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Abstract

Intimate Innovation:
Subjectivity, political economy, and a novel method to prevent HIV

Ryan Whitacre

In July 2012, the United States Food and Drug Administration (FDA) approved the commercial
use of an antiretroviral pharmaceutical to prevent HIV. This method of preventing HIV is known
as HIV pre-exposure prophylaxis (PrEP). The single pharmaceutical product approved for
commercial use as PrEP is manufactured by Gilead Sciences, Inc (Foster City, CA) and sold under
the brand name Truvada. This dissertation traces the development, commercialization, and
implementation of Truvada as PrEP from an anthropological perspective, including by exploring
several elements of the political economy of health, such as processes of innovation in drug
development. The dissertation also displays how this novel method to prevent HIV emerges from
a long history of HIV prevention in which the intimacy of ‘at risk’ individuals has been managed
through techniques of discipline, including those that encourage individuals to engage only in
‘safe’ sex and to speak to physicians and investigators about their ‘risky’ practices. At the same
time, this historical and ethnographic research marks an important shift in the value systems of
antiretroviral markets, which once stitched together public interests (of the state and its citizen)
and private interests (of the pharmaceutical industry) through the moral imperative to save life and
are now strengthening public-private partnerships in order to secure health and manage sexual
pleasure. By following the product life of Truvada from early moments in the antiretroviral market
when Gilead obtained licenses for its pharmaceutical components into present day clinical care,
where providers are prescribing Truvada as PrEP to augment sexual pleasure, this account brings
together intimacy and innovation to show how they have become intertwined and inseparable.
Thus, the dissertation argues PrEP is an intimate innovation.
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Introduction

In May of 2011 the AIDS Healthcare Foundation hosted a symposium about a novel method to
prevent HIV known as HIV pre-exposure prophylaxis (PrEP). At the time results had been
released from one clinical trial testing an antiretroviral pharmaceutical for PrEP, but the U.S.
Food and Drug Administration had not yet approved its use. UC Berkeley anthropology
professor, Lawrence Cohen, was invited to provide remarks. He tapped a doctoral student to join
him. That student had expertise in the history of the virus and the politics of access to life-saving
medications. He was also savvy enough to know the politics of the AIDS Healthcare Foundation,
which had expressed polarizing opinions about PrEP. So, that student declined to join, and I went
instead. We sat on a panel, which was comprised of public health providers, community
advocates, and HIV care program directors.

Throughout the symposium presenters speculated about the potential impact of PrEP on
the future of HIV prevention. Cohen contextualized PrEP within the discourse of HIV science
that was persistently promising to “end” the epidemic and discussed a trend toward
pharmaceutical prevention over behavior-based interventions and treatment. I noted how the
rollout of PrEP would need to be supported by other care services, especially because the trial
participants I had spoken with told me that they started having sex differently when they were
taking that little blue pill. The other presenters cautioned the use of PrEP, noting toxicity and
insubstantial evidence about efficacy as well as high cost and therefore likely struggles for
access. Some of the presenters also emphasized the idea that taking a pill to prevent HIV might

encourage risky sexual behavior. During much of the symposium, the future of PrEP looked



bleak.

However, the final speaker of the afternoon changed the tone of the conversation. He
introduced himself as Dana Van Gorder, the executive director of Project Inform, an advocacy
group for HIV care. He was there to represent Gilead. (The firm itself had opted out of the event.)
Responding to the assertions of previous presenters, he was distraught after hearing little in support
of what he considered to be the greatest sign of hope for HIV prevention in decades. His voice
quivered. Seated among the table of panelists I surveyed the room. One man anxiously paced back
and forth in the back of the room while most of the audience was transfixed — attentive to Dana’s
emotional plea. When Dana finished, he wiped tears from his cheeks. Meanwhile the man in the
back of the room was granted his turn to speak. Like Dana, he was appalled by the lack of support
for PrEP. He didn’t care what we had to say about efficacy and economics. He was there to support
“sex free of fear!”

