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Please allow me to begin by thanking His Eminence Walter Cardinal Kasper and 

all the members of the organizing committee; your invitation to participate in this 
discussion on a topic of such grave importance is, for me, a deep honour and a much-
appreciated privilege. While joining our intellectual and spiritual energies during these 
few days of reflection and dialogue together, we can truly lament the accuracy of the 
overall discussion theme: “AIDS: A Threat to Humanity”.   
 

When opening the 2006 United Nations High Level Meeting to assess the global 
response to the pandemic of HIV, held in June 2006, Secretary General Kofi-Annan said: 

 
It is 25 years ago … that the world first heard of HIV/AIDS.  

Looking back, that age of innocence -- if I may put it that way -- seems to 
belong not only in a different time, but in a different world.  
  

Since then, HIV/AIDS has unfolded along a pattern we tend to see 
only in nightmares.  It has spread further, faster and with more 
catastrophic long-term effects than any other disease.  Its impact has 
become a devastating obstacle to the progress of humankind.  In 25 short 
years, HIV/AIDS has gone from local obscurity to global emergency.  

 
It took the world far too long to wake up.  Denial dogged the 

response to AIDS.  Millions paid with their lives. 1 
 

Let us now review in summary fashion the frightening dimensions and impact of 
the HIV pandemic on the human family: 

 
 

• According to estimates released by UNAIDS, the Joint Co-Sponsored Programme 
of the United Nations mandated to coordinate the global response to the HIV 
pandemic, some 38.6 million people worldwide were living with the virus at the 

                                                
1 UN Secretary-General Kofi Annan, Opening Address to  U.N. General Assembly High-level Meeting on 
AIDS,  on 31 May 2006. 
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end of 2005, some 4.1 million people became newly infected during that year, and 
some 2.8 million people lost their lives to AIDS-related illnesses during that same 
year.2  

 
• Sub-Saharan Africa remains the worst-affected region in the world. A little more 

than one-tenth of the world’s population lives in this area, yet it is “home” to 
almost 64% of all people living with HIV. Three-quarters of all HIV-positive 
women (15 years and older) live in sub-Saharan Africa. When compared with 
men, women in this region are disproportionately affected by AIDS; this seems to 
be living – and dying – proof of the highly unequal socioeconomic status of 
women in many of the concerned countries.3  

 
• The major impact of the epidemic seems to be arriving later in Asia and the 

Pacific Islands. However, public health experts are deeply concerned about some 
emerging trends there. HIV prevalence is increasing in China, Indonesia, Papua 
New Guinea, and Viet Nam, and there are signs of new outbreaks in Bangladesh 
and Pakistan.4 

 
• Eastern and Central Europe also give cause for serious concern. The majority of 

people living with HIV in this region can be found in two countries: the Ukraine, 
where the number of new HIV diagnoses increases each year, and the Russian 
Federation, which has the largest HIV epidemic in all of Europe. More recent 
epidemics are emerging in Kazakhstan, Tajikistan, and Uzbekistan.5 

 
• The HIV situation in the Caribbean has made this region the second most affected 

in the world. As in many other places, the HIV epidemic in Latin America and the 
Caribbean is strongly related to deep poverty and gender inequality.6 

 
• In the Middle East and North Africa, except for Sudan, national HIV prevalence 

is quite low and does not exceed 0.1%. However, available data indicate that 
epidemics are growing in several countries, including Algeria, Islamic Republic 
of Iran, Libya, and Morocco.7 

 
 
• In high income countries, such as the United States of America, Canada,  and 

some countries of Europe and Oceania, HIV-infected people are living longer, 
and many are able to maintain a higher quality of life due to the availability and 
use of combination anti-retroviral medications. However, more women are 
becoming infected in these countries, as are people of colour and other 

