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EDITORIAL 

Civil Society, which is between the 

state, the market and the ordinary 

households, normally includes 

registered charities, NGOs, faith 

based organizations (FBOs), 

professional associations, trade 

unions, business associations, 

social movements, etc. FBOs being 

members of civil society are 

historically dedicated to respond to 

emergencies and alleviate human 

sufferings. From the 1960s, the 

roles of FBOs particularly in social 

welfare sector have become very 

prominent. One of the vital areas of 

concern of FBOs throughout the 

globe is addressing the problem of 

HIV/AIDS, which is a devastating 

pandemic and a great threat to 

human well-being as well as public 

health. FBOs are profusely 

involved in the fight against 

HIV/AIDS, stigma and 

discrimination associated with it 

and its prevention and control. The 

present issue of the NAPSWI e-

journal is an attempt to understand 

the role of FBOs in HIV/AIDS care 

and the emerging paradigms under 

which FBOs address this problem. 

The 5th Annual National Seminar 

on Social Work and HIV/AIDS 

held at Bangalore on August 28-31, 

2008 focused on the aspect of the 

involvement of FBOs in 

HIV/AIDS. In this volume we have 

the privilege to present three 

significant papers and a brief report 

of the Bangalore meet. 

Prof Gracious Thomas  
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FBOs in Combating HIV/AIDS related Stigma: Towards an 

Integrated Paradigm 

*Dr Sonny Jose 

Introduction   

HIV/AIDS is a pandemic that has devastated millions of lives throughout the world since its 

inception in 1981. Everywhere, people living with HIV/AIDS (PLHA) are treated as 

ñpervertedò, ñpromiscuousò, ñsinfulò individuals. From the moment scientists identified the 

AIDS virus, social responses of fear, stigma and discrimination have spread rapidly, fuelling 

anxiety and prejudice against PLWHA or any group suspected to be affected with HIV/AIDS 

(Bharat et al 2001). With the world focusing on a vaccine for HIV/AIDS and other related 

biomedical questions, the social implications of this epidemic have taken a back seat. In 

1987, Jonathan Mann, former Director, WHO Global Programme on AIDS, identified three 

phases of the HIV/AIDS epidemic: the epidemic of HIV, the epidemic of AIDS, and the 

epidemic of stigma, discrimination, and denial. He noted that the third phase is ñas central 

to the global AIDS challenge, as the disease itselfò (Mann 1987). Despite international 

efforts to tackle HIV/AIDS since then, stigma and discrimination (S&D) remain among the 

most poorly understood aspects of the epidemic. This poor understanding is in part due to the 

complexity and diversity of S&D; the other part may be attributable to ólimitations in current 

thinking within the field and the inadequacy of available theoretical and methodological 

toolsô (USAID 2000, Parker & Aggleton 2003). 
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Stigma undoubtedly poses several challenges, and the mechanisms by which it still remains 

a grave challenge to the AIDS pandemic, need to be explored. Stigma and discrimination are 

part of complex systems of beliefs about illness and disease that are often ógrounded in 

social inequalitiesô (Castro 2005). However, these conceptualizations related to HIV/AIDS 

are almost delinked from larger social processes that are both historically rooted as well as 

linked to persons and processes rendering them services. Such de-socialised and disparate 

approaches have hindered the advancement of a theoretically sound understanding of AIDS-

related stigma and have slowed effective actions to counter stigma.  

Looking at it from the individual level, receiving a diagnosis of HIV is a very difficult time. 

The emotional aspects of HIV are as difficult as the physical aspects. While the physical 

problems can be treated with medicine, the emotional element has no easy solutions. 

Encountering such a reality, anyone may wonder: ñHow and why did this happen to me? ... 

How will I go on?ò In search for answers, some turn to their family, others talk to doctors or 

mental health professional. Sadly, some also turn to drugs or alcohol. Fortunately, for a good 

many, support mainly comes from spirituality and religion. Religion usually is a collection of 

individuals who worship together and subscribe to the teachings particular to that religion. 