PrEP is the first biomedical solution offered to help manage a decades-old problem: how
to effectively prevent HIV. And as such PrEP is an “innovation” in the field. However the
development and implementation of this new biomedical technology has also been shaped by
several decades of interventions to secure the health of the population, including drug development
and the management of sexual pleasure. Thus, to understand this innovation and what it means for
the field of HIV prevention, I argue we must examine its development within a layered history of
developing drugs and managing sexual pleasure.

This became clear throughout seven years of research on the topic, including during
interviews with investigators that helped develop the intervention, participant observation in
clinics that prescribe PrEP as well as interviews with providers who offer PrEP and patients who

take it. And it was first evident when I participated in this symposium, where the effects of the



management of sexual pleasure on the intimate lives of these men were on display alongside
concerns about safety, efficacy, and cost. We had all gathered that afternoon to have a collective
conversation about how to best manage this new method to prevent HIV, including the science
that supported its development and the resources that would be required for its implementation. In
many ways, it was a typical moment in the history of HIV in which multiple stakeholders were
granted space to articulate their shared interests in the pharmaceutical intervention. Thus, safety
and efficacy were on the table, and cost was a concern. It was also a place where the relationships
between public and private entities were on display. We convened in the public research university
to discuss the implementation of a private product. A community advocate represented the
pharmaceutical firm. However, as the symposium continued, it became a venue where these men
who had lived their intimate lives in relation to a virus could express their inner desires. They
reminded us that this was about more than science and economics. For decades they had managed
their sexual pleasure in order to avoid infecting others and to not be infected themselves. They
were ready to enjoy sex without fear, and they saw PrEP as a way forward — a way to ease anxieties
about sex and open new opportunities in intimacy.

At the end of the day, I took away from this symposium a set of questions not only about
science and economics, but also about intimacy. In this dissertation I trace the emergence of this
novel pharmaceutical method to prevent HIV by detailing how several issues within the political
economy of health become layered with the demands of intimate relationships, especially the way
we manage our sexual pleasure. By bringing together issues in political economy and the
techniques of discipline through which we manage our intimate lives, my goal is not only to
describe how this ‘innovation’ has affected intimacy, but moreover to highlight ways intimacy

preconfigures the very possibility of this innovation. Thus, I argue that PrEP is an intimate



innovation.

Background

To understand how PrEP has developed and is being implemented, one must also understand
important aspects of the history of the AIDS epidemic, clinical research for anti-HIV drugs, and
global concerns about access to these drugs. In this history, a few key themes emerge. The first is
that diverse groups of actors, including activists, pharmaceutical firms, and regulatory agencies
have played important roles in developing life-saving treatments for HIV, and most notably,
antiretroviral drugs. For example, in the 1980s when AIDS incidence was at its height, there was
urgent need to develop effective treatment but doing so required conducting clinical research
studies that took years to complete. The prevailing standard protocol for studies required
investigators to evaluate drug efficacy by measuring the difference between the number of people
who died in the treatment group of the study and the control group. Recognizing how a public
health emergency was being exacerbated by this sluggish statistical protocol, activists changed the
protocol: removing observed death as a study end-point. Thereafter, investigators used discrete
temporal periods, such as 24-week periods, and these temporal end points led to the approval of
early treatments for HIV, such as AZT (Miller & Grant 2014). In 1992, activists again pressured
the FDA to change research protocols. This time the activists urged the agency to adopt accelerated
drug approval protocols that utilize biomarkers, such as HIV viral load measurements, as clinical
end points (Miller & Grant 2014). With viral load biomarkers HIV drug development was once
again made more efficient, and investigators developed more effective treatments, including
antiretroviral drugs. These early examples show how diverse actors have played important roles

in the history of the AIDS epidemic, and begin to reveal how the AIDS epidemic prefigured the



conditions of HIV treatment and prevention, especially through the development and distribution

of drugs.

