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Interview schedule for pastors and elders

Questions

1. Describe in detail the role that your church is playing in the fight against HIV/AIDS by
considering the following areas:
a. HIV/AIDS awareness and prevention
b. HIV/AIDS education
c. HIV/AIDS related counseling
2. Give the details of the HIV/AIDS programme used by your church
3. Whois your church targeting by the HIV/AIDS programme?
4. How is the HIV/AIDS programme monitored?
5. What is the impact of the HIV/AIDS programme?

6. How is the HIV/AIDS programme sustained?





Interview schedule for the focus group members

1. What are you doing to respond to the fight against HIV/AIDS as a church? Consider the following
in your discussion:
a. HIV/AIDS awareness and prevention
b. HIV/AIDS education
c. HIV/AIDS related counseling
2. How effective is your response to HIV/AIDS?
3. How is your response to HIV/AIDS monitored?
4. |syour response to HIV/AIDS organized?
5. Who do you involve in your fight against HIV/AIDS?
6. What are your strengths in the response against HIV/AIDS?
7. What role does your church play in the fight against HIV/AIDS?
8. Describe the HIV/AIDS programme in your church?
9. Who does the counseling in your church?

10. Is HIV/AIDS integrated in your church sermons?





Annexure A: Letter of request to interview

P.O.Box 476
Thulamahashe
1365

13 April 2008

The Secretary

Annual Christian Fellowship
P.0.Box 572
Thulamahashe

1365

Dear Madam

REQUEST FOR A PERMISSION TO CONDUCT INTERVIEWS

| hereby ask a permission to conduct interviews in the churches of the
Bushbuckridge municipality affiliated with your organization. The research topic
of my study is “The role of churches in HIV/AIDS prevention in the
Bushbuckridge local municipality”.

The participants in this study will be pastors/elders and church members. The
benefit of your organization and participants in this study will be access to the
findings and recommendations of the study.

Your co-operative response in this regard is highly appreciated.

Regards

Ezekiel Ngobeni
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CHAPTER ONE
THE CHURCH AND HIV/AIDS PREVENTION: BACKGROUND AND
CONTEXT

1.1  Introduction

This study focuses on the role of the church in the Bushbuckridge Municipality in
curbing the pandemic of HIV/AIDS. It also seeks to explore the impact of the disease
on the South African communities in general and those of Bushbuckridge in particular.
In this chapter, the present researcher explores the background to the problem and my
argument that although HIV/AIDS has ravaged entire communities in the country, the
church seems not to have taken it seriously and hence done little to help contain it. In
this chapter, the present researcher presents the background to the problem in section
1.2. Following this, he furnishes the statement of the problem, aims of the study, briefly
examine the research design and methodology, give the demarcation of the study and

declare my research assumptions as a researcher.

1.2. Background to the Problem

The HIV/AIDS pandemic is a global disaster that remains a worldwide problem.
According to the African Medical Research Foundation (AMRF) (2007:1), Sub-Saharan
Africa harbours nearly 65% of the estimated 40,3 million people living with HIV and
AIDS (PLWHA). In South Africa, a study done by the South African Department of
Health in 2004, indicates that 29.5% of all pregnant women across all the nine
provinces are living with HIV/AIDS (Avert, 2006:1). Not surprisingly, the UNAIDS and
WHO (2006: 505), recorded HIV Infections estimates of 5 300 000 in 2003 and 5 500
000 in 2005 in the country. The story is no different In the Bushbuckridge Municipality,
where this study was conducted. According to the Bushbuckridge Local Municipality
Integrated Development Plan (2007:12), there was an increase in the HIV/AIDS
infections from 6% in 1996 to 11% in 1999 and a sharp increase of 16% in the

municipality in the year 2000.





These sharp increases in the HIV infection rates do not auger well for the government
and the communities affected. Indeed, if no urgent and concrete programmes are
implemented, whole communities are bound to be wiped out, and the entire economy of
the country is bound to be crippled. It is indeed against this realisation that the UNAIDS
has opened a policy that advocates inclusion of all stake holders, religious leaders
inclusive, in the fight against the scourge of HIV/AIDS. Since 1996, several regional
conferences gathering religious leaders have been organised with the support of
UNAIDS and bilateral agencies (Sexual Health Exchange, 2004:3). The leaders have
been urged to reach a consensus on the need for a multi-pronged and multi-stakeholder
approach to addressing the pandemic. This means that churches, as key institutions
where most people go, are also expected to play a pivotal role to ensure that their flock
change their sexual behaviour and that relevant programmes to prevent infections, care

and counsel the infected and affected are put in place.

It, however, appears that churches are not taking advantage of their strategic position to
raise awareness on HIV/AIDS. What is of concern is that churches tend to condemn
rather than help the infected and the affected. It was precisely against this realisation
that in a report compiled by the South African Department of Social Welfare the
importance of churches involvement in the fight against HIV/AIDS was specifically
emphasised. The involvement of religious structures was considered to be essential to
widen the base of individuals to receive the message about HIV/AIDS (Department of
Sociology, University of Pretoria, 2003:15). Indeed, the Department of Social Welfare,
which is directly involved in the implementation of HIV/AIDS programmes,
acknowledges the church as a potential major role player on HIV/AIDS prevention. This

is due to its strategic position in the community.

From the preceding section, it is evident that though the church is expected to play a
pivotal role in raising awareness of issues related to HIV/AIDS and help prevent the
pandemic, there are many in church to day whose response to the disease is mere
condemnation of those who are infected. It is against this highlighted anomaly that the
statement of the problem is furnished in the section 1.3.





1.3 Statement of the Problem

Churches have a responsibility of ensuring that they respond with compassion to those
infected and affected with HIV/AIDS. However, as noted in the preceding section there
are many in the church today who respond to HIV/AIDS and PLWHA with condemnation
(Map International, 1996:9). In the Bushbuckridge Municipality, in cases where
churches do not condemn the infected people, the response has been to pray for them
as opposed to putting tangible preventative measures or programmes to deal with, such
as HIV/AIDS education, awareness, care, counseling, treatment, testing and all other
related issues. In the light of the above stated discrepancy, the research question in

this study is stated as follows:

> What is the role of the church in the Bushbuckridge Municipality in
preventing HIV/AIDS?
The following sub questions will also be investigated:

o How do churches in Bushbuckridge Local Municipality perceive HIV/AIDS
issues?

o To what extent do churches in the municipality contribute to the
awareness and prevention of HIV/AIDS?

o To what extent do churches in the municipality offer counselling, care,
support, treatment and orphan care services to the HIV/AIDS infected and

affected people?

1.4 Aims of the Study
In the light of the research questions, as presented in the preceding section, the aims of

this study are stated as follows:

o To investigate the church’s role in the prevention of HIV/AIDS;
o To find out how churches in Bushbuckridge perceive HIV/AIDS issues;
o To find out the extent to which churches in the municipality contribute to

HIV/AIDS awareness in Bushbuckridge; and





. To find out the extent to which churches in the municipality offer
counseling and support services to those infected and affected by
HIV/AIDS.

1.5 Research Design and Methodology

The term ‘research design’ in this study is used to refer to the techniques and
procedures that | used to collect data (De Vos & Fourche; 1998:77). It is thus a plan
that indicates the entire procedure used to collect and analyze data in order to answer
the posed research question. According to Hopkins (1997:237), a research design has
to be manageable, feasible and economic, with regard to time and money, and should
produce data that are reliable. De Vos and Fourché (1998:82) observe that the manner
in which a researcher structures the research design is informed by the research
problem and the data required to answer the question. In this study, the present
researcher makes use of a qualitative research design, which informed the type of data
he sought and collected, and the methods used to analyze it (Henning, Van Rensburg &
Smit, 2004:36).

However, as Leedy and Ormrod (2001:149) note, there are several qualitative designs,
each of them suitable for a particular research question. Thus, the decision to use a
particular design and not the other depends on the research question and the aims of
the study. A researcher chooses the one that best answers the research question and
achieves the aims of the study. In line with the dictates of a qualitative research of this
nature, the present researcher collected data through semi-structured interviews. This
enabled him to collect large quantities of data from which the findings were derived. He
recorded the interviews with the respondents and later transcribed them for analysis.
Data analysis was done through coding, memo writing and categorization of ideas and
themes as they emerged from the analyzed transcripts. The details about the research

design/methodology are given in Chapter 3.





1.6  Motivation of the Study

HIV/AIDS has proved a very big problem all over the world with the potential to cripple
even the most powerful economies if not well managed. There is, therefore, a need for
all stakeholders in various communities to be well equipped with information regarding
the disease and to be fully conversant with their roles in curbing this pandemic.
However, the researcher notes, in this regard, that no research has ever been done in
the Bushbuckridge Municipality to determine how the church as a central institution in
the lives of the communities should handle HIV/AIDS related matters.

This research is, therefore, motivated by the need to gather and document information
on the role of churches in the fight against HIV/AIDS in this particular local municipality.
The cursory observation made by the researcher is that the church does not seem to be
seriously involved in the fight against HIV/AIDS. This study is, therefore, motivated by
the researcher’s belief that the findings of the study could hopefully be an eye opener to
the church; making possible for the religious leaders to play their expected role in
curbing the disease. Map International (1996:17) asserts that since the beginning of the
AIDS epidemic, the church has held very judgmental reactions towards those infected
by the virus and that some preachers, musicians, and writers declare the disease as
God’s righteous judgement on sexual sin. This could probably be due to the scanty
information on the church’s role in preventing the disease. Indeed, as alluded to earlier,

the researcher is motivated by the need to compile and document such information.

1.7  Definition of Concepts
The following key concepts, relevant to the investigation, are now defined.

J Church

The word ‘church’ can be given different meanings. According to Sexual Health
Exchange (2004:3), a church is an organisation or a group of Christians who have their
own beliefs and forms of worship. It can also be defined as a place of public worship for
Christians. The place could be a physical building or an open air place where divine





services take place. Focus on the Family (1995:89) defines a ‘church’ as a body of

people who attend or belong to a particular local church.

In the context of this study, whenever the word ‘church’ is used, it would mean Christian

organisations and their leadership.

J HIV

HIV is a very small germ called a virus and it makes the body weak and less able to
fight sickness. People with HIV in their body go on to become sick with AIDS (UNAIDS,
1998: 4). The term ‘HIV’ stands for the Human Immuno Deficiency Virus. This Virus
destroys the body’s immune system so severely that it cannot fight certain diseases.
While an HIV-infected person can live for many years without major health problems,
the virus’ destructive effects will eventually result in AIDS (UNAIDS-UNESCO-WHO,
1999: 59). The Department of Health (2000:7) defines HIV as the virus that causes
AIDS. The above definitions for HIV are similar and the researcher will, therefore, use
the concept ‘HIV’ to refer to the virus that causes AIDS.

J AIDS

AIDS is the group of sicknesses that come after HIV has made the body weak. People
with AIDS get sicknesses like fever, rash and diarrhea. They also lose weight and at
the moment there is no known cure for AIDS (UNAIDS, 1998:5). UNAIDS-UNESCO-
WHO (1999:59) maintains that people with AIDS become increasingly vulnerable to
diseases that their immune systems and medicines cannot fight, and ultimately die from
those diseases. The concept ‘AIDS’ is hereby considered as a condition in which the

body’s immune system is weakened by the HIV virus, resulting in deadly diseases.

J HIV/AIDS PREVENTION

‘HIV/AIDS prevention’ refers to the provision of education about HIV/AIDS to prevent
new infections. Ignorance and lack of information about HIV/AIDS is considered to be
the main contributory factor to higher HIV infection rate (UNAIDS-UNESCO-WHO,
1999: 59). Van der Merwe et al., (2003:121-124) define ‘HIV/AIDS prevention’ as the
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application of preventative measures such as abstinence, faithfulness to one partner
and the use of condoms against HIV/AIDS. The definition of ‘HIV/AIDS prevention’ in
this study includes abstinence; faithfulness to one partner; the use of condoms,
counselling, testing, treatment, orphan care as well as equipping leaders with skills

necessary to effect behavioural change.

J Stigma

Wood and Aggleton (2002:42) define ‘stigma’ as a dynamic process of devaluation that
significantly discredits an individual in the eyes of others and that the qualities to which
stigma adheres can be quite arbitrary, for example, skin colour, manner of speaking,
sexual preference, being sexually active or living with HIV/AIDS. Stigma is constructed

and reinforced in language.

Stigma is not unique to the HIV/AIDS pandemic (ICRW, 2002:63). It has been well
documented with other infectious diseases such as tuberculosis, syphilis and leprosy.
Stigma is most common with diseases that are seen as incurable, disfiguring or severe.
It is also frequently seen in diseases associated with transgression of social horms, such
as socially unsanctioned sexual activity. Both these sets of criteria fit HIV/AIDS. The
stigmatized person is seen to possess a spoiled or polluted identity that is considered

different or deviant to social norms and which deserves sanctioning.

Stigma is thus an attribute used to set affected persons aside from the normalized
social order, and the separation involves an implicit devaluation (Population Council,
2002:15).

o Discrimination

The concept of stigma is often used interchangeably with that of discrimination, however
discrimination focuses on behaviour; the unjustifiably different treatment given to
different people or groups (Manser & Thomson, 1999:369). When the stigma is acted
upon, the result is discrimination. Discrimination consists of actions or omissions that

are derived from stigma and directed towards the stigmatised (Wood & Aggleton,
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2002:24). This means that, without stigma, there can be no discrimination. It should
also be noted that stigma cannot harm anyone if there is no discrimination and this is
the reason why the two concepts are often used interchangeably even though they are
different.

1.8 Significance of the Study
The exploration of the social role of churches in HIV/AIDS prevention is valuable in that
there is not much literature on it. Most researches that have been conducted on
HIV/AIDS intervention by churches leave a gap that has to be bridged. This is because
their focus is much on care giving to those infected, rather than the prevention of new
infections. This study’s findings therefore add some knowledge to literature and
hopefully the findings will form a base for further researches. This study is therefore
significant in a sense that:
J It fills in the information and knowledge gap on the subject within the
context of churches;
J It highlights the role of churches in the fight against HIV/AIDS; and
o It is envisaged that it will be of value to policy makers at both local and
national levels in terms of the role which critical institutions like churches
should play in the campaign against the HIV/AIDS pandemic.

