia provided additional 
funding for 4,000 municipalities to construct recreational parks for exercise 
and fitness and free education programs, while hiring local healthcare workers 
to help supervise these parks and their programs (Parra et al., 2013). Similarly, 
in 2012, through the PNAN and PSE initiatives, the MOH provided additional 
funds for schools to purchase physical education structures such as gymnasi-
ums and outdoor recreational sites, as well as equipment such as slides and 
climbing ladders (Pontodepauta, 2012). Once again, this funding was condi-
tional: any school agreeing to accept the funds was required not only to adhere 
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to PNAN and PSE policy guidelines but also to participate in the Semana de 
Mobilização na Escola (Week of School Mobilization) (Pontodepauta, 2012; 
Gómez, 2015c). In fact, the MOH’s Family Health Program teams, consisting 
of teams of doctors, nurses, and healthcare workers that provided primary care 
services, were tasked with the responsibility of monitoring school compliance 
with this conditionality. This helped to increase both schools’ accountability to 
the MOH and the ministry’s policy influence (Gómez, 2015c).

In May 2014, the MOH, in partnership with the Núcleo de Pesquisas Epide-
miológicas em Nutrição da Universidade de São Paulo (Core Epidemiological 
and Nutritional Research Unit of the University of São Paulo), together with 
the financial support of PAHO, established efforts to provide more informa-
tion about enhanced nutrition and improved eating habits. In that year, to help 
stem the rise in obesity cases and to decrease malnutrition, the MOH created 
the Guia Alimentar para a População Brasileira (Feeding Guide for the Brazilian 
Population). The guide provides nutritional guidance and recommendations 
to families and the research community on the types of foods to eat and how to 
cook more nutritiously (Schmidt, 2014). During the announcement of this 
initiative, Minister of Health Arthur Chioro stated that the guide “was being 
implemented within the [WHO] global strategy to promote health and 
confront excess weight” (Schmidt, 2014, 1). And in 2015, the MOH, through 
the PNAN program, created the federal campaign Da Saúde se Cuida todos os 
Dias (Healthcare Is Every Day), which is focused on helping people make 
smart, healthy, daily decisions about nutrition and exercise (Brazil, Ministry of 
Health, 2016). In November 2015, through the Pacto Nacional para Alimenta-
ção Saudável (National Pact for Healthy Food), President Dilma Rousseff 
and the MOH spearheaded a new federal program that encourages families to 
produce and consume organic foods, while ensuring the increased availability 
of these foods in markets. And in 2016, in partnership with several NGOs and 
the private sector, the MOH created another public awareness campaign: 
Campanha Brasil Saudável e Sustentável (Brazil Healthy and Sustainable Cam-
paign). This campaign provides information and sponsors activities encourag-
ing healthy eating and individual self-reflection on eating habits, while alerting 
individuals about their particular health risks (Portal Brasil, 2016).

The introduction of these obesity prevention programs was made possible 
through MOH bureaucrats’ ability to secure consistent financial support 
from the congress. The Departamento de Atenção Básica (Department of 
Basic Health), which manages the Programa Saúde Nas Escolas and Academia 
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da Saúde programs, obtained an increase in its budget from R$7.5 billion in 
2006 to R$24.3 billion in 2015. More specifically, the allocation for the depart-
ment’s educational funding from this budget saw an increase from R$388.2 
million in 2013 to R$437.1 million in 2015 (Brazil, Ministry of Planning, Budget, 
and Spending, 2016). At the same time, bureaucrats working within the Minis-
try of Education, through the Fundo Nacional de Desenvolvimento da Edu-
cação, were able to secure an increase in funding for the Programa Direto na 
Escola, from R$2.38 billion in 2013 to R$2.9 billion in 2015 (FNDE, 2016). 
Congressional funding for the MOH’s general nutrition and feeding programs 
also increased, from R$3.45 million in 2006 to R$4.3 million in 2015 (Brazil, 
General Accounting Office, 2016).

In addition, during this period the MOH started to strengthen preexisting 
federal institutions to enhance its ability to implement obesity prevention pro-
grams at the local level. In the mid-2000s, the ministry began to repurpose the 
MOH Family Health Program (FHP) to include among its repertoire of pri-
mary care services efforts to provide nutritional and physical fitness guidelines 
at the community level (Gómez, 2015c). The FHP was created in 1994 as a na-
tional- and state-funded SUS initiative that organized teams of doctors, nurses, 
and healthcare professionals for visiting households in hard-to-reach areas 
to provide primary care services, vaccinations, and public health information. 
Building on the FHP’s success in locating these hard-to-reach communities, the 
MOH assigned the teams the additional task of providing information about 
better nutrition, healthy lifestyles, weight reduction, avoiding weight gain, and 
obesity-related ailments such as type 2 diabetes, hypertension, heart disease, 
and cancer (Gómez, 2015c). The FHP teams also began to visit schools and work 
with teachers to provide training and assistance in developing prevention aware-
ness campaigns. They supplied information on better nutrition for children, 
healthier lifestyles, and media campaigns to increase students’ awareness of good 
nutrition, through movie clips and other visual aids (Gómez, 2015c). The FHP’s 
new focus on obesity prevention has been critical in helping prevent a further 
rise in childhood obesity.

Nevertheless, by 2008 the MOH realized that the FHP needed additional 
help in the area of obesity awareness and prevention. To help ensure that the 
FHP achieved its objectives, the ministry created the Núcleo de Apoio á Saúde 
da Família (NASF; Nucleus of Support for Family Health). Through this 
program the MOH provided teams of nutritionists, psychologists, physical 
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therapists, and educators to help FHP teams provide additional nutritional and 
physical fitness information (Jaime, Feldenheimer, et  al., 2011; Jaime, Silva, 
et al., 2013). The NASF teams not only support FHP personnel by providing 
additional, follow-up information for families but also are expected to provide 
further information in specialized areas such as psychological therapy (e.g., for 
depression and anxiety) and physical fitness. By 2011, the MOH provided ap-
proximately 1,371 NASF teams in 894 municipalities (Jaime, Feldenheimer, 
et al., 2011). This additional support has been vital for ensuring that the FHP 
and MOH locate target areas for obesity prevention services (Gómez, 2015c).

And finally, in order to help ensure that national obesity prevention pro-
grams were being effectively implemented at the municipal level, the MOH also 
began to work with NGOs to monitor municipal government performance and 
hold health officials accountable. MOH bureaucrats’ partnership with NGOs 
also provided advantages for monitoring the implementation of policy guide-
lines and grant conditionalities imposed by the ministry (Bortoletto, 2016; 
Recine, 2016). As with the HIV/AIDS epidemic, while MOH bureaucrats were 
supportive, in principle, of healthcare decentralization through SUS, when 
working on obesity policy they were concerned that state and municipal health 
departments lacked the political commitment and resources needed to imple-
ment their policies. In an effort to overcome this challenge, bureaucrats began 
to work closely with NGOs to monitor state and municipal governments and 
hold them accountable for adherence to the grant conditionalities associated 
with several of the obesity prevention programs—such as the Programa Saúde 
nas Escolas and the Programa Dinheiro Direto nas Escolas (Bortoletto, 2016; 
Recine, 2016).

This monitoring and reporting process mainly occurred through the MOH’s 
collaboration with NGOs present within state and municipal CONSEAs (Ban-
deira, 2016; Bortoletto, 2016; Karageorgiadis, 2016; Lessa de Oliveira, 2016; 
Recine, 2016). At periodic CONSEA meetings, activists questioned local health 
officials about their adherence to federal MOH guidelines and conditionali-
ties. Activists then provided MOH bureaucrats with the information obtained 
from these meetings at the state and municipal level. Through this information-
feedback process, because of the MOH’s strong partnership with NGO activist 
leaders within CONSEA, health bureaucrats were able to increase the ac-
countability of state and municipal health departments and therefore ensure 
that the grant money targeted for schools and other obesity prevention initiatives 
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was being used effectively (Bandeira, 2016). Through this process, then, and 
similar to what we saw with HIV/AIDS, the MOH was able to sustain its cen-
tralized presence and influence within a decentralized context, a key ingredi-
ent of the government’s successful centrist policy response.

Thus, soon after the arrival of international criticism and pressure, the MOH 
was able to achieve a strong centrist policy response. That is, the MOH received 
ongoing congressional funding and administrative expansion, continued to in-
troduce effective and innovative prevention programs, and increased its formal 
and informal influence over municipal health departments by establishing con-
ditional grant assistance for prevention programs while contracting NGOs to 
achieve the same objective.

In contrast to what we saw with the HIV/AIDS epidemic, because of the 
newness of the government’s centrist policy response to obesity and its focus on 
implementing policy, it never attempted to build on its response by providing 
foreign aid in obesity prevention so as to enhance its international reputation in 
health (Recine, 2016). The only foreign policy that the government pursued in 
the area of obesity prevention was its successful attempt in 2003 to help build a 
consensus within Mercosul,2 through the Committee on Food (Sub-Working 
Group 3; SWG3), for the adoption of RTM (Mercosul Trade Regulations) 
04/10: “Declaration of Nutritional Properties.” This declaration required Mer-
cosul governments to implement regulations for the proper labeling of food 
and beverages for nutritional content and serving sizes. Brazil’s leadership and 
commitment in this endeavor were inspired by the congress’s passage of the 
same legislation in 2003 (Coutinho, 2016b). Brazil continued to work with other 
Mercosul nations on the need to prevent and control obesity, with periodic 
discussions in another Mercosul Working Group, WG FNS, which comes 
under the Strategy of Nutrition for Health and Food and National Security 
within Mercosul’s Sub-Working Group 11 on Health (SWG11). The WG FNS 
meets twice every six months to share ideas and policy experiences and to en-
courage nations to invest more in obesity prevention (Coutinho, 2016b).

There were some limited attempts, however, to improve Brazil’s international 
reputation in the area of children’s nutrition through international cooperative 
funding efforts to improve nutrition in schools. In 2013, Brazil’s National Fund 
for the Development of Education, Ministry of Education, and the ABC worked 
with the Food and Agricultural Organization (FAO) to create Strengthening 
School Feeding Programs in African Countries. In an effort to share policy ideas 
and experiences, knowledge, and resources for school feeding programs and 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



Brazil’s Response to HIV/AIDS and Obesity    71

family farming, with an initial budget of US$2 million, Brazil agreed to support 
children’s nutrition and local farming businesses by providing funding and tech-
nical assistance and supplying schools with nutritious foods from local farmers 
(FAO, 2013). Consistent with what we saw in the government’s bilateral assis-
tance for HIV/AIDS, through all of these endeavors the government worked to 
share policy experiences and technical knowledge for sustainable development.

Although obesity prevention was not the explicit focus of this bilateral initia-
tive, senior health officials recognized the associated geopolitical benefits. One 
such official was the president of Brazil’s National Fund for the Development of 
Education, José Carlos Wanderley Dias de Freitas. He referred to Brazil’s inter-
national reputation in school feeding programs to suggest that the fund would 
continue to improve this reputation through its bilateral assistance to Africa, 
while adding credibility to foreign policy efforts: “The most important aspect 
of this cooperation is to know that Brazil is recognized as a global benchmark 
in the field of school meals. Our work in terms of food security and family 
farmers [has] turned us into an example” (quoted in FAO, 2013, 1). Brazil and the 
United Kingdom were recognized at the International Congress on Obesity in 
2010 as taking the lead in implementing effective obesity prevention programs. 
Receiving specific recognition were Brazil’s regulation of food marketing, pro-
vision of nutritious foods in schools, promotion of healthy lifestyles through 
investments in parks, and monitoring of obesity trends (Gómez, 2015c). Perhaps, 
as we saw with HIV/AIDS, it is only a matter of time before the government 
strives to enhance its reputation through greater bilateral assistance to Africa in 
the area of obesity prevention.

The Emergence of Strong Bureaucratic–Civil  
Societal Partnerships

While Brazil’s positive geopolitical positioning served as a necessary catalyst 
for the government’s eventual centrist policy response, activists striving to in-
crease government attention to obesity also played an important role. In Brazil, 
efforts by activists to mobilize in response to the obesity epidemic emerged 
from preexisting, well-organized social health movements dedicated to com-
bating poverty, hunger, and malnutrition. The civil societal movement had a 
long history, was distinct from the sanitaristas, and was dedicated to the belief 
that access to quality food and sound nutrition is a human right (Aranha et al., 
2009). The movement and its beliefs emerged as early as the 1930s and were 
reinforced by the government’s views at the time that developing a hygienic, 
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healthy, and productive society was necessary for economic growth and pros-
perity. Initial efforts to mobilize on these issues were led by housewives, farm-
ers, nutritionists, and human rights activists; this mobilization fostered public 
demonstrations and led to the first Brazilian Conference of Nutrition, in 1958 
(ICDA, 2010). The movement sustained itself throughout the 1960s, even under 
the duress of a despotic military government seeking to suppress civic activism 
(1964–85) (Takagi and Graziano da Silva, 2011).

The social movement’s focus on access to nutritious food (deemed a food 
security issue), overall good nutrition, and health solidified over the years, lead-
ing to the organization of conferences and institutions that deepened society’s 
commitment to proactive mobilization and government engagement. In 1982, for 
example, the first Brazilian Congress of Nutrition (Congresso Brasileiro de Nu-
trição; CONBRAN) was established in the city of Rio de Janeiro. CONBRAN 
was formed by the social movements, bringing together nutritionists, activists, 
and government officials to address poverty, hunger, and malnutrition—all seen 
as human rights issues. In 1988, the first Brazilian Food and National Security 
Forum was established in São Paulo (ICDA, 2010). And in 1993, the first 
CONSEA emerged as a federal- and state-level consultative body organized 
by activists, with the support of government officials, to provide advice on the 
creation of food and nutrition policies. CONSEA was initially composed of 
10 state ministers and 21 civil societal activists and was chaired by an elected 
member of civil society; this governance structure helped to ensure civil soci-
ety’s influence in the design of legislation. CONSEA was the first civil societal 
organization to be established as a formal consultative body to the office of the 
president, which further enhanced CONSEA’s fame and its ability to influence 
policy. CONSEA was temporarily dissolved under the Cardoso administration 
(due mainly to fiscal retrenchment through reduced government spending to 
stabilize the economy and reduce inflation), but it reemerged under the Lula 
administration in 2003 and, once again, was controlled mainly by civil societal 
representatives (Leão and Maluf, 2012).

Therefore, by the time the obesity epidemic emerged in Brazil, activists had 
already established a strong commitment to mobilizing and addressing nutri-
tional issues, viewing access to quality food, good nutrition, and health as human 
rights. Although these activists did not realize it at the time, they were becom-
ing well equipped to mobilize, pressure, and work with public health officials to 
create policies focused on the prevention of obesity and its related diseases.
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For instance, by the 1990s, NGOs such as ACT+ (building off the ACT for 
Tobacco NGO) emerged to help increase government awareness and consensus 
around the issues of food regulation, improved nutrition, and obesity preven-
tion (ACT+, 2014). Other NGOs emerged from preexisting organizations fo-
cused on poverty reduction, nutrition, and healthy living, such as the Associa-
ção Brasileira de Nutrição (ASBRAN; Brazilian Association of Nutrition), which 
was formed in 1949. NGOs also emerged from preexisting movements that 
addressed diseases closely related to obesity, such as the Sociedade Brasileira de 
Diabetes (Brazilian Diabetes Society), formed in Rio de Janeiro in the 1940s 
(Damaceno, 2013). However, throughout the 1990s, due to the government’s 
lack of attentiveness to obesity (for the reasons outlined above), activists were 
unsuccessful in pressuring the government to introduce obesity legislation 
(Bandeira, 2016; Lessa de Oliveira, 2016; Recine, 2016).

Nevertheless, these organizations persisted in their efforts, and in the mid-
2000s several new NGOs emerged to work with them and with a more recep-
tive government. The Instituto Alana and the Instituto Brasileiro de Defesa 
do Consumidor (IDEC), for example, arose to increase public awareness, con-
duct research, and lobby the government for several prevention policies, such as 
regulating the advertising of fast foods to children. Other NGOs included 
ACTBr, which focuses on obesity and other noncommunicable diseases; ABESO, 
focusing on obesity research and treatment; Pastoral da Criança and CREN, 
both focusing on improving children’s nutrition; and ABRASCO, with a focus 
on conducting research on obesity policies (Karageorgiadis, 2016).

By the time the Lula administration emerged in 2002, a long-held partner-
ship between MOH bureaucrats and activists was focusing on the importance 
of good nutrition and poverty alleviation. But it was only during Lula’s second 
term in office (2006–10) that MOH bureaucrats began to meet with these 
NGOs, at a time when the government was already strengthening its policy re-
sponse to obesity. MOH bureaucrats whom I interviewed emphasized that they 
started to work closely with NGOs only after 2010, when Minister of Health 
José Temporão increased his interest in and focus on obesity (Bandeira, 2016; 
Lessa de Oliveira, 2016; Recine, 2016). Before then, even though activists were 
mobilizing and seeking to pressure the government to enact legislation, the part-
nership was not as strong, given that obesity was not yet a policy priority for the 
government. Again, as with HIV/AIDS, it was only after the government sought 
to bolster its international reputation in health—a byproduct of its positive 
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geopolitical positioning—that we saw MOH bureaucrats seeking to work 
closely with the NGO community.

After 2010, MOH bureaucrats’ primary strategy for forging a closer partner-
ship with NGOs was achieved through regular meetings at national commis-
sions on nutrition, national- and state-level CONSEA meetings, and periodic 
meetings with activist groups and the private sector (Karageorgiadis, 2016; 
Lessa de Oliveira, 2016; Recine, 2016; Takagi and Graziano da Silva, 2011). MOH 
bureaucrats, especially within the Departmento de Atenção Básica (Depart-
ment of Basic Attention), periodically met with NGOs at meetings of these 
national commissions, which were cosponsored by the MOH and NGOs. The 
commissions organized several meetings throughout the year, and MOH bureau-
crats were committed to meeting with NGOs at these events, thus showing their 
ongoing support and forging a stronger partnership (Bortoletto, 2016; Kara-
georgiadis, 2016; Lessa de Oliveira, 2016; Recine, 2016). In addition, CONSEA 
was instrumental in helping the MOH develop a close relationship with NGOs, 
as well as in influencing the policymaking process (Bandeira, 2016; Bortoletto, 
2016; Karageorgiadis, 2016; Lessa de Oliveira, 2016; Recine, 2016).

During this period, MOH bureaucrats also worked closely with NGOs to 
obtain the information needed to formulate effective obesity prevention poli-
cies (Bandeira, 2016; Bortoletto, 2016; Jaime, Silva, et al., 2013; Karageorgiadis, 
2016; Lessa de Oliveira, 2016; Recine, 2016). Information provided by NGOs at 
the national nutritional commission meetings, CONSEA meetings, and peri-
odic meetings held through the National Health Council,3 helped the health 
bureaucrats better understand the types of policies needed to increase social 
awareness of obesity and the government’s prevention programs (Bandeira, 2016; 
Bortoletto, 2016; Karageorgiadis, 2016; Lessa de Oliveira, 2016; Recine, 
2016; Takagi and Graziano da Silva, 2011). By meeting with NGOs, bureau-
crats began to learn more about the realities that families faced in their daily 
nutritional and environmental challenges—details that helped to provide ideas 
for more effective obesity prevention efforts (Bandeira, 2016; Bortoletto, 2016; 
Karageorgiadis, 2016; Recine, 2016).

MOH bureaucrats also obtained important information through the FHP 
teams working at the municipal level. FHP teams could provide information 
and policy suggestions from the school administrators and families with which 
they worked, especially in the area of school nutrition and exercise.

The MOH’s strong partnership with NGOs also helped to increase health 
bureaucrats’ legitimacy within government, facilitating their ability to secure 
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ongoing political and financial support. The MOH bureaucrats I interviewed 
emphasized this: that by working closely with NGOs, they were able to in-
crease their legitimacy within government (Bandeira, 2016; Coutinho, 2016a; 
Lessa de Oliveira, 2016). NGO activists interviewed on this particular issue 
confirmed these views (Bortoletto, 2016; Karageorgiadis, 2016; Recine, 2016). 
Bureaucratic legitimacy increased because the president and the congress be-
lieved that these bureaucrats had the type of credible and reliable information 
needed to make informed and effective policy decisions. By emphasizing their 
repeated and ongoing dialogue with NGOs, moreover, health bureaucrats were 
able to show politicians that they were in tune with NGOs and could formu-
late policies that were effective and socially acceptable (Bandeira, 2016; Barto-
letto, 2016; Coutinho, 2016a; Lessa de Oliveira, 2016; Recine, 2016). Through 
this repeated information gathering and dialogue, MOH bureaucrats were 
also showing congressional members that they had a justifiable need for their 
support. In addition, the office of the president and the congress recognized 
the widespread popularity of and civic support for these bureaucrats, which 
motivated the government to provide its support. In a context of democratic 
representation and preexisting government commitments to participatory gov-
ernance in health, this social recognition and support mattered. As a conse-
quence of their increased legitimacy and influence within government, MOH 
bureaucrats had an easier time obtaining the ongoing funding and political 
support necessary to create and implement their obesity prevention programs 
(Bandeira, 2016; Bartoletto, 2016; Recine, 2016).

Conclusion
Despite its delayed response to the HIV/AIDS and obesity epidemics and the 
international pressure that ensued, Brazil’s positive geopolitical positioning 
and strong bureaucratic–civil societal partnerships facilitated the eventual in-
troduction of a centrist policy response. Striving to develop and integrate into 
the global economy, political leaders worked to improve Brazil’s international 
reputation in health through a stronger policy response, while pursuing inter-
national policy guidance and funding to help with this process. To improve 
the government’s international reputation in health, the MOH later provided 
foreign aid to other nations seeking to eradicate HIV/AIDS, while working with 
the international community to increase access to essential medicines. This 
positive geopolitical positioning built upon the government’s foreign policy 
tradition of committing to promoting its international reputation as an effective, 
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developed state and a combatant against disease, while engaging in peaceful 
multilateral partnerships with other nations and pursuing international finan-
cial and technical assistance for disease eradication. In the context of challenges 
accompanying healthcare decentralization processes, health bureaucrats even-
tually introduced a centrist policy response to HIV/AIDS and obesity to 
augment the MOH’s policy influence. This helped to ensure the successful im-
plementation of prevention and treatment programs at the local level. Achieve-
ment of this centrist policy response is attributable to the strong partnership 
between MOH bureaucrats and NGOs, a partnership forged and strength-
ened since the early twentieth century.

notes

1. ​ This lull was mainly due to the belief that smallpox had already been eradicated 
through aggressive federal programs (Hochman, 2009).

2. ​ Mercosul, the South American Common Market, is a regional free trade agreement 
and institution, with representatives from Argentina, Brazil, Paraguay, Uruguay, and 
Venezuela.

3. ​ Organized at the national, state, and municipal levels, the National Health Coun-
cil consists of government officials, NGOs, activists, and academics, thus ensuring a par-
ticipatory approach to the making of health policy.
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India’s Response to HIV/AIDS and Obesity

By the 1980s, India’s emerging democratic and economic system, like Brazil’s, 
was confronting the HIV/AIDS and obesity epidemics. With both epidemics 
highly contested among the country’s politicians and bureaucrats, for a variety 
of reasons—often nothing to do with public health—India’s government did 
not immediately respond. However, with the arrival of international criticism 
and pressure, by the early 1990s the situation began to change: politicians pur-
sued a stronger policy response to HIV/AIDS and obesity in order to promote 
the government’s international reputation for being capable of eradicating dis-
ease and of developing. Shortly thereafter, with the intent of furthering its in-
ternational reputation, the government provided foreign aid assistance to other 
nations for HIV/AIDS prevention and the production of medications. These 
reputation-building interests, as well as a receptivity to international financial 
and technical assistance, reflected the government’s positive geopolitical posi-
tioning. As we saw in Brazil, this positioning had a long historical precedent, 
spanning back to the early twentieth century when political leaders sought to 
enhance India’s international image, importance, and position in the world. 
However, even though the government’s positive geopolitical positioning served 
as an important catalyst for reform, the absence of strong bureaucratic–civil 
societal partnerships prohibited the emergence of a centrist policy response.

Responding to HIV/AIDS
The HIV/AIDS epidemic emerged later in India than in Brazil. The first re-
ported case of AIDS in India arose in 1986, when an NGO in the city of Chen-
nai (previously known as Madras), in the southern state of Tamil Nadu, reported 
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a female sex worker with the virus. The virus subsequently spread throughout 
the southern states, hitting major urban centers such as Mumbai (formerly 
Bombay) in the state of Maharashtra (which by 1996 reported approximately 
50% of all AIDS cases in India), Andhra Pradesh, Karnataka, and the northern 
states of Manipur and Nagaland (Lieberman, 2009; Solomon and Ganesh, 2002). 
AIDS was initially concentrated among sex workers, IDUs, and gay men, but by 
the early 2000s it had traveled to the rural population and blood transfusion 
recipients. Since the early 2000s, moreover, HIV/AIDS has been mainly con-
centrated among heterosexual couples, sex workers, and men who have sex with 
men (Solomon and Ganesh, 2002). Figure 3.1 shows the numbers of HIV/AIDS 
cases through 2007.

As occurred in Brazil, India’s government did not immediately respond to 
the HIV/AIDS epidemic. The prime minister, parliament, and officials in the 
Ministry of Health and Family Welfare (MHFW) were essentially apathetic 
about the issue, even after these leaders became aware that HIV/AIDS was 
spreading like wildfire in other nations (Kadiyala and Barnett, 2004). In 1994, 
at the Twelfth Annual Convention of the American Association of Physicians 
in India, the government’s health minister, B. Shankarahand, commented that 
“AIDS is not a problem in India,” reflecting the government’s denial of the new 
disease (quoted in Jayapal, 1996, 1). No elected politician publicly mentioned 
AIDS until 2001, when Prime Minister Atal Bihari Vajpayee proclaimed his 
commitment to what the government finally considered a “national crisis” 
(Lieberman, 2009). The government’s initial inaction was mainly the result 
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Figure 3.1. HIV/AIDS cases in India (millions). Source: India, Ministry of Health and 
Family Welfare, 2010.
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of conservative cultural beliefs—open discourse on sex was taboo—and of 
stigma that tainted the views of the parliament, the prime minister, and 
MHFW officials (Kadiyala and Barnett, 2004; Lieberman, 2009; Mawar et al., 
2005; Schaffer and Mitra, 2004). People living with HIV/AIDS were seen as 
immoral outcasts, the “naughty them,” subject to punishment for their embar-
rassing sins (Lieberman, 2009; Schaffer and Mitra, 2004), deemed unworthy of 
government support.

While the government did respond by creating the National Committee on 
AIDS in 1987, the National AIDS Control Organization (NACO) in 1992, and 
the first of three National AIDS Control Plans (NACPs) in 1992, these initia-
tives lacked the strong support of the prime minister and parliament and were 
poorly staffed and underfunded (Kadiyala and Barnett, 2004; Lieberman, 
2009). Lieberman (2009, 183) describes NACO during this period as a mere 
“bureaucratic shell,” hollow and inept. Others referred to NACO as a “semi-
autonomous” agency (Mitra, Haté, and Schaffer, 2007), falling under the aus-
pices of the MHFW, designed to devise national policy and monitor the epidemic 
and the blood supply, while providing epidemiological information (Solomon 
and Ganesh, 2002). With respect to the first NACP, a former NACO official 
later admitted that “NACP 1 was basically an administrative response, because 
the country was not ready to face up to the challenge” (quoted in Tran et al., 
2013, 4). During this period, NGOs were invited to help construct the NACP 
and NACO (Lo et al., 2005). Yet, in practice, NACO bureaucrats neglected to 
work closely with NGOs (Gómez and Harris, 2015; Motihar and Mahendra, 
2003). And although NACO helped to increase awareness and implemented 
prevention programs throughout the 1990s, it failed to provide sufficient fi-
nancial and technical support to the states, especially for medical training 
(Kadiyala and Barnett, 2004).

The national government’s first impulse—much as in Brazil—was to rely 
on the states as the initial policy responders. By 1999, when the second NACP 
was created, which emphasized targeting at-risk groups (Lo et al., 2005), NACO 
officials decided to decentralize the implementation of policy by creating State 
AIDS Prevention and Control Societies (SACSs). Others, however, claimed 
that this policy underscored New Delhi’s apathy toward constructing an effec-
tive national AIDS program (Lieberman, 2009). The SACSs were the arms 
and ears of federal NACO bureaucrats, financially dependent on the latter yet 
responsible for subnational policy implementation (Lo et al., 2005). Despite 
their importance, the SACSs consistently received inadequate financial and 
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technical assistance from the center; consequently, they exhibited low levels 
of managerial and technical capacity (Chandrasekaran et al., 2006; Lo et al., 
2005).

International Criticism, Pressure, and Reputation Building

By the early 1990s, international criticism and pressure for a more effective 
government response to HIV/AIDS had begun to emerge, reaching an apogee 
by the early to mid-2000s. In 1992, the director of the WHO’s Global Program 
on AIDS, Michael Merson, warned that if India did not ramp up its response 
to HIV/AIDS, prevalence rates could reach those of Africa (Lieberman, 2009). 
Gradual, periodic pressure throughout the 1990s turned into what Lieberman 
(2009) and others describe as a critical juncture in international pressure for a 
more aggressive response to AIDS in India. In 1996, the head of UNAIDS 
commented at the Eleventh International AIDS Conference in Vancouver that 
India had the largest number of people infected with HIV and AIDS in the world 
(L. Altman, 1996). In 2003, Peter Piot, former director of UNAIDS, was quoted 
as stating that “India has a king-sized problem. AIDS is spreading rapidly 
in the country,” while the BBC commented that “so far the government has 
been slow to tackle the problem” (BBC News, 2003, 1, 2). In 2003, Richard 
Feachem, then executive director of the Global Fund to Fight AIDS, Tuber-
culosis, and Malaria (Global Fund), added further criticism by stating that 
India had the world’s largest number of HIV-infected people, surpassing 
South Africa’s, and that India was “on an African Trajectory” (quoted in Bose-
ley, 2003, 1). Feachem commented in the following year that “nothing serious 
enough was being done in India to prevent the spread of HIV” (quoted in 
Devraj, 2005, 1).

By the early 2000s, according to Lieberman (2009, 179), India had become 
“a country increasingly concerned with its place in the international political 
economy . . . ​[and] . . . ​faced pressure to control the growth of this pandemic.” 
International criticism of India’s lackluster response to HIV/AIDS succeeded 
in garnering the attention of senior political and bureaucratic officials, upset-
ting them and making them defensive. In 2002, for example, parliamentarians 
and MHFW bureaucrats vehemently criticized a report published by the CIA 
titled The New Wave of HIV/AIDS: Nigeria, Ethiopia, Russia, India, and China, 
which claimed that India would likely “have 20 to 25 million [infected] by 
2010,” leading to “the largest number of people with HIV/AIDS in the world” 
(CIA, 2002, 4, 13). Government officials argued that this CIA report was kin-
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dling unnecessary fears, “spreading panic” and “scares” (Perry 2005, 1), and 
gave “completely inaccurate data” (Kadiyala and Barnett, 2004, 1889). NACO 
officials became even more incensed when Bill Gates quoted these CIA figures 
when discussing India’s situation and how he could help with his proposed 
Avahan project in 2002 (Perry 2005, 2). This prompted MHFW officials to 
unrealistically claim that they had successfully reduced the number of HIV 
infections by 95% within one year (Perry 2005, 1).

As I explained in chapter 1, there are several reasons that emerging econo-
mies have a desire to improve their international reputation in health. By over-
coming international criticism through stronger policy reforms, these nations 
increase their international credibility and respect—an achievement and status 
that are essential to becoming constructive, influential partners in the global 
fight against disease.

These reputation-building incentives were certainly present in India. The 
government wanted to convince the international community—specifically, 
western industrialized nations and international institutions such as the World 
Bank, IMF, PAHO, and WHO—that it was capable of developing a sound 
economy and improving the nation’s healthcare situation, particularly HIV/
AIDS (Skolnick, 2013). Convincing the West was perceived as vital for enhanc-
ing the nation’s international reputation as a successful emerging economy, one 
that was politically and economically stable, healthy, and prosperous enough to 
invest in and to work with as a coequal partner (De Milliano, 2007). Saving face 
with the West and building a strong reputation were also perceived as facilitat-
ing India’s ability to gain more influence and support within important interna-
tional institutions such as the UN National Security Council and the IMF 
( Jabeen, 2010).

Rajiv Misra, India’s minister of health (1991–94), was particularly interested 
in building a stronger policy response to HIV/AIDS, efforts that he believed 
could improve the government’s international reputation as a state committed to 
eradicating the disease (Misra, 2013). In an interview with the author, Misra 
indicated that despite his inability to obtain parliamentary support for his 
AIDS program for NACO during the early 1990s (prior to the aforementioned 
international pressures), parliament eventually authorized NACO to approach 
the World Bank for a loan in 2001. Richard Skolnick (2013), the senior econo-
mist responsible for providing the first World Bank loan package for India, to-
taling US$203 million, indicated that the government wanted to use its height-
ened response to AIDS—which was facilitated by the loan (Jha, 2013)—to 
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bolster India’s reputation as a nation that could not only generate a success-
ful policy response to AIDS but also effectively invest in its public health sys-
tem. Up to that point, India had a reputation of poorly funding its public health 
system (Skolnick, 2013). The government wanted to efface this negative im-
age; aggressively responding to HIV/AIDS provided an opportunity to do so 
(Misra, 2013).

Other strategies were pursued to strengthen India’s international reputation 
in HIV/AIDS. For example, at the Fifteenth International AIDS Conference, 
held in July 2004 in Bangkok, Sonia Gandhi, chairwoman of the Congress (I) 
Party, in the presence of former South African president Nelson Mandela, 
closed the conference with a speech emphasizing India’s commitment to eradi-
cating HIV/AIDS, claiming that “I would like to take this opportunity to 
categorically assert the determination and ability of the Government and the 
people of India to meet this daunting challenge, just as effectively as they did in 
the campaign to eradicate smallpox some decades ago. We have risen to meet 
social, political and technological challenges in the past and I am confident that 
we will do so again in the present context” (Gandhi, 2004, 1).

This was the first time that India had made an international commitment to 
combating HIV/AIDS. Gandhi was poised to attest to India’s strong AIDS 
leadership (Mitra, 2004). The government also sought to demonstrate India’s 
developmental potential as a nation having the medical and pharmaceutical ca-
pacity needed to eradicate the epidemic. The time had come to reveal the con-
fidence of a new India—a nation with the will and ability to curb the spread of 
disease and to develop and prosper.

Given this desire to raise India’s profile as an emerging nation, international 
criticism of the country’s AIDS strategy was a major source of consternation 
for India’s political leaders (Skolnick, 2013). Despite their initial defensive pos-
ture, officials began to speak more openly, not only about AIDS and their ca-
pacity to engender a stronger policy response, but also about their commitment 
to start working together in a bipartisan manner. As Lieberman (2009) claims, 
by 2001, international pressure correlated highly with the efforts of the governing 
BJP (Bharatiya Janata Party) and opposition Congress (I) to display true politi
cal leadership on AIDS.

In an attempt to further build its international reputation, during this 
period the government also sponsored international conferences to draw atten-
tion to NACO’s AIDS policies. In July 2000, for example, NACO bureaucrats 
sponsored an international conference in Nagpur, Maharashtra, organized by 
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medical practitioners and researchers: the International Conference on the 
Validity of HIV/AIDS Programs (Rethinking AIDS, 2000). In addition to pre-
senting research on the causes of AIDS, this conference provided a venue to 
share NACO’s and the Indian research community’s research and policy accom-
plishments. More than a hundred participants from India and other nations 
attended the conference, providing a vast audience for India’s AIDS bureaucrats 
to display their accomplishments (Rethinking AIDS, 2000). In November 2003, 
moreover, the MHFW and NACO sponsored a conference organized by the 
South Asian Association for Regional Cooperation (SAARC) on the issue of de-
veloping a common regional strategy to combat AIDS and TB (SAARC, 2009). 
Through this meeting, NACO bureaucrats could not only highlight their 
achievements but also reveal their strong commitment to multilateral part-
nership and cooperation in containing AIDS and TB (SAARC, 2009). And fi
nally, in 2005, in an effort to confirm for the international community that 
HIV/AIDS cases were on the decline (following much skepticism from inter-
national experts), NACO invited WHO officials to New Delhi to show them 
epidemiological evidence suggesting that HIV and AIDS prevalence was wan-
ing, while highlighting the government’s success in introducing new preven-
tion and treatment policies (One World, 2005).

But were international criticism and reputation building the only factors 
motivating the government to pay more attention to the HIV/AIDS epidemic? 
One could easily argue that India’s vibrant democracy and burgeoning electoral 
pressures motivated the government to do so. The problem with this argument, 
however, is that at no point did the national BJP or Congress (I) Party use the 
AIDS situation as an electoral strategy. Indeed, as Lieberman (2009) points 
out, the ruling BJP did not start to publicly address the HIV/AIDS issue until 
2001, well after its election to parliament. Or, one could argue that the inci-
dence of AIDS was so high by the early 2000s that the government had no 
choice but to strengthen its policy response. The problem with this argument is 
that the government knew about the gravity of the situation at a much earlier 
time (Jha, 2013; Lieberman, 2009; Sankaran, 2006). Indeed, Sankaran (2006, 1) 
writes that “the government recognized the seriousness of the problem quite 
early after the reporting of the first case of HIV/AIDS in 1986.”

Finally, one could envision the possibility that HIV/AIDS prompted a more 
aggressive response during this period because it had touched the lives of influ-
ential individuals in India, such as the upper- and middle-income classes and 
famous actors, activists, and movie stars. Yet again, this does not apply in the 
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case of India. AIDS first emerged among poor IDUs, sex workers, and eventu-
ally truck drivers and the gay community (Solomon and Ganesh, 2002). The 
disease began to emerge among high-risk groups only in the late 1990s, among 
a small, select population that was not well organized or vocal about its prob
lems (Baria et al., 1997). To my knowledge, there were no instances of famous 
individuals infected with the virus who attracted media attention, and use of 
this to pressure the government for policy reform.

History and the Emergence of Positive  
Geopolitical Positioning

International reputation building seems to have been the more important cata-
lyst for policy reform in India, but where did this interest come from? And why 
was the government so interested in working with the international commu-
nity and financial lenders to strengthen its policy response to HIV/AIDS? It 
seems to have been historical precedent that shaped the government’s interest 
in positioning India as an emerging nation, eager to build its international rep-
utation in health, while peacefully cooperating with the international commu-
nity and seeking financial assistance to achieve its policy objectives. Indeed, as 
we saw in Brazil, there was a deep historical precedent to India’s positive geopo
litical positioning.

Indian diplomatic thought and foreign policies essentially derived from his-
torical religious and philosophical beliefs. Since the sacred Hindu writings of 
the Bhagavad Gita, the principles of truth and respectful discourse with other 
nations have been present in India (Dasgupta, 2005). Another enduring tradi-
tion is the state’s concern with international opinion. Even before independence 
from British rule in 1950, India’s politicians were sensitive to other nations’ opin-
ions of their nation, while always seeking international support for their endeav-
ors (S. Cohen, 2002; Dasgupta, 2005; Kember, 1975). Some attribute these views 
to India’s unique cultural and social structure—specifically, the caste system, 
with political and social elites at the top of the hierarchical chain—as explain-
ing “why elitist leaders have been sensitive to the finest perceived slight to 
themselves, or their countries, by foreigners” (S. Cohen 2002, 22).

Many would claim that modern-day diplomatic thought has its origins in a 
particular individual: Jawaharlal Nehru. Nehru was India’s first foreign minis-
ter under the British Raj, then post-independent India’s first prime minister 
(1947–64). Like President Getúlio Vargas in Brazil (1930–45, 1951–54), Nehru 
was infatuated with foreign affairs. He was incessantly concerned with India’s 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



India’s Response to HIV/AIDS and Obesity    85

position in the world, how others perceived the nation, and how he could 
bolster India’s reputation as a modern state, independent of other nations’ 
influence—especially the colonizing West (S. Cohen, 2002). In response to 
India’s “weak or at least highly variable reputation,” Stephen Cohen (2002, 24) 
claims, Nehru “urged his fellow Indians (and the rest of the world) to recognize 
India’s importance in the Middle East, Southeast Asia, and the Far East.” Nehru 
was tired of hearing other statesmen claim that India was insignificant, a “Brit-
ish problem,” not a serious world player—never on other nations’ radar screens 
(Kember, 1975). Much of Nehru’s anger stemmed from his realization that the 
advanced industrialized nations—as well as the British Dominions, such as Can-
ada, New Zealand, and South Africa—essentially ignored India, even at impor
tant international venues such as the League of Nations. This motivated Nehru 
to refer to India’s participation in the league as, simply put, “a farce” (Kember, 
1975).

Nehru was so concerned about India’s international reputation that he made 
establishing a favorable “world opinion” toward India an important aspect of 
his foreign policy objectives (Dasgupta, 2005). Coupled with this was his com-
mitment to establishing peaceful and cooperative diplomatic negotiations as 
well as nonalignment with world powers (S. Cohen, 2002; Dasgupta, 2005). 
Through his various diplomatic missions and participation in international 
organizations such as the UN, which he firmly supported, Nehru sought to 
educate the world about India’s future potential and geopolitical importance. 
He would not tolerate any more criticism about India’s ability to develop into a 
modern and effective state.

These interests and endeavors did not stop with Nehru. Historians claim 
that his daughter, Prime Minister Indira Gandhi (1966–77, 1980–84), agreed 
with his foreign policy views; the same was said for his grandson, Prime Minis-
ter Rajiv Gandhi (1984–89) (S. Cohen, 2002). As members of Nehru’s Congress 
(I) political party, Indira and Rajiv remained firmly committed to Nehru’s for-
eign policy objectives and, as such, shared his concern for world opinion. They 
constantly sought to bolster India’s reputation and global influence. Nehru’s 
views and objectives would go on to shape the nation’s foreign policy for de
cades to come (Tripathi, 2011).

Despite the government’s interest in projecting India as a successful modern 
state, Nehru and subsequent government officials had no interest in becoming 
a global power, intervening in other nations, or shaping global policy and dis-
course. In fact, quite the opposite was true: Nehru had a deep disdain for selfish 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



86    Geopolitics in Health

and imposing global powers and instead emphasized equality and fair treatment 
between nations (Alden and Vieira, 2005; Tripathi, 2011). Prior to and under 
Nehru’s rule, the focus was always on India’s defense against external threats 
(Cohen, 2002; Tripathi, 2011). Like Vargas in Brazil, Nehru never believed that 
one particular nation or small group of nations should dominate world opinion 
and geopolitics. This view motivated Nehru and subsequent administrations to 
pursue a policy of “nonalignment,” in which India would refrain from taking 
sides with global powers such as the United States, England, and Russia (Alden 
and Vieira, 2005; S. Cohen, 2002; Ito, n.d.). This belief shaped India’s diplo-
matic activities throughout the Cold War, convincing politicians to remain 
neutral, warmly nestled between the United States and Russia.

India had a long history of engaging in international cooperation and part-
nerships. Even before Nehru, peaceful international cooperation with other 
nations was a cornerstone of India’s foreign policy objectives. Shortly after in
dependence, Nehru worked closely with his Cabinet for External Affairs to en-
gage in new cooperative partnerships with international organizations and 
other nations—in fact, these were explicit policy goals that he inscribed into 
India’s constitution (S. Cohen, 2002). For example, Nehru was very support-
ive of the creation of the UN, and while not playing a formal role in its cre-
ation, India did support it and provided policy suggestions. All of these efforts 
underscored the fact that emerging India was, like Brazil, unwaveringly com-
mitted to international multilateral cooperation.

India’s commitment to this kind of foreign policy was especially noticeable 
in the area of global health. In 1948, India became the first nation to cooperate 
with other nations in the creation of the South-East Asia Regional office of 
the WHO, and it has worked closely with the WHO since then to eradicate 
diseases in that region (WHO, 2009a). India worked closely with the WHO to 
help eradicate smallpox by strengthening India’s National Smallpox Eradica-
tion Program (Srigyan, 2008). India also worked with the WHO and with 
other nations to develop a vaccine for smallpox (Welcome Trust Center, 2009). 
By 1954, India was sending delegates to the WHO’s World Health Assembly to 
warn nations about an impending crisis of chronic diseases (such as heart dis-
ease, diabetes, and cancer) in developing nations, thus signaling the nation’s 
proactive, visionary stance in global health (S. Rao, 2004).

India also joined other nations in signing the Alma Ata declaration (in 1978) 
on the need to make universal, equitable healthcare a human right (Elliot 
Armijo, 2007). In recent years, the international community has also appreciated 
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India’s leadership in advocating for “pro-public health,” in which government 
responsibility for providing critical healthcare services takes center stage (Le-
owski and Krishnan, 2009). And in 2001, the Indian government joined Brazil 
and other developing nations in establishing the Doha declaration for universal 
access to antiretroviral medications for the treatment of HIV/AIDS (Elliot 
Armijo, 2007). This rich history in global health partnerships generated incen-
tives to maintain India’s reputation as a cooperative nation committed to eradi-
cating disease (Gómez, 2009).

After his election in 2004, Prime Minister Manmohan Singh (2004–14) vowed 
to strengthen India’s diplomatic partnership and ties with other nations. 
Although India has historically been receptive to international assistance while 
working closely with other countries, the government has been perceived as 
a tough negotiator—it was difficult to appease and find consensus with Indian 
negotiators. Some observers claimed that the government’s anti-imperialist stance 
toward the United States, fueled by the nonaligned movement, generated skep-
ticism and anger toward other western powers, often leading to opposing views 
on international treaties (Grant, 2008; Kahn, 2009). Keen on positively trans-
forming India’s diplomatic image, Singh was committed to becoming less 
hostile and more cooperative, especially toward the United States (Kahn, 2009). 
Singh viewed diplomatic cooperation, consensus building, and support as vital 
to India’s success in international diplomacy, but he also viewed India as a bridge 
between poor nations and the more industrialized nations (Kahn, 2009). Singh 
embraced US Secretary of State Hilary Clinton’s promotion of “Smart Power”—
in which a nation’s international influence emerges not from physical prowess 
but from greater cooperation and diplomacy (Clinton, 2010). Singh viewed 
smart power as a necessary approach to bolstering India’s international reputa-
tion and influence.

India has a long history of working with other nations, international organ
izations, and philanthropists to obtain funding for its development projects. In-
dia was one of the first developing nations to receive funding from the World 
Bank. In September 1958, the government received US$160 million in loans, 
disbursed in three phases, for the construction of a national railroad and elec-
trical power system (Kapur, Lewis, and Webb, 1997). By the 1960s, India had 
become the World Bank’s largest client, receiving loans for other initiatives 
such as the production of iron and steel as well as increasing its port capacity 
(Culpeper, 1997). But historically, the government has also been receptive to 
financial and technical assistance and support from philanthropists. In 1915, 
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for example, the Rockefeller Foundation opened a country office in India to 
help local communities in their response to childhood and maternal diseases, 
while providing training for medical professionals (Bracken, 2009; Rockefeller 
Foundation, 2013). Provincial officials in states such as Uttar Pradesh also wel-
comed the support of the Red Cross in these endeavors (Bracken, 2009). After 
independence, the government would continue to welcome support from the 
international community to help achieve its economic and social policy objec-
tives, especially in the area of health (Sridhar and Gómez, 2010).

With the arrival of HIV/AIDS several decades later, India’s historical prece
dent of building its international reputation and working with the international 
community to help combat disease resurfaced, engendering similar types of re-
form incentives. The government followed in its own historical footsteps, view-
ing health policy reforms and loans from international lenders as a means to 
strengthen the government’s international reputation and response to disease. 
Doing this again for HIV/AIDS led to a stronger national policy response.

Strengthening AIDS Policy Reforms

After the mid-2000s, international criticism and reputation-building pursuits 
led to a new level of parliamentary support for expanding India’s national AIDS 
program. In this context, the parliament and MHFW increased their commit-
ment to working with AIDS bureaucrats in NACO, providing additional 
funding while helping implement new prevention and treatment policies. 
Lieberman (2009) highlights a strong correlation between a spike in interna-
tional pressure and a dramatic scale-up in the government’s policy response to 
HIV/AIDS beginning in 2004. With regard to NACO, moreover, a firmer 
commitment emerged to provide additional funding while training national 
and subnational SACS officials on issues such as financial management and 
technical assistance (UN General Assembly, 2010). Indeed, a central theme of 
the third NACP (2007–12; commonly known as India’s Phase III response) 
was a renewed commitment to “strengthen the infrastructure, systems, and 
human resources in prevention, care, support and treatment programmes at 
the District, State and National levels” (India, NACO, 2010). The plan also 
vowed to increase financial and technical assistance to SACSs, as well as pro-
viding technical training (UN General Assembly, 2010).

With regard to prevention, several targeted and innovative programs 
emerged. For example, in 2007, in cooperation with the Rajiv Gandhi Founda-
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tion and the Ministry of Rails, NACO cosponsored an awareness campaign, 
the “Red Ribbon Express”—bustling along in a locomotive, covering 9,000 
kilometers, entering approximately 43,200 villages, and disseminating preven-
tion information, condoms, and HIV testing. Given India’s vast and hard-to-
reach rural areas, the Red Ribbon Express is critical for increasing aware-
ness and understanding of HIV/AIDS transmission and prevention (Hindu, 
2009a; Hindustan Times, 2008). And in 2010, NACO launched an aggressive 
new Condom Social Marketing Programme, targeting sales of 47 crore (a crore 
is 10 million) condoms across 370 districts, especially in hard-to-reach rural 
areas (Thaindian News, 2010). Finally, Phase III maintains funding for a host of 
prevention programs geared toward groups at high risk, such as commercial sex 
workers, IDUs, and gay men (UN General Assembly, 2010).

In 2004, the government also launched a more progressive ARV treatment 
policy. Previously, NACO provided ARV medications only for pregnant women 
to prevent parent-to-child transmission. Since 2004, however, drugs have been 
provided to HIV-positive parents, infected children under the age of 15, and 
patients registered in public hospitals and at treatment centers in the highest prev-
alence states, such as Tamil Nadu, Andhra Pradesh, Maharashtra, Karnataka, 
Manipur, and Nagaland, and the capital city, Delhi (Lieberman, 2009). Yet the 
great irony—or perhaps, more appropriately, the ongoing tragedy—is that while 
India is home to one of the world’s largest, most talented pharmaceutical indus-
tries (Shao, 2013), the government exports most of its generic medications rather 
than working with the MHFW to guarantee universal access to medicine in In-
dia (Gómez, 2009; Lieberman, 2009). This paints a sharp contrast to the case of 
Brazil, where the key purpose for developing a vibrant pharmaceutical industry 
has been to guarantee universal distribution of ARVs in Brazil (Flynn, 2008).

Nevertheless, more recently, the government of Prime Minister Narendra 
Modi has been praised for passing national legislation protecting the rights of 
individuals with HIV/AIDS while deepening the government’s commitment to 
providing medical treatment. In March  2017, parliament approved the HIV 
and AIDS (Prevention and Control) Bill, which protects people living with 
HIV/AIDS from any form of government, corporate, or social discrimination; 
it also includes penal provisions for any discrimination toward them and pro-
tects them from any breach of confidentiality. Furthermore, this bill now makes 
ARV treatment a “legal right” for all in need of access to medication, guaran-
teed by the central and state governments (Deyl, 2017).
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Thus, a stronger policy response to HIV/AIDS eventually emerged, trig-
gered by international criticism and pressure and by India’s reputation-building 
interests. Over time, these interests also motivated the government to help other 
nations combat AIDS in order to further enhance its international reputation. 
In 2001, India joined Brazil in helping establish the 2001 Doha agreement, 
which facilitated nations’ access to ARVs by allowing them to manufacture and 
produce generic medications in periods of health crisis (Watt, Gómez, and 
McKee, 2014). By the turn of the twenty-first century, the government’s pri-
mary agency responsible for providing foreign aid, the Ministry of External 
Affairs (MEA) (Nigam, 2015), not only helped to fund HIV prevention pro-
grams in several African nations (Morrison and Kates, 2006) but also provided 
ARVs to nations such as Mozambique and Angola—thus building on its success 
in becoming one of the world’s largest producers of generic ARV medications 
(Ruger and Ng, 2010). Officials working in the Indian Technical and Economic 
Cooperation Programme, formed in 1964, also partnered with India’s private 
pharmaceutical sector to help several African nations create pharmaceutical 
labs for the production of ARVs (Morrison and Kates, 2006; Ruger and Ng, 
2010). The MEA also provided HIV test kits and policy lessons in AIDS pre-
vention to several Southeast Asian, Caribbean, and African nations (Chaturvedi, 
2015). Building on global recognition for its successful healthcare human 
resource training, management, and technology in HIV/AIDS, the govern-
ment established the Global Political Advocacy Initiative, which sought to en-
courage other nations to engage in these activities while raising awareness and 
support for HIV research (Ruger and Ng, 2010).