Second, antiretroviral drugs have played a vital role in HIV treatment for people around
the globe, and providing access to these drugs has been a top priority for nearly two decades.
Whereas previous drug regimens failed to significantly reduce the disease burden, antiretrovirals
(ARVs) quickly reduced mortality rates and improved health outcomes for many people living
with HIV. ARVs have been tremendously effective for people who can access treatment and
maintain adherence to a regular drug regimen, and providing access to ARVs has been a priority
for states and health organizations addressing the disease burden. Today in the United States,
Australia and Europe, people living with HIV are entitled to free or subsidized access to ARVs at
the point of care. However, in other regions of the world, including sub-Saharan Africa and Latin
America, access remains a concern. While AIDS-related mortality has been significantly reduced
across all geographies, the overall disease burden and incidence rates for new infections are still
high among particular populations, including serodiscordant couples, transgender women, and

men who have sex with men.

And third, biomedical solutions for HI'V treatment have recently been joined by biomedical
solutions for HIV prevention, which are now taking root in the contemporary market for health
care in the United States, and in global health. As biomedical solutions to prevent HIV are
implemented, one can see how the logics and practices for providing access to life-saving
treatments are being extended through solutions that offer value to priority populations. In fact,
collaborative global efforts have been constructed to provide better solutions for people within

high-risk groups, which not only treat HIV, but also prevent it.



One solution began in 2003 when Gilead Sciences (Foster City, CA) first filed provisional patent
applications for an antiretroviral tablet to be sold under the brand name Truvada (Nos. 60/440,246
and 60/440,308), claiming the invention provides combinations of antiviral compounds as well as
methods to inhibit HIV. Specifically, Truvada combined two antiviral compounds, emtricitabine
(FTC) and tenofovir disoproxil fumarate (TDF), which the firm had previously marketed under
their own brand names: Emtriva TM (FTC) and Viread (TDF). The following year the firm claimed
benefit of the provisional applications — particularly, identifying the benefit of combining
chemically stable and structurally diverse anti-viral agents, and potential for greater patient
compliance to one pill compared to two (PCT/US04/00832). In 2006 the firm filed a national stage
entry patent application (Ser. No. 10/540,794), and through a subsequent application in 2008 (Ser.

No. 12/204,174), was granted U.S. Patent No. 8716264 for Truvada.

While securing patent rights for Truvada based on intellectual property (IP) claims, Gilead
was also investing in the research and development of its new drug product, sponsoring studies
about its safety and effectiveness as HIV pre-exposure prophylaxis (PrEP), the first biomedical
method to prevent HIV. In 2012 Gilead submitted an application to the U.S. Food and Drug
Administration (FDA) for regulatory approval of Truvada-based PrEP. In the application Gilead
presented the details of seven oral PrEP trials for review to evaluate safety and efficacy of the drug
for this indication (US FDA 2012). Data from all trials confirmed safety. Efficacy was measured
based on the reduction of risk for acquiring HIV compared to a placebo, and five trials (phase-III
or IIb) offered efficacy results, though only two (iPrEx and Partners PrEP) were complete at the
time of the application. Reviewing the results of these studies, the FDA concluded the benefits of

Truvada for PrEP outweighed the risks, and expecting this new intervention would reduce the



epidemiological burden for specific demographic groups at risk for HIV acquisition, the agency

approved the application for Truvada-based PrEP.

Currently, Truvada is the only drug approved for use as PrEP in the United States. In the
six years since regulatory approval, Truvada has been prescribed to nearly two hundred thousand
patients in clinics across the country. Concerns patients and providers have about Truvada-based
PrEP, including its cost and toxicity, and potential to cause drug resistance (for those who acquire
HIV while taking the drug) have been identified as significant obstacles to efficient
implementation in primary care (Mayer et al., 2015). While toxicity and the potential for drug
resistance have been shown to be minimal, the once-daily regimen costs roughly $14,000/year.
However, costs for the drug to individual patients are contained by health insurance, and for those
who are un- or underinsured, health care reform has opened new avenues for access and reinforced

systems of value.