1.9 Summary

In this introductory chapter, the present researcher described the background to the
research problem. He indicated that though the rate of HIV/AIDS is alarmingly high,
and that the disease has negatively impacted on the communities and various sectors
of the economy of the world. In line with world trends, South Africa, and Bushbuckridge
in particular, has also witnessed increasing numbers of people contracting and dying
from the disease. But, despite this worrying scenario, the church does not seem to
have concrete policies and strategies to deal with the disease. Against the above
background, the present researcher the statement of the problem and listed the aims,
briefly explaining the research methodology and indicating the demarcation of the study.
He indicated that due to the nature of the research question and the aims of the study, |
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made use of a qualitative research design. He revealed his assumptions as a

researcher and showed how the entire study was divided.

1.10 Division of Chapters

Chapter one provides the introduction, background to the problem, statement of the
problem, research questions and aims of the research, as well as a brief outline of the
research design.

Chapter two gives the theoretical background to the study by exploring various issues
related to HIV/AIDS and the role of the church in preventing the disease.

Chapter three focuses on the research design and methodology. The data collection
and analysis methods, sampling, validity and reliability are also examined briefly.
Chapter four analyzes the data collected.

Chapter five gives an overview of the study by explaining and discussing the research

findings. Recommendations are made and concluding remarks presented.
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CHAPTER 2
THEORETICAL AND EMPIRICAL FRAMEWORK

2.1 Introduction

In Chapter one, the statement of the problem, aims of the study, research methods and
sampling of the study were discussed and conceptualized. Chapter two of this study
provides a theoretical framework against which respondents' opinions regarding church
involvement in the prevention of HIV/AIDS in the Bushbuckridge Municipality can be
investigated. In this chapter, the HIV/AIDS challenge in South Africa is discussed.
Literature focusing on how the pandemic has affected the country’s welfare, the
business sector and the economy as a whole is explored. Issues related to the stigma
and discrimination against HIV infected people are also dealt with. Thereafter, the study

focuses on the church’s potential to deal with HIV/AIDS related problems.

2.2 The HIV/AIDS Challenge in South Africa

Like many other countries of the world, South Africa faces an almost insurmountable
challenge of dealing with the problem of HIV /AIDS. This is in light of the fact that an
increasing rate of infection is noted in almost all conducted studies. According to Avert
(2003:1), what is clear from every study, is that there is an exceptionally severe
epidemic of HIV/AIDS in South Africa that affects the population. Agbola (2004:7)
support the above view by stating that a growing number of studies have concluded that
South Africa has one of the highest cases of HIV infections in the world and that the
epidemic continues to evolve at an alarming rate. What this implies is that the
challenge for South Africa is the initiation of HIV/AIDS education programmes designed
to prevent more infections and to care for those already infected. The HIV/AIDS
pandemic has reached crisis proportions and millions of South Africans are infected and
affected by the virus.

The July 2002 Report on the global HIV/AIDS epidemic gives details of South Africa’s
HIV/AIDS infections as follows:
" Adults and children: 5,000,000;
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. Adults (15-49): 4,700,000;
" Adults (15-49): 20,1%;
" Women (15-49): 2, 700, 000;
" Children (0-14): 250, 000;
" Orphans (0-14), currently living: 660, 000; and
" Deaths (Adults and Children): 360,000.
(UNAIDS, 2000:230)

According to the UNAIDS and WHO (2006:505), the HIV/AIDS infection rates for South
Africa was 5 300 000 in 2003 and 5 500 000 in 2005. Sub-Saharan Africa (SSA)
harbours nearly 65% of the estimated 40.3 million PLWHA in the world in 2005. While
general awareness about HIV/AIDS and its causes is almost universal in most of SSA,
transmission has not abated (African Medical Research Foundation [AMRF], 2007:4).
AMRF (2007:5) further states that in 2005 there were 4.9 million new infections in the
world and that 3.2 million, that is, 65% of them were in SSA, home to under 10% of the
world population. This was the largest number of new infections in a single year since
beginning of the pandemic. According to the UNAIDS (1998:3), young people are
disproportionately affected by HIV and AIDS, and that about half of new HIV infections
are in people aged 15-24, the range within which most people start their sexual lives. In
1998, nearly 3 million young people became infected with the virus.

In the Bushbuckridge Municipality, where this study was conducted, the situation is not
different. The HIV infections seem to be rising. Though there are some HIV/AIDS
prevention programmes, their impact with regard to controlling the scourge seems to be
minimal. The Bushbuckridge Local Municipality Integrated Development Plan (2007:12)
indicates an HIV/AIDS increase of 6% in 1996 to 11% in 1999 and a sharp increase of
16% in the year 2000 in the Bushbuckridge Local Municipality area. Such rampant
infections have inevitably impacted on entire communities and populations as discussed

in the ensuing sections.
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2.3 The Impact of HIV/AIDS

2.3.1 Impact on individuals’ and families’ welfare

The death of individual family members has inevitably devastated the affected families.
But this has even been made worse by the death of bread winners. Households have
been further devastated and impoverished by the loss of breadwinners and by the
enormous medical and burial expenses (Avert, 2003:1). HIV/AIDS has thus changed
communities and countries’ welfare. Not surprisingly, in 1998, the UNDP estimated that
the Human Development Index (HDI) of South Africa would be 15% lower due to AIDS
(SHE, 2004:13).

2.3.2 Increased number of orphans

The death of bread winners, mothers and fathers in the different house holds has
inevitably led to increased number of orphans in the affected communities. According
to World Health Organisation (WHO) (2003:8), HIV/AIDS has not only orphaned
thousands of children, but has also added an extra responsibility on the elderly who
have to ensure that the surviving children are fed and cared for. It is generally accepted
that children born to HIV-infected mothers have about a 33% chance of being infected
through maternal transmission. This means that two-thirds will not be infected.
However, given that the incubation period is approximately 6-8 years, those children not
infected will be orphaned. Orphans continue to be considered orphans until they reach
the age of 15 (MAP International, 1998:32).

2.3.3 The impact of HIV/AIDS on the economy

UNAIDS (2000:28) states that in South Africa, the epidemic is projected to reduce the
economic growth rate by 0.3-0,4% annually, resulting by the year 2010 in a gross
domestic product (GDP) 17% lower than it would have been without AIDS and wiping
US$22 billion off the country’s economy. Even in the diamond rich Botswana, the
country with the highest per capita GDP in Africa, in the next 10 years, AIDS will slice
20% off the government budget, erode development gains, and bring about a 13%
reduction in the income of the poorest households.
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With adult prevalence rates of 20% and 36%, respectively, South Africa and Botswana
are already feeling the impact of the epidemic. In both countries, today’s 15 year olds
have a greater than 50% chance of dying of HIV-related causes if current infection rates
are not cut dramatically. Recent studies carried out by these countries shed new light
on the macroeconomic impact that is likely to result from illness and death of this
magnitude (UNAIDS, 2000:28).

Generally, hospitals and other formal health institutions are finding it hard. This in turn
has led to the expansion of Home-based programmes for people with HIV/AIDS in Sub-
Saharan Africa as a response to HIV/AIDS (UNAIDS-UNESCO-WHO, 1999:67). These
home-based programs help patients live through their illness and die in some dignity
and comfort in familiar surroundings with their family around them. But the expansion of
home based programmes and formal institutions to care for the HIV/AIDS patients have
put a big strain on the economies of the affected countries. According to the UNAIDS
(2000:6), recent analysis suggests that $3-4 billion are needed annually to finance a
large-scale assault on HIV/AIDS in Africa.

In the Bushbuckridge Municipality area where this study was conducted, the HIV/AIDS
prevalence with its sharp increase will have a negative impact on the economy of the
municipality. The HIV/AIDS rate increased from 6% in 1996 to 11% in 1999 and
indicates a sharp increase in the year 2000 to 16% (Bushbuckridge Local Municipality
IDP, 2008-09:16). The IDP also reveals that the economically active population and
education groups with the highest schooling grades are most affected, and this means
that the economy will drop as it relies on skilled labour.

2.34 Impact of HIV/AIDS on the business sector
The Code of Good Practice identifies two main objectives in the regulation of the Impact
of HIV/AIDS in employment which are, namely:
J The elimination of discrimination against workers with HIV/AIDS; and
o The management of HIV/AIDS in the workplace.
(Louw & Davies, 2008:3)
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Louw and Davies (2008:5) further give examples of discriminatory practices aimed at
PLWHA as follows:
o Pre-employment HIV/AIDS testing, where employment is made conditional

upon a negative result;

o Dismissal of workers with HIV/AIDS, solely on the basis of their status;
and
o The refusal of employee benefits to HIV positive workers.

Discrimination against PLWHA in the workplace is often linked to employer’s
unnecessary fears about the transmission of HIV in the workplace as well as senior
management’s reluctance to prioritise HIV/AIDS programmes (Qubuda, 2008). A lack
of adequate knowledge about HIV/AIDS and how it is transmitted is considered one of

the major causes of discrimination in the workplace.

2.4 The Role of the Church in HIV/AIDS Prevention

2.4.1 The church’s perception of HIV/AIDS

Like it was the case under the Jewish religion, many believe AIDS is punishment for
sins committed by the person living with it or his/her family. But Jesus’ answer to those
who come asking ‘who has sinned, this man or his parents?’ is most liberating (Isabel et
al.,, 2003:8). Those with AIDS must be treated with respect and kindness, and be
accepted in the community, counseled and given solace. This is the classic task for
religious hospices and the extended family. However, this task is hindered by religious
attitudes that blame the victim and ignorance about how the disease is transmitted.
(African Development Forum, 2000:16).

According to ICRW (2002:8), some churches have driven away people from their
premises and from God because of their ‘holier than thou’ attitudes. As opposed to
being places where all are welcomed and embraced irrespective of their conditions,
churches have tended to shun those individual members infected with HIV/AIDS. The
African Development Forum (2000:16) notes that HIV/AIDS has unfortunately been

wrapped up in questions of personal morality by some religious authorities. Resultantly,

17





it is very easy for such authorities to view HIV as some sort of curse or vengeance from
the creator and shunning all those that are infected. Marais (2005:16) also maintains
that the popular view, adamantly promoted by the church, was that ‘king death’ was
nothing less than the wrath of God, unleashed to quell sinfulness and it puts the church

in a position that she cannot offer help to PLWHA.

Even though most of the churches perceive HIV/AIDS as a punishment from God for
sin, there are some variations. For example, the Anglican Church in Africa started
offering Bible studies on safe sex and HIV/AIDS prevention (Henry, 2006:1). Henry
(2006:1) further states that the Anglican Church repented for having spent twenty years
being silent about HIV/AIDS, and that they played a role in stigmatising of PLWHA. The
initiative taken by the Anglican Church could lead to many churches following their
example, by getting involved in the fight against HIV/AIDS and thus playing the role they
are expected to play by their communities.

The church has been very silent and passive about HIV/AIDS prevention and only few
churches are engaged in educating their members and community about the danger of
HIV/AIDS. One Covenant Church pastor took AIDS as a high priority for the past two
years and is also assisting Anglican churches in Cape Town in an ongoing cooperative
effort to provide HIV/AIDS ministry (Pinley, 2002:1). According to Cannell (2008:2),
there is extraordinary diversity of religions and this makes their roles in relation to
sexuality and HIV/AIDS complex. Some speak easily and in theological terms about
prevention, some effectively address treatment issues and some are silent. The above
shows that there is a change taking place on the perception of HIV/AIDS by the church

even though there are some variations.

2.4.2 The role of church in controlling the spread of HIV/AIDS

DeYoung (2001:2) reveals that the Roman Catholic Church has been a crucial player in
virtually all aspects of the global response to AIDS since the disease was identified 20
years ago. Through its hospices and hospitals, orphanages and parish outreach, the
Roman Catholic Church provides more direct care for people with AIDS and their
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families, particularly in Africa and Latin America. A study released by the Geneva-
based World Health Organisation has noted the key role of churches in HIV/AIDS
prevention and care, but says greater collaboration is needed between them and public
health agencies (WHO, 2003:2). WHO (2003:2) notes that such cooperation is
essential if progress is to be made towards the goal of universal access toward
HIV/AIDS prevention, treatment, care and support by 2014.

There is a need to acknowledge that churches and religious organisations are a vital
part of civil society. They do not only provide a substantial proportion of care in
developing countries, but they also often reach vulnerable populations living under
adverse conditions. Such organisations are thus essential contributors towards
universal access efforts (WHO, 2003:3). Religious groups and churches are virtually in
every community. These groups are involved in over a quarter of the existing care and
treatment projects world wide. Since 70% of the world’s population identifies itself as
people of faith, they could easily be influenced by their churches or religious groups
they belong to. According to the WHO report, religious groups play a much greater role
in HIV/AIDS care and treatment in Sub-Saharan Africa than previously recognised
(World Health Organization, 2007:4).

The findings of the pilot study undertaken by partners in the African Religious Health
Assets Programme at the universities of Cape Town, Kwazulu-Natal, and Witwatersrand
in South Africa and researchers from the Rollins school of Public Health at Emory
University in Atlanta reveal that alignment of religious health assets with public systems
through participatory techniques opens a basic pathway towards health that should
apply widely across cultures (WHO, 2007:5). The researchers argue that health,
religion and cultural norms and values define the health—seeking strategies of many
Africans. Thus, the failure of health policy makers to understand the overarching
influence of religion on HIV/AIDS treatment and care - could seriously undermine efforts
to scale up health services (WHO, 2007:5).
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The government’s AIDS Action Plan, a unit of the South African Department of Health,
spearheaded a national capacity building process for the interfaith sector, in
collaboration with the Policy Project. An interfaith programme; Faith Organizations in
HIV/AIDS Partnership (FOHAP), was established in early 2002. FOHAP has the
following objectives:
J To critically reflect on the current response of FBOs to HIV/AIDS and
explore the key challenges facing this sector;
J To provide a platform for sharing ideas and experiences to assist
participants in their future HIV/AIDS planning; and
J To facilitate networking and collaboration across faiths, and between this
sector and broader HIV/AIDS initiatives.
(Sexual Health Exchange, 2004:1)

FOHAP is a strategy of the government to get the churches and other faith
organizations to respond to the fight against HIV/AIDS. The different faiths that
participate in this programme include: Christians, Muslims, Jews, Hindus, Buddhists,
and African Independent Churches. There are FOHAP structures at the national,
provincial and district levels. The key responsibility of the district level networks is to
build the response of the various faith communities around the common challenge of
HIV/AIDS. FOHAP organizes workshops at the provincial level for faith leaders. The
workshop participants look at problems that they are faced with at the community level.
They also explore the strengths that they have and the role that they can play in
strategically responding to the HIV/AIDS call as an interfaith group. At the moment,
FOHAP is active in three of South Africa's nine provinces,namely: Limpopo, Western

Cape and Gauteng.

