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INTRODUCTION 
 
In our Southern African context, the part of the world most affected by the AIDS 
pandemic, the Church has found itself wrestling with how to put into practice its 
gospel mandate to continue the mission of Jesus to bring the good news to the poor.  
AIDS has challenged the continent and sub-Saharan Africa in particular as nothing 
else before it has done.  Twenty years into the pandemic we are seeing increasing 
numbers of deaths related to AIDS, especially in Southern Africa as the pandemic 
changes from being one of being infected by HIV to one of full blown AIDS itself.  
What are the challenges to the Church and its membership that is facing horrendous 
realities on a daily basis as people in the prime of life die miserably because as yet 
there is no cure and no vaccine, and as most of them do not yet have access to the life-
prolonging anti-retroviral drugs that provide some measure of hope and relief? 
 
SOCIO-ECONOMIC CONCERNS 
 
The Church’s response needs to be understood against the backdrop of socio-
economic realities in Africa.  These include, and are by no means restricted to:  
 

• the wars and political instability in different places 
• refugees and displaced people 
• migrant labour and unemployment 
• inadequate housing and poor health care 
• lack of access to basic services 
• particular cultural practices and taboos 
• religious beliefs 
• taboos around sexuality 
• poverty 

 
Put differently, HIV/AIDS isn’t found in a vacuum and clearly certain conditions 
facilitate its spread. 
 
I have the case of  5 children whose parents died 18 months apart. First it was the 
father then the mother. Both died of AIDS. The children did not know what had killed 
their parents. There are four girls and one boy. The eldest girl was 16 years when she 
became a guardian of her siblings. She now heads a sibling family and had to provide 
for their needs with support from the local Council and good hearted people. 
Today this girl is pregnant and is HIV positive. Her two younger sisters are also 
pregnant and positive from the so-called good Samaritans who helped them with food 
and basic needs. 
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SOME POLITICAL REALITIES 
 
Some countries have had some measure of success in bringing down the rate of 
infection of HIV, and in reducing the prevalence.  While there are several reasons 
presented for this fact, one thing that clearly is important to note is the commitment of 
political leaders and governments in attempting to address the problem.  Uganda and 
Senegal are often mentioned in this regard. 
 
Conversely South Africa has been viewed in a controversial light because of its 
ambiguous stance regarding both the reality of AIDS and the treatment of its 
symptoms with anti-retrovirals.  It has often been suggested that South Africa missed 
several opportunities to turn the epidemic round and to stem its tide.  Many people 
died in the process.  Cabinet made a decision to roll out anti-retrovirals in the public 
health system after years of obfuscating and procrastinating.  The roll out is scheduled 
finally to begin in June this year, but it will be several years before treatment is 
universally available across the country. 
 
Botswana too is not without its controversy in its providing treatment to citizens, but 
not to foreigners.  And that in the country with the second highest rate of infection in 
the world, and with several hundred thousand foreigners within its borders, many of 
them fleeing Zimbabwe and other troubled countries in Africa. 
 
In Botswana we have VCT (Voluntary Counselling and Testing) in all the major 
population Centres and even some mobile ones with the help of the US government 
and other agencies. However, people are not using them because of the stigma 
attached to AIDS or even going to VCT. People are afraid and do not want to know 
their status. Knowing their status means a change in behaviour is needed.  
 
THE UNFOLDING PANDEMIC 
 
While it is twenty years since the beginning of the pandemic, in some ways it is only 
in the last couple of years that we have begun to experience the realities of AIDS in 
extreme ways: 
 

• In South Africa it is estimated that more than two thousand people die daily of 
AIDS-related causes, the majority of them between the ages of 19 and 49. 

 
• While South Africa has approximately 1000 government sponsored Voluntary 

Counselling and Testing (VCT) sites country-wide, they are not widely 
utilised.  The reason:  until fairly recently people didn’t see any point in 
knowing their status since there was in fact no treatment available. 

 
• Commercial sex work is seen by many unskilled girls as the only way open to 

them to make money to help keep families together, and to acquire school 
fees. Desperation linked to poverty sometimes has a fatalistic side to it:  “I am 
going to die anyway.” 

 
• People unknowingly, and sometimes knowingly, transmit the HI virus to 

others within married and casual relationships, and sometimes it is only when 
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one partner becomes sick, or when an infant dies, that the reality of infection is 
understood. 