                                                
2 Report on the Global AIDS epidemic: A UNAIDS 10th Anniversary Special Edition, Geneva: UNAIDS, 
2006, p.8. 
3 Ibid., p. 15. 
4 Ibid., p. 9. 
5 Ibid., p. 34. 
6 Ibid., p. 38. 
7 Ibid., pp. 48f. 
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marginalized and poor people. Moreover, there seems to a resurgent epidemic 
among men who engage in homosexual activities.8 

 
Lest you be tempted to conclude that this long list of  trends seems little different 

from similar patterns that might be cited for a host of other health and social crises, 
please allow me to share the alarm expressed by Dr. Peter Piot, Executive Director of 
UNAIDS, during a speech at the London School of Economics: 

 
This pandemic is exceptional because there is no plateau in sight, 

exceptional because of the severity and longevity of its impact, and 
exceptional because of the special challenges it poses to effective public 
action.9 

 
Dr. Piot substantiated his claim with the following points: 
 

• “The pandemic has broken with the general pattern of diseases and natural 
disasters, which usually create their own brutal equilibrium, eventually enabling 
societies to cope. AIDS, so far, appears to be doing the opposite.” 

• “Thus, in Botswana, Swaziland, and other parts of southern Africa, the HIV 
prevalence rate among adults is around 40 per cent and still rising.” 

•  “…in country after country, the tipping point is being reached … after which 
AIDS no longer remains concentrated in so-called ‘hot spots’ but becomes a 
generalized explosion across the entire population.”  

• “By 2006, eleven sub-Saharan countries will have lost more than every tenth 
person in their labour force to AIDS – and, by 2010, five countries in this region 
will have lost more than every fifth person in their labour force.” 

• “AIDS will slow the rate of poverty reduction in Cambodia by 20  per cent every 
year between 2003 and 2015.” 

• “Prejudice and discomfort about how HIV is transmitted are, unfortunately, still 
so widespread that they continue to silence many leaders, not just political leaders 
but also civil society leaders.”10 

 
When the world’s attention is so focused on threats to global and national 

security, we would be seriously negligent if we did not include the HIV pandemic among 
those threats. In fact, elevated sero-prevalence rates among military and law enforcement 
personnel cause grave concern in many countries: 

 
• In Russia, between 1995 and 2003, the number of soldiers found to be HIV-

infected increased from .1 per 100,000 to 40 per 100,000; 
• In Mozambique, new recruits cannot be trained fast enough to replace police 

dying of AIDS-related illnesses; 

                                                
8 Ibid., pp. 45-47. 
9 Dr. Peter Piot, “Why AIDS is Exceptional”, speech given at the London School of Economics, 8 February 
2005, www.unaids.org  
10 Ibid. 
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• In Ethiopia, a sero-survey among police officers’ wives found one-third of them 
to be HIV-positive.11 

 
However, the linkage between HIV and security extends far beyond the number of 

those in the military or police forces living with the virus; it reaches the very core and 
infrastructure of human society. In its Resolution #1308, passed during the year 2000, the 
United Nations Security Council declared that the spread of HIV  “can have a uniquely 
devastating impact on all sectors and levels of society” and “if unchecked, may pose a 
risk to stability and security”.12  In December 2004, the High-Level Panel on Threat, 
Challenges and Change, convened by United Nations Secretary General Kofi-Annan, 
warned that generalized AIDS epidemics can: 
 

• erode the ability of countries to govern themselves and to provide essential 
services as a result of  the loss of needed populations, not only in uniformed 
services, but also in key public and private sectors; 

• change the pattern of savings, investments and consumption, since families have 
to alter their household priorities in order to care for sick members; 

• alter the very nature of family and multi-generational relations, since grandparents 
are called upon to care for orphans and again become the primary income 
generators.13 

 
As we continue this reflection on “AIDS as a Threat to Humanity,” let us begin as 

well to identify the necessary measures to address its current impact and, hopefully, to 
eliminate the pandemic at some time in the future. It is my firm belief that such measures 
can and should trace their roots to the values and virtues that are constant themes in the 
Scripture which we hold in common, in our respective doctrinal traditions, and in the 
practical charitable actions often undertaken by people of faith. 
 
