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Whose responsibility is AIDS? 
 

In the post-1994 phase of our history, the issue around which the church has 
galvanised itself to defend the interests of the poor and suffering against the 
oligarchy, is AIDS. The poor are disproportionately affected by the effects of 
AIDS– loss of unemployment by an infected person leads to the destitution of 
entire families, lack of access to proper nutrition and treatment lead to 
premature death and untold suffering. The actions and policies of the South 
African government (the influence of dissidents on policy makers, the refusal 
to provide treatment, and the hostility towards those who provide care and 
treatment) are well known. It is less clear which interests of the oligarchy are 
being furthered by its recalcitrance with respect to AIDS. Presumably, a full-
scale assault on the pandemic necessarily requires large scale intervention and 
expenditure by the state – to eradicate the roots of poverty and to provide 
access to treatment for all.  Presumably an intervention on this scale implies a 
reversal of the neo-liberal economic policies currently being pursued by the 
government, providing the source of wealth to the “newly emerging elite”, 
something that flies in the face of the government’s and the elite’s interest.  
(Johan Viljoen, SACBC unpublished paper 2003). 

 
Up against more than AIDS 
 
AIDS has succeeded in turning on their head all sorts of assumptions people make 
about a range of issues that cut across all sectors of society and across all sorts of 
disciplines.  That prostitutes are “bad” people, e.g. That there is such a thing as an 
“innocent victim” of AIDS as opposed to someone who deserves to become infected. 
That the lives of some people are more valuable than the lives of other  people. One 
interesting effect of this movement is that the most unlikely scenarios play themselves 
out, at very least in people’s minds, and often in the public arena.  Consequently 
people expect certain behaviours to be acted out and positions to be taken by specific 
persons.  A side-effect of these assumptions is what transpires when people in 
whatever position they are supposedly in do not live up to the expectations and 
assumptions placed on them by others.  AIDS has opened many cans of worms all 
over the world, and in Africa we find ourselves needing to address issues that at face 
value have little or nothing to do with AIDS.  Hence, no little confusion  on many 
occasions. 
 

                                                
1 SACBC is the Southern African Catholic Bishops’ Conference, covering South Africa, Swaziland and 
Botswana, and working closely with the Lesotho and Namibian Bishops’ conferences. 
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A medical model 
 
When AIDS first appeared on the world stage in the early 1980s we were confronted 
by, so said the experts, a medical problem.  People were being infected with a specific 
virus which came to be known as HIV (Human Immune-deficiency Virus), and were 
in time succumbing to one or other of the opportunistic infections that attacked their 
immune systems.  People didn’t actually die of AIDS, but of an AIDS-related 
sickness, often pneumonia or tuberculosis.  There was no cure, and no vaccine was in 
sight, although in the heady days of the early 1990s some scientists and doctors were 
grandly talking of a cure by the turn of the century. 
 
Consequently a medical model was applied to addressing AIDS.  Symptoms were 
treated where possible, and scientists worked hard at trying to establish how to beat a 
virus which was in effect taking over the DNA of human cells, and in time replicating 
itself rather than allowing cells to flourish in the normal human way.  Medical experts 
and scientists were somewhat intolerant, often though not always, of social scientists 
and others who were beginning to try and understand why HIV spreads among people 
in the first place, regardless of the “right” physiological factors.  These experts were 
beginning to learn, with some alarm it could be said, that human patterns of sexual 
behaviour are less predictable and more unknown than perhaps anyone had really 
considered previously.  On top of that, people behave differently under conditions of 
stress and deprivation than they do in more normal situations.  Hence while theories 
may state certain things, observations and results of these observations may show 
something entirely different. 
 