Religions usually encourage charity and promote social services at various levels ï 

individual, the community or even organised religion (organization). Individual resources are 

pooled together and channelised for such services through faith based organizations (FBOs). 

USAID defined FBOs, as ñgroups of individuals who have come together voluntarily around 
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a stated spiritual or belief system that informs and guides their work together.ò In the general 

sense, FBOs refer to organizations of varying sizes and bureaucratic complexity, ranging 

from small, grassroots organizations with simple structure and limited personnel to large, 

global institutions with highly sophisticated bureaucracies, wide networks, substantial 

financial resources, and significant human resources. Such organizations found worldwide, 

have immense potential in terms of material as well as manpower.  

Religions for reasons of its reach and sheer numbers of followers, may be considered as a 

macro-level faith based organization (macro-FBOs), as it involves large collectives of 

individuals, who come together by choice, around a stated spiritual or belief system that 

informs and guides their work together. Each religion has its own social service 

organizations, through which various such services are provided to the afflicted. These social 

service organisations may be considered as micro-level FBOs, hence forth referred to as 

micro-FBOs. Religion wield a strong influence on its followers to the extent that it provides a 

mandate for action. HIV/AIDS being a disease of prejudice, demands affirmative action by 

organized religion and faith based organization, which are collectives of individuals aligned 

on a set of beliefs, values and teachings.  

The present paper is a concept paper that attempts to explore the role of religion, as a faith 

based organization (FBO) in abetting stigma and discrimination (S & D) in the context of 

PLWHA. The paper also attempts to explore the innate potential of religion as a macro-FBO 

as well as other social service organizations (micro-FBOs) in reversing stigma and 
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discrimination (S & D). Finally, the paper intends to propose an alternate paradigm in 

understanding the dynamics of stigma and discrimination (S & D). Such an understanding 

would help in challenging the same by social action and social reform under the initiative 

of various faith based organizations (FBOs). 

HIV, Religion and Spirituality  

Research shows that people seek out religion and spirituality after an HIV diagnosis. 

Ironically, even though newly diagnosed people report being more religious, feeling 

alienated is not uncommon, either. According to a Cichocki (2008), people with HIV avoided 

church services because of strong prejudices against homosexual men and women, especially 

with regard to their sexual practices. This led people to seek out alternative ways to express 

their beliefs and spirituality. Ultimately, if that does not work, people turn to spirituality on a 

personal level, in the form of private prayer or meditation or even organized secular forms of 

worship. 

The magnitude and the impact of HIV portray a bleak situation, especially in the Asian and 

African subcontinents. This coupled with the limited medical care resources, calls for 

cooperation between public health institutions and local systems especially organised 

religion. However, this warrants an in depth understanding of the local religions. De Gruchy 

(2006) observes that though often hidden from Western view, religion in Africa is so 

overwhelmingly significant in the search for wellbeing, so deeply woven in the rhythms of 
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everyday life, and entwined in local values, attitudes, perspectives and decision-making 

frameworks. It is so significant that the inability to understand religion leads to an inability to 

understand people's lives. Religion provides the necessary ethical guidelines for living, for 

interpreting natural events including disasters and misfortune, and for coping with lifeôs 

milestones, from birth through illness to death (Tan, 2000). 

How Does Religion (Macro-FBO) Help? 

Very early on in the epidemic, it became clear that HIV was much more than a physical 

ailment; it affects the entire person, physical and emotional. And for many, the way to treat 

an emotional issue is also through religion and spirituality. Cichocki (2008) thought, HIV 

provides the individual an opportunity to examine their past life, interpret what they find, and 

apply it to their new life with HIV. An HIV diagnosis is often the stimulus to get in touch 

with the spiritual part of their life. HIV may push people to make positive changes in life; 

e.g., an IV drug-user who contracts HIV, may devote his life in helping people kick their 

drug habit. Consciously or unconsciously, people use the illness as a way to better understand 

their spirituality and themselves. Spirituality helps the person let go of those things, once an 

important part of their life before diagnosis, but no longer fit to their life after diagnosis. The 

fear of the illness itself, the impending suffering, and fear the future holds prompts questions 

to which spirituality and religion often hold the answers that eventually heal and calm. 