In the above three provinces where FOHAP is active, HIV/AIDS programmes by the

churches have achieved the following results:
. Interfaith collaboration has contributed to the mass mobilisation of
resources for people living with HIV/AIDS. In the case of South Africa,

where the government has long opposed an antiretroviral treatment
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programme, the combined voice of different faiths had an impact on the
message that the government was receiving. As a key sector for
HIV/AIDS advocacy and lobbying, the faith-based community through
FOHAP has mobilized support for the treatment plan;

J FOHAP also provided advice to government interventions that impact the
faith-based sector. As a government-initiated intervention, FOHAP is
represented at the South African National AIDS Council (SANAC), which
plays a key role in influencing policy formulation; and

o Since initiation of this initiative, many individual religious groups have
asked for assistance in developing both strategic and advocacy plans.
Different religious groups are learning from each other and are freely
transferring information as good practice lessons.

(Sexual Health Exchange, 2004:3).

The churches that respond to HIV/AIDS through FOHAP have great positive impact in
that they mobilize enough resources to respond to HIV/AIDS from the position of
strength. The churches have capacity gained through learning from each other and

receiving support from government, especially the Department of Health.

There is need to note that pastors, priests and some other volunteers are always in
close contact with the populace who constitute their flock. They are, thus, in the
position to minister to those who are suffering from deadly diseases and are fully aware
of the needs of their constituents. It is envisaged that when these people work closely
with government the two parties could go along way in controlling the pandemic. It is
indeed no surprise that a report about the role of religious groups in HIV/AIDS
prevention provides great encouragement to the religious community to continue to
expand its role and to work in close partnership with governments and NGOs (WHO,
2007:6). The effectiveness of a partnership between government and the church in
combating the HIV/AIDS scourge is aptly epitomised by the Ugandan experience.
According to UNAIDS (1998:72), the first country in Africa to respond actively to a
massive national HIV/AIDS burden was Uganda. The government engaged religious
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and traditional leaders and other sectors of society in a vigorous debate that helped
forge consensus around the need to attack the problem of HIV. The overall
consequence was no doubt a declining rate of infection. The South African government
seems to be on the right track to reduce the HIV infections by involving churches
through FOHAP.

The South African Council of Churches (SACC) (2001:1), the facilitating body for a wide
South African church has targeted the scourge of HIV/AIDS as the most critical
component. All SACC's constituencies are encouraged to incorporate HIV/AIDS
education in their activities. They are also encouraged to develop a culture of
acceptance and caring for people living with the virus. The church-based women's
organizations have increased their involvement in caring for those dying of AIDS
through hospice and home-based care. The increase of church-based organizations
like home-based cares and hospices is a good indication of the church’s potential to
deal with HIV/AIDS.

The resolution from the meeting of church leaders on HIV/AIDS convened by the South
African Council of Churches on the 11 April 2003 at Nelson Mandela Foundation,
amongst others, raised the following important issues:

J South Africa faces an immense crisis as a result of the HIV/AIDS
epidemic. Unless we can substantially alter the course of the epidemic,
half of our children under the age of 15 yrs will become infected with HIV
over the course of their lifetimes;

J The main driver of the HIV/AIDS epidemic is high risk sexual behaviour
among young people;

J Patterns of high risk behaviour have become entrenched through the
effects of poverty, family disintegration and loss of human dignity as a
result of apartheid;

o There is a window of opportunity to reverse the course of the epidemic -
but this window is rapidly closing. We have to mobilise now at national

level and in local communities if we are to avert national calamity among
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our young people. If we act now, and act together, we could prevent
millions of HIV infections;

Churches have played an important role in reducing the impact of the
epidemic - caring for adults and children affected and infected by HIV;

A core mission of the churches is to demonstrate the love of God in the
world with the purpose of effecting behaviour change, improving the
quality of life and developing a strong sense of common future. Churches
have not used this very strength and responsibility to strategic advantage
in combating HIV/AIDS;

Churches have not done enough to stop new infection - particularly by
active engagement with young people. The traditional teaching and
practice of sexuality of the church has failed to assist the youth in dealing
with the extraordinary challenges and pressures they face. Churches
need to respond by finding effective ways of communicating with young
people;

Young people are grappling with ways to reconcile popular youth culture -
including exposure to television and other pop icons - with family, church
and traditional cultural values. Young people have not abandoned their
culture and heritage - rather, they are seeking to shape a future for
themselves of which they are proud and which keeps them safe from HIV;
Young people expect honesty from the church - and looking to churches
for an honest morality in the face of HIV/AIDS, as opposed to moralistic
and judgmental positions;

The church is well placed to hold high values of fidelity, responsibility, and
respect. But it needs to be where young people are - grappling with the
same issues - rather than be seen to be holding out against perceived
erosion of morality;

The crisis is so great and intricate that it requires concerted action and
collaboration from even those who hold opposing positions on theological
issues, belief and practice; and
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There is considerable common ground amongst churches in the fight
against HIV/AIDS.

This common ground includes:

o Recognition of the importance of church leadership across all
elements of a comprehensive national effort to combat HIV/AIDS,
including prevention, promotion of wellness, treatment, care and
support;

o Commitment to addressing the underlying drivers of high risk
behaviour, including poverty and low education - but also pervasive
coercion in relationships, low self-esteem and pessimism, sex for
money and other favours, peer pressure, and lack of
communication between parents and children;

o Urging parents to become more involved in their children's lives -
talking about their dreams and aspirations, HIV/AIDS, relationships,
helping them grow a healthy sexual life, dealing with the pressures
to have sex, and become empowered to make appropriate sexual
decisions consistent with a healthy future;

o Promoting healthy sexuality, underpinned by values of respect,
dignity, shared responsibility and love; and

o Working to overcome stigma and encourage people to know their
HIV status.

This meeting calls on all churches to accept the urgency of the challenge to:

o

Act with unprecedented commitment and impact, with the same passion
and vigour with which apartheid was fought;

Acknowledge their failure to communicate an effective message of
sexuality;

Move beyond the negative views of sex and sexuality embedded in much
of Christian theology, and move to embracing sex and sexuality as a gift
from God;
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Listen to young people in order to learn what their real experience is;
Prevent our combined efforts from being side-tracked by the diversity of
opinion about sex, sexuality and relationships;
Make young people feel that they belong to the church;
Make the engagement relevant to the lives of young people;
Tackle the underlying determinants of high-risk behaviour in promoting a
healthy lifestyle for young people;
Ensure that debate about sexual practice recognises both individual
choice and contextual realities;
Recognize that prevailing culture and attitudes have created an
environment of coercive sex for young girls;
Encourage parents to talk openly with their children about their lives,
sexuality and relationships;
Talk about the HIV/AIDS epidemic, relationships, sex and sexuality from
the pulpit and in other forums;
Challenge parents to adopt the same positive lifestyles and healthy
attitudes to sexuality that they expect of young people;
Listen to the needs and issues of people living with AIDS, and involve
them in communicating with young people and other parishioners;
Seek support from youth-focused organizations, including Lovelife
affiliated centres and volunteers, and other available resources in meeting
this challenge; and
Participate in national campaigns and efforts with which churches feel able
to identify, in extending national efforts into local communities.

(SACC, 2001:3)

Given the above issues and resolutions raised by church leaders under the SACC the

church seems to be emerging coming with effective strategies that would transform our

communities since their approach to HIV/AIDS battle is holistic. The encouragement by

the SACC for churches to establish a common ground in the fight against HIV/AIDS

irrespective of differences will help the churches to learn from each other, as well as
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mobilizing enough resources to fight HIV/AIDS. It is interesting to note that for all the
issues and resolutions raised more emphasis is on helping the youth who are most
vulnerable to the pandemic as compared to adults. The SACC as one of the big Faith
organization working with churches has the great potential to get more churches to
respond to the fight against HIV/AIDS in a meaningful way since it is involved in
evaluating and reflection on the performance of churches in fighting HIV/AIDS, for
example, the SACC reveals a gap in the ways the church has dealt with the youth in
preventing HIV/AIDS, which will help the church to come up with effective strategies to
educate youth on dealing with HIV/AIDS.

The Evangelical Alliance of South Africa (TEASA) is another strong faith-based
organization that brings the evangelical churches together to spread the word of God as
well as participating in community development. TEASA runs a resource hub for
churches, providing HIV/AIDS training and education material. The programme also
offers programme development services for member churches and ministries wishing to
develop HIV/AIDS interventions (TEASA, 2008:1). TEASA (2008: 2) declares that its
HIV/AIDS response includes the provision of training, door to door awareness activities
as well as candle light services meant to reinforce their programmes. The above

programmes are offered amongst others to the following places or areas:

o Daveyton;
° Tembisa;
° Ekurhuleni and Randfontein areas etc.

The TEASA seems to be doing very well in Gauteng in bringing churches together to
respond against HIV/AIDS. The fact that TEASA runs an HIV/AIDS resource hub
shows the church's willingness to deal with HIV/AIDS. The approach of TEASA in
dealing with HIV/AIDS seems to be adequate since resources; both physical and
human, can be mobilized through the support of its members who had adhered to their

statement of faith.
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In the Bushbuckridge Municipality, where this was conducted the researcher found
nothing published on the church and HIV/AIDS. It seems that the Bushbuckridge
Municipality has not yet considered the church as a potential organization that can deal
with HIV/AIDS. The reason for the researcher’s view is that the South African
government established the FOHAP to involve faith-based organizations in the fight
against HIV/AIDS, which includes the church. If the Bushbuckridge Municipality
considers the church as potential stakeholder that can help in the fight against
HIV/AIDS, they would make mention of it in their publications, as well as making
churches to be aware of the FOHAP the government established for them to participate
in the fight against HIV/AIDS in South Africa.

2.4.3 The church’s response to PLWHA

2.4.3.1 The church’s attitude to PLWHA

One of the factors that make the spread of HIV/AIDS difficult to contain is the issue of
stigma. Many people attach sin to the HIV positive status. Most people who live with
HIV do not have the courage to come out in the open and declare their status for fear of
discrimination (ICRW, 2003:8). But a number of church leaders have done very little to
help decrease the spread of the deadly HIV/AIDS virus. The church admits that their
biggest obstacle to getting an HIV/AIDS outreach going in their community is the stigma
and discrimination against persons infected with the disease (Observer Reporter,
2004:1). Unfortunately, Churches in Africa have not helped the situation because they
have led the way in the moral persecution of PLWHA. They have accused them of
promiscuity, and given them many other labels. As a result, many PLWHA would rather
suffer or even die alone than go and disclose their situation to a pastor or the church
elders. This is all because the church has opted for a message of retribution instead of

the gospel of love, forgiveness and compassion (Henry, 2006:8).

Cannell (2008:1) maintains that the moral role of faith groups has too often entrenched
the structural determinants of the epidemic-poverty, gender inequalities, and stigma.
He also states that the church should find in the epidemic not a moral challenge, but
struggle to care for the sick and spread HIV/AIDS awareness. The church seems to be
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only concerned with morality to such an extent that they are unable to minister to those
affected or prevent the pandemic through HIV/AIDS education and awareness
programmes. Since the role of the church is to help people instead of passing
judgment, their participation in the fight against HIV/AIDS and discrimination could help

them fulfill their role.

A good lesson on how churches could deal with HIV/AIDS can be learned from the
mainline churches in Uganda during the 1990s. The churches in Uganda offered
HIV/AIDS education as well as encouraging behavior change, which resulted in the
decline in HIV prevalence (Cannel, 2008:2). Most churches think that by offering
HIV/AIDS education is a compromise to their message or belief, but integrating it to their
Bible studies could have a great positive impact to their members and the community at

large.

Qubuda (2008:6) states that some researchers suggest that religious leaders can play a
vital role in educating people about the prevention of HIV transmission, over and above
the current discourse of abstinence and being faithful to one partner. Some religious
leaders, such as the Anglican hierarchy in Kenya and the Catholic leadership in the
United States, have taken a strong stand in declaring stigma and discrimination sinful
and unacceptable (Qubuda, 2008:8). The church role in HIV/AIDS prevention seems to
be limited to abstinence and faithfulness to one partner and they have the potential to
educate the people on its transmission as well as teaching the church not to
discriminate against PLWHA.

2.4.3.2 Care giving and compassion to PLWHA

In South Africa, the Church is expected to deal with the HIV/AIDS problem in an
appropriate way. Unfortunately, the majority of the church ministers were not instructed
in reading the Bible, preaching or dealing with their flock in an HIV/AIDS context.
Consequently, they do not have liturgy that specifically addresses HIV/AIDS. The
questions that now arise are: How should the church and its leaders deal with
prevention, the origin and meaning of HIV/AIDS? How should they deal with the
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HIV/AIDS stigma? How should they address the needs of the affected: orphans,
widows, grandparents, grieved relatives, dying people, and hopeless communities?
How should they minister to the infected, who are living positively with HIV/AIDS and
facing enormous stigma? All these questions confront the church leader and worker in
the field, often with no ready answers or resources to address them (World Council of
Churches, 1998:8).

It is vital that the church confronts all HIV/AIDS related issues with courage. To echo
the words of World Vision's Gideon Byamugisha, the first African priest to acknowledge
his HIV-positive status, it is important that church leaders mobilise themselves to take a
part in the fight against AIDS in Africa. Such mobilisation could take the form of
initiation of church-based programmes designed to disseminate correct information
about AIDS and look after those who are infected and affected (World Vision, 2002:1).
According to Saleem and Musvosvi (2006:5), HIV/AIDS provides the church with an
opportunity to educate the immediate neighbourhood on the danger of the disease and
what can be done to prevent it. Since a church is a caring institution it is also provided

with the opportunity to care for the infected and affected with HIV/AIDS.

The church must be in the forefront to reject and condemn stigma and give love to all
those who are infected with the virus. Such love and attention should enable those
affected to live a long and productive life, despite the virus (World Vision, 2002:1). In
line with this observation, Archbishop Njongonkulu Ndungone of Cape Town, head of
the Provinces of the Anglican Communion in Southern Africa, recommends that the
church should be most concerned about people, about putting the human face on AIDS
because it is people who matter. The church should thus hold sanctity of life as a
cardinal principle (World Vision, 2002:1).

It should be noted that, in South Africa, sexuality has been pushed into the private
sphere obscenity. It is, therefore, important for the church to speak and to comment on
what sexuality is and/or aught to be about. Isabel et al., (2003:12) note that for too long
the church has shied away from speaking about sexuality. The devastation of the
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HIV/AIDS epidemic is such that the institution can no longer keep silent. This is
because faith communities are guardians of moral and spiritual values. It is, therefore,
essential that the church gets involved [in both aspects] in a way that seeks to address
the pandemic. Pastors should therefore be the first people to make their presence felt
at scenes and in situations where people are suffering. In Southern Africa, where 75%
of people are living with AIDS, the church should make the businesses of care and
compassion as one of their core responsibilities; and not to stigmatise victims of AIDS
or reject sufferers (World Vision, 2002:1).

