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Continuing the Mission of Jesus 

 
Alison Munro* 

 
The Catholic Church, it seems to me, is an organisation that is willing to get involved in the 
messiness of life. This is certainly the case when one looks at the arena of the AIDS pandemic 
where we can readily see the Church’s commitment to addressing a problem which has grown to 
such a magnitude that one could be forgiven for thinking that it may never go away. The Church 
and other so-called faith-based organizations1 bring an enormous commitment to the fight against 
AIDS, yet very few resources in the grand scheme of things other than an army of people of faith 
who recognise their own personal call to try and make some difference. It is, I think, the faith 
commitment of people that defines their response to AIDS as somewhat and somehow different 
from the response of people who are employed to do a job in a non faith-based setting such as a 
government department or the private sector. 
 
Since January 2000, the Catholic Church has attempted to co-ordinate its response to AIDS in South 
Africa, Swaziland and Botswana through the Southern African Catholic Bishops’ Conference 
(SACBC) AIDS Office.2 The AIDS Office Management Committee meets twice annually. Two 
Bishops, representatives of key Church agencies of the SACBC, and representatives of the Church's 
AIDS programmes in Botswana, Lesotho, Namibia and Swaziland set policy and oversee the 
programme. Four times annually the smaller allocations and supervisory committee makes 
decisions on allocations of funding to various SACBC projects, and deals with issues related to the 
response to AIDS of the Catholic Church in Southern Africa. It has been helpful to have an 
allocations committee, both to maintain transparency and to involve people from outside the 
SACBC structures. 
 
The SACBC is recognised as a body which is doing something in the arena of AIDS.3 This is a 
point to be noted in the public sphere where there are many opinions, not all of them positive and 
helpful, about the role of the Church in the fight against AIDS. As the co-ordinator of that 
programme, I recognise many gaps and shortcomings, many of them not easily wished away or 
remedied. And yet it seems to me that part of what we are about is taking leaps of faith and thinking 
on our feet. That said, however, it is also true that the overall picture has changed, and the Church is 
better positioned than just a few short years ago to plan its response and to act accordingly. The 
Church, like every organisation in Southern Africa, needs resources, skills and organizational 
development. 
 
It is often said, with more than an element of truth, that at least part of the strength of the response 
of the Catholic Church, has to do with its very structure, including dioceses, parishes and 
sodalities.4 What is decided at the level of headquarters can in fact be cascaded down to extremely 

                                                             
* Sr Alison Munro, OP, is Co-Ordinating Secretary of the SACBC AIDS Office in Pretoria. This article is an updated 
and edited version of a paper delivered at the Broken Bodies Symposium of the Universities of Oslo and Kwa Zulu 
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1 I have an aversion to the phrase “faith-based organization (FBO)” as a description of the Catholic Church, but for the 
purposes of discussion in the public arena, it is perhaps tolerable.  
2 The SACBC territory covers twenty-nine dioceses in Botswana, Swaziland and South Africa. The SACBC 
headquarters in Pretoria houses some of its departments, offices and associate bodies that oversee the Church’s work at 
a regional level. 
3 Cf. Adri Vermeer and Hugo Tempelman, eds., Health Care in Rural South Africa: An Innovative Approach, 
Amsterdam: VU University Press, 2006, especially part III: “Southern African Catholic Bishops’ Conference – AIDS 
Office (Pretoria).”  
4 Sodalities are groupings of people (e.g., the Women of St Anne, the Sacred Heart Men) who perform particular works 
of charity within a parish or a diocese.  
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remote areas. Nonetheless this obviously needs working on, and hence the critical role played by 
diocesan AIDS committees and co-ordinators, as well as by key personnel at the project level. In 
August 2004, the SACBC Plenary Session of the Bishops adopted a resolution to strengthen the 
work on AIDS within dioceses by ensuring that committees and co-ordinators are in place at the 
diocesan level. 
 