In addition to HIV/AIDS, the government expanded its technical assistance 
to broader areas in healthcare, providing regional neighbors and several Afri-
can nations with essential medicines, ambulances, and funding for hospital 
infrastructure. The MEA has also sent teams of medical doctors to Angola, 
Mozambique, and elsewhere to provide training, establish medical camps, and 
recruit and provide scholarships for students to attend Indian medical universi-
ties (Chaturvedi, 2015). Impressively, in 2009, supported by an MEA grant of 
US$17 million, the ministry also created the Pan-African e-Network project, 
which provides telemedicine training from elite Indian hospitals and universities 
to their counterparts in 53 African Union partnering countries (De Bruyn, 2013). 
Scholars have emphasized the government’s efforts to enhance its international 
reputation as an emerging power dedicated to helping other developing nations 
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overcome HIV/AIDS and establish effective public health systems (De Bruyn, 
2013; Ruger and Ng, 2010). Despite these efforts, when compared with Brazil, 
India’s prime ministers were not as committed to aggressively marketing the 
government’s domestic AIDS policy achievements at international venues.

Despite India’s long tradition of working with other nations to fight disease, 
it had no such long-term reputation for providing foreign aid in health. This 
partly reflected the fact that for most of its history, especially in the area of 
public health, the government had been accustomed to being a receiver rather 
than provider of foreign aid assistance (De Bruyn, 2013). This lack of historical 
engagement in foreign aid and global health diplomacy also reflected the gov-
ernment’s low level of priority for healthcare during the 1990s (Dréze and Sen, 
2013) and, consequently, its apathy toward using and marketing India’s achieve-
ments in healthcare at the international level. The government’s limited com-
mitment to foreign policy in health became even more evident with its decision 
to refrain from participating in the Foreign Policy and Global Health Initiative 
in 2008. This initiative was organized by the WHO and health ministers from 
several countries, through the 2007 Oslo Ministerial Declaration at the UN 
General Assembly meeting in New York. Representatives from Brazil, France, 
Indonesia, Norway, Senegal, South Africa, and Thailand convened in Geneva, 
June 12–13, 2008, to establish an international normative consensus “toward a 
more sustainable relationship between foreign policy and health” (Ruger and 
Ng, 2010).

India’s government nevertheless had several motivations for providing bilat-
eral assistance in HIV/AIDS and other developmental endeavors. While bol-
stering its international reputation in health was certainly one of them, it also 
viewed this assistance as a means to enhance its broader image as an emerging 
global power, capable of influencing policy debate and international donor as-
sistance (De Bruyn, 2013; Price, 2011). By increasing foreign aid, government 
officials sought to supplant, in the eyes of the international community, India’s 
ongoing issues of domestic poverty and inequality with its new role as an ad-
vanced, emerging economy, positioning itself to help other developing nations 
address health and other social welfare issues (Kragelund, 2010). This assis-
tance was also perceived as an effective geopolitical strategy: by helping neigh-
boring nations such as Bhutan, Nepal, Sri Lanka, and Cambodia, India could 
strengthen its regional allies amid growing hostilities with Pakistan and China, 
while gaining more support for India’s election to the UN Security Council 
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(Bijoy, 2010; De Bruyn, 2013). The government also saw providing bilateral as-
sistance to Africa as a way to increase its access to new markets and especially 
natural resources (Bijoy, 2010; Nigam, 2015). For all of these reasons, India’s 
foreign aid assistance has become a key aspect of its foreign policy strategy.

Did the government’s newfound interest in building its domestic AIDS 
program while helping other nations eradicate HIV/AIDS contribute to ongo-
ing support for the MHFW and NACO’s prevention and treatment programs, 
ultimately leading to a centrist policy response? And has NACO provided 
state-level SACSs with adequate financial resources, training, and technical 
support?

Unfortunately, parliamentary funding commitments have not continued 
to increase since 2014. Government spending for NACO, as well as its total 
spending for the national AIDS programs, has decreased, due mainly to the 
government’s efforts to reduce fiscal spending and budgetary deficits (Rajshek-
har, 2015; Rochan, 2014; Sharma, 2015). NACO has become increasingly reliant 
on state governments to fund AIDS programs (Kalra and Siddiqui, 2015). In 
2014, as a consequence of parliament’s decision to reduce the overall healthcare 
budget, the AIDS program lost approximately 30% of its budget (Rajshekhar, 
2015; Rochan, 2014). In 2015, parliament decided to slash the AIDS budget by a 
fifth, while asking state governments to fund approximately 50% of all AIDS 
projects, with the central government providing the rest (Kalra, 2015; Mascar-
enhas, 2015). When questioned about this decrease in funding, the Union 
health minister, J. P. Nadda, stated that “AIDS was a concern 10 years back” 
(quoted in Rajshekhar, 2015, 1), reflecting his belief that because of the govern-
ment’s increased reform efforts several years earlier, the number of HIV/AIDS 
cases had stabilized and no longer posed a threat. This perception generated a 
considerable amount of criticism and pressure from activists and state govern-
ments, essentially forcing the central government to promise to restore previ-
ous funding levels—which has yet to be achieved (Rajshekhar, 2015). These fi-
nancial challenges are further compounded by the recent decision of major 
philanthropic organizations, such as the Bill and Melinda Gates Foundation, to 
reduce their financial contributions to India for HIV/AIDS programs and shift 
more funding to other diseases such as TB and to family planning (Deyl, 2015).

At the same time, there was a lack of coordination and an inconsistency in 
central government support between NACO and the SACSs, which compli-
cated collaborative policymaking efforts (Chandrasekaran et al., 2006). Even 
after the government’s renewed commitment to combating HIV/AIDS, the 
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SACSs continued to be in need of technical, managerial, and, especially, finan-
cial assistance (Sharma, 2015). Also, hospitals and rural health clinics continued 
to lack adequate funding, equipment, and medical personnel for HIV/AIDS 
(Mitra, Haté, and Schaffer, 2007).

As in Brazil, India’s healthcare decentralization, which began in 1993 (Mitra, 
Haté, and Schaffer, 2007), has reinforced the country’s inequalities in health-
care services among the states. That is, states with a higher level of economic 
development and therefore greater infrastructural, medical, and technical ca-
pacity (mainly the southern states of Tamil Nadu, Karnataka, Andhra Pradesh, 
and Maharashtra) have been more adept at responding to HIV/AIDS than the 
poorer states (Mitra, Haté, and Schaffer, 2007). This has some analysts con-
vinced that the push for healthcare decentralization poses an ongoing formi-
dable challenge to responding to the HIV/AIDS epidemic (Baruagh, 2008). In 
contrast to what we saw in Brazil, NACO has fallen short of adequately inter-
vening to address the shortcomings of decentralization.

Indeed, to my knowledge, NACO has not tried to surmount such shortcom-
ings by introducing conditional fiscal transfer programs as a policy strategy 
to induce compliance with NACO’s policy recommendations. In fact, if anything, 
there has been a shortage of fiscal transfers to the states (Rajshekhar, 2015). 
This has provided few incentives for SACSs and municipal health officials to 
adequately implement policy. Furthermore, NACO has not contracted with 
NGOs to monitor SACSs’ and local health departments’ implementation of 
prevention and treatment policies. As we saw for Brazil, this type of contractual 
partnership between national AIDS bureaucrats and NGOs is vital for increas-
ing subnational accountability to the center and the electorate.

Thus, in sum, while the government eventually pursued a stronger policy 
response to HIV/AIDS after the rise of international criticisms and pressures, 
it never joined Brazil in achieving a centrist policy response. As I explained in chap-
ter 1, a centrist policy response requires three components: the creation and 
ongoing financial and administrative expansion of federal agencies, the devel-
opment of effective prevention and treatment programs (particularly, universal 
access to medicines), and formal and informal strategies to increase the central 
government’s policy influence in a context of healthcare decentralization. In 
India, however, the parliament has not continued to increase NACO spending 
and administrative expansion, no universal ARV treatment program was ever 
introduced, and NACO has neglected to formally increase its centralized policy 
influence by providing conditional fiscal grant assistance while informally 
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contracting NGOs to monitor and hold local governments accountable for 
policy implementation.

Given the government’s positive geopolitical positioning and stronger pol-
icy response to HIV/AIDS, why has it recently backtracked on its policy efforts 
and not engaged in a centrist policy response? What is the missing link in 
India’s ability to achieve this?

The Absence of Strong Bureaucratic–Civil  
Societal Partnerships

In essence, in India, it is the absence of strong bureaucratic–civil societal partner-
ships in public health that has hampered the government’s ability to achieve a 
centrist policy response. As we saw in Brazil, establishing these partnerships is 
important for increasing AIDS bureaucrats’ influence and legitimacy when 
striving to solicit and obtain ongoing financial and political support. Unlike in 
Brazil, social health movements in India did not, historically, create well-
organized, globally integrated movements that pressured the national government 
for an immediate policy response to a health epidemic. This was mainly because 
a centralized administrative response to public health issues was already in place 
during the British Raj and, later, under the newly independent Indian state (Mush-
taq, 2009). Consequently, the few social movements that did exist often worked in 
isolation from the federal government and were focused on either antipoverty or 
general social welfare issues, not on public health (Andharia, 2009).

Furthermore, there was no long tradition of ministry of health bureaucrats 
and civil society working together to combat disease (Misra, 2013), so the bu-
reaucracy did not have any interest in strategically finding and using AIDS 
NGOs to expand their federal programs (Gómez and Harris, 2015; Misra, 
2013). Indeed, since the second NACP was introduced in 1999, NACO bureau-
crats have refrained from strategically engaging in partnerships with the multi-
tude of AIDS NGOs that emerged during the 1990s in order to justify ongoing 
parliamentary funding and thus a continued expansion of the national AIDS 
program (Gómez and Harris, 2015; Misra, 2013; Schaffer and Mitra, 2004). 
Instead, since 1999, NACO bureaucrats have relied entirely on state-level SACSs 
to contract with NGOs to provide prevention and treatment services (Lo et al., 
2005; Rajshekhar, 2015; Subramanian, 2013). Problematically, this has led to 
the emergence of subnational rather than national bureaucratic–civil societal 
partnerships for policy implementation. As evidenced in Brazil, however, con-
structing a partnership between national bureaucrats and NGOs is needed to 
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provide these bureaucrats with the legitimacy and influence necessary to obtain 
ongoing funding and political support.

To further complicate matters, in 2008 NACO decertified approximately 
350 NGOs, based upon the results of a NACO survey and an external evalua-
tion report by the World Bank in 2007, which concluded that these NGOs 
were nonexistent, corrupt, or ineffective in using domestic and international 
funding (John, 2008; Nambiar, 2012; Shrivastava, 2008). Because of this, ana-
lysts note, NACO has had a difficult time trusting AIDS NGOs (Global Fund, 
2009a; Misra, 2013), and the government has shown distrust in organizations 
that receive financial support from western agencies and organizations ( Jayaram, 
2015). While the SACSs continue to work with NGOs, NACO seems to have 
backtracked from developing closer ties with them (Gómez and Harris, 2015), 
failing to reach out to activists and community healthcare workers for impor
tant consultation on prevention and treatment programs (Deb, 2014).

The recent merger of NACO into the MHFW provides even further insight 
into the government’s weakening partnership with NGOs. In 2014, as part of 
Prime Minister Modi’s effort to strive for “minimum government, maximum 
governance” (Nandan Jha, 2014, 1), NACO came under the auspices of the 
MHFW. This process entailed not only removal of NACO’s director but also a 
loss of bureaucratic and funding autonomy (Nandan Jha, 2014). Throughout 
this restructuring effort, not one NGO was consulted about the consolidation 
process (Sachan, 2014), notwithstanding NGOs’ historical reliance on NACO 
for funding (Gwalani, 2014). This decision upset the activist community 
(V. Krishnan, 2014; Sachan, 2014), as it revealed that the government was be-
coming increasingly apathetic to their needs. Worse still, NGO leaders such as 
Anandi Yuvaraj, a member of the International Community of Women with 
HIV, argued that the “decision [to merge] will push back all the progress made 
on HIV prevention and care, but also tarnish India’s global image as a leader in 
this area” (quoted in V. Krishnan, 2014, 1).

Activists were also worried that NACO’s merger would lead to fewer poten-
tial opportunities to work with AIDS bureaucrats. According to Shaleen Rakesh, 
director of technology support for the India HIV/AIDS Alliance, the merger 
“will likely cut down on human resources, which are essential for collabora-
tion with civil society of the size and scale of our country” (quoted in Sachan, 
2014, 842).

To complicate matters even more, in April 2016, Prime Minister Modi or-
dered that several of NACO’s consultants with linkages to international funders 
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and NGOs be relieved of their duties. And in 2016, of the 112 consultants 
financed by international donors and NGOs such as the Gates Foundation, 45 
were ordered to resign (Kalra, 2016). These were individuals who played a critical 
role in formulating AIDS prevention and treatment programs. Analysts specu-
late that Prime Minister Modi ordered this downsizing to reduce the influence 
of NGOs—especially those from the West—over AIDS policy. The prime 
minister’s decision further revealed the government’s lack of trust in individu-
als with linkages to NGOs (Kalra, 2016).

There has also been a general decline in NACO’s support for NGO activi-
ties. Those NGOs working to serve high-risk groups and to provide counseling 
and HIV testing have seen a dramatic decrease in funding since 2014 (Gwalani, 
2014; Rajshekhar, 2015). This has occurred even in those states with the highest 
prevalence of HIV/AIDS cases, such as Nagaland, Maharashtra, and Mizoram, 
located on the India-Myanmar border. This decline in federal funding is mainly 
the result of NACO’s decision in 2014 to begin bypassing NGOs and sending 
funds directly to state health departments, which in turn transferred funds to 
state-level SACSs (Gwalani, 2014; Kalra and Siddiqui, 2015; Rajshekhar, 2015). 
The upshot is that in Mizoram, for example, state finance officials redirected 
NACO funding to other social welfare programs before transferring funds to 
Mizoram’s SACSs and NGOs. Mizoram’s state finance ministry ended up 
transferring only 40% of the total allocated from NACO to Mizoram’s SACSs 
and NGOs (Rajshekhar, 2015). Add to this the bureaucratic delays involved in 
this new federal funding process and we can see that NGOs have paid the price. 
In Maharashtra and Mizoram, NGO workers have had to borrow money from 
families and friends for the travel necessary to provide prevention and treat-
ment services (Gwalani, 2014; Rajshekhar, 2015). Not only has this situation led 
to a downsizing of NGO staff in several states (Kalra and Siddiqui, 2015; Mas-
carenhas, 2015), but it has also damaged NGOs’ trust in NACO and weakened 
their partnership all the more.

The outcome of all this is that unlike the national AIDS program in Brazil, 
India’s NACO bureaucrats now have even fewer NGO allies to work with and 
to use to increase their legitimacy, influence, and justification for obtaining 
ongoing financial support from parliament (Kalra and Siddiqui, 2015; Mascar-
enhas, 2015). Furthermore, within a challenging decentralized context, NACO 
has refrained from increasing its policy influence by either contracting with 
NGOs to monitor SACSs’ performance or implementing conditional fiscal 
transfer programs that could incentivize local governments to work more 
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closely with SACSs. As we saw in Brazil, this kind of centrist policy response 
could help encourage local governments to implement policies more effectively.

In sum, India resembled Brazil in its delayed and initially underwhelming 
response to HIV/AIDS, then its stronger policy response after the emergence 
of international criticism and pressure. The government responded at that point 
so as to foster its international reputation as a modern state capable of eradicat-
ing disease while establishing close partnerships with the international donor 
community such as the World Bank to achieve these objectives. India’s positive 
geopolitical positioning, fueled by a long history of foreign policy commitments 
to international reputation building, nonalignment, and multilateral coopera-
tion, thus generated incentives to engage in a stronger policy response to HIV/
AIDS. In contrast to what we saw in Brazil, however, India’s national AIDS 
bureaucrats never sought to strengthen their partnership with NGOs after the 
government sought to increase its international reputation. Without strong 
bureaucratic–civil societal partnerships, the government could never achieve a 
centrist policy response.

Responding to Obesity
HIV/AIDS is not the only epidemic to emerge in India in recent decades. For a 
more complete picture of the government’s commitment to meeting public 
health needs, it is instructive to analyze another of India’s recent epidemics: 
new public health threats that are neither “flash epidemics” nor slow-moving 
chronic health conditions. Obesity poses one such challenge.

The old adage “India is a nation of contrasts” certainly rings true. While 
India is home to millions of people who suffer from malnourishment, hunger, 
and poverty, it is also home to thousands of people who are struggling with 
obesity—a product of economic modernity and economic growth. Within the 
last two decades, India has witnessed the rise of what scholars refer to as the 
“dual nutrition transition”: burgeoning malnourishment and escalating cases of 
overweight and obesity among adults and, more recently, children (Gaiha, Jha, 
and Kulkarni, 2010; Gouda and Prusty, 2014; Shetty, 2002; Youfa Wang et al., 
2009).1 The rapid rise of the middle- and high-income classes, with an increas-
ing demand for and consumption of unhealthy foods and drinks; technological 
developments that encourage sedentary lifestyles; the entry of women into the 
labor force, which contributed to their spending less time at home helping 
prepare nutritious meals and the consequent replacement of these meals with 
processed, high-caloric foods; a general lack of awareness about health and 
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nutrition; and a steady decline in physical activity—all have been perceived as 
contributing factors to the rise of India’s obesity epidemic (BBC News, 2001a; 
Bishwajit, 2015; Gaiha, Jha, and Kulkarni, 2010; Gulati and Misra, 2014; Pota-
razu, 2015; Tharkar and Viswanathan, 2009). Figure 3.2 shows the increase in 
obesity nationwide from 1999 to 2006.

Cultural factors have also played a role. In a context where, historically, most 
individuals have suffered from malnourishment and stunting, for many fami-
lies, gaining weight is viewed as a sign of health and prosperity (Ghosh, 2013). 
According to Dr. Anoop Misra, an endocrinologist specializing in childhood 
obesity in India, “If the child is overweight [the mothers] consider them healthy 
rather than fat.” Misra went on to comment that “it has been handed down by 
grandmothers over the centuries . . . ​Once [their infants and children] became 
fat they were considered healthy” (quoted in Ghosh, 2013, 1). In fact, some 
studies claim that family members do not consider their children’s excess weight 
to be a hindrance unless it hampers their daily activities (Patil et al., 2016). The 
consumption of sugary drinks and foods, such as Coca-Cola, Pepsi, and Nestlé 
products, has also become fashionable among the youth, often leading to peer 
pressure and children’s incessant nagging of parents to purchase these foods. 
Parents also sometimes prefer to provide their children with prepackaged, 
high-caloric foods and soft drinks rather than meals sold at restaurants, mainly 
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Figure 3.2. Obesity cases in India, defined as BMI >25 (percentage of population), 
1999–2006. Source: WHO, Global Infobase, 2012.
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because of their fear that poor sanitary conditions in restaurants will make 
their children sick (Gulati and Misra, 2014).

In India, the rise in obesity first emerged among the privileged upper classes 
in major urban centers. When measured in terms of a body mass index (BMI) 
greater than 30, the percentage of obese adults in major cities increased between 
1998 and 1999 to 9.2% in New Delhi, 3.8% in Kerala, 2.7% in Tamil Nadu, 4.3% 
in Goa, and 4.4% in Gujarat. For 2005–6, this percentage was 7.8% in New 
Delhi, 5.0% in Kerala, 5.1% in Tamil Nadu, 4.8% in Goa, and 4.6% in Gujarat 
(Youfa Wang et al., 2009). By 2010, the obesity rate had increased to approxi-
mately 58% of the total urban population (Gaiha, Jha, and Kulkarni, 2010).

Over time, obesity also began to emerge in poorer, rural areas, which were 
the historical epicenters of malnourishment and famine (Khandelwal and 
Reddy, 2013; Little et al., 2016; Madurai, 2016; Patil et al., 2016; Ranjani et al., 
2014). This epidemiological transition was attributable to several factors, such 
as the arrival of sugary carbonated drinks and fatty foods, carried throughout 
India’s vast highway system and making their way into shops in rural communi-
ties; increased access to transportation (such as motorcycles, cars, and buses) 
and reduced walking; and the emergence of televisions and computers, along 
with an increase in sedentary lifestyles (Gaiha, Jha, and Kulkarni, 2010; Unni-
krishnan, Kalra, and Garg, 2012). In addition to a rise in obesity among poor 
rural adults, especially women (Srivastava and Rukmini, 2016), adolescents and 
teens also began to gain considerable weight. For example, in the state of Gujarat, 
in the rural city of Surat, researchers found that the number of overweight and 
obese adolescents exceeded the number found in Gujarat’s wealthier urban cen-
ters (Kowsalya and Parimalavalli, 2014). Jiwane and Wadhva (2014) also found 
an 8.5% prevalence of obesity among children in rural areas of Maharashtra, 
and others discovered a gradual increase in childhood obesity in the rural Ko-
chi district of Kerala (Jacob, 2014). Within the past decade, then, obesity has 
evolved from a condition more common among the wealthier upper classes in 
urban settings to one now prevalent in poorer, rural communities.

By the late 1990s, the challenge of childhood obesity also began to emerge, 
in tandem with the arrival of new fast food restaurants, sugary drinks, and 
high-caloric snacks in major cities (Rani, 2013). For example, in India’s largest 
metropolitan city, New Delhi, researchers found that childhood overweight 
and obesity increased from 16% in 2002 to 24% in 2006–7 (Irwin, 2010; Times 
of India, 2007). According to the All India Institute of Medical Sciences, by 
2010, obesity between the ages of 14 and 18 reached 17% for a randomized, 
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select sample of schoolchildren in New Delhi (Dey, 2010). The number of 
obese children continues to increase in urban and rural areas (Madurai, 2016), 
with more cases being reported among poor children in urban slums and rural 
areas (Ranjani et al., 2014). At the same time, the number of teens between the 
ages of 13 and 18 who are obese increased from 16% in 2010 to 29% in 2015 
(George, 2016). Studies also suggest that since 2011, approximately 22% of India’s 
children aged between 5 and 19 are obese (Deyl, 2016).

The latest national survey results obtained from the fourth National Family 
Health Survey (NFHS-4, conducted in 2014–15), which was distributed by the 
MHFW in 13 states,2 suggest that India’s obesity epidemic has worsened (Pandey, 
2016). According to this survey, from 2005 to 2015, the number of obese indi-
viduals doubled (Pioneer, 2016), which has earned India the title of third-most 
obese nation in the world (after the United States and China)—with 61 million 
reported cases (Anugu, 2015). The NFHS-4 survey revealed that women’s obe-
sity rates increased from 13.92% of the sampled population in 2005 to 19.56% 
in 2015, while men saw an increase from 10.35% to 18.04% for the same period 
(Srivastava and Rukmini, 2016).

Nevertheless, and as we saw with HIV/AIDS, the government did not im-
mediately respond to the obesity epidemic. Although overweight and obesity 
issues were increasing throughout the 1990s, the office of the prime minister 
and the MHFW did not view the issue as an urgent public health threat, for 
several reasons. For years, public health officials were fixated on eradicating 
undernutrition, childhood malnourishment, and poverty (Irwin, 2010; Shukdev, 
2008). By 2010, it was reported that more than 180 million chronically malnour-
ished children lived in India, and 55% of preschool children were underweight 
(Economic Times, 2010). With Prime Minister Manmohan Singh (2004–14) 
publicly stating that malnutrition was India’s biggest public shame (Khandel-
wal and Reddy, 2013), it is no wonder that India’s most senior politicians and 
ministry of health officials placed most of their focus on eradicating malnutri-
tion and poverty. This was reflected in an increased level of government 
spending to address this issue—a focus that made it nearly impossible for MHFW 
officials to immediately respond to obesity (Irwin, 2010).

Obesity was perceived by most senior government and health officials as a 
class-based issue, confined to the rich and the growing middle class (Irwin, 2010; 
Shukdev, 2008), who were deemed perfectly capable of taking care of them-
selves. Furthermore, as mentioned earlier, in a historical context of malnour-
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ishment and poverty, being overweight was considered to be a good thing: “In 
a country with so many undernourished people, those who could afford it 
wanted their children to look plump and healthy, not realizing that plump and 
pink children become plump and pink adults who die by the time they hit 40,” 
commented Prema Ramachandran, director of the Nutrition Foundation of 
India (quoted in Brown-Polaris, 2004, 2). Some observers note that this per-
spective created few incentives for the prime minister and parliament to enact 
national legislation (Reddy et al., 2005; Shukdev, 2008). Moreover, obesity was still 
not on the international agenda, as the WHO and other organizations were 
primarily focused on addressing HIV/AIDS and tobacco-related illnesses in 
India (BBC News, 2001b). When combined with a dearth of national surveys 
and data (Irwin, 2010; Reddy et al., 2005), these factors convinced the govern-
ment that there was no need for an immediate response to obesity.

Constructing an MHFW agency focused exclusively on obesity, while pro-
viding financial and technical assistance to the states, was deemed highly un-
likely. A lack of parliamentary funding for those agencies attempting to create 
obesity awareness and prevention campaigns exacerbated the situation (Reddy, 
2003; Reddy et al., 2005). At the same time, state health departments and hos-
pitals did not have the resources needed to address obesity and its associated 
ailments, such as type 2 diabetes, high blood pressure, and heart disease (BBC 
News, 2001b). The absence of federal financial support imposed a constricting 
burden on state health departments (Reddy et al., 2005). In short, the parlia-
ment failed to provide both national and subnational support to combat the 
burgeoning obesity epidemic (Reddy, 2003; Reddy et al., 2005).

International Criticism, Pressure, and Reputation Building

A flurry of international criticism and pressure emerged in reaction to the 
government’s lackluster policy response. In 2001, the BBC published an article 
claiming that for a nation troubled by malnourishment and poverty, it was 
perplexing to see the depth of India’s obesity problems (BBC News, 2001a). The 
article went on to state that if the government did not engage in a stronger 
policy response, obesity rates would triple by 2025.

The brunt of international criticism and pressure emerged in 2004 with 
release of the WHO report Global Strategy on Diet, Physical Activity, and Health. 
In this report, WHO officials singled out India as having one of the worst 
cases of obesity, especially among children, and gave it the embarrassing 
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designation of a country with the world’s largest number of diabetes cases 
(Varshney, 2006). The Global Strategy of 2004 urged India to adopt the WHO’s 
recommendations for a dramatic reduction of sugary content in foods, better 
food labeling and nutrition standards, more regulation, and even the imposition 
of a “snack tax” (Varshney, 2006; S. Rao, 2004). At the end of 2004, the WHO 
released yet another report claiming that India had failed to adhere to several of 
its recommendations, especially with regard to working with the private sector, 
NGOs, and other government agencies (S. Rao, 2004). Adding further criticism 
were research articles in the Lancet and Nature Medicine in 2005 and 2006 claim-
ing that India and China had the greatest number of obesity and diabetes cases 
in the world and that if policy did not change, India would outpace the United 
States in the total number of deaths attributable to obesity and its related ail-
ments (Reddy et al., 2005; Yach, Stuckler, and Brownell, 2006). Additionally, in 
2006, the WHO singled out India as being the perfect “test lab” for experiment-
ing with anti-obesity programs (Varshney, 2006). Within just six years, then, 
from 2001 to 2006, India’s government confronted a mass of international criti-
cism and pressure for a more aggressive policy response.

As with its response to HIV/AIDS, the government of India had several 
reasons for positively responding to this international criticism and improving 
its international reputation. For the same geopolitical reasons of passing 
muster as an effective emerging nation with international clout and influence 
(Bhava, 2007; Jabeen, 2010), the government was targeting the advanced in-
dustrialized western nations, international organizations such as the WHO 
and the World Bank, and western academic researchers and the media. In-
deed, India wanted to show the West that it had the technical and infrastruc-
tural capacity needed to curb the spread of obesity and, in the process, would 
demonstrate that the MHFW could overcome this health threat and prosper. 
In February 2000, for example, the government worked with researchers in 
Mumbai to hold India’s first international conference on obesity. According to 
the Times of India (2000), this was the largest obesity conference ever held in 
Asia. Researchers and health officials from several Asian countries, as well as 
the United States, Britain, and other European nations, attended. At this con-
ference, Indian health officials and researchers had an opportunity to display 
their research and policy initiatives for reducing the number of obesity cases 
in urban centers, while addressing the causes of obesity and myths about how 
obesity spreads. This conference was India’s first attempt to unveil to the world 
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its research capabilities and commitment to addressing the epidemic (Times of 
India, 2000).

When it came to combating chronic illnesses, especially nutritional issues, 
India had a rich tradition of responding quickly to these problems since the 
1950s. In fact, in 1957, it was the first nation to work with and warn the World 
Health Assembly of an inevitable future epidemic of chronic disease in the 
developing world, such as cancer, high blood pressure, and diabetes (S. Rao, 
2004). Similarly, after the UN World Summit for Children in 1990 and the 
World Declaration and Plan of Action for Nutrition in 1992, Indian health 
officials worked with UN colleagues to develop India’s first National Nutrition 
Policy in 1993, thus revealing the government’s proactive commitment to 
working with the UN to address nutritional disorders among children. At that 
time, however, overweight and obesity were not a government priority (Khan-
delwal and Reddy, 2013). And as had occurred in the past with India’s warnings 
to the World Health Assembly about the growing tide of noncommunicable 
diseases, in 2004 India’s health officials were once again eager to work with the 
WHO in helping draft its Global Strategy. In the process, they worked closely 
with other nations to share knowledge and ideas about how to tackle obesity 
and several different types of noncommunicable diseases (Irwin, 2010). In 
2006, shortly after India adopted the WHO’s 2004 guidelines, MHFW offi-
cials, nutritionists, and activists invited members of the Global Alliance for 
the Prevention of Obesity and Related Chronic Disease to India to explore 
how the government could go about implementing the Global Strategy’s 
guidelines (Varshney, 2006). Thus, in sum, as in the AIDS epidemic, the gov-
ernment maintained its foreign policy tradition of working closely with other 
nations to contain a new public health threat—a key element of the government’s 
positive geopolitical positioning.

The government did not take other nations’ criticism and pressure lightly. 
Despite contributing to its initial drafting, India’s prime minister and the 
MHFW did not immediately agree with the WHO’s 2004 Global Strategy. 
The notion that foods high in sugary content should be scaled back did not 
comport with the government’s belief that thousands of manual day laborers 
needed these sugary foods for extra energy to work; that the WHO’s recom-
mendation of a “snack tax” would make food too costly for the poor; and that 
regulating fast food would impinge on individual liberties (India, Govern-
ment, 2004; S. Rao, 2004).
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As international criticism mounted, however—including the special WHO 
report of 2004 stating that India had failed to create a multisectoral response 
to diet and obesity (S. Rao, 2004) and similar criticisms in a special issue of 
the Lancet in 2005 (Reddy et al., 2005)—the MHFW began to respond. In the 
spring of 2006, the ministry started to work with other health agencies to cre-
ate a more aggressive policy response (Irwin, 2010; Reddy et al., 2005). The 
MHFW also started to collaborate with the private sector, nutritionists, and 
activists to devise a coordinated national strategy for noncommunicable dis-
eases, which adopted most of the WHO’s 2004 Global Strategy recommenda-
tions (Irwin, 2010; Reddy et al., 2005). MHFW officials also started to work 
with medical doctors and academics to devise new prevention policies that 
could be adopted by state governments (Varshney, 2006). And in 2006, the 
government released a report stating that it was wholeheartedly committed to 
creating an effective national response, focused on monitoring at-risk groups 
and prevention (India, Government, 2006). In fact, to expedite policy reforms, 
the report claimed that the MHFW should lead on this issue, with state gov-
ernments eventually following suit—tailoring each response to India’s unique 
cultural and economic contexts (India, Government, 2006). In 2007, the MHFW 
began meeting with health officials from the United States and the United 
Kingdom to learn from them how it could strengthen its response to obesity 
(Hindu, 2007).

In 2007, the MHFW also created policies to enhance its ability to monitor 
overweight and obese individuals. In that year, two major national surveil-
lance programs were piloted by the MHFW: the WHO–Indian Council of 
Medical Research noncommunicable disease risk factor surveillance study 
and the Integrated Disease Surveillance Project (2007–8). These programs 
conducted surveys in several states, revealing the increased prevalence of hy-
pertension, diabetes, and obesity in urban and rural areas (Khandelwal and 
Reddy, 2013). Furthermore, in 2008, in response to the 2004 Global Strategy 
and a 2006 follow-up conference in Geneva, the MHFW reformulated its 
BMI indices based on its own population’s unique genetic profile. India’s med-
ical community maintained that, biologically, the typical Indian was more prone 
to creating and storing fat than were western Caucasians and East Asians 
(iGovernment, 2008). Because of this, Indian health scientists questioned the 
accuracy of the WHO’s obesity guidelines, which stated that a BMI of 25–30 
indicated overweight, and a BMI above 30 indicated obesity (Mudur, 2008). 
MHFW officials believed that these rates inaccurately measured the Indian 
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population, as most of the health complications associated with overweight 
and obesity were seen at lower BMIs (Lancet, 2004). Consequently, MHFW 
officials reformulated their BMI index to state that overweight fell between a 
BMI of 23 and 25, with anyone having a BMI over 25 considered obese (Mu-
dur, 2008). Given its importance to more accurately monitoring and antici-
pating obesity-related illnesses, “this revision has been long overdue,” com-
mented Dr. Anoop Misra, head of the diabetes and metabolic diseases division 
of the Fortis Hospital in New Delhi (quoted in Mudur, 2008, 1).

In 2008, new national prevention programs were created. The Ministry of 
Women and Children’s Development, for example, introduced a nutritional 
program focused on diet and better exercise. This ministry also started devis-
ing new guidelines for better diets in schools (Parth, 2008). And in an effort to 
better monitor and control diseases directly associated with obesity, in Janu-
ary 2008 the MHFW piloted the National Program for the Prevention and 
Control of Diabetes, Cardiovascular Disease, and Stroke (NPCDCS) (Khan-
delwal and Reddy, 2013; WHO, 2009b).

The NPCDCS was designated as the primary federal program working on 
preventing overweight and obesity as health risks for diabetes, cardiovascular 
disease, and stroke (Bloom et al., 2014; Salve, 2014). The NPCDCS was de-
signed as a vertical program, mainly managed, financed, and implemented by 
the MHFW, working through the National Rural Health Mission’s decentral-
ized approach to public health provision (i.e., taking advantage of the large 
network of the mission’s primary healthcare workers at the local level), and in 
full cooperation with the state health departments (Bloom et al., 2014). The 
NPCDCS was focused on achieving several outcomes: early diagnosis and man-
agement of noncommunicable diseases; prevention and control of such dis-
eases through the promotion of behavioral lifestyle changes; strengthening of 
health systems’ capacity; additional training for healthcare personnel, especially 
primary care workers and nurses; and proactive detection and treatment of 
noncommunicable disease risk factors, such as overweight and obesity (Bloom 
et al., 2014).

In 2010, the MHFW also wrote affidavits to the New Delhi High Court 
stating that junk food causes health problems, including heart disease. Through 
the federal courts, the MHFW asked state chief ministers (i.e., the governors) 
to impose new nutrition guidelines in all schools, while requesting university 
administrators to withdraw all junk foods and carbonated drinks from cafete-
rias (Indo-Asian New Service, 2011). This was the first time that the central 
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government had requested the chief ministers to proactively increase their 
attention and response to obesity.

In 2011, the MHFW decided to expand the NPCDCS program to all of the 
states as part of the Twelfth Five-Year Plan (2012–17) (Bloom et  al., 2014). 
Expanding this program also reflected the government’s desire to be in com-
pliance with the WHO’s 2011 High Level Meeting on Non-Communicable 
Diseases, thus underscoring the government’s commitment to working with 
the WHO and solidifying India’s reputation for upholding the organization’s 
policy recommendations. Still managed and mainly financed by the MHFM 
in New Delhi, the NPCDCS is currently being implemented in 20,000 subna-
tional health centers and 700 community health centers in 100 districts across 
15 states. Approximately 32,000 healthcare personnel will be trained to provide 
screening and diagnosis of noncommunicable diseases and their risk factors, 
including overweight and obesity (Bloom et al., 2014).

Reinvigorated and ready to tackle childhood obesity, in 2014, Prime Minis-
ter Modi’s governing BJP proclaimed its commitment to increasing regulation 
of the fast food industry and improving children’s health. In accordance with 
the 2004 Global Strategy guidelines, the prime minister considered introduc-
ing a ban on the sale of junk food in schools, an increase in the price of sugary 
drinks, and a proposed 40% “sin tax” on sodas (Deyl, 2016; Prasad, 2014). In 
2015, following an injunction filed by the Uday Foundation in 2010 and the 
Supreme Court of India’s subsequent upholding of it, the Court ordered the 
Food Safety and Standards Authority of India (a government agency) to draft 
guidelines ensuring the availability of wholesome and nutritious foods in schools 
and to decrease the consumption of fatty foods (Khandelwal and Reddy, 2013; 
Pioneer, 2016). Once these guidelines were received, in 2015 the Supreme Court 
ordered the Central Board of Secondary Education to consider issuing direc-
tions to schools for implementing these guidelines (Menon, 2016). Some of the 
guideline’s stipulations were to restrict the sale of high-fat, salty, and sugary 
foods (e.g., pizzas, chips, sodas, and chocolate bars) within 50 meters of a school’s 
premises; prohibit the marketing of these foods to children on television; pro-
hibit the appearance of sports and television stars in junk food commercials; 
and provide more informative nutritional content on product labels (Thekaek-
ara, 2015). These Food Safety and Standards Authority guidelines were fol-
lowed up with recommendations from the Ministry of Women and Children’s 
Development in 2015 requiring that vendors within a 200-meter radius of 
schools refrain from selling junk food to children in uniforms (TakePart, 2015).
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In contrast to what we saw with HIV/AIDS, the government was not 
committed to building on its stronger policy response to obesity by providing 
multilateral and/or bilateral aid in the area of obesity prevention in order to 
enhance its international reputation. To date, the MHFW has not introduced 
any foreign aid efforts to help developing nations combat the rising tide of 
childhood and adult obesity or the health ailments associated with it. As in 
Brazil, the only related foreign policy endeavor has been India’s effort to help 
other nations in ensuring food security through investments in agricultural 
production, farming, and overall improvements in nutrition (Sridharan, 2014).

Were international criticism, pressure, and reputation building the main rea-
sons that the government finally decided to increase its policy response to obe-
sity? Several other factors could have contributed to this outcome. First, the 
Congress (I) Party, eager to regain political power in 2004, could have proac-
tively campaigned on obesity. In fact, by the mid-1990s, obesity, especially child-
hood obesity, was of increased interest and concern among families throughout 
India (Joshi, 1995). However, the Congress (I) never referred to obesity dur-
ing its electoral campaign. The campaign was instead focused on poverty al-
leviation, economic growth, and a return to secularism in politics (Kronstadt, 
2004). Second, perhaps it was the government’s realization during the early to 
mid-2000s of a burgeoning obesity epidemic that motivated its response. But 
this explanation does not hold either, as the MHFW and researchers in New 
Delhi had been reporting to parliament and the international community for 
several years on the nation’s escalating overweight and obesity problem (Gaiha, 
Jha and Kulkarni, 2010). Finally, perhaps it was the increasing obesity among 
the influential upper- and middle-income classes in urban centers that triggered 
fears and a government response. Among all the possibilities, this seems the 
most likely, given that in India, the highest urban obesity rates are found among 
the upper-income classes. But there is very little evidence supporting this no-
tion. As I discuss in more detail shortly, there were no well-organized obesity 
NGOs or civil societal organizations led by these individuals that consistently 
pressured parliament for policy reforms, nor was there a close partnership be-
tween NGOs and parliament (S. Rao, 2004). Most NGOs in India are composed 
of public health and nutrition experts, not wealthy, influential, obese individuals 
(Brown-Polaris, 2004).

Notwithstanding the government’s new policy efforts, several challenges re-
main. Decentralization and its accompanying resource limitations have again 
emerged to limit state governments’ ability to introduce innovative obesity 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



108    Geopolitics in Health

prevention programs (Reddy et al., 2005). There is an ongoing lack of suffi-
cient financial and infrastructural resources at the local level to keep up with 
the heightened demand for hospital treatments for obesity-related illnesses such 
as hypertension, coronary heart disease, and type 2 diabetes, and the states vary 
considerably in their ability to fund healthcare programs (Gómez, 2015b; Le-
owski and Krishnan, 2009). The lack of federal assistance to the states to help 
overcome these challenges is further compounded by national interagency 
fragmentation and conflict over which agency should be responsible for creating 
and implementing obesity prevention programs (Irwin, 2010). In addition, re-
searchers question whether the MHFW and state health departments have the 
commitment necessary to enforce the program’s policy regulations, effectively 
use federal funding, and coordinate with all of the states to achieve full imple-
mentation (Bloom et al., 2014; Sengupta, 2013).

Indeed, while the Modi government is verbally committed to reducing obe-
sity, especially among children, pundits claim that few concrete efforts have 
been made to finance and to work with the states in implementing the national 
surveillance and prevention programs described above—highlighting a gen-
eral lack of political will (Gulati and Misra, 2014). While MHFW officials did 
request that chief ministers and state health departments pursue certain poli-
cies, such as banning fatty foods in schools (which comports with 2011 WHO 
policy recommendations), there were no subsequent efforts to ensure that these 
policies were enforced (Khandelwal and Reddy, 2013). Moreover, neither the 
government’s fiscal policy suggestions, such as a 40% tax on sugary products, 
nor the Food Safety and Standards Authority of India guidelines and Ministry 
of Women and Children’s Development suggestions for banning the sale of 
junk foods to children in school uniforms have been enforced (Takepart, 2015). 
What’s more, most policies focused on prevention, especially for children, have 
been created as pilot programs introduced by local school districts, with es-
sentially no financial and administrative guidance from the MHFW. In con-
trast to what we saw in Brazil, there have been few if any MHFW-administered 
and -financed childhood obesity prevention programs (Ranjani et al., 2014).

Finally, the MHFW was never able to secure sufficient funding for its na-
tional obesity prevention programs (Reddy et al., 2005). Parliamentary sup-
port has been marginal at best, ranging from an allocated budget of Rs 292.5 
million (rupees crores) for the 2014–15 budgetary year, decreasing to Rs 235 mil
lion (rupees crores) for 2015–16, then slightly increasing to Rs 300.00 million 
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(rupees crores) for the 2016–17 year (India, Ministry of Health and Family 
Welfare, 2016). Moreover, most of the money allocated for the NPCDCS, 
the primary agency responsible for obesity and noncommunicable disease pre-
vention, is allocated for other specific diseases. For example, approximately 
40% of the funds for the Twelfth Five-Year Plan (2012–17) was allocated to 
cancer (Bloom et al., 2014). In a context where the MHFW has agreed to a 
cost-sharing arrangement with state health departments of 80% to 20%, re-
spectively, for funding implementation of the NPCDCS (Bloom et al., 2014), 
securing federal funding is a priority. And yet, the parliament and MHFW have 
been inconsistent in this regard, providing insufficient funds to meet grow-
ing policy needs at the state level.

And finally, despite the challenges associated with healthcare decentraliza-
tion and the need to work with state health departments to ensure effective pol-
icy implementation, MHFW bureaucrats never strove to work closely with 
NGOs to achieve this objective. This resulted in the MHFW’s inability to le-
verage those organizations to exercise and maintain some authority over the 
states. According to several NGO leaders that I interviewed, MHFW bureau-
crats never tried to contract with them to monitor what local governments 
were doing in response to obesity (Jagannivas, 2013; D. Krishnan, 2013; Singh, 
2013). This monitoring strategy could have helped to increase state health 
departments’ accountability to the MSFW, thus facilitating policy implemen-
tation. Given the high level of fiscal dependence of state health departments 
on the MHFW for financing specific public health programs designed at the 
national level (India, Ministry of Health and Family Welfare, 2005), this kind 
of accountability process could have created further incentives for state health 
departments to respond to obesity more aggressively.

In sum, as we saw with HIV/AIDS, the government was never capable of 
achieving a centrist policy response to obesity. Parliamentary funding and ad-
ministrative expansion for the MHFW’s obesity programs has been minimal, 
limited national prevention programs have been pursued, and no effort has been 
made to formally increase MHFW’s influence over state health departments to 
ensure effective policy implementation either through conditional fiscal grant 
transfers or by contracting NGOs to monitor policy and hold state health de-
partments accountable.

Why did the government fail to achieve a centrist policy response? Given its 
positive geopolitical positioning and its consequent interest in international 
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reputation building while working closely with the international community, 
shouldn’t these factors have been sufficient for such a response? As we saw with 
the government’s response to HIV/AIDS, however, these conditions on their 
own were insufficient for engendering a centrist policy response. What is also 
needed is the presence of strong bureaucratic–civil societal partnerships.

The Absence of Strong Bureaucratic–Civil  
Societal Partnerships

Beginning in 2001, several NGOs were created in India to focus explicitly on 
obesity and its related illnesses. These organizations included the All India 
Association for Advancing Research on Obesity (2008), the Obesity Founda-
tion of India (Hindu, 2007), the Nutrition Foundation of India (Brown-Polaris, 
2004), the Association for the Study of Obesity (HealthJockey, 2007), and the 
Centre for Science and the Environment (Centre for Science and Environ-
ment, 2017). All of these organizations are focused on increasing awareness, 
conducting research, and working with the government, private sector, and other 
NGOs while organizing social events, creating websites for online dating, and 
aggressively picketing fast food restaurants and companies—the Obesity Foun-
dation’s well-known “human chaining” efforts in front of the Pepsi and Coca-
Cola headquarters in New Delhi provides a good example (Hindu, 2009b). 
Several beauty and nutrition centers, such as Vandana Luthra Curls and Curves 
Center, which combines beautician studies with nutrition, exercise, and women’s 
empowerment, emerged throughout the country (New Indian Express, 2010). 
In 2009, Vandana Luthra Curls and Curves Center worked with NGOs and 
the private sector to establish November  26 as India’s official “anti-obesity 
day” (Sagar, 2001). Other NGOs have focused on diseases associated with obe-
sity, such as the Diabetes Foundation and the National Diabetes, Obesity, and 
Cholesterol Foundation; these have been proactive in organizing international 
conferences (Diabetes Foundation, 2010; Mail Today, 2010).

Despite this vibrant civil societal response, several problems emerged. 
MHFW officials working on obesity made no effort to cultivate a closer part-
nership with these NGOs (Mail Today, 2011; S. Rao, 2004). While the NGOs 
and the nutritional scientific community tried to approach the MHFW about 
being more proactive in working with them for a policy response, nutrition 
experts claimed that they could not get health officials’ attention or obtain 
resources (Khandelwal and Reddy, 2013). Consequently, these NGOs were left 
to work on their own, mainly with local schools, to help increase awareness, 
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provide healthy eating suggestions, and promote physical fitness (Mail Today, 
2011). At no point have MHFW bureaucrats tried to work closely with NGOs 
to achieve these objectives or partner with them to monitor policy implemen-
tation at the local level, as mentioned earlier. The MHFW’s commitment to 
working with NGOs, families, and schools and carefully meeting their needs 
is questionable, considering the extent to which the ministry is negatively in-
fluenced by countervailing private sector interests.

For example, the MHFW recently created the Reproductive, Maternal, New-
born and Child Health Coalition (RMNCH), a network of health officials, 
NGOs, activists, university researchers, media, and representatives of inter-
national donors and UN agencies (Prasad, 2014). The RMNCH’s mandate is to 
advocate for policy programs and achieve improved outcomes for the coalition—
one outcome, of course, being improved nutrition (WHO, 2012). However, 
the government knows full well that the children’s rights NGO in charge of 
managing the RMNCH, Save the Children, is funded by private corporations 
such as Pepsi, Coca-Cola, Britannia, and several pharmaceutical companies 
(WHO, 2012). It is well known that Coca-Cola has vehemently opposed the 
introduction of a proposed “sin tax” on its products, claiming that this will hin-
der its production process as well as its ability to hire local workers, while po-
tentially disincentivizing future foreign investment (Chilkoti, 2014). This, of 
course, poses a considerable conflict of interest, given the private sector’s de-
sire to avoid potential regulatory and fiscal policies that are against their inter-
ests, and further questions the government’s commitment to truly represent-
ing the needs of society.

We should also consider the fact that patronage politics may be accounting 
for parliament’s unwillingness to increase spending for national obesity pro-
grams. It may be the case, for example, that the powerful corporate interest 
groups are pressuring committees in parliament not to increase spending for 
initiatives such as a soda tax or the regulation of the fast food industry. Though 
not the focus of this chapter, this issue certainly warrants further investigation.

Further complicating matters is the fact that, in India, none of the obesity 
NGOs have historical predecessors—that is, social health movements and/or 
civic organizations in the past that were dedicated to working closely with na-
tional health bureaucrats, proffering ideas for immediate, centralized bureau-
cratic policy responses to weight-related issues. Instead, and as we saw with the 
response to HIV/AIDS, the civic organizations of the past, focused on combat-
ing poverty and malnourishment, worked from an isolated, community-based, 
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grassroots perspective (Andharia, 2009). The upshot to this historical context 
is that NGOs working on obesity did not have the experience and successful 
track record needed to legitimize MHFW bureaucrats and to work with them 
to improve the bureaucrats’ ability to secure ongoing funding from parlia-
ment. This may be why MHFW bureaucrats were unwilling to partner with 
these NGOs.

Obesity in India has now emerged as a serious public health issue. As we saw 
with the government’s response to HIV/AIDS, for a variety of reasons—ranging 
from the fight to tackle malnourishment to the absence of credible and convinc-
ing epidemiological data and preexisting government commitments to health-
care decentralization—the central government did not immediately respond 
to the obesity epidemic. Nevertheless, the rise of international criticism and 
pressure beginning in 2004, as well as the government’s interest in collaborating 
with the WHO in addressing its own and other nations’ obesity challenges, 
prompted a stronger policy response in obesity prevention. This marked an 
important advantage associated with India’s positive geopolitical positioning. For 
the time being, obesity appears to occupy a prominent position on the national 
agenda.

Nevertheless, and, again, as we saw with HIV/AIDS, the parliament has not 
been sufficiently committed to increasing funding for the MHFW’s obesity 
programs and initiatives to allow a centrist policy response. It seems that one 
of the reasons that this has occurred is the unwillingness of MHFW bureau-
crats to establish strong partnerships with NGOs after the government strove 
to increase its international reputation through a stronger policy response. While 
NGOs and other civic and private sector organizations have recently emerged 
to draw attention to obesity and its associated ailments, they are too few in 
number and lack collective influence. Without a strong partnership with NGOs, 
MHFW bureaucrats have not been able to introduce innovative programs, 
induce state health departments to comply with national policies, or work with 
NGOs to monitor policy implementation and hold state governments 
accountable—the ingredients of a strong centrist policy response.

Conclusion
In response to increased international criticism and pressure, India’s political 
leaders instituted a stronger policy response to HIV/AIDS and obesity in order 
to improve the government’s international reputation in health. To facilitate 
the reform process, these leaders pursued international financial and technical 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



India’s Response to HIV/AIDS and Obesity    113

assistance, eventually providing foreign aid to help other nations combat HIV/
AIDS while enhancing the government’s international reputation. Influenced 
by a deep foreign policy tradition of sensitivity to world opinion, reputation 
building, and peaceful multilateral partnerships with other nations, these ef-
forts reflected the government’s positive geopolitical positioning. However, and 
in contrast to what we saw in Brazil, in the absence of a strong partnership with 
NGOs working on HIV/AIDS and obesity, MHFW bureaucrats have not proved 
capable of creating a centrist policy response. This has limited the MHFW’s 
ability to ensure that prevention and treatment policies were effectively imple-
mented, especially in a context of healthcare decentralization processes.

notes

1. ​ While the number of obese children in India has increased, we must keep in mind 
that more than one-third of the world’s malnourished children live in India (Varadhara-
jan, Thomas, and Kurpad, 2013).

2. ​ The surveyed states were Andhra Pradesh, Bihar, Goa, Haryana, Karnataka, Madhya 
Pradesh, Meghalaya, Sikkim, Tamil Nadu, Telangana, Tripura, Uttarakhand, West Bengal, 
and the two Union Territories of Andaman and Nicobarese Islands and Puducherry.
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China’s Response to HIV/AIDS and Obesity

In the late 1980s, while making efforts to strengthen its economy and political 
institutions, China joined Brazil and India in confronting the HIV/AIDS and 
obesity epidemics. Like the governments of Brazil and India, China’s govern-
ment did not immediately engage in a strong policy response; China would 
only achieve this after the arrival of criticism and pressure from influential 
international institutions such as the WHO and the UN. Building on a foreign 
policy tradition of striving to build the government’s international reputation 
and peaceful partnerships with other nations, the governing elites eventually 
pursued a stronger policy response to HIV/AIDS and obesity in order to en-
hance China’s international reputation as a modern state capable of eradicating 
disease and of developing. These reputation-building interests would later 
incentivize the government to provide foreign aid assistance for HIV/AIDS pro-
grams in other developing nations. The government’s positive geopolitical po-
sitioning therefore mattered considerably, fostering not only stronger policy 
reforms and global health diplomacy but also the pursuit of financial and tech-
nical assistance from the World Bank to sustain China’s domestic reform 
efforts.