The Patient Protection and Affordable Care Act (ACA) intends to improve the delivery of
care by introducing new managerial techniques, supported by new organizations, such as
Accountable Care Organizations (ACOs). ACOs are designed around outcomes-based measures
that are meant to increase the “value” of care. The Centers for Medicare & Medicaid Services
(CMYS) articulates the value gained from ACOs in a three-part aim: 1) better care for individuals;
2) better health for populations; 3) lower growth in Medicare expenditures. However, the Act
contains no provisions to control the underlying costs of health care, and scholars have observed
that by not threatening costs, the ACA found support from several stakeholders, including insurers,
hospitals, pharmaceutical firms and providers, who recognized how the new legislation could bring
them a massive new financing stream, as the previously uninsured and ineligible for insurance

became insured (Morone 2009, 2010).



In this health care environment, Truvada-based PrEP will provide value to particular
“priority populations” (Mayer et al., 2015). However, the overall cost-effectiveness of the
intervention remains a concern. Recognizing that there are approximately 500,000 people in the
United States that may benefit from PrEP (CDC 2014), there is great potential for growth in this
market, but given the costs of the drug, hospitals and providers are confronted with a dilemma
between providing value to “priority populations” and ensuring the economic sustainability of HIV
prevention programs that utilize Truvada-based PrEP. In concentrated epidemics, such as the
MSM-driven epidemic in the US, PrEP could have a substantial impact on incidence, but again,
may not be affordable at current drug prices (Gomez et al., 2013). This dilemma is characteristic
of health care in the United States as well as global health, which have "stuck in an access and
volume mindset" (Porter 2009, 2010), but are moving toward the delivery of value for patients
(Kim et al 2010; Dentzer 2009). As focus shifts from issues of access to the provision of value,
careful attention is needed to understand what delivering value might mean for patients

(Rosenbaum and Frankford 2012).

Amid these shifts, I argue anthropological inquiry must remain committed to understanding
the systems of value-based care, and that following the path of Truvada-based PrEP as it moves
from stages of clinical research and regulatory approval into primary care will be a productive
form of inquiry about the delivery of value-based care, and what it means for patients. Following
the development and implementation of a biomedical solution to prevent HIV is a helpful way to
understand how health care reform reinforces and introduces new mechanisms to generate value,
including by incentivizing the development and use of biomedical technologies, supporting
methods for prevention, and opening new avenues to access care for populations that have long

been considered to be at high-risk of acquiring HIV. Understanding how this intervention is



incorporated into care in diverse clinical settings, including private and public hospitals and public
health clinics, some of which have been formed as model ACOs, will shed light on the way value
1s negotiated and determined in sites of care. Ethnography with patients in these clinics will also
illuminate ways people experience care, both in clinical settings and when taking the drug in

everyday life, such as by using a pharmaceutical tablet to mitigate risk and supplement health.

The Political Economy of Health

This dissertation adds to literature in the social sciences of medicine about the political economy
of health, including scholarship concerning clinical research for drug development, the rise of
evidence-based medicine, and the distribution of antiretroviral drugs. On the most fundamental
level, it draws from the work of Karl Marx and Michel Foucault. For the social sciences of
medicine, Marx provides theoretical and methodological tools to examine the ideological and
material conditions through which medicine is produced and distributed. Meanwhile, Michel
Foucault presents studies of state power and human subjectivity which offer philosophical and
historical perspective about the ethics of sexuality, the development of the life sciences and other
forms of governance intended to secure the health of the population.