Some External Relationships  
 
AIDS has catapulted the Church into arenas it may not otherwise have voluntarily chosen, and 
hence some strange bedfellows have emerged as collaborators. Donor funding brings its own 
dynamics with an array of people wanting to play their part and have their say. How does the 
Church maintain its identity and take its stand on certain issues about which it feels passionate (e.g., 
the option for the poor) and at the same time not get hooked into agendas it finds impossible to 
follow? Some of the most difficult negotiations I have had with funders highlight issues around 
global donor agendas and politics as opposed, e.g., to the social teachings of the Church. A difficult 
decision is sometimes whether or not to accept donor funding if it comes with unbearable 
conditions. In some ways it would seem to me that the Church responding to AIDS comes of age in 
an arena where it is dependent on external resources and, at the same time, confident of its own 
strengths and outreach to the very communities which often would otherwise fall through the 
cracks. 
 
For example, the Treatment Action Campaign (TAC) has kept one of the SACBC staff as part of its 
national executive structures, though in a position somewhat scaled-down from that held by the 
SACBC previously when it had a dedicated advocacy officer. TAC and the AIDS Law Project 
worked on submissions to a parliamentary portfolio committee on the proposed new Health Charter 
in 2005, and continue to monitor the progress of the proposed amendments in the committee. These 
submissions have been endorsed by the SACBC, and more work is to be done in this area. The 
SACBC does not endorse everything that TAC calls for, yet by and large the relationship has been 
mutually beneficial. 
 
Another example: For the past three years I have served on SANAC, the South African National 
AIDS Council, holding the portfolio of religious sector representative. A beleaguered organization 
if ever there was one. It was founded to advise government on AIDS, and its members are official 
representatives of various government departments and of civil society. Although its secretariat has 
been improved, it remains a rather toothless body, too tied until now to the Department of Health. It 
has not yet, five years into its existence, ratified its own terms of reference and mandate. It has 
acted as the Country Coordinating Mechanism (CCM) for proposals to the Global Fund, but has not 
been successful in advising government, in calling government and civil society to task around the 
implementation of the national strategic plan, or indeed in revising and updating the plan. Currently 
under the new deputy president of South Africa, there are moves to address these serious concerns, 
but it is too early yet to suggest whether there will be any meaningful change. 
 
Relationships with various national bodies show a mixed bag, some of them very beneficial, others 
not so helpful. These bodies include faith-based organisations, different NGOs, and a number of 
government departments, at the national, provincial and local levels. Clearly the Catholic Church 
does need to work with other players, but it is equally evident that we need to choose strategic 
alliances that move the agenda forward. This is as true at the national level as it is for projects 
within provinces or local government areas. 
 
Pastoral and Theological Concerns 
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Theology and theological development have not kept pace with the progression of AIDS in sub-
Saharan Africa. Too often the debate gets bogged down around the condom issue, and people get 
hooked into mindless and endless arguments about the Church’s role in the spread of the disease 
because of its stance on condoms. Debates about the Church and condoms usually reach no 
constructive conclusion because, among other things, people confuse teaching on contraception 
with messages about preventing disease.  
 
Gospel truths and the Catholic teachings may not be watered down, says the Church, if we are to 
hold sway in a world which does not like rules or being told what to do. On the other side, Church 
people often take too hard a stand which on occasion proves ill-informed about scientific facts, and 
which appears to close the door on meaningful discussion about the socio-economic and political 
context in which AIDS flourishes. This hard line appears to some people to protect the sanctity of 
marriage and the ideal of no sexual relations outside marriage at the expense of people involved in 
sexual relationships but not married for any number of different reasons, including abuse, 
prostitution, and casual relationships. Surely this debate points to another more serious situation, 
that of the reality of the world in which we live, where structural sin and systems need redressing – 
perhaps even more so than the personal choices which individuals make in the circumstances of 
their own lives. This is not to deny that social circumstances and personal options are clearly and 
often closely related.  
 
There have been forceful demands for spiritual and pastoral support for caregivers and volunteers 
who often bear the brunt of the work. Many people in Church projects have availed themselves of 
opportunities for a pastoral or spiritual retreat for caregivers, a time-out to prevent burn-out. Many 
have benefited, some of whom perhaps would never have dreamed of a retreat. Key aspects of such 
retreats include the opportunity to be quiet, to be in a group where stories can safely be told, to have 
time for prayer and reflection, and to build relationships among caregivers. Sharing is happening 
across denominational boundaries, sometimes even on an interfaith level, and people are being 
supported and cared for. What happens on such occasions at grassroots levels does not so easily 
happen at other levels in the different Churches. I feel very strongly that AIDS occasions 
opportunities for building the local church, albeit across denominational boundaries, which we 
sometimes miss. My own experience of interfaith and ecumenical AIDS work reveals some of the 
real difficulties experienced at the leadership level where doctrinal and territorial positions often get 
in the way of real collaboration, and points as well to the meaningful collaboration that can occur at 
the grassroots level between ordinary people. Theological positions can sometimes become blurred, 
but relationships are built. 
 