Nevertheless, the government was not capable of pursuing a centrist policy 
response for HIV/AIDS and obesity. This reflects the absence of a strong 
bureaucratic–civil societal partnership and thus the bureaucracy’s inability to 
garner support for innovative programs and initiatives that would augment its 
capacity to ensure effective policy implementation at the provincial govern-
ment level. While the government eventually sought to use NGOs as effective 
“arms of the state,” that is, in helping the central and provincial governments 
provide prevention and treatment services in hard-to-reach (mainly rural) 
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areas and among at-risk groups, beyond this, there never emerged an ongoing 
effort by AIDS bureaucrats to develop a strong sense of solidarity and coop-
eration with NGOs (especially with those not affiliated with the government) 
and to strategically use this partnership to advance the bureaucracy’s position 
within government.

Responding to HIV/AIDS
The first reported case of HIV/AIDS in China emerged in 1985, when a tour-
ist from Argentina was diagnosed in northern China. The first indigenous cases 
were found among IDUs in 1989, in the province of Yennan, nestled along the 
Mayaram border. By the mid-1990s, AIDS had spread to hundreds of poor farm-
ers in central China through contaminated blood supplies, as indigent farmers 
often sold their blood plasma and then required reinjection of blood (N. Li 
et al., 2010; Wu, Rou, and Cui, 2004). Because of poor surveillance, politicians’ 
cover-up of the epidemic, and the black market for transfusable blood—mainly 
due to the central government’s 1988 drug importation ban (Lei and Wu-Kui, 
2008)—the virus spread quickly among blood transfusion recipients in rural 
areas. By the late 1990s, infection through heterosexual sex also began to rise, 
while cases among gay men and sex workers rose in the 2000s (Lei and Wu-
Kui, 2008; L. Wang, 2007; Wu, Rou, and Cui, 2004). The trajectory of HIV/
AIDS in China is shown in figure 4.1.
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Figure 4.1. HIV/AIDS cases and deaths in China, 1997–2007. Source: UNAIDS, 
2008. 2008 Update. China. Epidemiological Fact Sheet on HIV and AIDS.
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The government’s initial response was divided. The premier, president, and 
MOH officials believed that HIV/AIDS was a foreign disease, transferred from 
immoral, capitalist, foreign travelers (Y. Huang, 2006; Kaufman, 2010; Knut-
sen, 2012; Wu et al., 2004). Once word got out that the virus was spreading 
through extramarital sex and drug use, Party and senior MOH officials claimed 
there was simply no way AIDS could have come from China. The cultural rev-
olution of the 1960s, government leaders held, had cleansed Chinese society of 
such atrocious, immoral acts. It was also believed that Confucian conservatism, 
especially in the realm of sexual activity, safeguarded China from AIDS (Knut-
sen, 2012; H. Zhang, 2004). The government therefore initially viewed people 
living with HIV/AIDS as “social deviants,” “immoral sinners,” the naughty 
and disgusting “other them,” partakers of forbidden western vices. The virus 
was often referred to as AIZibing, the “loving capitalist disease” (People’s Daily 
Online, 2009). Those afflicted with AIZibing were perceived not only as social 
deviants but as traitors to communist China, having acquiesced to the sinful 
nature of western capitalist ways (Y. Huang, 2006). This was a public and social 
manifestation of the conservative moral tenets that shaped the rise of elite per-
ceptions within the Communist Party. This initial stance toward HIV/AIDS 
shaped the government’s first policy response to the epidemic: to test all for-
eign travelers planning to stay in China for more than one year, quarantine 
people living with HIV/AIDS, and deny and cover up the problem (Y. Huang, 
2006; Kaufman, 2010; Knutsen, 2012).

MOH officials also believed there simply was not enough credible epidemio-
logical evidence to warrant an immediate government response. By the late 
1980s, only a handful of AIDS cases had been reported throughout China, and 
most were located in the hinterland, among the rural poor. HIV/AIDS was 
quickly classified as a type B infectious disease and, in a context of multiple dis-
eases and health challenges, was not seen as a serious national threat (Y. Huang, 
2006). Furthermore, there was little evidence suggesting that AIDS was affect-
ing the military (D. Thompson, 2003).

All of these attitudes conflicted with the views of several concerned MOH 
officials. Though marginalized and often ignored, like their counterparts in 
Brazil and India, these officials viewed the epidemic as urgent and worthy of 
an immediate policy response (Y. Huang, 2006; Kaufman, 2010). They pushed 
the envelope to propose not only several prevention and awareness campaigns 
but also the creation of a centralized AIDS bureaucracy. For instance, in 1989, 
Minister of Health Chen Minzhang submitted a report to the State Council 
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asking for the creation of a national AIDS organization to coordinate the gov-
ernment’s response (Y. Huang, 2006). The State Council rejected the proposal 
on the grounds that only 260 HIV infections had been reported in the country 
(Y. Huang, 2006). The MOH reformers also brushed aside their moral reser-
vations and tried to work closely with high-risk groups, striving to provide pre-
vention and treatment in any way they could. By 1991, they had succeeded in 
creating China’s first National AIDS Counseling Center in Beijing. But once 
the State Council found out that its director, Wan Yanhai, was trying to reach 
out to the gay community by establishing telephone hotlines, she was fired and 
the center was shut down (Y. Huang, 2006).

By the early 1990s, MOH reformers realized they were not going to get the 
support they needed. Providing adequate fiscal and technical support to the prov-
inces was simply out of the question, given the emphasis on decentralized public 
health provision (Kaufman, Kleinman, and Saich, 2006; Y. Liu and Kaufman, 
2006). In fact, and as we saw in Brazil and India, the provinces were initially left 
to respond to HIV/AIDS on their own. State government politicians were never-
theless just as discriminatory and repressive as their central government counter
parts. And provincial health officials received essentially no financial or technical 
assistance from Beijing (Kaufman, Kleinman, and Saich, 2006; Y. Liu and 
Kaufman, 2006). Within this politically contested and divisive context, MOH 
officials’ ability to secure government funding was even less, and consensus 
building and timely implementation of policies were essentially impossible 
(Y. Huang, 2006).

Despite these challenges, there was a national policy response, but it was 
shaped more by the State Council and its provincial policy views than by reform-
minded MOH bureaucrats. Indeed, as early as 1986, the State Council created 
a phalanx of national committees, laws, regulations, and stipulations. It was a 
time of aggressive state building through the enactment of laws and regulations, 
seemingly done to manage the HIV/AIDS situation through top-down moni-
toring, control, and condemnation.

In 1986, for example, the State Council created its own Working Group on 
the Prevention of AIDS, within the MOH, cosponsored with the China Acad
emy of Preventive Medicine (Knutsen, 2012). In 1988, the council created the 
Regulations Concerning the Monitoring and Control of AIDS, and in 1989, 
the People’s Representative Committee passed the Law on Infectious Dis-
eases, Priority and Control—which essentially quarantined individuals with 
AIDS (Wu, Rou, and Cui, 2004). In 1990, the council created the National 
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Expert Committee on HIV/AIDS Prevention and Control (Knutsen, 2012), 
followed in 1991 by the National AIDS Counseling Center, through the MOH 
(Y. Huang, 2006). In 1995, it also devised the Recommendations on Strength-
ening AIDS Prevention and Control, which essentially developed new laws 
and regulations for policy enforcement (Wu, Rou, and Cui, 2004). And in 1996, 
while creating the Responsibilities of Ministries and Departments of State in 
AIDS Control, the council also created the State Council on AIDS/STD Pre-
vention Coordinating Committee (Y. Huang, 2006; Wu, Rou, and Cui, 2004), 
which sought to increase interagency coordination. This was followed in the 
same year by the State Council’s Mid- to Long-Term Plan for AIDS Control, 
which emphasized blood safety, education, behavioral intervention, and care; 
the vice premier’s AIDS Coordinating Committee; and the council and MOH’s 
Principles for AIDS Education and Prevention Messages. These were followed 
in 2001 by the Plan of Action for Containment and Control of AIDS (2001–5) 
(Wu, Rou, and Cui, 2004).

In sum, there was a myriad of national regulations, laws, coordination com-
mittees, and official plans to administer a top-down eradication of HIV/AIDS. 
Nevertheless, and in sharp contrast to what we saw in Brazil and India, no 
single, autonomous, national AIDS bureaucracy was created within the MOH 
to coordinate all of these endeavors. Moreover, this slew of institutional initia-
tives revealed that much “discussion,” “advising,” and “planning” were going on 
but little concrete action (Y. Huang, 2006; Knutsen, 2012; Wu, Rou, and Cui, 
2004), convincing some that China’s institutional and policy initiatives were 
“hollow” (Knutsen, 2012).

The State Council’s lack of attention to prevention and treatment further 
revealed its intent of giving the impression that it was effectively responding to 
HIV/AIDS, when in reality it was not. By 1991, the government had closed 
down China’s first National AIDS Counseling Center (Y. Huang, 2006). No 
national program for the distribution of condoms or needle syringes was in-
troduced, save for two brief experimental trial programs—one for condom 
distribution in 1997 and another for clean needle exchange in 1999 (Knutsen, 
2012; Wu, Rou, and Cui, 2004). Commercial programs on condom use were 
introduced in 1999, but were banned that same year because of the State Coun-
cil’s view that this was inappropriate (Kaufman, 2010). An experimental pro-
gram provided sex and AIDS education for all college freshmen—sponsored 
and controlled by the 1995 Recommendations on Strengthening AIDS Pre-
vention and Control—but no national program for sex and AIDS education in 
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high schools was provided (Lei and Wu-Kui, 2008). And finally, there was no 
national program to provide universal ARV treatment or care for families. 
Though the Medium- to Long-Term Plan recommended this, the government’s 
first attempt to provide ARVs was in the following year, and even then it was “fee 
for service” care, not freely provided (Dechamp and Couzin, 2006; Y. Liu and 
Kaufman, 2006).

International Pressure and Positive Geopolitical Positioning

The government’s lackluster response to HIV/AIDS eventually garnered much 
of the international community’s attention. By the early 1990s, international 
views on China’s response became rather critical. In 1994, for example, Mi-
chael Merson, then executive director of the WHO’s Global AIDS Program, 
stated that China needed to hasten its response to AIDS, emphasizing the 
need for greater sex education and condom use (Y. Huang, 2006). By the late 
1990s, Kofi Annan, then UN secretary general, was also reported to have 
raised the AIDS issue every time he met with Jiang Zemin (Knutsen, 2012). In 
2001, the UNAIDS office in Beijing released a report titled China’s Titanic 
Peril, projecting that more than one million people were likely to be infected 
with AIDS and that 10 million might be infected by 2010 (Wu et al., 2007). 
MOH officials immediately rejected the report, claiming that China would 
never see such numbers by 2010 (Y. Huang, 2006, 2010a). The report, of course, 
caused “an uproar in other parts of China’s government” (Kaufman, 2010, 74). 
As if that were not enough, the next year the US National Intelligence Council 
published The Next Wave of HIV/AIDS: Nigeria, Ethiopia, Russia, India, and China, 
highlighting these nations’ poor policy responses to AIDS (Kaufman, 2010).

China’s leaders were very sensitive to all of this international criticism. As a 
former senior Chinese foreign minister claimed: “China is history’s most self-
conscious rising power” (J. Lee, 2009, 1). China was incessantly worried about 
its government’s image, viewing international reputation building as a key to 
its domestic development and geopolitical importance (Goldstein, 2001; J. Zhang 
and Cameron, 2002). Like Brazil and India, China was concerned with main-
taining a good reputation with the West, particularly with international insti-
tutions such as the WHO, World Bank, and UN—organizations that Beijing 
was striving to work with to facilitate the modernization of its economy, such 
as through financial loans and technical assistance (Finch, 2007). In the 1990s, 
China was also aspiring to win favor with the West during its application to 
join the WTO, which came to pass in 2001. Moreover, striving to build an 
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attractive, thriving market after delayed market reforms following the Tian
anmen massacre and the collapse of the Soviet Empire in 1991, Beijing was also 
concerned with gaining the trust and confidence of investment bankers and 
the business community in the United States and Europe (Bremmer, 2010). It 
feared that a poor reputation in health would be of concern to investors and 
thus deter investments (Y. Huang, 2013).

Where did China’s interest in international reputation building and its co-
operative relationship with the international community—in other words, its 
positive geopolitical positioning—come from? As in Brazil and India, China’s 
interest in these endeavors had a long historical precedent.

China’s history depicts a government that has always been concerned about 
solidifying its international reputation in foreign affairs. Since the imperial pe-
riod, scholars note, Chinese rulers had been committed to portraying China 
as a peaceful, prosperous nation, the center of Confucianism, steeped in rich 
Asian culture (Hongying Wang, 2003; Yiwei Wang, 2008). After a brief period 
of withdrawal from the international community during the 1950s and 1960s 
(Fook and Chong, 2010; Yiwei Wang, 2008), by the late 1970s, as part of the gov-
ernment’s drive for economic modernity, China reintegrated itself into the global 
sphere. In 1971, it rejoined the UN and the WHO (WHO, 2004a). By the early 
1980s, an important aspect of the government’s foreign policy goals had be-
come global reintegration and rejuvenation of China’s international reputation 
as a prosperous state, capable of achieving economic growth and social welfare, 
while establishing relations with other nations through harmonious partner-
ships and multilateral cooperation (Goldstein, 2001; Yiwei Wang, 2008; X. Zhang, 
2008). Some observers viewed international reputation building as an impor
tant aspect of China’s revitalized foreign policy endeavors (Goldstein, 2001).

To gain a sense of how important international reputation has been for Chi-
na’s foreign policies, we can just follow the institutional trails. A concern about 
how other nations perceived China’s prosperity and capacity prompted the 
government to create federal agencies focused on international propaganda 
and the marketing of China. The Central Foreign Propaganda Agency was 
created in 1980 and closed in 1988, but the State Council reauthorized the agency 
in 1990 and renamed it the Central Foreign Propaganda Office—which was 
renamed again in 1993 as the Information Office of the State Council (X. Zhang, 
2008). In 1990, the State Council created the Overseas Propaganda Depart-
ment, and in 1991, a new Information Officer (Hongying Wang, 2003). By 
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2004, the Ministry of Foreign Affairs took the extra step of creating a special 
Division of Public Diplomacy (X. Zhang, 2008). Furthermore, under Deng 
Xiaoping, state leaders often hired prestigious marketing firms and consul
tants to learn how China could better market its government in the interna-
tional sphere (J. Zhang and Cameron, 2003). And finally, China increased its 
image-building capacity by creating national television stations, such as China 
Central Television and China Xinhua News Network Corp., which broadcast 
the nation’s economic, social, and cultural accomplishments (X. Zhang, Wasser-
man, and Mano, 2016). As China’s former president Jiang Zemin (1993–2003) 
once stated: “We should . . . ​establish a publicity capacity to exert an influence 
on world opinion that is as strong as China’s international standing” (quoted in 
X. Zhang, Wasserman, and Mano, 2016, 7).

China also used country visits as a strategy to build its international reputa-
tion. Since the 1980s, countless government agencies, individuals, and cultural 
groups—such as dance companies—have traveled throughout the United States 
and Europe to promote China’s cultural richness (J. Zhang and Cameron, 
2003). China has strengthened this information sharing by establishing Confu-
cius Institutes in other nations (Chung Dawson, 2010). When it came to HIV/
AIDS, China’s MOH sponsored medical visits to Australia and the United 
States to learn from best practices. This endeavor gave the impression that the 
government wanted to enhance its international reputation as a responsible and 
cooperative global partner in the fight against HIV/AIDS (Wu et al., 2007).

Through these international reputation-building institutions and endeavors, 
China has been committed to marketing its government as culturally rich, 
prosperous, peaceful, and cooperative, as always striving to join others in part-
nership rather than leading the international community through force. In es-
sence this highlights one of China’s “soft power” strategies, in which winning 
the hearts and minds of citizens in other nations through the promotion of 
Chinese culture and cooperation has been the key to increasing China’s repu-
tation and importance (Y. Huang and Ding, 2006).

China also has a long history of cooperating with other nations in response 
to disease. Beginning in the 1930s, China’s MOH dispatched scores of medical 
doctors and healthcare workers to Africa. This was done to show good will and 
support for other nations troubled by poor health. In the 1960s, however, in an 
effort to spread his revolutionary spirit and engage in health diplomacy, 
Chairman Mao increased the number of medical teams sent to nations such as 
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Algeria, which was striving for liberation from France, and several African na-
tions. These medical teams essentially acted as the “Peace Corps” of China and 
were managed not by the MOH but by the Ministry of Foreign Affairs and the 
Ministry of Economics and Trade (Y. Huang, 2010b). Between 1963 and 1982, 
approximately 6,500 Chinese health workers joined the medical teams and 
served a total of 70 million people in 42 countries (Y. Huang, 2010b).

Shortly after China rejoined the UN in 1971, the government began to col-
laborate closely with the UN on several health initiatives. In 1972, the govern-
ment signed an agreement with the United Nations Development Program 
(UNDP) to allow the latter to fund projects addressing human resource devel-
opment, medical information, traditional medicine, and primary care. More-
over, in 1978, China signed a memorandum of understanding with the WHO 
to create 41 WHO research centers throughout China (Y. Huang, 2012).

China also had a long history of cooperating with international donors and 
receiving their financial and technical assistance. Since the formation of the 
World Bank and the IMF in 1944, China had worked closely with these institu-
tions to receive financial and technical assistance. Beijing’s relationship with 
the World Bank heightened during the early 1990s, with the organization of 
several conferences and World Bank studies on China’s economic potential. 
Shortly thereafter, China became one of the bank’s largest loan and technical 
assistance recipients for instituting several economic, social welfare (including 
health systems reform), and institutional policies. China’s political leadership 
also had a long track record of obtaining technical assistance from the IMF, 
with the goal of strengthening macroeconomic and fiscal adjustment programs 
under Premier Deng Xiaoping (Bottelier, 2006).

In this context, China’s long history of building its international reputation 
and engaging in multilateral partnerships in foreign policy and health shaped 
how the government positioned itself in relation to the international commu-
nity. These historical precedents eventually engendered a government that 
became highly sensitive about any kind of international criticism and pressure 
concerning its policy response to HIV/AIDS, while maintaining its rich tradi-
tion of seeking international financial and technical assistance for its response 
to disease. This positive geopolitical positioning would incentivize the gov-
ernment to strengthen its institutional and policy response to the epidemic.

Because China had positioned itself as an emerging power seeking to bolster 
its international reputation in health, when it came to HIV/AIDS, the interna-
tional criticism and pressure had a positive effect on the State Council’s reform 
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interests. By the late 1990s, not only did Chinese officials begin to address 
HIV/AIDS in public, but the State Council decided to ramp up funding for the 
MOH’s AIDS program (Gill, Chang, and Palmer, 2002). In 1998, the MOH 
worked closely with the World Bank to receive a loan package for a project ti-
tled “Health 9,” worth US$25 million, to help construct provincial facilities 
unifying HIV and STI (sexually transmitted infection) prevention and treat-
ment services, to fund implementation of the Medium- to Long-Term AIDS 
Control Plan, and to receive suggestions from the World Bank on how to im-
prove public awareness campaigns (Jiang et al., 2011).

With regard to HIV/AIDS, no other year stands out as much as 2003. That 
spring, the SARS epidemic emerged. As it spread rapidly throughout the main-
land and especially in concentrated urban centers such as Hong Kong, the gov-
ernment was soon accused by the international community of covering up the 
epidemic (Y. Huang, 2006; Kaufman, 2010). SARS not only unmasked govern-
ment denial and apathy toward health surveillance and human safety but also 
revealed China’s poor public health system (L.-H. Chan, Chen, and Xu, 2010; 
Y. Huang, 2006; Kaufman, 2010). And the timing could not have been worse. 
As one scholar put it: “SARS occurred when China had made great strides in 
improving its international image” (Y. Huang, 2010b, 115). The international 
media, governments, and the WHO began to criticize the Chinese govern-
ment for covering up the SARS epidemic (Y. Huang, 2010b), for ignoring 
Taiwan’s struggles with it, and for the MOH’s failure to provide timely and 
adequate information. MOH officials quickly denied everything (E. Zhang and 
Benoit, 2009). In the midst of these criticisms, government officials once again 
became concerned with their international reputation: “the health and secu-
rity of the people, overall state of reform, development, and stability, and Chi-
na’s national interest and international image are at stake,” commented Premier 
Wen Jiabao, when responding to these international accusations (quoted in Y. 
Huang, 2010b, 116).

But more importantly, SARS further magnified China’s poor response to 
HIV/AIDS. SARS and the flurry of international criticisms it instigated not 
only opened the Chinese leadership’s eyes to the importance of public health—
up to that point, public health had not been a government priority (Y. Huang, 
2013)—but also made it much more attentive to HIV/AIDS, as officials feared 
that SARS would further reveal China’s HIV/AIDS situation and undermine 
the government’s international reputation. In fact, some argue that SARS 
“radically changed the Chinese government’s attitude toward, and response 
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to, public health issues” (Zunyou and Sullivan, 2006, 76). Others claim that 
“after the outbreak of severe acute respiratory syndrome (SARS), the govern-
ment abruptly changed course, launching aggressive measures against AIDS” 
(Gill and Okie, 2007, 1801). Yet others maintain that because of SARS, “image 
restoration” became a key government concern (E. Zhang and Benoit, 2009). 
Analysts indeed note that “China’s leaders understand that a part of its 
international image and prestige will be judged by how it handles domestic 
challenges including environmental quality, HIV/AIDS, tuberculosis, and avian 
influenza” and that “China’s growing reputation concerns could potentially 
contribute to a reassessment of its internal approaches to matters such as 
health” (Gill, Morrison, and Lu, 2007, 16).

Thus, while international pressure and criticism, beginning in the mid-
1990s, certainly helped in putting HIV/AIDS on the national agenda (Y. Huang, 
2010a; Kaufman, 2010), many claim that international pressure from SARS 
was the turning point in China’s response to HIV/AIDS (L.-H. Chan, Chen, 
and Xu, 2010; Y. Huang, 2006, 2013; Knutsen, 2012; Wu et al., 2007). As Joan 
Kaufman (2010, 76) put it, “China learned a hard lesson that not responding to 
infectious disease threats can undermine economic growth and tarnish its 
global image.” China’s leadership reasoned that it was time to show the world 
that China had the political will, commitment, infrastructural capacity, and 
resources needed to combat HIV/AIDS and, moreover, was fully committed 
to providing public health as a human right. SARS not only helped put AIDS 
squarely back on the national agenda, but it also fostered wider commitments 
to strengthening China’s overall healthcare system and human security (L.-H. 
Chan, Chen, and Xu, 2010; Yu, 2015).

By 2004, then, the government appeared more firmly committed to strength-
ening its policy response to HIV/AIDS. The premier and State Council by 
this point viewed an aggressive response to the epidemic as a means to rejuvenate 
China’s international reputation in health. More than ever, the State Council 
and the premier were committed to expanding the national AIDS bureaucracy, 
funding new prevention and treatment programs, and signaling to provin-
cial governments that a stronger policy response was needed (Y. Huang, 2006; 
Kaufman, 2010).

As we saw in Brazil and India, in an effort to further strengthen its interna-
tional reputation, China’s AIDS officials also started to host conferences and 
meetings to reveal the government’s AIDS policy commitments. Some claim 
that this process began as early as 1997, when AIDS officials invited UNAIDS 
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director Emile Fox to attend domestic AIDS workshops in China and discuss the 
government’s policies (Chinese Society for the Study of Sexual Minorities, 
1997). In 2001, the government sponsored its first international AIDS confer-
ence. Representatives from more than 20 nations were present. This conference 
provided an opportunity for the government to display several of its policy 
initiatives (Rubin, 2002). AIDS officials organized another major international 
AIDS conference in 2003, while at the same time hosting US President Bill 
Clinton for a discussion about the epidemic (Yardley, 2003). Over time, AIDs 
officials would continue to show off their “best practices” in AIDS policy 
interventions by organizing study tours for foreign delegations in China, 
while also sharing their successful experiences at international conferences 
(Yan Wang, 2011).

But was international reputation building the only factor motivating the 
government to strengthen its policy response? Several other factors could also 
have been important. First, politicians at the national level may have used their 
response to the HIV/AIDS epidemic as a means to win office or stay in power. 
This thesis does not hold, however. There are no national elections in China 
and, consequently, no need for State Council members to campaign on health 
or any other social welfare issue. Second, perhaps it was the accelerated growth 
of AIDS cases by the late 1990s and early 2000s that startled the premier, State 
Council members, and the MOH and motivated them to respond. But this 
argument is equally problematic, as the central government had known for 
some time that AIDS rates were accelerating, and it already had many plans 
and strategies to curb the spread (Y. Huang, 2006; Kaufman, 2010). Finally, 
perhaps the spread of HIV/AIDS among famous politicians, movie actors, or 
activists prompted them to mobilize and pressure the government for a re-
sponse. This rationale also does not apply in China. The AIDS epidemic was 
mainly present among the poor, sex workers, IDUs, and farmers in rural areas 
(N. Li et al., 2010; Wu, Rou, and Cui, 2004). Moreover, AIDS was so stigma-
tized during this period that upper- and middle-income individuals would have 
little interest in disclosing their HIV/AIDS status (Kuhn, 2009; UNAIDS, 
2002).

Others have argued that China’s central government is unique in its provi-
sion of social welfare policies. That is, there is a general perception, both 
within and outside government, that the center should guarantee basic social 
welfare benefits and that doing so helps to build social stability, solidarity, and 
government legitimacy and long-term survival (Bingqin, 2012; X. Huang, 
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2013); in this context, citizens expect that, regardless of the presence of elec-
toral institutions and accountability, the central government will take care of 
their needs, which include a wide array of social welfare benefits (X. Huang, 
2013; O’Brien, 2013). The government’s failure to do this can lead to what 
O’Brien (2013) refers to as “rightful resistance,” that is, citizens’ protest of the 
government’s unwillingness to comply with their social welfare commitments. 
Thus, it could very well be the case that when it came to HIV/AIDS, the central 
government was motivated more by its preexisting commitment to providing 
public healthcare than by international criticism and pressure. However, this 
assertion is questionable. If this indeed were the case, then the central govern-
ment would have engaged in a stronger policy response to HIV/AIDS before 
the emergence of international criticism and pressure; and yet, as noted ear-
lier, this never occurred.

In a context in which China’s positive geopolitical positioning appeared 
to matter most in accounting for its eventual stronger policy response to AIDS, 
the previously marginalized AIDS bureaucrats who had initially sought this 
outcome took note of the government’s renewed policy commitment. As Kaufman 
(2010, 76) claimed: “Waiting in the wings after the SARS crisis died down, 
China’s AIDS advocates from the government, civil society, academia and 
their international partners grabbed the opportunity to push forward greater 
action on AIDS . . . ​the resulting transformation led to the open admission of 
the AIDS problem and the initiation of a set of pragmatic policy responses.”

A host of bureaucratic and policy reforms followed, leading to a stronger 
policy response to the epidemic. Y. Huang (2006) explains that, in 2003, after 
years of applying pressure to the government for a centralized response, AIDS 
bureaucrats took advantage of the government response to SARS to promote 
institutional and program change. In November 2003, Zeng Yi proposed the 
establishment of a national HIV/AIDS headquarters, similar to that for SARS, 
to mobilize local governments while effectively improving epidemic surveil-
lance and public awareness. His advice did not fall on deaf ears. Several months 
later, a new State Council HIV/AIDS Working Committee was established 
(Y. Huang 2006). This consisted of 23 MOH health ministers and 7 provincial 
leaders, with a committee formed by these local leaders (DFID, 2005), thus 
deepening coordination between the center and local governments. The 
premier and State Council delegated considerable autonomy to the working 
committee and allowed it to meet frequently and regularly (Zunyou and 
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Sullivan, 2006). In addition to promoting condom use and increasing clean 
needle exchange in the provinces, the working committee mandated that state 
and local governments develop plans and guidelines for increased assessment 
and accountability. Through these endeavors, the center would now hold local 
governments more accountable for AIDS policies (Kaufman, Kleinman, and 
Saich, 2006; Zunyou and Sullivan, 2006). In total, after 2003, 30 new govern-
ment policies were issued at the national and provincial levels, clearly stipulat-
ing the objectives, responsibilities, and legal framework for the rights of people 
afflicted with AIDS. The State Council authorized an increase in federal 
spending for the MOH’s AIDS program, from 100 million yuan in 2002, to 
390 million yuan in 2003, and 810 million yuan in 2004 (Zunyou and Sullivan, 
2006). This money would also be used to help local governments finance cen-
tral policy mandates.

In 2006, the State Council also implemented the Regulations of Prevention 
and Treatment of HIV/AIDS. These regulations encouraged voluntary testing 
for HIV, created antidiscrimination laws and legal protection for the rights of 
people living with HIV/AIDS, and outlined the roles and responsibilities of all 
federal agencies involved in the formulation and implementation of AIDS poli-
cies (Lu and Gill, 2007; UNAIDS, 2015; L. Wang, 2007). And finally, that same 
year, the State Council created its Second Five-Year Plan (2006–10), which 
built on the first plan’s policy goals and ambitions (Wu et al., 2007).

The government, with the assistance of the 1998 “Health 9” loan from the 
World Bank (World Bank, 2009), also substantially increased its infrastruc-
tural commitment for surveillance and HIV screening. For example, the num-
ber of national sentinel surveillance sites increased from 194 in 2003, to 247 in 
2004, and 295 in 2005. More than 400 surveillance sites were established at the 
provincial level. Voluntary counseling and testing services also increased, from 
services in 365 counties/districts in 15 provinces in 2002 to services in 1,973 
counties/districts in all 31 provinces by 2005 (Zunyou and Sullivan, 2006).

By far the most progressive policy response was the Comprehensive AIDS 
Response (CARES) program, implemented in 2003. Through the CARES 
program’s “Four Frees, One Care” initiative, for the first time the MOH provided 
free ARV medications for two primary AIDS-affected communities: indigent 
city residents and people living with HIV/AIDS in the hinterland (F. Zhang 
et al., 2006). The program also provided free counseling and testing services, 
free treatment for HIV-positive pregnant women and babies, payment of school 
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fees for children with AIDS, and financial support for affected families 
(Kaufman, 2010; F. Zhang et al., 2006). In his speech at the UN General As-
sembly meeting at the end of 2003, Gao Qiang, then executive vice minister of 
health, boasted about China’s new commitment to providing ARVs for pa-
tients experiencing financial difficulties. The CARES program, however, was 
not as universal as claimed, since it targeted indigent at-risk groups. Neverthe-
less, since AIDS is primarily concentrated among the urban and especially the 
rural poor, this program has been important in increasing access to ARV med-
icines (F. Zhang et al., 2006).

The MOH also put forth several new treatment programs. In 2004 and 
2005, it broke from its prior views—mainly rooted in conservative moral 
tenets—to fund the creation of several methadone maintenance and treatment 
sites in cities with high HIV prevalence (Gill and Okie, 2007; Wu et al., 2007). 
The MOH also worked with Australia’s Agency for International Develop-
ment to expand needle exchange programs (Halter, n.d.). Although drug use is 
still illegal in China and the government has not condoned the use of free needle 
exchanges as a preventive measure, it has overlooked the fact that clean 
needles are sold and at times distributed.

Regarding prevention, since 2003 the MOH has worked with local govern-
ments to implement sex and AIDS education programs in high schools, though 
not yet at the primary and secondary school levels (Lei and Wu-Kui, 2008; 
Wu et al., 2007). In 2003–4, the MOH also lifted the ban on commercial ad-
vertisements for condoms on television, and it sponsored new AIDS awareness 
campaigns on television, the Internet, and billboards and in train stations (Lei 
and Wu-Kui, 2008). In 2008, recognizing an increase in AIDS among men 
who have sex with men (MSM), the MOH created the MSM AIDS Compre-
hensive Prevention and Control Pilot Program. Although established as a 
pilot and managed by provincial offices of the Chinese Center for Disease 
Control and Prevention (CCDC), this was the first comprehensive effort to 
establish awareness programs, HIV testing, counseling services, prevention 
education about safe sex provided by gay peers, organizational development, 
implementation of policies for the MSM group, and increased funding (UNDP, 
2015). Beginning in 2013, in an effort to curb the burgeoning growth of HIV 
among college-age students, the MOH and other local governments placed 
free condom dispensing machines on college campuses—to the dismay of con-
servative groups and churches that saw this as encouraging promiscuous sex 
(Grimm, 2015).
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But a closer look at China’s stronger policy response suggests that these re-
forms have been challenging, for there were several ongoing institutional and 
policy shortcomings centered mainly on the effectiveness of national institu-
tions, federalism and decentralization, and a scarcity of human resources.

With regard to federal funding for the MOH’s AIDS programs, though this 
gradually increased, it consistently fell short of providing AIDS bureaucrats 
with what they needed (Gómez, 2009; Y. Liu and Kaufman, 2006). Federal fund-
ing increased over time, from 2.42 billion yuan in 2011, to 2.95 billion yuan in 
2013, and 4.64 billion yuan in 2014, targeted especially to at-risk groups such as 
the gay community and college-age students (China, National Health and 
Family Planning Commission [NHFPC], 2014, 2015; Yinan and Xiaodong, 
2014). But this is still perceived as insufficient, considering the growing number 
of HIV-positive individuals (Marchant, 2015).

While the CARES and 2006 Regulations of Prevention and Treatment of 
HIV/AIDS legislation called for greater interagency collaboration, analysts 
note that the MOH response to HIV/AIDS was too vertical in nature, failing 
to incorporate the advice of several related agencies such as education and jus-
tice (Lu and Gill, 2007; Saich, 2006). This is especially perplexing given that 
since the late 1990s, as mentioned earlier, several national committees had been 
created to increase interagency coordination. Finally, despite the introduction 
of the 2006 regulations that safeguard people with HIV/AIDS from discrimi-
nation and social intolerance and ensure rights to care, recent UNAIDS re-
ports claim that the federal and provincial governments have been negligent in 
their efforts to enforce these regulations (UNAIDS, 2015). Consequently, so-
cial fears and discrimination continue to fuel the epidemic: fewer HIV-positive 
individuals seek treatment and care, especially sex workers and members of the 
gay community, while hospitals continue to neglect the treatment of these indi-
viduals (Marchant, 2015; UNAIDS, 2015).

The government also continues to fall short in providing effective public 
awareness and educational campaigns (Tatlow, 2015). Although the MOH has 
worked with universities in Beijing to increase sex education and AIDS aware-
ness (Economic Times, 2015), and the National Health and Family Planning de-
partment issued a circular in 2015 requiring that students in middle and high 
schools attend six to four hours of HIV/AIDS prevention classes (Abkowitz and 
Xin, 2015), most of these initiatives are still funded and managed by provin-
cial governments, with little assistance from the central government (China, 
NHFPC, 2015; Jingxi, 2015). Moreover, recent studies question the government’s 
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commitment to implementing the requirements in the new circular, while 
teachers have recently encountered strong resistance from conservative groups 
striving to safeguard a moral foundation for children (Burki, 2016). Addition-
ally, the government still has not created any federal programs mandating sex 
education for young gay men in schools (Jiaying, 2015), a problem that reflects 
the persistence of conservative cultural beliefs within government and society.

Decentralization has also presented problems. Despite impressive strides to 
decentralize fiscal and economic activity in order to foster economic develop-
ment and growth, for social welfare—especially public health—the imposition 
of federal mandates without adequate financial and infrastructural resources 
abounds. CARES and other AIDS programs, for example, were imposed on 
states and townships—especially in rural areas—that did not have the human, 
financial, or institutional resources to adequately implement such policy (Y. Liu 
and Kaufman, 2006; Lu and Gill, 2007; Saich, 2006; F. Zhang et  al., 2006). 
Some claim that this led to wide variation in subnational implementation of 
CARES and other preventive programs recommended by the national CCDC 
and donor institutions (Global Business Council, 2008; Y. Huang, 2013). At 
the same time, the MOH has made no effort to create formal procedures that 
resolve conflicting interests and policy initiatives between the central and 
provincial governments. This has often motivated provincial governments to 
reinterpret and implement central government policy to their liking, or to bla-
tantly ignore national policies without fear of repercussion (UNAIDS, 2015).

In addition to the poor implementation of decentralization programs, other 
analysts note that China’s large geographic size makes it difficult for the govern-
ment to monitor subnational governments’ compliance to national policies (Gill 
and Okie, 2007; Lancet, 2009; J. Parry, 2008). This problem has motivated state 
and municipal health departments to shirk their policy responsibilities (Y. Huang, 
2013). In a context where the national government provided inadequate finan-
cial and technical support, local politicians had few incentives to adhere to the 
center’s policy requests and, consequently, few incentives to implement them 
effectively (Y. Liu and Kaufman, 2006; Wu et al., 2007). And because of this, 
there has been little subnational accountability to the national CCDC and cen-
tral government in general (Y. Huang, 2013; Y. Liu and Kaufman, 2006). Until 
this accountability level increases, the MOH can pass all the regulations and 
policies it wants but will still fall short of ensuring their implementation at the 
local level.
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Finally, human resource constraints pose an ongoing problem. State and 
local governments continue to have inadequate numbers of AIDS-trained med-
ical doctors and nurses to examine and treat patients with HIV/AIDS. As ex-
pected, this problem is far worse in rural areas (China, NHFPC, 2014; Lu and 
Gill, 2007; Wu et al., 2007). In 2006, there were only 200 clinicians in Yunnan 
province who had AIDS training, serving an estimated 80,000 HIV-infected 
people (Zunyou and Sullivan, 2006). Because local governments do not have 
enough funding, they have not been able to motivate medically trained person-
nel to work on HIV/AIDS in remote areas. There is consequently a consistent 
scarcity of medical personnel, as well as lab technicians that can properly ad-
minister HIV tests and examine blood results (China, NHFPC, 2015; Kaufman, 
Kleinman, and Saich, 2006; Wu et al., 2007). Given that the HIV/AIDS epi-
demic is still mainly concentrated in rural areas, these human resource short-
comings suggest that the central government is still not entirely committed to 
ensuring an improved response to HIV/AIDS.

In addition, there was and continues to be a dire need, not only to increase 
federal financial, technical, and human resource commitments, but also to in-
centivize local governments to adhere to national policy mandates. However, 
the CCDC and NAP have not pursued any effort to supplement and enhance 
healthcare decentralization through the creation of new discretionary fiscal 
transfer programs, which could incentivize provincial governments to comply 
with national policy mandates. As we saw in chapter 2, Brazil’s success at imple-
menting a centrist policy response to HIV/AIDS was attributable to the MOH’s 
creation of the Fundo-a-Fundo program, which provides supplemental cash 
transfers for prevention, treatment, and antidiscriminatory AIDS policies. But to 
qualify, states must periodically provide information showing that they are in 
full compliance with national policy guidelines. China has not made this kind 
of innovative policy response. Although having a historically strong central 
government presence in the area of public health (Y. Huang, 2013)—in contrast 
to Brazil, but similar to India—China has relied entirely on decentralization to 
guide the bulk of its policy response.

Furthermore, the MOH has not introduced efforts to informally increase its 
policy authority over the provinces by working with NGOs to monitor provin-
cial government performance in order to increase accountability to the NAP—a 
key aspect of building a centrist policy response. In a context of increased de-
centralization and scarcity in rural areas, the usage of NGOs in this regard is 
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much needed (Y. Huang, 2013). And yet, the institutional conditions are propi-
tious, as most AIDS NGOs are already used to acting in coordination with, or, 
more accurately, being manipulated by, the central government (Y. Huang, 
2013; Keping, 2009). But because the national CCDC and AIDS program do 
not have a close partnership with NGOs—an issue that I will return to 
shortly—these accountability mechanisms have not been introduced.

Others have called for integrating the subnational healthcare civil service 
into the national MOH system (Y. Liu and Kaufman, 2006). State health offi-
cials would then be increasingly accountable to the center, as the latter pays 
their salaries and determines standards for promotion. And finally, analysts have 
argued that the national MOH and CCDC need to better coordinate with state-
level branches of the CCDC and rural public hospitals (Y. Huang, 2013; Kaufman 
and Meyers, 2006). This would help provide the information that the national 
level needs to provide an adequate supply of resources and to improve policy. 
Thus, in contrast to what we saw in Brazil, China’s government has not been 
able to achieve a centrist policy response.

Nevertheless, since 2012 the government has pursued new policy reforms 
that clearly signal an increased commitment to combating HIV/AIDS, show-
ing that it has gradually been able to achieve a stronger policy response. For 
example, consistent with the government’s historical track record of building 
institutional and program initiatives, in 2012 the State Council published the 
Twelfth Five-Year Action Plan for the Containment and Prevention of HIV/
AIDS, which established the China Action Plan to Prevent and Control 
HIV/AIDS. This plan called for an immediate increase in access to affordable 
ARV medications, while addressing intellectual property issues such as the 
potential to issue compulsory licenses and the improved domestic production 
of ARVs (UNDP, 2015). Premier Li Keqiang has recently promised to further 
increase federal funding for AIDS prevention, with a focus on the most vul-
nerable groups in society such as the gay community (China Daily, 2014).

At the same time, several new programs have been created. The MOH and 
Ministry of Civil Affair’s Notice on Granting Subsistence Allowance to Children 
Living with HIV provides monthly stipends for food to approximately 7,000 
HIV-infected children nationwide. A Ministry of Education program pays 
education fees for children with HIV/AIDS. The 2014 official Notice on 
Overall Establishment of Temporary Assistance System provides funding for 
HIV/AIDS-affected families undergoing financial hardship. And the program 
Strengthening the Work of Medical Services for People Living with HIV/
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AIDS in essence provides more funding and support for healthcare services 
for people living with HIV/AIDS (China, NHFPC, 2014, 2015). The MOH 
also continues to work with provincial health departments in opening metha-
done treatment clinics, needle exchange projects, and clinics providing ARV 
treatment (China, NHFPC, 2015). Finally, the MOH has recently worked 
with an NGO, the All-China Federation of Industry and Commerce, to coop-
erate with a hundred or so universities to distribute Red Ribbon Health Packages 
to nonlocal migrant workers in approximately a thousand business enterprises 
(China, NHFPC, 2015).

In 2013, the State Council created a new working group, the AIDS Working 
Committee, later renamed the State Council AIDS Working Committee Of-
fice (SCAWCO), which consists of 25 departments and 11 provincial government 
representatives. Vice Premier Liu Yandong serves as SCAWCO’s director. 
SCAWCO has organized yearly meetings to evaluate the impact of the govern-
ment’s AIDS programs. To match rhetoric with action, in 2014 the government 
proposed a further increase in the federal budget for HIV/AIDS, for all federal 
ministries involved, from 3.5 billion yuan to 4.42 billion yuan (China, NHFPC, 
2015).

And finally, as yet another component of China’s positive geopolitical posi-
tioning, which entailed the government’s pursuit of a stronger policy response to 
improve its international reputation while seeking the assistance of interna-
tional donors, the government also provided foreign aid assistance to further 
enhance its international reputation in the health arena (Y. Huang, 2010b). 
However, in contrast to what we saw in Brazil, China’s provision of foreign aid 
for HIV/AIDS has been limited (Grépin et al., 2014; Y. Huang, 2012), with the 
government placing more emphasis on helping developing nations strengthen 
their broader health systems capacity (Grépin et al., 2014). Following historical 
precedent, most of this bilateral support has gone to the African region, fol-
lowed by Oceania and Latin America (J. Wang et al., 2013). Since the 1960s, 
China has supplied several African nations with medical teams providing 
primary care services (Y. Huang, 2013; P. Liu et al., 2014). Since 1963, the gov-
ernment has sent approximately 23,000 medical personnel to 66 nations, with 
the majority sent to Africa (P. Liu et al., 2014). Over time, China extended its 
bilateral assistance to provide funding for the construction of hospitals and 
clinics and for drugs, equipment, and health worker training throughout 
Africa, Asia, and Latin America (P. Liu et al., 2014; J. Wang et al., 2013). The 
government has also built pharmaceutical factories in nations such as Mali, 
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Tanzania, and Ethiopia (Bräutigam, 2011). China has sustained its commitment 
to helping several African nations fund anti-malaria programs (Bräutigam, 2011; 
Wang et al., 2013). At the 2006 Sino-African Summit, for example, President 
Hu pledged to provide US$ 37.5 million in grants to provide the anti-malaria 
drug artemisinin and to construct 30 malaria prevention and treatment cen-
ters (Y. Huang, 2010b).

In the 1990s, China began to provide bilateral assistance for strengthening 
other nations’ response to HIV/AIDS (Zou, McPake, and Wei, 2014). The MOH 
has, for example, conducted training courses for HIV/AIDS professionals in 
Africa and helped to establish pilot programs in cross-border areas of China, 
Myanmar, Laos, and Vietnam (Y. Wang, 2011). During the third summit of 
the Forum of China and Africa Cooperation in 2006, Beijing announced plans 
to provide training courses in HIV/AIDS prevention for healthcare workers 
throughout Africa (J. Wang et al., 2013). And in 2015, China provided Kenya’s 
Ministry of Health and Education with training in HIV/AID prevention, care, 
and management (Xinhua, 2015). However, as noted above, China’s bilateral 
assistance for HIV/AIDS has not been as extensive as its commitment to strength-
ening other nations’ healthcare systems (Grépin et al., 2014). Indeed, from 
1978 to 2008, China provided only two projects to help fund HIV/AIDS pre-
vention, both of them to Papua New Guinea in 2005 (J. Wang et al., 2013). At 
the multilateral level, however, China has continued to increase its financial 
contributions to the Global Fund to Fight AIDS, Tuberculosis, and Malaria, 
from a yearly provision of US$2 million beginning in 2003 to US$4.6 million 
beginning in 2010 (Dickinson, 2010).

China’s bilateral support for HIV/AIDS has been less prevalent for several 
reasons. First, China realized that traditional international donors, primarily 
from the West, such as the World Bank, and other international NGOs and 
philanthropists, have already contributed a large amount of funding to HIV/
AIDS. Consequently, Beijing has seen no need to increase its foreign aid assis-
tance in this area. Second, since the 1960s, China’s aid has been shaped by the 
principles of noninterference in the domestic politics of aid recipients, as well as 
sovereignty and mutual economic benefit (J. Wang et al., 2013). The political 
and cultural sensitivities surrounding HIV/AIDS programs, as well as the fear 
of upsetting important trade partners (Y. Huang, 2010b), also may explain why 
China has refrained from investing more in bilateral HIV/AIDS assistance.

There have been several motives behind China’s foreign aid in health. De-
spite the minimal role of aid for HIV/AIDS in this process, foreign aid in 
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strengthening other nations’ healthcare systems has been used to enhance the 
government’s international reputation as having an effective healthcare system 
and providing technical assistance and policy advice to other nations (Xinhua, 
2015). Aid in health has also enhanced China’s reputation as a nation that is 
powerful, influential, responsible, and benevolent in helping lesser-developed 
nations overcome disease and develop (Y. Huang, 2010b; P. Liu et al., 2014; 
Naidu, 2009; J. Wang et al., 2013). Furthermore, these endeavors have facili-
tated China’s ability to expand its network of geopolitical allies in Africa and 
Latin America (Lum et al., 2009), which, in turn, has helped to advance its 
position within international organizations such as the UN (Y. Huang, 2010b). 
And finally, as several scholars emphasize, China has accrued economic bene-
fits through its foreign aid assistance, such as increased trade, access to natural 
resources, and opportunities for business investment in those nations, particu-
larly in Africa, that it helps (Y. Huang, 2010b; Naidu, 2009; J. Wang et al., 2013).

In sum, despite the government’s stronger policy response and foreign aid 
endeavors, it never proved capable of creating a centrist policy response for 
HIV/AIDS. As we recall from chapter 1, a centrist policy response requires 
three components: the creation and ongoing financial and administrative ex-
pansion of federal agencies, the development of effective prevention and treat-
ment programs (particularly, universal access to medicines), and formal and 
informal strategies to increase the central government’s policy influence in a 
context of healthcare decentralization. In China, however, central government 
funding for the MOH’s HIV/AIDS programs has continuously proved to be in-
sufficient, no effort has been made to establish an effective universal ARV treat-
ment program, and there have been limited prevention programs—especially for 
at-risk groups. Moreover, in a context of decentralization, the MOH has not 
tried to formally influence policies at the provincial level by creating grant 
conditionalities while informally sustaining its influence by working closely 
with NGOs to monitor provincial health departments and hold them account-
able for policy implementation. But why was this the case? In essence, China’s 
AIDS bureaucrats were missing a necessary condition for an ongoing cen-
trist policy response: strong bureaucratic–civil societal partnerships.

The Absence of Strong Bureaucratic–Civil  
Societal Partnerships

Historically, China’s government, like India’s, was never fully committed to 
establishing a strong partnership with healthcare activists in the area of public 
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health. To understand why, one must first understand the nation’s culture and 
political environment throughout the early twentieth century. Culturally, per-
haps more so than any other nation discussed in this book, conservative moral 
beliefs deeply penetrated the fabric of Chinese politics and society. These 
Confucian moral tenets espoused self-sacrifice of one’s individual rights, com-
munitarianism, and respect and obedience as values that all good citizens should 
strive for (Pye, 1996). In short, excellence in moral citizenship was based on self-
less dedication to communities and to the state. Many civic associations were 
present during the early twentieth century, such as lineage societies, benevo-
lent associations (providing food, water control, public works, health services, 
women’s groups, and schools), trade guilds, and landsman halls (where members 
of a community came together to discuss matters). These organizations—
reinforced and circumscribed by imperial laws and regulations (a type of top-
down control of civic associational life that reemerged later)—beginning in 
1908, under the Qing government (Keping, 2009), were designed to enhance 
self-identity and security, not to collectively pursue a new political agenda or 
confront and pressure the government for policy reform. Concerned members 
of society and physicians were viewed as a compliant, supportive ally of the 
state. But more importantly, the notion of someone and/or some group of in-
dividuals creating a new reformist agenda, and associations supporting that 
agenda, was an alien concept (Pye, 1996). There was no room or expectation 
for ideational creativity, interest group mobilization, or pressure for policy re-
form. And even if citizens had problems with the government, passivity and 
respect were culturally expected (Yang Da-hua, 2004). In the early twentieth 
century, then, there were vibrant networks of civic organizations—enriching 
China’s culture, engendering a sense of collective identity and security, but 
acquiescing to government interests and policy goals (Yang Da-hua, 2004). In 
this context (and in sharp contrast to what we saw in Brazil), despite the need 
to respond aggressively to many diseases, no new civic movements or organ
izations emerged that would both confront the government for a stronger re-
sponse to epidemics and work closely with bureaucratic officials to create cen-
tralized institutions and policies.

China’s Confucian style of associational life took a downturn with the rise of 
the Communist Party in 1949. Seeking to control all sources of power while 
instilling new ideas and beliefs, the Communist Party made it a point to com-
pletely eradicate all civic associations that thrived under the previous Kuomin-
tang regime (Keping, 2009). To help ensure political stability, the Party sought 
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to replace these groups with its own brand of civic associations and groups 
working on a host of cultural, educational, and scientific topics.

Civic activism, quelled and suppressed for roughly three decades, did not 
regain its vibrancy until the emergence of Deng Xioping as Party leader in 1979 
and his decision to introduce China to free markets (Béja, 2006; Keping, 2009). 
Gradual liberalization in markets, ideas, and culture, as well as the emergence 
of highly esteemed, well-published intellectuals who organized conferences, 
workshops, or what scholars refer to as informal “salons,” fostered renewed in-
terest in civic life and freedom of expression and movement. But this was an 
elite-driven process, confined to highly educated, respected individuals within 
the Party, and without any formal linkages to activists and concerned individu-
als in society. Civic abertura, if you will, was therefore a gradual, top-down pro
cess. Over time, while associational life slowly began to develop in society, 
these reformist elites also started to organize conferences, unofficial journals 
such as Beijing zhi chun, and newsletters that incorporated concerned individual 
outside the state into policy discussions (Béja, 2006). These movements further 
intensified after the 1989 Tiananmen incident, when a decline in government 
legitimacy and civic unrest further encouraged and propelled civic action (Béja, 
2006; Keping, 2009).