The Imperative of Justice in confronting the destructive impact of HIV and AIDS 

 
The poorest, most marginalized and oppressed members of society are also the 

most vulnerable to the threat of HIV and the tragic consequences of AIDS. They are 
deprived of access to the preventive education, care, treatment, and support which they 
urgently need.  
 

Such inequitable access is intimately linked to the personal and family well-being, 
or lack thereof, among those affected by the pandemic. Availability of combination, anti-
retroviral therapy is a particular case in point. One can easily identify a cause-effect 
relationship between the lack of availability of anti-retroviral medications among those 
living with AIDS in low- and middle-income countries and the annual trend of 3,000,000 
deaths due to AIDS during each of the past several years. For this reason, in 2003, the 

                                                
11 Laurie Garrett, “The Lessons of HIV/AIDS,” Foreign Affairs, July /August 2005, 
http://www.foreignaffairs.org/  
12 United Nations Security Council document S/RES/1308 (2000), 
http://daccessdds.un.org/doc/UNDOC/GEN/N00/536/02/PDF/N0053602.pdf?OpenElement  
13 United Nations General Assembly document A/59/565, http://www.un.org/secureworld/report.pdf  
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World Heath Organization developed its “3x5” Initiative to work toward the provision of 
anti-retroviral medications to three million people in developing countries by 2005. The 
success of this initiative might be considered partial since, as of December  2005, only 
1.5 million people had received such treatment,14 but, to the contrary, I would agree with 
the following assessment made by officials at the World Health Organization and 
UNAIDS: 

 
 

From crowded metropolis to isolated village, structures are being 
put into place that allow hundreds of thousands of people to access a level 
of medical care that, just a short time ago, was unimaginable.15 
 
The experience with the “3 by 5” Initiative challenged political leaders, public 

health experts, and civil society in general to think even more boldly. Governmental 
leaders at the September 2005 World Summit committed to a massive scaling up of HIV 
prevention, treatment and care.16 These dynamic commitments “raised the bar” for the 
global response to HIV and brought it to another historic juncture, which was launched  
at the High Level Meeting on AIDS convened by the United Nations General Assembly 
in June 2006. In their Political Declaration passed unanimously at the close of this 
meeting, leaders with responsibility for public health, development, and overall common 
good in their respective nations committed themselves to:  

 
… pursu[e] … all necessary efforts to scale up nationally driven, 

sustainable and comprehensive responses to achieve broad multi-sectoral 
coverage for prevention, treatment, care and support, with full and active 
participation of people living with HIV, vulnerable groups, most affected 
communities, civil society, and the private sector, towards achieving the 
goal of universal access to comprehensive prevention programmes, 
treatment, care and support by 2010.17 
 
None of the above-mentioned efforts can be sponsored, however, without the 

necessary financial investments forthcoming from both governmental and private 
sources. Global funding for HIV programmes increased significantly, 28-fold in fact, 
from $300 million in 1996, to $8.3 billion in 200518, much of that due to the formation of 
and support for the Global Fund to Fight AIDS, Tuberculosis, and Malaria, as well as bi-
lateral efforts such as the U.S. President’s Emergency Programme for AIDS Relief 
(PEPFAR).  By the year 2007, however, approximately US$20 billion will be needed in 