The Symposium of Episcopal Conferences of Africa and Madagascar (SECAM) statement in 2003 
committed the Catholic bishops of the continent to a full range of programmes to fight AIDS: 
through education in theological institutions and parishes; in the area of prevention and care; in the 
raising of children orphaned by AIDS.5 The SACBC’s A Message of Hope of 2001 includes much 
that can be done within the pastoral arena.6 Some unfortunate phrasing regarding condom use led to 
its being widely attacked in the media. This is regrettable since its positive contribution regarding 
the position on condom use by discordant couples went almost unnoticed.7  
 
The pastoral plan of the SACBC reminds us that we are a Community Serving Humanity. All people 
are created in God’s image and likeness. Everyone is worthy of human dignity and respect. The 

                                                             
5 Catholic Bishops of Africa and Madagascar, Speak out on HIV & AIDS, revised edition, Nairobi: Paulines Publications 
Africa, 2006, pp. 108-113. Among some eighty pastoral statements on AIDS in this collection, SECAM’s of 2003 is 
one of the few not to highlight the condom issue. 
6 Speak out, pp. 82-84. 
7 This applies to discordant couples (one spouse being HIV+, the other negative) and also to infected couples (both 
spouses being HIV+). 
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Gospel of Jesus challenges us to work for the common good, to be mediators of compassion and 
justice, to bring consolation and healing, to become a welcoming and sacramental community. Ours 
is a sacramental Church, and receive the sacraments we must. Those of reconciliation and the 
healing of the sick are particularly pertinent here. People are hungry for healing, but often afraid to 
make their needs known because of real and perceived stigma and discrimination. 
 
Clearly the task of evangelisation is not on hold because of AIDS; on the contrary, the call is more 
urgent, especially when we remember that AIDS itself is not the problem but rather a symptom of 
many problems in our society. The social teachings of the Church provide a foundation for the 
response to AIDS. The Church’s social teachings, called by one writer “the Church’s best kept 
secret,” are being increasingly recognized as underpinning the work of the Church in society, and 
supporting its mission to evangelize. The late John Paul II commissioned the recently published 
compendium of the Church’s social teaching.8 
 
Many more women than men are involved in care and support, not unexpectedly perhaps when one 
considers traditional gender roles in society. Of course men are also involved in the caring 
professions, though possibly less at the informal than at a professional level. There are Bishops and 
priests who become totally involved in supporting parishioners who do the work of home-based 
care and raising affected children, and who engage themselves actively in the pastoral care of those 
touched by AIDS. Some clergy struggle in this regard, perhaps because of issues related to AIDS in 
their own lives and in their families, perhaps also because of issues around stigma and 
discrimination, sexuality and death. Moreover their theological and philosophical training has often 
prepared them inadequately to deal with some of the unconventional issues that confront them. I 
would like to suggest that the heart of the challenge to clergy as ministers of the Gospel is in the 
very arena of pastoral and spiritual care to people infected and affected by AIDS. Across the 
country I encounter people clamouring for spiritual support from their priests and pastors, not 
knowing always how to ask for such support, especially in a climate of real and perceived stigma 
and discrimination. Much is to be done if we are truly to claim that we bring the compassion of 
Jesus to those whom we serve. 
 
In 2004, the All Africa Conference Sister to Sister (AACSS), facilitated in part by the SACBC, 
brought together over eighty religious sisters from several African countries. The sisters dared to 
look at how AIDS is affecting communities of celibate religious women. Some sisters told stories of 
the love and compassion they were able to bring to those among them living with AIDS. Others told 
sad stories of stigma and fear in communities, and of some sister’s lonely death. Committed to their 
ministry within their congregations, often to AIDS ministry, sisters are torn apart by the experiences 
of their own families suffering the effects of AIDS. The AACSS continues to meet regionally and 
locally, and supports its members facing the reality of AIDS in their own ranks, in their families, 
and in the wider community.9 Clergy have also died of AIDS-related causes, but the silence that 
prevails in society too often prevails among their confreres and in their parishes as well.  
 