But because civic activism had reemerged so recently (under Deng in 1979), 
and because this was an elite-driven process, when HIV/AIDS arrived there was 
no rich history of civic movements and resources in health and individual rights 
that activists could use for effective lobbying and pressure for policy reform 
(Cai, 2006). In contrast to what we saw in Brazil, fear and harassment thwarted 
any interest in the gay community in collectivizing to form organizations or even 
to pressure the government. In fact, the first official AIDS NGO to emerge, the 
Chinese Foundation for HIV/AIDS Control and Prevention, was a government-
organized NGO (called a GONGO), with its leadership and management en-
tirely controlled by the MOH (N. Li et al., 2010). To receive funding and sup-
port from the government, NGOs had to register with the State Council, a 
requirement that became law in 1996 (N. Li et al., 2010). However, the require-
ments for official registration with the government were quite high. For exam-
ple, to qualify, organizations needed to have 100,000 yuan in an established 
checking account and to have a “management unit” linked to the MOH or an-
other agency (N. Li et al., 2010; Saich, 2006). This, of course, severely limited 
the participation of civic organizations and created few incentives to mobilize 
(Gómez and Harris, 2015; N. Li et al., 2010; Saich, 2006). Some scholars estimate 
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a very high level of unregistered NGOs working on AIDS, mostly lacking ad-
equate financial support or resources—often instigating competition rather than 
cooperation between groups—and lacking managerial expertise (Kaufman, 
2009). Nevertheless, these organizations, by the mid-1990s, received the back-
ing of international donors and philanthropists such as the Ford Foundation 
and the Asia Foundation (N. Li et al., 2010).

In the mid-1990s, with the 1996 Regulations of Prevention and Treatment 
of HIV/AIDS and the Action Plan for the Containment and Prevention of HIV/
AIDS (2006–10), the State Council began to recognize the need for a govern-
ment partnership with AIDS NGOs. In fact, both initiatives stipulated that 
local governments should work with AIDS NGOs to implement policies (N. Li 
et al., 2010). In a context of increased decentralization and the presence of hard-
to-reach, at-risk groups in rural areas, the central government soon recognized 
the advantages of working with and using NGOs to reach this population. AIDS 
NGOs were therefore viewed as increasingly important arms of the state, as 
well as being instrumental in providing prevention information in a health 
systems context emphasizing preventive care (Kaufman, 2009; Y. Liu and 
Kaufman, 2006; Xu, Zeng, and Anderson, 2005). Moreover, because intrave-
nous drug use, prostitution, and gay sex were illegal, the central government and 
especially local governments found it advantageous to work with AIDS NGOs.

Despite the challenges of having to meet rigorous registration requirements 
and a general lack of resources, both official and unofficial AIDS NGOs have 
flourished in the past 20 years (H. Chen et al., 2015; Gómez and Harris, 2015; 
N. Li et al., 2010). As Nana Taona Kuo Li and colleagues (2010) report, dur-
ing the 1990s several organizations emerged, including the Chinese Associa-
tion of STD/AIDS Prevention and Control, the China Red Cross, and AiZHi 
Action, and by 2006 the China HIV/AIDS directory reported 100 domestic 
AIDS NGOs working in the field. Another estimate followed: in 2007, the 
State Council Working Group on AIDS and the UN Theme Group on AIDS 
estimated that there were 400 community-based organizations (N. Li et al., 
2010). More recent estimates suggest that in three provinces alone, Yunnan, 
Beijing, and Guangdong, 263 AIDS NGOs were at work (H. Chen et al., 2015). 
AIDS NGOs have provided a host of services such as prevention and aware-
ness through classroom education, pamphlets, movies, and the media, HIV 
testing, and outreach to youth, while enlisting the support of movie stars 
(H. Chen et al., 2015; Ru, 2006; Xinhua, 2016; Xu, Zeng, and Anderson, 2005). 
In addition, they have been important for protecting the rights of harassed at-
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risk groups such as the gay community and IDUs and providing educational 
and legal services, home care, and treatment (H. Chen et al., 2015; N. Li et al., 
2010). As a result of their efforts, some observers maintain, adherence to ARV 
medication regimens has increased in areas where NGOs, especially unofficial 
NGOs, have provided home care and treatment services (N. Li et al., 2010). 
Many unregistered AIDS NGOs in China have also worked closely with the 
international community, attending many conferences, partnering with human 
rights groups, and receiving funding from international NGOs such as the 
Red Cross of Australia, UNAIDS, and Save the Children (H. Chen et al., 2015). 
Thus, by providing key health services where the state has been absent, most 
notably in rural areas, AIDS NGOs have been vital for keeping the spread of 
HIV/AIDS in check.

But there are several challenges that may limit the effectiveness of HIV/AIDS 
NGOs. Because there are so many unofficial AIDS NGOs, and because many 
have links to foreign (often western) organizations, and because they are autono-
mous and unlikely to strictly adhere to government policy, local governments 
often do not trust them and will avoid working with unregistered organizations 
as much as possible (H. Chen et al., 2015). Analysts claim, moreover, that the 
government is still committed to clamping down on social movements and 
NGOs that are raising public awareness about HIV/AIDS, thus contributing to 
volunteers’ skepticism about their organization’s efficacy (Marchant, 2015). Re-
gardless of the central government’s verbal commitment to working with AIDS 
NGOs, there is still very much a climate of distrust toward them (L.-H. Chan, 
Chen, and Xu, 2010; H. Chen et al., 2015).

The incident of the Global Fund election in 2005 provides a good example 
of this. Analysts note that the elections held that year for the Country Coordi-
nating Mechanism were initially rigged, leading to the selection of government 
officials and representatives from government-sponsored GONGOs. The Global 
Fund discredited the election and asked for another, this time carefully moni-
tored. The new vote led to the election of several representatives from non-
government-sponsored AIDS NGOs, activists, and people living with HIV/
AIDS. This result forced the government to become more transparent in its 
relations with activists and people living with HIV/AIDS (Kaufman, 2009, 
2010). The event nevertheless underscored that despite the State Council’s pub-
lic commitment to working with NGOs, it still did not trust them, nor was the 
government entirely committed to integrating them into the policymaking 
process. This problem is often reinforced by local and central government views 
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that the AIDS NGOs providing treatment services are competing with the 
government’s CARES program, implying that CARES is ineffective. There-
fore the government’s general view of NGOs is one of self-interest and dis-
trust: they are allowed to operate as long as they are not tied to questionable 
western donors and do not interfere with state policies (L.-H. Chan, Chen, 
and Xu, 2010; Gómez and Harris, 2015).

As seen in India, moreover, the vast numbers of unregistered AIDS NGOs 
lack sufficient funding and technical and managerial support (H. Chen et al., 
2015; N. Li et al., 2010). While many do receive funding from international 
donors, it is often on a short-term basis, without adequate funding to continue 
their work after donors have left (China, NHFPC, 2015; N. Li et al., 2010). 
This situation will—and has—left many organizations in need, without the op-
portunity or incentive to turn to the government for help. If NGOs manage to 
get registered, they are then subject to the government’s selection of their staff 
and governing board; this undermines organizational autonomy, capacity, and 
policy interests (Keping, 2009).

In this context, and in contrast to what we saw in Brazil, reform-minded AIDS 
bureaucrats have not been able to establish and strategically use close ties with 
NGOs to increase bureaucrats’ legitimacy in garnering more federal attention 
and support for their agency and policies (Gómez and Harris, 2015; Kaufman, 
2010). While partnerships have recently been formed between select state-level 
CCDC branches and NGOs working with at-risk groups such as gay men, these 
bureaucratic–civil societal partnerships are found only at the subnational level 
(Kaufman, 2009, 2010). As a report from China’s NHFPC (2014, 28) states, such 
partnership is lacking at the national level: “Also, the mechanism for informa-
tion communication between relevant government departments and social 
organizations is still not well-established and there is inconsistency in the sup-
port of social organizations participating in AIDS response work.” Yet, as we 
saw in Brazil, if national AIDS bureaucrats are to succeed in finding additional 
funding for provincial CCDC branches and for hospitals lacking the resources 
and personnel needed to provide treatment—especially in rural areas—then 
they must develop closer ties with AIDS NGOs, especially non-government-
sponsored AIDS NGOs. To this day, however, no such bureaucratic–civil soci-
etal partnership has emerged.

Recent allegations of human rights violations and crackdowns on AIDS 
NGOs in select cities lend credence to the notion that the bureaucracy’s part-
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nership with NGOs may not be as fruitful as once claimed. Notwithstanding 
the central government’s verbal commitments to working with AIDS NGOs, 
as well as the federal regulations mandating this, many AIDS NGOs have re-
ported being harassed by local officials and in some instances forced to close 
their operations—such as in the province of Henan (Human Rights Watch, 
2007). Some analysts note that while, on paper, China supports AIDS activists, 
in practice it is an entirely different matter (Amon, 2010).

In sum, although China joined Brazil and India in demonstrating positive 
geopolitical positioning by immediately responding to international criticism 
and pressure through a stronger policy response in order to improve the gov-
ernment’s international reputation while seeking the assistance of the interna-
tional donor community, China’s AIDS bureaucrats, unlike Brazil’s, never strove 
to establish a strong partnership with NGOs after these reputation-building 
interests and policy reforms ensued. Consequently, the bureaucracy could 
never achieve a centrist policy response.

Responding to Obesity
How did the Chinese government respond to a different type of public health 
challenge: the obesity epidemic? Because of its burgeoning economy and sig-
nificant increase in consumption, within the past two decades China has seen 
a surge in the number of obesity cases. Was the government more interested 
and successful in its response to this new public health challenge?

As in Brazil and India, this challenge presented a new public health paradox: 
the rise of adult and childhood obesity amid ongoing malnourishment and pov-
erty. Many blame modernity. Since the opening up of China’s economy in the 
1980s, society has experienced what some refer to as a “wealth deficit”—a height-
ened level of economic growth and modernization within a relatively short 
period of time. This has led to the introduction of both a bustling fast food 
industry and an increased availability of consumer goods that foster more sed-
entary lifestyles—all of this landing in the laps of citizens who for years were 
deprived of such amenities due to communist isolation (French and Crabbe, 
2010). Figure 4.2 shows the increase in obesity nationwide.

There are several reasons for the emergence of obesity in China. First, China, 
like India, went through a nutrition transition. The traditional staples of the 
Chinese diet, such as grains, wheat, rice, vegetables, and fruit, were gradually 
replaced with meats, oils, and fatty foods, facilitated through increased trade 
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and consumerism since the early 1980s (T. Cheng, 2003, 2007; Du et al., 2002; 
French and Crabbe, 2010; Zhai et  al., 2007). In addition, the burgeoning 
growth of supermarkets, from 1 in 1990 to an estimated 53,000 by 2002, and of 
snack bars and corner markets facilitated the introduction of unhealthy foods 
(Hawkes, 2007). Perhaps more so than in any other country in Asia, the fast 
food industry opened shop throughout China. The number of McDonald’s and 
Kentucky Fried Chicken restaurants increased at an alarming speed—allegedly 
at a growth rate of 13% a year, as opposed to just 2.9% in the United States. 
There were 560 Pizza Huts, 1,200 McDonald’s, and 3,000 Kentucky Fried 
Chickens in China as of 2010 (Scarlatelli, 2010). Eating at McDonald’s was and 
still is viewed as “stylish,” increasing one’s social status and suggesting prosper-
ity and the ability to afford western foods (T. Cheng, 2003; Health & Place, 
2004). Others claim that McDonald’s and other western fast food chains are 
seen as cleaner, more orderly establishments with higher standards, and thus 
more enticing than less-regulated local establishments (Bardsley, 2011).

While partaking of fatty goods, over the past three decades China also saw 
a change in lifestyle, which mimicked western trends. Due to the purchase of 
cars and motorcycles and many new desk jobs, physical exercise declined 
(Popkin, 2006; Renmin Ribao, 2010b; H. Wang and Zhai, 2013). Computers, video 
games, and television sales burgeoned—by 2006, an estimated 91% of households 
had color televisions, as opposed to 63% in 1989 (Popkin, 2006). Cities often 
lack playgrounds or parks where adults can exercise (Bristow, 2010). Much like 
attitudes toward AIDS, some believed that the evils of the western lifestyles 
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Figure 4.2. Obesity cases in China, defined as BMI >25 (percentage of population), 
1992–2002. Source: WHO, Global Infobase, 2012.
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had once again emerged, causing obesity, stress, and discrimination to rise (Fan, 
2007). Also, obese individuals often complained about job and social discrim-
ination, forcing parents to enroll their children in costly weight loss clinics, while 
paying higher health insurance premiums (Xinhua, 2010a).

Yet another problem was—and continues to be—an ongoing cultural misper-
ception that being overweight is a good thing. Ever since the food famine of the 
late 1950s, when thousands died due to starvation, overweight in adults and es-
pecially in children has been viewed as an indication of good health and pros-
perity (French and Crabbe, 2010; Gordon, 2010). To this day, every Chinese 
New Year, posters (nianhua) of chubby kids riding on top of plump fish are freely 
distributed—to connote good health, wealth, and prosperity (French and Crabbe, 
2010). Conversely, to be thin in China was for years seen not only as a sign of 
financial impoverishment and physical illness but, worse still, as a sign of spiri-
tual deficiency, immorality, an indication that an individual has been “sucked 
dry from within by demons” (Gordon, 2010).

Many blamed the government for the obesity problem: specifically, the gov-
ernment’s one child policy. Since implementation in 1979, though supposedly 
helping China avoid a population crisis, this policy probably contributed to the 
emergence of what the Chinese referred to as “Little Princes” (BMJ, 2006; 
Renmin Ribao, 2010b). These “princes” were single children in middle- and 
upper-income families who were spoiled and constantly being fed by parents 
and grandparents.

But the nutrition transition, modernization, and the government’s one child 
policy mainly affected urban areas (Bekedam, 2008; Du et al., 2002). As in Bra-
zil and India, obesity was initially perceived as a problem of luxury, confined 
to the upper- and middle-income classes in growing urban centers and rarely 
seen among the poor in rural areas (Balfour, 2010; French and Crabbe, 2010). 
While obesity cases escalated in the cities, millions of children in rural areas 
continued to suffer from malnourishment and poverty (Xinhua, 2008b). Only 
recently has obesity started to emerge among poor rural children, the prod-
uct of several factors, such as children’s preferences for western foods that are 
high in fat or sugar (e.g., soft drinks), less physical exercise, and the lack of 
adequate knowledge about good nutrition and healthy food habits (Whitten, 
2016).

Obesity was rare during the 1980s. In 1982, only 3.5% of adults 20–45 years 
of age had a BMI above 25, and only 0.2% were classified as obese. These rates 
had increased to 14.1% and 1.3%, respectively, by 1997. By 1992, more than 
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40% of urban residents in Beijing were overweight or obese (Du et al., 2002). 
These trends continued throughout the 1990s, and by 2002, the prevalence of 
obesity reached 2.6% of the total population (BMJ, 2006). By 2010, there were 
an estimated 100–120 million obese people in China, and about half of them 
were children (French and Crabbe, 2010). By 2014, China had overtaken the 
United States to become “the world’s fattest nation” (Xiaodong, 2016).

But nowhere did the epidemic hit as hard as among children. Increased tele
vision viewing, computer games, and a decline in physical activity were com-
monly named as causal factors (Balfour, 2010; BMJ, 2006). Elementary and high 
schools were not emphasizing physical education, and cities often lacked safe 
playgrounds (M. Li et al., 2007). While an emphasis on rigorous educational 
standards and test scores has certainly been instrumental in creating a highly 
educated populace and strong economy, physical and nutritional education in 
schools has been a neglected issue, with severe consequences—so much so that 
China reached out to US universities to learn how to incorporate physical ac-
tivity into school curricula (Stein, 2009).

The rate of obesity among children saw an 8% yearly increase by 2010; an 
estimated 40% of children in major urban centers such as Beijing were reported 
to be overweight or obese in that year (Balfour, 2010). In urban areas, where the 
epidemic was initially concentrated, the prevalence of obesity increased from 
1.5% in 1989 to 12.6% in 1997, and the prevalence of overweight increased 
from 14.6% to 28.9% over the same period (Health & Place, 2004; Lou, 2002). 
The Chinese National Surveillance on Students’ Constitution and Health found 
that the prevalence of overweight and obesity in children aged 7–17 increased 
from 5.2% in 1991 to 13.2% in 2006 (H. Wang and Zhai, 2013). More recent 
studies suggest that 23% of boys and 14% of girls under the age of 20 are over-
weight or obese (Ng et al., 2014).

Little is known about how the government initially perceived the obesity 
epidemic. What is known is that in society, and thus presumably within 
government as well, the rising rate of obesity in the 1980s was not perceived as 
a serious public health threat; rather, and especially among the older generation, 
it was viewed as a sign of prosperity and good health (French and Crabbe, 2010). 
At no point did the idea of responding to a “national obesity epidemic” enter 
into the minds of Central Party members or MOH bureaucrats. Some claim 
that this lack of attention was also attributable to the increased domestic and 
international pressure for a response to HIV/AIDS and SARS, which forced the 
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government to overlook what were arguably much more serious chronic diseases 
(Bekedam, 2008).

This lack of response to obesity is surprising, given that the government 
was fully aware of rising levels of overweight and obesity in the 1990s (Obesity 
Reviews, 2008). In fact, the Ministry of Education had been conducting exten-
sive yearly surveys since 1985, reporting an increase in childhood overweight 
and obesity in urban areas (Xinhua, 2006b). By the late 1990s, however, MOH 
bureaucrats became increasingly concerned with rising prevalence rates in the 
cities and the potential healthcare costs involved (Frederik, 2010). As more 
studies in China and the WHO emphasized these rising trends, MOH ex-
perts snagged the attention of senior health officials. However, no immediate 
consensus was reached on the need to pursue a stronger policy response.

Indeed, during the 1980s and 1990s, the government’s response was any-
thing but stellar, relegated mainly to limited prevention efforts and funding 
(Yang et al., 2008). The most concrete policy action taken was the introduction 
of national guidelines and laws requiring that children spend one hour a day 
on playgrounds, while the MOH urged schools to add more time for physical 
education. Federal funding was also provided to help build playgrounds in 
schools (Xinhua, 2006a). A series of federal regulations on food safety such as 
labeling and nutritional content were implemented in 2003 through the Spe-
cial Nutrient Food Labeling Law, and in 1994 legislation on advertising was 
passed with the goal of protecting the health of minors by regulating false 
advertising (Hawkes, 2007). And in 2003, the CCDC promulgated Guidelines 
for Prevention and Control of Overweight and Obesity of Chinese Adults, 
which appeared to focus mainly on improvements in monitoring and measur
ing BMI for the Chinese population rather than providing effective prevention 
efforts (H. Wang and Zhai, 2013).

During this period, the MOH did not provide funding or technical assis-
tance to the provinces for awareness and prevention programs. As was the case 
with HIV/AIDS, in a time of increased fiscal and health policy decentralization, 
the states were expected to respond to obesity on their own. Consequently, 
most provincial responses were isolated and occurred in the more affluent 
urban centers, where resources and hospital capacity were more ample. In the 
city of Shanghai, for example, in response to increasing overweight and obe-
sity trends among bureaucratic officials, the local government authorized a 
special budget to encourage officials to obtain gym memberships (Watts, 
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2005). And in the city of Hangzhou, the provincial government worked with 
its CCDC branch officials to publish a report and policy plan for addressing 
obesity among adults, as well as other chronic diseases. In 2004, the CCDC 
followed suit with the Hangzhou CCDC prevention and treatment programs 
for hypertension, diabetes, cancers, and other noncommunicable diseases, in-
cluding obesity among adults (Lim et al., 2010).

International Pressure and Positive Geopolitical Positioning

Throughout the 1980s and 1990s, the international community knew little 
about China’s escalating obesity problem. This motivated a team of physicians 
and nutritional experts from the WHO to visit China in 1999 with the intent 
of learning more about the epidemic. Led by W. P. T. James (2007) and Chun-
ming Chen, the WHO team organized a workshop in Hong Kong to better 
understand the factors contributing to obesity and its forecasted health and 
economic costs. By 2001, workshops organized by foreign and Chinese aca-
demics in the cities of Shanghai, Beijing, and Guangzhou predicted that there 
would be approximately 200 million obese people in China in the coming de
cade (Xinhua, 2001). Not long afterward, the international community began 
to criticize China for its lackluster policy response.

Indeed, by 2004, the WHO’s Global Strategy on Diet, Physical Activity, and 
Health singled out China as leading the developing world in terms of poor nu-
trition, increased consumption of fatty foods, decline in physical activity, and, 
consequently, obesity (WHO, 2004b). By 2006, the WHO began to urge China 
to “step up its commitments to fight the country’s top killer—chronic diseases 
[obesity being one of them]—warning that millions of lives will be lost if rapid 
action is not taken.” The WHO further warned that obesity was a “growing 
problem” and that “these risk factors will cause an unacceptable number of 
people to die prematurely” (Agence France-Presse, 2006, 1).

The media also joined in the criticism. In 2004, the BBC published an ar-
ticle stating that China’s obesity rates had increased by 97% (BBC News, 2004). 
In 2005, the Guardian of London reported that China faced a severe obesity 
epidemic, with 200 million people projected to be dangerously overweight in 
the next 10 years (Watts, 2005). Media pundits brushed up against academic 
researchers proffering similar forecasts (P. James, 2003).

China’s response to these criticisms was in large part positive and predict-
able. With regard to the WHO’s 2004 Global Strategy, China was far from 
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resistant to its recommendations (S. Rao, 2004). Chinese officials asked to 
carefully review the report, provided comments, then quickly agreed with its 
findings. Apparently the only concern that Chinese officials had was that not 
enough attention was paid to a well-balanced diet, which meant a variety of 
foods, including fats and oils. It quickly became apparent that China wanted to 
work with the international community on curbing the spread of obesity (Fleck, 
2004; Rao, S. 2004), as seen in the past with HIV/AIDS and other diseases.

Again, as we saw with HIV/AIDS, heightened international criticism and 
pressure motivated the government to improve its international reputation 
by pursuing a stronger policy response, while working cooperatively with the 
international community. However, the timing of this international pressure 
and the policy expectations were different for HIV/AIDS and obesity. Pres-
sure for an HIV/AIDS response emerged in the mid-1990s versus the mid-
2000s for obesity, resulting in earlier national political and policy responses 
for HIV/AIDS than for obesity. Nevertheless, when striving to build its inter-
national reputation for obesity prevention (and for the same reasons), the gov-
ernment once again focused on western institutions and countries, such as the 
WHO, the United States, and western European nations, from which essen-
tially all of the criticism was emanating.

But were international pressure and reputation building the only reasons 
that the government began to respond? Perhaps it was politicians’ incentives 
to campaign on the obesity issue that triggered a response. This cannot be the 
case, however, as there are no national elections in China, let alone efforts to 
campaign on the obesity issue (Bekedam, 2008; French and Crabbe, 2010). Or, 
perhaps obesity rates were growing at such an alarming pace that by the early 
2000s government officials had no choice but to respond. But again, this can-
not be the case. The MOH had already reported on the burgeoning obesity 
epidemic in major urban centers. Throughout the 1990s, the MOH was clearly 
aware of the epidemic, expressed its concern, and was reporting the situation 
to the State Council (Frederik, 2010). Finally, perhaps it was the rise of obe-
sity among the upper- and middle-income classes and their relationship with 
politicians and bureaucrats that got the government’s attention. This argument 
has two problems. First, while obesity and overweight certainly developed among 
the upper- and middle-income classes, by the early 2000s it was becoming in-
creasingly prevalent among the lower-income classes and in the suburbs (Reyn-
olds et al., 2007). It was therefore viewed as a shared, collective problem, providing 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



148    Geopolitics in Health

little incentive for the upper- and middle-income classes to use their status as 
leverage for pressuring friends in government for policy reform. Second, there 
was no organized civil societal movement for obesity and, consequently, no 
established venue and funding through which the more affluent classes could 
lobby the government.

In an effort to bolster its government’s international reputation for being 
capable of effectively responding to obesity, China began to host interna-
tional conferences and sponsor public speeches. In 2001, the MOH hosted the 
2001 China International Conference on Traditional Eating Patterns. At this 
conference, MOH officials and scientists demonstrated their knowledge of the 
factors that contribute to obesity, such as supplanting traditional foods with pro
cessed foods, while discussing the government’s concern and actions to combat 
this epidemic (People’s Daily, 2001). Next, in 2006, the director of the CCDC, 
Wang Wu, worked with the WHO to hold a conference titled “Obesity and 
Related Disease Control in China.” At this conference, not only did Wang 
acknowledge China’s rising noncommunicable disease and obesity problem, but 
he also highlighted the CCDC’s commitment to tackling this issue through, 
as he claimed, “strong government action” (WHO, 2006, 1). Wang went on to 
claim that the MOH had been developing the Medium- and Long-Term High 
Level National Plan for Chronic Disease Control and Prevention and how this 
helped reduce the burden of obesity and related diseases. Wang closed his speech 
to the WHO by stating that the CCDC was unwaveringly committed to pre-
vention policy and to eradicating obesity and other noncommunicable diseases 
(WHO, 2006). Finally, in November 2008, the MOH authorized the Interna-
tional Conference on Childhood Obesity, which was held in Hong Kong (Chi-
nese University of Hong Kong, 2008). At the conference, organized by the 
Department of Sports Science and Physical Education at the Chinese Univer-
sity of Hong Kong, academics, scientists, and health officials presented their 
research on the causes and prevention of childhood obesity in China and the 
MOH’s policy commitments to addressing the issue.

In response to heightened pressure emanating from the WHO’s 2004 Global 
Strategy on Diet, Physical Activity, and Health report, in 2005 the MOH announced 
plans to create laws and regulations for improved public nutrition, emphasizing 
children and the elderly (Xinhua, 2005). The director of China’s Public Nutri-
tion and Development Center, Yu Xiaodong, was quoted as stating: “The nutri-
tion level is an important indicator of a nation’s overall strength. However, in 
the current Chinese laws, little attention is paid to public nutrition . . . ​it is time 
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to make supporting laws now” (Xinhua, 2006b, 2). The laws and regulations 
would focus not only on avoiding overweight and obesity but also on malnour-
ishment and anemia.

This discussion led to a reform of the preexisting National Plan of Action 
for Nutrition implemented in 1997. Through this revised program, the govern-
ment provided a framework for establishing food policies that was focused on 
improved nutrition, such as promoting healthy diets and lifestyles and pro-
viding fiscal incentives for agricultural producers of healthy foods (T. Cheng, 
2007). In 2006, the government also explored the possibility of working with 
community-based organizations to share its policy recommendations and to 
increase civic participation in promoting healthy lifestyles (French, 2015).

In December 2006, the State Council authorized passage of the Sunshine 
Physical Education Policy, which required that students master two types of 
basic physical skills in physical education classes and take part in one hour of 
physical education each day. China State Counselor Chen Zhili also called on 
all prevention-education departments and schools to embark on concrete mea
sures to improve physical education and change teachers’ and parents’ conven-
tional ideas about nutrition (Xinhua, 2006a).

National funding for provincial governments was also provided. In an effort 
to help curb the spread of obesity among Chinese youth, the central govern-
ment spent 20 million yuan (US$2.5 million) on bodybuilding equipment for 
681 rural primary schools and invested 6 million yuan (US$750,000) in other 
physical fitness machines. Provincial governments followed suit: that year, the 
Beijing municipal governments invested more than 700 million yuan to reno-
vate 300 pieces of playground equipment, while the province of Jiangsu funded 
the hiring of 2,500 new physical education teachers (Xinhua, 2006a).

In 2007, the MOH further strengthened its policy response. It created the 
Healthy Action Strategy of Ten Thousand Steps a Day: The Balance of Eating 
and Activity and a Healthy Life. This government program encouraged over-
weight and obese individuals to adopt a good diet and incorporate a moderate 
level of exercise into their daily routine. The program also required that the 
MOH disseminate and promote healthy lifestyle concepts, promote technical 
and educational tools, and fulfill national health plans (H. Wang and Zhai, 
2013). Moreover, in that year the Central Committee of the Communist Party 
and the State Council issued a circular “urging” more efforts to develop physi-
cal education classes and strengthen children’s health. The circular empha-
sized that “if the problems cannot be effectively solved, the health of Chinese 
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youngsters will be seriously affected, and the future of China and Chinese 
people will be affected” (Xinhua, 2007a, 1). For the first time, the government 
drew a connection between children’s health and the health of the nation. The 
circular went on to require one hour of physical education each day in pri-
mary and middle schools and two sports days each week, and it required middle 
schools and universities to take entrance fitness exams seriously. Furthermore, 
in 2008 the CCDC released its official Guidelines on Snacks for Chinese 
Children and Adolescents (H. Wang and Zhai, 2013)—the first of its kind in 
China and based on the advice of nutrition scientists from the United States 
and Hong Kong. The guidelines warned that children should not be eating 
foods and consuming drinks with excessive fat, sugar, and salt, such as instant 
noodles, candies, and canned foods, which the report claimed led to obesity and 
diabetes. The Chinese state news agency alleged that parents started to take 
the official snack guidelines as a reference when shopping for their children 
(Xinhua, 2007b).

In 2008, the government also became a bit more aggressive in its policy re-
sponse. It produced yet another national guideline for children’s obesity while 
planning for the creation of a new Medium- and Long-Term High Level 
National Plan for Chronic Disease Control and Prevention (Bekedam, 2007). 
And the Ministry of Education, in a somewhat supercilious, centralized man-
ner, mandated that all schools force children to run every day during the win-
ter season, between October 26, 2008, and April 1, 2009, through its National 
School Running Campaign (Xinhua, 2008a). Parents quickly expressed their 
discontent, claiming that this was a violation of their children’s freedoms and 
would take away time from study. The government directive further specified 
that primary school children should run 1 kilometer per day, junior high 
school students 1.5 kilometers, and senior high school and college students 
2 kilometers. The government’s position was that these brisk winter runs 
could help “improve children’s endurance and team spirit” and help them lose 
weight and stay in shape (Xinhua, 2008a). In 2011, the Department of Educa-
tion expanded this initiative by establishing a national policy that required an 
hour of physical activity in schools every day (H. Wang and Zhai, 2013).

In 2010, more federal guidelines were issued to address the prevention of 
obesity among adults: the Chinese Adults’ Physical Activity Guidelines 
(H. Wang and Zhai, 2013). Through the Regulation to Improve Nutrition, 
the MOH established a national monitoring system for nutrition-related dis-
eases and the effects of improved nutrition on citizens’ diets (Renmin Ribao, 
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2010a). The MOH vowed to periodically publish a report on the nutritional 
status of Chinese citizens, with a focus on nutritional deficiencies and exces-
sive nutrition. The goal of the monitoring system was to enhance national sur-
veillance of food intake, changes in dietary status, macro- and micronutrient 
intake, overweight and obesity, anemia, calcium deficiency, lack of vitamin A, 
and other nutrition-related conditions (Renmin Ribao, 2010a). The MOH fol-
lowed up in 2010 with the release of the Nutrition Improvement Work Man-
agement Approach, which sought to enhance nutritional surveillance, educa-
tion, guidance, and intervention programs (H. Wang and Zhai, 2013).

Also in 2010, the government implemented additional educational programs 
focused on avoiding obesity and living a more active lifestyle. Through the 
MOH’s endorsement of Chronic Disease Comprehensive Prevention and Con-
trol Demonstrations Areas, the central government worked with provincial gov-
ernments to encourage civil societal participation and collaboration with 
the government to control obesity and other chronic diseases and to reduce 
individual risk. More specifically, through this initiative, local communities 
worked with health officials to increase health education and promotion, early 
detection and treatment, and standardized management to reduce the preva-
lence and economic burden of obesity and other noncommunicable diseases. 
By 2013, this initiative had been adopted by 140 counties in 30 provinces 
(H. Wang and Zhai, 2013).

In 2012, the MOH took further steps to increase its policy commitment to 
obesity and other noncommunicable diseases through the National Plan for 
NCD Prevention and Treatment (2012–15). Through this initiative, the MOH 
outlined a series of policy goals aimed at preventing overweight and obesity 
and other ailments related to noncommunicable diseases, with a focus on the 
following: ensuring that the Ministry of Education worked with schools to 
provide nutrition and physical education classes; strengthening primary health-
care systems, with a focus on monitoring and detecting ailments in individuals 
most at risk; usage of the media to increase social awareness of good nutrition 
and exercise; promoting the production and sale of healthy foods; and ensur-
ing the sharing of resources between the central government and provinces to 
implement programs and monitor noncommunicable diseases (China, Minis-
try of Health, 2012).

In contrast to what we saw with HIV/AIDS, the government has yet to pro-
vide aid to other developing nations striving to reduce obesity. While the MOH 
has provided aid assistance in farming and agricultural production to several 
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African nations, with the intent of improving its international reputation as a 
benevolent state committed to eradicating global hunger and poverty (De Bruyn 
2013; Sun, 2011), it has yet to achieve this in the area of obesity prevention. 
This may change as the government strives to improve its domestic response to 
obesity.

Despite China’s strengthening of its policy response to obesity, several chal-
lenges remain, highlighting the need for ongoing political and financial invest-
ments. First and foremost is that, in contrast to HIV/AIDS, not one explicitly 
obesity-focused national agency or even sub-agency within the MOH was cre-
ated. Obesity policy either has dovetailed with preexisting programs and agen-
cies, often intertwined with efforts to address broader nutritional concerns 
and noncommunicable diseases, or has taken the form of national guidelines 
and laws. Consequently, to this day there is no separate line-item budget for 
obesity prevention programs. The upshot is that this has led to irregularities 
in federal financial assistance and physical resources to schools and communities. 
In this context, the initiative and entrepreneurship of cities has been important 
for stimulating any kind of federal assistance—as seen with local government 
funding for gym facilities (Xinhua, 2006a) and intervention studies providing 
information on the different types of prevention programs that can work 
(H. Wang and Zhai, 2013).

In this situation, scholars claim that there is a need for a heightened govern-
ment commitment to building national institutions, a clear policy vision, and a 
national strategy (Xinhua, 2010b). The government’s response to obesity has 
certainly improved but is still far from complete. For example, there are still no 
federal laws regulating the fast food industry or regulating television and other 
media advertising of fast food, no adequate warning labels, and insufficient 
funding for children’s sports programs in schools (French, 2015). Moreover, 
there has been no effort to explore different types of fiscal incentives for re-
ducing the consumption of sugary drinks, such as a soda tax, or for increasing 
consumption of healthier foods. In contrast to what we saw in Brazil and India, 
there has been no government effort to regulate consumption in public schools 
and hospitals (H. Wang and Zhai, 2013). While the government has engaged 
in a series of policy regulations and initiatives, with the most recent advice 
coming from the NHFPC’s new dietary guidelines suggesting that citizens 
drastically cut back on meat and egg consumption (E. Henderson, 2016), fed-
eral funding still has not matched this heightened policy attention (French, 
2015). Meanwhile, the 2008 and 2011 MOH regulations requiring schools 
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to engage their students in more physical exercise have in many instances 
been ignored by provincial schools and governments, mainly due to strong pa-
rental resistance because of time taken away from study. Employers have also 
resisted recent government recommendations for more exercise in the work-
place (French, 2015).

Finally, in contrast to what we saw in Brazil, the State Council and MOH are 
still not fully committed to providing more funding to the provinces to create 
and implement obesity prevention programs (Altherton, 2016; French, 2015). 
And in even starker contrast to Brazil, despite the State Council’s voicing its 
commitment to improving the food supply and nutrition in rural areas in 2011, 
it has not worked with the MOH to help isolated, poorer rural governments 
implement these kinds of programs—even with the well-known spike in obe-
sity cases in these areas (Altherton, 2016), increasing from an estimated 0.5% in 
1985 to 30.7% in 2014 (Y. Zhang et al., 2016). Even a highly regarded govern-
ment official, Dr. Ying-Xiu Zhang of the Shandong branch of the CCDC, re-
cently commented that “rural areas of China have been largely ignored in strat-
egies to reduce childhood obesity . . . ​[and that] this is a wake-up call for 
policymakers that rural China should not be neglected in obesity interven-
tions” (quoted in Altherton, 2016, 1).

Therefore, as we saw with HIV/AIDS, while the government was capable of 
achieving a stronger policy response to obesity, it never achieved a centralized 
policy response. It has fallen short of creating a national agency—or even 
sub-agency—explicitly focused on obesity prevention, provided only limited pre-
vention programs with no ongoing federal assistance to provincial governments, 
and made no efforts to increase the MOH’s policy influence over the provinces 
through conditional fiscal transfers or by working with NGOs to monitor lo-
cal policy implementation. But why has this occurred? As we saw in India, 
what was missing was a strong bureaucratic–civil societal partnership, due to 
the absence of NGOs that MOH bureaucrats could work with.

The Absence of Strong Bureaucratic–Civil  
Societal Partnerships

Perhaps the weakest link in China’s national response to obesity is the role of 
civil society. There is no history of civic mobilization or of civil society’s 
proffering of new ideas for a policy response to obesity and overweight. In 
fact, if anything, the opposite health challenge has garnered more attention: 
malnourishment and underweight, the product of historically high levels of 
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poverty and inequality. Malnourishment and underweight were historically 
addressed through civic associations at the community level (Pye, 1996), but 
these efforts dissipated over time and were relegated to isolated community 
responses in poor rural areas (Yang Da-hua, 2004). With the resurgence of 
civic mobilization in the 1980s, there was no civic movement addressing over-
weight and obesity and their associated ailments such as high blood pressure 
and type 2 diabetes (Ji, 2015). This in large part stems from the obesity epi-
demic being so recent and mainly found in urban areas and among more afflu-
ent socioeconomic classes, which do not feel the need to organize collectively 
to address the issue.

In fact, to my knowledge, not a single social health movement or NGO exists 
that focuses on obesity. While concerned citizens have periodically disseminated 
information promoting fat acceptance through cultural groups, such as the 
popular singing and dance group Qian Jin Zu, these efforts are poorly orga
nized and funded and do not appear to have a strong relationship with govern-
ment. Other associations have been organized by famous athletes—such as 
former Houston Rockets basketball star Yao Ming and his National Basketball 
Association Yao School in Beijing—to increase government action and social 
awareness about childhood obesity, while proposing to work with the govern-
ment for the creation of fitness programs for youth (Barris, 2014). Scientific 
associations such as the Chinese Medical Doctor Association provide guide-
lines on how to lose and maintain weight (Xiaodong, 2016). None of these 
organizations, however, commit all of their time and resources to obesity, and 
consequently they have not been able to obtain the resources, political atten-
tion, or influence needed to affect local or even national legislation.

The only NGO in China that focuses on obesity is located outside the 
mainland: in Hong Kong. Hong Kong’s Association for the Study of Obesity 
(HKASO) was formed in 2003 by medical scientists, nutritionists, pharma-
cists, and physical education experts. Through the HKASO, these individuals 
conduct research on obesity and its broader health and socioeconomic implica-
tions while providing policy suggestions (HKASO, 2016). The association 
worked with Hong Kong’s Department of Health to improve school lunches 
through the city’s Eat Smart campaign (HKASO, 2013), but the HKASO has 
been limited to working with local governments and schools and has not col-
laborated with NGOs on the mainland to propose and/or strengthen existing 
federal policies.
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On the other hand, there are well-organized NGOs addressing ailments 
directly associated with obesity, such as type 2 diabetes. For example, the Chi-
nese Diabetes Society is well organized, well funded, and committed to increas-
ing awareness, prevention, and research on diabetes (Ji, 2010). The current 
vice president of the International Diabetes Federation, Dr. Linong Ji, is from 
China and is wholeheartedly committed to working with the government, aca-
demic institutions, nutritionists and activists to achieve these initiatives (Ji, 
2015). Such efforts have been absent in the area of obesity. While newer NGOs 
such as the United States–China Joint Collaboration on Clean Energy in Shang-
hai have reached out to children and families to provide more information 
about how to cook and eat better—such as the collaboration’s 2014 A New 
Way to Eat Initiative (Cerini, 2016)—they have not worked in close partner-
ship with the central government.

In sum, although the benefits of positive geopolitical positioning also emerged 
for obesity, that is, the government immediately responded to international crit-
icism and pressure by pursuing a stronger policy response in order to improve 
its international reputation, after this occurred, MOH bureaucrats did not have 
access to NGOs that they could work with to increase their legitimacy within 
government and to monitor provincial policy implementation. In contrast to 
what we saw in Brazil, because such a strong partnership never emerged, the 
MOH was hampered in its ability to achieve a centrist policy response. Despite 
the increased realization that activists need to be more proactive in helping 
government formulate policy (French, 2015; H. Parry, 2010), until civic associa-
tions organize better and focus explicitly on obesity prevention issues, achiev-
ing this type of policy outcome will be challenging.

Conclusion
In China, as in Brazil and India, positive geopolitical positioning eventually led 
to a stronger policy response to the HIV/AIDS and obesity epidemics. With the 
arrival of increased international criticism and pressure, political leaders were 
eager to improve the government’s international reputation in health through a 
stronger policy response, in turn helping to secure investor confidence and 
support from international institutions. At the same time, to facilitate reforms, 
China’s leadership pursued the help of international donor institutions, and 
later decided to provide foreign aid to nations striving to eradicate HIV/AIDS. 
These positive geopolitical endeavors built upon a foreign policy tradition and 
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institutions that bolster the government’s international reputation in develop-
ment and health, while working in peaceful, collaborative partnership with 
other nations to eradicate disease. Nevertheless, in the context of the challenges 
presented by healthcare decentralization, China’s MOH has not proved capable 
of introducing a centrist policy response. This limitation reflects the bureau-
cracy’s unwillingness to establish a strong partnership with NGOs and thus its 
inability to secure the ongoing funding and political support needed to achieve 
a stronger policy outcome.
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5
Responding to HIV/AIDS and Tuberculosis  
in Russia

While having a different history and political culture, by the 1980s Russia had 
joined Brazil, India, and China in confronting a series of public health 
threats, including HIV/AIDS and tuberculosis. In contrast to the other 
BRICS nations, however, Russia’s negative geopolitical positioning generated 
few incentives for the government to pursue a stronger policy response to 
these epidemics when confronted with international criticism and pressure. 
Given the government’s foreign policy legacy of positioning Russia as an 
independent geopolitical power and a leader in international diplomacy, it 
had little interest in using such a response to bolster its international repu-
tation in health. In this context, the government would begin to address 
HIV/AIDS—though not TB—more concretely only after the disease began 
to pose a national security threat. Even then, recognition of this threat did 
not lead to a strengthening of policy response. Moreover, while the govern-
ment joined its BRICS counterparts in providing foreign aid assistance to 
other nations for HIV/AIDS and TB, the goal was always to improve Russia’s 
international image as an influential global leader rather than a government 
committed to disease eradication in Russia and elsewhere.

The government’s ability to improve its policy response was further compli-
cated by the absence of strong bureaucratic–civil societal partnerships. With a 
president suspicious of independent civil societal organizations that have link-
ages to international donors, the political environment has not been propitious 
for an improvement in these partnerships or, ultimately, the possibility of either 
a stronger or perhaps centrist policy response.
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Responding to HIV/AIDS
Russia’s initial response to HIV/AIDS was marked by government denial, in-
action, and discrimination. Initially, a combination of conservative moral and 
social beliefs, government pride, and putting blame on other nations shaped 
the government’s perceptions. When HIV emerged, toward the end of the 
Cold War, the Soviet government accused the United States of clandestinely 
planting the virus in Moscow (Williams, 1995). At the time, this made a lot of 
sense to the paranoid Soviet intelligence: HIV could easily have been a ploy to 
undermine the health of state officials. It took the government several years to 
realize that HIV/AIDS was not a CIA operation. The initial response under-
scored the deeply held belief, much as in China, that Russia’s socialist, conser-
vative, pious moral beliefs, permeating the government and certain segments 
of society, could not possibly have allowed the emergence of HIV (Williams, 
1995).

Indeed, the historical infiltration of conservative moral beliefs within gov-
ernment helps to explain Russia’s delayed response to HIV/AIDS. In this re
spect, Russia was perhaps most similar to China and India. A strong Orthodox 
Christian faith, institutionalized in the eighteenth century through the political 
appointment of individuals with such beliefs,1 and the creation of federal laws 
and regulations based on these beliefs, engendered a state that was highly dis-
criminatory toward acts of immorality and crime (Williams, 1995). Beginning 
with Stalin, a host of federal laws banned homosexual activity—punishable by 
years of imprisonment (Williams, 1995)—and intravenous drug use; such ac-
tivities were deemed “morally defective” (W. E. Butler, 2003). While the Boris 
Yeltsin presidential administration (1991–99) successfully overturned the laws 
affecting the gay community, political and social discrimination persisted 
(Pape, 2014).

Russian health officials also believed that, when compared with the myriad 
of health threats the nation confronted, the small number of HIV/AIDS cases 
did not pose a serious national health threat (Brown, 2006; Wallander, 2005). 
There simply was not enough credible epidemiological evidence pointing to a 
public health crisis (Wallander, 2005). Moreover, Twigg (2007) notes that in 
the 1980s, AIDS paled in comparison with the health threats mainly affecting 
working-age men, such as heart disease, diabetes, and high blood pressure. 
With so many health problems, the scarcity of infrastructural and human re-
sources, and the mysterious nature of the virus itself, there was little interest 
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and incentive for the government to aggressively respond. The increase in 
HIV/AIDS in Russia since the mid-1980s is shown in figure 5.1.

Under the Soviet Union, the threat posed by HIV/AIDS to the military and 
thus to Russia’s national security was also a nonissue. During the late 1980s and 
early 1990s, the number of enlistees denied admission to serve in the military 
was minimal at best, as the government was not testing enlistees or expecting 
them to test positive for HIV (Holacheck, 2006). AIDS was therefore not 
viewed as a national security issue (Holacheck, 2006; Sjostedt, 2008).

The government’s historical commitment to decentralization also created 
few incentives for a response. In the late 1980s, in an effort to expedite economic 
development, the government accelerated its commitment to healthcare de-
centralization (Newsholme and Kingsbury, 1993; Tkatchenko-Schmidt et al., 
2010). When AIDS emerged, the government therefore believed that the re-
gional oblast governments should be primarily responsible for containing the 
epidemic’s spread (Brown, 2006; Davis and Dickinson, 2005).

Thus, in the late 1980s, the Soviet government had no incentives to create 
strong federal institutions that would not only treat individuals with HIV/AIDS 
but also offer effective public awareness campaigns and services. As described 
by Pape (2014), what the government instead focused on was monitoring the 
spread of AIDS throughout the nation, quarantining people with AIDS, and 
deporting foreign nationals suspected as HIV carriers. The first federal legis-
lation in response to the epidemic was enacted on August 25, 1987: the Decree 
Concerning Measures to Prevent Infection with the AIDS Virus. This decree 
required mandatory testing for blood donors, Russians who had traveled 
abroad, foreign visitors, and people in high-risk groups. For the state, an effective 
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Figure 5.1. HIV/AIDS cases in Russia, 1986–2006 (thousands). Source: Demikhova 
and Karamov, 2011.
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response could be contrived only through mass screening, forced isolation, 
deportation, monitoring, and control. A Federal AIDS Center was created 
within the MOH to facilitate these efforts, and the Russian Federal Scientific 
and Methodological Center for AIDS Prevention focused on surveillance. At 
no point did the government consider the creation of mass public awareness 
campaigns or of prevention programs such as sex education, condom distribu-
tion, or drug treatment.

Even after the fall of the Soviet Union in 1991, the president and the Duma 
(assembly) still had no interest in pursuing a stronger policy response. Powell 
(2000) notes that while President Boris Yeltsin had plans to construct a more 
effective national AIDS program superseding the Federal AIDS Center within 
the MOH, it was meant to be a temporary solution, lasting for approximately 
three years. At the time, the Federal AIDS Center was poorly staffed and did 
little to coordinate policy with the states. In response, a Coordinating Council 
on AIDS was created in 1994, which sought to bring the Federal AIDS Center, 
other ministries, state agencies, NGOs, and academics together to build a 
stronger, more cohesive policy response (Wallander, 2005). The Coordinating 
Council was ineffective, however, according to Wallander (2005), given the 
absence of high-level political officials serving on the council (Davis and Dick-
inson, 2005). Furthermore, Yeltsin made no effort to concentrate all prevention 
and treatment programs under either the Coordinating Council or the Federal 
AIDS Center. Twigg and Skolnik (2005, 14) write that at the time, the MOH 
was “divided into preventative (the State Committee for Sanitary and Epide-
miological Surveillance) and curative (The Ministry of Health of the Russian 
Federation) branches; since then, separate structures for anti-AIDS work have 
co-existed in these two branches.” Davis and Dickinson (2005) claim that this 
led to a lack of coordination between agencies working on AIDS, such as the 
Justice, Internal Affairs, and Defense departments. Also, the MOH during 
this period received little financial support for its programs (Davis and Dick-
inson, 2005; Specter, 1997). In 1995, for example, the MOH received approxi-
mately half of the money that the Duma authorized for its work on AIDS 
(Specter, 1997).

As we saw in Brazil, India, and China, Russia’s government initially relied on 
a decentralized administrative and policy response to HIV/AIDS, with little 
coordination from the center (Twigg and Skolnik, 2005). What this essentially 
meant was that, as under the old Soviet system, health system responses were 
completely decentralized (Newsholme and Kingsbury, 1993) and run by local 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



Responding to HIV/AIDS and Tuberculosis in Russia    161

health clinics and AIDS centers, with wide variation in the financial resources 
and administrative capacity of regional governments to provide prevention and 
treatment services.

In the 1990s, neither the Boris Yeltsin nor the Vladimir Putin (2000–2008) 
administrations sought to rectify this situation by creating a central agency that 
could meet regional governments’ needs while working with them to implement 
policy. State governments received very little if any financial and technical 
assistance to combat the epidemic (Kiselev, 2010; Twigg and Skolnik, 2005). 
Without federal assistance, subnational inequalities in access to HIV/AIDS 
prevention and treatment services resulted, as the only cities capable of pro-
viding such services were the larger, more affluent cities of Moscow and 
St. Petersburg.

When it came to prevention and treatment policy, there was a response, 
albeit limited. Although the MOH disseminated information about the spread 
of HIV/AIDS, no major prevention programs were created to enhance sex 
education on how to avoid acquiring the virus (Specter, 1997; Williams, 1995). 
In fact, Specter (1997) writes, the national Institute of Preventative Medicine 
stopped translating foreign-language AIDS information booklets in 1991, and 
essentially no money was being provided for increasing knowledge and pre-
vention. It was not until 1997 that the MOH created a program geared toward 
increased sex education, information for IDUs, and training for healthcare 
workers (Veeken, 1998). Williams (1995) claims that conservative ideological 
beliefs rendered these policies essentially meaningless, however, and that 
there was no political commitment to enforcing sex education policies and 
awareness.

The Yeltsin administration was somewhat more effective at creating laws and 
regulations on providing healthcare services for people living with HIV/AIDS, 
testing, and antidiscrimination. In 1996, Yeltsin signed the Federal Anti-AIDS 
Law, which guaranteed the universal provision of ARV medications, prevention 
services, professional and specialized medical treatment services, social support, 
and the safeguarding of human rights (Gage, 2008). But in addition to continu-
ing human rights violations, such as breaches of medical confidentiality and un-
authorized AIDS testing, there was little funding for the ARV program, thus 
leaving many state and local clinics incapable of providing treatment (Kiselev, 
2010; Pape, 2014). And despite the Federal Anti-AIDS Law’s mandate on ARV 
provision, few people actually received the treatment they needed (Kiselev, 
2010).
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Finally, throughout the 1990s and the early years of the Putin administra-
tion (Putin served as president from 2000 to 2008 and as prime minister from 
2008 to 2012, then was reelected as president in 2012, a position he continues to 
hold to the present day), the MOH did not provide any funding to regional 
governments to help IDUs through harm reduction, counseling, or support 
programs. This inaction was attributable to the Putin administration’s conser-
vative moral outlook and discrimination toward drug users (Gómez, 2006). Fur-
thermore, the Russian Orthodox Church adamantly insisted that Putin and the 
Duma refrain from creating legislation providing harm reduction, as this would 
fuel the great “social evil” of addiction (ITAR-TASS, 2000a). With this lack of 
national political support, the Federal Anti-AIDS Law enacted by Yeltsin in 
1996 was rendered essentially meaningless, and IDUs had to rely on city gov-
ernments for help (W. E. Butler, 2003).

International Criticism and Pressure

The emergence of international criticism and pressure in response to Russia’s 
lackluster response to HIV/AIDS was somewhat delayed compared with the 
other BRICS nations. The later emergence of HIV in Russia explains this dif-
ference in timing: HIV was first detected in Russia in 1987, compared with 
1982 in Brazil, and had slowly spread from the gay to the IDU community by 
the 1990s. International criticism, pressure, and policy expectations therefore 
did not arise until the mid-1990s and did not intensify until the mid-2000s, 
compared with the late 1980s in Brazil and the early and mid-1990s in India 
and China, respectively.