2.4.4 HIV prevention and the use of condoms

A study conducted in Durban to promote the use of condoms to prevent HIV infection in
keeping with the Council for International Organisations of Medical Sciences guideline,
reveals that the use of condoms was low (AIDS 10 November 2000 Volume 14 Number
16:2421). Within the last two decades, over 60 million people have been infected with
HIV/AIDS. The organizations must take an active role in the education of populations if
the impact is to be reduced (Overby, 2006:1). The church, as one of the organizations,
should also play an active role in educating the populations. In spite of this, there is still
a hot debate amongst churches concerning the use of condoms for HIV prevention.
One of the examples of the debate on condom use is that of Roman Catholic Church
leaders held on the 13" of August 2001 in Pretoria, South Africa. At the end of the
debate, their conclusion was that, widespread and indiscriminate promotion of condoms
is an immoral and misguided weapon in their battle against HIV/AIDS since it
undermines abstinence and marital fidelity. They also declared that condoms may even

be one of the main reasons for the spread of HIV/AIDS (DeYoung, 2001:1).

In support of the view that most churches do not have a common view with regard to the
use of condoms, Sexual Health Exchange (2004:7) gives an illustration of how three
religious groups in Uganda approach condom use for HIV/AIDS education. Each faith
group differs in its message about HIV/AIDS:

o Anglicans view condoms as tools for HIV/AIDS prevention;

J Muslims use them for the preservation of life; and
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J Catholics denounces condoms as instruments of immorality.

Accordingly, Anglicans and Muslims in Uganda allow condom use within a marriage
setting, but among Catholics, condom use is strictly prohibited. Lisa (2003:145)
maintains that HIV knowledge is associated with both communicating with sex partners
about HIV and condom possession as well as using them for prevention. The church,
as a well established and respected community institution, can be more effective than
health institutions with regard to the dissemination of accurate information about
HIV/AIDS prevention (Religion News Science, 2000). This view is consistent with the
view expressed by the researcher in the statement of the problem. The church’s
audience is ready to receive guidance and direction about preventing HIV/AIDS;
unfortunately the church seems not to be ready.

The use of condoms as one of the HIV prevention is still not yet accepted by many
churches. DeYoung (2001:2) further states that the Zambian President, Frederick
Shiluba, who has proclaimed Christianity the state religion, has called condoms “a sign
of weak morals”. On the other hand, South Africa’s Anglican Archbishop, Njongonkulu
Ndungane, has been instrumental in promoting clerical AIDS education and prevention
campaigns, including condom use. The World Council of Churches, representing 342
Protestant and Orthodox Christian churches around the world, is an outspoken
supporter of all forms of prevention, including the use of condoms. Based on the
preceding information, it seems that it will take a long time for churches to have a

common understanding or stand regarding the use of condoms.

2.4.5 The church and HIV/AIDS counselling

Counselling is an important intervention in HIV/AIDS prevention and control. Studies
from industrialised and developing countries have demonstrated substantial reduction of
high-risk sexual behaviour after undergoing HIV testing and post-test counselling (AIDS
Volume 13 Number 10:1264). Based on the above findings, people need to be
counselled; and encouraged to know their HIV/AIDS status as part of fighting HIV/AIDS.
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Given the fact that churches are involved in counselling their members, this could help
them in participating against the fight of HIV/AIDS.

The church in South Africa should play a prominent role in counselling those who are
infected or affected by the virus. It could as an example borrow from its counter part in
Kenya. The Baptist AIDS Response Agency in Kenya trains churches to have voluntary
counselling and testing services. And then there's a whole variety of people who are
working with AIDS orphans or widows, providing home-based care of people with AIDS
and working in AIDS awareness (World Council of Churches, 1998:8). The provision of
spiritual and moral care to people infected and affected by HIV and AIDS is necessary
because they may experience a range of difficult emotions, including fear of death,
depression, suicidal ideation, guilt, anguish, denial, shock and rejection (Qubuda,
2008:6). The inclusion of HIV/AIDS related counselling by the church could help the

community since many are regular attendants of some churches.

Since the outbreak of HIV/AIDS, an average church leader's work in the African
continent has doubled; there are more sick people who need to be visited and prayed
for; there are more grieved relatives who need to be visited and encouraged; and there
is an outburst of orphans who cannot be absorbed by the extended family anymore and
who need to be comforted, cared for, guided, loved and put in day care-centers. There
are more desperate widows, who are grieved and who may be impoverished by the
sickness of their former husbands or dispossessed by relatives. All these people need
counseling care and support. There are also more grandparents who are grieved by the
death of their children and burdened by the load of care for their orphaned grand
children (World Council of Churches, 1998:10). These too must be counseled and
assisted by the church.

Those who are terminally ill need to be given hope or prepared to die peacefully and in
dignity and those who die must be buried in dignity. In addition to these categories,
millions of others are confronted with enormous stigma. In a way whole communities

are lost in hopelessness, despair and fear. Such communities must be brought to see
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and know God’s unfailing presence through counseling. Those who are not infected
must be helped to stay safe (World Council of Churches, 1998:14).

Though there are many other HIV/AIDS players; the governments, NGOs and the
private sector all doing their parts in restoring healing to a broken people, the church
and its leaders, by virtue of their community centeredness, their close relationship with
individuals and families, their values of holding each person as God’s person and their
role as servants of God, bearers of salvation and hope, have much expected from them.
Much is laid at the feet of the church in the HIV/AIDS struggle (DeYoung, 2001:7).

But though the church is expected to do all the above, the average church leader (and
its members) may not be well equipped to deal with HIV/AIDS, for this is a relatively
new epidemic. Most ministers who are serving now, never learnt about HIV/AIDS in
their theological training programmes. They were not instructed on HIV/AIDS
counseling, prevention, care or HIV/AIDS project/programme design and management,
yet they are expected to stand up to the challenge (Isabel et al., 2003:8).

2.5 Summary

This chapter explored the literature concerning the church’s role in combating the
pandemic of HIV/AIDS in South Africa. In doing so, a number HIV/AIDS related issues
were discussed. The chapter examined the impact of HIV/AIDS on the South African
individuals, organizations and the society as a whole. Due to the devastating impact of
the disease, it was argued that the church needs to play a positive role to ensure that
the pandemic is put under control and to make sure that those who are infected and
affected are looked after or cared for. It was, however, noted that despite the need for
the church to play a positive role in curbing the spread of the virus, little seems to be
done by the religious members to ensure the fulfillment of the church’s expected role.
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CHAPTER 3
RESEARCH METHODOLOGY

3.1 Introduction

In this chapter, the researcher focuses on the research design and the methods used to
collect the data, to determine the role of the church in ensuring the control of the
HIV/AIDS pandemic. The researcher indicated that he followed qualitative research
design. Consequently, data collection and analysis were all in line with the dictates of a

qualitative study.

3.2 Research Methodology

According to Mauer (1996:11), methods used to conduct research, could range from
being strictly empirical on one side to strictly theoretical at the other end. But, it is not
possible to classify any one research as purely empirical or theoretical. This means that
a method used to investigate a problem is more often than not a combination of both
qualitative and quantitative methods. But, whatever the method chosen by a
researcher, Charmaz (1998:26) is of the view that the most important thing with regard
to any academic piece of work is that it should be always scientifically valid and

potentially useful.

This dissertation aims to cater for the above issues by adopting a qualitative research
approach using Participatory Rural Appraisal (PRA), one to one interviews and focus
group interviews as methods of data collection. This study is also exploratory and
analytical. These issues are further discussed below.

3.2.1 Qualitative research

According Henning (2004:92), qualitative research as "... a naturalistic inquiry involving
the use of non-interfering data collection strategies to discover the natural flow, of
events and processes and how participants interpret them." Mauer (1996:11) adds that
such research is also interpretive and descriptive in nature. In support of the above
authors, Henning eta. (2004:3) point out that qualitative research as "the study of people
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in their natural environment as they go about their lives..." with the aim of understanding
how they live, talk, behave and what their words and behaviours mean to them. Indeed,
Creswell (1998:161) asserts that it "...is an investigative process where the researcher
gradually makes sense of a social phenomenon by contrasting, comparing, replicating,
cataloguing and classifying the objective of the study". Qualitative research is therefore
inductive, descriptive, interpretative holistic and discovery-oriented.

3.2.1.1 Exploratory Research
Exploratory Research is a study that investigates a research question on which there
has been no significant research (Roodt, 1997:30). Such a research aims at uncovering
generalizations and developing hypotheses, which could be investigated and tested
later using accurate and more complex designs and data collection methods and
establishing a broader comprehension of the subject. Furthermore, an exploratory
study could be structured to:

o generate many ideas and develop tentative theories and assumptions

about the subject;

o formulate questions and define issues for a more systematic inquiry;

J develop a clear mental picture of what is involved in the subject;

o determine the potential for further research; and

J develop techniques and directions for future research and to gain new

insights into phenomena.

In line with the above observation, Creswell (1998:146) notes the following
characteristics as typical of an exploratory research:
o The concept being investigated is "immature” due to a prominent lack of
theory and previous research;
o There is a feeling that the available theory or information on the subject is
inaccurate, inappropriate incorrect or biased;
o A need exists to explore and describe the phenomena and to develop
theory or compile information about the subject; and

o The nature of the phenomena may not suit quantitative measures.
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Exploratory studies frequently involve the use of one-to-one interviews that lead to
insight and comprehension rather than the collection of detailed, accurate, and
replicable data (Babbie & Mouton, 1998:80).

The present researcher has, in this particular case, opted for this method of
investigation because no research of this nature has ever been done in the
Bushbuckridge Municipality. There is indeed a conspicuous lack of information and
literature concerning the role of the church in curbing the HIV/AIDS pandemic in the
Bushbuckridge Municipality. It is, therefore, the present researcher’s belief that a
research of this nature will go a long way in the generation of information and ideas
regarding the church’s role in preventing the spread of HIV/AIDS in the municipality and
the country as a whole.

3.2.1.2 Analytical Research
Analytical Research is, primarily a non-interactive document research. It is also
discovery-orientated, holistic and inductive with regard to data analysis, and does not

interfere in the natural setting of the objects (White, 2003:15).

According to Schumacher and McMillan (2003:15), a researcher who conducts this type
of research neither directly observes, measures, or experiments with current issues nor
are his findings tested statistically. Instead, the researcher uses logical induction to
analyse the documents, collections or participants' oral testimonies. Rigorous
techniques of critique are then applied to the documents and testimonies. The
credibility of the study lies in the procedures inherent in the methodology, which
includes the search for and critique of sources and the interpretation of facts for causal

explanations.
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3.2.2 Data Collection
Methods used to collect data in any research, are dependent on the research design
chosen by the researcher, however, no method prescribes or rejects any particular way
of data collection (Bell, 1993:5). Creswell (1998:148) asserts that data collection in a
qualitative study involves the following aspects:

J Setting the boundaries for the study;

J Collecting information through observation, interviews, documents, visual

materials; and establishing the protocol for recording the information;

o enabling a researcher to gauge the language and words of the informants;
J can be accessed at a time convenient to the researcher;
J represents data that is well thought through because informants have paid

attention to the compilation;
J as written evidence, it saves the researcher the time and expense of

transcribing;

J provides an opportunity for informants to share directly his or her "reality”;
and
o it is creative because it captures attention visually.

(Creswell, 1998:150-151)

In this particular case, data collection was through Participatory Rural Appraisal (PRA)
and focus group interviews. PRA comprises a lot of techniques aimed at shared
learning between local people and outsiders. PRA is not only used in rural settings or
project appraisal but as well as for research studies (International Water and Sanitation
Centre, 2004:1). International Water and Sanitation Centre (2004:1) further maintain
that PRA relies heavily on participation by the communities, as the method is designed
to enable local people to be involved.

In the application of the PRA, local people were involved not as sources of information
but as partners with the PRA team in gathering and analysing the information.
International Water and Sanitation Centre (2004:2) states that the central part of any

PRA is semi-structured interviewing, and that sensitive topics are often better
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addressed in interviews with individuals, but general topics are amenable to focus group
discussions. In this case, data from the hundred (100) members selected in the sample
were collected through focus group interviews, whereas data from the twenty (20)
pastors and twenty (20) elders were collected through semi-structured interviews under
the PRA.

The use of semi-structured interviews in this study enabled the researcher to handle
sensitive topics with individuals as well as gaining insight and comprehension to the
research questions. With regard to the use of focus group interviews, the researcher
realised that issues that not likely to emerge in the one-to-one interview are more likely
to come out in focus group (De Vos, et al., 2005:300). It was indeed against this
backdrop that the researcher used Focus Group interviews as a complementary source
of data collection, it was envisaged that this method would further enable the researcher
to gain insight into group views and experiences of the church members in relation to

the topic under study.

3.2.3 Data collection procedures

Data were first collected from individual respondents, that is, the twenty (20) pastors
constituting a sample in this study, through one-to-one semi-structured interviews in
order to gain more insight into the topic from individual respondents. Babbie (1995:80)
states, in this regard, that one-to-one interviews lead to insight and comprehension.
After the one—to-one semi-structured interviews, the twenty pastors were divided into a
group of five (5), each with four respondents, to form Focus Groups in order to gain
insight into group views as well. Focus groups generally comprise four to eight
research participants per group (Struwig & Stead, 2001:99).

During the Focus Group interviews, the assistant researcher took notes. These notes
were later discussed with the researcher after the interview. The notes served as a
back up to information that was collected through audio recording. Creswell (1998:134)
maintains that written notes, audio-recordings or audiovisual recordings can be used in

data collection and that more than one copy should be kept including backup copies of
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computer files. The assistant facilitator should take detailed field notes during the
Focus Group session. Both parties then discussed their notes as soon as possible after
the group session (De Vos et al., 2005:311).

3.2.4 Area of study

This study was confined to the Bushbuckridge Local Municipality. The municipality is
situated in the Northeast of the Mpumalanga Province, and is under Enhlazeni District.
There are approximately one thousand two hundred (1200) Churches in the

Bushbuckridge Local Municipality, which can be categorised as follows:

o Pentecostal;

J Evangelical;

o Charismatic; and

o African traditional churches.