Scholars who have worked across the writing of Marx and Foucault have explored various
ways the political economy of health is significantly affected by pharmaceutical markets, which
influence the way value is generated as well as how people experience care. Historical and social
scientific literature about the political economy of health includes diverse inquiries about how
pharmaceutical markets influence the value systems of health care (Dumit 2012), public health
(Biehl 2008), and the life sciences (Sunder Rajan 2012). These value systems have been

established in the United States through processes of reform, which have shifted over time through
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association with different organizations of authority and the increasing use of statistical methods
(Marks 2000), yet must be understood in the context of larger structural changes that affect many
of the world’s nations as well as the drug industry, such as structural adjustment programs (SAPs)
(Peterson 2012). In these systems, legal mechanisms, such as intellectual property (IP) and patent
rights, secure value by constructing boundaries between public and private rights (Jasanoft 2012),
shaping market monopolies (Peterson 2014), and complicating the relationship between brand
name and generic drug products (Hayden 2007; Greene 2014). Meanwhile, these value systems
are reinforced as the methods to generate evidence in medicine — most notably, the randomized
clinical trial (RCT) — tightly bind measures of efficacy to health outcomes and thus, determine
how care is delivered through cost- effectiveness models (Adams 2012). Across this literature, we
see that value is determined in several ways, ranging from abstraction in industrial production to
speculative practices in innovative economies, as pharmaceutical firms exploit labor through
processes of human subject participation in clinical research, investigators produce evidence about
‘health’ and firms produce, distribute and sell products, while generating surplus through the
possibility of future productivity or profit (Sunder Rajan 2012).

Within these systems of value, the life sciences and capitalism continue to build and grow
the biotechnology industry (Jasanoff 1999; Sunder Rajan 2006) while multinational
pharmaceutical companies pick and choose which markets are worth investing in (Peterson 2014),
and states as well as citizens fight to access drugs (Nguyen 2010, Biehl 2008). This opens
opportunity for generic producers to compete for market share (Greene 2014), and for value to be
generated through different formulations of health and risk (Dumit 2012). In some wealthy
countries, such as the US, there is room for competition because drug markets are expanding as

physicians are prescribing more medications for patient-consumers to treat and prevent conditions
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with ever-lower risk thresholds, such as high-cholesterol, hypertension and anxiety (Greene 2009).
Risk thresholds are lowered in ways that redefine health, grow market potential, and influence
people to add drugs to their lives, which generates surplus (Dumit 2012). However, in countries
that are burdened by decades of debt, where regulatory infrastructures are not as strong even the
most savvy pharmacists struggle to manage the differences between brand name, generic, and fake
drugs while entire populations are rendered “risky” and go without effective treatment for life-
threatening conditions, such as HIV/AIDS (Peterson 2014). Yet, the economic values of drug
development are paired with the ethical values, which are discursively and materially created in
advertising, and rhetorical commitments to health, especially as corporations relinquish property
rights for the common good (Sunder Rajan 2012). Backed by such values, the subjects of life
sciences — in the sense of both, specific scientific fields and the practitioners of science — are
constituted as moral subjects. And in these intersecting ways, value is at least a double-jointed
concept that guides the ethics and economics of drug markets.

Scholars in medical anthropology, the history of medicine, and science studies have
examined issues of access to medications, including for antiretroviral drugs. One prominent point
of emphasis in this work is the relationship between public and private entities and how their
contradictory interests limit access. These scholars show how the law, especially intellectual
property (IP) and patent rights, determine ways resources are distributed among public and private
entities and affect human health. Some scholars interrogate the history of IP law in global drug
markets to show how property agreements are instituted in low-income countries through the
dictates of multilateral organizations, such as the World Trade Organization (WTO) (Sunder Rajan
2015), reinforcing pharmaceutical monopolies, and linking the politics of valuation to the

speculative practices of pharmaceutical markets, instead of the health needs of a population
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(Peterson 2014). Others examine how property law, which is meant to strike a balance between
material and nonmaterial value, functions through abstractions, including notions about “life”” and
“the public good” which introduce ambiguity and leave agreements open for interpretation
(Jasanoff 2012), such that even “public” research need not identify any public beneficiary (Smith
2012). In this work, scholars tend to position public and private entities as opposing forces,
allowing civil society groups and states to represent the public good, and therefore, the path to
access while asserting pharmaceutical firms represent private interests and thus, limit access (Biehl
2008; Sunder Rajan 2012).