Missed opportunities 
 
Some AIDS activists in the early 1990s recognising what was happening in East 
Africa, and not yet to the same extent in Southern Africa, tried to prevail on the South 
African government to grab the nettle and to prevent in South Africa the kind of 
scenario unfolding on other parts of the continent.  In retrospect we know positively 
that South Africa missed the boat already in the 1980s and early 1990s.  Politicians 
and religious leaders didn’t take the kind of initiative then to contain what in time 
became a Pandora’s box.  “It couldn’t happen to me,” was often heard, as people 
recognised that homosexuals were infected – and they weren’t homosexuals.  Or as 
whites were infected -  and they themselves weren’t white or gay.  And so on.  Now 
of course in South Africa the facts are sobering.  Most people infected are black, and 
whites are slow to recognise that they too are vulnerable.  Alarm bells continue to 
ring, and are not always heard:  the Nelson Mandela HSRC study published at the end 
of 2002 showed a higher rate of infection in whites than had previously been 
suspected.  And not all of these whites are homosexual. 
 
South Africa entered a new era of its history with the release of Mandela from prison 
in 1990, and with the ushering in of democracy in 1994.  The gates opened wide to all 
sorts of influences.  Quite literally with people having freedom of movement across 
borders not previously imagined.  The spread of HIV took on a new dimension in the 
1990s, and yet the urgency around what was happening was not acknowledged.  At 
the eighty fifth birthday celebration of Mandela, the former president was lauded in 
unprecedented manner for the many achievements he spear-headed and supported.  
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Speaking out about the dangers of HIV infection, and about what people need to do to 
prevent its spread was not one of them.  Mandela missed opportunities then, and 
although later he became a keen advocate of all sorts of initiatives to tackle AIDS, 
much valuable time was lost during his presidency. 
 
Dissident viewpoint and a lack of political will 
 
Thabo Mbeki the current president of South Africa has what is known as the dissident 
opinion about the link between HIV and AIDS.  Though he no longer speaks out 
publicly about e.g. HIV not causing AIDS, it is suggested that he has not yet come to 
terms with the havoc that AIDS is wreaking on the country, and that he continues to 
hold facts at bay.  He backs the national minister of health who has continued to be 
less than supportive of the kinds of interventions that are needed to bring alleviation 
to people suffering from AIDS-related sicknesses.  At the 2003 South African AIDS 
Conference in Durban, and on other occasions, the minister of health was heckled 
because of her position on treatment.  Ultimately the president is presumably behind 
the minister, a sad picture for South Africa, the country with the highest number of 
infections in the world, currently around 6 million. 
 
Political will is a key to some of what is needed if HIV/AIDS is to be arrested.  But as 
long as ordinary people perceive lack of leadership where it is most needed, they will 
be misled into dangerous choices and careless behaviour.  The point has to be that 
governments have an obligation to their people, to provide them with facts and to 
support whatever it takes to stem the tide of the pandemic.  Political will and political 
leadership is often cited in the case of Uganda which has largely succeeded in 
bringing down the rate of infection. Even Uganda however may not sit back and rest 
on success;  alarm bells are being rung even now as rates of infection begin again to 
rise. 
 
Human sexuality 
 
Hindsight is a wonderful mechanism for viewing events of the past, although clearly it 
is a vision one needs in the present rather than later!  Views about AIDS and the 
spread of HIV have proved no different in this regard than anything else that people 
have opinions on.  The early responses to AIDS, in the north and the west, as well as 
in Africa, made it would seem, one very dangerous recommendation around sexual 
behaviour.  People were encouraged to continue to have sexual relations with anyone 
they chose to have as partners, and to protect themselves by using condoms.  The 
promoters of safer sex, it seems to me, didn’t understand sufficiently the socio-
economic conditions in which HIV was flourishing and being spread; and they 
certainly didn’t understand some of the things we still continue to grapple with around 
human sexual behaviour.  These factors were actually a  recipe, not for  helping 
people to make different choices, for influencing in a negative way the choices many 
in fact made. 
 
How well are we as church dealing with issues of sexuality?  Certainly the ideals are 
in place and are a valuable heritage of church and our faith tradition. What we 
sometimes fail to recognise is that in our fast-changing world, ideals are often under 
attack, and we may need to state our beliefs and traditions in new ways that can be 
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understood in today’s world, especially by young people who are provided with so 
many choices and options that they are often overwhelmed. 
 