Bushbuckridge is one of the two municipalities falling under Enhlazeni District in
Mpumalanga Province with churches ranging from hundred (100) to 800 members. The
general population of this township is Christian and there are no non-Christian
churches. Most pastors in these churches do not have associate pastors, but elders in

their church boards to assist them in their work.

3.2.5 Population of the study

Bless and Higson—-Smith (1995:87) define a population as the set of elements that the
research focuses upon. It may be individuals, groups, organisations, human products
and events, or the conditions to which they are exposed (Welman & Kruger, 1998:18).
The population of this study included all the members of the twenty churches of the
Bushbuckridge Local Municipality. It is characterised by ordinary members, church

board members or elders as well as pastors

3.2. 5.1 Sampling
In research, sampling refers to the technical accounting devise that is used to

rationalise information (Bless & Higson-Smith, 1995:85). When sampling, a researcher
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sets out to choose in an appropriate manner a restricted set of objects, persons, or
events from which he/she draws the actual information. When sampling, a researcher
takes care to choose a sample that ensures representativeness of the whole target
population. In the case of this study, the population consisted of all the members of the
twenty churches of the Bushbuckridge Local Municipality with different groups to be

included in the sample, that is, pastors, church elders and members.

3.2.5.2 Stratified random sampling

According to De Vos et al. (2005:200), this kind of sampling is suitable for
heterogeneous populations because the inclusion of small subgroups can be insured.
Stratification also consists of the universe being divided into a number of strata which
are mutually inclusive. Indeed, in this regard, the present researcher envisaged that,
due to different groups interviewed the stratified random sampling would be suitable for
this study. The following groups of people formed the sample for the study:

o Twenty (20) pastors from each of the twenty churches;
o Twenty elders (one from each church); and
o Hundred members (100) of the twenty churches, five members from each

church, selected through stratified random sampling. The strata consisted

of men, women and youth. In each category random sampling was used.

One hundred and forty (140) respondents therefore constituted the whole sample. The
hundred members of the churches were interviewed through focus group interviews and

one-to-one interviews were used for pastors and elders.

3.2.6 Methods of data analysis

Data analysis was the final stage of listening to what the respondents had said (Rubin &
Rubin, 1995:225). Henning et al., (2004:101) note that data analysis in a study of this
nature has to be managed according to the principles of the study design. Since this is
a qualitative research data analysis was in line with the dictates of a qualitative study.
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Greenfield (2002:215) identifies five stages to qualitative data analysis, which are,
namely:

o Collecting the data;

. Data reduction;

o Data display;

o Drawing conclusion; and

J Verifying findings.

Transcripts, tapes, notes and memory formed the basis of data analysis. During data
analysis the researcher looked for trends and patterns that reappeared from the
information given by the respondents (De Vos et al., 2005:299). The context-bound
information in qualitative methodology leads to the emergence of categories and
themes, which could ultimately lead to patterns and theories that could help to explain a
phenomenon (van As & van Schalkwyk, 2001:39-40). In the light of the above,
transcripts, tapes, notes and memory formed the basis of analysis. Data from
respondents were collected, categorised into themes by considering trends and patterns
reappearing in the data, displayed, analysed and verified.

3.2.7 The process of data analysis
The semi-structured interview was used as the major instrument to collect the data that
were analysed. The reasons for using the semi-structured interview were as follows:

¢ It allows considerable flexibility in scope and depth.

e |t is ideal for obtaining comprehensive and comparable data, because all
respondents have been asked the same questions and responses can be coded
and tabulated.

e Unlike in the use of unstructured interviews, this data collection method assists
the researcher in achieving and maintaining a balance between flexibility and
consistency in data collection.

As indicated in the methodology section of this investigation, the interviews were
administered to two groups of respondents. The first group of respondents was 40
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pastors and elders. The second group was 100 church members who were grouped
into 20 groups each with 5 members to enable the researcher conduct focus group
interviews. All interviews were audio taped and transcribed verbatim. Data analysis
was simultaneous with data collection, the interview being transcribed and labeled as
soon as it was finished. According to Charmaz (1998:112), data analysis in a qualitative
study like this one is done through a process called ‘coding’. Through coding, collected
data is compiled, labeled, separated and organized.

Accordingly, in this investigation, data analysis started when the researcher coded data
pages to their sources. On top of each page of a transcript, the researcher placed a
code for the typed data and a page number of a particular data set was placed. For
example, the data secured from the first interviewed pastor/elder were coded to the
sources as PE1T1 — 1, meaning Pastor/Elder (PE1), transcript 1 page 1 (T1 —1). (See
Tables 3.1 and 3.2)

After coding the first collected data to the source and transcribing the interview, the
researcher read line-by-line through the interview with PE1. At the second reading,
units of meaning, as proposed by Maykut and Morehouse (1994:128), were identified.
These were then highlighted in colours to separate them from one another. The
researcher then wrote a phrase or a word, which contained the essence of the unit of
meaning. For example, the response, “/ feel this is not the responsibility of the church
because the church is not a government” by the first pastor interviewed was highlighted
as a unit of meaning. Then, alongside the researcher wrote the words “no specific
programme”. Each unit of meaning was further coded to make it possible for any reader
to locate where such a unit originated. An example of such a further code would be
PE1T1 - 1 (see also Table 3.1), PE1 being the identity of the first pastor or elder to be
interviewed and T1 being the first transcript being analyzed, and the last 1 representing
page one of the transcript where the unit of meaning could be traced.

From the original transcript, all the highlighted units of meaning were cut out. The
researcher pasted them on A5 size cards. This was to enable comparison of the
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different units. Through such comparison, it was possible to put each of the identified
unit of meaning into different preliminary categories. The emerging categories were

written down in a memo book as part of the researcher's memo notes.

Table 3.1: Example of codes used to code data pages, pastors and elders as
participants

Code Meaning

PE1T1 Pastor / Elder 1 or first Pastor / Elder to be interviewed transcript 1
PE1T1-1 Pastor / Elder1, transcript1 Page 1

PE1 Pastor /Elder 1

Table 3.2: Example of codes used to code data pages, church members as

participants in focus group interviews

Code Meaning

FG1T1 Focus group1 or first focus group to be interviewed transcript 1

FG1T1-1 Focus group1, transcript1 Page 1

FG1 Focus group 1

From the interview with PE1 and FG1 a number of provisional categories emerged,
some of which are reflected in Table 3.3.

Table3.3: Some examples of provisional categories from the interview with
PE1 and FG1

e Encouragement of educational programmes | = Personal involvement

= Counseling = Awareness programmes

= Programme monitoring = Provision of HIV /AIDS educational materials
= Give prevention programmes = Give HIV /AIDS related summons

Having identified the provisional categories, the researcher used Maykut and
Morehouse’s (1994:137) look/feel alike criteria to group each of the coded unitized data

under an appropriate provisional category. The process of assigning unitised data to
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different categories continued until the remaining data could not fit in the identified
categories. According to Morse, in Charmaz (1998:520), this is called a stage of
‘theoretical saturation’. Once a stage of theoretical saturation was realized, data that
could not fit in the identified tentative categories were used to begin or form a new
provisional category. After each provisional category had accommodated six to eight
units of meaning, a rule for inclusion in the form of a ‘prepositional statement was
drawn. According to Maykut and Morehouse (1994:139), a prepositional statement is a
factual sentence in which the meaning of all the unitized data in a provisional category
is embedded. The statement serves as a basis upon which subsequent unitized data
could either be included or excluded from a specific category.

The researcher used the prepositional statement (the rule for inclusion), to include all
the units of meaning in the identified categories. Table 4.4 shows an excerpt of a
provisional category, including the rule for inclusion and notes to assist in further
exploration of this provisional category.

Table 3.4: Excerpt from a provisional category (provision of educational
materials) with units of meaning, rule for inclusion and notes to

assist further exploration

Provision of | Rule for inclusion:
educational | Interviewed pastors, elders and church members agreed that there was a need for the

materials church to provide educational materials to educate the flock about HIV /AIDS. However
most of them noted that this was not done

Poor PE1T1-4 PE18-T18 -9

churches Well it is our responsibility as a church to | Our church is so poor that we cannot

provide our flock with knowledge concerning | spend any money on teaching people
HIV but this needs a lot of resources that we do | about AIDS. We would do it if we had
not have as a church. money but as for now it should be the
responsibility of the government.

The Church should be at the forefront
disseminating HIV / AIDS related information to
the community. But not every body cornes on
Sunday. As elders and pastors, we need to visit
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them sometimes. but where do w get that
time ?

Judgemental | One of the things we have to do to fight AIDS is to work as a team of pastors in this
pastors and | municipality to secure educational materials and resources to teach the flock. But this has
elders never happened as many of our colleagues are so judgmental and will condemn any thing
to do with assisting those affected and infected with AIDS. PE12T-7

In several cases, when the situation demanded the researcher adjusted the rules for
inclusion by redefining them. Names assigned to the initial categories were also
changed if the situation demanded. In this regard, more appropriate names were
developed during the course of data analysis. Meanwhile, the researcher also
systematically compared the rules for inclusion. This enabled the identification those
that stood alone and those that formed distinctive relationships and patterns (Strauss &
Corbin, 1990:217-218). Those rules for inclusion that formed salient relationships and
patterns with others were consequently written up as outcome prepositions (Maykut &
Morehouse, 1994:144). Such prepositions formed the framework of the findings of this
study. The constant comparative method as used in data analysis was supplemented
with memo writing (Cohen & Manion, 1994:213). This was intended to ensure clarity,

completeness and consistency.

3.2.8 Data analysis through memo writing

Taking notes enables the researcher to jot down any problems or difficulties
experienced during the research process In addition to ensuring clarity, completeness
and consistency of data collection and analysis. According to Maykut and Morehouse
(1994:38), a researcher's memo consists of the experiences, interaction and
observations that the researcher makes in the process of data collection and analysis.

Memo writing in this investigation commenced as soon as the first respondent was
interviewed and continued throughout the process of data analysis. During the process
of interviewing and audio recording, the researcher jotted down information or actions
exhibited by the respondents during the research interview. In this regard, facial
expressions, easiness or uneasiness of the respondents during the course of the

interview were jotted down. Respondents’ mannerisms were then compared with their
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utterances and responses. This enabled the researcher to detect any mismatch
between the two.

Jotting down such behaviors as part of what the pastors, elders and church members
perceived as the role of the church in containing the HIV/AIDS scourge in the
Bushbuckridge Municipality (Cohen & Manion, 1994:213). Memo writing also proved
important and helpful during the process of analyzing the interview transcripts. Memos
were thus used to record the products of coding, in addition to the operational and
theoretical notes. Memos with operational notes guided the researcher in sampling
concepts and categories, questions to be asked in the process of data analysis and
possible comparisons. Such notes further revealed the leads to follow during the
course of data analysis. On the other hand, memos with theoretical notes assisted the
researcher to indicate the properties and dimensions of the potentially relevant
categories, the relationship and variations among them (Merriam, 1998:161; and
Strauss & Corbin, 1990).

What the above implies is that the researcher used both the operational and theoretical
notes contained in the memos to:
e Elaborate on process, and assumptions that could have been subsumed in
the codes;
e Explore further the codes and expand on the processes identified and
suggested in the codes;
e Establish the relationship between the different categories;
e Keep focused on the analysis and avoid the likelihood of getting entangled in
irrelevant data;
e Link analytic interpretation with empirical reality; and
e Identify holes and gaps in the constructed categories and in the researcher’s
own thinking.
(Charmaz, 1998:517; and Strauss & Corbin, 1990:197)
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3.3 Ethical Consideration

Ethics are moral standards that govern and direct the behaviour of individuals or groups
of people. According to Strydom (1998:24), they are a set of principles suggested and
accepted by an individual or group of individuals to guide their conduct towards
research participants and other interested parties. Struwig and Stead (2001:66-71)
assert that research ethics provide researchers with a code of moral guidelines to
prevent them from engaging in scientific misconduct, such as: failing to maintain
confidentiality and privacy; distortion and inventing of data; plagiarism and forcing
people to be involved in research (Struwig & Stead, 2001:66-71). Ethical guidelines are
therefore used as standards upon which a researcher evaluates his/her own conduct.
Non—adherence to the acceptable standard is either harmful or potentially harmful to all

individuals involved in the research.

It is against the above background that the researcher adhered to the following ethical
considerations in this research. The researcher sought permission from one of the
organizations that govern all the churches of Bushbuckridge Local Municipality to
conduct interviews in the churches. The permission to interview was granted before the
interviews start. The researcher explained the purpose of the interviews and sought the
permission of the participants to be taped recorded during the interviews. The
researcher also assured the participants that the collected information would not be
used for any other purpose other than for the completion of the study. The researcher
also assured the participants that all information collected remain confidential and that
their anonymity as individual participants would be assured, and that their anonymity as
individual participants would be assured.

3.4 Limitations of the Study

The limitations of this study are as follows:

The chief shortcoming of exploratory studies is that they seldom provide satisfactory
answers to research questions, but can hint at the answers and can give insights into
the research methods that could provide definitive answers. Qualitative research
approach in itself is a limitation, due to limited number of respondents expected. This
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however, has got no strong effect on the quality of the research, since the purpose of

the study is not to generalise the findings.

3.5 Summary

In this Chapter, the researcher discussed the research design, the methods of data
collection and briefly explained the procedure of data analysis. The researcher
indicated that the methods used to collect and analyze data were informed by the
qualitative research design. The researcher also revealed that since the inquiry is
qualitative in nature, methods of data collection and analysis used were consistent with
the dictates of qualitative research. The ethical considerations that guided the

researcher throughout the investigation were also explained.
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CHAPTER 4
PRESENTATION OF FINDINGS

4.1 Introduction

The aim of this study was to examine the role of the church with regard to preventing
the spread of HIV/AIDS within the Bushbuckridge Local Municipality. The study was
also structured to find out how the church perceived HIV/AIDS related issues. Finally,
the researcher set out to investigate the church’s role with regard to offering counseling,
care, support, education and awareness programmes to those infected and affected
with HIV/AIDS. The questions that the researcher posed made it possible for him to
come up with explanations and insights with regard to the three major issues that he
investigated in this inquiry.