                                                
14 WHO/UNAIDS, Progress on global access to HIV antiretroviral therapy: A report on “3 by 5” and 
beyond, March 2006. 
15 Progress on Global Access to HIV Antiretroviral therapy: An Update on “3 by 5”, UNAIDS and World 
Health Organizations, 2005, p. 5. 
16 2005 World Summit Outcome document, A/RES/60/1. 
17 Political Declaration on HIV/AIDS, UN General Assembly 60th Session, Follow-up to the outcome of 
the twenty-sixth special session: implementation of the Declaration of Commitment on HIV/AIDS, 
A/60/L.57, 2 June 2006. 
18 Report on the Global AIDS epidemic: A UNAIDS 10th Anniversary Special Edition, Geneva: UNAIDS, 
2006, p. 224. 
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order to meet a range of needs.19 Not infrequently, AIDS advocates are questioned about 
how the global community can even hope to generate the funds to provide such 
medications and services to so many people. Let us not forget that an estimated $52 
billion per year is spent in the United States alone in order to cope with the medical 
consequences of obesity.20 Even more startling is the fact that, during 2004, military 
spending worldwide amounted to more than one trillion U.S. dollars.21 
 

 
Another frequently-posed question is whether all this funding really does make a 

difference in the lives of poor people living with or affected by HIV. In response, I would 
like to share a personal testimony. In June 2005, when arriving for a visit to Uganda, I 
simply could not identify what was “different” about the surrounding sights on the road 
between Entebbe Airport and Kampala – a road that became familiar to me during 
previous missions to the country. The same red clay was causing dust to be spread 
everywhere; the same crowds of people could be seen walking along the roadway, 
carrying on their heads the heavy bundles for essential daily living; the same broad waves 
and smiles of children were ubiquitous. It was only after riding for many miles that I 
realized the “difference”: no longer could coffins be seen as the most prominent items for 
sale in the local markets! In the early 1990s, the omni-presence of coffins along the 
roadways definitely signaled the major but sad economic growth industry in this country. 
My intuition about decreasing death rates there was confirmed during my visit to the 
Kamwokya Catholic community, located in a slum at the outskirts of Kampala. There I 
rejoiced with the poor but proud residents who shared with me the good news that, 
because they now had access to ARVs, those who once were at death’s door could return 
to work and farming, provide for their families, and were themselves serving as staff and 
volunteers in AIDS care, support, and treatment programmes and in HIV prevention 
education.  

 
Similar good news could be told about the success of such programmes sponsored 

by the Catholic Church, the Jewish community, and other faith-based organisations here 
in South Africa. I am certain that the beneficiaries of such projects whom we will visit 
this week will attest to these experiences much more eloquently than I can ever hope to 
do. Just a few weeks ago, I completed work on a Best Practice publication that soon will 
be published by UNAIDS. It presents the inspiring work of the Southern African Catholic 
Bishops’ Conference in response to the HIV pandemic in South Africa, Botswana, and 
Swaziland. The Catholic bishops of these countries deserve much recognition for their 
firm commitment to accompany those living with and affected by HIV in this area, but 
equally affirming credit is due to Sr. Alison Munro, OP, present with us during this 
meeting. Sr. Alison carefully and courageously coordinated these efforts on behalf of the 
bishops and of the entire Catholic community. Lest I be accused of undue subjectivity for 

                                                
19 Yvette Collymore, Population Reference Bureau, July 2004. 
20 UNAIDS, Report on the Global Situation of AIDS, December 2000. 
21 SIPRI Yearbook 2005: Armaments, Disarmament and International Security. Stockholm International 
Peace Research Institute (SIPRI), Press Release, 7 June 2004, p. 13. 
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my praise of these programmes, I will share with you the conclusions drawn by an 
independent evaluator, Dr. Maretha de Waal, of the University of Pretoria: 

 
The SACBC AIDS office has been actively fostering the 

development of local community-driven initiatives in their response to the 
HIV/AIDS pandemic, including provision of food aid, income 
generation/skills training, HIVAIDS awareness, home-based palliative 
care, hospices and orphan support … Plans for the implementation of ART 
[anti-retroviral treatment] through funding secured by the SACBC AIDS 
Office commenced in 2002, at a time when there was no commitment 
from the South African government to make … [such] treatment 
available.22 

 
 