Religious congregations are disproportionately involved in the response to AIDS, perhaps not 
surprisingly since it has always been their charism to respond to the needs around them. Were one 
to subtract religious women in South Africa and elsewhere across the continent from the equation, 
the response to AIDS in the Catholic Church would look very different. The religious are often 
wonderfully supported by a cadre of volunteers, many of them HIV+ themselves. One such group 
of volunteers are retired Catholic nurses, a formidable group in their own right, who have seen the 
need to roll up their sleeves again and get down to work. 
 
                                                             
8 Compendium of the Social Doctrine of the Church, Nairobi, Paulines Publications Africa, 2004. 
9 Visit www.allafrica-sistertosister.org A plan is being mooted to organise something similar for clergy and religious 
men affected by AIDS.  
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Ethics, and some other questions  
 
Twenty-five years into the pandemic, we are more sober in our thinking and more realistic about the 
challenges facing society on every front than was the case in the past. Some questions do not go 
away: 
 

• How does the Church view the notion of sustainable development and carry it forward – as 
opposed to the more familiar welfare model? 

• How do we decide who may receive treatment, ‘a slice of the pie,’ when there are 
insufficient resources to go around? 

• Under what conditions is it acceptable to accept donor funding? When not, and why not? 
• How does the Church view working relationships with government departments, NGOs and 

faith-based organisations with whom we have traditionally had few or no dealings? 
• Can people who are not really employed in Church projects or anywhere else be enlisted as 

unpaid volunteers in the fight against AIDS? Is it ethical to engage their services? 
• Is ecumenical and interfaith dialogue fostered by grass-root collaboration around AIDS? 

Does such dialogue further or hinder the global AIDS agenda, or the Church’s? 
• Do poor workplace AIDS policies, or the complete lack of them, provide a breeding ground 

for stigma and discrimination even in Church organisations? 
• Why is theology not keeping pace with the explosive pandemic? How relevant is theology in 

a world of AIDS?10 
• What should the Church be saying about the use of condoms, rather than what it seems to be 

saying right now, bearing in mind that there is no monolithic position held by Catholics, 
with merely a few dissenting voices? The situation is more complex than many suppose, the 
opinions quite varied. 

 
The list could be extended…. 
 
The media in my experience have helped shape the ethical debate, not very usefully from the 
viewpoint of the Catholic Church. Every time Bishops make a statement related to AIDS, 
journalists want to engage us around condoms. Except, of course, they have a position and want the 
Church to fit into it. I have found some journalists unbelievably manipulative. The Church teaches 
the sanctity of sex within the commitment of marriage. Our Christian responsibility includes 
education, it seems to me, regarding the correct facts concerning condoms. Only with an informed 
conscience about what the Church teaches and about what is scientifically known about the 
prevention of HIV infection, are people able to make mature and responsible choices, and if 
necessary to make changes in their life-style. One theme that has come to the fore in this debate is 
the importance of conscience in Catholic theology.  
 
The ethical debate needs to be developed beyond issues of personal morality and how one deals 
with sexuality, to include a better understanding of how one’s personal choices are shaped by 
circumstances and contexts, and by global issues. A case in point is that of wide access to ARV 
therapy, something valuable and desirable in itself, and yet fraught with problems if people cannot 
make informed choices and take responsibility for their treatment. Those who have problems with 
alcohol, or who prefer to receive social disability grants (which help to support more people than 
just the individual) rather than treatment, have had to be turned away by Church programmes. Some 
who were receiving disability grants have found themselves cut off, once they started getting better, 
and subsequently defaulted on treatment in order to have grants reinstated. 
 