4.2 Research Findings

It was indicated in the preceding chapter that the categories and sub-categories that
emerged out of data analysis formed the basis of the research findings in this study.
During the process of data analysis, several different categories emerged. The first
group of categories pertained to the role of the church in the Bushbuckridge Local
Municipality in prevention of HIV/AIDS. The second group of categories related to the
church’s perception of HIV/AIDS related issues. Category number 3 pertained to the
church’s role in offering counseling, care, support and education to those infected and
affected with HIV/AIDS. Open-ended questions guided both the personal and the focus
group interviews (see Annexures C & D). The questions were structured to find out the
role of the church in preventing the HIV/AIDS. However, as indicated in the preceding
section the researcher was also interested in the church’s perception or views on
HIV/AIDS related issues as represented by common individual members; the church
elders and pastors. The findings are discussed in detail below as follows:
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4.2.1 The role of churches in HIV/AIDS prevention in the Bushbuckridge Local

Municipality
According to the findings of this research, most churches in the Bushbuckridge are
doing little or nothing to fight against HIV/AIDS. Even though the response of churches
in general is low, there are some churches and church organizations that are doing well.
The discussion on the role of churches in the fight against HIV/AIDS is divided into the
following categories:

o Churches that do nothing to fight HIV/AIDS;

J Churches that fight HIV/AIDS occasionally; and

J Churches that fight HIV/AIDS on regular basis.

Based on the information that the researcher gathered during the interviews, the
conclusion was that the church in Bushbuckridge is aware of the danger of HIV/AIDS
even though not every church has taken a stand to fight HIV/AIDS. Most HIV/AIDS
programmes done by the church have been found to be inadequate as there are no
policies that govern the church’s response to HIV/AIDS. Of all the churches that
participated in this study, only the Roman Catholic Church had an HIV/AIDS policy.

4.2.1.1 Churches that do not participate in the fight against HIV/AIDS

Of the 40 pastors/elders interviewed, 17.5% acknowledged that their churches are not
involved in the fight against HIV/AIDS. The reasons given for not being engaged in the
fight against HIV/AIDS were as follows:

o HIV/AIDS prevention was seen as the responsibility of the Department of
Health and other organizations like home-based cares organizations and
not the church;

o The church should focus on spiritual matters not HIV/AIDS;

J To some churches in this category, HIV/AIDS is seen as a punishment
from God and, therefore, infected people are living in disobedience to
God; and

o The people see HIV/AIDS as the curse of promiscuity.
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Even though these churches reported to be doing nothing about HIV/AIDS, they reveal
that whenever the word ‘HIV/AIDS’ is mentioned behind the pulpit, it will be to warn and
threaten the youth not to be involved in sex before marriage, which invites a curse to
one’s life. The reasons given above for churches, in this category, not being involved in

the fight against HIV/AIDS also emerged in the Focus Group interviews.

4.2.1.2 Churches that fight against HIV/AIDS occasionally

Of the 40 pastors and elders, 30 indicated that their churches are involved in the fight
against HIV/AIDS, but did not have specific programmes in place, such as, including it
in their year plan. The responses they made against HIV/AIDS was shown to be
occasional and is done through inviting people from outside the church, like social
workers, doctors and nurses, that is, people from the health professions. Most of these
programmes are targeting the youth and involve adults sometimes. All the churches
under this category do not have HIV/AIDS policies.

Impact of the intervention

Church members listened and share experiences on HIV/AIDS. After the intervention
some disclosed their HIV/AIDS status resulting in counseling and referrals as well as
going for voluntary counseling. Most of the members start believing that HIV/AIDS is
real and that it kills. People asked questions about HIV/AIDS to verify what they already
know. In cases where the whole church was taught in one place, that is, adults and
youth together, adults got bored and went out during presentations. Most women
whose husbands work far feared that their husbands might bring them the disease
especially the non-churchgoers. When presentations are done to a group of youth or
adults only the impact seems to be very positive. Even though the programmes have
got a positive impact they cannot be easily sustained since they are not included in the
year plan and the budget. Another reason of lack of sustainability is that the
programmes cannot be monitored since they are not done on a regular basis, and also

the absence of an appointed person to be responsible for the programmes.
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Treatment and Voluntary Counseling and testing (VCT)
The churches under this category do not provide treatment and VCT, but refer their

members to relevant places for assistance.

Constraints

The churches under this category stated that dealing with HIV/AIDS is very expensive in
that it needs adequate financial, physical and human resources. The participants
revealed that the most churches’ budgets are low that they cannot afford to hire staff to
deal with HIV/AIDS matters on a daily basis, such as counseling, care-giving to those
infected with HIV/AIDS as well as feeding AIDS orphans. What the churches are doing
now, that is, responding to HIV/AIDS on certain occasions by inviting some resourceful
people is not costly even though it is not adequate.

4.2.1.3 Churches that fight HIV/AIDS on regular basis
The Roman Catholic Church has been found to be one of the leading churches in the
fight against HIV/AIDSA in the Bushbuckridge Local Municipality, and it offers the
following services to its members:

J HIV/AIDS education;

o Care-giving to PLWHA;

. Home-based cares;
J Counseling; and
° Awareness.

The HIV/AIDS education is offered to all members of the church, but the main target is
the youth because they are the most vulnerable group. The emphasis of their teaching
is on abstinence and faithfulness. The other option of using condoms is not considered
in their teaching, but it is replaced by teachings on behavioral change. In other words, if
people can change their behaviour that makes them vulnerable to the HIV virus,

condoms will not be necessary.
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The Roman Catholic Church in Bushbuckridge also offers care-giving services, which
include educating PLWHA on nutrition and encouraging them to take medication
regularly as prescribed by their doctors. The care-givers also make follow-ups to see to
it that PLWHA take medication as prescribed. In some instances, the PLWHA are given
food depending on the budget of the church. The church does not offer treatment and

VCT but relies on referrals where there is a need.

The Roman Catholic Church also runs home-based cares. The home-based cares
send people into the community to teach people about HIV/AIDS as well as caring for
those who are infected. The care-giving can be extended up to cleaning the house of
the PLWHA in the case where the sick person does not have anyone to help. The AIDS
orphans and vulnerable children are identified to be supported by the church.

Sometimes the children are given food parcels.

HIV/AIDS counseling and awareness

The Roman Catholic Church in Bushbuckridge has counselors who work on voluntary
bases to help members on HIV/AIDS related matters. The church also uses ‘Candle
light’ services to run HIV/AIDS awareness services. Candles with different colors are lit,
whose colours are green, red and white. The green candle stand for those who are
infected by HIV/AIDS but are still alive, the red stands for remembering those who died
of AIDS and the white color stands for abstinence. Those who are HIV negative are
encouraged to remain in that state by abstaining from sex until marriage. This
awareness services target the youth as they are the most vulnerable to HIV/AIDS.

Impact of the response
The HIV/AIDS programmes by the Roman Catholic Church are as follows:
o Church members go for VCT;
J Youth are armed with necessary knowledge to fight against HIVAIDS;
o The AIDS orphans are supported;
J PLWHA are being taken care of;

° Referrals fro treatment are offered; and

53





J Since the church has 29 branches in Bushbuckridge it means that the
church’s response is helping many communities in Bushbuckridge.

Constraints

The Roman Catholic Church’s response to HIV/AIDS seems to be adequate since most
of the programmes are run on church budget instead of total reliance on donors. The
church’s programmes are also sustainable since the church has got a budget for it. The
church’s only constrain is lack of network with other HIV/AIDS organizations such as the
Nhlengelo Home-based care in Bushbuckridge, FOHAP, SACC and TEASA which
could broaden the approach to the fight against HIV/AIDS and in the mobilization of

more resources for a wider response.

Some Evangelical and Independent (Charismatic) churches in Bushbuckridge started
Nhlengelo Home-based Care (NHBC) in 2000 to help the churches of Bushbuckridge to
fight HIV/AIDS. The organization runs home-based care and drop-in centres wherein
the following services are offered:

J HIV/AIDS education;

o HIV/AIDS awareness campaigns;

o Care-giving to PLWHA; and

o HIV/AIDS counseling.

NHBC is operating in 12 villages of the Bushbuckridge Local Municipality and has 42
care-givers who go door to door educating people about HIV/AIDS and Tuberculosis
(TB). The HIV/AIDS programmes are also extended to the schools within the
Bushbuckridge Local Municipality. NHBC has started a programme called ‘Mayihlasele
lzazi’ which will be implemented in schools around the Bushbuckridge Local
Municipality. The programme is composed of girls who want to make a difference in the
fight against HIV/AIDS. The programme will also involve boys at a later stage. NHBC
has 791 orphans and vulnerable children, that is, children with no parents or 1 parent.
These children are being fed by NHBC. NHBC also visits about 5000 PLWHA per
month to care for them.
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NHBC is presently working with three clinics and three hospitals which are in the
Bushbuckridge Local Municipality. The clinics and hospitals working with NHBC are
Athurstone, Ornok, Shatale, Tintswalo hospital, Masana hospital and Matikwana
hospital. The relationship that NHBC has with these clinics and hospitals is referrals.
NHBC refers people who need medical attention to the clinics and hospitals to be
helped by doctors and nurses. NHBC also give report to the clinics and the district
about the patients they refer to them. NHBC also works with social workers to refer
cases that are social in nature, for example, psychological problems. The kind of
support that NHBC offers to PLWHA is to give them hope by telling them that having
HIV/AIDS is not the end of life, and that they can live long if they take medication
properly. The care-givers also promise the PLWHA that they will be always be there for
them and that there is good life after death for those who trust in God. The PLWHA are

also given hope for healing from God who is the author of life.

The project manager of Nhlengelo stated that stigma against PLWHA started in the
church since most of the people in the church believed that no one could suffer
HIV/AIDS without being promiscuous and this led to the establishment of NHBC as a
tool for the churches to respond positively against HIV/AIDS in the Bushbuckridge Local
Municipality. NHBC discourages stigma against PLWHA and encourages churches to
love and support those who are infected. Most of the churches presently involved in
this organization are Evangelical and Independent churches. Amongst others, the
following churches in Bushbuckridge are involved with NHBC:

. Seventh Adventist;

J Nazarene;

. Assemblies of God;

o Faith Mission;

J Christian Fire;

o Mediterranean Apostolic Church; and
J Rock of ages etc.
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Treatment and VCT

NHBC does not perform any treatment, but gives support by seeing to it that PLWHA
take medications as prescribed by doctors or nurses. The NHBC also works with the
clinics and they also compile reports on the patients they are assisting. NHBC does not

offer VCT, but it refers people to relevant institutions such as the clinics and hospitals.

Impact of the NHBC response:

J Disclosure of the HIV status;

o People go for VCT;

J Orphans are fed and helped to access grants and get birth certificates or
ldentity Documents from the Department of Home Affairs;

o PLWHA are taught on nutrition which helps them to prolong their life;

o 791 orphans are supported and cared for;

o About 5000 PLWHA per month are visited by the 42 care-givers; and

o The fact that NHBC operates in 12 villages of Bushbuckridge means that
this organization is covering a big area of Bushbuckridge, and this will
result in the reduction of the high rate of HIV infections

Constraints
NHBC is very organizes with all activities well planed and included in their year plan.
The organization has the great potential to do more that they are doing now, but one of
the big constraint is financial resources. NHBC is a non-profit organization that does
not generate money to run their programmes but relies heavily on donations from the
government, businesses, churches etc. and sustainability of programmes is a great
challenge. According to the NHBC’s Annual General Report 12 November 2008, the
following organizations funded NHBC:

o The Department of Health and Social Development;

o European Union (EU);

o Silinda Spar Supermarket;

o Cash and carry;

o ABSA Bank Thulamahashe; and
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J Standard Bank Bushbuckridge and various churches.

In spite of these donors, some programmes cannot be done and had to be postponed
due to late funding or shortage of funds. For example, some awareness campaigns
were postponed; there is no enough traveling allowances for care-givers; and the

regular menu for orphans and vulnerable children is no longer followed.

The Church of the Nazarene is also doing well on HIV/AIDS programmes targeting the
youth. Their main focus is to get the young people to abstain from sex before marriage.
The HIV prevention emphasizes virginity. Young people are taught about the dangers
of HIV/AIDS and are encouraged to abstain. Those who commit themselves are
requested to put a ring as a token of their commitment. The ring is removed when they
get married and replaced by marriage ring. If one promises to abstain and fails in the
process of time, they are asked to remove the ring. The challenge of this HIV
prevention approach is that most of the youth have been sexual active before and while
going to church and therefore only few can strive to be virgins. On the other hand, this
approach can help those who are no yet sexual active to abstain, thus resulting in the
reduction of HIV infections.

4.2.2 The churches’ perception of HIV/AIDS in the Bushbuckridge Local
Municipality

The findings from both the personal and Focus Group interviews revealed that pastors,
church elders and ordinary church members knew what AIDS was. Thus, pastors,
church elders and the ordinary flock equally expressed the same views with regard to
what HIV/AIDS was. The majority of the respondents indicated that an AIDS sufferer
becomes very weak and eventually dies. This was in line with the definition of concepts
in Chapter 1 of this study. All the respondents indicated that they knew AIDS as an
incurable disease that affected men and women of all ages, but mostly those who were
sexually active. They also indicated that AIDS is a disease caused by a germ that is
passed on from one person to another. In the words of PE2T2, which epitomize the
opinions of the majority of the respondents, the respondent states thus: “I know it is a

57





disease that has no medication yet. It is a disease that is passed on from one person to
another through sexual intercourse or blood”.

In line with the respondent’s views, members of Focus Group 9 (FG9 — 9 — 10) indicated
that AIDS was a killer disease that could not be cured. It was thus evident that the
respondents knew what AIDS was and how it was passed on from one person to
another. However, in a follow up question that solicited to find out what the respondents
did to prevent the transmission and spread of the disease, the majority of them
indicated that they felt it was the responsibility of the government to do so. PE10, for
instance, noted, “My feeling is that the church is an institution that should focus much on
the spiritual life of its members, not to fight against HIV/AIDS”. This response was
indeed in agreement with that of members of Focus Group 2 (FG 2). Members of this
group, in line with several other groups, revealed that they had no programmes in their
churches to combat the spread of HIV/AIDS. In the words of a single member of FG5:
“we don’t get education or training from our church about HIV/AIDS. The knowledge |
have comes from the radio and news papers.”

In a question that solicited to find out whether the respondents knew what causes AIDS,
all the respondents indicated that it was a disease that was sexually transmitted. Only
25% of the respondents indicated that the HIV virus can pass into an unborn baby if a
pregnant mother is HIV positive. Some members also indicated that the HIV virus could
be got through blood transfusion. But though the respondents were aware that AIDS is
a disease that is mainly sexually transmitted, almost half of the Focus Group members
interviewed referred to a possible connection between witchcraft and AIDS. In the
words of a member from FG7: “... for me | have a strong believe that some of these bad
diseases are caused by witches. | have seen many people who become very sick and
die. People say they have AIDS and yet we know that they are bewitched...”