Understandings of confidentiality 
 
The medical model helped introduce another problem area, certainly in Africa.  A 
model of counselling people suspected of having HIV, and working with a style of 
confidentiality that runs counter to having people begin to deal with problems in the 
context of family and loved ones, played havoc with people’s willingness and ability 
to disclose their HIV status.  Confidentiality and secrecy often got mixed up, and the 
very people who would most have benefited from early disclosure were often unable  
and unwilling to talk to someone they trusted.  The virus continued to spread.   
 
Linked to this is the whole issue of notifiability.  In South Africa, unlike in some other 
countries, HIV is not notifiable (i.e. to medical authorities).  Debates raged on 
endlessly some years back concerning whose interests would be served by making 
HIV notifiable.  In the spirit of South Africa’s constitution which is a protector of 
human rights and rights to privacy a decision was made that for the moment HIV 
would not be notifiable.  Many people do not agree with this, and it can certainly be 
argued that instances of notifiability could well lead to (further) discrimination against 
some people;  on the other hand notifiability in itself is also a step on the way to the 
normalising of a sickness, something society has to deal with as it has had to do with 
various other sicknesses. 
 
Cultural taboos 
 
Cultural and religious taboos also entered the equation very early on, and were often 
barriers to education programmes and work in the area of prevention.  It’s probably 
true to say some of these barriers remain in place today even though boundaries and 
parameters may have shifted.  Some of my early work in AIDS was done in 
classrooms with children who never ceased to amaze me concerning what they knew 
about the transmission of HIV, but who had seldom if ever been able to talk to their 
parents about issues of sexuality.  Parents in turn also amazed me with their 
unwillingness to discuss the same issues with their children – despite a recognition 
that HIV is primarily sexually transmitted.  Taboos do exist in every culture around 
the very complex issues associated with sexuality and the sexual act, and have often 
been an enormous obstacle in the fight against AIDS – and that despite what people 
know at an intellectual level about transmission of the virus between people. 
 
Shifts in behaviour are beginning to take place, almost imperceptibly in most 
instances.  The Nelson Mandela HSRC study last year suggested that young people, 
largely the target of prevention programmes, are in fact beginning to take more 
precautions and to make different choices.  So, e.g. many young people have fewer 
sexual partners, delay the onset of sexual debut, and use condoms more readily than 
do their elders.  Young people have seen the devastation wreaked by AIDS in their 
families and among their friends, and some at least are acting proactively to protect 
themselves from possible infection.  More recently still, we have seen some evidence 
of what could be called secondary prevention behaviours among people in treatment 
programmes. And yet, ominously, the rate of infection continues to rise – across the 
globe, not only in Africa, 
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Cultural influences 
 
Many people are fairly easily able to say what used to happen in their particular 
cultural tradition around sexuality, but often are not able to apply the principles and 
practices to their lives today, citing changed circumstances in life, and the influence 
of modern global kinds of culture.  These shifts in understanding are important and 
really not well understood by many people unable to turn to what could be a strength 
in trying and difficult circumstances.  The subtle and not-so-subtle influences of the 
media and global cultural practices influence people very strongly, as do messages 
that may appear to pander to ease and immediate satisfaction of needs.  An example 
of cultural influences giving mixed messages to young – and to older – people is that 
of Swaziland where the king put a ban on sexual activity between young people in an 
apparent attempt to curb the spread of HIV.  Swaziland has the highest rates of 
infection in the world, with approximately forty percent of its population infected.  At 
one time  the king paid a fine, admitting sexual relations with a young woman who 
was to become  his eleventh wife. 
 
Prevention 
 
Quite obviously we cannot wait for the development of a vaccine to assist people.  If 
anything this point highlights very clearly the absolute need to continue working at 
prevention of HIV among people not yet infected.  It is obvious that prevention of 
new infections is the major key to halting the pandemic and slowing it down.  Much 
valuable time was lost in the past when messages promoting safer sex were promoted 
in a milieu in which recreational sex and sex with any number of partners was seen as 
fine, as long as condoms were used.  Many more people today are recognising that the 
postponing of sexual debut, abstinence before commitment to a life partner, fidelity to 
one partner, the kinds of values promoted by the church, are in fact key to halting the 
spread of HIV. 
 