The leadership of the Catholic Church has assumed a forceful role in advocating 
for a just solution to the inequities in treatment access. When he addressed the organisers 
of the Jubilee 2000 Debt Campaign, the late Pope John Paul II posited the existence of “a 
‘social mortgage’ on all private property, a concept which today must also be applied to 
‘intellectual property’ and to ‘knowledge’. The law of profit alone cannot be applied to 
that which is essential for the fight against hunger, disease, and poverty.”23 In his 
statement to the UN Special Session on AIDS, held in 2001, Javier Cardinal Lozano 
Barragán, President of the Pontifical Council on Health Care, cautioned that: 

  
An important factor contributing to the rapid spread of AIDS is the 

situation of extreme poverty experienced by a great part of humanity. 
Certainly a decisive factor in combating the disease is the promotion of 
social justice, in order to bring about a situation in which economic 
consideration would no longer serve as the sole criterion in an 
uncontrolled globalization.24  

 
 
On the observance of World TB Day, in March 2006, Pope Benedict XVI called for: 
 

 … renewed commitment at the global level, that the necessary resources 
may be made available to cure our sick brothers and sisters, who often also 
live in situations of great poverty. I encourage the initiatives of assistance 
and solidarity towards them, hoping that they may always be guaranteed 
dignified conditions of life.25 

 
 
                                                
22 Dr. Maretha de Waal, University of Pretoria, Turning of the Tide: A Qualitative Study of SACBC Funded 
Antiretroviral Treatment Programmes, January 2005, p. 6.  
23 John Paul II, Message to the Jubilee 2000 Debt Campaign (23 September 1999), as appeared in 
L’Osservatore Romano, 25 September 1999, 5. 
24 Archbishop Javier Lozano Barragán, intervention of the Holy See delegation to the UN Special Session 
on AIDS, New York, June 2001.  
25 Vatican Information Service, 060322 (110), 22 March 2006. 
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Respect for Human Dignity and Freedom –  Prerequisite to Eliminate the Spread of HIV  
 

One root cause for the spread of HIV can be found in the imbalance of power in 
relations between men and women. In addition to being up to six times more vulnerable 
than their male partners to contract HIV through sexual activity, women all too frequently 
face particular oppression at the hands of men and thus are prevented from realizing their 
God-given human dignity and freedom. Thus, in many countries, women become 
infected at significantly higher rates than men and at a much earlier time in their lives.  

 
Let us examine more closely some tragic trends in this regard:  

 
• Women are confronted almost daily with their relative lack of control over 

personal health and sexual activity as well as over the sexual activity of their 
partners.  

 
• Poverty all too often forces women and children to enter into prostitution to 

support themselves and their families, and, in some circumstances, families even 
sell their children into prostitution in order to pay off debts or to advance the 
family's financial security.  

 
 
• Sexual violence in many societies can be a contributing factor to the spread of 

HIV. Worldwide, one in five women is a victim of rape or attempted rape at least 
once during her lifetime, and more women between the ages of 15 and 44 years 
are killed or made infirm by violence than by cancer.26 In Kenya, a nation-wide 
study of 12- to 24-year old women found that one in four is forced into 
intercourse as a first sexual experience. In South Africa, an estimated 370,000 
women are raped every year.27 A  Canadian study revealed that 17.8% of women 
respondents reported sexual abuse (rape or attempted rape) before the age of 16 
years.28  

 
            In his message to the 1995 United Nations Fourth World Conference on the 
Concerns of Women, held in Beijing, the late Pope John Paul II committed the 300,000 
social, educational and caring institutions of the Catholic Church to “give priority to 
women and young girls,” especially the poorest.29 During his greeting to the General 
Assembly of the World Union of Catholic Women’s Organisations, held in 2001, this 
same Pope re-affirmed that commitment:  
 