Throughout the 1990s, Russia became the focal point of international health 
agencies such as the WHO, focused on a timely and effective policy response 
for high-risk groups such as the gay and IDU community (WHO, 2009b). 
Equally critical was a 2000 World Bank report claiming that if the government 
did not escalate its response, the epidemic would cause an estimated 4.5% slump 
in gross domestic product and a 5.5% downturn in investment (Ruhl, Pokrovsky, 
and Vinogradov, 2002).

Furthermore, in 2002, a CIA report titled The Next Wave of HIV/AIDS 
criticized Russia for its inadequate response to AIDS. The report also pre-
dicted that Russia would see approximately three to four million cases of 
AIDS by 2010 (CIA, 2002; Twigg, 2007). Moreover, that same year the WHO 
published statements from Russian officials that underscored the government’s 
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lack of focus and resolve in responding to AIDS. In the WHO’s journal Bul-
letin of the World Health Organization, Dr. Vadim Pokrovsky, chief of the Rus
sian Federal AIDS Center, stated in an interview with Robert Walgate of the 
Bulletin “that the government must be more active in prevention. . . . ​At the 
moment HIV/AIDS doesn’t get enough attention from the government” (Pok-
rovsky quoted in Walgate, 2002, 686). In 2003, the World Bank’s lead health 
specialist for Europe and Central Asia Olusoji Adeyi explained in the Lancet 
medical journal that after receiving a loan from the World Bank for TB and 
AIDS prevention and treatment programs, the Russian government needed 
to “ ‘move fast and decisively’ to fight the compound epidemics through 
better planning, bolstered treatment, and prevention campaigns” (Webster, 
2003, 1355).

Other international health agencies, such as UNAIDS, also began to criticize 
the Russian government directly. For example, in 2005, the executive director 
of UNAIDS Dr. Peter Piot made the following statement at a symposium in 
Moscow: “Rarely in the twenty-year history of response to the AIDS epidemic 
around the globe has there been such a clear-cut choice as the one that now 
faces this nation. The Russian Federation is on the verge of an HIV epidemic 
that will be very difficult to contain. Policy decisions and programme actions 
taken over the next year will determine whether the epidemic continues its 
explosive course or whether it is stabilized and its impact reduced” (quoted in 
Gerber and Mendelson, 2005, 28).

In the light of this international criticism and pressure, how did Russia 
respond? Did the government mimic Brazil, India, and China in pursuing 
stronger policy reforms in order to enhance its international reputation in health? 
The simple answer is no. In line with my negative geopolitical positioning frame-
work, and as I explain shortly, Russia’s political leadership ignored this criticism 
and pressure, preferring instead to determine its own strategies for financing, 
creating, and implementing AIDS policies, even when these policies flew in the 
face of countervailing international policy consensus, such as the importance of 
providing methadone treatment for drug addicts, harm reduction, condom dis-
tribution, and sex education—issues that we will return to shortly. Why did 
this occur? Understanding the historical precedents behind Russia’s negative 
geopolitical positioning—that is, the government’s foreign policy history and 
ambition in international relations and global health diplomacy—provides in-
sight into this matter.
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The Historical Precedents of Negative  
Geopolitical Positioning

Since helping to establish the Peace of Westphalia in 1648, Russia’s govern-
ment has always taken an aggressive foreign policy stance aimed at securing 
its position as a world leader and global power. Beginning in the seventeenth 
century, the government was committed to proposing and signing interna-
tional treaties to maintain the peace and to engaging in international economic 
trade and, at times, in military campaigns to expand Russia’s territories (Ivanov, 
2009). And even when Russia’s generals lost their military campaigns, such as 
against the French in 1856 over the territory of Danube near the Black Sea, the 
government was committed to quickly recovering and “dressing up” its regional 
dominance—that is, boasting of its great power, securing its regional image, 
while secretly noting its military limitations (Hosking, 2001).

By the time the Soviet Union emerged, in 1917, the government’s belief that 
it was a global leader and superpower shaped the Communist Party’s mentality 
and foreign policy strategies (Ivanov, 2009). Ivanov (2009, 13–14) writes that 
this belief was passed on to the Russian democratic government in 1989: “one 
legacy bequeathed by Soviet foreign policy was a ‘superpower mentality,’ which 
induced post-Soviet Russia to participate in any and all significant interna-
tional developments.” He goes on to cite George Kennan’s views on the matter: 
“Kennan attributed the foreign policy particularities of the Soviet period to an 
‘ideological super structure’ that was ‘superimposed’ in 1917 onto the essen-
tially unchanged foreign policy legacy of previous eras . . . ​Kennan identified 
this legacy with negative traits of Russian ‘imperial’ policy, such as a tendency 
towards territorial expansion, claims of ‘ideological exclusivity,’ deep mistrust 
towards the west and foreigners in general.”

Russia also developed an interest in helping to lead the world in the fight 
against disease, establishing a reputation for being a provider rather than re-
ceiver of foreign aid assistance. In 1922, for example, through creation of 
the International Sanitary Commission, the government provided develop-
ing nations with technical assistance in response to a host of diseases (Balin-
ska, 1995). Hepler (2012) notes that by the mid-1980s, the Soviet Union had 
allocated roughly US$25 billion a year to such kinds of foreign aid projects, 
which were seen as helping to achieve Russia’s global influence and promi-
nence. As discussed shortly, this foreign policy tradition would resurface with 
the HIV/AIDS epidemic.
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Russia also displayed a great deal of leadership and foreign aid assistance 
when it came to eradicating the smallpox epidemic. In 1958, at a time when the 
WHO was not taking the eradication of smallpox seriously (due to perceived 
challenges in reaching distant rural populations with vaccines and funding 
limitations), Russia’s deputy minister of health Victor Zhadanov adamantly 
lobbied the WHO to prioritize eradication (D. Henderson, 1988). By explaining 
Russia’s ability to successfully devise and provide a vaccine, Zhadanov succeeded 
in prompting the WHO to take smallpox eradication more seriously. At the 
same time, he worked closely with WHO representatives from the United 
States to ensure the WHO’s renewed commitment to smallpox eradication, 
which ultimately led to the World Health Assembly’s passage of its new global 
smallpox eradication program in 1968. From that moment on, Russia joined 
the United States in providing the bulk of financial assistance to the WHO, 
staffing WHO field offices with epidemiologists trained in smallpox detection 
and eradication (D. Henderson, 1988). What’s more, Russia’s donation of 25 
million vaccines greatly exceeded any other country’s contributions—even 
the United States’; Russia supplemented these efforts with direct bilateral 
contributions of vaccines to other nations such as Afghanistan (D. Henderson, 
1988). In short, it was during this time that Russia began establishing its role 
as a global leader and provider of foreign aid in health.

In 1976, at a WHO meeting in Geneva, Russia once again displayed global 
health leadership by taking the lead in proposing an international conference 
on primary health care. Dr. Dimitrios Venediktov, Russia’s deputy health 
minister at the time, offered US$2 million to host the WHO conference in Mos-
cow (WHO, 2008). Ultimately, however, the conference was held in Alma-Ata, 
Kazakhstan, and was the first WHO conference to establish an international 
agreement for governments to provide healthcare as a human right, building 
effective primary healthcare systems grounded in decentralization, commu-
nity participation, and accountability (WHO, 2008). Russia’s efforts neverthe-
less revealed its geopolitical ambitions: Moscow wanted to secure its position 
as the leading socialist power in the world, replacing China’s influence through-
out the developing world as a leader in providing primary healthcare innova-
tion (WHO, 2008).

The fall of the Soviet Union and the emergence of a Russian democratic 
state led to new foreign policy interests, though the government’s historical 
beliefs in and legacies of global leadership and being a superpower remained. 
The foreign policy objectives of General Secretary of the Communist Party 
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Mikhail Gorbachev (1985–91) were to build closer ties with the West and 
deepen international economic collaboration in order to develop Russia’s new 
market-based economy, while maintaining the government’s national inter-
ests and its hegemonic power over Eastern Europe. The Boris Yeltsin admin-
istration (1991–99) followed Gorbachev’s path while confronting growing 
resistance from a conservative political wing seeking isolationism and fewer 
relations with the West. During this period, conflicting views and political 
interests, when combined with the increased role of the parliament and me-
dia, led to an identity crisis in Russian foreign policy (Curtis, 1996). After 
reasserting his constitutional right over all foreign policy matters, Yeltsin 
ordered his Ministry of Foreign Affairs to draft a new foreign policy strategy 
that the parliament could agree to. In April 1993, decades after any legislation 
on foreign policy had been ratified, a new Foreign Policy Concept emerged, 
approved by the Security Council, which among other goals explicitly empha-
sized “ensuring Russia an active role as a great power” (Curtis, 1996, 4).

These goals were clearly evident in the twentieth century. For instance, 
Russia took a proactive stance in signing peace treaties, working with others to 
form the UN, helping conclude wars (including the Second World War), sign-
ing the Helsinki Accord, and working with the United States to sign the Nuclear 
Non-Proliferation Treaty in 1970 and the Convention on Chemical Weapons in 
1993 (Ivanov, 2009). This history gave strength to the government’s belief that 
its involvement and leadership in international relations was essential for solv-
ing international problems (Curtis, 1996).

The government’s belief in its superpower status and responsibility as a 
world leader has deepened. Following Russia’s decline in economic and military 
prowess in the late 1990s due to an economic recession, President Vladimir 
Putin (2000–2008) made it a point to use foreign policy as a means to restore 
Russia’s world power status (Katz, 2005). Wallander (2005, 142–43) claims that 
“the Putin leadership seeks economic growth to increase the country’s wealth 
and power, and hence reestablish Russia as a great power on the global stage.” 
In a public speech given to the Federal Assembly in 2003, as quoted by Katz 
(2005, 27), Putin made the following remarks: “All our actions must be subor-
dinated to the goal of ensuring that Russia truly takes its place among the 
major powers.” Katz (2005, 27) goes on to claim that Putin “wants Russia to be 
seen as a great power so that other countries—including the United States and 
the European Union—will accommodate its positions on issues it sees as 
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important.” Putin believed that Russia should be equal to the United States in 
terms of geopolitical power and influence (Blank, 1996). Despite their politi
cal differences, Russia’s next elected president, Dmitry Medvedev (2008–12), 
shared Putin’s concerns, believing that Russia had to reposition itself as a 
world power (Likhachev, 2010).

Both the Putin and the Medvedev administrations also engaged in several 
activities to uphold Russia’s foreign policy objective of sustaining its superpower 
status. For example, many view the Putin administration’s military engagement 
in Georgia in 2008 as a way to enhance Russia’s regional power status. The 
many military training exercises during his administration have been conducted 
with the same intentions in mind (R. Allison, 2008). Moreover, Putin’s efforts in 
2014 to annex Crimea in the Ukraine through military force revealed his inten-
tions to increase Russia’s territorial presence and influence in the Ukraine, se-
cure the Ukraine’s subordination to Russia, limit the Ukraine’s relationship 
with the West, and establish regional stability and Russia’s ongoing influence 
(Menkiszak, Sadowski, and Zochowski, 2014). Similarly, some analysts view 
Russia’s military involvement in Syria and its support of the allied Assad regime 
as yet another instance in which the government has used its military presence 
to secure its relationship with Syria, resist western (mainly US) influence over 
the ensuing conflict, and consolidate its influence in the Middle East (Tabach-
nik, 2016). Despite initial hopes that Russia’s involvement in the effort to help 
restrain terrorist groups in Syria would lead to the United States dropping sanc-
tions for Moscow’s wrongdoing in Crimea, Putin’s recent inability to comply 
with a ceasefire agreement with the United States has hampered the relationship 
between the United States and Russia (BBC News, 2016). All of these efforts have 
revealed Russia’s ongoing interest in sustaining its superpower status by influ-
encing politics beyond its boarders, securing its geopolitical interests, and ex-
panding its international authority through military action.

The government has also maintained its tradition of engaging in international 
leadership. For instance, the government used its position on the UN Security 
Council and in the Group of Eight (G8) to strengthen its leadership and build 
coalitions on human rights and environmental issues (Kassianova, 2002). And 
in a move to modernize Russia’s foreign policy stance, Medvedev tried to take 
the lead in working with other nations to reform international financial insti-
tutions such as the IMF and the World Bank to develop a sustainable system of 
energy security in Europe, and in peace building. Scholars emphasize that 
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Russia perceives itself and has been perceived by others as a key actor in solv-
ing the world’s problems (Likhachev, 2010).

Finally, these military, security, and leadership activities create the percep-
tion within and outside Russia that not only is it a world power, like the United 
States, but it is also an independent, sovereign, all-powerful nation. Its increased 
military intervention in Eastern Europe, for example, has given the impression 
that Russia is what R. Allison (2008, 1171) describes as an “independent pole in 
a multilateral world.” In fact, Allison writes, these activities have led to a “stra-
tegic independence,” a position necessary for Russia’s and others’ perceptions of 
its world power status. Sjostedt (2008, 21) writes that “international identity 
constructions can help us to understand this resistance [to international influ-
ence], since Russia, according to one predominant discursive line, predicates 
itself as an important international power. Russia is predicated as active—not 
passive; a provider—not a receiver, and this is reflected in its reluctance to ac-
cept the suggestions of ‘the West,’ including advice from international organ
izations and nations.”

When taken together, then, Russia’s historical precedents of government 
leadership, power, and sovereignty in foreign policy and global health diplomacy 
ultimately contributed to the formation of a government that was apathetic 
toward international criticism and policy pressure. These historical precedents 
contributed to the emergence of the government’s negative geopolitical 
positioning.

This positioning entailed serious consequences in responding to HIV/AIDS. 
For unlike in Brazil, India, and China, the rise of international criticism and 
pressure had essentially no impact on the Russian government’s interest in re-
forming its bureaucratic institutions and policies while working with interna-
tional organizations. Indeed, Wallander (2005, 143) claims that “the Russian 
leadership’s policy of reestablishing its position as a global power has hampered 
effective engagement with the international community, which has a great 
deal of experience that could help Russia mount a more effective national re-
sponse [to AIDS].” The MOH agreed to receive a loan from the World Bank in 
1999 to fund TB and, eventually, HIV programs, but the loan was substantially 
delayed due to vehement political resistance and negotiations. The MOH was 
essentially forced to accept US$150 million in loans at the height of Russia’s fi-
nancial banking crisis (Sridhar and Gómez, 2010). At the peak of the HIV/AIDS 
epidemic in 2006, Hannah Brown (2006, 438) of the Lancet wrote that “until this 
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year, Putin has seemed largely oblivious to the concerns of the scientists and in-
ternational AIDS organizations about Russia’s burgeoning HIV crisis.”

Challenging National Security and Instituting Reforms

In this geopolitical context, what factors could have inspired Russia’s government 
to respond, as it eventually did, to the HIV/AIDS crisis? The government did 
not begin to address the epidemic seriously until it was perceived as posing a 
national security threat (Pape, 2014; Sjostedt, 2008). International health 
organizations such as the WHO and UNAIDS had officially declared HIV/
AIDS to be a national security threat as early as 2001, but as Sjostedt (2008) 
writes, Putin essentially ignored these warnings and instead decided to respond 
at his own time and pace.

By the early 2000s, Russian military statistics were revealing an escalating 
increase in the number of military enlistees testing positive for HIV; inade-
quate, poorly organized screening and prevention programs within the mili-
tary were to blame (Holachek, 2006). In response, senior military and MOH 
officials started writing reports and warning the government that a national 
security crisis was at hand (Sjostedt, 2008). A startling report in a Russian 
newspaper in 2006 revealed that approximately 200,000 young enlistees were 
released from the army because of their positive HIV status (Central Eurasia–
OSC Report, 2006). After reviewing the information himself, in April  2006 
Putin for the first time began to describe HIV/AIDS as a national security 
threat. The only other time Putin had mentioned HIV/AIDS was during a 
speech in 1993 when discussing how intravenous drug use was contributing to 
the spread of HIV (Interfax, 2006). Faced with overwhelming statistical data 
and incessant pressure from military and health officials, Putin finally began 
to respond. He stated on April 21, 2006, in his opening speech to the Assembly 
of the Presidium of the State Council, that “this is a serious situation that re-
quires us to take the appropriate action. We need more than words; we need 
action, and the whole of Russian Society must get involved” (quoted in Pape, 
2014, 74). Putin perceived HIV/AIDS as a national security threat on two 
fronts: first, its significant contributions to an ongoing demographic decline, 
and second, as a threat to military capability (Interfax, 2006; Sjostedt, 2008). 
In June 2006, the fight against HIV/AIDS was declared a priority issue at the 
G8 summit in St. Petersburg, and a new government commission was orga
nized in that year to explicitly deal with HIV/AIDS. These events motivated 
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UNAIDS representative Bertil Lindblad to describe Putin’s speech as a “mile-
stone in the fight against HIV/AIDS in Russia” (quoted in Pape, 2014, 74).

But was a national security threat the only factor motivating the govern-
ment to respond? One could just as easily argue that by 2006 the number of 
HIV/AIDS cases had reached an apogee, that it was a grave situation in need of 
a response, and that the increase in cases in the military was merely coinciden-
tal and not a primary catalyst for reform. Under scrutiny, however, these argu-
ments do not hold up. The MOH had known about the fast-paced growth of 
the epidemic prior to 2006. Gennady Onishchenko and other public health 
officials were warning the government and pressuring it for a response well 
before then (Davis and Dickinson, 2005; Sjostedt, 2008). Alternatively, perhaps 
politicians were sensitive to growing social hostilities and citizens’ demands 
for a more aggressive response. This does not hold either, as the Yeltsin, Pu-
tin, and Medvedev administrations all campaigned on the HIV/AIDS issue 
(Gómez, 2015a). In fact, the biggest electoral constituent was, and still is, con-
servative segments of society attached to the Russian Orthodox Church, which 
maintains a discriminatory view toward the HIV/AIDS community (Pape, 
2014). So, perhaps it was the ongoing pressure from AIDS NGOs, reinforced 
through partnerships with the international community, that prompted the 
government response. As discussed in more detail below, this argument falls 
short, too, due to the absence of a well-organized, politically influential NGO 
community that might have succeeded in garnering sufficient political atten-
tion and support, as well as vehement state resistance to those NGOs supported 
by highly suspect western organizations (Pape, 2014).

Instead, scholars emphasize that it was the government’s national security 
concerns that prompted the Putin administration to increase its attention to 
HIV/AIDS (Pape, 2014; Sjostedt, 2008). In 2006, Putin called for an increase 
in federal spending for the Federal AIDS Center, which in 2004 had been in-
tegrated into the newly established Federal Service for Surveillance on Con-
sumer Rights Protection and Human Well-being (Rospotrebnadzor) of the 
MOH; the funding totaled 3.1 billion rubles (US$47 million). At the same 
time, he publicly committed to putting HIV/AIDS on the national and inter-
national (G8) agenda (ITAR-TASS, 2006a; Pape, 2014; Sjostedt, 2008). That 
3.1 billion rubles was double the amount provided in 2005; according to head 
MOH sanitary physician Gennady Onishchenko, “only 130 million rubles 
[US$1.9 million] were allocated for HIV/AIDS prevention and treatment in 
2005 and in all the previous years” (ITAR-TASS, 2005, 1). Birch (2009, 1) 
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claims that by 2009, federal spending for HIV/AIDS had increased by 33%, 
“making it a central part of an ambitious new national health care strategy.” In 
2009, HIV/AIDS officials claimed that the government planned to increase 
the federal budget from 8.9 billion rubles (US$135 million) to 13.4 billion ru-
bles (US$204 million), and a further increase in spending of up to 19 billion 
rubles (US$290 million) was planned for 2011–12 (ITAR-TASS, 2009b).

In 2007, several other national prevention and treatment programs were 
implemented. As reported by the Global Business Council (2009), in 2007 the 
government created the federal program Prevention and Fight against Socially 
Significant Diseases, 2007–11, which led to the creation of the HIV Infection 
Subprogram. With an allocation of 9 billion rubles (US$379 million), the sub-
program’s goal was to reduce the number of new HIV infections, broaden the 
surveillance coverage of HIV-positive pregnant women under the mother-to-
child transmission prevention program, and increase the share of Russian 
medicines produced/purchased for ARV treatment. In addition, on Octo-
ber 13, 2006, just months after Putin’s public speech, the government autho-
rized creation of the Government Commission on Prevention, Diagnosis, and 
Treatment of HIV/AIDS. The purpose of this commission was to increase 
coordination and cooperation between federal and regional health centers fo-
cusing on HIV/AIDS prevention and medical and social support for people 
living with HIV/AIDS.

In 2006, Putin also sided with other leaders and the MOH to propose the 
creation of Russia’s first Subregional Center for AIDS Control (ITAR-TASS, 
2006c). This organization was established to help the Federal AIDS Center 
coordinate the implementation of HIV/AIDS policies throughout its network 
of Regional AIDS Centers. In large part this initiative stemmed from Putin’s 
growing realization that federalism and decentralization contributed to a lack 
of national and intergovernmental coordination in response to HIV/AIDS 
(ITAR-TASS, 2006b).

New efforts were also made to increase access to medical treatment. By 
2006, the MOH was using the preexisting Regional AIDS Centers to dispense 
ARV medications, and in the following year, the MOH further increased its 
commitment to providing ARVs to anyone in need. Nevertheless, Vadim Pok-
rovsky, head of the Federal AIDS Center, noted that approximately 58,000 
people were in need of treatment but only 18,000 were receiving it (Osadchuk, 
2007)—a recurring problem that I return to shortly. Finally, in 2007, the 
Duma authorized the Decree Concerning Palliative Care to the HIV-Infected. 
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Through this decree, the government strove to enhance the quality of medical 
aid to persons with HIV who were undergoing palliative care (Pape, 2014).

During this period the government also decided to expand its renewed 
commitment to HIV/AIDS at the global level. In the mid-2000s, after a pause 
in providing foreign aid assistance to other nations due to Russia’s precarious 
economic situation associated with the transition to democracy (Bakalova and 
Spanger, 2013), the Putin administration sought to revive the government’s 
historical leadership role in global health. In the process, Russia would regain 
its geopolitical position as donor rather than receiver of foreign aid in health 
(Brezhneva and Ukhova, 2013; Hepler, 2012). From 2007 to 2010, funding for 
global health took up the lion’s share of foreign aid assistance, reaching as 
much as 50%, followed by agricultural (food) security, environment and en-
ergy security, and education (Bakalova and Spanger, 2013; Troilo, 2012). Most 
of the government’s contributions to global health went to the Global Fund to 
Fight AIDS, Tuberculosis, and Malaria (Bakalova and Spanger, 2013; Troilo, 
2012) and to Gavi, the Vaccine Alliance (originally named Global Alliance for 
Vaccines and Immunization)—consistent with the government’s ongoing fo-
cus on providing foreign aid through multilateral channels rather than bilater-
ally (Brezhneva and Ukhova, 2013; Hepler, 2012). Indeed, between 2002 and 
2014, Russia contributed an estimated $US317 million to the Global Fund 
(Zaardiashvili, 2014). By 2012, as table 5.1 shows, Russia led the BRICS na-
tions in total contributions to the Global Fund and Gavi, with US$297 million 
(Sridhar et al., 2013). Through the Global Fund, Russia contributed funding 
for HIV/AIDS and TB programs in Russia itself and in other countries.

Reflecting the Putin administration’s negative geopolitical positioning, 
during the MOH’s initial interaction with the Global Fund in 2003, the 

Table 5.1.  BRICS’ Contributions to Global Health Organizations  
(in US$ millions, 2012)

Contributions to 
the Global Fund* 

Contributions to Gavi, 
the Vaccine Alliance

Brazil 0.0 0.0
Russia 297.0 24.0
India 10.0 0.0
China 25.0 0.0
South Africa 10.3 6.0

Source: Sridhar et al., 2013.
*Global Fund to Fight AIDS, Tuberculosis, and Malaria.
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administration resisted the idea of receiving financial assistance from the fund, 
preferring instead to remain autonomous in the timing and depth of govern-
ment funding for HIV/AIDS. As Wolfe (2005, 2) explains, this “attitude [was] 
characteristic of [the government’s] dislike of receiving handouts or advice 
from outsiders . . . ​[and it was] reluctant to be an applicant.” In fact, Russia’s first 
Global Fund grant proposal in 2003 came not from the government but from 
a consortium of NGOs, which lacked the requirement to form a Country 
Coordinating Mechanism panel consisting of government representatives, peo-
ple living with HIV/AIDS, and activists (Wolfe, 2005). In an effort to further 
consolidate Russia’s historical leadership role as a foreign aid donor and leader 
in global health, by 2010 the government pledged to repay all of the money it 
had received from the Global Fund to help Russian NGOs, while requesting 
other bilateral donors, such as USAID in 2012, to refrain from providing any 
more support (Hepler, 2012). While the government has authorized receiving 
limited funds for NGO activities related to democracy and the rule of law, as 
Bakalova and Spanger (2013, 8) explain, the “government has repeatedly 
stressed its discomfort around receiving them.” To this day, Russia receives no 
bilateral or multilateral funding for HIV/AIDS or other diseases (Bakalova 
and Spanger, 2013).

Russia provided some direct bilateral assistance for HIV/AIDS and for 
health systems strengthening. In 2010, the Medvedev administration increased 
its bilateral assistance for combating HIV/AIDS in neighboring Central Asian 
states ( Jack, 2011). Throughout Central Asia and Africa, the government 
helped to establish research centers on HIV/AIDS and provided technical 
assistance (Morazán et al., 2012). Between 2006 and 2009, Russia provided a 
multimillion-dollar grant package to help strengthen health systems in 
neighboring countries, mainly in response to the influenza pandemic (Provost, 
2011). Nations in other regions of the world, such as Kyrgystan, Nicaragua, 
and Nauru, also received approximately US$50 million from Russia to help 
strengthen their health, education, and infrastructure sectors (Bakalova and 
Spanger, 2013). Russia has also sent physicians to several Eastern European 
and African nations to train their counterparts (Troilo, 2012), provided assistance 
in implementing medical support projects (Makarychev and Simão, 2014), and 
given direct support to help strengthen the human resource capacity of health 
systems and malaria control programs (Jordan, 2010).

Russia’s ongoing leadership role in global health also extended to interna-
tional agenda-setting efforts. For example, in 2006, Russia took advantage of 
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its G8 presidency to propose specific health initiatives, such as placing infec-
tious disease control and prevention firmly on the G8 agenda for the first time 
in its history (Hepler, 2012).

In sharp contrast to what we saw in Brazil and India, however, Russia’s gov-
ernment never sought to increase its international reputation in health and/or 
its reputation as a geopolitical power by engaging in aggressive negotiations 
with pharmaceutical companies for greater access to ARV medications. This 
was so despite a context in which the government did not produce generic ver-
sions of ARVs (voiding the potential to issue compulsory licenses through the 
2001 Doha declaration), thus making the price of such medicines excessive 
(Pape, 2014). In theory, this situation should have compelled Russia to join 
Brazil, India, and other developing nations in collectively bargaining for more 
affordable pharmaceutical prices, but Russia did not do so (Watt, Gómez, and 
McKee, 2014). I maintain that the government’s unwillingness to bargain with 
pharmaceutical industries reflected a lack of political priority and commit-
ment to ensure that it had sufficient medication to treat all those in need 
(Gómez, 2009). Pape (2014) concurs and adds that the MOH also lacked the 
proper diplomatic training to effectively bargain with pharmaceutical compa-
nies, while NGOs and people with HIV/AIDS were unable to mobilize and 
effectively pressure the government—which could have been facilitated 
through a strong partnership with health officials. Finally, Pape (2014) goes on 
to attribute these challenges to a high level of corruption among international 
suppliers and government health officials, thus making it easier for the suppli-
ers to manipulate conditions to their advantage.

Hence, whereas Brazil, India, and China sought to provide bilateral and 
multilateral assistance in HIV/AIDS to further enhance their international 
reputation in health, Russia instead strove to use foreign aid in health as an 
opportunity to increase its international power, leadership, and influence 
(Bakalova and Spanger, 2013; Jack, 2011; Makarychev and Simão, 2014). Russia 
wanted to reclaim its historical position and status as a donor rather than re-
ceiver of foreign aid in health (Bakalova and Spanger, 2013; Brezhneva and 
Ukhova, 2013; Gómez, 2015a; Jack, 2011; Makarychev and Simão, 2014). NGO 
leaders note that the government’s geopolitical beliefs and ambitions shaped 
its interest in helping other nations combat HIV/AIDS. Dr.  Alexi Brobrik, 
former director of Moscow’s Open Health Institute, stated that “Russia always 
tried to be an international power, to present itself like a donor country . . . ​
We wanted to be among the leaders—to launch Sputnik, to put the first person 
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in space, to help other developing nations. So basically the commitment of 
Russia to the Global Fund is in the same role” (Frontline, 2006, 1).

The only reputational issue that Russia’s leadership has been concerned 
with is enhancing its global status as a sovereign power and becoming a force 
in a multipolar world (Bakalova and Spanger, 2013; Brezhneva and Ukhova, 
2013; Jack, 2011). In fact, the notion of foreign aid securing “Russia’s status of 
superpower” was listed as one of the four goals in the government’s first and 
only official document discussing its foreign aid objectives: the Concept on Rus
sia’s Participation in International Development Assistance (Bakalova and Panger, 
2013). In contrast to what we saw in China, Russia’s aid assistance also is not 
primarily motivated by economic and financial gain, though efforts to facili-
tate access to agricultural markets have been pursued through the provision of 
food grains (Makarychev and Simão, 2014). In essence, it is the government’s 
concern with Realpolitik—that is, ensuring that it can secure control and in-
fluence, especially within the former Soviet region—that has guided its inter-
est in foreign aid assistance (Brezhneva and Ukhova, 2013).

The government has been criticized for assuming this kind of donor leader-
ship role at a time when it needs to invest more in its domestic HIV/AIDS 
programs. In an opinion survey conducted by the World Bank in 2010, 66% of 
the participants noted that Russia was not rich enough to help other nations 
while also improving its domestic welfare policies, and 82% believed Russia 
should be more concerned with its domestic problems (Brezhneva and Ukhova, 
2013). Criticism has even emerged from within the government. According to 
the director of the Federal AIDS Center, Vadim Pokrovsky, “the problem is 
that Russia helps the Global Fund but does not increase funds for the fight 
against HIV/AIDS within the country” (quoted in Quinn, 2014, 1). Others 
comment that “international prestige and the wish to be accepted among the 
group of G8 countries thus apparently had a higher priority for the Russian 
government than the development of an effective domestic response to HIV/
AIDS” (Pape, 2014, 218). What is even more ironic is that the government felt 
compelled to fund methadone treatment and harm reduction strategies 
through the Global Fund for other countries while vehemently resisting the 
funding of such policies in Russia (Quinn, 2014). When an activist from the 
ESVERO (Russian Harm Reduction Network) NGO approached an anony-
mous international donor to help finance its harm reduction activities, the 
funder was baffled, allegedly stating: “Wait, you yourselves [Russia’s govern-
ment] are giving us money for this” (quoted in Quinn, 2014, 1).
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Despite the government’s seemingly renewed commitment to domestic and 
global HIV/AIDS policy, several policy shortcomings remain, especially with 
respect to the efficacy of federal funding and improved prevention and treat-
ment programs. In contrast to Brazil, India, and China, even as Russia’s lead-
ership began to pay more attention to HIV/AIDS, this attention did not lead 
to a strong, effective, and ongoing policy response.

For example, by 2008, in response to the government’s concern about its 
financial situation, the Putin administration decided to reduce the national 
budget for HIV/AIDS (Gutterman, 2008), thus failing to provide sufficient 
funds for medical treatment and the MOH’s various Regional AIDS Centers 
(Brown, 2006). Furthermore, researchers subsequently discovered that the in-
crease in federal funding for prevention programs between 2006 and 2007 did 
not lead to any substantive improvements and/or the creation of new preven-
tion and treatment programs (Kucheryavenko and Gómez, 2016). Yet, HIV/
AIDS officials emphasized that more funding for specific policy efforts was 
needed: specifically, funding for programs targeting Russia’s largest at-risk 
groups such as IDUs, the gay community, and sex workers. In fact, according 
to Pokrovsky, despite an increase in federal spending, the programs at that 
time almost completely neglected those groups most intensely affected and in 
need (Schwirtz, 2011). At the same time, others claimed that of the 400 million 
rubles (US$6.1 million) provided for the national AIDS program in 2009, 
much went missing (ITAR-TASS, 2009a). Worse still, this occurred even after 
Putin reemphasized the threat posed by HIV/AIDS to national security in the 
publication National Security Strategy of the Russian Federation until 2010 (Kuch-
eryavenko and Gómez, 2016). Figure 5.2 shows the change in funding of pro-
grams in Russia from 2004 to 2015.

Only recently has federal spending for the Federal AIDS Center been in-
creased. In 2014, 18 billion rubles (US$274 million) were allocated (Agence 
France-Presse, 2015), increasing to 20.42 billion rubles (US$306 million) in 
2015 (fig. 5.2). However, this level of funding is deemed wholly insufficient, con-
sidering that most of the funds are used for the purchase of ARV medications 
rather than prevention programs for at-risk groups (Agence France-Presse, 
2015; Reuters, 2015b).

Pokrovsky has also continued to express his ongoing frustration at the lack 
of political support for his efforts to obtain funding for prevention pro-
grams. In addition to repeatedly criticizing the government for its lack of focus 
and the absence of a coherent national strategy, Pokrovsky has complained 
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Figure 5.2. Federal budget for domestic HIV/AIDS programs in Russia (billions of 
rubles), 2004–15. Source: Kucheryavenko and Gómez, 2016.

constantly about the absence of concrete political and financial support. He 
even presented the MOH and Duma with ongoing problems such as the 
shortage of ARV medications (Kucheryavenko and Gómez, 2016). Pokrovsky’s 
opposition to the state’s conservative views and his support for western-based, 
proven scientific approaches to HIV/AIDS prevention, treatment, and policy 
recommendations have contributed to this lack of political support within gov-
ernment. It also contributes to ongoing tensions between the Kremlin, the 
MOH, and the Federal AIDS Center. In this context, and in sharp contrast to 
what we saw in Brazil and India, Pokrovsky has had very little autonomy and 
essentially no financial and political support for the prevention programs that 
he and the international scientific and policy community believe are essential 
to stem Russia’s burgeoning tide of HIV/AIDS cases.

The inability to secure ongoing financial support for prevention programs 
has been one of the main reasons that the epidemic persists (Arkhangelskaya, 
2015; Schwirtz, 2011). As the disheartened HIV/AIDS activist Anya Sarang, 
president of the Andrey Rylkov Foundation for Health and Social Justice, once 
commented: “there [was] zero money in the federal budget to fund focused 
HIV prevention and education” programs (quoted in Gorst, 2010, 1). To this 
day, there is not a single piece of national legislation requiring sex education 
in schools, general state-sponsored propaganda messages about safe sex 
that provide simple information such as how to obtain and use condoms, the 
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distribution of condoms to sex workers, or the distribution of clean needles 
(Mirovalev, 2016). Worse still, recently, when Pokrovsky lobbied the Moscow 
City Council for the introduction of sex education in schools, the head of the 
city council’s health committee, Lyudmila Stebenkova, responded by stating 
that Pokrovsky was a “typical agent working against the national interests of 
Russia” (quoted in Fitzgerald and Kucheryavenko, 2015), claiming that his 
suggestion would only increase children’s interest in sex and lead to a further 
increase in HIV infections. To this day, Pokrovsky claims that there is not a 
single MOH expert in charge of HIV prevention (Fitzgerald and Kuchery-
avenko, 2015).

Federal funding for Regional AIDS Centers also failed to increase after 
Putin’s 2006 national security declaration. Burns (2007) claims that this 
mainly stemmed from the federal government’s ongoing belief that regional 
AIDS authorities should respond to the epidemic on their own. Indeed, in 
2006, even after Putin’s proclamation, the federal government required that 
local governments start increasing their share of healthcare and other social 
welfare responsibilities through a new federal law on “local self-government” 
(Burns, 2007, 30). This led to the MOH’s decision in 2013 to decentralize 
the responsibility of purchasing all ARV medications to the oblast govern-
ments (Quinn, 2014), thus imposing an addition financial burden. Even be-
fore this decision was made, when the MOH controlled all AIDS funding, the 
states still received inadequate financial support (Thatchenko-Schmidt et al., 
2010). Indeed, Kiselev (2010) claims that government-run AIDS clinics re-
ceived only about 20% to 40% of the funding to which the Federal AIDS 
Center said they were entitled.

The government also continued to fall short of ensuring an adequate supply 
of ARV medications (Vangelder, 2011). According to Pokrovsky, at least one in 
three HIV-positive persons in Russia were unable to receive treatment due to 
shortages of medical supplies in the Regional AIDS Centers (Stolyarova, 
2010). In 2008, he further commented that despite the expectation that the 
government would provide free ARV medications, only 35,000 individuals had 
received treatment (Moscow Times, 2008). This situation worsened over time, 
as there has been a repeated shortage of ARVs due to federal financial short-
falls (instigated by an ongoing economic recession) and high costs, which 
means provision of ARVs cannot keep pace with the burgeoning rate of HIV 
infection. But these medication shortfalls also reflect a reduced supply due to 
the government’s efforts to create its own domestic market of generic medi
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cations to replace expensive imported—and arguably better quality—ARV 
medications, which have comprised 80% of all medications purchased by oblast 
governments (Rozhdestvensky, 2015). Currently, most doctors can treat only 
about one in five patients due to the shortage of several new and complex ARV 
medications, which are mainly found abroad (Goble, 2015a). Other estimates 
suggest that of all the AIDS cases in Russia, only 200,000 people are being 
treated with ARVs, with preference given to individuals with malfunctioning 
immune systems (Arkhangelskaya, 2015). As of 2015, the MOH reported that 
approximately 30% of the population in need of ARV treatment did not have 
access to it (Chicago Tribune, 2015).

Yet another challenge is the government’s ongoing reluctance to provide 
methadone treatment for IDUs—a scientifically proven, WHO-prescribed 
treatment—or to provide social workers who can distribute clean needles and 
teach drug users how to avoid infection (Clark, 2016; Reuters, 2015b). Worse 
still, any individual or institution suspected of selling methadone for treat-
ment can face up to 20 years in prison (Bennetts, 2016).

But geopolitics has also mattered. Moscow’s ongoing reluctance to adopt 
the WHO’s recommendation for methadone treatment, which is on the 
WHO’s list of “essential medicines,” and the free distribution of needles pro-
vides yet another example of the pernicious effects of the government’s nega-
tive geopolitical positioning. That is, politicians ignore international advice 
and seek policy design and implementation on their own, at their own pace, 
based on their own beliefs and cultural values, reinforced through their posi-
tion as a sovereign power, and indifferent to world opinion. Journalists at the 
Pulitzer Center, Nora Fitzgerald and Oleg Kucheryavenko (2015, 1), summa-
rized this situation nicely: “It’s clear that the government of President Vladi-
mir Putin has decided to significantly reduce any outside influence over the 
country’s AIDS policies, which prevents foreign financial and technical assis-
tance or cooperation with the international AIDS community. The Putin ad-
ministration’s unrelenting efforts to reestablish Russia as a world power has 
encouraged the medical community and officials to ignore all international 
AIDS policy recommendations and technical assistance, while banning the 
presence of foreign NGOS.”

At a special UN meeting on June 8, 2016, the secretariat called on all member 
states to put an end to the epidemic by 2030. The Russian delegation revealed 
its continuing unwillingness to adopt the UN’s policy recommendations. The 
resolution voted on at this meeting was to establish three targets to be reached 
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by 2030: (1) reducing new HIV infections, (2) reducing mortality rates, and 
(3) eliminating HIV discrimination in AIDS prevention and treatment policies 
(Loyce, 2016). A political declaration was adopted by the 193-nation General 
Assembly that stressed the importance of HIV prevention programs for IDUs, 
sex workers, gay men, transgender people, and prisoners. Russia immediately 
rejected the declaration, calling for an amendment that did not require 
assistance for the gay community, drug addicts, prisoners, diplomats, or civil 
societal groups (Loyce, 2016). By requesting this amendment, Moscow was 
essentially rejecting the UN’s resolution to decriminalize homosexuality and 
drug use for the purposes of prevention and treatment policies. When defend-
ing Russia’s position, the government’s health minister, Veronica Skvortsova, 
stated that Russia and other governments should have a “sovereign right” to 
decide their own public health strategies (Radio Free Europe, 2016).

The government’s ongoing lack of commitment to adopting the interna-
tional community’s suggested prevention and treatment programs is also fu-
eled by the government’s high regard for the Russian Orthodox Church. Since 
the epidemic emerged, the Church has had a track record of influencing the 
AIDS policy views of presidents and Duma leaders, especially under Putin’s 
conservative, dominant Pro Unity political party (Gómez, 2006). The Church’s 
ongoing influence has motivated the government to heed the Church’s re-
peated condemnation of drug substitution therapies—notwithstanding the 
escalation of HIV cases attributable to intravenous drug use (Schwirtz, 2011). 
Putin has made an effort to appeal to more conservative segments in society—
primarily middle-aged Russians and blue-collar workers, many of whom are 
members of the Russian Orthodox Church—by promoting a return to family 
and moral values. This has created few incentives for Putin and his party 
to support treatment and prevention programs deemed by this conservative 
community as immoral, such as methadone treatment, sex education in 
schools, and funding for the gay community (Agence France-Presse, 2015; 
Bennetts, 2016). As if this were not enough, in 2015 influential bishops lobbied 
the government to accept the Church’s proven approach to HIV prevention 
(confirmed through its application to an estimated 10,000 children and 
college-age students): the promotion of chastity, faith, and patriotism (Reuters, 
2015a). The Church vehemently opposed the free distribution of condoms, sex 
education, and methadone treatment, perceiving these approaches as both in
effective and immoral.
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Nevertheless, noticing the ongoing need to strengthen the government’s 
policy response, in the spring of 2015 the MOH announced the creation of the 
Five-Year Strategy for Fighting HIV. This strategy seeks to increase spending, 
provide new initiatives such as HIV/AIDS education, promote and facilitate 
international collaboration, increase the effectiveness of HIV testing and 
treatment, and encourage the production of domestic generic ARV medi
cations (Rozhdestvensky, 2015). To date, however, the strategy is still in devel-
opment and no credible information has been released as to how it will be 
funded and implemented.

In summary, in 2006, after realizing the threat posed by HIV/AIDS to na-
tional security, the government heightened its attention and response to the 
epidemic (Gorst, 2010; Pape, 2014). But to what end? The threat to national 
security did not guarantee that the government would enact a sustainable, 
stronger policy response. Some new policy initiatives were established, but the 
response appears to have weakened within the past five years: insufficient fed-
eral funding for HIV/AIDS prevention policies, oblast health departments, and 
ARV medications persists. This situation has recently forced Director Vadim 
Pokrovsky of the Federal AIDS Center to comment that the government “has 
in effect stopped fighting the spread of HIV/AIDS” (quoted in Goble, 2015b, 1). 
Anything close to creating a strong centrist policy response, as seen in Brazil, 
does not appear anywhere on the horizon.

Needless to say, the government has not created a centrist policy re-
sponse. As I explained in chapter 1, a centrist policy response requires three 
components: the creation and ongoing financial and administrative expan-
sion of federal agencies, the development of effective prevention and treat-
ment programs (particularly, universal access to medicines), and formal and 
informal strategies to increase the central government’s policy influence in 
a context of healthcare decentralization. In Russia, however, the govern-
ment has not maintained its commitment to increased administrative spend-
ing for the NAP, has not introduced an effective universal ARV policy, and 
has never engaged in efforts to formally increase the MOH’s influence 
over state AIDS policies through the provision of conditional grant assis-
tance for HIV/AIDS programs. In addition, and as I explain in more detail 
shortly, because of the MOH’s weak partnership with NGOs, it has not in-
formally worked with them to monitor policy implementation at the oblast 
level.
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Because of this situation, and in sharp contrast to its BRICS counterparts, 
Russia saw the number of HIV cases increase to 900,000 (the highest in Eu
rope) in 2015 (Arkhangelskaya, 2015), up from an estimated 50,000 in 2010 
(Luhn, 2015). Moreover, approximately 10,000 new HIV cases are reported 
annually, which is likely to increase by 250% over the next five years (Goble, 
2015a). The government’s own health minister, Veronika Skvortsova, recently 
admitted that Russia’s AIDS situation is “out of control” (quoted in Goble, 
2015a, 1).

In 2014, this worsening situation motivated Prime Minister Dmitry Med-
vedev to approve an eight-year, 212 billion ruble (US$6.4 billion) plan to help 
the MOH identify drug addicts and fund programs that promote healthy 
lifestyles and sports (Bennett and Kravchenko, 2014). And in October 2015, 
Medvedev announced that the MOH would increase funding for HIV/AIDS 
prevention to US$600 million (Bennetts, 2016). Many remain skeptical, how-
ever, especially when considering the innumerable failed promises made in the 
past. In fact, just two months after this announcement, when the federal bud
get was announced in December 2015, funding for HIV/AIDS care and pre-
vention decreased by US$600,000 (Bennetts, 2016). Activists also recall that in 
2011, less than 150 million (US$2.2 million) of the 500 million rubles (US$7.6 
million) allocated for prevention was spent, with the rest returned to the trea
sury for no apparent reason. Much of the federal funding allocated for the 
purchase of ARV medications has gone to the Russian company Rostec—
which is, incidentally, led by a close friend of Putin, Sergei Chemezov, like 
Putin a former KGB officer (O’Hanlon, 2012).

But why has the government been repeatedly incapable of strengthening its 
policy response to HIV/AIDS? Yet another contributing factor has been the 
absence of a strong partnership between the bureaucracy and NGOs, provid-
ing few allies that bureaucrats could use to potentially obtain more political 
support for their programs.

The Absence of Strong Bureaucratic–Civil  
Societal Partnerships

Historically, social movements and organizations in Russia have developed sep-
arately from the government. Before the 1917 Bolshevik Revolution, during 
Russia’s tsarist period, the activist community flourished and was committed to 
solving its own problems (Conroy, 2006; Hosking, 2001). Social clubs that 
were focused on poetry, music, and art thrived, and volunteer groups—often 
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organized by the youth—arose to lend a hand where needed. Teenagers in 
Moscow created the Timur Teams, formed to help the elderly (Topolev and 
Topoleva, 2001). Business philanthropy thrived, donating generously (Conroy, 
2006).

The government helped to foster this volunteerism. Primarily, this encour-
agement stemmed from the government’s difficulty in providing social services 
to remote areas. The tsars often encouraged the formation of volunteer civic 
organizations to provide social services for the poor in such areas. Under 
Catherine II and Alexander I, local participatory governments, called Zemstvo—
composed of voting peasants, nobles, and the business class—thrived (Conroy, 
2006; Hosking, 2001). Zemstvo eventually replaced state boards in their respon-
sibility for providing social welfare services, particularly medical attention, to 
the poor (Conroy, 2006). By the late nineteenth and early twentieth centuries, 
a rich tradition of participatory self-governance and volunteerism had emerged 
(Conroy, 2006; Topolev and Topoleva, 2001).

When it came to public health, local doctors and healthcare practitioners, 
known as feldshers, did not pressure the central government for immediate 
policy intervention whenever new diseases emerged. In fact, the opposite 
situation occurred: feldshers, steeped in their beliefs in participatory self-
governance and encouraged and invited by friends within the Zemstvo, preferred 
to work on their own, without the help of central government officials. In fact, 
the feldshers viewed the central government as an impediment to their work 
at the grassroots level. Up through the early twentieth century, then, local 
governments and physicians were primarily responsible for responding to epi-
demics on their own (Hosking, 2001).

Social movements and organizations were certainly present during this pe-
riod, sharing concern and interest in containing the spread of disease. But in 
contrast to what we saw in Brazil, they were either ineffective in or apathetic 
toward establishing close partnerships with public health officials and asking 
for their assistance. Though a Social Hygiene movement emerged during the 
late 1700s—seeking to transform the MOH’s focus to preventive (rather than 
curative) healthcare, universal healthcare, and an understanding of the social 
determinants of health—the movement’s leaders repeatedly failed to gain trac-
tion and influence at the national level. The movement eventually received the 
endorsement of the national Commissariat of Public Health, N. A. Semashko, 
but he did not have much influence and even faced political resistance for his 
policy ideas (Solomon, 1990).
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Civic organizations that were focused on public health also flourished, 
though they did not seek central government intervention. In major cities, 
pharmacy societies began to emerge, working with local government officials 
and engineers for cleaner water and food. In addition, the Society for the 
Preservation of Public Health first emerged in St. Petersburg in 1880, with 
approximately 300 volunteers. Within a few years, however, this organization 
had spread to several cities, where it focused on sponsoring research and in-
creasing public awareness (Conroy, 2006). The MOH endorsed much of the 
society’s work—which supports historians’ views that the MOH needed the 
organization’s help in reaching out to distant communities.

Despite the emergence of proactive physicians, feldshers, and social move-
ments and civic organizations focused on public health, these individuals and 
groups never proffered ideas for immediate central government intervention 
in response to disease epidemics. They flourished in their ability to work alone, 
under Zemstvo auspices, to eradicate disease (Hosking, 2001). There was an 
ongoing belief that local physicians and community members were, in fact, 
more capable than the central government in containing the spread of 
disease.

After the 1917 revolution, and especially under the Soviet Union, these so-
cial movements and civic organizations gradually disappeared. There was a 
brief increase in civic activity shortly after the revolution, but by the 1930s, the 
government had supplanted civic organizations and social movements with 
new ones organized by the Communist Party (Evans, 2006a). Soviet Commu-
nism and its self-proclaimed infallibility and totalitarianism took over all of 
Russian society, leaving little room for questioning or doubt (Mead, 1955). By 
1935, Evans (2006a) explains, essentially all of the civic organizations and so-
cial movements that stemmed from years of civic freedom under the tsars, in-
cluding those committed to public health, had come to an abrupt end. This 
left an enduring negative imprint: the Russian people’s unfamiliarity with the 
importance and effectiveness of civic mobilization and a fear to mobilize.

Societal activism’s second chance came with the downfall of the Soviet 
empire and the transition to democracy. This opportunity was short lived, 
however. Under the head of the Communist Party, Mikhail Gorbachev (1985–91), 
subsequently elected as Russia’s first president in March 1990, the government 
encouraged the development of social movements and NGOs, mainly in an 
effort to monitor national and state governments and therefore increase po
litical accountability (Evans, 2006a). NGOs nevertheless lacked sufficient 
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funding, while concerned individuals in society had little knowledge about or 
trust in social movements that for years had done nothing to help people 
(Evans, 2006a; Nemyria, 2002). Furthermore, under the Boris Yeltsin (1991–
99) administration, the extreme concentration of power under the president 
and the lack of government attention to NGOs further undermined develop-
ment of the NGO community (Evans, 2006b). By the 1990s, at the height of 
the HIV/AIDS epidemic, NGOs were financially insecure, socially and po
litically marginalized, and incapable of influencing policy (Evans, 20016b; 
Nemyria, 2002; Topolev and Topoleva, 2001).

The arrival of the Vladimir Putin administration did not help. Perhaps 
more so than any other president since Stalin, Putin, from the beginning of 
his administration, made it clear that he did not trust any independent move-
ment in society (Evans, 2006b). Putin lambasted any NGO working closely 
with international organizations, especially those in the West, as well as chari-
table groups (Evans, 2006b; Topolev and Topoleva, 2001). While he encour-
aged the presence of NGOs in public, Putin’s version of an NGO was one that 
was wholly subservient to his needs (Evans, 2006b). This naturally led to the 
endorsement of only those NGOs that were working in support of Putin’s 
interests.

These historical and political preconditions contributed to the absence of 
an immediate and effective NGO response to HIV/AIDS (Gómez and Harris, 
2015; Wallander, 2005). The NGOs that first emerged, AIDS Infoshare in 
1993 and Siberia AIDS-Aid (in the state of Tomsk) in 1995, received little rec-
ognition and support from the government (Gómez, 2006; Gómez and Harris, 
2015; Wallander, 2005). Heavily influenced by conservative communist tenets 
and the Russian Orthodox Church, politicians and MOH officials viewed any 
civic organization working with the gay and drug-using community as im-
moral and unworthy of government support. As occurred under the Soviet 
Union, only those NGOs viewed as nationalistic and morally upright and 
those staffed and guided by the state were supported; these views deepened 
under Putin (Evans, 2006b; Pape, 2014).