Our SACBC AIDS Office co-ordinates the response of the church to AIDS in three 
southern African countries and works closely with two others.2 There are currently 
about 200 church-related projects in this network providing a range of services from 
education for prevention, to care of the sick and dying, to care for orphans, to ARV 
treatment.  My own observation has been that we as church are better at caring for the 
sick and for orphans than we are at doing prevention work among young people.  The 
latter is difficult, not least of all because work with young people can be very 
demanding before one even begins to see results.  The outside influences, including 
those of the media, are very real difficulties with which we have to contend.  Often 
the church’s marketing strategies are not well-developed and we fail to sell our 
product, not because it is not a good product, but because the way we package it is not 
attractive. 
 

                                                
2 Lesotho and Namibia were previously part of the SACBC which is now comprised by South Africa, 
Swaziland and Botswana.  South Africa has the highest number of infections, Botswana and Swaziland 
are the two countries with the highest rates of infection, followed by Lesotho and Namibia. Zimbabwe 
is also among the top infected countries.  UNAIDS figures are suggesting that Zimbabwe’s rates of 
infection may be dropping. 
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LoveLife is a government sponsored media campaign targeted mainly at teenagers.  
Its budget per annum is ten times more than the Catholic Church is able to spend 
currently on all its programmes in five countries. It’s not only about money of course, 
but about being able to talk the kind of language that young people understand and 
reaching to them in their particular environments.  The 2002  Nelson Mandela HSRC 
study suggests that HIV infection rates are beginning to drop among young people as 
messages are heard, as condom use increases, as people become more aware of family 
members and friends dying.  On the other hand we are only at the beginning of the 
curve of what we call the AIDS sick.  So while the rates of new infections may be 
slowing down, according to some sources, more people infected earlier on are 
beginning to fall sick.  Even this encouraging fact is questionable since by and large it 
would still seem that HIV infection continue to rise. 
 
Education for Life programmes in the church are being more extensively used, even 
as people realise that treatment still does not address the underlying causes of the 
spread of HIV.  The message of the late eighties about “doing what you will since 
that’s your right” is increasingly recognised, and not only in church circles, as flawed 
and totally inadequate.  Instead young people in particular are being aided to make 
choices that will affect how they live their lives, to take responsibility for actions, and 
to turn the tide around. 
 
Our message as church around prevention needs to be unambiguous and clear, taking 
into consideration the real world in which people live.  A world in which poverty, 
unemployment, poor housing, migrant labour and a host of other factors, not least of 
which the legacies of apartheid, are factors that cannot be glossed over as irrelevant or 
not part of the equation.  Family life has broken down in many instances, traditional 
cultural values no longer hold people together in the same ways as they did in the 
past.  People are often in desperate circumstances with little hope of things changing.  
From an ivory tower one may have harsh words to say about prostitution or so-called 
commercial sex work; in a shack settlement where a woman is trying to hold her 
children together, prostitution is not so easily dismissed when to all intents it is the 
only solution to her problems. 
 
The care of widows and orphans 
 
It has always been a biblical injunction that people express their lived faith in caring 
for others, traditionally the widows and orphans.  Certainly in its home-based care 
programmes the church has shown its strength, walking the extra mile, involving 
ordinary Christians in the support and care of their families and neighbours. Numbers 
of orphans are escalating, on occasion being cared for in extended families and in 
local communities, sadly on other occasions having to fend for themselves on the 
streets, and in child-headed households.  The care of orphans and children made 
vulnerable by AIDS presents an enormous challenge to state, society and the church 
around basic security needs as well as psycho-social support.  Often programmes 
begin with the former services, providing food and shelter, and only later working 
with issues of grief and bereavement.  Girl children are particularly at risk of 
themselves becoming HIV infected as they sometimes fall prey  to “sugar daddies” 
who ply them with gifts and money in exchange for sexual favours. 
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Grandmothers often bear the responsibility of rearing their grandchildren under very 
harsh and trying circumstances where financial support is not available or very scarce. 
Often grandparents are elderly or sickly, with orphan care an added burden.  Church 
projects are often run as orphan day care centres, allowing caregivers respite during 
the day.  The challenges are only beginning to unfold. 
 