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 7 

Further, given the shared system of values, beliefs and rituals, religion offers the possibility 

of working on shared confidentiality as against public disclosure that can be extremely 

discriminatory and condescending. Shared confidentiality is shared knowledge and 

understanding of meanings within a context of respectful intimacy within a group in which 

there is a sense of mutual accountability.  Knowledge that is shared in this context is not a 

secret.  The content and meanings are known within the group, even though there is not 

necessarily open conversation about the content and meanings. Such a possibility has great 

potential in dissipating stigma, and in sharing care and support most vital in providing 

PLWHA a dignified life.  

This opens up the possibility of counselling a community on the basis of shared 

confidentiality, without HIV positive members of the group having to verbally disclose their 

status. This has been found to be an effective environment for stigma reduction and 

normalisation. Thus, person centered nature of the confidentiality experienced in a home can 

shift to issue centered confidentiality in a community discussion which helps share 

responsibility and influences prevention in the whole group (NGO Health Networks 

Workshop on shared confidentiality, 2000). 

Role and Relevance of Micro-FBOs 

Given the limitations of the medical system in terms of resources, the World Health 

Organization (WHO) highlighted the efforts needed to encourage greater collaboration 
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between public health agencies and faith-based organizations (FBOs), if progress is to be 

made towards the goal of universal access towards HIV prevention, treatment, care and 

support by 2010. ñFaith based organizations are a vital part of civil societyò said Dr Kevin 

De Cock, Director of WHO's Department of HIV/AIDS. "Since they provide a substantial 

portion of care in developing countries, often reaching vulnerable populations living under 

adverse conditions, FBOs must be recognized as essential contributors towards universal 

access effortsò. 

Steinitz argues that (micro-)FBOs have a strong potential in combating HIV/AIDS. 

According to her, spirituality is very important in most developing countries. Prayer and 

religious affiliation being publicly acknowledged and openly practiced, even in so-called 

secular settings such as conferences or other mass gatherings. Faith-based institutions 

provide a good entry point for issues that contain a life-and-death consequence. Religion has 

the farthest reach; e.g. in India it is Hinduism; in Asia Islam is the single largest religion 

prevalent encompassing Pakistan, Bangladesh, Indonesia, Malaysia (Tan, 2000); similarly, 

Christianity has a reach of 70-90% in various countries in Africa (Green, 2003). Faith-based 

organizations provide selected HIV-related leadership, education and outreach programs, and 

are sustainable and ideally suited for sustainable, long-term community outreach, education, 

and support. Churches possess a reservoir of volunteers, local leadership, existing groups, 

and youth activities essential for the sustainable community intervention. Together, they 

volunteer to provide home-based care and counselling to serve orphans and the communityôs 

sick and needy. The FBOs provide synergistic partnership with the government in Africa; 
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while religions emphasize the A and B prevention messages of the ABC slogan (Abstinence 

and Being faithful, before and during marriage respectively), they will refer to the 

government and other NGOs for C (Condom distribution). 

Conceptualizing Stigma: Its Genesis and Heterogeneous Counters 

The first reference to the association between stigma and health in the social science 

literature date back to the 1880s (Goffman 1961). Erving Goffman, developed what has 

become the benchmark social theory of the association between stigma and disease. 

Goffman defined stigma as societal labeling of an individual or group as different or deviant 

because of a "discrediting attributeò (Goffman, 1963). Although Goffman emphasized 

the importance of analysing stigma in terms of relationships rather than individual traits or 

attributes, many subsequent interpretations of stigma have focused on individual attributes 

and have divorced from broader social processes, especially relations of power. 