Despite this challenging environment, by the late 1990s several AIDS 
NGOs had emerged throughout Russia (Pape, 2014; Wallander, 2005). The 
first type to arise were well-organized, internationally funded NGOs in major 
urban centers, such as Focus Media, AIDS Infoshare, ESVERO, and Siberia 
AIDS-Aid. As described by Pape (2014), these organizations focused on in-
creasing public awareness, pressuring the government to adopt prevention and 
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treatment programs, information gathering, and the exchange of policy 
ideas and experiences in various public venues. Several national-level NGOs 
emerged that were focused on establishing networks of service providers 
throughout Russia, with a focus on access to medical and harm reduction ser
vices. These included ESVERO, the All-Russian Association of PLWH, and 
the National Forum of AIDS-Service NGOs. A plethora of smaller regional 
and community-based NGOs also emerged to increase awareness, provide pre-
vention and treatment services, and encourage self-help initiatives and groups. 
Finally, several federal and regional NGOs were established with the support 
of the government’s Federal and Regional AIDS Centers, such as the Federal 
Russia Healthcare Foundation (RHF). The RHF was primary responsible for 
creating large public awareness campaigns such as the “AIDS Stop” motor ral-
lies in 2007 and 2008, for implementing prevention and ARV treatment pro-
grams, and for palliative care. The RHF was criticized by the domestic and 
international NGO community for being a bureaucratic arm of the state, 
working in close partnership with MOH bureaucrats rather than with NGOs.

As Pape (2014) notes, there was a considerable amount of inequality in the 
financing and organizational capacity of these NGOs by the turn of the 
twenty-first century. While the large NGOs working in major urban centers 
had ample volunteers and support from international donors, smaller regional 
and community-based NGOs often lacked adequate funding, technical exper-
tise, and human resources (Pape, 2014; Wallander, 2005). This situation led to 
a high level of competition and an unwillingness to share resources and expe-
riences at the regional level (McCullough, 2005). At the same time, because of 
its close association with the Federal AIDS Center, the RHF was able to se-
cure a steady stream of funding, though this was mainly used to sustain careers 
within RHF rather than introduce innovative, western-based prevention and 
treatment programs (Pape, 2014).

In the mid-2000s, the larger NGOs working mainly in Moscow and St. Pe-
tersburg received an injection of support, and thus of potential policy influ-
ence, from the international donor community. In 2004, Focus Media and 
AIDS Infoshare partnered with foreign-based NGOs in these cities—namely, 
the Open Health Institute, AIDS Foundation East-West, and Population Ser
vices International. Together, they successfully bid for a grant from the Global 
Fund in the amount of US$109 million for prevention and treatment programs 
(Pape, 2014). What emerged from this project was the GLOBUS consortium, 
the largest externally funded project focused on providing funds for a variety 
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of NGOs working on prevention and treatment services. ESVERO, an NGO 
that united 33 regional harm reduction NGOs, also received a grant from the 
Global Fund in 2006 in the amount of US$14 million. The RHF received a 
grant of US$136 million (Brown, 2006; Pape, 2014).

In 2006, shortly after Putin’s HIV/AIDS and national security speech, Putin 
and MOH bureaucrats began to voice their support for the work that these 
NGOs were doing, emphasizing the government’s commitment to working 
with them (Brown, 2006). The political momentum in favor of supporting 
NGOs’ response to HIV/AIDS seemed to have finally emerged. Those NGOs 
that benefited the most from this were the well-funded ones located in Mos-
cow and St.  Petersburg, which had not only funding but also access to key 
government officials (Pape, 2014).

But this political attention and support did not last long. In July 2009, Putin 
and the MOH decided to no longer fund the GLOBUS consortium through 
the Global Fund (Cohen, 2010). This move reaffirmed suspicions that Putin 
and the MOH were not fully committed to working with the HIV/AIDS com-
munity. This had serious implications. Some NGOs receiving grants through 
the GLOBUS consortium, such as LaSky, an NGO dedicated to prevention 
services for the gay community, had to let go several employees due to insufficient 
funding; other NGOs faced the specter of being shut down (Cohen, 2010). Sev-
eral NGOs saw a decline in federal funding not only for their organizations 
but also for the MOH’s HIV/AIDS prevention efforts, leaving the NGOs to 
fill in the gaps for services previously provided by Regional AIDS Centers. 
NGOs that were focused on harm reduction strategies, such as ESVERO, 
quickly discovered that no AIDS bureaucrats had any experience or interest 
in harm reduction (Toor, 2015). Worse still, those NGOs that were provid-
ing harm reduction services, methadone treatment, and the distribution of 
condoms were told to stop providing these services and to decrease their staff 
(O’Hanlon, 2012).

The ability of HIV/AIDS NGOs to continue providing such services is 
waning. Their major sources of funding, international donors, are starting to 
leave Russia. For example, existing Global Fund grants are due to expire in 
2017. This is the result of the Global Fund’s decision to withdraw from Russia 
because of the government’s substantial reduction in funding support in 2009 
and the fund’s decision to do the same, as well as its reclassification of Russia as 
an aid donor rather than recipient in 2010. Furthermore, in 2012, international 
bilateral donors such as USAID and philanthropic organizations such as the 
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Open Society Foundation, which previously provided funding to approxi-
mately 200 NGOS for harm reduction programs, were asked to leave the 
country. They were viewed by the Kremlin as conspiring to influence domes-
tic politics through the provision of grants (Chicago Tribune, 2015; Quinn, 
2014). This unmasked the Putin administration’s interests in curtailing the 
West’s influence in domestic politics and HIV/AIDS policy (Bennett and 
Kravchenko, 2014).

These interests were solidified through the passage of a federal law in 2012 
that required all foreign organizations providing funding to Russian NGOs to 
register themselves as “foreign agents.” In so doing, NGOs became subject to 
random government investigations, and in some instances this led to the de-
tention, arrest, and interrogation of staff (Mirovalev, 2016; Toor, 2015). Other 
domestic NGOs have simply been denied registration based on their work. 
For instance, the Silver Rose, an NGO based in St. Petersburg, has been 
denied registration three times because of its work with sex workers and its ac
ceptance of western funding (Mirovalev, 2016). Through these efforts, the 
ability of external donors to support NGO prevention and treatment efforts 
has declined considerably. As if that were not enough, the government has 
denied funding to NGOs once they have been perceived as allies to western 
institutions and their policy ideas. In fact, Ilya Lapin, an activist working 
for ESVERO, recently stated that after requesting funding from the MOH, 
ESVERO was told “that we are foreign agents, that we promote pedophilia, 
homosexuality and drug addiction. It all comes back to that” (quoted in 
Quinn, 2014, 1).

The NGO community has also been the victim of information censorship 
and violation of civil liberties. Organizations that have posted information on 
their websites about the advantages of methadone treatment, for example, have 
seen their websites shut down by the government, in accordance with state law 
on “drug propaganda.” Other NGOs have been forced to remove any state-
ments supporting methadone treatment. These efforts suggest that the gov-
ernment has lost trust and confidence in NGOs and that it does not agree with 
them on how to treat the HIV/AIDS epidemic (Toor, 2015).

As a result, NGOs have essentially had to work on their own, striving 
to  make a difference where they can. The Andrei Rylkov Foundation for 
Health and Social Justice is a good example of an NGO that is reaching out to 
the at-risk community in Moscow, providing condoms and being the only 
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organization in the city to provide clean needles to IDUs (Bennetts, 2016). 
Meanwhile, activists continue to complain of the government’s ongoing lack 
of attention to their needs. Ilya Lapin recently commented in a newspaper that 
“organizations like ours inform him [Putin], we send him reports, we do inde
pendent reports, we study international recommendations . . . ​we talk about 
this, but he doesn’t hear us” (quoted in Luhn, 2015, 1).

In this context, HIV/AIDS NGOs have had little impact on the design of 
national policies (Gómez and Harris, 2015; Pape, 2014). And it is easy to un-
derstand why national AIDS bureaucrats have never viewed AIDS NGOs as 
strategic, influential partners that they could work with to increase bureau-
crats’ legitimacy, influence, and ability to secure ongoing program support 
from the government. In the eyes of key politicians and senior health officials, 
HIV/AIDS NGOs, especially those pursuing prevention and treatment ef-
forts encouraged by external donors, are not trustworthy and lack credibility 
(Pape, 2014). As Pape (2014, 228) notes, today the government has essentially 
“turned a deaf ear to the proposals of NGOs.” The ideas and visions that 
NGOs provide stem not from historical pride in central government interven-
tion (which never existed) but rather from ideals, interests, and beliefs deriving 
from international policy recommendations such as the importance of metha-
done treatment, harm reduction, condom distribution, and prevention pro-
grams for the gay community; these policies have not been supported by the 
Putin administration (Pape, 2014). Even if the MOH and Pokrovsky’s Federal 
AIDS Center strove to establish a partnership with NGOs, Putin’s adminis-
tration and his conservative dominant party in the Duma would more than 
likely not provide support. However, this has not stopped Pokrovsky from 
doing what he can to meet with and educate society about HIV prevention. He 
has been relentless in protecting society, especially Russia’s youth; he has pro-
actively met with local schools and attended conferences to share knowledge, 
lend support, and provide encouragement (Panina, 2016).

In sum, although Russia’s negative geopolitical positioning eventually mo-
tivated the government to respond to HIV/AIDS because of its perceived na-
tional security threat, such a threat proved insufficient for amassing a stronger 
policy response; worse still, in the absence of strong bureaucratic–civil societal 
partnerships, Russia’s AIDS bureaucrats joined their Indian and Chinese 
counterparts in being hampered in their ability to achieve a centrist policy 
response.
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Responding to Tuberculosis
By the 1980s, in tandem with the growth of HIV/AIDS cases, Russia was 
experiencing a resurgence of TB. Several factors contributed to this reemer-
gence of TB, including the introduction of a free market system and an 
increase in unemployment and poverty (Kazionny et  al., 2001; Shilova and 
Dye, 2001); increased incarceration rates in congested prison centers (Shilova 
and Dye, 2001); drug use and the AIDS virus (Dimitrova et al., 2006); and a 
steady decline in federal funding for TB prevention and treatment, due mainly 
to the collapse of the Soviet system and the financial inability to sustain a 
federally funded vertical program (Dimitrova et al., 2006; ITAR-TASS, 1998; 
Perelman, 2000; Shilova and Dye, 2001). Major socioeconomic transforma-
tions, new health threats, and a weakening public health system all contrib-
uted to the resurgence of a disease that had been controlled for several decades 
through the Soviet government’s historically well-funded public health system 
(Perelman, 2000; Shilova and Dye, 2001).

The epidemiological profile of TB varies from one state to another. In some 
states, imprisonment and poor sanitary conditions have been the main con-
tributors to the resurgence, while in major cities, HIV is the principal cause of 
infection. Initially, most TB cases emerged among prisoners and the poor, but 
they have now spread to the general population (Dimitrova et al., 2006).

As figure 5.3 illustrates, beginning in the 1990s, the number of registered 
TB cases began to surge, increasing from 34.1 per 100,000 in 1991 to 85.1 per 
100,000 in 2008 (Russia, Ministry of Health [MOH], 2009). Furthermore, 
due to a steady decline in the number of TB-positive individuals who adhered 
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Figure 5.3. Tuberculosis cases and mortality in Russia (per 100,000 population), 
1991–2009. Source: Demikhova and Karamov, 2011.
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to the prescribed medical treatment (mainly through DOTS), cases of 
multidrug-resistant TB (MDR-TB) have burgeoned. MDR-TB arises when 
individuals with TB fail to adhere to a specific drug regimen, thus strengthening 
the bacterium’s ability to adapt to and resist the antibiotic medication. People’s 
inability to be in areas where DOTS treatment is provided, such as prisons or 
sanitariums, or a simple inability to travel for treatment can lead to MDR-TB. 
In 1999, 6.7% of all newly reported TB cases in Russia were confirmed to be 
MDR-TB; this increased to 10.7% by 2008 (Russia, MOH, 2009).

The government’s initial response to this resurgence of TB is best charac-
terized as apathetic and delayed. In contrast to the government’s response to 
HIV/AIDS, it was not conservative moral tenets and discriminatory views 
toward those with TB that affected the government’s perceptions of and re-
sponse to the TB epidemic. Instead, it seems that TB was viewed as a disease 
that had already been controlled for several decades through an aggressive So-
viet system of case notification, detection, and treatment (Perelman, 2000). 
Consequently, despite the increase in new notification rates in the 1980s, the 
government and most MOH officials did not see the resurgence as posing a 
serious national health threat—TB, it was thought, was already under control. 
During the 1980s and 1990s, moreover, the presence of multiple health threats 
and increasingly scarce financial resources further contributed to the govern-
ment’s and MOH’s lack of attention to TB. The disease also did not pose a 
serious threat to the military, thus eliciting few fears of an impending national 
security threat (Feshbach, 2008).

This lack of attention and political apathy, when combined with a waning 
federal budget for infectious diseases, eventually led to the dismantling of 
Russia’s national TB programs. The well-funded Soviet system of case detec-
tion, notification, and treatment came to an abrupt end with the fall of the 
Soviet Union in 1991 (Perelman, 2000; Shilova and Dye, 2001). Consequently, 
the MOH and related federal centers working on TB control, such as the Federal 
Research Institute—which is responsible for developing regulations, training 
staff, monitoring cases, and supervising TB policy—did not receive adequate 
funding throughout the 1990s (Associated Press, 1997; Russia, MOH, 2009).

The government briefly contemplated reinstating the national TB program 
in 2000, but this did not occur. The closest the government came was the cre-
ation of a federal law in 1998, decree no. 582, Immediate Measures to Control 
TB in 1998–2004 (Perelman, 2000). Falling under the auspices of the MOH 
and widely touted in the media (Rossiyskaya Gazeta, 1998a), decree no. 582 was 
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focused on reducing TB mortality rates through several key measures: estab-
lishing the modern treatment for patients with TB; training healthcare per-
sonnel and educating the public about TB; implementing preventive medicine 
for incarcerated individuals; adopting prophylactic policies to curb disease 
among animals; and establishing the domestic production of drugs and vac-
cines such as BCG and BCG-M. The estimated cost of this program, which 
was to be implemented in several stages, was 17.5 billion rubles (US$267 mil-
lion). This included funds from several sources, including approximately 
7.7  billion rubles from the federal budget and 9.5 billion rubles (US$145 
million) from the states (Rossiyskaya Gazeta, 1998b). Nevertheless, as Atun 
et  al. (2005) found, the Duma failed to provide adequate and consistent 
financial support for the program’s implementation.

By 2001, the MOH budget for TB programs in regional oblast governments 
had also decreased (Atun et al., 2005). Consequently, “the money available per 
patient with TB declined from 1542 Russian roubles [US$23] in 2000 to 1291 
Russian roubles [US$19.7] in 2001” (Atun et al., 2005, 219). During this pe-
riod, federal spending on acquiring TB medications also decreased, leading to 
a massive shortage of medications at the height of the epidemic. Scholars note 
that there was essentially no federal funding going toward eradication of TB at 
that time (Farmer, 2001).

The decline in federal assistance for regional governments was also emerg-
ing at a time when municipal health agencies were lacking sufficient beds and 
infrastructure to treat patients with TB. By the late 1990s, a report published 
by the MOH indicated that the number of TB beds for adults was reduced by 
28%. Similarly, there was a dearth of healthcare workers and practitioners for 
implementing DOTS treatment (Russia, MOH, 2009). Along with these chal-
lenges, the government seemed indifferent to the resurgence of an epidemic 
that would soon place Russia on the WHO’s list of the top 20 nations with the 
highest prevalence of TB.

International Criticism and Pressure

Russia’s lackluster response to the resurgence of TB prompted a surge of inter-
national criticism and pressure, at approximately the same time as interna-
tional reactions to Russia’s poor response to the HIV/AIDS epidemic. At a 
three-day meeting in London in 1998—just five years after the WHO de-
clared TB a pandemic threat—the WHO and health officials from several na-
tions convened to examine how the 22 most-affected nations (with 80% of all 
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TB cases) were faring in achieving the WHO’s goal of reaching a 70% TB 
detection rate and 85% cure rate by the year 2000. Russia was selected as one 
of several countries having the highest global TB burden (Agermose, 1998). 
Later that year, a WHO report was released stating that Russia was a “hot 
zone” area for TB and was “spiraling out of control” (KyivPost, 1998, 1). The 
media also chimed in with criticism. In 1998, the Guardian (London) newspa-
per stated that TB was now “pouring into the streets of Russia, blamed poor 
regulation and medical treatment in heavily congested prisons as the main 
culprit (Meek, 1998, 1).

For an emerging nation, international criticism and pressure typically 
prompt reform—as we saw in Brazil, India, and China. Russia’s MOH could 
have suddenly reversed its course and engaged in a new federal campaign to 
eradicate TB. But this did not happen. As in its response to HIV/AIDS, the 
government was not influenced by this international criticism and pressure 
(Garrett, 2005; Gómez, 2013b). Once again, the government’s negative geopo
litical positioning generated few incentives for Russia’s political leaders to in-
crease the nation’s international reputation in health through a stronger policy 
response. Instead, the government decided to work on its own and at its own 
pace. A policy response to TB eventually emerged, but it was due mainly to the 
government’s becoming concerned about the resurgence of TB cases by the 
mid-2000s rather than pressure from the international community (ITAR-
TASS, 2000b).

The Absence of National Security Threat  
and Instituting Reforms

Further compelling the government not to strengthen its policy response to 
the TB epidemic was that, unlike HIV/AIDS, TB did not pose a serious threat 
to Russia’s national security. Indeed, researchers note that military officials 
were never concerned about its effects on military recruitment and prepared-
ness, notwithstanding reports that TB infections were increasing by 10 per-
centage points a year. This failure of response was perhaps attributable to the 
significantly fewer enlistees being discharged for TB than for HIV/AIDS and 
other diseases (Feshbach, 2008). When combined with the serious effort by the 
military to monitor and treat TB (Akimkin, 2009), this seems to have gener-
ated little concern within the government about TB’s national security threat.

Despite these government perceptions, with the number of cases burgeon-
ing and the MOH’s growing concern, the government did begin to take the 
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TB issue more seriously. This interest came mainly in the form of federal laws 
and mandates, without the creation of a new federal agency and/or subdivision 
for TB. In 2001, in response to a surge in case notification rates due to both 
the enhanced reporting of TB and the growth of the epidemic (ITAR-TASS, 
2000b), the Duma, in collaboration with the MOH, implemented the Federal 
Law and Ordinance on the Prevention of Tuberculosis Spread in the Russian 
Federation, no. 77-03 of 18.06.01. Several other ordinances required height-
ened attention to regulating, monitoring, and preventing the spread of the 
disease (Russia, MOH, 2009). In addition, federal orders no. 109 (2003) and 
no. 50 (2004) established the guidelines for therapy, detection, and reporting 
of TB (World Bank, 2011). These orders were also designed to adhere to inter-
national DOTS treatment recommendations.

In 2006, the MOH also created the National Priority Project in Public 
Health and the Federal Target Program, Prevention and Control of Socially 
Significant Disease (2007–11). These programs called for additional spending 
for TB prevention and treatment, totaling 38.5% of the program’s overall bud
get (Russia, MOH, 2009). Moreover, they sought to increase funding for TB 
control activities from federal and subnational governments—9.8 million ru-
bles (US$148,000) and 16.5 million rubles (US$244,000), respectively—for 
improving treatment, early diagnosis, and prevention of complications associ-
ated with TB, and more funding for healthcare facilities (Russia, MOH, 2009). 
With this support, by 2009 the MOH claimed to be engaged in a multisectoral 
response to TB, recognizing the epidemic’s complex, multidimensional socio-
economic characteristics.

Federal spending for TB programs continued. In 2012, on World TB Day, 
it was announced that within five years the MOH would increase spending for 
TB diagnosis and treatment fourfold. Twelve Russian regions received an ad-
ditional 6 billion rubles (US$91,000) from the MOH, with the expectation 
that this would increase by another 1 billion rubles (US$15.2 million) in 2013 
(Bruk, 2013). Federal spending for TB programs in federal prisons was also 
expected to increase (Yablonski et al., 2015).

As we saw with HIV/AIDS, the government also sought to increase the 
federal budget for foreign aid to help other nations combat TB. Beginning in 
2010, the government agreed to provide the Global Fund with US$20 million 
for the period 2011–13 to fund TB and other disease programs (Rakhamgulov, 
2010). For 2010–18, the MOH also committed US$80 million to the Advance 
Market Commitment, which pools funding from G8 nations to provide funds 
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to manufacturing companies for research and development of new vaccines for 
TB and other infectious diseases. This also helps to ensure a steady supply of 
medications to lesser-developed nations (Russian Federation, n.d.). In 2016, 
the MOH also organized a conference with the WHO on enhancing interna-
tional collaboration on national TB research strategies, with Russia emphasizing 
its commitment to sharing its research strategies and findings with other na-
tions (WHO, 2016). Beginning in 2006, Russia provided bilateral assistance to 
several nations in Eastern Europe to help fund TB prevention programs and 
strengthen laboratory capacity, training for specialists, and organizational and 
methodological support for health systems (Russia, Federal Service for Sur-
veillance, 2015).

The MOH also assumed a global leadership role. In 2015, at a BRICS health 
meeting in Brazil, Russia’s health minister, Veronika Skvortsova, proposed the 
creation of an international forum for the BRICS to address how they could 
coordinate their resources to help other nations eradicate TB (Moscow Times, 
2015). Russia also invited WHO representatives to attend the meeting. In 
addition to helping fund this TB initiative, Skvortsova stated, Russia would 
allocate more than US$600 million for HIV programs in 2016 (Russian Presi-
dency, 2015). Much like what we saw with HIV/AIDS, these efforts revealed 
the government’s intention to use foreign aid for TB to enhance its interna-
tional leadership and superpower status. Putin believed that it was “demean-
ing” and “unfitting” for a country that claimed to be a global leader and donor 
to receive external assistance in health (Bohm, 2016).

The Putin administration’s decision to provide foreign aid rather than re-
ceive it has had its costs, however. Russia was once a recipient of Global Fund 
and USAID funding for TB, but since 2012, any new funding from these 
sources has been eliminated (Anders, 2014). Consistent with the Putin ad-
ministration’s negative geopolitical positioning, in 2011 the MOH refused an 
offer from the Global Fund in the amount of US$127 million to finance TB 
projects, deciding instead to pursue the financing and implementation of 
projects on its own, at its own pace (MacDonald, 2013). And in 2012, Putin 
ordered USAID to stop providing assistance for TB and other health sectors, 
which some critics believed was done to show that Russia “no longer needs 
U.S. help because President Vladimir Putin has turned the country into a 
self-sufficient global power” (Bohm, 2016, 1). Again, as with HIV/AIDS, this 
decision has upset many, as the government still has not done a sufficient job 
of ensuring the provision of medical supplies, facilities, healthcare personnel, 
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or infrastructure for its own population, especially in rural areas (Smith, 
2015).

Despite the government’s increased commitment to improving its domestic 
and foreign aid policies for TB, several ongoing challenges remain. Although 
federal spending for TB has increased, this endeavor alone has not ensured that 
health systems have been adequately strengthened (Smith, 2015). Further-
more, no effort has been made to ensure that the money provided to regional 
governments is being used appropriately—no conditionalities or working with 
regional health officials and NGOs to monitor how the money is being allo-
cated, which are a key aspect of building an effective centrist policy response. 
This situation worries international health policy experts and advocates. In 
2015, Lucica Ditiu, executive secretary for the international Stop TB Cam-
paign, stated that “we don’t know where the money is being invested . . . ​
I think a lot of the money going into hospital care and other intervention are 
[sic] not the most cost-efficient” (quoted in Smith, 2015, 1).

In this context, regional governments have had to take the initiative in in-
troducing policies and resources to ensure a steady decline in the number of 
TB cases. This, in turn, has led to considerable variation in the capacity of 
regional governments to implement reliable TB and MDR-TB diagnosis, 
DOTS treatment, and effective infection control practices (Yablonski et al., 
2015). One successful instance is the state government of Voronezh, where the 
health ministry has introduced an innovative inclusionary approach to TB and 
MDR-TB management by strengthening awareness and coordination among 
all hospital staff and ensuring harmonious commitment to effective DOTS 
treatment (LillyPad, 2016). This has also helped to build staff discipline and 
commitment to treatment and, with this, a reduction of TB and MDR-TB 
cases by more than a half.

Shortcomings have also emerged regarding the federal government’s provi-
sion of medications for TB treatment. By 2009, MOH officials complained 
that they were not receiving adequate funding for medications through the 
national health insurance system (Washington Post, 2009). To make matters 
worse, in an effort to stabilize its budget, in 2011 the MOH announced that it 
would no longer provide free medications for more complex TB strains 
through the national health insurance system (Goble, 2011). This decision 
forced many people to pay out of pocket for complex, expensive medications—
disproportionately affecting the lower income classes where TB is most preva-
lent. There continues to be a shortage of these specialized TB medications 
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now removed from most insurance-covered preferred drug lists in several re-
gional health departments (Z-News, 2016). Medication shortages are most ap-
parent in remote rural areas, where hospitals are not supplied with sufficient 
quantities and the MOH has failed to provide support (Smith, 2015).

Healthcare infrastructure has also been a problem. MOH and regional 
health officials described a shortage of hospital beds, and approximately 40% 
of all hospitals lacked adequate medical equipment (Russia, MOH, 2009). In 
2009, the number of TB sanitarium beds “decreased by 14.5% (22.6% for adult 
TB patients and 9.8% for children)” (Russia, MOH, 2009, 136). The number 
of rural TB clinics where individuals can get tested and treated decreased from 
2,050 in 2005 to 1,840 in 2007, and few sanitariums exist for individuals in 
hard-to-reach rural areas.

To this day, most hospitals continue to employ outdated approaches to 
TB treatment, such as large waiting rooms for patients, which were adopted 
under the Soviet system but subsequently found by western researchers to 
contribute to the spread of the disease (Smith, 2015; Stracansky, 2014a, 2014b). 
And with respect to human resources, the situation is so grave that even the 
MOH has admitted that the “number of TB staff decreases year after year.” 
From 2000 to 2008, the number of persons employed in TB services in the 
MOH system decreased by 8.3%, including physicians—by 14.2% (from 9,181 
to 8,517). The physician-to-population ratio in 2008 was 0.6 per 10,000 popu-
lation (Russia, MOH, 2009). Among TB physicians, 63.6% have received cer-
tification for specialization, and 33.3% have received the highest category of 
certification (Russia, MOH, 2009). These shortages persist, which poses a 
particular challenge for ensuring a sufficient number of healthcare personnel 
to provide effective treatment (Smith, 2015).

Nor has any effort been made to address the growing TB epidemic within 
prisons, which many consider to be one of the main epicenters of the epidemic 
(Goble, 2015c; Stracansky, 2014a, 2014b; C. Thompson, 2014). Overcrowding 
issues, poor hygiene and nutrition, and discrimination toward those with TB 
continue (Stracansky, 2014). It has been estimated that approximately 50% of 
MDR-TB infections in Russia come from the spread of infection among 
inmates and to visiting family members (Goble, 2015c). To curtail the spread 
of MDR-TB and to protect the broader population, more effort needs to be 
placed on greater consistency in drug treatment and improved living condi-
tions within prisons. Yet, to this day, the MOH has not made an earnest effort 
to work with the oblast penal systems to achieve this (C. Thompson, 2014).
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In sum, the government does not seem firmly committed to taking the TB 
situation seriously (Stracansky, 2014). The MOH has not been able to achieve 
a strong policy response and, needless to say, a centrist policy response. While 
government spending for the MOH’s TB programs has increased, funding 
has not been used effectively, no successful universal TB medication programs 
have been implemented, and the MOH has not tried to formally increase 
its policy influence over the oblasts through conditional grant assistance while 
informally partnering with NGOs to monitor policy implementation.

Indeed, while the government has boasted about its joining the UN resolu-
tion to eradicate all forms of TB by 2034, analysts note that “the Russian au-
thorities have done little to reach that goal and almost nothing at all in the 
penal system where tuberculosis remains rife” (Goble, 2015c, 1). Although the 
number of TB cases has gradually decreased, with new cases now at a rate of 
approximately 80 per 100,000, the scientific community is mainly concerned 
with the ongoing growth of MDR- and XDR-TB (extensively drug-resistant 
TB) (Tyurin, 2016), especially among children and prisoners (MacDonald, 
2013). Currently, Russia is home to one of the highest incidences of these argu-
ably more deadly forms of TB infection (WHO, 2015).

Why has the government been incapable of pursuing a stronger policy re-
sponse to TB? Critically examining NGOs’ response to the epidemic and the 
MOH’s partnership with NGOs provides additional insight into this matter.

The Absence of Strong Bureaucratic–Civil  
Societal Partnerships

Similar to the situation described above for HIV/AIDS, MOH bureaucrats did 
not have access to social health movements and NGOs that they could partner 
with to help expand their federal TB programs. First, there were no civic 
organizations working on TB when it reemerged in the 1980s. Not only did a 
repressive Soviet state generate few incentives for civic mobilization (Evans, 
2006a; Nemyria, 2002), but social stigma associated with TB and the general 
belief that the disease had already been controlled created little interest among 
activists and scientists in creating TB NGOs. Second, even if TB NGOs had 
emerged in the 1980s, there were no civic organization or social health move-
ment predecessors advocating policy ideas that bureaucrats could have used 
when working with NGOs to increase their legitimacy and influence in seek-
ing funding from the Duma.
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Nevertheless, over time, international NGOs began to emerge in response 
to the dearth of domestic NGOs working on TB and the need to address its 
resurgence. For example, in 2001, the Russian chapter of the International 
Federation of the Red Cross received a grant in the amount of US$3.4 million 
from USAID to begin a three-year awareness and treatment program to 
prevent the spread of TB (Interfax, 2001). The Red Cross continues to provide 
financial support and to work with local volunteers and doctors through these 
endeavors (International Federation of the Red Cross, 2015). The Red Cross 
also began to train medical staff and community leaders to increase awareness 
about TB, going as far as to host conferences in Geneva with officials from the 
Global Fund, to share knowledge and strategies in activism and treatment 
(Advocacy Partnership, 2010). In 2012, the LHL Tuberculosis Foundation, 
another international NGO, emerged to provide treatment services and aware-
ness campaigns in western Russia (Arkhangelskaya, 2015). The Lilly Foundation 
has helped the Red Cross in funding large TB information campaigns tar-
geted to migrant communities, such as the 2015 Programme to Strengthen 
Advocacy and TB Prevention Measures in Economic Migrant Communities 
(International Federation of the Red Cross, 2015).

While the Global Fund’s presence in Russia has helped to increase civic 
mobilization for diseases such as HIV/AIDS, it did not have such a direct im-
pact for TB. Most of the Global Fund grants for TB—specifically, rounds 
3 and 4—were provided for organizations that were not exclusively focused on 
TB (Global Fund, 2011). No recent grants have gone to civic organizations 
and/or other groups that concentrate on TB. This is partly because, as men-
tioned earlier, in 2010 the Global Fund reclassified Russia as a donor nation, 
and the Putin administration has not allowed local TB NGOs to apply for new 
grant funding. To temporarily get around this dilemma, the Global Fund has 
contributed additional money to preexisting Global Fund HIV and TB pro-
grams with the intent that this extra funding help AIDS NGOs provide addi-
tional TB services (Zaardiashvili, 2016).

As we saw with HIV/AIDS, many of the domestic and foreign-based NGOs 
working on TB in Russia will be challenged by their inability to receive donor 
support in the future, hampering their development and the possibility of 
partnering with the bureaucracy. Since 2012, major donors such as USAID 
and the Open Society Institute have been forced to leave Russia. Consequently, 
NGOs such as Partners in Health, which was funded by USAID, and several 
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other smaller community-based NGOs have had to close down their projects 
and dismiss their staff (MacDonald, 2013). The Russian Red Cross had to 
return USAID funding for 11 projects across the worst-hit areas in Russia, 
leading to the closing of 5 projects. The government’s reason for denying the 
presence of these external donors was once again political, as we saw with 
HIV/AIDS: the Putin administration suspected these western donors of try-
ing to influence Russia’s TB programs, interfering with internal political 
matters, and undermining state sovereignty (MacDonald, 2013; Smith, 2015).

There is no evidence to suggest that national TB bureaucrats are even try-
ing to work closely with NGOs. These bureaucrats have a long track record of 
not only refraining from partnering with NGOs but also ignoring their 
specific policy requests (Golichenko, 2016). This has forced NGOs such as 
the Andrey Rylkov Foundation, Chance Plus, and Ural-Positive to appeal to the 
UN and file a formal complaint. Moreover, most NGOs working on TB are 
foreign organizations that have been delegitimized by the Putin administra-
tion, thus providing few incentives for MOH bureaucrats to work closely with 
them. Those community-based NGOs that are present are simply too small to 
offer national TB bureaucrats much legitimacy and influence. And many of 
these organizations, such as the Andrey Rylkov Foundation, Chance Plus, and 
Ural-Positive, have worked closely with western donors and are thus considered 
suspect, making a potential bureaucratic partnership with them less appealing.

Thus, in the absence of TB’s national security threat, a stronger policy re-
sponse was never pursued due to Russia’s international isolation and apathy 
toward international pressure and reputation building, products of the gov-
ernment’s negative geopolitical positioning. Moreover, MOH bureaucrats 
once again proved unwilling to establish a strong partnership with NGOs, 
thus hampering their ability to pursue a centrist policy response.

Conclusion
In contrast to what we saw in Brazil, India, and China, political leaders in Rus
sia essentially ignored international criticism and pressure and were never in-
terested in using a stronger policy response to HIV/AIDS or TB to increase 
the government’s international reputation in health. Furthermore, no effort 
was made to pursue international financial and technical assistance. While the 
government would eventually begin to provide foreign aid to other nations 
struggling with these diseases, these efforts were pursued to augment the gov-
ernment’s reputation for being a global leader in health. In essence, Russia’s 
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response reflected the government’s negative geopolitical positioning, which 
was influenced by a foreign policy tradition of Russia as a superpower, a world 
leader, a nation shaping international diplomacy while working independently 
of external interference. In this context, Russia’s leaders would respond to 
HIV/AIDS only when it was perceived as posing a credible threat to national 
security—although this never occurred for TB. For both health sectors, how-
ever, the government did not strengthen its policy response, and the absence 
of a strong partnership between health bureaucrats and NGOs further ham-
pered any efforts in this regard. With growing political hostilities toward 
independent activist groups supported by international donors, the bureau-
cracy’s ability to develop a stronger partnership with NGOs does not seem 
likely. The Putin administration continues to display little interest in strength-
ening its policy response to HIV/AIDS, TB, or other diseases.

note

1. ​ According to Hardley (1999), approximately 30% of Russian government person-
nel in high-level posts held these conservative beliefs.
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6
Responding to HIV/AIDS and Tuberculosis  
in South Africa

Along with South Africa’s transition to democracy in 1994 and its unwavering 
commitments to political stability and economic growth, in the 1990s it joined 
the other BRICS nations in confronting the threat of health epidemics. As in 
Russia, HIV/AIDS and TB posed such a threat. When its poor response to the 
epidemics aroused international criticism and pressure, South Africa’s leaders 
did not use this situation to pursue a stronger policy response with an eye to 
bolstering the government’s international reputation in health. Instead, build-
ing on a long foreign policy tradition of state sovereignty, independence, and 
international and regional leadership, the government’s reaction to the inter-
national community reflected its negative geopolitical positioning. That is, 
political leaders ignored the international pressure, resisted international 
financial and technical assistance, and decided to respond to these epidemics at 
their own pace and in their own way. South Africa joined Russia in responding 
to HIV/AIDS, though not to TB, only when the epidemic threatened national 
security—including the economy, government, and military performance. 
Though the South African government also briefly joined its BRICS counter
parts in providing foreign aid assistance for HIV/AIDS and TB programs, as 
in Russia, its intent was not to increase its international reputation but rather 
to solidify its regional leadership. Over time, however, South Africa’s bureau-
cratic and policy reforms proved to be ineffective, revealing the inability of the 
Department of Health (DOH) to obtain a sufficient amount of parliamentary 
funding for prevention and treatment programs, much needed investments in 
human resources and infrastructure for policy implementation, and financial 
and technical assistance for provincial health departments.
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These ongoing challenges were also shaped by the absence of strong 
bureaucratic–civil societal partnerships. For both HIV/AIDS and TB, bureau-
crats never sought to partner with NGOs to improve their ability to obtain 
ongoing political and financial support for their programs. This challenge re-
flected the historically weak relationship between the bureaucracy, activists, 
and those afflicted by disease in the area of public health, the resulting lack of 
expectations and motivation for working with each other, NGOs’ subsequent 
inability to effectively mobilize and respond and receive the political attention 
needed to influence policy, and thus a lack of interest and incentive for bureau-
crats to partner with them. Without a strong bureaucratic–civil societal part-
nership, the government has not been able to achieve a centrist policy 
response.

Responding to HIV/AIDS
AIDS first emerged in South Africa in the city of Johannesburg in 1982 (Ras 
et al., 1983). Of the 215 South Africans who died of AIDS during the mid- to 
late 1980s, 26 were flight attendants for South African Airways. The virus was 
mainly contained within the white gay community during this early period, but 
by 1986 had transitioned to the black heterosexual and IDU community (Wren, 
1990). Figure 6.1 traces the increase in AIDS cases in the 1980s and 1990s.

0 0 2 4 8 8 34 51 98 184 

1980 1996

345 
549 

887 

1,882 

3,816 
4,219

Figure 6.1. HIV/AIDS cases in South Africa, 1980–96. Source: UNAIDS, 2004. 2004 
Update. South Africa. Epidemiological Fact Sheets.
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Motivated by fear and misunderstanding, National Party members and 
health officials exercised a great deal of discrimination toward the gay and 
black communities (A. Butler, 2005; Marias, 2000; Wren, 1990). Homophobia 
hampered policy attention to the gay community’s needs, creating an excuse for 
the government not to respond (A. Butler, 2005; S. Karim et al., 2009; Marias, 
2000; Wren, 1990). Meanwhile, racism toward the black community com-
ported with the National Party’s policy of racial segregation, resulting in little 
healthcare assistance (A. Butler, 2005; S. Karim et al. 2009; Lieberman, 2009; 
Marias, 2000; Wren, 1990). Feeling increasingly threatened by the rising and 
prosperous black population, and fearing that whites would one day be out-
numbered, some Nationalist politicians celebrated the possibility that AIDS 
might finally eradicate the black population (A. Butler, 2005; Maxmen, 2009). 
These sentiments dovetailed with a general disbelief and denial within the 
Nationalists that HIV/AIDS had, in fact, emerged in their country.

As we saw in China and Russia, a deep conservative moral impulse ran 
through the veins of South Africa’s National Party government. Conservative 
politicians, doctors, and medical workers believed that HIV/AIDS was the re-
sult of immoral activity among gays and the drug-using community—viewed 
as the “other,” as sinners, those partaking of naughty western vices and im-
moral lifestyles (Marias, 2005).

But other factors contributed to the government’s unresponsiveness. First, 
there was little epidemiological evidence suggesting that HIV/AIDS posed a 
serious national threat. Rates of HIV prevalence did not escalate until the late 
1980s, with the first official case of AIDS being reported to the government in 
1982 (Van der Vliet, 2004). Moreover, AIDS prevalence was low throughout 
the early 1990s. Consequently, in the absence of strong international pressure 
to respond, the government was not particularly concerned about the epidemic, 
focusing instead on what it considered to be more pressing health and political 
matters (A. Butler, 2005; Marias, 2000; Schneider and Stein, 2001). Because 
the National Party bureaucracy exhibited little interest in and commitment to 
healthcare, especially AIDS (Chirambo, 2004), the government decided to focus 
exclusively on the worsening political situation (Chirambo, 2004; Strand et al., 
2007).

These factors created few incentives for the apartheid government to 
strengthen its policy response. No effort was made to construct a national AIDS 
program within the DOH (Gauri and Lieberman, 2006; Lieberman, 2009; 
Marias, 2000; Schneider, 2002). Although the DOH created a National AIDS 
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Advisory Group in 1985, which mainly provided biomedical advice to the gov-
ernment, followed by an AIDS Unit and a National AIDS Council in 1989 
(Lieberman, 2009), these agencies were not well supported and were ineffec
tive (Van der Vliet, 2004). In fact, the National AIDS Council was dismantled 
in 1992 (Lieberman, 2009). The bureaucrats staffing these agencies also had 
little autonomy and policy influence; this persisted even after the transition to 
democracy in 1994 (A. Butler, 2005; Chirambo, 2004; Johnson, 2005).

During this period the government did not provide any assistance to pro-
vincial or municipal governments. For example, by 1991, only R 2.1 million 
(rand; US$147,787) had been provided by the DOH for municipal govern-
ments to fund HIV/AIDS educational awareness and prevention efforts. Of 
this money, most went to the white urban centers, while rural black commu-
nities received essentially nothing. The largest predominantly black commu-
nity, Sweto, for example, saw no funding for its innovative Township AIDS 
Program. Consequently, the central government by the early 1990s had lost 
all credibility in its efforts to assist marginalized AIDS communities (Wren, 
1990).

Essentially operating on their own, provincial health departments created 
their own AIDS organizations, the AIDS Training, Information, and Coun-
seling Centers (ATICCs), which opened house in eight provinces prior to the 
1994 democratic transition As described by Marias (2000), the ATICCS 
(located mainly in urban centers), though poorly staffed and funded, provided 
training and counseling services. Despite the emergence of 18 ATICCs by the 
late 1990s, the African National Congress government saw them as “part of 
the old order,” which motivated national and local health officials appointed by 
the ANC to have little trust in the ATICCS staff. With little support and 
funding and a loss of legitimacy, by the late 1990s most ATICCs were forced 
to close down. And this occurred despite UNAIDS’s declaration in 1988 that 
ATICCs served as a good example of the important work being done at the 
community level.

These weak institution-building efforts notwithstanding, in the late 1980s 
some exiled ANC politicians, academic researchers, and NGOs were mobiliz-
ing and pressuring the government to respond more effectively to HIV/AIDS 
(Zhu, 2007). These efforts benefited from the presence of a highly vocal, well-
organized pro-democratic movement pressuring for democratization, human 
rights, and participatory governance (Schneider, 2002; Zhu, 2007). Members 
of the exiled ANC and its medical community, NGOs, medical researchers, 
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and healthcare workers banded together to join the growing pro-democratic 
coalition fighting not only for human rights but also for equal and equitable 
access to healthcare. Scholars note that by the early 1990s, NGOs, which were 
essentially nonexistent in the response to AIDS during the 1980s (Chirambo, 
2004; Parkhurst and Lush, 2004), worked closely with the exiled ANC to raise 
awareness about AIDS while pressuring the government for a more effective 
policy response (Johnson, 2005; Zhu, 2007).

By 1992, activists and people living with HIV/AIDS had joined aspiring 
ANC leaders to voice their concerns through the organization of a conference, 
the National AIDS Convention of South Africa. At this conference, a na-
tional nongovernmental umbrella organization named after the conference, 
NACOSA, was created and served as the primary inspiration and backbone for 
a potential shift in the government’s response to AIDS. NACOSA’s primary 
focus was to define and establish the principles and strategies for a coherent 
and comprehensive national policy response (A. Butler, 2005). It was grounded 
in the spirit of civic participation and involvement in policymaking, thus 
pushing for strong state–civil societal “synergy” (Schneider and Stein, 2001). 
NACOSA therefore embodied and brought together the prevailing social 
democratic movement and an unwavering dedication to civic representation, 
inclusiveness, and equality, with the need for a comprehensive national AIDS 
plan that built upon and deepened these principles.

In 1993, based on NACOSA’s recommendation, the government’s first Na-
tional AIDS Plan emerged. The plan consisted of six key elements: education, 
counseling, healthcare, human rights and law reform, welfare, and research 
(Marias, 2000). For the first time, it seemed that South Africa had a plan that 
proposed a holistic and multisectoral response to HIV/AIDS (Johnson, 2005). 
Moreover, it assigned a central role to the government in leading, financing, 
and implementing a coordinated national response to AIDS, while proposing 
that the plan be managed in the office of the presidency ( Johnson, 2005; 
NACOSA, 1994).

Against this backdrop, and with the election of Nelson Mandela in 1994 as 
the democratic ANC president (serving from 1994 to 1999), new efforts were 
made to increase the government’s response to HIV/AIDS. Mandela fully 
embraced the National AIDS Plan (Marias, 2000; Schneider and Stein, 2001; 
Wouters, van Rensburg, and Meulemans, 2010). There was now an expectation 
within and outside government and civil society that a coherent and effective 
national AIDS program would be implemented (Johnson, 2005; Schneider and 
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Stein, 2001). As a sign of his commitment, Mandela appointed the first direc-
tor of the National AIDS Plan, Quarraisha Karim, and retitled the plan the 
HIV/AIDS and STD Program (referred to hereafter as the national AIDS 
program, NAP) (Wouters, van Rensburg, and Meulemans, 2010). AIDS policy 
was assigned presidential “Special Status,” thus locking in more presidential 
commitment and potential resources (Marias, 2000; Schneider and Stein, 
2001). A new Inter-Departmental Committee on AIDS was also established, 
along with an AIDS Advisory Group; the former sought to increase inter-
agency collaboration in policymaking, while the latter sought to institutional-
ize civil societal participation in this process (Marias, 2000). During this 
period the NAP freely distributed condoms, a process that had begun in 1988 
(Lieberman, 2009), and prevention and awareness campaigns were gradu-
ally implemented.

In 1994, the DOH also introduced policies to assist the provincial govern-
ments in implementing AIDS policy. The new “quasi-federal” constitution re-
quired that all nine provincial governments be responsible for social welfare 
policy; HIV/AIDS fell into this category (Johnson, 2005). In an effort to assist 
provincial governments, in 1994 the NAP authorized the creation of Provincial 
AIDS Commissions (PACs), which served as delegated arms of the NAP, 
staffed by health officials from the MOH. The goal was to work with the 
provincial health departments in implementing NAP policies and providing 
technical assistance and guidance (Marias, 2000).

By the end of the 1990s, multiple problems had begun to emerge. Several 
scholars characterize the 1994–98 period as one of bureaucratic and AIDS 
policy failure at all levels of government (A. Butler, 2005; Johnson, 2005; 
Parkhurst and Lush, 2004; Schneider, 2002; Schneider and Stein, 2001). At the 
national level, Mandela and the ANC gradually began to give less political 
attention and support to the NAP (Bisseker, 1997; Marias, 2000; Wouters van 
Rensburg, and Meulemans, 2010). The program’s director, Quarraisha Karim, 
also had little autonomy and was essentially subservient to the DOH and the 
president’s interests. Funding was provided for the program, but between 
1994 and 1996, due to a lack of bureaucratic resolve and commitment and to 
inefficiency (Johnson, 2005), the program underspent the money allocated to 
it by the parliament. And funding for NGOs fell by a half, to R 12 million 
(US$845,100), in 1998 (Marias, 2000; Schneider and Stein, 2001). While the 
number of AIDS program staff increased (Marias, 2000), this was deemed in-
sufficient given the needs at the time (A. Butler, 2005; Whiteside and Sunter, 
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2000). Karim complained that she never received sufficient guidance on how 
to manage the NAP (Johnson, 2005).

By the late 1990s, the NAP’s support for the provincial PACs had also 
decreased. First, there was a two-year delay in most of the appointments of 
national staff to PAC field offices (Marias, 2000). Second, insufficient financial 
resources were flowing from the DOH to the PACs and local health clinics, 
which were bereft of medical staff and supplies (Bisseker, 1997; Marias, 2000). 
Finally, the PACs were essentially powerless, working as what Marias (2000, 19) 
referred to as “submissive comrades” to provincial health department authori-
ties. By the late 1990s, PACs were essentially meaningless groups of federal 
bureaucrats with no influence over local AIDS policy.

Though the NAP had done a commendable job in funding the distribution 
of condoms and ensuring a safe blood supply (Lieberman, 2009), there still 
was no universal policy for use of medications. Brazil had already enacted na-
tional legislation mandating the universal provision of ARV medications such 
as AZT by 1996. South Africa’s NAP was far from achieving that benchmark. 
Under the subsequent Thabo Mbeki administration (1999–2008), the DOH 
started questioning the efficacy of such medications, suggesting that they were 
potentially more toxic than helpful in combating the virus.

Indeed, despite the claims of scientists in Europe and international health 
agencies that AZT was effective, the DOH did not immediately disburse the 
drug (T. Jones, 2001). The resistance mainly stemmed from Mbeki’s denial 
that HIV contributed to AIDS deaths; he instead blamed other illnesses as 
well as increased poverty (Lodge, 2015). Mbeki’s denialist beliefs ultimately 
led to the DOH’s refusal to provide public hospitals with AZT from 1998 to 
2001 (T. Jones, 2001). Activists subsequently claimed that the delay in provid-
ing this treatment contributed to the deaths of approximately 300,000 indi-
viduals (ACTSA, 2016).

HIV/AIDS prevention policies that were focused on educational awareness 
began to emerge during this period, but they seemed to favor white rather 
than black school districts. Moreover, the NAP failed to target its prevention 
messages to the most at-risk groups, such as labor migrants, miners, and com-
mercial sex workers (Lieberman, 2009).

International Criticism and Pressure

Similar to the situation for the other BRICS nations, the international 
community soon began to express criticism, pressure, and expectations for a 
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stronger policy response. This occurred rather late for South Africa: in the 
late 1990s, compared with the late 1980s for Brazil, the early 1990s for India, 
and the mid-1990s for China (Dernberger, 2014; Easterly, 2006). Scholars 
have argued that this delay was mainly due to the international community’s 
apathy about the rising number of HIV/AIDS cases in South Africa: they deci
ded to respond, Easterly points out, “only after a truly massive number of people 
were infected” (quoted in Dernberger, 2014, 3). The international community 
was also sidetracked by the government’s transition to democracy in 1994 
(Easterly, 2006). As we will see, however, and as we saw for Russia, this criticism 
and pressure did not have any impact on the government’s subsequent policy 
response.

In 1998, UNAIDS and the UNDP released a report blaming the apartheid 
legacy of poverty, inequality, and political and economic alienation for the rise 
in HIV/AIDS cases. The report further stated: “It is clear, for example, that the 
formal health system will not be able to cope with the increased demands of 
those infected with HIV and Aids” (SAPA, 1998c, 2). Such claims underscored 
the UN’s belief that even the pro-democratic ANC regime, proud of proffer-
ing its commitment to combating AIDS even before entering office, did not 
have the health system capacity needed to eradicate the disease.

The World Bank followed up with critical comments of its own. In 1998, 
bank analysts projected that by 2005–10, infant mortality in South Africa 
would “be 60 percent higher than it would have been without HIV/AIDS (61 
deaths per 1,000 infants born rather than 38 per 1,000 in the absence of 
AIDS).” Bank officials went on to claim that “in 1998, South Africa accounted 
for over half of all new infections in Southern Africa and for one in seven new 
infections in SSA [Sub-Saharan Africa]” (World Bank, 1998, 13, 14).

In 2000, the director of UNAIDS, Peter Piot, concluded that South Africa 
had joined Botswana in having the worst AIDS situation in all of Africa, re-
marking that the situation in South Africa was “tragic today, in spite of this 
‘period of grace’ and in spite of the increasing amount of knowledge about the 
virus and the means of combating it” (Afrol News, 2000, 5). Piot even chastised 
Mbeki for his denialist claims.

How did the ANC respond to this criticism and pressure? One might as-
sume that because of South Africa’s recent reintegration into the international 
community with its transition to democracy, as well as its interest in bolstering 
its international credibility as an emerging economy, the government would 
respond positively through a stronger policy response, striving to build its 
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international reputation in health—as seen in Brazil, India, and China. One 
might further assume that South Africa would join these nations in proactively 
seeking financial and technical assistance from the international community 
and thus helping to mold its domestic policy in accordance with international 
scientific views and prescriptions.

Unfortunately, this did not occur. In a move that revealed the government’s 
negative geopolitical positioning, the president and senior health officials es-
sentially ignored the international criticism and pressure—thus emphasizing 
its sovereign status and the ANC’s belief in its ability to respond to AIDS on 
its own (Lieberman, 2009). In contrast to what we saw in Brazil, India, and 
China, at no point was the ANC interested in positively responding to inter-
national pressure through stronger policy reforms to bolster its international 
reputation in health. Worse still, and further consistent with the government’s 
negative geopolitical positioning, the ANC vehemently resisted any kind of 
international financial and technical assistance (Lieberman, 2009). Lieberman 
(2009, 137) claims that “after 1994, the South African government steadfastly 
rebuffed offers of [international donor] aid and assistance, particularly from 
the World Bank.” Even at the height of the HIV/AIDS epidemic, Mbeki and 
the government vehemently resisted financial and technical assistance from 
other nations, such as the US President’s Emergency Plan for AIDS Relief 
(PEPFAR) (Downie, Jackson, and Angelo, 2016). In 2003, the Mbeki adminis-
tration even attempted to block a grant from the Global Fund to Fight AIDS, 
Tuberculosis, and Malaria to the province of KwaZulu-Natal for the distribution 
of ARV medications (McGreal, 2002; Nunn et  al., 2012). Moreover, Mbeki 
and the DOH continued to ignore the scientific evidence and international 
pressure to adopt AZT and other medications (A. Butler, 2005).