Infrastructure  
 
The legacies of apartheid continue to rear their ugly head, and poor health care 
facilities, and untrained or poorly trained personnel, are major obstacles that need to 
be addressed before equitable care can be given all who need it.  Insufficient skills in 
management of various facilities are major problems that will take years to address.  
Personnel and skills problems are exacerbated by the brain drain, if not from the 
country, at very least from the rural areas to urban areas. 
 
One reason often given in the past, and even now, for the lack of roll-out of anti-
retroviral treatment is the supposed inability of ordinary, uneducated people to adhere 
to a drug regimen.  That fact was de-bunked early in South Africa’s delivery of ARV 
treatment as a myth in various places, not least of them township settlements around 
Cape Town which show in fact a higher adherence rate among people than is often 
found among persons in western countries.  Quite clearly when people understand the 
importance of not missing out on daily drugs, and are monitored at least initially for 
this adherence, they will more readily buy into what it takes to keep them healthy. 
 
The question whether or not to provide treatment 
 
A PWA3 in the closing ceremony at the 2003 South African AIDS conference in 
Durban made an impassioned plea for access to drugs for those who qualify for them, 
and questioned the authority of whatever powers there are making decisions to 
withhold treatment from those who cannot afford to pay for it themselves.  Sufficient 
studies have been done to show that keeping people alive for longer, through the use 
of anti-retrovirals, is better and more cost effective than letting them die unnecessarily 
early.  Replacement personnel may not be needed for people in jobs they hold, parents 
can take care of their own children rather than abandoning them or having them 
brought up elsewhere.  Actuarial modelling and statistics show the effects of AIDS on 
the economy without drugs – and with them.  While drugs may not be for everyone, 
and more importantly while drugs are not the total answer to the problem of AIDS, 
they do indeed have a role to play in delaying the impact of mortality for many 
people, and in lessening the effects of mortality on the country as a whole. 
 
Not that everyone who qualifies to take antiretrovirals will take them. Some people 
will not qualify because their immune systems are too compromised, and they are in 
fact too sick to benefit.  Many issues remain unaddressed, such as the stigma and 
discrimination feared by so many people who would need to be willing to disclose the 
HIV status to medical personnel assisting them with ARV treatment .  On the other 
hand it is also widely known by many people that the take-up of treatment by some 
people  in turn leads to the take-up of treatment by other people.  The treatment for 

                                                
3 Person living with AIDS 
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AIDS needs to become something normal in society – just as the treatment for other 
diseases is seen as what needs to be done.   
 
Much has been said, and many opinions have landed in the equation, around the 
perceived reality that the country cannot afford treatment in the form of ARV therapy 
for those who qualify for it; that good nutrition alone can boost people’s immune 
systems to the point of their not needing drugs, that the people of this continent would 
be unable to adhere to a drug regimen because of poor literacy, that perhaps it is better 
for children born to HIV +  mothers to die than to grow up orphaned or infected, and 
so on.  Over time with constant pressure from advocacy and lobby groups these views 
have been eroded and chipped away to the point where we have now at very least the 
knowledge that treatment for expectant mothers can lead to the delivery of babies who 
are HIV free.  And that in the absence of a vaccine or a cure, treatment with the drugs 
currently available is the best option to give people a chance to live the best quality 
life they can once they start becoming sick. 
 
Anti-retroviral roll-out 
 
The South African cabinet made a decision  that a treatment plan should be in place 
by the end of September 2003, with a roll-out of anti-retroviral drugs as soon as 
possible.  Conservative estimates at the time suggested that the roll-out would take 
three to five years, and then it would quite naturally begin in provincial hospitals that 
had the necessary infra-structure around doctors, laboratory services and counselling 
facilities.  People in more out of the way places in rural areas would not be among the 
first to benefit, if at all.  Poor infrastructure is a problem, but not one as 
insurmountable as it is often made out to be.  I often contend that the Church has the 
same  kinds of problems experienced in the public sector with poor training and lack 
of skills.  These problems should not it seems to me lead to paralysis and our doing 
nothing.  We need to begin where it is possible, with people and in places that are 
ready.  Others may follow later.  Public-private partnerships are also an option in this 
regard, with the state perhaps being able to take over and continue what others may 
have been able to set up. 
 