                                                
26 « L’inegalité sexuelle mondiale ne régresse pas, selon l’ONU, » LE MONDE, 14 Octobre 2005. 
27 Catholic Relief Services, Interim Standards and Approaches for CRS HIV AND AIDS Programs in 
Africa, February 16, 2001, p. 5. 
28 Violence against Women and HIV/AIDS: Setting the Research Agenda. Meeting Report, Geneva, 23-25 
October 2000. 
29 Pope John Paul II, Message to the Coordinator of the World Conference on Women, Beijing, 26 May  
1995,  http://www.ewtn.com/library/PAPALDOC/JP2BEIJ.HTM. 
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Working together, you must seek to provide increasing material 
and moral support to women in difficulty, victims of poverty and 
violence.30 

 
In response to the sage counsel of Pope John Paul II, the world community will 

need to launch many more strategic, determined, and decisive actions in order to reduce 
the vulnerability of women to HIV infection. During a recent workshop that I facilitated 
in Togo, I heard the disturbing testimony of a woman whose husband had infected her 
with HIV and who, after being widowed at 23 years of age, was deprived by her in-laws 
of her home and all her possessions and then was left to fend for herself and her newly-
born child. I reflected, during that seminar, with priests, women religious and lay pastoral 
workers on what additional measures might be needed to avoid such all-too-frequent 
occurrences. They insisted that projects of economic self-sufficiency for women were the 
most effective means to assure that women remain free of HIV.  
 

 
Education toward Responsible Inter-personal Relationships – Essential Component in 
Response to HIV 
 

As we consider the necessary and multi-faceted responses to the HIV pandemic, 
we cannot ignore the urgency to control its further spread. Since the vast majority of HIV 
infections are caused by sexual contact, public health experts have allocated much 
attention and many resources on the promotion of condom use. The fact is that, even if 
we put aside, for a brief moment, the ethical concerns raised by Catholic and other 
religious leaders that such campaigning might give “license” to additional irresponsible 
sexual behaviour, these efforts have not met with significant success. In a Technical 
Briefing provided during the 2005 World Health Assembly, pubic health officials 
admitted that the prevention coverage effected by condom promotion and supply 
remained quite low at 21%.31 It is my firm belief that far too little effort has been 
undertaken to promote two other valid methods of HIV prevention which often and 
regrettably are considered unattainable, old fashioned, and “unscientific” – they are: 
sexual abstinence outside marriage and mutual fidelity (and the operative word here is 
mutual) within a life-long marriage.  

 
Although much of the polemics related to HIV prevention strategies are centred 

on the needs of young people as they become aware of and gradually mature in their 
strong drive to form inter-personal relationships, the youth themselves are often ignored 
by the public health and educational experts as they talk about, rather than with young 
people. During 2001 and 2002, the National Catholic AIDS Network, based in the United 
States, conducted some 20 focus group discussions in order to directly hear the views of 
young people in this regard. Some of the major points made by the group discussion 
members included the following: 

                                                
30 Pope John Paul II, Greeting to General Assembly of World Council of Catholic Women’s Organizations 
(WUCWO), March 7, 2001. 
31 “Scaling up a comprehensive response to AIDS: Intensifying prevention in the health sector”, World 
Health Assembly Technical Briefing, May 20, 2005. Power-point slides obtained from the presenter. 
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• Young people are very aware of the discomfort felt by their parents and 

teachers in discussing topics related to sexuality; 
• Young people are searching for open and honest discussions on these 

topics; 
• Young people believe that the Church has important teaching related to 

sexuality – would like to hear more about this in the classroom and from 
the pulpit; 

• Young people want to be challenged to maintain the traditional teaching 
and values of faith traditions.32  

 
Similar testimonies also are heard frequently from youth in Africa when they participate 
in anti-AIDS clubs and in “Education for Life” and “Youth Alive!” programmes, most of 
which are sponsored by Catholic and other faith-based organisations. 
 