In fact, the only time Mbeki positively responded to international criticism 
and pressure was when international leaders threatened to exclude him from 
important G8 meetings because of his repeated reluctance to address the bio-
medical aspects of AIDS (A. Butler, 2005). Anthony Butler (2005, 606) writes: 
“Ultimately, however, international opinion—notably Canadian Premier Jean 
Chretien’s reported threat to exclude discussion of Mbeki’s New Partnership 
for Africa’s Development from the G8 agenda unless government policy on 
HIV/AIDS was turned round—was to prove significant in forcing the govern-
ment to engage publicly with the biomedical paradigm,” a paradigm that South 
Africa’s government had ignored for years. In other words, international criti-
cism and pressure about the AIDS situation and the deteriorating health and 
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deaths of thousands of South Africans were not enough for Mbeki to listen to 
science and consider a policy change. The only issue that appeared to matter 
for Mbeki was the threat of being excluded from important G8 discussions, 
which could have tarnished South Africa’s status as a world leader.

This is telling. This response suggests that Mbeki at the time believed that 
South Africa was a regional power, a leader, not a follower of international 
advice or recipient of technical assistance. It provides insight into why presi-
dents Mandela and Mbeki ignored international criticism and pressure and 
why they were indifferent to increasing their international reputation in 
health. Like his counterparts in Russia, by the turn of the twenty-first century 
Mbeki seemed to believe that South Africa was a leader within the region and 
that he knew more than the international community about how the AIDS 
virus was transmitted and how his government should respond. But why did 
Mbeki behave in this manner? Analyzing South Africa’s historical record in 
foreign policy and international diplomacy may provide some insight into the 
government’s negative geopolitical positioning.

Geopolitics and the Rise of a Regional Leader

Like Russia, South Africa had a long history of pursuing foreign policies that 
could display the government’s geopolitical importance as a leader in foreign 
diplomacy. For instance, during the First World War, prominent South African 
diplomats played important roles in helping to form an international consen-
sus for the peace. Trained in classical philosophy at Cambridge University, Jan 
Smuts was a South African diplomat who took the lead in these endeavors and 
was admired for his unwavering passion for peace and equality (Hancock, 
1962). Smuts played a critical role not only in working with the British to fend 
off German occupation during the First World War (Vandenbosch, 1970) but 
also in helping to build a peaceful resolution after the war. Smuts took the 
initiative to author and propose the “Terms of Peace,” which among other 
resolutions outlined the need for the creation of an international organization 
of peace—that is, the League of Nations (Vandenbosch, 1970).

Smuts proceeded to help position South Africa as a small but independent 
nation eager to make a difference (Hancock, 1962). As Klotz recounts (2004), 
during the early twentieth century, South Africa was a nation striving to gain 
political independence from Great Britain; it was trapped within the confines 
of British command of South African foreign policy. South Africa soon joined 
other British dominions in demanding independence; this led to the signing of 
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the Balfour Declaration in 1926, which granted its request—especially in the 
area of foreign policy making. South Africa quickly solidified this process by 
establishing its own Department of Foreign Affairs in the following year.

But even before this, because of Smuts’s efforts, South Africa slowly began 
to be recognized as an independent nation with an important role in establishing 
world peace and diplomacy through the League of Nations (Hancock, 1962; 
Vandenbosch, 1970). It was a time when Smuts promoted among his political 
leaders the view that South Africa should be seen as an equal with Britain, as 
an independent, free-thinking state capable of shaping international relations, 
signing treaties, establishing global peace and order, and formulating its own 
foreign policy. Smuts’s efforts eventually led to South Africa’s placement as a 
permanent member of the League of Nations. In contrast, Brazil’s delegates 
never strove to lead and contribute to the league’s mission, and Brazil did not 
ultimately become a permanent member—nor did China, Russia, or India 
(Leuchars, 2007). Though small in size and influence compared to the pre-
dominant US and European states involved in the league, South Africa was 
becoming recognized as an important nation helping to shape international 
agreements through this institution (Vandenbosch, 1970). And on becoming 
prime minister in 1917, Smuts further amplified his nation’s recognition and 
influence at the international level (Hancock, 1962).

In the next attempt to establish an international organization committed to 
international peace and development, South Africa again took a leadership 
role. When delegates from the United States, Britain, France, Italy, China, 
and Brazil were called to San Francisco in the summer of 1945 to draft the UN 
charter, Smuts appeared at the meeting as a delegate for Britain and South 
Africa (Vandenbosch, 1970). He took an active part in forming the UN char-
ter, going as far as to chair one of the four working group committees while 
serving as president of the Commission on the General Assembly (Carter, 
1959; Vandenbosch, 1970). Through these institutions, Smuts also strove to 
limit the role of veto powers in the UN Security Council (Hancock, 1968). 
And even before delegates met in San Francisco, Smuts took the lead in drafting 
a preamble to the UN charter to ensure that there would be sufficient interna-
tional support behind its implementation (Mazower, 2008). In contrast, other 
nations such as Brazil decided to engage in less creative leadership, playing a 
more cooperative role in the discussions and votes contributing to the forma-
tion of UN institutions such as the Security Council, due in part to disagree-
ments over the lack of adequate representation of Latin American nations in 
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the UN (Garcia, 2012). Therefore, South Africa’s efforts were once again dif
ferent from those of Brazil and China: South Africa strove to lead discussions 
and establish consensus on the creation of the UN’s governing structures, 
whereas Brazil’s and even China’s delegates were only agreeable voting partici-
pants on these matters.

South African diplomacy and international influence changed with the 
election of the National Party in 1948. With its stern, morally inspired belief 
in apartheid, the National Party’s segregationist laws and discrimination 
toward the native population and immigrants led to global condemnation 
(Carter, 1959; Garcia, 2012; L. Thompson and Prior, 1982). South Africa 
quickly slipped into a dark period of geopolitical isolation and was viewed by 
the international community as a pariah state (Flemes, 2007). During this pe-
riod, the UN took a particularly critical, hostile stance toward South Africa, 
accusing the government of racial segregation and violating human rights 
(Spence, 1975). In the 1960s and 1970s, a phalanx of UN resolutions were 
passed calling not only for the imposition of economic sanctions on South 
Africa but also for its removal from the UN (McClellan, 1962; Spence, 1975; 
L. Thompson and Prior, 1982). South Africa resisted, blaming the UN for vio-
lating its agreement not to intervene in the domestic politics and policies of its 
member states (Carter, 1959).

What is important to emphasize here is not South Africa’s resistance to the 
UN’s decision but the government’s ongoing belief in its nation being an inde
pendent, sovereign state, unshakable in the government’s views, capable of 
solving its own problems. By this point, South Africa had become a proud, 
arrogant, successful nation, believing in international cooperation but from a 
tolerable distance, while rejecting any international influence—especially from 
the UN (Siko, 2014).

Scholars indeed note that, despite the UN’s repeated condemnation and 
pressure for reform, the National Party found its strength in its independent 
resolve. Burgeoning international pressure and threats from the UN eventu-
ally backfired. As Carter (1959, 382) explained, “this collective [international] 
pressure has hardened the determination of the ruling National Party to pur-
sue its own line of policy.” During this period, South African prime ministers 
and National Party members were proud to be fending off international pres-
sure, standing alone, ensnarled in the romanticism of “a small, proud nation 
embattled for survival against a greedy hostile world” (Legum and Legum, 
1964, 86). This sense of geopolitical independence persisted, shaping not only 
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the government’s foreign policy objectives but also, as we will see, its relation-
ship with the international community during the HIV/AIDS epidemic.

With a growing economy and strong military and political institutions, 
apartheid leaders believed South Africa to be the strongest nation on the 
continent. Leaders believed that they had the capacity and responsibility to lead 
and develop Africa (Vandenbosch, 1970). In a speech to his constituents, Prime 
Minister Balthazar Vorster (1978–79) commented: “We are of Africa . . . ​we un-
derstand Africa . . . ​and nothing is going to prevent us from becoming the lead-
ers of Africa in every field” (quoted in Vandenbosch, 1970, 273–74). These 
views persisted and deepened under future, democratic administrations.

One area in which the government expanded its regional leadership and 
influence was in the provision of healthcare assistance to neighboring states. 
From the 1940s through the 1980s, Pretoria’s health ministry sent scores of 
medical doctors and veterinarians to Botswana, Lesotho, Malawi, Swaziland, 
and Zimbabwe to provide medical training (S. Chan, 1990; Geldenhuys, 1984). 
Pretoria also shipped vaccines for diseases such as yellow fever, polio, cholera, 
TB, tetanus, gangrene, and typhus (S. Chan, 1990). South Africa’s foreign policy 
ambition was to use this medical assistance to strengthen its regional influence, 
gradually building a coalition of supportive African states that South Africa 
could trade with, thus expanding the economy while helping protect Pretoria 
from potential European—mainly communist—influence (S. Chan, 1990; Siko, 
2014).

Since South Africa’s independence from Great Britain in 1910 and through 
to the transition to democracy in 1994, unlike other BRICS nations, Pretoria 
did not try to expand its leadership presence in the area of global health. As 
described by Siko (2014), this mainly stemmed from the delayed formation of 
South Africa’s foreign policy autonomy,1 as well as the government’s increased 
isolation from the UN during the apartheid era. With the exception of Prime 
Minister Smuts’s early diplomatic leadership endeavors, prime ministers had 
shown very little interest in strengthening South Africa’s foreign policy influ-
ence. More emphasis was instead placed on domestic racial, economic, and 
political issues, with periodic efforts to improve the government’s relationship 
with neighboring states in order to restore confidence and to advance eco-
nomic trade and Pretoria’s regional influence. As I discuss later, South Africa’s 
commitment to helping other nations combat disease would resurface after the 
government rejoined the international community and after the economy was 
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growing—and, with that, the government’s albeit brief attempt at providing 
foreign aid in health.

In the 1970s, new efforts were made under Prime Minister Vorster (1966) 
to improve South Africa’s image through several means, mainly opening up 
competitive sports to multiracial foreign teams, as well as engaging in diplo-
matic and economic relations with neighboring African states (South African 
History Online, 2011). In contrast to what happened in other authoritarian 
regimes in Latin America and Asia during this period (McGuire, 2010), refor-
mation of health policy to enhance the government’s international reputation 
was never of interest. Public health policies were strictly run by the fed-
eral government and biased in favor of serving the white community, while 
remaining autonomous from international influence. By the 1980s, however, 
these efforts were still failing to acknowledge the wave of international 
opposition and, by that point, outright boycotting of South Africa (Pfister, 
2000; South African History Online, 2011).

With the election of the ANC in 1994, the government’s foreign policy 
objectives changed. Breaking from years of isolationism, the government pur-
sued a closer relationship with the international community and rejoined the 
UN and other international organizations. For the first time, South Africa 
joined the Organization of African Unity and the Non-Alignment Movement 
(Flemes, 2007; Pfister, 2000). Mandela’s primary foreign policy objectives nev-
ertheless fell mainly into two camps: first, becoming the regional leader on the 
African continent; and second, transforming global institutions and power re-
lations in order to increase the representation of previously marginalized third 
world nations (Flemes, 2007).

Mandela essentially viewed South Africa as the leader of the African conti-
nent (Flemes, 2007). He and the administrations after him believed that 
because of the nation’s unique position in the region, its resource wealth, and 
its history as an oppressive hegemonic power in the region (Pfister, 2000), they 
must lead by example to help other African nations promote human rights, 
better race relations, peace, and economic prosperity through economic and 
political modernization. During Mandela’s administration, it became clear 
that leading and developing the African continent was the government’s pri-
mary foreign policy objective (Habib, 2009, 2011; Kornegay, 2007; Pfister, 
2000). The government’s commitment to leading and developing Africa 
also stemmed from its deep nationalist impulse (Habib, 2009, 2011) and was 
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focused on several issues: maintaining regional stability and peace through 
strategic diplomatic and military intervention; developing regional organ
izations and institutions; popularizing the African agenda in the international 
community; making development in the region a priority for the G8 and in-
ternational organizations such as the World Bank and IMF; and investing 
heavily in industrial development throughout the region (Flemes, 2007; Habib, 
2009). These goals and initiatives persisted under the Jacob Zuma administra-
tion (Habib, 2011).

As a regional leader, South Africa nevertheless continued to maintain its 
historical foreign policy commitment to state sovereignty and independence 
from international—especially western—influence. As if to return to Smuts’s 
original call for a globally integrated yet independent nation, both Mandela 
and his minister of foreign relations, Mbeki, pursued the same strategy and 
made it clear that neither the West nor any international institution would 
influence their domestic policies (Habib, 2009; Kornegay, 2007; Salifu, 2010). 
Both leaders believed that South Africa and other developing nations should 
have complete autonomy and sovereignty in their foreign and domestic poli-
cymaking and should not continue to fall prey to international influence 
(Kornegay, 2007; Salifu, 2010).

Why was there continuity in the foreign policy approaches of the Apart-
heid Nationalist Party (NP) government and the ANC to sovereignty and in
dependence from international influence? It is important to emphasize that 
ANC leaders did not intentionally adopt the NP’s position on this foreign 
policy issue, giving the impression that there was some sort of policy legiti-
macy associated with the NP’s foreign policies. Instead, it was the personal 
interests, experiences, and ambitions of Presidents Mandela and particularly 
Mbeki (1999–2008) that shaped the ANC’s interest in state sovereignty and 
independence from external interference, views that were reinforced by con-
stitutional amendments empowering the office of the president in the area of 
foreign affairs (Siko, 2014).

During the Mandela and, especially, Mbeki administrations, no previous 
NP leader or interest group influenced the president’s foreign policy interests 
and decisions. In fact, Mbeki was well known for distancing himself from 
others’ opinions, taking a strong personal interest in foreign affairs. His strong 
views on foreign affairs mainly emanated from his experience as leader of the 
ANC’s Department of International Affairs during the ANC’s exile from poli-
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tics (Siko, 2014). It was during this time that Mbeki developed a suspicion of 
international—notably western—influence over South Africa and other 
African nations, for he had developed deep anticolonial and anti-imperial 
sentiments, moving him to believe in the continent’s liberation from western 
colonial rule. These views shaped Mbeki’s stance on state sovereignty and 
independence, while inspiring his belief in an African renaissance; he thus 
recommended continental policies that would revive Africa’s economic inde
pendence and cultural richness (Ajulu, 2001). His views were also reflected in 
“The Foreign Policy of the Future South Africa,” a position paper that “eluci-
dated a strongly anti-imperialist foreign policy” for the transitioning ANC 
government (Siko, 2014, 625). When Mandela entered office in 1994 and ANC 
diplomats assumed positions within the outgoing apartheid regime’s Depart-
ment of Foreign Affairs, they brought with them their preexisting beliefs in 
regional solidarity, contested interstate power relations, established alliances 
with western nations only if initiated by and benefiting South Africa, and 
ensured sovereignty and independence from external—mainly western—
interference (Siko, 2014; Thakur, 2015).

The government’s sense of independence, arrogance, and pride in its 
decision-making abilities therefore persisted after the ANC’s rise to power. As 
in the past, the new ANC government believed that it had the experience, 
knowledge, and commitment needed to create and implement effective poli-
cies on its own, and that it knew more about its political, economic, and social 
context than did any other nation or international institution (Habib, 2009). 
This helps to explain why Mbeki and the DOH were so reluctant to obtain 
donor aid assistance for HIV/AIDS and other programs (Lieberman, 2009). 
Indeed, Zhu (2007, 11) writes that Mbeki’s belief, as a leader of Africa, involved 
“moving away from Western dependency, including in areas of financial, lo-
gistical, and practical support for the AIDS issue.”

The Zuma administration, from 2009 to the present, maintained Mandela’s 
and Mbeki’s foreign strategies. But Zuma also made it clear that he wished to 
formally join the ranks of BRIC nations, going beyond his leadership role in 
the Africa region. In 2009, Zuma was upset that the Putin administration in 
Russia failed to invite him to a BRIC emerging economies summit in Yekater-
inburg, Russia (Kornegay, 2009). After complaining, in 2010 Zuma was 
extended an invitation to join the BRIC coalition—now BRICS.
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National Security Concerns and Instituting Reforms

As we saw in Russia, it seems that the government did not improve its response 
to HIV/AIDS until the epidemic posed a serious threat to national security. 
The year 1998 stands out in this regard, the year that the opposition Demo
cratic Party claimed that the ANC government finally “woke up” to the HIV/
AIDS situation (SAPA, 1998a). In that year, according to the Johannesburg 
Saturday Star, Deputy President Mbeki stated that he finally perceived the 
HIV/AIDS situation as one that went beyond its health implications, having 
grave economic and social implications (Baleta, 1998). The Saturday Star went 
on to comment that “the reality of the devastating HIV/AIDS statistics seems 
to have finally convinced the Government to summon 200 leaders of South 
African society to Pretoria to finally begin to tackle the AIDS epidemic on all 
fronts, . . . ​the key message was that AIDS was no longer just a health problem, 
but had the potential to devastate economic and social reform and had to be 
tackled from all fronts” (Baleta, 1998, 1).

At an urgent meeting organized by Mbeki in 1998, government officials 
learned that approximately 150,000, or one in seven, public servants had been 
infected with the virus (Baleta, 1998), thus potentially destabilizing govern-
ment performance. Economists at the meeting emphasized the disastrous im-
plications of AIDS for the economy. Reports were trickling in that AIDS was 
going to adversely affect South Africa’s global economic competitiveness, due 
mainly to a loss of productivity and workdays (Bisseker, 1997). In 1999, it was 
estimated that the percentage of the South African workforce infected with 
HIV would rise from 11% in 1999 to 18% by 2005, thus making AIDS the big-
gest crisis facing the business community (Vass, 2005).

By the late fall of 1997, the government had also become increasingly con-
cerned about rising HIV/AIDS infections in the military. As reported in Busi-
ness Day (1997), some claimed that AIDS cases in the military had now reached 
an all-time high. The director of South Africa’s International Civil-Military 
Alliance compared South Africa’s AIDS situation to the high prevalence rates 
in Angola and Zimbabwe, while stating that soldiers were two-and-a-half 
times more likely than civilians to contract the virus. Fearful of a continued 
scale-up in infection rates, a new South African Civil-Military Alliance was 
formed in 1997 to prevent AIDS among “the military, paramilitary, police 
personnel, military families and communities where these groups are located” 
(Business Day, 1997, 1). The new alliance also provided AIDS prevention 
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courses and published a quarterly newsletter. Director Miller of the alliance 
maintained that the government now believed that AIDS was contributing to 
an increase in overall medical costs, while compromising military security and 
foreign military deployments—mainly due to concerns about blood safety, 
field first aid, and contact with local populations (Business Day, 1997). Mbeki 
could no longer avoid the security threat. Immediate action was needed. The 
government acted.

At a rally organized in the fall of 1998, Mbeki announced that the time had 
come to respond more aggressively to HIV/AIDS. During his address, he 
launched the Nationwide Partnership against AIDS. For the first time, Mbe-
ki’s discussion of AIDS transitioned from a purely health issue to a broader 
socioeconomic problem, while noting that it was all of South Africa’s problem. 
Mbeki called on a new collective effort to combat the epidemic, arguing that 
discrimination and fear needed to be stopped and that a more proactive effort 
was needed to scale up prevention and awareness (SAPA, 1998b).

But was the threat to national security the primary reason that the govern-
ment began to take HIV/AIDS more seriously? Perhaps the government was 
responding to the rapid growth of AIDS cases and deaths. This cannot be the 
case, however, as the DOH had recognized the AIDS epidemic several years 
earlier (Dernberger, 2014). Alternatively, perhaps Mandela and Mbeki were 
striving to use AIDS policy as an electoral issue to keep the ANC in power and 
increase its legitimacy and support. This thesis also does not hold: at no point 
did Mandela or Mbeki campaign on the AIDS issue, nor did Mbeki’s AIDS-
denialist claims in the past hamper his electoral prospects. In fact, Lodge 
(2015) claims that by 2006, Mbeki’s job approval rating had reached 77% (be-
fore dipping to 55% in 2008). Many attribute this to society’s unwillingness to 
take the HIV/AIDS situation seriously, which reflected not only a lack of gen-
eral knowledge about AIDS but also the prevailing conservative views in soci-
ety that put blame on the immoral individual rather than the government.

Seeking to strengthen the government’s response, one of the first initiatives 
the Mbeki administration undertook was creation of the South African Na-
tional AIDS Council (SANAC) in January 2000. Under the auspices of the 
DOH, SANAC was and continues to be the primary plenary institution re-
sponsible for creating and coordinating, with other government agencies, the 
drafting and implementation of HIV/AIDS policies. The PACs are accountable 
to SANAC, which consists of representatives from government, activists, 
people living with HIV/AIDS, and the private sector—16 state and 17 nonstate 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



220    Geopolitics in Health

actors, to be exact. In 2000, SANAC released the 2000–2005 HIV/AIDS Stra-
tegic Plan for South Africa, which proposed new managerial, policy, and epi-
demiological goals to be achieved by 2005 (Chirambo, 2004). Amid escalating 
demands for a more multisectoral, coordinated response (Bothma, 1998), 
SANAC wholeheartedly committed itself to meeting this need (Chirambo, 
2004). SANAC symbolized the government’s commitment to creating a stronger 
policy response to HIV/AIDS (Sidley, 2000).

To further ensure SANAC’s effectiveness, in May 2000 Mbeki created a 
special 30-member Presidential AIDS Advisory Panel. Striving to overcome 
ongoing criticism of his unorthodox denialist views, Mbeki invited into the panel 
several prominent scientists, including virologist and Nobel Prize recipient 
Luc Montagnier, who subscribed to the orthodox view and could provide keen 
insight into treatment policy. At the same time, however, Mbeki appointed 
several scientists and policymakers supporting his denialist views. The end 
result was a panel that could not agree to anything, thus contributing to years 
of policy deadlock and delay (Lamberti and Sidley, 2000).

In 2000, SANAC also introduced policies to increase its distribution of re-
sources to the provinces. For example, the National Integration Plan on AIDS 
was introduced to provide fiscal transfers to the provincial health departments. 
These transfers were conditional, such that their continuation depended on 
state health departments’ appropriate and effective use of the money. In 2002, 
the DOH established the Joint Financing and Health Department Resources 
initiative. This program increased the federal government’s commitment to 
providing ARV medications to the states. It was established to ensure joint 
responsibility for managing ARV financing, thus tying into the DOH’s new 
emphasis on interagency harmonization and collaboration (Schneider, Hlophe, 
and van Rensburg, 2008).

The Joint Financing initiative was a prelude to the government’s perhaps 
most successful and important policy initiative during Mbeki’s tenure: the 
Plan for Comprehensive Treatment and Care for HIV and AIDS (the Plan). 
Established in 2003, the Plan called for the purchase and universal distribu-
tion of all ARV medications for those in need (Marshall, 2004). After several 
years of Mbeki’s reluctance to consider the provision of ARV medications—
mainly due to the high costs, the lack of proven scientific evidence of their ef-
ficacy, and Mbeki’s denialist beliefs (Overy, 2011)—the president acquiesced to 
heightened domestic demands for the increased distribution of ARVs. These 
demands stemmed mainly from aggressive civil societal protests and law suits 
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from influential NGOs such as the Treatment Action Campaign (TAC) 
(Baleta, 2003)—a lobbying process discussed in more detail below.

Through the Plan, the DOH agreed to distribute ARV medications through 
service points in every health district within a year and in every municipal 
health department within five years. The goal was to treat 1.2 million people 
by 2008 (Marshall, 2004). This landmark legislation seemed to be a turning 
point in the government’s proven commitment to fighting the epidemic.

During this period, the NAP also maintained its commitment to increasing 
HIV/AIDS prevention and awareness. Condoms were being distributed to lo-
cal clinics, free of charge. Approximately 340–540 million condoms had been 
provided by 2004 (Lieberman, 2009). Several HIV/AIDS public media cam-
paigns were aired by the DOH, such as LoveLife, which targeted 12- to 
19-year-olds and sponsored social activities for youth to receive sexual health 
information. Soul City and Soul Buddyz were government-sponsored 
multimedia campaigns targeting children and adults, mainly through televi
sion advertisements and radio messages, to increase awareness about HIV and 
provide sex education. The government also provided funding for schools for 
sex education, while financing NGO initiatives on these endeavors (Avert, 
2015). In 1999, the Department of Basic Education, in collaboration with the 
DOH, created the program titled National Policy on HIV and AIDS, for 
Learners and Educators in Public Schools, and Students and Educators in 
Further Education and Training Institutions (Republic of South Africa [RSA], 
2012a). Through this program, the government sought to increase teaching 
about HIV/AIDS in school curricula and to reduce discrimination in schools. 
In 2000, the Department of Basic Education followed up with creation of the 
HIV and AIDS Life Skills Education Program, implemented in all public pri-
mary and secondary schools, which integrated HIV education into the school 
curriculum and provided social support for HIV-positive students (Avert, 
2015). And finally, the government maintained its long-held commitment to 
ensure a safe blood supply (Lieberman, 2009).

By 2006, President Mbeki, the DOH, and SANAC endorsed creation of the 
HIV/AIDS and STI Strategic Plan for South Africa, 2007–2011 (in brief, NSP 
2007–11). This initiative established new policy goals, such as the heightened 
provision of ARV treatment, increased HIV testing, and improved diagnosis, 
to be achieved by 2011. NSP 2007–11 also aspired to reduce infection rates by 
half and to make ARV medications accessible to 80% of people in need by 2011 
(Nature, 2007).
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By the mid-2000s, however, several problems began to emerge, suggesting 
that the government was still not fully committed to ensuring a stronger pol-
icy response. First, with respect to ARV treatment, Mbeki and the DOH were 
still reluctant to adopt HAART (highly active antiretroviral therapy), and 
ARV medications were allegedly distributed too slowly (Lieberman, 2009). 
What is puzzling is that this occurred even after the government worked 
closely with TAC and the Congress of South African Trade Unions to success-
fully lobby international pharmaceutical companies for a reduction in ARV 
prices in 2001. Even more puzzling was the DOH’s efforts to promote the use 
of natural herbal medicines such as beets, spinach, garlic, and olive oil as a 
remedy for HIV, suggesting that Mbeki’s unorthodox denialist views were still 
present in government (Lethbridge, 2009). Second, a lack of coordination and 
respect existed between federal AIDS institutions and the presidency. While 
SANAC was experiencing a host of intraorganizational challenges and ineffi-
ciencies, its recommendations to Mbeki were often ignored, and the DOH 
provided SANAC with little autonomy in agenda setting and policymaking. 
Some believe that the DOH was creating and managing all AIDS policies on 
its own, without coordinating with SANAC members (Chirambo, 2004).

Finally, SANAC also failed to provide assistance to the provincial govern-
ments. There continued to be a shortage of medical personnel in urban and 
especially rural health clinics (Lethbridge, 2009). The ongoing dearth of full-
time doctors and nurses complicated the NAP’s ability to achieve its policy 
goals (Nature, 2007).

In response to these ongoing problems, as described by Simelela and Venter 
(2014), the newly elected 2009 Zuma administration decided to address the is-
sues head on. Zuma’s impetus stemmed from overwhelming data revealing the 
ongoing adverse effects of AIDS not only on mortality rates but also on the 
economy and societal relations. Zuma acknowledged that the government had 
spent the past “10 years pedaling backwards” in AIDS prevention and treat-
ment and that the time had come for a stronger response. His ambitions were 
not influenced by international pressure or reputation building but arose 
more from the realization that the government had failed to adequately ad-
dress the HIV/AIDS epidemic for several years.

Zuma’s initial step in strengthening the government’s response was to for-
tify SANAC. In addition to providing more political and financial support, 
he reorganized SANAC to ensure increased coordination between health 
agencies, activists, and people living with HIV/AIDS (Simelela and Venter 
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2014). Zuma’s approach also marked a radical turn from Mbeki’s unorthodox 
denialist views by emphasizing not just the orthodox idea that HIV does in fact 
lead to AIDS deaths but also that testing is important to find and treat indi-
viduals while reducing stigma (RSA, 2010). Shortly after entering office, Zuma 
implemented a program for providing free test centers in rural health clinics 
and training nurses on how to properly administer the tests. And in an effort to 
incentivize people to get tested, he publicly underwent the HIV test and dis-
closed his results in 2010 (Dugger, 2010). Zuma also supported massive efforts 
to increase domestic and international funding for the NAP (Bearak, 2010).

New efforts were also made in the areas of prevention. In 2011, the DOH 
authorized creation of the 2012–2016 National Strategic Plan for HIV, STIs, 
and TB (NSP 2012–16). This plan was more progressive than its predecessor, 
NSP 2007–11, because of its emphasis on addressing critical areas of HIV 
prevention such as male circumcision and funding of harm reduction programs 
for IDUs, sex workers, the gay community, truckers, and adolescents, while 
ensuring ongoing ARV rollout (RSA, 2013; Simelela and Venter, 2014). In 
April 2010, in an effort to prevent the transmission of HIV from female to 
male, the DOH created the Voluntary Medical Male Circumcision campaign, 
with the goal of reaching 80% of HIV-negative men by 2016 (Avert, 2015). 
Later that same year, the DOH launched the National HIV Counseling and 
Testing Campaign, which led to an increase in voluntary testing, from an esti-
mated 19.9% in 2008 to 37.5% in 2012 for men, and from 28.7% to 52.6% for 
women (Avert, 2015). In 2013, the National Department of Education and the 
DOH implemented the Integrated School Health Program, which ensures 
HIV/AIDS awareness education in schools, comprehensive sex education, and 
sexual and reproductive health services This school health program has been 
deemed critical for addressing the nation’s most at-risk group: girls and young 
women between the ages of 15 and 24 (RSA, 2013).

The Zuma administration also ensured greater access to ARV medications 
and treatment. As reported in the government’s Global AIDS Response Progress 
Report (RSA, 2013), in April 2013 the DOH expanded its commitment to pro-
viding ARV treatment for all women who are HIV-positive during pregnancy 
and breastfeeding, all infants born to these mothers, and all HIV-positive in-
dividuals with TB. In 2010, the prevention of mother-to-child transmission 
(PMTCT) program guidelines had been amended to include AZT treatment 
from the early stages of gestation, HAART for all pregnant women with CD4 
cell counts less than or equal to 350, and nevirapine prophylaxis for all infants 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



224    Geopolitics in Health

for the first six weeks or until one week after ending breastfeeding. These 
efforts contributed to a significant reduction in mother-to-child transmission, 
from 3.5% in 2010 to 2.7% in 2011. The number of infants in need of AZT 
also decreased from approximately 26,000 in 2009 to 17,000 in 2012. To sus-
tain this success rate, in 2011 SANAC established two programs: the South 
African Framework No Child Born with HIV by 2015 in South Africa; and 
Improving the Health and Well-being of Mothers, Partners, and Babies. Im-
plemented at the federal and state levels, these action frameworks were linked 
to NSP 2012–16 and focused on improving policy strategy, financing, manage-
ment, and monitoring of programs and their outcomes. Finally, the DOH has 
worked with provincial governments to increase the number of public health 
clinics providing treatment; it increased from 362 in 2008 to approximately 
3,000 facilities by 2013 (Bekker et al., 2014).

By 2016, an estimated 3.4 million people were receiving ARV medications 
in South Africa, making SANAC’s treatment program the largest in the world 
(Downie, Jackson, and Angelo 2016). South Africa had also far surpassed the 
other BRICS nations in the number of individuals taking ARV medications 
(fig. 6.2)

South Africa did not surpass the BRICS when it came to providing foreign 
aid for HIV/AIDS policies. Although the Mbeki administration did use the 
provision of foreign aid assistance in HIV/AIDS to help bolster South Africa’s 
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Figure 6.2. Number of individuals receiving ARV therapy in the BRICS, 2004–12. 
Source: UNAIDS, 2014. Antiretroviral therapy coverage. The World Bank Group 
Databank. Washington, DC. http://data​.worldbank​.org​/indicator​/SH​.HIV​.ARTC​.ZS.
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reputation as a regional leader (Cooke, 2010; Osih and Masire, 2012), these ef-
forts were short-lived and did not become an ongoing foreign policy priority 
(Cooke, 2010). Under Mbeki, providing foreign aid in health—and in other 
social welfare sectors—was primarily used to help improve the government’s 
relationship with other African nations and the international community, fol-
lowing years of geopolitical isolation and conflict over apartheid (Besharati, 
2013). In achieving these objectives, Mbeki provided US$10 million to the 
Global Fund and pledged another US$20 million over 20 years to Gavi, the 
Vaccine Alliance (formerly, Global Alliance for Vaccines and Immunization); 
any further commitments were hampered by Mbeki’s denialist views (Cooke, 
2010). When Zuma entered office, his focus was more on strengthening the 
government’s response to HIV/AIDS in South Africa than on helping other 
nations (Cooke, 2010; Osih and Masire, 2012). As one of Zuma’s health offi-
cials put it, the administration’s focus was to “put its own house in order” 
first before going global (quoted in Cooke, 2010, 43). Moreover, Zuma never 
shared Mbeki’s ambition of displaying South Africa’s global and regional lead-
ership through increased foreign aid for HIV/AIDS. This mainly reflected 
Zuma’s foreign policy beliefs in noninterventionism, state sovereignty, and 
independence—a tenet that, as we saw earlier, had a long foreign policy prece
dent in South Africa (Cooke, 2010; Osih and Masire, 2012).

The foreign assistance that Zuma has authorized for helping other nations 
respond to HIV/AIDS has been limited in scale, shaped more by the govern-
ment’s commitment to building solidarity and unity in South-South relations 
than by seeking international fame and influence. The government has mainly 
focused on providing technical research assistance through the India–Brazil–
South Africa Dialogue Forum (IBSA), a coordinating forum that brings India, 
Brazil, and South Africa together for the purpose of strengthening their 
partnerships, establishing a common policy view, and engaging in development 
cooperation with other developing nations (Cooke, 2010; Osih and Masire, 
2012). For instance, through this forum South Africa has worked with India to 
provide vaccine research and policy recommendations in the areas of HIV/
AIDS, TB, and malaria. The government has also provided a limited amount 
of direct bilateral technical assistance to several nations in the southern 
African region to help control the spread of malaria (Osih and Masire, 2012). 
Finally, although the Mandela administration authorized domestic pharma
ceutical companies to produce generic ARV medications—despite vehement 
protests and court actions from pharmaceutical companies accusing South 
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Africa of violating the WTO’s TRIPS rulings (Bekker et al., 2014)—neither 
the Mbeki nor the Zuma administration sought to make use of the successful 
resistance to these industries to bolster the government’s international reputa-
tion in health (as we saw in Brazil).

South Africa has joined its BRICS counterparts—save for Russia—in being 
receptive to international donor aid assistance. Beginning in 2004, the DOH 
received funding from PEPFAR (totaling US$3.7 billion) and from the Global 
Fund for the nation’s PMTCT and ARV programs (Bekker et al., 2014). How-
ever, this funding was requested mainly by select South African provinces and 
NGOs, circumventing Mbeki’s resistance to external donor support, particu-
larly in the area of funding for ARV drug distribution. It also dovetailed with 
an increase in the targeting of foreign donor aid to local governments and 
NGOs rather than to the central government (Bekker et al., 2014; Nunn et al., 
2012). To the government’s credit, Mbeki did not seek to prohibit the donor 
community’s work with NGOs (McGreal, 2002)—as Putin had done in Russia. 
The majority of domestic AIDS program funding has nevertheless consistently 
come from the government, not from the international donor community, 
which comports with the government’s long history of policy independence, 
sovereignty, and negative geopolitical positioning—going it alone when it 
came to HIV/AIDS (Avert, 2016; McGreal, 2002). About 25% of the costs for 
the government’s HIV/AIDS programs, which includes funding for NGO ac-
tivities, is from donors; multilateral and bilateral donor aid is expected to de-
crease in the near future (Lodge, 2015). As I discuss shortly, this reduction in 
donor support will hamper the NGO community’s ability to respond to the 
epidemic.

Despite South Africa’s limited presence at the global level, it has remained 
committed to increasing domestic spending for HIV/AIDS. As figure  6.3 
illustrates, government spending for HIV/AIDS increased from an estimated 
R 966 million (US$68 million) in 2003 to R 11.2 billion (US$789 million) in 
2013 (LaCock, 2015). However, this spending was soon deemed to be insuffi-
cient. In 2013, the government itself acknowledged that this funding needed to 
be better targeted at prevention programs for higher-risk groups, especially 
young women and girls. More funding has also been needed for scaling up 
evidence-based HIV prevention efforts (RSA, 2013). These shortcomings 
have led scholars to conclude that, despite an increase in federal spending, 
prevention programs are not expanding to meet the needs of the groups at 
highest risk (Bekker et al., 2014).
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Despite the increase in federal spending for SANAC, this, too, has not been 
enough. For example, for the 2013–14 period, SANAC’s total operational costs 
were R 25 billion (US$1.7 billion), but parliament authorized only R 19.9 bil-
lion (US$1.4 billion). Since 2013, SANAC has requested from parliament an 
additional R 1.6 billion (US$112 million) each year, which has not been pro-
vided (Bekker et al., 2014). This additional funding is needed to keep up with 
the burgeoning demand for ARV treatment, which has expanded due to 
increased patient longevity and further government commitments to ARV 
distribution. The funding gap is expected to grow, while future predicted ex-
penses, especially hospitalization costs, are expected to well exceed the current 
funding sources available (Avert, 2016; Lodge, 2015).

Several health system challenges also persist, which are mainly associated 
with the DOH’s decision to decentralize ARV treatment services (Bekker 
et al., 2014). Ensuring an adequate supply of medical doctors and nurses at the 
provincial level is a constant problem, reflecting limited provincial govern-
ment spending and inadequate financial support from the central government 
(Downie, Jackson, and Angelo, 2016). Shortages in this area have challenged 
SANAC’s and the provinces’ ability to carry out prevention programs and 
especially ARV treatment and HIV testing (Downie, Jackson, and Angelo, 
2016; RSA, 2013), both encouraging early testing and tracking and retaining 
patients in their ARV treatment (Bekker et al., 2014). Although the number of 
nurses trained and responsible for delivering ARV treatment increased from 
250 certified in 2010 to 10,000 by 2012, the supply of nurses is still limited, 
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especially in rural areas. This situation has contributed to a decline in the 
overall quality of care, an inability to effectively manage and maintain pa-
tients on ARV treatment, and longer wait times in hospitals. Furthermore, 
there is an ongoing limitation of primary health care facilities, which since 
2004 have had primary responsibility for administering ARVs; those that exist 
are inundated with new and returning patients. Limited infrastructure, such 
as clean working spaces and access to equipment, especially in rural areas, has 
further complicated these endeavors (Bekker et al., 2014; J. Cohen, 2016).

In the area of HIV/AIDS prevention, improving educational awareness and 
behavioral change has also been an ongoing challenge. While the government 
has increased the budget for the DOH’s and the Department of Basic Educa-
tion’s HIV/AIDS programs, both the federal and provincial governments have 
not done a good job of guaranteeing the quality of sex education: ensuring 
high teaching standards and addressing the reluctance in some schools to pro-
vide condoms (Heywood, 2016; Van der Merwe, 2015). According to a Human 
Sciences Research Council’s survey of South African households published in 
March 2014, there has been an overall decline in condom use, while the num-
ber of sex partners has increased and knowledge about HIV transmission has 
decreased (Van der Merwe, 2015).

Despite the sizable increase in the number of individuals receiving ARV 
treatment, a shortage of ARV medications continues in some areas (Lodge, 
2015; Van der Merwe, 2015). As Lodge (2015) reports, a national survey con-
ducted in 2013 of 2,139 public health facilities found that more than one-fifth, 
459, had experienced shortages of ARV and TB medications in the previous 
three months. Poor logistical planning and management and a lack of sufficient 
federal financial support and adequate patient reporting systems were blamed. In 
2013, this prompted the DOH and the Treasury Department to carefully moni-
tor and control the drug procurement systems in several provinces, such as 
Limpopo, Gauteng, and the Eastern Cape.

Although recent government efforts have led to a steady decline in HIV 
cases, the number is still high. In 2016, the DOH reported that HIV incidence 
for adults dropped from a high of 1.67% in 2005 to 1.22% in 2015 (J. Cohen, 
2016). Yet this still equates to approximately 330,000 new infections each year. 
When combined with the fact that only 2.7 million of 6.2 million HIV-positive 
individuals are receiving ARV medications, this situation has convinced pun-
dits that HIV/AIDS in South Africa is still a “public health crisis” (S. Allison, 
2015).
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The government has improved its policy response to HIV/AIDS, but why 
has SANAC not been capable of achieving a stronger or, better yet, centrist 
policy response? As I explained in chapter 1, a centrist policy response entails 
the creation and ongoing financial and administrative expansion of federal 
agencies, the development of effective prevention and treatment policies (espe-
cially, universal access to medicine), and formal and informal strategies to 
increase the central government’s policy influence in a context of healthcare 
decentralization. In South Africa, however, the government has not engaged in 
an ongoing financial commitment to SANAC, and prevention and ARV treat-
ment programs have fallen short of achieving their goals. At the same time, the 
DOH has not formally tried to increase its central policy influence through 
the use of conditional fiscal transfers to the provinces, nor has it informally 
worked with NGOs to monitor provincial health departments and hold them 
accountable for policy implementation. As the next section explains, the latter 
failure has emerged because of the consistently weak partnership between the 
DOH and NGOs. Indeed, as seen in Russia, India, and China, South Africa’s 
inability to achieve a centrist policy response seems to stem in part from the 
bureaucracy’s inability to establish a strong partnership with NGOs.

Absence of Strong Bureaucratic–Civil Societal Partnerships

South Africa’s public health system does not have a long history of serving 
the entire population, with health bureaucrats working closely with all seg-
ments of society. Instead, the deep racial divide that grew out of European 
colonialism (Davenport and Saunders, 2000), mainly through Dutch and 
British settlers, led to the emergence of public healthcare systems that were 
segregated along racial lines. Since the nineteenth century, white European 
colonists had created and relied on their own western-style healthcare sys-
tems, while the black population mainly relied on traditional medical practices 
and tribal healers. These healers possessed a considerable amount of influence 
in local communities, whereas westernized medical services and basic care 
were unevenly distributed. There were ample numbers of tribal healers, pro-
viding each family with a healthcare practitioner (Kalipeni, 2000; Miti, 
2013).

The presence of this influential tribal healing system generated few incen-
tives for civil society to organize and create social health movements or public 
health associations. Indeed, during the nineteenth century, no civic movement 
arose that was dedicated specifically to combating disease (Miti, 2013). In large 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



230    Geopolitics in Health

part this stemmed not just from the existence of a well-integrated traditional 
healing system but also from the absence of a unified public healthcare system 
that most of the general population could access (Kalipeni, 2000). Consequently, 
social health movements and/or civic organizations proffering a more central-
ized, universal policy response to diseases never emerged. Nor were there public 
health officials willing to work with and serve the entire population, regardless of 
racial identity (Hausler, 2013; Miti, 2013).

Civic mobilization among the marginalized and suppressed black population 
began during the nineteenth and twentieth centuries, though its influence was 
isolated and focused mainly on political liberalization and antiapartheid senti-
ment. As an outgrowth of historical social movements originating in the nine-
teenth century over the right to vote, by the 1960s and 1970s voluntary civic 
organizations began to emerge throughout the nation (Bundy, 2000). Like 
movements in the past, this civic response emerged in opposition to central-
ized and oppressive political rule, in a form of antinationalist sentiment (Adler 
and Steinberg, 2000; Bundy, 2000). Many of these movements and organizations 
had been forcefully suppressed in the 1950s (Bundy, 2000). Activists were forced 
into exile, and limited incentives remained to mobilize. Civic movements and 
organizations did emerge, but they operated in isolation at the local level and were 
peaceful and seemingly nonconfrontational toward the government (Adler and 
Steinberg, 2000; Miti, 2013).

In the late 1980s, proactive civic mobilization and protest heightened in 
support of the ANC’s return to power. A flurry of pro-democratic and civil 
rights NGOs began to emerge (Chirambo, 2004; Johnson, 2005; Miti, 2013). 
However, these new pro-democratic movements did not immediately translate 
to the presence of well-organized AIDS NGOs with influence on policy 
(Schneider, Hlophe, and van Rensburg, 2008). The NGOs that did emerge 
included the AIDS Foundation of South Africa in 1988, which focused on pro-
viding community-based prevention and treatment interventions in rural ar-
eas (Oxfam, 2015); the Gay Association of South Africa in 1982; and the AIDS 
Consortium Project in 1992. These organizations pressured the government 
for prevention programs and especially drug treatment, grounded in the princi
ples of nondiscrimination and individual rights. But these NGOs were small 
in size and influence and consequently could not get the government’s atten-
tion (Mbali, 2005). The Gay Association, for example, was not even invited to 
participate in the DOH’s initial Aids Advisory Group—which provided expert 
advice on policy—even though it represented the largest community affected 
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by HIV/AIDS at that time. Add to this the fear of mobilizing in a context 
where gay and lesbian sexual activity was illegal and the state had the legal 
right to suppress movements opposing the government (Gómez and Harris, 
2015; Mbali, 2005). Moreover, the limited number of AIDS activists that 
emerged could not justify their need for government assistance on the grounds 
of a historically based, strong partnership with public health bureaucrats who 
were proffering similar policy ideas about state intervention in times of health 
crisis (Miti, 2013). Consequently, AIDS bureaucrats were not accustomed to 
having a strong partnership with activists and those affected by disease and so 
did not seek to work closely with the AIDS NGOs (Guari and Lieberman, 
2006).

Even after the return to democracy in 1994, the ANC and the DOH still 
did not try to improve this situation. For example, the AIDS Advisory Coun-
cil, which was explicitly designed to formally incorporate the views of scien-
tific experts, NGOs, and people living with HIV/AIDS, was shut down in 
1997 after its critiquing of the government’s policy progress (Chirambo, 2004; 
Johnson, 2005; Zhu, 2007). Although NGO activists and people with HIV/
AIDS were represented at the 1993 NACOSA conference, their representation 
seemed to be more ceremonial than effective in influencing policy. In fact, 
despite their representation in NACOSA, NGOs incessantly complained of 
being unable to access top-level AIDS policymakers (Johnson, 2005; Marias, 
2000; Zhu, 2007) and of poor coordination with national and local AIDS bu-
reaucrats (Bisseker, 1997). Even provincial PAC administrators failed to reach 
out to NGOs (Johnson, 2005). For almost 10 years, from 1999 to 2008, Mbeki 
ignored the opinions of NGO activists and scientific experts on AIDS advi-
sory bodies. The NAP became increasingly reclusive, failing to establish 
strong partnerships with NGOs (Hausler, 2013; Lethbridge, 2009; Miti, 2013; 
Nunn et  al., 2012; Zhu, 2007). DOH and AIDS bureaucrats simply did not 
consider NGOs to be valued partners in the policymaking process (Parkhurst 
and Lush, 2004; Zhu, 2007). This was reflected in the DOH’s decision to re-
duce the subsidies going to AIDS NGOs from R 20 million (US$1.4 million) 
in 1996 to R 12.5 million (US$880,564) in 1997 (Bisseker, 1997).

This weak partnership between the DOH and NGOs emerged for several 
reasons. First, there was no history of the health bureaucracy’s commitment to 
partnering with civil society to eradicate disease or seek policy suggestions 
(Johnson, 2005; Miti, 2013). Second, Mbeki’s denialist beliefs prohibited a 
partnership with progressive activists (Gómez and Harris, 2015). Third, the 
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government had decided in 1998 to refuse funding for pilot programs provid-
ing ARV treatment to pregnant women. Fourth, initiatives taken by the NAP 
were viewed as both corrupt and disrespectful toward the NGO community: 
specifically, the NAP’s usage of R 14 million (US$985,815) for funding a musi-
cal play, Sarafina II. Funding for this play was taken from the NAP and PAC 
budgets without consulting SANAC or the NGOs (Gómez and Harris, 2015). 
When questioned about this allegedly scandalous activity, the DOH director, 
Nkosazana Dlamini-Zuma (1994–98), stated that “the department could not 
be expected to consult every NGO. AIDS doesn’t consult, it infects people” 
(quoted in Johnson, 2005, 122). And finally, to add insult to injury, in 1997 the 
DOH decided to mandate the disclosure of every individual found to be HIV-
positive. This flew in the face of AIDS activists’ clamoring for the right to 
medical privacy (Schneider, 2002).

Nevertheless, the DOH’s unwillingness to partner with NGOs did not in 
any way affect the latter’s efforts to mobilize and directly pressure the govern-
ment for much-needed legislation. In fact, if anything, Mbeki’s denialist claims 
and unwillingness to work with NGOs further incentivized their mobilization 
efforts and pressure on the government (Lodge, 2015).

For instance, by the late 1990s, NGOs such as the Treatment Action Cam-
paign and the AIDS Law Project emerged to pressure the government and to 
use newly established democratic institutions such as the Constitutional Court 
to persuade the Mbeki administration to provide treatment services. TAC was 
formed in Cape Town in 1998 as a network of groups such as unions, churches, 
and gay rights and healthcare workers’ organizations, fused together by a 
human rights–based belief in access to HIV/AIDS prevention and treatment 
services. It arose to mobilize and to demand that the DOH provide ARV 
medications, such as nevirapine for HIV-positive pregnant women. In 2002, 
after lobbying and organizing mass demonstrations, TAC, with the assistance 
of the Congress of South African Trade Unions, sued the DOH in the Preto-
ria High Court on the grounds that the government was violating the 1996 
Constitution by not providing this medication. The suit was based on the Con-
stitution’s health-related socioeconomic rights stipulations. In 2003, the high 
court decided in TAC’s favor and forced the DOH to start providing nevirapine 
for pregnant women. In 2004, the government followed up with creation of 
the PMTCT program, though with considerable resistance and delay. That 
same year, TAC engaged in an aggressive civil disobedience campaign through 
mass protests and activist arrests, ultimately forcing the Mbeki administration 
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to reverse its decision not to support the distribution of ARV medications 
(Bekker et al., 2014; Mbali, 2005; Nunn et al., 2012; Yawa, 2016).

In 1997, instead of working in opposition to the state, TAC had partnered 
with the DOH to win a court battle against the Pharmaceutical Manufactur-
ers’ Association to ensure that the government had a legal basis for producing 
and importing generic ARV medications (Overy, 2011). This earlier partner-
ship suggests that, at times, the government was willing to work with NGOs 
to ensure access to medicine. But it also suggests that the government was in-
consistent in its partnership with NGOs, seeking to work with them only 
when that suited its interests.

TAC’s and other NGOs’ eventual success in pressuring the government for 
policy reform, we should note, occurred only after the government had already 
decided to improve its policy response—albeit, to a limited extent. This had 
occurred at the end of the 1990s, after the Mbeki administration perceived 
AIDS to be a national security threat.

Much as we saw in Russia, in the past two to three years the departure of 
international donor support for TAC and other AIDS NGOs has challenged 
their ability not only to provide critical health and social services but also to 
hold the DOH accountable for ensuring an ongoing, adequate supply of ARV 
medications and a stronger public health system. Both of these are necessary 
for high-quality treatment interventions. In November  2014, for example, 
DFID permanently withdrew its funding for TAC, allegedly worth R 8 mil-
lion (US$563,561), on the grounds that South Africa’s government had already 
made excellent progress in the area of ARV treatment and now had sufficient 
resources to sustain this response. TAC has argued, however, that it still needs 
more funding to carry out its work and that, due to budgetary shortfalls, it has 
had to reduce its organizational staff (S. Allison, 2015). It is not clear whether 
the government will fill this gap with additional funding.

The Zuma administration, SANAC, and the DOH have also recognized 
the important role that AIDS NGOs are playing to increase awareness and 
provide social and medical services (Gómez and Harris, 2015). And yet, since 
Mbeki, there is no evidence to suggest that AIDS bureaucrats have tried to 
strengthen their partnership with NGOs to justify an increase in parliamen-
tary funding for prevention programs for at-risk groups and ARV medications. 
At the same time, the parliament has become reluctant to work with NGOs and 
SANAC to increase public transparency and accountability for how AIDS 
funds are being used. In 2014, for example, the parliament ignored NGOs’ 
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request to reinstate parliament’s Joint Committee on HIV and AIDS, which 
was created in 2012 to monitor and evaluate programs and funding allocations 
(Sonke Gender Justice, 2015). The parliament suggested that politically, even 
if SANAC and the DOH could establish a stronger partnership with NGOs, 
the government might still not take their requests seriously.

In sum, despite South Africa’s apathy toward international pressures and repu-
tation building and its resistance to international aid, when HIV/AIDS began to 
pose a national security threat, the government began to take the epidemic more 
seriously and pursued policy reforms. Before these national security interests 
emerged, while AIDS NGOs were forming and pressuring the government for a 
stronger policy response, the MOH did not effectively respond to their needs. 
Moreover, even after the government began to take HIV/AIDS more seriously, 
MOH bureaucrats did not try to establish a strong partnership with NGOs. This 
hampered the government’s ability to pursue a centrist policy response.