 
• Stigma and discrimination are difficult to grapple with in societies as a whole, 

as fears and taboos drive irrational and uncompassionate attitudes and actions. 
 

• The myth that having sex with a child or a virgin will cure one of HIV is not 
as widespread as some think, but the sexual abuse of children is an 
increasingly serious problem.  It is possibly both more practised than was the 
case in the past, and more reported upon. Children as young  as 2 years have 
been raped in an attempt to seek healing from HIV. 

 
• The numbers of children orphaned by AIDS is escalating, and will possibly in 

time to come be seen as the most tragic result of the pandemic across the 
continent.  Clearly many children are being cared for within extended families 
and communities, but clearly too many children are falling through the 
traditional safety nets. The phenomenon of Street Children is on the increase 
even in places where it was unknown in the past, like Botswana. 

 
• Grandmothers bear enormous burdens, sometimes caring for grandchildren 

from different families, and eking out an existence on social security grants or 
with a  government pension, or with the help of neighbours. The government 
gives about 25 Euro as social pension in Botswana to the aged. Grandmothers 
are using this meagre amount to care for as many grand children or at times 
great grand children as possible. 

 
 

THEOLOGICAL ISSUES AND THE SOCIAL TEACHINGS OF THE 
CHURCH 
 
Some attempts have been made in various places to engage in theology around the 
issues confronting the Church in the era of AIDS.  Theological studies have dealt with 
both prevention and care. Our own theological conference ( organized by the AIDS 
Office of the Bishops Conference)  just over a year ago grappled with various topics 
under the umbrella theme of Responsibility.  All have a responsibility, in the area of 
prevention and care, church leaders and church members, affected and infected. Are 
people sufficiently mature, psychologically and spiritually, in our modern day society 
to make the kinds of choices expected of them in an ideal society?  Perhaps not, and 
so the onus on the Church in helping to form conscience takes on a new urgency. 
 
Inevitably the condom question comes to the fore in any discussion on AIDS. 
Condoms, often viewed in past campaigns as a panacea to all ills and a certain licence 
to continue to behave as one wanted, but only more safely, are in fact still not widely 
and sufficiently available.  This notwithstanding anything the Church may say!  For 
various reasons, cultural as well as religious among them, the take-up on condoms has 
not been widespread.  Some studies suggest young people use condoms more 
regularly than do their elders. 
 
A new area of ethics for the Church’s study is that of anti-retroviral treatment.  Some 
of the accompanying procedures demand treatment that could be in conflict with the 
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Church’s teaching about the sanctity of life (eg of a foetus).  Patients need to be 
informed, both about the Church’s teaching and about the presumed efficacy of 
particular procedures before making their own informed choice about whether to 
proceed with them.  Nonetheless this area, like that of condoms, remains a grey one 
that won’t easily go away from the Church’s agenda – or that of the public. 
 
Clearly the social teachings of the Church, while not encompassing of every situation, 
need to be the backdrop alongside the Gospel mandate which drives the Church’s 
response to HIV/AIDS.  One is reminded of key principles, among them the sanctity 
of human life, the common good, subsidiarity.  Perhaps our response needs more 
clearly to articulate this code which shapes and informs our actions.  When we truly 
value the sanctity of each human life, when we truly believe in the common good, 
when we truly accept that decisions need to be  made at the level at which they are 
implemented, then the quality of our service is seen in our commitment and 
dedication. 
 
Questions being asked by Catholics include how the principle of the  lesser evil can 
be applied in the debate surrounding the HIV prevention and treatment. Some people 
who are HIV positive and pregnant are contemplating abortion to terminate their 
pregnancy as they know they would not live long enough to care for their babies. 
Another question being asked cocerns suicide among young people found to be HIV 
positive. What is the church doing to help psychologically and to assist such people? 
Then the view that each person has a right to self defence against any external 
aggression either by people or situations can also be applied to the HIV and condom 
debate. 
 
 
THE CHURCH AND THE CONTINUUM OF CARE 
 
So, what is the Church doing about AIDS after all we have heard about the backdrop 
against which it is unfolding?   
 