Our own Catholic treatment programme has been the most difficult of our AIDS 
programmes to implement.  Starting from scratch the SACBC arranged for the 
training of doctors, nurses and other personnel, and made provision for drug and 
laboratory services for sites;  there were, and still are, no such services at the small 
home based care and clinic sites.  And yet through the Church there are now 6000 
people on treatment, 10% of them children. 
 
 
Stigma and discrimination 
 
Stigma and discrimination has been called the second wave of silence, one not readily 
addressed so far into the pandemic when positions are so entrenched.  People have 
experienced stigma and discrimination in their own lives and in the lives of families 
and friends, and understandably are unwilling to make themselves even more 
vulnerable in an already vulnerable position.  Gugu Dlamini is one of the best known 
examples of someone who disclosed her HIV + status, only to be stoned to death for 
having done so, in a community far from ready to begin learning to live with HIV in 
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its midst.  Little Nkosi Johnson who died aged twelve just five years ago was initially 
denied access to school because of the fears parents of other children had.  Examples 
abound of stigma and discrimination, and yet when one examines these it is the 
prejudices and hang-ups of perpetrators and the perceived fears around infection 
rather than any real danger of infection that create barriers between people.  People 
with HIV and AIDS often bear the brunt of the burden around society’s undealt-with 
issues, in addition to the burden of sickness, loss of employment and fears about the 
future of family interests. 
 
Society, it seems to me, is often side-tracked according to the prevailing climate.  In 
the late eighties and early nineties myths often abounded around transmission issues 
so that people would spend inordinate amounts of energy on wondering whether they 
could have been infected with HIV by using the same toilet as an HIV positive 
person, or by having been bitten by a mosquito.  These and other myths flourished in 
a society that was in effect refusing to examine its own sexual and other behaviours 
and to take responsibility for them.  The problem was out there, and of course still is 
for some, something external, not something people had reason to examine in their 
own lives.  As can be imagined this is a very dangerous attitude because others 
become the scape-goat, bearing often unilaterally the blame for the spread of disease 
and a host of other evils.  The seeds of stigma and discrimination are often bred in 
fear and ignorance. 
 
Vaccine trials are under way in a number of places, but we are far from knowing 
whether a successful one will be developed or not;  at least seven to ten years , and 
even then of course there is no guarantee.   Treatment of HIV, and the development of 
a vaccine, is a tremendously challenging task for scientists because of the very nature 
of HIV and what it does within the immune system of an infected person.  It’s not as 
though HIV can be isolated from the cell in which it is harboured, and dealt with.  
That would possibly be easy enough.  Because HIV lurks in the very defense 
mechanism of the human body it holds the upper hand.   
 
Faith organisations 
 
Faith based organisations4 are coming more into their own, still presumed by some 
people to be part of the problem, and also however increasingly recognised as having 
a role to play among adherents of particular faiths. In Africa this is very important 
since most people claim a faith allegiance. In the early nineties the organisation at 
which I worked usually sent me rather than other staff members to address church 
groups and run workshops with them.  There were two broad reasons for this, I think.  
One was the discomfort many staff members felt around some of the issues and 
questions raised by church groups.  E.g. the unwillingness of church groups even to 
entertain the idea that condoms have a role to play in lessening the spread of HIV 
infection. And secondly the unwillingness of many AIDS workers to examine the 
underlying values held in church groups around the sanctity of marriage, the call to 
abstinence and fidelity, the beauty of sex within a committed relationship rather than 
as something picked up and tossed aside carelessly. 
 

                                                
4 Elsewhere I have written of my aversion to the name faith based organisation as a description of the 
Catholic Church;  it is not our description of ourselves. 
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In my view there is no doubt but that the churches and faith organisations have spear-
headed a response to AIDS, alongside various NGOs, often ahead of the government. 
Often the response of faith organisations goes further than that of NGOs because of 
the imperative that drives people to do whatever they are doing. Not much research 
has yet been done in this area, but it would seem that an underlying faith commitment 
is often at the heart of why Christians and other people of faith do what they do.  
Religious sisters it would seem are claiming a new charism and responding to AIDS 
as it unfolds around them.  One may argue that the call of religious is to break new 
ground and to respond to the needs of people in a particular age.  I suspect it is only 
retrospectively that we will begin to understand what this means in relation to AIDS.  
Some time back I was asked to write an article for a journal on the involvement of 
religious sisters in AIDS ministry.  In preparation for the article,  I  wrote down the 
names of every sister in South Africa alone known to me doing something about 
AIDS.  I was amazed at the length of my list, at the numbers of different 
congregations involved, and at the types of work being done.  And I know I omitted 
many people. 
 