Responding to Tuberculosis
The resurgence of TB in South Africa in the 1980s was attributable to a 
combination of historical conditions, economic transformation, government 
policy, and the emergence of HIV/AIDS. In the 1930s, poor urban and rural 
conditions, congested housing, and fragmented and inadequate healthcare ser
vices had contributed to the spread of TB. An estimated 60% of the black 
population had TB. The thriving goldmining industry and the lack of em-
ployers’ interest in TB prevention contributed to its further spread, not only in 
the mines, but also in the communities where workers lived (Edington, 2000; 
Fourie, 2011; S. Karim et  al., 2009). High-TB conditions in poor black 
communities persisted under apartheid, fueled some would claim by government-
funded, congested squatter settlements, underdeveloped healthcare systems, 
and swelling ranks of migrant labor (S. Karim et al., 2009). Figure 6.4 shows the 
increase in TB cases from the mid-1990s to mid-2000s.

As in Russia, the TB epidemic resurfaced in the 1980s mainly because of HIV 
(Achmat and Roberts, 2005; Loveday and Zweigenthal, 2011). By the mid-1990s, 
it was estimated that approximately 40% of people with TB were HIV-positive 
(Bamford, 1999), with TB eventually becoming the leading cause of death for 
people with HIV. To this day, TB along with influenza and pneumonia are the 
leading causes of death for the entire population (Merten, 2014).

The government’s initial reaction to the TB resurgence was marked by a 
high degree of political and bureaucratic contestation (Achmat and Roberts, 
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Figure 6.4. TB cases in South Africa, 1996–2006. Source: RSA, Department of 
Health, 2011.

2005; Karim et al., 2009). Politicians and most health officials could not agree 
that there was sufficient epidemiological evidence that TB posed a serious 
national health threat. Other politicians simply denied that TB had resurfaced 
as the main cause of death for people with HIV/AIDS (Achmat and Roberts, 
2005). Yet others insisted that politicians were in denial, inept, and trying to 
undermine scientific evidence as a basis for policy reform (S. Karim et  al., 
2011). Under apartheid rule, most politicians were indifferent to the living and 
health conditions in poor black communities, where TB was mainly concen-
trated. And where TB was rapidly reemerging, such as in highly congested 
mining plants, business owners were reluctant to invest in TB awareness and 
prevention services, given the large pool of unemployed laborers available 
(Stuckler, Basu, and McKee, 2010).

The apartheid government’s policy response also highlighted its lack of com-
mitment to the issue. Despite the government’s acknowledgment of the resur-
gence, scholars note, the DOH delayed creating an effective response (Q. Karim 
et  al., 2011). While some analysts claim that some health policies were 
implemented as early as 1979 in response to TB, these responses were charac-
terized as “patchy,” inadequately funded, and poorly managed (Bamford, 
1999). During this period, moreover, the DOH, which administered the TB 
programs, had a difficult time coordinating policy implementation with 18 
different subnational governing districts (Edington, 2000).

The DOH’s response in rural areas further emphasized the government’s 
lack of commitment to responding adequately to the TB epidemic. In these 
areas, TB was often underdiagnosed because there were not enough health 
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clinics to administer testing; this contributed to the spread of the disease (Ed-
ington, 2000). This revealed that the DOH was not providing provincial gov-
ernments with the financial, technical, and human resources needed for an 
adequate response.

Finally, during this period, the DOH was not working closely with activists 
and those living with TB to devise a more effective strategy against the dis-
ease. At no point was there any organized attempt to involve local communi-
ties in the decision-making process. No effort was made to create new public 
awareness campaigns or to disseminate information about TB (Edington, 
2000). With respect to TB, HIV/AIDS, and other diseases, apartheid’s divided 
governance and discrimination toward poorer, black communities did not 
bode well and did not encourage the development of strong bureaucratic–civil 
societal partnerships (Kalipeni, 2000).

International Criticism and Pressure

Eventually, the government’s inadequate response to TB not only kindled so-
cial unrest but also aroused international criticism and pressure. However, 
that international attention to TB did not occur until 1993, when the 
WHO  officially declared the disease a pandemic threat. By the mid-1990s, 
the WHO, other international organizations, and the medical community began 
to criticize nations for their delayed response, as well as their biased attention 
to HIV/AIDS. Of course, South Africa was not exempt from these criticisms.

International criticism in response to South Africa’s TB situation began to 
emerge in the mid-1990s. In 1996, for example, after being invited by the 
South African government to evaluate its TB policies, WHO officials wrote a 
report essentially condemning the government for its failure to respond ef-
fectively. More specifically, the report stated that the government needed to 
declare the seriousness of the TB epidemic; that it needed to strengthen its 
policy management; that it needed to effectively implement the DOTS strat-
egy (officially adopted in 1996); and that it needed to invest adequate resources 
at the national and subnational levels (Bamford, 1999). The WHO report 
found that TB management systems (including financial commitments) were 
lacking at the national and provincial levels and that there was an inefficient 
use of financial and administrative resources. It also found that the new TB 
register was inadequately used, TB microscopy services were not being pro-
vided, and patients were not being treated effectively. In essence, the WHO 
report found that despite adequate financial resources within the DOH, na-
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tional and subnational heath departments’ failure to take the TB issue seriously 
was leading to inefficiency in resource management and inadequate policy 
outcomes (Edington, 2000). In 1998, at a three-day conference in London, the 
WHO once again criticized South Africa, among other nations, for its lacklus-
ter policy response to TB (Cookson, 1998).

But what consequences did this international criticism and pressure have? 
Did it motivate the South African government to strengthen its response to 
TB? Or was the government just as apathetic toward the international com-
munity’s response as it had been for HIV/AIDS?

Once again, the international criticism and pressure had no impact on do-
mestic bureaucratic and policy reform. In fact, shortly after the WHO had 
pointed its finger at South Africa, McNeil (1996) stated that the South African 
government’s sense of urgency surrounding these criticisms had faded within 
several months. While the DOH was temporarily concerned about the epi-
demic, even prompting Health Minister Zuma to publicly state in 1996 that 
TB was “a national priority” (Bamford, 1999; Fourie, 2011), the government 
once again decided to ignore international pressure. It would do what it had 
always done: remain independent and resolved in its own ability to understand 
and respond to epidemics, at its own pace, regardless of international opinion.

Absence of National Security Threat and Instituting Reforms

If international criticism and pressure did not elicit a government response to 
TB, then perhaps the threat to South Africa’s national security would. As I 
discussed in chapter 1, when governments engage in negative geopolitical po-
sitioning we should expect a threat to national security, such as military readi-
ness and the economy, to prompt reforms. Did this occur in South Africa for 
TB? In contrast to what we saw with HIV/AIDS, the answer is no, for several 
reasons.

With regard to military readiness, research suggests that the number of TB 
cases within the military did not reach epidemic proportions. In large part this 
was due to the ongoing early-detection policies in place in the military, given 
the well-known coinfection problem with HIV/AIDS (RSA, 2007). As outlined 
in the Tuberculosis Strategic Plan for South Africa (2007–11), the military is 
responsible for engaging in early detection of TB, appropriate treatment and 
referral, increasing awareness about the disease, and reporting of all cases 
within the military (RSA, 2007). Through these initiatives the military seems 
to have been able to avoid major infection within its ranks. With respect to the 
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economy, TB was not projected to impede economic growth. While the epi-
demic did adversely affect workers’ capacity and employment in some mining 
industries (Stuckler, Basu, and McKee, 2010), and while family members lost a 
considerable amount of income due to days lost at work (Bond et al., 2008), TB 
never posed a serious threat to economic growth.

The absence of credible threats to national security notwithstanding, in 
1998 the DOH introduced the National TB Program (NTBP). The timing of 
its implementation suggests that it may have emerged in response, not to any 
national security threats, but to an increase in international criticism and pres-
sure, which emerged by the late 1990s. The NTBP called for a heightened 
commitment to DOTS treatment and appointed new provincial- and district-
level TB coordinators to ensure effective DOTS therapy and other healthcare 
services (Bamford, 1999; Fourie, 2011). But a closer look at the NTBP and 
subsequent policy initiatives reveals that this program was not created in 
response to this pressure or to enhance the government’s international reputa-
tion. Analysts note that the NTBP suffered from weak federal guidelines on 
how to administer policy and on monitoring and evaluation systems, inade-
quate administrative resources and capacity at the provincial and district 
levels, poor planning skills at these levels, and low levels of administrative ac-
countability (Bamford, 1999; Fourie, 2011). Meanwhile, others claimed that 
the overall pace of policy implementation was too slow, as if to suggest a lack of 
government commitment to strengthening the NTBP (Fourie, 2011).

In 2004, in response to the burgeoning HIV/AIDS-TB coinfection prob
lem, the DOH established the HIV/AIDS and TB Unit and the HAST 
(HIV/AIDS/STI/TB) Initiative to work at the provincial and district levels 
(Loveday and Zweigenthal, 2011). Analysts nevertheless note that the DOH 
and the HIV/AIDS and TB Unit were never clear on what HAST did or how 
HIV/AIDS and TB services were to be integrated (Eley, 2010; Loveday and 
Zweigenthal, 2011). Furthermore, there was no sharing of healthcare service 
providers and staff. For many observers, these challenges indicated the DOH’s 
apathy toward ensuring effective integration and coordination between the 
HIV/AIDS and TB sectors.

The DOH also demonstrated an unwillingness to be transparent and ac-
countable with the national TB budget. Whereas in other countries, TB bud
get details were often publicly disseminated (such as on websites), in South 
Africa this was never the case. NGOs working on TB issues, such as TAC, 
complained that because of this lack of transparency and accountability, they 
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could not determine how federal funding was being allocated (Treatment Ac-
tion Campaign, 2011).

In 2007, the DOH appeared to have strengthened its policy commitment to 
TB by creating the Tuberculosis Strategic Plan for South Africa 2007–2011 
(TSPSA). The overall goal of this plan was to improve the government’s re-
sponse to TB and MDR-TB, to acknowledge and respond to the HIV/AIDS-
TB coinfection problem, and to offer all TB patients voluntary HIV testing 
(Mseleku, 2007). The plan also provided new NTBP guidelines in the curric-
ulum for basic training for doctors and nurses; appointed two full-time staff at 
the national NTBP office, who would be responsible for human resource 
development activities; mobilized new funding schemes; and created the 
National TB Crisis Management Plan, which was designed to further inten-
sify efforts at TB control (Eley, 2010; WHO, 2007). The TSPSA also sought 
to strengthen the overall health systems response to TB, to work collabora-
tively with all care providers, to empower NGOs to get more involved in the 
response to TB, to coordinate and implement TB research, and to strengthen 
infection control (S. Karim et al., 2009).

Nevertheless, scholars note, the DOH was not successful in implementing 
the TSPSA. First, S. Karim et al. (2009) found that while the DOH had suffi-
cient financial resources, it did not increase these resources to meet ongoing 
TSPSA needs, especially in several specific areas: prevention; treatment, care, 
and support for patients; legal and human rights; and research, monitoring, and 
evaluation. In addition, at the lowest tiers of government, there was an ongo-
ing shortage of infrastructural resources such as beds and x-ray machines as 
well as insufficient space to treat TB patients in hospitals and clinics (Atkins, 
2011; Treatment Action Campaign, 2011). There was an ongoing shortage of 
healthcare providers, including doctors and nurses; this required lay workers 
to be trained as nurses to provide TB services. There was also an ongoing need 
for healthcare worker training to administer DOTS and other TB services 
(Atkins, 2011). Finally, even those who were trained to provide such services, 
and their service provider managers such as TB and communicable disease 
coordinators, did not spend enough time taking care of TB patients (Strachan, 
2000).

Further DOH efforts were made in 2012 to address these and other needed 
reforms through the National Strategic Plan for HIV, STIs, and TB 2012–
2016. This plan, NSP 2012–16, is NSP 2007–11 with the addition of TB—
because it is the highest-prevalence disease associated with HIV/AIDS and 
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shares similar levels of stigma and similar high-risk groups.2 As described 
by the Soul City Research Unit (2015), NSP 2012–16 sets out to further ensure 
the integration of prevention and treatment services for HIV/AIDS and TB at 
the primary care level as well as improved guidance and monitoring of policy 
implementation. This program provides a general policy vision to address 
these diseases simultaneously while adhering to UNAIDS’s suggested goals of 
achieving zero HIV/AIDS-TB coinfection, zero discrimination, and zero 
preventable deaths, with the ultimate objective of zero TB mortality by 2032. 
Through this program, NSP 2012–16 sought to reduce the number of TB 
infections and deaths by 50% and the number of self-reported cases of TB-
related stigma by the same percentage.

In the area of TB prevention, new annual voluntary testing campaigns 
are included as part of NSP 2012–16, to be carried out at a variety of public 
venues, with a focus on the most at-risk groups—including HIV-positive pa-
tients, current and former prisoners, and children (Soul City Research Unit, 
2015). In 2011, moreover, the NTBP also introduced a multifaceted TB 
screening program in high-burden districts, which included door-to-door in-
quiry, community mobilization, HIV counseling and testing services, and 
screening of high-risk populations (Churchyard et  al., 2014). As further re-
ported by the Soul City Research Unit (2015), to more effectively discover new 
TB cases, the NTBP also implemented the Xpert MTB/IRF test as a replace-
ment for sputum smear microscopy, as well as a central data-monitoring sys-
tem to monitor this process remotely. Detection has been facilitated by efforts 
to enhance the monitoring and reporting of TB through the introduction of 
electronic recording and reporting systems for MDR-TB strains (EDR​.net) 
and drug-susceptible strains (ETR​.net). This reporting system is used at the 
district levels. And finally, in 2015, on World TB Day, Deputy President Cyril 
Ramaphosa launched the Comprehensive TB Screening and Testing Campaign. 
The focus of this campaign is to mobilize all South Africans to ensure in-
creased screening and testing, especially in isolated, high-risk places such as 
prisons, mines, and schools.

Beginning in 2011, the DOH also pursued a more decentralized approach 
to TB management and care to enhance patients’ access to testing, diagnosis, 
treatment, and home care. To facilitate this process, the DOH published the 
National Tuberculosis Management Guidelines 2014, for distribution at health 
facilities and community centers (Soul City Research Unit, 2015). The guidelines 
provide advice for introducing prepaid diagnostic tests for MDR-TB, new 
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medicines for treating MDR- and XDR-TB, and more primary care outreach 
teams with a focus on improved home care (Soul City Research Unit, 2015).

The government has not tried to provide foreign aid assistance for TB to 
enhance its international reputation in health and/or its status as a regional 
leader. While the Mbeki administration sought to briefly achieve the latter 
with respect to HIV/AIDS, Zuma’s administration has instead focused more 
on eradicating TB, HIV/AIDS, and other diseases at home (Osih and Masire, 
2012; Ravelo, 2014a). South Africa has been a recipient, along with other 
southern African nations, of a US$30 million grant from the Global Fund for 
its national TB programs, with a focus on at-risk groups such as workers in the 
mining sector (Nyaka, 2015). South Africa also received bilateral support from 
USAID for TB programs—approximately US$10 million by 2010 (Ravelo, 
2014b). While the Global Fund has continued to provide grant support for 
South Africa’s TB programs since 2011, most of its funding has been for HIV/
AIDS, despite the growing need for more investment in the government’s 
TB programs (Ravelo, 2014b). When compared with domestic government 
spending, this external donor support has been minimal, which reflects the 
government’s ongoing interest in designing and funding its own TB programs 
(Ravelo, 2014b; RSA, 2016). Analysts maintain, however, that the government 
is not financially or politically ready to do this (Ravelo, 2014b). This response 
comports with the government’s ongoing negative geopolitical positioning: it 
continues to believe in its ability to solve its own public health problems and to 
rely less on international support and policy advice. Considering the ongoing 
domestic budgetary shortfalls for the NTBP’s and SANAC’s program endeav-
ors, as well as the Zuma administration’s ongoing domestic focus, it is doubt-
ful that the government will seek to provide financial and technical assistance 
to other nations.

Despite the government’s recent TB policy reforms, several challenges re-
main. Studies suggest that the NTBP still receives insufficient funding for its 
policies. Despite NSP 2012–16 addressing both diseases and other STIs, HIV/
AIDS still receives the bulk of parliamentary budgetary support. From 2011 to 
2013, AIDS funding increased from R 12.7 billion (US$894 million) to R 17.9 
billion (US$1.2 billion), whereas TB funding increased from R 3.3 billion 
(US$232 million) to R 3.7 billion (US$260 million) for the same period (RSA, 
2016). Because of these problems, some have argued that TB should have its 
own separate, vertical program under the DOH so that it can obtain more 
funding (Ravelo, 2014b). Furthermore, and as mentioned earlier, SANAC, 
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which is primarily responsible for coordinating with the PACs to implement 
NSP 2012–16, is not receiving sufficient funding for its program initiatives 
(RSA 2012b, 2016). A government report in 2012 suggests that the NSP needs 
an increase of 15% of its operational budget to achieve its objectives (RSA, 
2012b).

Since the provision of TB medications was decentralized in 2011, the prov-
inces have also experienced repeated problems in ensuring sufficient revenue for 
their treatment programs, as well as for human resources and infrastructure—
especially in poorer provinces and townships (Bosworth, 2014; Churchyard 
et al., 2014; Khumalo, 2014). In contrast to the centrist policy response that we 
saw in Brazil, there have been no conditional federal grants incentivizing the 
provinces to adhere to the NTBP’s goal of timely testing and treatment. In 
this context of little accountability to the national program, the provinces 
have varied in their capacity and willingness to meet these objectives (Bos-
worth, 2014). Studies also show that there is a shortage of provincial government 
primary care outreach teams and mobile clinics for detecting (e.g., through the 
2011 house-to-house visit campaign) and managing new TB cases. And there is 
no clear policy or practice for TB screening among local healthcare workers 
(Churchyard et al., 2014; Soul City Research Unit, 2015). Given the projected 
high costs associated with hiring more TB healthcare workers, the government 
has shied away from this option (Low, 2016). A shortage of healthcare workers 
may account for the estimated 25% of TB-positive patients whom these work-
ers do not follow up to initiate treatment. Studies also point to the ongoing 
dearth of hospital beds needed to treat TB patients, especially in rural areas 
(Churchyard et al., 2014).

With respect to the provision of TB medicines and treatment, the number 
of individuals defaulting on their standard TB treatment has increased; in 
most provinces this fails to reach the national target of a less than 5% default 
rate (Soul City Institute, 2015). In 2012, only 42% of patients diagnosed with 
MDR-TB started treatment, and the successful completion rate was estimated 
at only 40% (Bosworth, 2014). A high percentage of patients receiving MDR-
TB treatment are not followed up for adequate treatment service, and approxi-
mately 40% have not received the appropriate initial treatment (Churchyard 
et al., 2014). Successful treatment rates among those with drug-resistant TB 
have remained low, at approximately 42% for MDR-TB and 18% for XDR-TB 
(Churchyard et  al., 2014). In this context, while the number of standard 
pulmonary TB cases has declined, the number of MDR-TB and XDR-TB 
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cases, infected with the deadliest strains, continues to increase (Bosworth, 
2014; Churchyard et al., 2014). The emergence of drug-resistant cases is wor-
risome because of the difficulty of acquiring effective second-line drugs for 
these strains and the government’s limited funding (Bosworth, 2014).

In contrast to what we saw with HIV/AIDS, then, in South Africa’s isolated 
geopolitical context, it is the absence of a credible national security threat that 
explains the lack of incentives for the government to strengthen its policy 
response to TB. And at no point was the government close to achieving a 
centrist policy response—that is, it never provided ongoing funding for the 
national TB program, prevention and TB drug treatment programs were lim-
ited and ineffective, and the DOH never sought to increase its policy influence 
over provincial governments formally through the use of conditional fiscal 
transfers or informally by contracting NGOs to monitor and hold local gov-
ernments accountable for their policy shortcomings. But why did this occur? 
As we saw with HIV/AIDS, part of the answer seems to lie in the absence of a 
strong partnership between NGOs and national TB bureaucrats.

Absence of Strong Bureaucratic–Civil Societal Partnerships

The TB epidemic in South Africa, much like HIV/AIDS, did not elicit a 
strong civil societal response. The lack of social awareness of and interest in a 
disease that had been around for decades, the association of TB with the poor, 
and the overwhelming attention to HIV/AIDS—all resulted in little interest 
in aggressive civic mobilization or formation of new NGOs dedicated to eradi-
cating TB (Mathole et al., 2010). Just two NGOs had been formed in the past 
to address TB: the TB/HIV Care Association, founded in 1929 as the Nel-
spoort After Care Committee, and the South African National TB Associa-
tion, established in 1945. While these organizations were important—and still 
are—for sustaining their tradition of providing prevention, treatment, coun-
seling, employment, psychosocial support, and childcare services for people 
with TB during the Mandela and Mbeki administrations, they did not aggres-
sively mobilize and lobby the government for a stronger policy response 
(Nicolson, 2015). In fact, by 2002, researchers found that only two new 
national-level NGOs were working on the TB crisis.

During this period, the DOH also demonstrated little commitment to 
partnering with these NGOs (WHO, 2007). Reports indicate that there were 
not only insufficient national and provincial government grants to support TB 
NGOs but also no political commitment to partnering with them (Kironde 
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and Nasolo, 2002; WHO, 2007). Most of the government’s and the interna-
tional community’s attention at the time was focused on the worsening HIV/
AIDS situation (Kironde and Nasolo, 2002).

When the Zuma administration arrived in 2009, as well as a new 
health minister, Dr. Aaron Motsoaledi, who also chaired the South Africa 
STOP  TB Campaign, NGOs sensed the government’s renewed commit-
ment to addressing HIV/AIDS and TB. The NGOs now emerged to pres-
sure the government for a stronger policy response. Following a march to 
Cape Town’s parliament on World TB Day, March 24, 2009, TAC and the 
TB/HIV Care Association publicized a memorandum insisting that the 
DOH commit to greater integration of TB and HIV/AIDS testing and 
treatment services at health clinics. Other NGOs that had initially focused 
on HIV/AIDS—including TAC, Médecins Sans Frontières, Sex Workers 
and Advocacy Taskforce, Sonke Gender Justice, the Desmond Tutu HIV 
Foundation, and the People’s Health Movement—also joined to raise 
awareness about TB and to lobby the government for better detection and 
treatment (Mannak, 2009).

These organizations have also advocated for the continued decentralization 
of TB treatment and care services, so that diagnosis and treatment can be car-
ried out quickly while sustaining strong adherence to drug regimens (Man-
nak, 2009). These groups have also pressured the DOH for reliable provision 
of second-line drugs for drug-resistant TB strains such as MDR- and XDR-
TB, preapproval access to new MDR-TB medications such as delamanid, a de-
crease in prison crowding and more TB services in these facilities, the auditing 
of mines for safety, and the elimination of patent laws to allow the accelerated 
production and distribution of generic medications (Knoetze, 2015; Mannak, 
2009). Moreover, TAC has been credited for the government’s decision to make 
the new drug-resistant TB medication bedaquiline available before its approval 
by the government’s Medicines Control Council. Through these efforts, by 
2014 bedaquiline had reached approximately 150 patients (Knoetze, 2015). Re-
cent efforts have seen international NGOs, including the Global Coalition of 
TB Activists, Médecins Sans Frontières, and the Global TB Community Advi-
sor Board, join TAC, TB Proof, and the People’s Health Movement to lobby the 
government for more international and domestic funding for TB programs and 
elevation of the TB epidemic to the level of “public health emergency” (Melo-
rose, Perroy, and Careas, 2015). However, we should note that the DOH’s policy 
initiatives began prior to the emergence of this civil societal pressure, and its 
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success has been limited mainly to raising government awareness and access to 
medications.

Indeed, perhaps the most important policy issue that these NGOs have not 
managed to influence is increasing federal funding and commitment to 
strengthening the public health system. Realizing that the decentralization of 
TB detection and sustainable treatment services depends on a sufficient supply 
of community healthcare works, hospital staff, beds, and equipment (S. Karim 
et al., 2009), NGOs have pressured DOH minister Motsoaledi to address 
these shortages. Activists claim that Motsoaledi has not responded, mainly 
due to internal ANC political pressure not to intervene in provincial politics 
and not to hold ANC-supported politicians accountable for their reluctance to 
work with the DOH in addressing this issue. Moreover, a realization of the 
excessive costs involved in increasing human resources and infrastructure for 
TB creates few incentives for the parliament to address the shortages (Low, 
2016). Consequently, activists claim, Motsoaledi has essentially ignored civil 
societal pressure in this area (Tobergate, 2013).

While the government has acknowledged the importance of NGOs in ad-
dressing the TB epidemic, in practice there has been little support for the 
concrete development of NGOs and their influence within government. The 
DOH has repeatedly failed to provide sufficient funding and technical support 
for NGOs (Kironde and Neil, 2004). TB NGOs therefore face the specter of 
closedowns because of their inability to secure additional funding from the 
government or from the international community. In 2013, the United King-
dom’s DFID, for example, decided to stop funding NGOs that work closely 
with the TB/HIV Care NGO. This decision will inevitably force the latter to 
engage in extra activities and in writing grant proposals to sustain its TB ser
vices. South Africa’s perceived emergence as a robust developing economy and 
its status as an emerging donor contributed to the DFID’s decision (Ravelo, 
2014b). Nevertheless, the authorized grants from the Global Fund will help to 
sustain other NGOs’ work.

Finally, no evidence exists suggesting that national TB bureaucrats 
have tried to establish a stronger partnership with NGOs and to strategically 
use them to obtain greater political and financial support. As mentioned ear-
lier, the parliament has not prioritized additional funding to address health 
systems reform and is reluctant to highlight provincial governments’ deficien-
cies in human resources, infrastructure, and budgetary accountability (Tober-
gate, 2013). This situation, when combined with the insufficient attention to 
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TB within the DOH (especially when compared with HIV/AIDS), seems to 
have created few incentives for national TB bureaucrats to work with NGOs 
in lobbying the parliament and Zuma for additional funding and support. This 
problem is compounded by the fact that, with the exception of periodic lobby-
ing efforts, there is still no aggressive, consistent, well-organized, influential 
social movement for—or social consciousness of and interest in—addressing 
the worsening TB situation. This has led an influential TAC director, Mark 
Heywood, to state that the “revolution [for TB] isn’t yet forthcoming” (quoted 
in Nicolson, 2015, 1).

There is a ray of hope, however. In addition to Health Minister Aaron Mot-
soaledi’s commitment to improving the TB crisis, in July 2015 he organized 
the launch of the National Coalition Against TB. This coalition consists of 
the DOH, the South African National TB Association, the South African Red 
Cross, and the National Religious Association for Social Development. The 
coalition is focused on working together to increase TB awareness, thus signi-
fying the government’s multisectoral commitment to addressing the epidemic 
(Times Live, 2016). As the TB epidemic worsens, Motsoaledi may use this new 
coalitional venue to strengthen his cause and seek greater political support.

In sum, in contrast to the government’s response to HIV/AIDS, in a context 
in which South Africa’s negative geopolitical positioning created no incentives 
to strengthen the government’s policy response to TB in order to increase its 
international reputation while seeking assistance from the international com-
munity, the absence of a national security threat represented by TB likewise 
generated few incentives for the government to improve its policy response. 
Worse still, and similar to what we saw in Russia, MOH bureaucrats never 
strove to establish a strong partnership with TB NGOs, thus hampering the 
government’s ability to pursue a stronger, or even centrist, policy response.

Conclusion
With the arrival of the HIV/AIDS and TB epidemics in South Africa, the 
government did not join Brazil, India, and China in striving to use a stronger 
policy response to increase its international reputation in health. Instead, with 
its long foreign policy history of state sovereignty, independence, and regional 
leadership, the government sought to ignore international criticism and policy 
pressure, refrained from immediately seeking international financial and 
technical assistance, and instead strove to determine when and how the gov-
ernment should respond on its own. These decisions reflected political leaders’ 

 EBSCOhost - printed on 2/11/2023 6:38 AM via . All use subject to https://www.ebsco.com/terms-of-use



Responding to HIV/AIDS and Tuberculosis in South Africa    247

negative geopolitical positioning. In this context, an epidemic’s threat to the 
national security, though only for HIV/AIDS, would instigate an improved 
policy response. But even then, bureaucratic and policy reforms were for the 
most part unsuccessful, unmasking the bureaucracy’s ongoing inability to se-
cure adequate funding for prevention, treatment, and health systems reform—
all critical for effective policy implementation. In the absence of government 
efforts to establish strong bureaucratic–civil societal partnerships for both 
health sectors, South Africa would never achieve a centrist policy response 
and, with this, the possibility of successfully controlling and eradicating these 
diseases.

notes

1. ​ South Africa’s foreign policy decisions were mainly made in London until the Bal-
four Declaration of 1926, which granted South Africa equal and autonomous status under 
the new commonwealth (Siko, 2014).

2. ​ According to recent data, an estimated 70% of people living with HIV/AIDS in 
South Africa are also infected with TB (Avert, 2016).
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Conclusion

Despite their similar ambitions to become more economically integrated and 
involved in the international community, the BRICS nations have differed 
considerably in their aspirations to develop effective public health systems. 
This became clear when the HIV/AIDS epidemic emerged in the 1980s, fol-
lowed in the 1990s by the resurgence of tuberculosis and more recently by the 
obesity epidemic. Political leaders in all of the BRICS did not immediately 
respond to these epidemics, for a variety of political and cultural reasons unique 
to each nation, and when they did respond, they differed in the timing and 
depth of their policy response to these public health threats.

What factors accounted for the differences in policy outcomes? As I dis-
cussed in chapter 1, the existing literature has emphasized the importance of 
domestic electoral incentives, strong state capacity, and civil societal pressures 
as explanations for the timing and depth of policy responses to disease 
epidemics. But in the case of the BRICS, none of these factors were important. 
Instead, as I have argued in this book, the domestic policy response was shaped, 
first, by the criticism, pressure, and policy expectations emanating from the 
international community and how political leaders responded to this, and then 
by the strength of bureaucratic–civil societal partnerships and how this, in 
turn, affected the bureaucracy’s ability to secure ongoing political and finan-
cial support.

To better understand how and why the international community played 
such an important role, I introduced the concept of geopolitical positioning. I 
define this as explaining the interests and incentives of political leaders to 
respond to international criticism and pressure through a stronger policy re-
sponse to epidemics, the different domestic and foreign policy strategies that 
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this entails, and leaders’ willingness to pursue international financial and tech-
nical assistance to achieve their policy objectives.

Geopolitical positioning has positive and negative elements. Positive geo
political positioning emerges when governing elites positively respond to inter-
national criticism and pressure by immediately pursuing a stronger policy 
response to epidemics in order to increase their government’s international 
reputation in health, while at the same time pursuing international financial 
and technical assistance to ensure that their policies work effectively. To 
further enhance a nation’s international reputation, positive geopolitical posi-
tioning also emerges when leaders seek to engage in acts of global health 
diplomacy by providing foreign aid assistance to other nations striving to 
eradicate disease. As we saw in chapter 1, all of these endeavors are shaped by 
historical foreign policy precedents, such as (1) governments’ attempts to in-
crease their international reputation as effective developing states with sound 
public health systems; (2) governments’ willingness to engage in bilateral and 
multilateral cooperation, rather than striving to lead the world and establish 
international agendas; and (3) governments’ receptivity to international finan-
cial and technical assistance to develop effective economic and healthcare 
systems.

Negative geopolitical positioning emerges when political leaders ignore inter-
national criticism and pressure and have no interest in building their nations’ 
international reputation in health, while at the same time refraining from pursu-
ing international financial and technical assistance. Rather, political leaders strive 
to pursue reforms for their own reasons and at their own pace, regardless of inter-
national criticism and pressure. This kind of negative geopolitical positioning 
reflects a historical foreign policy commitment to assuming an international 
leadership role in diplomacy and, in some instances, reflects foreign policy com-
mitments to solidifying governments as influential superpowers, while estab-
lishing their sovereignty and independence from international—especially 
western—influence. In this geopolitical context, governments improve their 
response to epidemics only when they are perceived as posing a threat to na-
tional security. And while governments in this position may provide foreign 
aid assistance in health, this will be used only to enhance a government’s inter-
national and/or regional influence, rather than for improving its international 
reputation in health.

Political leaders in Brazil, India, and China provide examples of positive 
geopolitical positioning. When confronting international criticism and pressure 
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from influential institutions such as the WHO and the World Bank, these 
leaders immediately pursued a stronger policy response to the HIV/AIDS and 
obesity epidemics to strengthen their international reputation in health. At 
the same time, they requested financial and technical assistance from these 
international institutions, revealing their foreign policy tradition of engaging 
in multilateral cooperation while seeking foreign aid assistance. And to fur-
ther enhance their international reputation in health, all three governments 
provided foreign aid assistance to other developing nations. In contrast, gov-
ernments of Russia and South Africa provide instances of negative geopolitical 
positioning. Regardless of international criticism and pressure, leaders in these 
nations were never interested in pursuing a stronger policy response in order 
to improve the government’s international reputation in health. It was only 
when HIV/AIDS, though not TB, was perceived as posing a threat to national 
security, such as military readiness and the economy, that leaders began to 
prioritize a response. At the same time, the Russian and South African gov-
ernments opposed the idea of receiving international financial assistance and 
policy recommendations, deciding instead to pursue reforms on their own—
while nevertheless providing foreign aid assistance and advice to other nations 
to reaffirm their position as international leaders. Eventually, however, Russia 
and South Africa proved incapable of achieving a strong policy response to 
HIV/AIDS and TB.

Among the BRICS, Brazil was the only nation to succeed, eventually, in 
creating a strong centrist policy response. Indeed, Brazil was the only govern-
ment that remained committed to providing ongoing political and financial 
support, not only for public health administration and infrastructure, but 
more importantly, for innovative prevention programs for high-risk groups 
and the universal distribution of medications. At the same time, Brazil over-
came the challenges of healthcare decentralization by augmenting its central-
ized policy influence through formal and informal processes. Formally, the 
Ministry of Health incentivized state governments into compliance with na-
tional policy guidelines by providing conditional financial grant assistance to 
municipal governments in need. Informally, the MOH maintained its central-
ized influence by working with NGOs and public health bureaucrats to closely 
monitor municipal governments’ compliance with national policy goals, thus 
increasing local governments’ accountability to the central government while 
incentivizing the former to ensure policy implementation.
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Why did this occur in Brazil? Brazil was able to achieve a centrist policy 
response because of the presence of strong bureaucratic–civil societal partner-
ships. Indeed, Brazil’s success underscores the importance of combining positive 
geopolitical positioning with strong bureaucratic–civil societal partnerships in 
public health.

When the HIV/AIDS and obesity epidemics emerged in Brazil, public 
health bureaucrats proactively sought to work closely with NGOs that were 
well-organized, influential, and committed to working with bureaucrats in 
building a centrist policy response. The bureaucracy’s and civil society’s cen-
trist policy ideas were tightly fused, reflecting a long historical partnership in 
developing such ideas together since the early twentieth century. By partner-
ing with NGOs that sustained these ideas and continued to work closely with 
the government, when the HIV/AIDS and obesity epidemics emerged, the bu-
reaucrats had the legitimacy and influence necessary to obtain ongoing politi
cal and financial support for their centrist policy response.

For their own unique historical reasons, this kind of strong bureaucratic–
civil societal partnership never emerged in the other BRICS nations. During 
India’s and China’s response to HIV/AIDS and obesity, health bureaucrats did 
not try to work closely with NGOs to increase the bureaucrats’ legitimacy and 
ability to obtain ongoing political and financial support. The central govern-
ment’s suspicion of and general lack of trust in NGOs certainly complicated 
this process. But the absence of a strong bureaucratic–civil societal partner-
ship mainly reflected a long history of the state’s unwillingness to work closely 
with civil society in the area of public health, as well as civil society’s unwill-
ingness to create social health movements and/or NGOs focused on pressur-
ing the government to intervene in response to disease outbreaks. This history 
led to a dearth of NGOs with which public health bureaucrats might have 
worked.

Similarly in Russia, in response to HIV/AIDS and TB, bureaucratic officials 
did not try to establish a strong partnership with NGOs. In Russia, histori-
cally, there has been no strong partnership between the state and civil society 
in the area of public health. Those social health movements that did exist were 
essentially eradicated during the socialist/communist era, leaving little interest 
or incentive to create NGOs in response to the HIV/AIDS and TB epidemics. 
When combined with a central government that remained hostile toward the 
NGO community and its western supporters, these conditions created few 
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incentives for heath bureaucrats to establish a strong working partnership 
with NGOs. In South Africa, it was the historical division of public health ser
vices based on race, as well as forced political suppression under apartheid 
rule, that contributed to the absence of a unified collective movement and of 
NGOs pressuring and working closely with the state in the area of public 
health. When the HIV/AIDS and TB epidemics emerged during apartheid, 
most NGOs and social movements were focused on the transition back to de-
mocracy; few were focusing on eradication of HIV/AIDS and TB. And the 
government once again proved unwilling to work closely with civil society. 
NGOs such as the Treatment Action Campaign did eventually emerge to suc-
cessfully pressure the democratic ANC government into improving access to 
ARV medications. However, in large part because of the historical absence of 
a strong partnership between the bureaucracy and civil society in public 
health, as well as President Mbeki’s denialist claims and consequent lack of 
commitment to HIV/AIDS policy, health bureaucrats did not prioritize estab-
lishing a strong partnership with NGOs. While the Zuma administration has 
acknowledged the importance of NGOs in fighting HIV/AIDS and TB, health 
bureaucrats remain reluctant to partner closely with these organizations to 
obtain more financial and political support for their programs.

Although Brazil has demonstrated the best response to disease epidemics, 
one must keep in mind that this is not reflective of Brazil’s entire healthcare 
system. Recent research shows that in other areas—such as strengthening 
the healthcare system through greater investments in hospital infrastructure 
and  human resources, and ensuring access to medicine for various types of 
health conditions—Brazil joins the other BRICS nations in underperform-
ing (K. Rao et al., 2014). The burgeoning need for public healthcare services 
among the poor, when combined with economic stagnation (to varying de-
grees) and limited healthcare spending, has adversely affected all of the BRICS 
nations. In recent years, the BRICS’ healthcare systems, in general, have re-
ceived insufficient political attention (Dréze and Sen, 2013; Y. Huang, 2013; 
K. Rao et al., 2014). While my focus on the HIV/AIDS, obesity, and TB 
epidemics has helped to better understand the conditions under which govern-
ments respond to public health crises—which is critical for understanding the 
factors that motivate political leaders to overcome their initial fears and preju-
dices and to meet medical needs—future research will need to compare the 
effectiveness of the BRICS’ healthcare systems in their entirety. Moreover, 
researchers will need to examine why international pressure seems to have a 
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greater impact on government responses to specific diseases than on the needs 
of the healthcare system in general.

Theoretical Advances and Policy Lessons
Several theoretical and policy lessons emerged from my comparative analysis of 
the BRICS nations. First, in contrast to what most scholarly work has argued 
about the politics of government response to disease epidemics, my findings 
suggest that the incentives for responding often reside at the international rather 
than domestic level, and that this is even more so for emerging nations that are 
eager to display their developmental potential and to integrate into the global 
economy. Indeed, because most of the BRICS were seeking to build their 
international reputation in health, criticism and pressure from powerful inter-
national institutions such as the UN and the World Bank provided more incen-
tive to pursue reforms than did any domestic political, institutional, or civil 
societal considerations. These “high-level” politics and incentives, if you 
will, may also help to explain why lesser-developed nations with fewer geopoliti
cal ambitions are not as influenced by the opinions of international institutions.

Second, the international relations literature has overlooked the advantages 
of combining different schools of thought. The linkages between international 
pressure and reputation building described in this book reveal the importance 
of combining the literature that emphasizes the role of such pressure in do-
mestic health policy reform (Lieberman, 2009; Okuonzi and Macrae, 1995) 
with the constructivist literature that emphasizes the role of “soft power” 
through policy reputation building, at both the domestic and the foreign 
policy level (Feldbaum, Lee, and Michaud, 2010; Feldbaum and Michaud, 
2010; Labonte and Gagnon, 2010; McGuire, 2010). When it comes to emerg-
ing economies such as the BRICS, for the reasons given above, peer pressure 
from international organizations and donor aid conditionalites can have a far 
greater effect on domestic political interests and incentives for policy reform. 
My effort to combine the literature on international pressure with this con-
structivist literature revealed that international pressure can motivate nations 
to improve their reputation in health through a stronger domestic policy re-
sponse while providing foreign aid in health. This finding should encourage 
scholars to further explore the benefits of combining different schools of 
thought in international relations and global health diplomacy to better un-
derstand the broader effects that international institutions can have on nations 
that are rising in global prominence.
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Some caveats nevertheless should be mentioned regarding the importance 
of international reputation building in health. That is, it is import to emphasize 
that not all healthcare issues generate these reputation-building interests. As I 
mentioned in chapter 1, these interests only emerge when influential interna-
tional agencies, such as the WHO and the World Bank, prioritize responding 
to a particular disease or health issue and when they single out and pressure 
nations into improving their policy response; however, not all healthcare issues 
meet these two conditions. The need to improve health systems, governance—
that is, institutional and political aspects driving health systems reform—and 
the response to other chronic diseases that are perceived as less immediately 
life threatening and do not draw sufficient media attention (for example, 
chronic pain, type 2 diabetes, and mental health diseases such as dementia and 
Alzheimer’s) may not be prioritized by these international agencies and moti-
vate them to criticize and pressure governments to improve their policy 
response.

In addition, what happens if the WHO loses its interest in particular dis-
eases and eases up on pressuring governments to pursue a stronger policy re-
sponse? Does this mean that governments will lose their interest in increasing 
their reputation for a particular health issue, leading to a decline in govern-
ment support for these programs? This may indeed be the case. For example, 
while the WHO, PAHO, and international philanthropic organizations such 
as the Rockefeller Foundation worked with and pressured several developing 
nations to respond to diseases such as small pox, malaria, yellow fever, and 
polio during the early twentieth century, these institutions’ reluctance over 
the years to prioritize responding to these diseases, pressuring govern-
ments  to do so, and addressing general health systems challenges such as 
inadequate financing, human resources, and infrastructure appears to have 
decreased government incentives to invest continuously in prevention and 
treatment programs for these diseases (Miller, Barrett, and Henderson, 
2006). Alternatively, perhaps these kinds of programs will be firmly entrenched 
in political and bureaucratic policy feedback processes (Pierson, 2003), en-
suring that they continue to receive adequate government attention and sup-
port. Answering these questions will require researchers to examine how 
long the WHO and other international agencies prioritize disease, under 
what conditions they lose their focus on them, and whether this generates 
fewer incentives for governments to prioritize responding to these health 
issues.
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Third, we need to better understand the different political motivations 
driving global health diplomacy. When it comes to providing foreign aid in 
health, as we saw in Brazil, India, and to a certain extent China, some nations 
provide this assistance to sustain and deepen their reputation for having effec-
tive public health systems, by providing aid and helping other nations through 
policy lessons learned from their own countries. Alternatively, leaders provide 
foreign aid to increase their international reputation in health while securing 
new markets and advancing their economic interests, as we saw in China. And 
finally, nations may provide foreign aid to solidify their international leader-
ship roles and power, as we saw in Russia and, albeit briefly, in South Africa.

These findings comport with the constructivist literature highlighting the 
different issue frames that governments use when establishing their foreign 
aid objectives. As Van der Veen explains (2011), governments often use issue 
frames such as reputation/self-affirmation, power/influence, security, enlightened 
self-interest, humanitarianism, obligation/duty, and wealth / economic self-interest 
when establishing national discourses and discussions within legislative in-
stitutions to devise foreign aid policy. Similar to what we saw in Brazil in this 
book, Van der Veen claims that legislatures often employ reputation/self-
affirmation frames to justify foreign aid in order to create a particular inter-
national image about a nation while improving the nation’s international 
reputation. Similar to what we saw in China, Van der Veen claims that govern
ments also employ wealth / economic self-interest frames when providing aid in 
order to enhance their economic position, such as gaining access to export 
markets. And, similar to what we saw in Russia, Van der Veen asserts that leg-
islatures may use power/influence frames in order to increase a nation’s inter-
national influence by bolstering a country’s leverage over others through bilat-
eral aid while acquiring supportive allies and prestige along the way. Other 
studies have joined Van der Veen and this book in underscoring the importance 
of foreign aid for building a nation’s international reputation as a benevolent 
state (Hveem and McNeill, 1994), a government’s economic trade intentions 
through foreign aid (Younas, 2008), and a government’s interest in using for-
eign aid to augment its geopolitical power and influence (Milner and Tingley, 
2013).

As we saw in this book, however, and what this literature to date has 
overlooked, is that history also matters. These differences in foreign aid 
motivations are often attributable to differences in nations’ historical foreign 
policy goals and legacies. Nations that have historically sought to build their 
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international reputations in economic development and public health, while at 
the same time working closely with international institutions—as seen in Brazil, 
India, and China—are more likely to provide future foreign aid in health 
for reputation-building purposes. Conversely, those nations that have foreign 
policy traditions of international diplomatic leadership and the pursuit of su-
perpower status will provide future foreign aid to further solidify their power 
and leadership status in the world, as seen in Russia and to a certain extent in 
South Africa. Future research therefore needs to seek to better understand 
not only the different underlying political motivations guiding foreign aid 
in health but also how foreign policy legacies and expectations shape this 
process.

At the domestic level, findings from the BRICS also provide new insights 
into the role of civil society in periods of health crisis. A consensus has emerged 
suggesting that NGOs and social health movements are important for pres-
suring governments to respond more rapidly to disease epidemics through the 
provision of prevention and drug treatment programs (Barnett and Whiteside, 
2006; Boone and Batsell, 2001; Lucker, 2004; Parker, 2003; Rau, 2006; White-
side, 1999). Nevertheless, the BRICS case studies suggest that civil societal 
pressure was not the main reason that political leaders initially strengthened 
their policy response to epidemics and that, moreover, civil society’s advisory 
role and influence within government often decreased during the first few 
years of an epidemic. An in-depth analysis of the BRICS revealed that, in-
stead, civil society played a more important role after politicians had already 
strengthened their policy response.

Indeed, the findings presented in this book suggest that civil society’s role 
became more important when bureaucrats sought to establish strong partner-
ships with civil society, partnerships that would provide mutual advantages for 
both parties. As seen in Brazil, after several years of failing to engage civil so-
ciety and incorporate its views into the policymaking process, and after the 
emergence of international pressure and improvements to policy reform, 
AIDS bureaucrats began to seek the assistance of well-organized, influential 
NGOs to enhance their legitimacy and influence within government. This 
process helped bureaucrats secure the ongoing funding and political support 
needed to pursue a centrist policy response. At the same time, NGOs ben-
efited by receiving support for additional prevention and treatment programs, 
while holding local governments more accountable for their policy actions.
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This by no means suggests that civil society did not play an important ear-
lier role in drawing attention to the emergence of new public health threats 
and to the need for a more aggressive policy response—especially in the area 
of drug treatment, as seen in Brazil and South Africa—while providing critical 
community services. Nevertheless, the bureaucratic behavior does suggest 
that future research needs to pay more attention to the historical trajectory of 
bureaucratic–civil societal partnerships—before and after policy reforms—
and the additional motivations and incentives for bureaucrats to strategically 
use NGOs to advance their policy agendas.

My comparison of the BRICS nations’ response to different types of public 
health threats also revealed several policy lessons. First, in a context of 
increased healthcare decentralization, where state and especially municipal 
governments have greater responsibilities in implementing public health pro-
grams, the central government still needs to play a proactive role in helping to 
fund and implement policy. This necessity is due to the ongoing inequality in 
financial, administrative, and infrastructural resources among local govern-
ments and thus the wide variation in policy performance. In this context, pur-
suing a centrist policy response through formal and informal channels, as we 
saw in Brazil, is critical for ensuring that policies are effectively implemented. 
More specifically, providing conditional fiscal grants to municipal govern-
ments in need, as well as working closely with NGOs and bureaucrats to monitor 
and report how the federal funds are being used, can hold local governments 
accountable to the central government, while sustaining the latter’s influence 
even in a context of federalism and decentralization. As I mentioned in chap-
ter 1, this centrist policy response by no means undermines the democratic 
principles of decentralization; rather, it can supplement and reinforce the ben-
efits of decentralization by ensuring that policies work effectively.

Second, the BRICS case studies reveal that merely increasing government 
spending for public health programs does not always guarantee a stronger 
policy response. Instead, what matters more is how the money is spent. As we 
saw in Russia, inadequate spending for prevention programs targeting the 
groups at highest risk, despite increased spending on medication, will not help 
to ensure the eradication of HIV/AIDS and TB. Likewise in South Africa, the 
unwillingness of government to ensure sufficient funding for ongoing expan-
sion of drug treatment services can lead to a shortage of drug supplies, incon-
sistency in patients’ use of medication (which in the case of TB can lead to 
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drug-resistant strains and worsening health conditions), and a lack of trust 
between the state and civil society. At the same time, if funding is not used to 
provide more healthcare infrastructure and healthcare workers, then preven-
tion and treatment programs will be even more difficult to implement. Thus, 
strategically using an increase in federal funding to simultaneously invest in 
the strengthening of health systems, especially in rural areas, is vital for en-
suring the effective implementation of policy.

Are the BRICS Really Emerging?
For many years, scholars’ analysis of the BRICS nations was focused on eco-
nomic performance and impact on global markets. Little attention was paid to 
analyzing how committed and successful they were in strengthening their 
social welfare policies. Consequently, most scholarly works overlooked the 
BRICS’ domestic healthcare challenges, especially in the area of public health. 
This book is the first to address this lacuna in the literature. Its findings reveal 
that in the area of public health, for several decades, most of the BRICS were 
underperforming. Regardless of transitions to democracy and vociferous civil 
societal demands, the BRICS’ delayed responses to different kinds of public 
health threats reveal that most of these nations did not prioritize meeting the 
healthcare needs of their citizens. For some of these nations, it would take 
strong international criticism and pressure to incentivize political leaders to 
improve their response to disease epidemics, in turn unmasking their lack of 
commitment to safeguarding their citizens and meeting healthcare needs.

Given these healthcare challenges, perhaps we were mistaken in labeling 
the BRICS as successfully emerging economies. For had we initially included 
public health, as well as other social welfare sectors such as education, infra-
structure, and human rights, then perhaps our initial evaluation of this group 
would have been different. Indeed, perhaps Jim O’Neil, the financial analyst at 
Goldman Sachs who originally coined the term BRICS, would not have 
included some of these nations in this group. Going forward, and as I have 
argued elsewhere with respect to other recent acronyms used by financial ana-
lysts, such as the CIVETS (China, India, Vietnam, Egypt, Turkey, and South 
Africa) and the MINTS (Mexico, Indonesia, Nigeria, Turkey, and South Af-
rica), perhaps it would be wiser to refrain from establishing these group acro-
nyms in the first place, to avoid false hope and expectations, while describing 
these nations simply as they are: developing economies showing progress but 
with significant hurdles to overcome (Gómez, 2014).
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Does this limitation suggest that we should lose hope in the BRICS’ abili-
ties to develop and prosper? In the light of the recent political scandals and 
economic problems in Brazil, Russia, and South Africa, analysts certainly appear 
to be losing confidence in the group’s economic prowess, geopolitical influence, 
and developmental capacity (Nossel, 2016). Nevertheless, several factors should 
give us hope that the BRICS can overcome these problems and, in the process, 
develop more effective public health systems.

First, each of these nations has a vast pool of talented medical doctors, 
dedicated public health professionals, researchers, and civil societal organizations 
committed to improving the health, individual rights, and prosperity of their 
citizens. The BRICS therefore possess the “human capacity,” if you will, needed 
to strengthen their public health systems. Second, collectively, the BRICS can 
provide important lessons: together they comprise the largest population in the 
world that is experiencing poverty and disease. Because of this, they are impor-
tantly positioned to have a significant impact on policy discussions within major 
international health agencies such as the WHO. And finally, through their re-
cently created National Development Bank, the BRICS have the potential to 
help share their policy lessons and fund public health initiatives in other develop-
ing nations.

Researchers, analysts, and the activist community should strive to be less 
critical and pessimistic about the BRICS. Instead, they should endeavor to 
help the BRICS’ governments develop the interest, incentive, and motivation 
needed to invest more in their public health systems and to ensure that these 
investments become a critical aspect of their future economic and develop-
ment plans. While increasing international criticism and pressure could be an 
effective option, let us hope that in the future, such pressure will not be neces-
sary and that political leaders in the BRICS will come to realize that investing 
effectively in public health will facilitate their path to economic prosperity 
and, more importantly, equitable and effective social welfare programs.
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