Many observers were puzzled about the great affection and devotion displayed by 
young people for the late Pope John Paul II. In my opinion,  one of the factors underlying 
such “bonding” was that youth and young adults appreciated the encouragement given to 
them by the Pope in order to look beyond biology with regard to sexuality and to develop 
inter-personal relationships in a slow and mature manner that delays sexual intercourse 
until a life-long commitment in marriage. For example, he told young people during his 
visit to Uganda in February 1993: 

 
Do not let yourselves be led astray by those who ridicule your 

chastity or your power to control yourselves. The strength of your future 
married love depends on the strength of your present effort to learn about 
true love. Chastity is the only safe and virtuous means to put an end to the 
tragic plague of AIDS.33 

 
Pope Benedict XVI struck a similar chord when he urged the bishops of Southern Africa 
to reinforce values related to marriage, family life, and chastity and linked these to the 
only “100% guaranteed” means of HIV prevention: 
 

The traditional teaching of the Church has proven to be the only 
failsafe way to prevent the spread of HIV/AIDS. For this reason, "the 
companionship, joy, happiness and peace which … marriage and fidelity 
provide, and the safeguard which chastity gives, must be continuously 
presented to the faithful, particularly the young" (Ecclesia in Africa, 
116).34  
 

                                                
32 Center	  for	  Applied	  Research	  in	  the	  Apostolate,	  Bryan	  T.	  Froehle,	  Ph.D.	  and	  Cristina	  L.	  Aquino,	  
Georgetown University, Washington, D.C., Doing	  HIV/AIDS	  Education	  in	  a	  Catholic	  Context:	  Issues	  and	  
Challenges,	  July 2002. 
33 Documentation Catholique, No. 2068, 21 March 1993, p. 262. 
34 Pope's Address to Bishops of Southern Africa "Be Sustained by the Lord's Promise 'I Am With You 
Always'", VATICAN CITY, JUNE 10, 2005 (Zenit.org). 
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The Mandate of Unselfish Love in a Time of HIV and AIDS 
 

The lessons of history taught by experience with previous pandemics already 
should have demonstrated that good public health policies require acceptance and non-
judgmental care and support for those affected. Yet, we must admit that attempts to "cast 
out" those living with the virus - from villages, hospitals, educational institutions, and, 
most sadly, even from faith communities - have been experienced in virtually all parts of 
the world and among all racial and ethnic groups, as well as in all social and economic 
classes. Many governments at one time or another have enacted policies of forced 
isolation and restriction of travel by HIV-infected persons, while others have tolerated, 
and even encouraged, violence toward such individuals.  
 

These discriminatory policies tend to create fear and secretive activity, even 
among those who already have basic knowledge about the pandemic. In southern Africa, 
for example, a study on needle stick injuries in primary health care clinics found that 
nurses did not report the injuries because they did not want to be tested for HIV.35 
Research carried out in four Nigerian states, reported that 10% of care providers refused 
to serve HIV-positive patients and 20% indicated their belief that many people living 
with HIV had behaved immorally and “deserved” to be infected. Such attitudes and 
actions do not occur only in developing countries. Just recently, a man living with HIV in 
the United States told me of his experience with a nurse in a local hospital. His 
intravenous line became disconnected and there was a significant amount of bleeding at 
the IV site, but the nurse panicked because she knew of his HIV status. She ran out of the 
room, refused to care for him, and even neglected to instruct him about applying pressure 
to his own wound in order to decrease the loss of blood. 

 
The late Pope John Paul II made frequent and emotional appeals to avoid 

discriminatory treatment of people living with HIV. In his visit to AIDS patients in the 
United States in 1989, he held out the unconditional love of God as the guideline to be 
followed: 

 
God loves you all, without distinction, without limit … He loves 

those of you who are sick, those suffering from AIDS. He loves the 
friends and relatives of the sick and those who care for them. He loves all 
with an unconditional and everlasting love.36 
 
In their pastoral statement, the Southern Africa Catholic Bishops’ Conference left 

no room for any possibility of stigmatisation or marginalization based on the false 
premise that God has “willed” AIDS for sinful individuals: 

