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The SACBC AIDS Office 

• Co-ordinates the response of the Catholic Church to AIDS in South Africa, 
Swaziland and Botswana. 

• Supports the work of twenty nine dioceses in these countries in the provision 
of programmes addressing  

- awareness and prevention 
- home-based care and palliative care 
- the care of orphans and vulnerable children  
- ARV treatment (also to children) 
- pastoral and spiritual care (also within religious communities) 
- capacity building in various aspects of AIDS prevention, care and 

treatment 
- training in project and financial management 
- management and co-ordination of a response to AIDS at diocesan level 

• Was set up by the development, education and health agencies of the SACBC 
at the beginning of 2000. 

• Has been able to access funding to provide technical assistance to grassroots 
AIDS programmes in various dioceses and to support (in part) a number of 
church responses. 

 
Our Southern African situation 

• Swaziland and Botswana have the highest rates of HIV infection, South Africa 
the highest number of people infected. 

• The rate of new HIV infection in South Africa is not decreasing, but is 
continuing to rise.  

• A recently released MRC report shows that in 2000 the highest number of 
deaths in eight of South Africa’s nine provinces was attributed to AIDS. 

• Numbers of children orphaned and made vulnerable by AIDS continue to rise 
across the region. 

• We experience a drop in life expectancy, with many adults not able to raise 
their own children. 

• SA’s children are vulnerable to rape and abuse in a very violent society.  
• Sometimes the traditional cultural net of extended family and/or local 

community is in place, sometimes not. 
 

Our Church Response to OVC through Home Based Care Programmes 
• Commitment to orphans, widows, aliens/foreigners as a biblical injunction is 

clearly a call to the Church in every age, not least to our own. 
• The backbone of the Church’s response to AIDS is home based care from 

which has arisen  both the care of orphans and vulnerable children, and ARV 
treatment of both adults and children. 

• Home based care begun by parishes/dioceses and religious congregations is 
often the first place in which OVC are identified.  Schools identifying 
increasing numbers of OVC. 



Treatment of Children  
• Children on treatment are going back to school, not dying; homes formerly 

taking care of dying children having to rethink their response.  
• But treatment is not by far reaching everyone who needs it, and many children 

are not being brought for treatment. Approximately 8% of the people on 
treatment in our programme are children.  Most are not of school going age. 

 
OVC Programmes  

• Long term commitment to OVC is not easy; it’s easier to run a five day 
workshop on prevention than to be committed for the long haul. 

• Programmes in the Church often begin as feeding schemes, but must evolve 
into comprehensive responses if children are to be assisted beyond the basics, 
and if programmes themselves are to be sustainable in the long term. 

• It’s not easy to move beyond the basic security needs type of intervention to 
eg more psycho-social and pastoral support types of intervention if skills, 
resources and commitment to other people’s children are not present. 

• A real challenge is that of making the good services that are available on a 
small scale to the greatest number of beneficiaries, i.e. scaling up the numbers 
of children being reached. 

• People in society often open their hearts to individual children in one kind of 
need or another.  Greater numbers of vulnerable children are more difficult to 
deal with.  

• Some parishes providing a comprehensive response to families within their 
own borders, or to families in neighbouring parishes. 

 
Psychosocial and Educational Support 

• Work of the Catholic Institute of Education re life-skills in primary schools 
addresses all children, not only OVC, throughout the Catholic schools network 

• Educational access programmes, keeping children in schools, need funding, 
and are supported by both donor funding and donations from private 
individuals. 

• Schools also identify orphans, who are supported in various programmes, 
which include psychosocial support, continued educational access, food 
security, housing. 

 
Fostering, Adoption, Social Security 

• Obtaining official documentation (birth certificates/ identity 
documents/parents’ death certificates) to access social grants for OVC in 
South Africa is undertaken by Church projects;  the increased uptake points to 
both increased numbers of OVC and an improvement by the Department of 
Social Development in delivery of services. 

• The process of fostering and adopting of children can be long and drawn out 
because of the legal processes involved.  Projects which have their own 
dedicated social workers score around the statutory work involved. 

• Children fall through the cracks a second time when eg foster parents use 
grants for cell phone airtime or for liquor or for the needs of their own 
families. 

 
 



Some lessons learned 
• Children’s needs not sufficiently being met across the board; many children 

fall through the cracks even within supposedly safe environments of eg foster 
care. 

• Refugee children bear an additional burden; they do not eg qualify for social 
grants. 

• Not enough being done collectively to address the problems comprehensively;  
there is still too much fragmentation in everyone’s response, whether Church 
or government or NGO. 

• Training for caregivers needs constantly to be done to include new caregivers 
and to address volunteer attrition.  Caregivers need carefully to be screened. 

• Specialised care is needed for caregivers who suffer burnout and whose level 
of commitment can be under stress. 

• There is an expectation that the Church be a provider of care, but we don’t 
always have sufficient care built in for those who provide the service. 

• Institutional care within Church institutions is often excellent, but not reaching 
the numbers of children that need to be served. The level and quality of care in 
institutions needs somehow to be replicated in non-institutional care. 

• Child-headed households are an option, and can work if they are supported by 
caregivers on a daily basis. 

• Grants and birth certificates reaching communities, though not without 
problems as cases of fraud attest. 

• The Church cannot work alone since it doesn’t have all the resources, skills, 
answers. We need to work collectively, collaboratively with whoever is there, 
even unlikely partners 

• Psyschosocial support being scaled up, including memory boxes, play/art 
therapy 

 
Future Programming and Networking 

• The Church like everyone else needs to work at an integrated rather than a 
piecemeal response. Local communities are beginning to work together with 
various local structures (including government departments) 

• Pastoral and spiritual support to children must happen at parish level, and be 
balanced with social support.  Many Church groups are  starting to mainstream 
AIDS. 

• Ongoing specialised training for caregivers, including religious. 
• Ongoing networking with Catholic social agencies and programmes, within 

the SACBC, and further afield. (Catholic Institute of Education, Catholic 
Health Care, Siyabhabha Trust (Development Agency), Education for Life, 
SACBC Youth Desk) 

 