A number of pastors and elders; 7 out of the forty interviewed, maintained that
HIV/AIDS is a curse that comes upon unbelievers and those who disobey God. Most
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pastors believed the disease was a result of promiscuity and thus the church has to
completely dissociate from activities related to its cure or prevention.

Several other factors were identified by the respondents as responsible for the
pandemic. FG6, for instance, indicates that Lack of information concerning HIV/AIDS
among the community was a major cause. The respondents revealed that they thought
that though the majority of sexually active people had heard about the HIV pandemic,
most of them, especially the illiterates did not take it seriously. Consequently, both men
and women did not regard themselves as being personally at risk of getting the disease
and continued to engage in unprotected sex.

75% of the respondents blamed multiple sexual relationships as a major factor that has
led to the spread of HIV/AIDS in Bushbuckridge. FG4 comments, in this regard, that, “it
is common knowledge that both men and women in this area do have multiple partners
at the same time. This inevitably leads to the spread of the virus in cases where the

involved parties are positive and don’t use condoms.

Dislike for condoms, cultural practice among the people of Bushbuckridge and low
levels of male circumcision and poverty were all identified as factors that enhanced the
spread of HIV/AIDS. The responses solicited from FG9, for instance, revealed that
young girls are coerced in having sex without condoms by older men especially taxi
drivers. In such relations, the girls have no choice but to give in to their partners’
demands. In the words of one member of the group, “these men are evil they don’t

want to use condoms and yet coerce these poor girls into sexual intercourse.”

With regard to cultural practices a member of FG7 indicates that, “It is common among
the residents of Bushbuckridge to see girls as young as 12 years engaging into sexual
relationships. In some families, especially the very rural ones and uneducated, this is
permissible and encouraged.” Furthermore, the respondents revealed that tradition and

culture in the area has it that men can marry more than one wife in this community.
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Consequently, in cases where the man or one of the wives is positive, entire families

are bound to be infected.

With regard to poverty, members of all the focus groups revealed that many young girls
from poor households engaged in some kind of prostitution to collect money that is used
to support their families. In many cases, such girls already have a child or two of their
own that are not supported by their fathers. In the words of one respondent from FG3:
“our community is poor. This poverty has driven youngsters to do crazy things. The
unfortunate result has been getting this dreaded disease (HIV/AIDS).”

4.2.3 Variations in the response to the fight against HIV/AIDS among the churches of
the Bushbuckridge Local Municipality

When considering variations based on gender, women seem to be more concerned and
responsive to the fight against HIV/AIDS than men. Some women stated that that
women need to know much about how to fight HIV/AIDS because they are the ones
who bare the burden of HIV/AIDS by caring for family members who are infected.
Another reason for response was to find ways to help their spouses who often live far
from home due to employment. Most men are reluctant to participate in the fight
against HIV/AIDS because they think it is time consuming and steals the time to work
for their families.

Young people who are in tertiary participate in the fight against HIV/AIDS as compared
to those in secondary school. The youth in secondary schools seem to think that
HIV/AIDS is a myth, whereas those in tertiary know that AIDS exists and it kills. The
variations in the response against HIV/AIDS among churches of the Bushbuckridge
Local Municipality is so slight in that very few churches respond to the fight against
HIV/AIDS. The Roman Catholic Church seems to be doing more in the fight against
HIV/AIDS than any other church in Bushbuckridge. The African traditional churches are
very quiet about HIV/AIDS and their participation in other faith-based organizations

seems to be very low.
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4.2.4 What churches of the Bushbuckridge Local Municipality should do to fight
HIV/AIDS

4.2.4.1 The church should provide HIV/AIDS education

The majority of the respondents, pastors, elders and the ordinary flock indicated that the
church should provide AIDS related education. In this regard, the respondents noted
that ordinary church goers needed to know what AIDS is, how it is contracted and
prevented. PE 7’s response to a question that solicited his view with regard to what he
thought should be the church’s role, epitomizes the above view. The pastor states thus:
“Ideally we as a church should be working hand in hand with the government; | mean
the flock believes our word. So, to fight AIDS the government should be providing us
with materials we can use to teach these people. They must know what the disease is
and how it is transmitted and controlled.” Furthermore, the respondents indicated that
the church should focus on teaching individual churchgoers and especially the youth
about AIDS and relationships. In this regard, the research participants were of the view
that issues regarding safe sex, HIV testing for partners, faithfulness, dangers of unsafe
sex and using condoms for protection against HIV should be frankly discussed in

church.

The above imply that pastors were of the view that the church had a responsibility of
changing individual community members’ risky behaviour through an educational
intervention. Indeed, PE1 emphasized the need for the intervention to target all
community members, especially the young ones and the sexually active. In his words,
PE1 remarked that:

As a church we need to work with health practitioners or social workers.
We need to gather the community members, probably in a school hall or a
community centre or even in our churches and disseminate HIV/AIDS
related information that is structured to empower the community to take
responsible decisions.

In addition to information dissemination, the pastors perceived the churches’ role as that

of teaching the community life skills. PE8 remarked, in this regard, that: “HIV/AIDS is
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taking our people because they lack life skills to analyse and question societal norms
and values some of which could contribute to the spread of HIV/AIDS.”

Consequently, the pastors saw the church as a pivotal institution that could initiate
educational programmes to teach community members life skills. The pastors
indicated, in this regard, that the church should equip the youth with skills to identify
those societal norms that are potentially harmful and those that are meant to protect
their well-being. In addition, the programmes should be structured to ensure that the
recipients, especially the young people, are equipped with the capacity to adopt and
maintain behaviour that minimises or eradicates the risk of becoming HIV positive.

4.2.4.2 The church should establish partnership with the community and local

schools
The interviewed pastors perceived the role of the church as that of creating a
partnership with local schools. PE7 remarked, in this case, that: “As part of the
educational intervention, we need our members to work hand in hand with the local

schools and change the behavior of the young ones.”

The pastor explained further that if changing peoples’ behaviors was to be effective and
thus yield the required outcomes, the HIV/AIDS message should start at the earliest
possible age; possibly at primary school level and Sunday schools, before the onset of
sexual activity. “The church therefore has a responsibility to work in partnership with
the schools to stop the spread of this disease”.

What this implies is that age-appropriate programmes could be started in primary
schools and in churches on Sundays. Such programmes are structured to give the
young ones the same information as given to the youth, but in a more appropriate
manner. The respondents indicated that the church is a much respected institution in
any community. Against this background, PE6 revealed that “it should not only focus on
changing the behaviors of the youth and the young, but also entire communities, which
include the aged and the adults.” The majority of pastors therefore were of the view that
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the church should not only partner with the schools and the community, but also with
the government and other people of good will to change individuals’ risky behaviors and
to combat HIV/AIDS. This contention was in line with the literature as put forth by the
World Council of Churches in Chapter 2.

Given the above, it would have been expected for churches to have concrete
programmes to support HIV/AIDS related education. However, in a question that
sought to establish the details of church programmmes to combat HIV/AIDS, 30 of the
forty interviewed pastors and elders indicated that their churches did not have any
specific programmes in place. This could be probably due to limited financial resources
that churches have. In the words of PE9: “our churches are so poor that we can not
afford to take the responsibility of setting up and implementing expensive educational

programmes.”

4.2.4.3 Churches should initiate HIV/AIDS awareness programmes

The majority of the informants indicated that they felt the church should initiate
HIV/AIDS awareness programmes. Through such programmes, the common church
individuals would be made aware of the different issues concerning HIV/AIDS. Ordinary
church members who were interviewed in Focus Groups indicated for instance that
many of them did not know the early or even later signs of HIV. Resultantly, they
attributed all terminal diseases to witchcraft. In a response that summarized the
thinking of all the individuals in different Focus Group interviews, one respondent stated
thus: “what we need is our church to invite social workers, nurses and teachers on a
regular basis to tell us, | mean the youth about things like the spread of AIDS, early and

later signs of the disease, how it is spread and how to contain it.”

4.2.4.4 The church should offer HIV/AIDS counseling

Pastors and ordinary flock respondents agreed that people affected or infected with
HIV/AIDS were often distressed, lonely and lacked self-esteem. Indeed, when asked
how they thought the church should care for these people, the majority of the
respondents were of the view that the church’s role in this case should be to give
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counseling services to those affected. PE18, for instance, indicates that: “as pastors,
we should ideally be listening attentively to these people (AIDS victims). We should not
be judgmental. We should encourage them, behave normally to them, love and support

them in all ways possible.”

Like the pastors, ordinary individuals interviewed felt that there was need for the support
of the church in times of distress. The common opinion from all focus groups was that
their communities often shunned AIDS victims. In the light of this observation, the
respondents indicated that the church should offer solace to such individuals. In a
response that reflects the general opinion, a member of FG 8 indicates, “When every
thing seems bleak, the church should step in and help. It is the only place where victims
and those affected should seek support.” In addition to the above opinions, the
majority of the interviewed respondents indicated that as it played its role as a
counselor, the church should take the opportunity to emphasize to those affected, the
need for regular hospital check-ups, as well as encouraging healthy eating and regular

exercises for the victims.

Though most of the interviewed respondents indicated that the church should offer
counseling services to HIV/AIDS victims, pastors and elders interviewed revealed that
they never had concrete counseling programmes in place. In the same vein, ordinary
church members revealed that they never participated in any specific church initiated
programme to either contain HIV/AIDS or give support to those affected by the scourge.

4.2.4.5 The churches should fight discrimination against PLWHA

Most of the interviewed pastors, elders and members of the Focus Groups indicated
that the church should fight HIV/AIDS by advocating against discrimination and fighting
for the rights of people with HIV/AIDS. This was against the backdrop that one of the
most salient consequences of HIV/AIDS consequences is the stigma and discrimination
against individuals that have the diseases as indicated in Chapter 2. In addition to
having the burden of dealing and coping with the disease, the respondents indicated
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that AIDS sufferers do have to put up with the stigma and the discrimination that
accompany the disease.

According to the testimonies of the research participants, community members usually
discriminate against those suspected of being infected with the HIV virus. Such
individuals are denied love, care, respect and their rights from fellow community
members.  They are condemned as prostitutes and people who suffer the
consequences of their sins and are not listened to. This has no doubt exerted
tremendous psychological suffering to those affected. It was indeed against this
observation that the respondents felt that since the church was a uniting institution, it
could use the pulpit to fight against discrimination and to educate the victims about their
rights. The ordinary church members felt that pastors could use the pulpit to preach
love, care, and respect for the victims. A participant from FG7, for instance, indicates
that “pastors are like Sangomas in our community. They command a lot of respect from
their followers. If they say the researched thing, they would be listened to by hundreds
of their followers. So, they can easily fight discrimination against the HIV AIDS victims.”

Another participant from FG 4 stated that the problem with many churches is that
PLWHA are seen as undergoing punishment from God for their sins and it scares the
PLWHA from seeking their help. She added that the church should change her attitude

if she wants to have positive impact on dealing with HIV/AIDS.

Most participants of all the Focus Groups felt that the negative attitude of some
churches to PLWHA, that is, discrimination resulting in stigma is hindering the church’s
ability to effectively respond to the epidemic. Many participants felt that the church
should take a lead in discouraging discrimination of PLWHA.

The following specific concerns on leadership were raised by most Focus Groups:

J Church leadership is not transparent when it comes to giving the right
HIV/AIDS information to PLWHA even when they notice that the member
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might be suffering from HIV/AIDS when they relate their problems to the
pastor during counseling.

o There are many people in churches that have undergone HIV/AIDS
training, people such as nurses, teachers and doctors. It is indicated that
the above people are wiling to implement HIV/AIDS programme in
churches, but most of the leaders would not allow such programmes in the
church even though they bury many people who die of HIV/AIDS.

J Church leaders should allow the PLWHA to participate in church activities
like the other members instead of discriminating against them based on
their HIV/AIDS status. Members should participate in church activities
irrespective of their health status.

But, in spite of the convictions as held by the church and its members, it emerged
during the course of the interview that only three out of the forty interviewed pastors had
some sort of programs in place to discourage discrimination against HIV/AIDS victims
and to generally bring AIDS awareness to members. According to PE34: “our
programmes are targeted to the youth. We preach total abstinence, changing lifestyles
and condom use. We preach love, care and disclosure of members’ HIV/AIDS status.”
PE34 went on to indicate that where the need arose, social workers, nurses and

teachers were invited to church to handle different issues related to HIV/AIDS.

The main focus of this research is to establish the role of the church in Bushbuckridge
with regard to the prevention or containment of HIV/AIDS. However, this research did
also seek to establish how the church (i.e., pastors, church elders and ordinary
members of the flock) perceived the numerous issues related to HIV/AIDS. The
assumption made in this regard was that the way they perceived HIV/AIDS, influenced
their role.

4.3 Summary
Since the purpose of this study was to determine the role of churches in HIV/AIDS

prevention, the findings are summarized as follows:
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+ There are few churches that do not participate in HIV/AIDS. Many churches that
fight HIV/AIDS occasionally do not have HIV/AIDS policies and do not include
HIV/AIDS programmes on their year plan. Churches in this category did not even
have budget for HIV/AIDS response and therefore there is no monitoring or
follow-ups to these occasional programmes. Even though the programmes had
positive impact, they could not be sustained because of lack of proper planning.

4+ The other category of churches that responded to the fight against HIV/AIDS on
a regular basis seems to be doing very well, but they would do more if they work
with other organizations like FOHAP, SACC and TEASA as indicated in Chapter
2 of this research.

The final products of the process of data analysis, as discussed in this chapter, were
distinct categories that answered the research questions. It generally emerged that
though pastors, church elders and ordinary members of the different churches
expected the church to play certain roles in order to contain the scourge in the
municipality, not much has been done to fulfill these roles.
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CHAPTER 5
RESEARCH OVERVIEW, RECOMMENDATIONS AND CONCLUSION

5.1 Introduction

The aim of this study was to examine the role of the church in Bushbuckridge, as
represented by pastors, elders and ordinary church members, in the prevention of
HIV/AIDS in the Bushbuckridge Municipality. The study was also structured to find out
how pastors, elders and individual church members perceived the different HIV/AIDS
related issues. The questions that the researcher posed have enabled him to come up
with an explanation regarding the church’s role and views on a number of different
HIV/AIDS related issues. In this chapter, the researcher presents the research
overview of the entire study, briefly indicating what was involved in each of the chapters.
Following this, recommendations are given and then suggestions for further research.
Finally, the researcher gives the limitations of the study and concluding remarks.