Retired Catholic nurses fit into a similar category, and they are often the backbone of 
parish and diocesan initiatives all over, involving other women, and responding 
locally to needs around them.  Women drawn to make a commitment to work with the 
sick and with orphans, and to educate the young, often do because of a usually 
unarticulated understanding of what it means to be church.  If they are church , then 
they do the work, responding to the needs of others.  If, on the other hand, the church 
is perceived as the hierarchy, then these women do what they believe the church isn’t 
doing!  An evaluation of more than sixty church projects under the auspices of the 
SACBC which was conducted in 2002 highlighted these interesting views of 
ecclesiology.  An invitation perhaps for theologians and parish communities to do lots 
more work on what people understand by church, so that their understanding better 
links up with praxis! 
 
Much work needs to be done around gender issues, within the church as well as in 
society at large.  Men are often perceived as driving the AIDS epidemic, women as 
trying to live with the consequences.  A stereotype, no doubt, and yet not without 
elements of truth.  Many people are seeing the need to involve men in programmes at 
all levels, getting them to take responsibility for their behaviours and actions.  
Statistics released by various church projects often make for interesting reading 
around e.g. the number of care-givers or educators, most often women, though 
younger men are more often involved in youth programmes. 
 
People of various faiths have similar stories to tell about the involvement of faith 
leaders, mostly men, in a response to AIDS.  Men often conspicuously absent.  
Gender roles are different in society, and women have traditionally carried the 
responsibility of care.  AIDS needs to challenge that so that everyone does/his her 
share to stem the tide of the epidemic, and to involve everyone in the care of his/her 
neighbour. 
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Much work remains 
 
What AIDS has done in the world, even if largely the scenarios are played out in sub-
Saharan Africa, is show us so many things we have wanted to ignore or haven’t even 
recognised as problems to start with.  The questions abound: 
 

• What justice is there that someone in a particular part of the world is given 
access to treatment which is denied to the people who most need it in other 
parts of the world? Do we accept as a given that people from more affluent 
countries can reap the benefits of treatment and at the same time accept that 
other people in poorer countries  will need to bear the brunt of the pandemic?  
Do we silently blame them for their sickness? 

• Why are messages of the Church around prevention not being heard by 
people, the young, and the not so young?  Even people who understand how 
HIV is transmitted. 

• What effects does our global economy have on the “haves”?  On the “have-
nots”? Where is global justice in our world?  Should there even be such a 
thing as justice for all?  Why do we as church become so hung-up on the 
condom issue when in fact often an earlier question needs to examine why 
couples engage in extra-marital sexual relations? 

• Why do we continue to cast aspersions on the prostitutes of our society when 
clearly men are involved in the “business” as well?  Why do we blame people 
suffering from HIV/AIDS for their position and fail to recognise that other 
people and other factors need to come into play?  Why are we so selective in 
our acceptance of people? 

• Should a woman who is HIV+ even consider having a baby when she knows 
the dangers of passing on her infection to the child?  What if she doesn’t know 
her HIV status in the first place?  What if she had no choice in becoming 
pregnant? 

• What are our comments on migrant labour, long distance trucking, army 
battalions in foreign territory?  Is it enough to expect people always to be able 
to remain abstinent, faithful to their wives?  Is the question more complex than 
at first meets the eye? 

• What do we say of parents , mothers perhaps, who abandon infants because 
they themselves have HIV infection, or because they suspect their babies may?  
Where are the fathers?  Do we sometimes have glib answers for complex and 
difficult questions? 

 
Undoubtedly AIDS is the responsibility of everyone, and every sector.  Only when 
everyone takes this responsibility seriously will we begin to see changes. 
 
 