 
AIDS must never be considered as a punishment from God.  He 

wants us to be healthy and not to die from AIDS.  It is for us a sign of the 

                                                
35 UNAIDS Report, 2000. 
36 Pope John Paul II, Address given at Mision Dolores, 1989. 



 12 

times challenging all people to inner transformation and to … [a] ministry 
of healing, mercy and love.37 

 
During a recent visit to Vietnam, I witnessed firsthand the blessings that can flow 

from such a loving response to the daily sting and harmful impact of HIV. Despite the 
delicate religion-state relationship in this country, the government there requested the 
Catholic Church to assist with care and support of intravenous drug-users in the terminal 
stages of AIDS-related illnesses. It should be noted that, until very recently, HIV was 
presented by the Vietnamese government as one of the five major “social evils” in the 
country – a designation that does not easily engender a compassionate response to those 
living with this virus. The Catholic Archdiocese of Ho Chi Minh City responded to the 
government call for help by mobilizing volunteers from religious orders to serve in a so-
called “drug rehabilitation center” located in an isolated and rural area. Upon arrival at 
this center, I was struck by the joy and peace that seemed to be present among the forty 
religious men and women – priests, brothers, and sisters - from seventeen different 
religious orders in service there. Much more importantly, however, I heard the testimony 
of the patients who reported that their belief that these religious caregivers had literally 
“loved” them back to life. Now the Church workers are being challenged by some 
government officials who consider the project to be a “failure” since they thought the 
Church was supposed to help these patients to die but, to the contrary, many patients are 
surviving one after another opportunistic infection because of the good nutrition, 
compassionate care, and unqualified acceptance they are receiving at the centre. 
 

 
Not all the stories can be reported so positively. Listen to this experience 

recounted by Fr. Joe Arimoso, SJ, a newly-ordained Jesuit, on mission in Zimbabwe, who 
was called upon to minister to a woman who was desperately ill: 

 
I looked at Ruth … and in that single paralyzing moment I saw the 

face of poverty, the face of AIDS, I saw that shadowy face of despair 
hovering over hope. She half opened her eyes and looked at me. When she 
blinked, a shy teardrop escaped from her left eye. Ruth was crying. A 
wave of emotion overcame me and I broke down with her. I wondered 
what was making me shed tears then. Little did I know that I was already 
grieving for Ruth. She died twenty minutes after I anointed her.38 
 

During the course of the global service to which I have been assigned, I am inspired, on a 
daily basis, as I observe this type of ministry, based both on the highest degree of 
professional expertise and on compassionate, non-judgmental care, that is provided by 
Catholic religious orders and organizations in many places throughout the world.  
 
 
 

                                                
37 A Message of Hope to the People of God from the Catholic Bishops of South Africa, Botswana, and 
Swaziland. July 30, 2001. 
38 AJANews no. 36 - October 2005 
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Conclusion: Signs of Hope amidst Suffering and Struggle 
 

The tragic story of Ruth has been and will be re-enacted all too frequently, 
especially among our most vulnerable sisters and brothers in this world that has been 
made even more fragile by the onset of the HIV pandemic. The deep and destructive 
impact of this pandemic threatens the future stability of our world and demeans the 
dignity with which God has gifted each and every one of His children. Our only hope to 
muster an adequate response to the pandemic lies in our efforts to build human solidarity 
– the type of solidarity we hopefully will enjoy among each other this week and which 
we must carry home to our respective nations and faith communities. Thus I ask your 
permission to close with the appeal for such solidarity which was issued some ten years 
ago by the late Pope John Paul II but remains equally compelling  this very day: 

 
The battle against AIDS ought to be everyone’s battle.  …I …ask 

pastoral workers to bring to their brothers and sisters affected by AIDS all 
possible material, moral and spiritual comfort. I urgently ask the world’s 
scientists and political leaders, moved by the love and respect due to every 
human person, to use every means available in order to put an end to this 
scourge.39 
 
 
 

                                                
39 Pope John Paul II, Ecclesia in Africa, 14 September 1995, #116. 