These scholars have also tracked issues related to the distribution of drugs for HIV
treatment, highlighting how market dynamics affect the lives of people in need of care. For
example, they highlight the role of global geopolitical measures, showing how Structural
Adjustment Programs (SAPs) set the stage for the AIDS epidemic by dismantling national
economies,! and how international responses to the epidemic — foremost, the US President's
Emergency Plan for AIDS Relief (PEPFAR) — continued the politics and policies set forth by the
SAPs.? These inquiries also display how the history of HIV has been affected by activism,
including among community groups® and the actions of select state governments, who campaigned
for access to treatment.*

Meanwhile, Cori Hayden and Jeremy Greene have presented ethnographic and historical
accounts of pharmaceutical markets which offer further insights into the layered relations between
public and private actors, especially as revealed by the production and distribution of generic drugs

(Hayden 2007; Greene 2014). Cori Hayden (2007) tracks pharmaceutical politics in Mexico, where

1. Nguyen 2010
2. Pfeiffer 2013
3. Epstein 1996
4. Biehl 2004



13

tensions between public and private goods are being rearranged as one rapidly growing
pharmaceutical chain develops and distributes generics in the name of populist nationalism, yet
generic drugs circulate primarily in the private health care market. Drawing connections between
pharmaceutical laboratories, political movements, and health clinics that each promote generics as
“The Same But Cheaper” Hayden evaluates shifts in health care provision in Mexico, and asks:
how does the generic drug influence political practice and discourse in the name of the public
interest? Jeremy Greene (2014) writes a history of the American generic drug industry, describing
how the industry was encouraged to develop as a private sector solution to a public health problem,
and identifies a set of immensely ambiguous moral practices that have defined its growth. These
ambiguous moral practices appear in the hope for rational prescribing versus the fear of rationing
and the promise to spread innovation by making drugs more affordable versus the worry about
impeding innovation by discouraging investment in R&D. Following how these tensions are
produced by moral ambiguity, Greene argues the generic drug is a useful tool for understanding
the value of the pharmaceutical brand.

Amid these many machinations, one helpful way to understand the value systems of drug
markets is to follow specific drug products through stages of development into implementation.
Historians of medicine have done this. Elizabeth Watkins (2001) documented the development and
implementation of the contraceptive pill, and mapped the political spaces through which the pill
was contested and given meaning when entering the medical market. Jeremy Greene (2008)
showed how the development of particular pharmaceuticals transformed biological conditions into
disease categories, which opened opportunities in markets and medicine. This work borrows an
analytic orientation from Arjun Appadurai (1996) who displayed how commodities circulate in

social life, and suggested that by following things and paying attention to their forms, uses and
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trajectories, we can interpret human transactions and calculations that enliven things. This
theoretical approach recognizes that people encode things with value, and as a matter of method,
encourages scholars to follow things themselves to better understand the contexts in which they
are given value. By tracking how commodities circulate in different contexts of exchange,
Appadurai argued, we could understand the social life of things. While this analytic has been taken
to understand the social lives of medicine and revealed insights about patients, prescribing
physicians, pharmacists and health care strategy in several therapeutic areas (Whyte et al., 2001),
no previous anthropological inquiry has tracked the product life of a single pharmaceutical for HIV
prevention from development to implementation.