                                                             
10 But see Stuart C. Bate, O.M.I., Responsibility in a Time of AIDS: A Pastoral Response by Catholic Theologians and 
AIDS Activists in Southern Africa, Pietermaritzburg: Cluster Publications, 2003. 
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When the SACBC first embarked on treatment in 2004, we expected a focus on ethical issues such 
as deciding who would qualify for the limited number of drugs available, how to target women 
rather than men, how to handle concerns in counselling around possible foetal abnormalities 
resulting from ARV treatment in pregnant women. Pregnant women do indeed need special 
consideration, and particular drugs if they go on treatment. About two-thirds of the people on 
treatment in Church programmes are in fact women. They have not been specially targeted, but 
some of them have been identified in ante-natal programmes for the prevention of mother to child 
transmission (PMTCT). 
 
One concern that caused me sleepless nights before we embarked on the SACBC programme was 
how the Church would share responsibility for drug resistance in South Africa if we did not get our 
counselling right from day one. Everybody going on treatment needs to understand that they can 
continue to transmit HIV or be re-infected by someone else. Treatment literacy and/or adherence 
counselling is vital in preparing people to receive treatment if they are to be helped not to default. 
 
The Church supports research to discover a vaccine against AIDS and a cure for it. One of the 
people on the vaccine trial being conducted in KwaZulu Natal and at Chris Hani Baragwanath 
Hospital is a Catholic priest. 

 
 
Prevention 
 
Preventing infection is the ultimate key to turning around and halting the HIV pandemic in the face 
of, as yet, no vaccine and no cure, and anti-retroviral drugs that prolong life but do not provide a 
cure. Work in the arena of prevention is the weak point of any AIDS programme – and the Church’s 
work is no exception. Stories of success in Uganda and elsewhere are often misleading and ill-
informed. My experience of the Uganda story is that facts related to it are used selectively to 
illustrate a point that needs to be proven, e.g., that the rate of infection came down because 
condoms were used or were not needed. Worldwide the number of infected people continues to rise. 
Even without doing any serious research, one has only to look at the AIDS Barometer in the Mail 
and Guardian every week to note this disturbing fact. And this in spite of all the education 
programmes and awareness campaigns, to say nothing of the distribution of millions of condoms. If 
nothing else, AIDS has shown us that we actually know very little of how people behave sexually 
with one another and, despite knowledge and information of the potential dangers, why they take 
the kinds of risks they take. In addition, we are witnessing extremely high rates of rape and sexual 
abuse throughout Africa, of children as well as of adults. We do know that many people are infected 
unwittingly and in circumstances of forced sex, but not all people are ignorant. 
 
Education for Life, an abstinence-based prevention programme especially for young people, 
originally developed in Uganda, has been adapted and scaled up across the SACBC territory; the 
AIDS Office supports EFL workshops in various dioceses. A criticism sometimes levelled at this 
programme is that it is abstinence-based, considered unrealistic by some. Young people are assisted 
with the skills they need to handle the often difficult situations in which they find themselves, and 
to make choices that are life-giving rather than harmful to themselves and others. A number of 
dioceses have trained facilitators, and many young people have been reached. Talking about 
sexuality remains a problematic area. It is a taboo in many cultures, and not easily handled. On top 
of that many people, perhaps especially young people, claim that they are bored by and weary of 
AIDS messages. School children today are in general better informed than were their counterparts 
just a few years ago. They can quite easily educate their parents about matters that could often have 
adults shying away in embarrassment. Knowledge needs to be applied, and people need to make 
choices regarding their behaviour. Sometimes they do not make those choices because “it can’t 
happen to me”. 
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ACTS (the Association of Catholic Tertiary Students) has done an enormous amount of work in 
educating its membership in Catholic teaching and in life skills in general. It has promoted the 
ABCD campaign – “Abstinence, Be faithful, be Careful, or you are in Danger” -- stressing 
abstinence, fidelity and choice as means of avoiding danger and death. One of its strengths is that it 
is seen to be youth-driven, sometimes with great zeal. When I once facilitated a discussion in a 
mixed parish group, I was struck by the enthusiasm of a particular student advocating the ABCD 
campaign and being somewhat intolerant of what I would have considered a more pastoral approach 
to people in difficult daily circumstances. On the other hand, an informal study by the SACBC 
national youth chaplain, documented only for internal use, gives rise to serious concerns. Alarming 
behaviours around exposure to HIV infection continue to occur among leaders of Catholic tertiary 
students who have undergone various kinds of training, and who have committed themselves to 
abstinence before marriage. Many admit to having had several different partners, and to failing to 
ensure that they are not at risk of infection. How, we may ask, is the Church’s teaching being heard 
by some young people who see themselves as committed members? What are informed young 
people doing to protect themselves from possible infection? 
 