• Prevention remains the critical intervention that has to succeed if the pandemic 
is to be halted.  Church programmes look at abstinence, fidelity, chastity, none 
of them easy in our modern world (if they ever were!).  People sometimes 
seem to want the Church to move the goal posts.  But more young people 
seem to be willing to delay sexual debut, and to make commitments to 
abstinence before marriage.  At the same time we are aware of contradictory 
messages coming out of surveys, even in our Church projects, suggesting that 
unsafe sexual practices continue. 

 
• The prevention of mother to child transmission is one of the keys to 

prevention, and remains an option.  The main controversy surrounding this 
intervention is that mothers will in fact die, even when babies may be born 
uninfected, unless they are given anti-retroviral treatment.  Some programmes 
within our Catholic network offer this intervention. 

 
• Care for the sick and the dying is the key intervention of the Church, and 

approximately two thirds of all Church projects across the sub-continent are 
involved in home-based care and in palliative care.  The saddest part of this 
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work has been the knowledge that people will die since no anti-retroviral 
treatment has been possible for most people.  Costs have been prohibitive, and 
drugs largely unavailable. 

 
• We have seen the numbers of orphan care programmes growing over the past 

couple of years.  Some orphans are cared for in residential facilities, others in 
day care facilities while continuing to live at home.  Others receive meals or 
food parcels, and are supported in child-headed households. An increasing 
emphasis is being put on the psycho-social support of children, not simply on 
their basic security needs. 

 
• The Church has recently been able to begin in a small way, using the home-

based care infrastructure at its disposal, with the delivery of anti-retroviral 
treatment to people who qualify medically.  It is hoped that this programme 
can be scaled up across the region, and that it can complement the programme 
of the governments involved.  For the sake of patients there need to be 
uniform drug regimens, the same kind of patient tracking systems, and the 
same kinds of records.  Numerous problems remain to be addressed, patient 
compliance with drug regimens being critical.  A very real danger exists that 
as patients begin to feel better, they stop taking drugs and drug-resistant forms 
of HIV are introduced, and transmitted to others.  Some preliminary studies in 
community organisations where ARVs have already been made available 
suggest a higher rate of compliance in Africa than in parts of the western 
world.  But it too early to say more at this stage, except that patients need to be 
well educated and counselled. 

 
• The church has come to recognize the need for psychological care for people 

who are either affected or infected by the AIDS pandemic. Counselling is 
being provided alongside palliative care. Centres exist in Namibia and South 
Africa. A centre is being established in Botswana too to answer a real need. 

 
• Of interest is the education and prevention effort being made by the church 

among minorities like the Basarwa (Bush Men) around Serowe in Botswana. 
On one such campaign, so many wanted to test that the VCT ran out of testing 
kits. 

 
• We are beginning to focus on behaviour formation as against behaviour 

change among our youth. Beginning from age 10 we are helping them to make 
informed choices by conscience formation and information giving. Different 
scenarios are presented to them for their consideration and eventual choice.  

 
 
CONCLUSION 
 
Twenty years into the pandemic it is almost to early to say where we have come from 
and where we are going as a region: 
 

• Southern Africa has undergone enormous political and socio-economic 
changes over the past twenty years, and it is in those contexts that the AIDS 
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pandemic has unfolded, often silently and subtly, sometimes clearly and 
violently. 

 
• The Church isn’t an objective and neutral bystander on the sidelines, 

unaffected and indifferent.  Church membership like everyone else is infected 
and affected, in need of forgiveness and healing, care, support and treatment. 

 
• The body of Christ has AIDS, and it is that suffering body which is drawing 

strength from other members who are providing care and support, breaking 
down stigma, bringing love and compassion. 

 
• We have our work cut out over the next number of years, continuing to raise 

awareness and working at prevention, providing care and treatment to the sick 
and the dying, and helping to raise the next generation orphaned and made 
vulnerable by the devastating effects of AIDS. 

 
• Our theology mustn’t give slick answers to real questions asked by people 

grappling with difficult issues.  The Church’s social teaching both informs our 
current reality and is informed by it. 

 
• Who we are as Church is to a large extent being shaped by the reality we face.  

May we become a more humble servant Church in the process.   
 
Luke 4, 18 sums up the work of the church. 
 

The Spirit of the Lord is upon me,  
Because he has anointed me 
To bring glad tidings to the poor. 
He has sent me to proclaim liberty to captives 
And recovery of sight to the blind, 
To let the oppressed go free. 