My ethnographic inquiry contributes to this literature by following a single antiretroviral
drug product as it tested in clinical research trials, reviewed by patent offices and regulatory
agencies, supported by health care policy, adopted in public and private formularies, prescribed in
primary care settings, and ultimately added to the lives of individuals to prevent HIV. This inquiry
1s an opportunity to more adequately understand the ways antiretroviral drugs for HIV prevention
move across systems of value in health care, and how recent health care reform policies reinforce
established systems of value and introduce new mechanisms for generating value. This inquiry
also presents opportunity to extend inquiry about how improving ‘health’ and mitigating ‘risk”
become goals for the patient-consumer under contemporary logics of pharmaceutical capital
(Dumit 2012) by showing how the value of a pill to prevent HIV is always speculative — always
determined through the potential of future productivity and profit — for both, the pharmaceutical
firm that patents a drug and the patient-consumer that uses it.

To further extend this scholarship, I think most closely with research by Kaushik Sunder-

Rajan and Vinh-Kim Nguyen. Sunder-Rajan borrows theoretical and methodological examples



15

from Michel Foucault and Karl Marx to explore the relationship between the pharmaceutical
industry and biotechnology companies, track how post-genomic research shifted drug discovery
and pharmaceutical production, and highlight the co-constitutive processes of biosciences and
capitalisms. In so doing, Sunder Rajan reminds us that we can read Marx as a methodologist —
not a dogmatic critic, but a scholar that offers analytics to better understand “rapidly emergent
political economic and epistemic structures™ including the two capitalisms of drug development,
which correspond to industrial capitalism and commercial capitalism®. However, he examines how
the means of production in post-genomic markets rely on the “grammar of life” — an inventive
rendering of Foucault’s “life, labor and language” — that formation of human sciences, political
economy, and philology through which biopolitics derives power — recast to show how life itself
becomes a source of commodity production through the /anguage of post-genomic science. This
i1s where my analysis departs from that of Sunder Rajan.

I analyze how the means of production in antiretroviral markets to treat and prevent HIV

5. Thus, we need not dwell on the polemic tone of The Communist Manifesto (Marx and Engels 1986 [1848])
to sustain political economic critique, but rather, we may read closely The Eighteenth Brumaire of Louis
Napoleon (Marx 1977 [1852]) in which Marx offers nuanced descriptions of capitalist processes and their
tendencies. In particular, in this work, Marx offers an analysis of the presidency of Napoleon Bonaparte’s
nephew, Louis Bonaparte, describing how he rises to power amid the revolutionary and counterrevolutionary
tensions of contemporary France to emerge as a leader with the support of both, the bourgeoisie and the
peasantry. Through this history, Marx displays that even those, such as the peasantry, whose place in the
structural relations of production would suggest they would support a revolutionary leader over Bonaparte,
instead put their faith in this counterrevolutionary figure, and they do so precisely because they strive for
political stability, which is necessarily conditioned by economic stability. Thus, there was no revolution, as
the peasantry and the bourgeoise find shared political interests in a stable economy (Sunder Rajan 2006: 8).
6. For one, there is an economy that functions through the production, distribution and sale of commodities,
like industrial capitalism. Second, there is an economy based on valuation, which is determined through
financialization alone, like commercial capitalism. And these two economies function through the combined
mechanics of innovation and speculation. The economy that produces, distributes and sells drugs is
associated with innovation. Meanwhile, the economy based on valuation is speculative. And these two market
mechanics are bound together in ways that reproduce themselves: as speculation aims to support innovation,
innovation breeds a marketplace of speculation (Sunder Rajan 2006: 111). Thus, while commercial capital
does not directly create surplus value, it reinforces the logics of commodity capital, and supports the
circulation of capital itself, and in doing so, ensures commodities will continue to be produced, distributed,
and sold. Sunder Rajan makes this distinction in a discussion of “the relationship between biocapital and
systems of capitalism writ large” (Sunder Rajan 2006: 24)
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operate through disciplinary techniques, including confessional technologies. Confessional
technologies, Foucault explains, emerge from Christian techniques, which link the subject to truth
and sex through analytical thought and verbalization. To think analytically and verbalize one’s
thoughts are exercises to renounce one’s will and one’s self by disclosing a hidden truth about
one’s self, and they are performed in obedience to someone else. Tracing the history of this ethical
practice from its origins in Christianity and into the contemporary, Foucault observes how the
human sciences shifted the circumstances of relation between subjectivity, truth and sexuality by
no longer requiring one to renounce oneself, and instead, allowing one to constitute a new self
through techniques of verbalization. To form a new positive self without renouncing one’s self
marks a new moment for subjectivity and truth, he asserts. And though the human sciences shifted
the relations between subjectivity, sexuality and truth, the contemporary subject is still obligated
to truth, and sex remains a central way to understand the self. Foucault further explains how the
sciences, including economics, biology, psychiatry, medicine and penology organize ‘“truths”
which human beings use to understand themselves.”