I am sometimes amazed, in workshops and among different groups, how people latch on to 
mosquito bites or scratches on their arms or legs, and wonder whether they can be infected. I 
suppose it is a form of denial, a red herring that stops everyone from looking at the real issues at 
hand.  
 
 
Care and Support  
 
The backbone of the response of the Catholic Church to AIDS is undoubtedly care of the sick and 
the dying, and increasingly the care of children affected by AIDS. Precedents are to be found in our 
Judaeo-Christian heritage and throughout the history of the Church. I estimate that two-thirds of the 
work done in Catholic projects throughout our SACBC territory, and probably beyond it as well, 
has to do with care. People are cared for in their own homes, in hospices and step-down facilities, 
and in day-care centres. From hospitals, clinics and hospices, and sometimes from simple buildings 
in informal settlements11 or diocesan offices, the work of home-based caregivers is planned and 
monitored. Ordinary people with no specialised nursing training come forward or are recruited for 
training, and over time become the key personnel in these programmes. Some of them in certain 
provinces receive a stipend from the government; some are poached by the government or other 
programmes once they are trained; many others volunteer their services, receiving very little by way 
of remuneration.  
 
A colleague has embarked on PhD studies to examine why the home-based care programmes of the 
Church are as successful as they are, compared with programmes run by a particular province which 
are not working well. The study could touch on: 
 

• The faith commitment and dedication of religious sisters, retired nurses and others who head 
Church programmes or work in them. 

• The fact that remuneration is not necessarily the key factor. 
• How people in Church projects see themselves as doing the work of the Church, or as 

helping the Church to do its work. 
• The fact that caregivers often belong to the local community they serve. 
• How bishops and clergy support the ministry of care in the local dioceses and parishes. 

                                                             
11 Migrating from rural to urban areas across South Africa in search of employment, people squat in shack dwellings 
because of the lack of proper housing. 
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• The fact that Church sodalities or the Catholic Women’s League support the caring ministry 
undertaken by their members. 

 
It is a well-known fact that many programmes working with children affected by AIDS originated 
in home-based care programmes. Over the years the SACBC has seen an increase in the numbers of 
projects responding to the needs of orphans and vulnerable children (OVC). It is hoped that 
additional funding will ensure continued scaling up over the coming years, in terms of numbers of 
children to be reached as well as in support services offered to them. These services currently 
include assistance with accessing social grants, assistance in foster care programmes, training in 
psycho-social support to children, assistance with food parcels, support allowing children to stay in 
school, support for children in child-headed households, and so on. Projects continually need to be 
assisted with tapping into the various sources of assistance potentially available to OVC and their 
care givers. A number of local faith-based organisations and the diocesan and parish projects within 
the SACBC network have increasingly been able to access the social grants that are available for 
OVC from the Department of Social Development. There has been a decided improvement in this 
regard and, while children continue to fall through the cracks in the region as a whole, it is also true 
to say that many more children are being helped. A number of Church projects are working directly 
with the Department of Home Affairs to make birth certificates and identity documents available; 
these are necessary before applications can be made for social grants. Some projects put the priority 
on foster care, and children are accompanied through the necessary court system. In one project, a 
religious sister from Argentina, overcoming all sorts of cultural and language barriers, is at the 
forefront in her diocese regarding the placement of children in foster care. 
 
Some projects need relatively minimal support from the SACBC because they have various systems 
in place, sound management practices and committed staff. Sometimes what is needed is 
encouragement, a pointing in the direction of various resources that will complement what is 
already happening, a request to them in turn to assist newer initiatives, e.g., with opportunities for 
training or for learning horizontally from more experienced organisations. While the SACBC AIDS 
Office has always supported the projects that make up its network, it is clear that ongoing 
accompaniment, the facilitation of various kinds of training, and assistance with problem-solving of 
one kind or another are continually in demand. What is also true is that SACBC project managers 
themselves are better able than perhaps was the case in the past to take lessons learned in one 
setting into another, and to point people to the resources and training they need. People often feel 
less isolated than previously. 
 