5.2 Research Overview

In this inquiry, the researcher set out to investigate the role of the church in the
Bushbuckridge Municipality in preventing the spread of HIV/AIDS; and the views of
pastors, church elders and ordinary church members with regard to HIV/AIDS related
issues. The main question in the inquiry addressed the role of the church with regard to
the containment of the scourge. It was argued that the church, as an influential
institution, in the community had an important role to play with regard to containing the
spread of HIV AIDS. This means that church has to ensure that its members know what
HIV AIDS is, how it is spread and how to contain it. It must also ensure that all church
members are conversant with the different HIV/AIDS related issues, including how to
look after, give love and care to those affected and infected.

The researcher argued that how the church responded to the different issues
concerning HIV/AIDS depended on their views or perceptions on these issues. Indeed,
before the church’s role in preventing the spread of HIV/AIDS was explored, the
researcher first and foremost examined the pastors, church elders and individual
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member’s views on HIV. However, it was noted that though the church and their
members enumerated a number of roles that could be played to contain the spread of
HIV, little if any thing was done to ensure this. The majority of pastors and elders felt
that the core activity of the church was to ensure spiritual growth of their members, and
that issues related to HIV/AIDS education should better be left to the government and

the Department of Health.

The major research question of the study was: what is the role of the church in the
Bushbuckridge Municipality in preventing HIV/AIDS? As mentioned in the previous
paragraph, since the way pastors and elders viewed HIV/AIDS could determine the
church’s role in its containment, it became essential to solicit their views on the subject.
Through the use of a semi-structured interview and other qualitative research
procedures the researcher collected and analysed data and came up with the perceived
role of the church in halting the spread of HIV.

During the process of data analysis, it became evident that pastors and church elders
perceived HIV/AIDS as a terminal disease that is caused by a germ or virus called HIV.
Terminal though the disease was, the respondents believed that the scourge could be

contained (see section 4.3.1.3).

In Chapter 3 of the study, the researcher discussed the research methods that were
used to investigate the problem. Because this is a qualitative study, methods and
research tools consistent with a qualitative study were used. In particular, the semi—
structured interview was used to solicit the respondents’ views with regard to the
research questions. Using the constant comparative method, as put forward by Maykut
and Morehouse (1994:127), all collected data were analyzed.

All the interviews conducted were recorded, transcribed and typed out. The collected
data were scrutinized for common ideas that emerged out of the respondents’ answers.
These ideas were then grouped in different categories. After categorization, the

researcher examined each category, identifying specific attributes (sub-categories) that
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characterized each of them. As a consequence of this procedure, the data pertaining to
the research questions were reduced to small sets of categories. Data pertaining to the
role of the church in preventing the spread of HIV/AIDS, for instance, were reduced into
four categories (see Table 4.1.), while data regarding the pastors’ and church elders’

views on HIV/AIDS were reduced into three categories.

One notable thing in this investigation was the inconsistence between the views of the
pastors and the elders on the role their churches played in the containment of the AIDS
pandemic. While the respondents acknowledged the existence of HIV/AIDS and the
need to check and contain its spread, it emerged that nothing much was being done to
stop or prevent he disease. Unlike the three pastors whose churches had some form of
programmes to bring about AIDS awareness among their flock, the rest of the
respondents felt that churches had better focus on individuals’ spiritual well being.
Thus, the respondents felt that the task of educating the people on HIV/AIDS related
issues squarely rested on the government’s shoulders.

Despite the foregoing conviction, all participants in this investigation believed that the
church could play a vital role in the fight against the HIV/AIDS pandemic by:

. providing HIV/AIDS related education to their members;
. initiating HIV/AIDS awareness programmes;
" offering counseling services to the infected and affected; and by

" fighting discrimination against HIV/AIDS infected people

5.3 Recommendations
The following recommendations emerged from the interviews:
o Conducting of HIV/AIDS workshops and programmes for church leaders;
o Church partnering with the Department of Health and Non-governmental
Organizations (NGOs);
o Establishing HIV/AIDS programmes in every church;
J HIV/AIDS counseling and referrals by churches;

o Home-based cares, care-giving and hospices done by churches; and

70





J The church should take a lead in dealing with discrimination against
PLWHA.

A discussion on the above recommendations is as follows:

5.3.1 Conduct HIV/AIDS workshops and programmes for church leaders

Most of our pastors have not been trained on how to fight HIV/AIDS, as
most of the theological seminaries or Bible schools have not integrated
HIV/AIDS in their training programmes. Even though pastors have been
trained to lead churches, they seem to be lacking adequate knowledge of
HIV/AIDS to be able to fight against it from an informed position-Member
of the FG 15.

Based on the responses of some members of the focus group members it was indicated
that some church leaders could not welcome HIV/AIDS interventions initiated by their
members who were equipped to deal with HIV/AIDS. Some members who felt that they
could make positive contributions to the fight were hindered by the leadership that could
not approve such interventions and this reveals that HIV/AIDS workshops and
programmes targeted to church leaders are necessary to bring the desired change.
Since church leaders are decision makers, it means that nothing could be implemented
without their approval, and the understanding that churches could play a major role in
combating the HIV/AIDS pandemic could help the church leaders to initiate the
programmes or allow any member with necessary skills to help the congregations.

Based on the above information, the present researcher would like to recommend that
the Department of Health and the Bushbuckridge Municipality include the training of
church leaders in their programmes as well as in its Integrated Development
Programme. Another recommendation is that church leaders should include HIV/AIDS
training as one area of capacity building to enable them to deal with the HIV/AIDS
pandemic from a position of strength. As it has been stated in Chapter 2 on Literature
review in this study, churches are dominant structures in the community with many
people and, if targeted as one of the tools to fight HIV/AIDS, the infection rate could
drop.
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It is evident from the contents of the preceding sections that the church as an institution
has a crucial role to play in preventing the spread of HIV/AIDS in communities. It is
clear that pastors and church elders, as spiritual guides and leaders, respectively,
acknowledge the church’s strategic position in helping to fight the pandemic, though

they have not responded as expected.

It is recommended that workshops and programmes, designed to change church
leaders’ attitudes with regard to their active involvement in the HIV/AIDS prevention
campaign, be organized for both church elders and the pastors. The fundamental
principle behind such programmes would be to sensitize the leaders about their crucial
role in the community and make them abundantly aware that their active involvement in
the campaign against HIV/AIDS could turn the tide of pandemic. It would be vital that
during such workshops, the leaders would be required to reflect on the spiritual needs of
their flock. It is the present researcher’s conviction that through such reflection, they
could realize and agree that spiritual well being goes hand in hand with healthy bodies,
and that a health body will serve the Lord better than a frail HIV/AIDS infected body.
The researcher is of the view that if the practice of reflection is appropriately used,
church leaders would realize the crucial role they could play in ensuring both the
spiritual and physical well being of their flocks by actively fulfilling their expected roles in
the prevention of HIV/AIDS.

It is further recommended that, through such workshops, church leaders and pastors be
encouraged to express their views and attitudes with regard to the church’s role to the
campaign against HIV/AIDS. It is the present researcher’s contention that such a move
would explicitly bring to the fore the inconsistencies between the leaders’ beliefs with
regard to the church’s role and what they actually do in reality. Once again, through the
practice of reflection over such inconsistencies, and in the light of new information that
would have been acquired and exchanged during the course of these workshops,
pastors and church elders could revise their current thinking about the church taking an
active role in the campaign against HIV/AIDS.
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In addition to what has been discussed above, the researcher envisages that the
workshops, as described in the preceding section, are bound to promote
interdenominational meetings, wherein pastors from different churches, with different
views regarding HIV/AIDS issues, are bound to meet, discuss and exchange their

views. During such discussions, attitudes and views are likely to change.

5.3.2 The churches should partner with the Department of Health and NGOs

In our church we have used social workers, teachers and other people
who have been trained on HIV/AIDS to educate the church on HIV/AIDS,
but we still feel that the church should partner with other organizations or
institutions to increase its capacity to deal with HIV/AIDS.

-PE 39

Many of the participants that were found to be doing something to fight HIV/AIDS felt
that the church leaders should seek partnership with the Department of Health and Non-
Governmental Organizations involved in the fight against HIV/AIDS in order to increase
their knowledge of HIV/AIDS, as well as accessing materials to help them in equipping
the church members to fight against HIV/AIDS. It was indicated in one of the Focus
Group, FG 19, that some church members who gained knowledge on how to deal with
HIV/AIDS from home-based care organizations desired to share their knowledge with
the church, and this shows that such organizations are important. The partnership
could also help the church in accessing the services of resourceful people who could be
hosted in their churches with regard to awareness programmes in the churches.

5.3.3 Establishment of HIV/AIDS programmes in every church

There are very few churches that include HIV/AIDS programmes in their
year plans. If churches could consider such programmes, the rate of
HIV/AIDS could go down in our local municipality, since every person in
the community seems to be religious and is a member of a particular
church.

-PE9

From the findings of this study, it came out from the participants that HIV/AIDS
programmes should be established in every church by including it in their year
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programmes, just like the other programmes that they considered to be important. By
including HIV/AIDS programmes in the year plan, the churches will be able to monitor
the programmes as well as analyse their impact with ease. If the programmes are
regular, it would be easy to make follow—ups on the progress of the programmes.

5.3.4 The churches should have HIV/AIDS counseling and referrals

The church has a great responsibility in reaching out to all people in
whatever their situation. This is the time for the church to be fully involved
in the struggle against AIDS. AIDS is not only a physical problem for
medical personnel to handle, but also a spiritual and social issue with
which church leaders; pastors and elders must be involved.

-PE 8

Most of the participants acknowledged that the church is not in the position to provide
treatment to PLWHA, but can offer help in the area of counseling and referrals. The
referrals will help the members of churches who do not have the knowledge of
HIV/AIDS: for example, encouraging members with health problems to go for Voluntary
Counseling and Testing to know about their HIV/AIDS status in order to make informed
decisions in the fight against HIV/AIDS.

5.3.5 The churches should run home-based cares, hospices and care-giving services
to PLWHA

Many participants, especially the pastors and elders, felt that churches are suppose to
take a lead when it comes to starting projects that deal with HIV/AIDS like home-based
care. The argument was that people do not just need help that is related to the physical
and social aspects but spiritual matters play an important role as well. The practical
example given by one of the participants was a person who is supposed to go for
Voluntary Counseling and Testing, that is, he or she also receives the pastoral
counseling so as to be able to face the future even when the HIV test happens to be
positive. Since churches are non-profit organizations meant to help communities, they
too can start home-based cares to help in the fight against HIV/AIDS. Most people
have trust in the church and this can open a door for many people to seek their counsel
and help.
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In the case of people who have reached the full-blown stage of HIV, the church could
help by comforting the people. Also the PLWHA can die a better death. Even those
who have been rejected by their families can find help from the church by receiving care
and love from the church.

5.3.6. The churches should fight against discrimination of PLWHA

Some individuals living with AIDS tell us they stopped going to church
because they always felt condemned. Very often the church fails to look
at its own lack of acceptance as a sin, worthy of God'’s judgment.

- Member of FG 20

Many participants indicated that the church was supposed to take a lead in discouraging
discrimination since the love of God is unconditional, that is, every believer was saved
by the grace of God. They further stated that people in the community should learn
from the church to love unconditionally as this is the basic principle of church life.

5.4. SUGGESTIONS FOR FUTHER RESEARCH

It is evident from the literature, as explored in Chapter 2, that a lot has been written on
HIV/AIDS related issues and the role of the church in combating the scourge. Despite
this, no research has been done within the ambit of the Bushbuckridge Municipality to
determine the role of the church in fighting the HIV/AIDS pandemic. This particular
research, the first of its kind in the Bushbuckridge Municipality, focused on 40 pastors
and church elders and twenty focus groups of twenty ordinary church members each.

Against the above premises, the researcher feels that there is need for further research
in the area. This being the first and the only research up to this far, there is still scope
for research to be conducted. More research in this area could equip churches with the
necessary knowledge and skills for dealing with HIV/AIDS issues among their flock.
This particular research focused on the role of the churches in preventing the HIV/AIDS
disease. More studies focusing, for instance, on the role of the church in giving care
and support to HIV members of their congregations could be done. It is the
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researcher’s conviction that tackling different but related issues on HIV/AIDS in other

investigations could probably give a more holistic picture on the subject.

5.5 Limitations of the Study

According to Rickman (1999:77), any research inquiry is fraught with a number of
limitations. Findings in a research of this nature could be subjective and influenced by
the research’s preconceptions. However, in order to demonstrate research honesty, the
present researcher acknowledged his preconceptions as a point of departure. This was
in line with Mauer’s (1996:8) advice that subjectivity in research need not necessarily be
a problem, as long as it is acknowledged in advance so that it can be kept within

reasonable limits.

In this investigation, the researcher’s personal views and conceptions were kept in

check by:
o consistently and deliberately allowing the findings to emerge naturally from
the collected data; and
o Consulting with my colleagues and supervisor frequently.

(Mauer, 1996:18)

It is also worthy indicating that this study is qualitative in nature and thus its focus was
on the Bushbuckridge Municipality. The municipality is in a rural part of South Africa,
and most of the respondents lacked sophisticated knowledge on HIV/AIDS related
issues. Therefore, the findings made in the inquiry may not be applicable to
municipalities in urban areas where most of the congregations and the pastors are
highly educated and therefore conversant with various HIV/AIDS issues.

5.6. Conclusion

This investigation sought to establish the role of the church in the Bushbuckridge
Municipality in preventing the spread of HIV/AIDS. In the process, the investigation also
explored the pastors, church elders and ordinary church members’ views on HIV/AIDS

related issues. It emerged that the church, as represented by the different pastors and
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church elders, was conversant with the numerous HIV/AIDS related issues that included
the causes, what it was, ways through which the disease is transmitted and ways of
controlling or preventing it. However, though pastors and church elders were aware
about the pandemic of HIV in the municipality, the church as a whole did not do much to
combat the scourge. The reasons for the church’s aloofness with regard to the inability
to participate in the campaign against HIV/AIDS included, among several others, the
view that the church’s focus should entirely be on individuals’ spiritual well being. Upon
this discovery, the researcher made a number of recommendations that, if implemented,

could probably place the church in a better place in the fight against HIV/AIDS.
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Abstract

HIV/AIDS poses a challenge to every person, community and organization to
such an extent that nearly every organization should have some policies and
programmes to deal with the epidemic. The church as one of the
organizations seems to be exempted from the fight against the disease
whereas it is the only organization that is more in touch with people in the
community than any other organization. The purpose of this study is to
explore the role that churches can play in HIV/AIDS prevention in order assist
the Bushbuckridge churches on how they can fight against HIV/AIDS so as to
help reduce the high rate of infections as well as stop the new infections.
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