Vinh-Kim Nguyen has adapted these Foucauldian confessional technologies within the
history of antiretroviral markets by documenting their emergence and use before, during and after
the AIDS epidemic in West Africa. Exploring the way subjectivity was constituted in the early
treatment era, in particular, Nguyen shows how incitements to speak about the virus not only
encouraged individuals to conjure their inner selves, such as in self-help groups, but also stitched
together communities, and helped secure resources as people living with the virus spoke about
their status and the effectiveness of treatment during prominent research conferences. In short,

Nguyen shows how speaking about one’s HIV status became a means to survive. Thus, I think

7. Foucault 1994 [1966]: 224
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across the work of Sunder Rajan and Nguyen — who between them, adapt analytics from Foucault
and Marx — in order to analyze the means of production and explore how subjectivity manifests
in antiretroviral markets to produce therapeutic commodities that treat and prevent HIV.

A further contribution I make to the literature about the political economy of health
involves highlighting the role of the management of sexual pleasure, as a moral practice for the
human subject as well as a public health project intended to secure the health of the population. In
Michel Foucault’s historical studies of ancient sexual ethics, he discusses the constitution of
subjectivity and care of the self by highlighting the intentional work of an individual on himself in
order to align himself with a set of moral recommendations for conduct. Several scholars have
adapted this observation in analytics of ethics, which determine a set of techniques one maintains
in order to fashion one’s self as a moral subject. However, in this work Foucault also discusses
how the management of sexual pleasure offers key insights into the constitution of the human
subject, and this discussion has been widely ignored in the contemporary social sciences of
medicine. Thus, in my own extension of Foucauldian philosophy about the constitution of the
moral subject and care of the self, I am most concerned with the techniques the subject uses to
manage his own sexual pleasure, and how moderating sexual pleasure becomes a moral concern,

which Foucault details at length in The History of Sexuality, Vol. 2, The Use of Pleasure.

Finally, my research contributes to this literature through its methodological orientation,
which involves following a single drug product through its lifecycle. While historians of medicine
have traced the development and implementation of other medications, such as the contraceptive
pill, and have mapped the political spaces through which the pill was contested and given meaning
(Watkins 2001), and have shown how the development of particular pharmaceuticals has

transformed biological conditions into disease categories, which opened opportunities in markets
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and medicine (Greene 2008), anthropologists have not traced the social life (Appadurai 1996) of a
pill from development to implementation in order to better understand the lives of patients for
whom that pill is prescribed. In following the social life of PrEP, my research will examine the
way value is negotiated and determined across the life of this pharmaceutical intervention by
analyzing the policies, structures, and practices of valuation that affect high costs of and access to
care. This part of my research also intends to understand how the incorporation of PrEP in primary
care and HIV prevention reflects elements of health care reform, especially those that reinforce
established systems of value and introduce new mechanisms for generating value. In short, the
introduction of a biomedical solution to prevent HIV reflects the way health care reform
incentivizes the development and use of biomedical technologies, supports methods for
prevention, and opens new avenues to access care for populations that have long been considered

to be at high-risk of acquiring HIV.

On Method

I have conducted extensive research for this inquiry over the past six years, including interviews,
participa