The prevention, care and support programme is now in its seventh year, but in some aspects it can 
be said just to have begun. Among the reasons for this: 
 

• New projects continually become part of the SACBC network as dioceses scale up their 
responses. 

• Staff and volunteers change. On occasion, changes around project co-ordination have been 
problematic, e.g., when a project founder moves on, leaving an unprepared or ill-equipped 
successor. 

• In prevention programmes in particular, there is a sense of always being at the beginning 
with new groups of young people coming onto the scene. 

• Bigger programmes have expanded to include new forms of outreach. 
• Some projects have changed focus to accommodate key aspects of the challenge in their 

geographic area, e.g., moving from a feeding scheme into a programme of psycho-social 
support for children. 

• Church leadership wishes to replicate something working in one area of a diocese 
somewhere else where perhaps nothing has been done, or where there has been no adequate 
response from the Church or from anyone else. 
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• Training and building-up capacity are a never-completed task; training needs have to be met 
over and over again as new arrivals replace trained people who leave. De-briefing of 
caregivers is constantly needed. 

 
The Church programme faces a number of challenges. In home-based care projects, there are 
concerns about the availability of funding; they have been encouraged to look for sources of 
funding other than the SACBC and especially to knock on the doors of their local and provincial 
governments. The workloads of the caregivers have increased, yet they are not always properly 
supervised or monitored, and patient care is sometimes compromised. From small-scale home-
based care to antiretroviral treatment is quite a leap: projects have been forced to become 
professional, accountable and transparent. Sharing of skills and resources between projects and 
accessing resources and qualified staff demands energy. Some projects are working in isolation, 
lacking ecumenical collaboration and networking. 

 
Treatment 
 
The SACBC AIDS Office entered a new phase of its own operations with the introduction of 
treatment at selected sites in early 2004. These sites had clearly scaled up their response, and have 
been challenged to operate in a more professional and accountable manner than was seen in the 
past. Other sites, not designated for treatment for various reasons including budget constraints, 
capacity problems, access to other ARV sites, or poor infrastructure, have been targeted for 
treatment literacy training. In effect, some of these projects are better positioned to assist people to 
access treatment where it is now available at certain clinics and government hospitals. Treatment is 
an area in which the SACBC can claim a proud record – even though it must also be said that the 
price paid has been high. All the difficulties experienced by the country as a whole in getting a 
treatment programme off the ground have been experienced in the Church. Plus some extra, given 
that very few of our sites are clinics or operate as a hospital. 
 
Funding opportunities opened up which have allowed the SACBC to build on its own track record. 
The ARV programme in particular has called for a “thinking on our feet” approach because of the 
sheer logistics of getting such a big programme12 off the ground and the enormous number of 
difficulties associated with it, most of which could not have been anticipated ahead of time. Very 
promising right now are signs that some provinces are ready to begin taking on the referrals of 
people on treatment. This will mean in effect that the Church has assisted with the initiation of 
treatment for certain people who for a number of reasons were unable to access it in other settings.  
 
Swaziland and Botswana have interesting aspects to their treatment programmes supported through 
the SACBC. In Swaziland the government has received Global AIDS Fund money for treatment, 
and this money pays for all drugs. The extra support provided through the SACBC allows additional 
people to be treated, especially in remote rural areas. Doctors and nurses go to the patients, rather 
than expecting them to reach the hospital which in their condition is often impossible. Drugs in our 
Francistown (Botswana) project are provided to foreigners who do not qualify to receive treatment 
through the Botswana government. Some of the patients in this area are from Zimbabwe or South 
Africa. In this diocese there is a good working relationship with the United Nations High 
Commission for Refugees (UNHCR). In a project in Kwazulu-Natal, a number of SACBC patients 
have been transferred to another programme. Others are now part of a public clinic rollout, having 
first been stabilised at an SACBC site. In three other SACBC projects, the South African 
government is providing the drugs and laboratory tests, while the Church continues to accompany 
and support the patients. This model is one we hope to see replicated. 
 
                                                             
12 By mid-2006, there were more than 8,000 people on treatment in SACBC programmes in South Africa. In addition 
there are patients on treatment in Botswana and Swaziland, also supported through the SACBC. 



 10 

In 2006, the second ARV conference brought about 80 people together from the different ARV 
projects. They received clinical and medical updates around treatment, and shared their own 
experiences of running a project. There were workshops on keeping statistics and records, and 
aspects of monitoring and evaluation, all of which are necessary in accounting for the use of 
PEPFAR (President’s Emergency Plan for AIDS Relief) money from the USA. In 2004, two 
researchers from the University of Utrecht began a longitudinal study looking at the psycho-social 
effects of treatment on children receiving ARVs. The study is being monitored by the Universities 
of Utrecht and Pretoria, and conducted in various sites that form part of the SACBC network. 
 
Some of my favourite stories focus on the fact that people are given another chance in life because 
someone cares: 
 

• Little Bongani at school for the first time ever as ARV therapy is allowing his immune 
system to be re-constituted. 

• The first patient to receive ARV treatment at a particular site is now one of the best 
adherence counsellors. 

• One of my colleagues attributes his recovery only in part to ARV therapy. He is convinced 
that the love and support given him by Bishops of the SACBC and others speeded up his 
return to health when he believed he was at death’s door. 

 
Despite the successes, my question is whether the Church should remain in a treatment programme 
in the long run. My inclination is “No”, even though the work of doing treatment literacy and 
accompanying people may well remain a core function of Church projects. My reasons for this 
emanate from my experience over four years. The sheer cost of keeping people on treatment is 
beyond any Church programme unless it is financially supported from outside. In our reality, where 
most of our treatment sites are attached to home-based care projects, there is insufficient medical 
back-up for the treatment of various opportunistic infections and other complications. So while the 
Church has helped to get Southern Africa’s treatment programmes off the ground, in the final 
analysis the Church cannot take on what is in fact the responsibility of the state and the private 
sector. 
 
Some conclusions 
 
I believe we are seeing AIDS work increasingly mainstreamed into the daily life of the Church 
rather than being an added extra. This is of course not true everywhere, and definitely not in places 
where AIDS does not ‘appear’ to be a problem. Some people, in the Church as well as in larger 
society, continue to deny that AIDS affects them in any way. But with commitment and passion, 
diocesan and parish projects with few resources provide a vision and hope for people living with 
HIV in rural and urban communities. Quality of care is seen as key.  
 
Religious communities, especially those of women, are in the vanguard of the Church’s response to 
AIDS. Much more commitment and leadership is needed from other Church structures. AIDS 
commissions are working within existing structures, through diocesan pastoral councils and 
deaneries. Many parishes are becoming involved in AIDS ministry. Programmes are adapted and 
localised according to the needs of the diocese/parish. 
 
Catholic health programmes have generally been independent of local government and various civil 
society organizations, but now are learning to cooperate and partner with them. Catholic schools 
implement the life skills policy of the National Department of Education, with additional 
components related to the Church’s teaching. Diocesan AIDS co-ordinators have conducted 
meetings with youth chaplains to discuss and plan youth prevention programmes. 
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It is clearly irresponsible, in my view, for anyone to suggest that the Catholic Church is responsible 
for killing people because of its perceived monolithic stance on the use of condoms. The message 
nonetheless is clear: what individual Church leaders say, even more so than ordinary Catholics, 
needs to be factually correct (and this applies to an understanding of the teachings of Catholic moral 
theology as well as to scientific or medical findings) and not emotionally laden or proclaimed from 
‘the moral high ground’.  
 
Stigma and discrimination continue to exist, but in many areas are being eroded. In some instances 
this can be considered a benefit of having people on treatment. 
 
In much the same way that we can view the socio-economic circumstances of the country through 
an AIDS lens, so too can we view what is happening in the Church from this point of view. I 
believe that the Church and its theology are challenged to look at patriarchy and issues around 
gender relations, catechesis, engagement of men in the response to AIDS, the Church’s credibility 
in matching word and action, theological reflection, and an understanding of informed conscience, 
to name but a few areas for ongoing reflection and study.  
 