One of the curious features of literature concerning stigma is the variability that exists in the 

definition of the concept (Stafford & Scott 1986, Link 2001). In many circumstances, 

investigators provide no explicit definition and seem to refer to something like the dictionary 

definition (ña mark of disgraceò) or quote Goffman's definition of stigma. Further, research 

on stigma elaborated definitions and provided alternative to Goffiman's definition. It varied 

considerably, such as óa characteristic of persons that is contrary to a norm of a social unitô 

(Stafford & Scott 1986); óa mark or attribute that links a person to undesirable characteristics or 
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stereotypesô (Jones et al 1984); óa dynamic process that is linked to competition for power 

and tied into existing social mechanism of 'exclusion and dominance'ô (Link and Pehlan 

2001); óa social process that involves identifying and using differences between groups of 

people to create and legitimise social hierarchies and inequalitiesô (Parker & Aggleton 2003); 

óa result of structural violence perpetrated by the larger social forces that are rooted in 

historical and economic processes that sculpt the distribution and outcomeô (Castro 2005); 

etc. Within the societal context the last three definitions hold importance. 

Link and Pehlan (2001) further expanded the nexus between an ñattribute and a 

stereotypeò identified by Goffman with a wider set of meaning for the term. They defined:  

óé stigma (is said to) exists when the following interrelated components converge. In 

the first component, people distinguish and label human differences. In the second, 

dominant cultural beliefs link labeled persons to undesirable characteristics - to 

negative stereotype. In the third, labeled persons are placed in distinct categories so 

as to accomplish some degree of separation of ñusò from ñthem.ò In the fourth, 

labeled persons experience status loss and discrimination that lead to unequal 

outcomesô. 

The immediate consequence of successful negative labeling and stereotyping is a general 

downward positioning of a person in a status hierarchy leading to individual 

discrimination. The standard model of óindividual discriminationô that asks ówhat-makes--
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person-A-discriminate-against-person-Bô is inadequate for explaining the full consequences 

of stigma processes. It necessitates a structural understanding of how stigma has affected the 

structure around the person, leading the person to be exposed to a host of untoward 

circumstances. Finally, they argued that, stigmatisation is entirely contingent on access to 

social, economic, and political power that allows the identification of the ñdifferent-nessò, 

the construction of stereotypes, the separation of labeled persons into distinct categories, and 

the full execution of disapproval, rejection, exclusion, and discrimination. This power dimension 

is emphatically explained by Parker & Aggleton (2003). They conceived stigmatisation as a 

process that involves identifying differences between groups of people, and using such 

differences to determine where groups fit into structures of power; these are subsequently 

used to produce and reproduce social inequality. They relied heavily on the theory of 

symbolic violence and hegemony. Against this, Castro adapted the structural violence 

paradigm developed by Link to understand the social matrix of HIV/AIDS related S&D. He 

wrote: 

óWe propose structural violence as a conceptual framework for understanding 

AIDS related stigma. Every society is shaped by large-scale social forces that together 

define structural violence. These forces include racism, sexism, political violence, 

poverty, and other social inequalities that are rooted at historical and economic 

processes that sculpt the distribution and outcome of HIV/AIDS. Structural violence 

predisposes the human body to pathogenic vulnerability by shaping risk of infection 
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and also rate of disease progression (Castro 2005)' 

Parker & Aggleton, further proposed interventions that have deeper social, political, and 

economic roots, because ñstigma is deployed by concrete and identifiable social actors 

seeking to legitimise their own dominant status within existing structures of social 

inequality.ò Yet, these authors limited the depth of required transformations to changing 

ñdeeply held attitudes and beliefs of powerful groupsò and confining óthe power of such 

groups to make their cognitions the dominant ones.ò Thus, it is imperative to develop a 

social paradigm that conceives the various dynamics of HIV/AIDS related S&D. 

Religion as FBO in Creating HIV/AIDS related Stigma 

The world wide dominant religions are Christianity and Islam. It is interesting to see how 

these religions have unconsiously contributed to discrimination of the HIV infected. Ikpe 

observes that at the fundamental level, Christians and Muslims in Nigeria have similar views 

on the why HIV continues to spread: both groups see promiscuous behavior as the root cause 

of the HIV crisis. Promiscuity is frowned upon heavily because of religious teachings and 

because of underlying cultural traditions within Nigerian society. Even before Christianity 

and Islam were introduced, Nigerian cultural tradition emphasized the importance of 

discretion and believed that sex should be reserved for marriage. Leaders in both the 

Christian and Muslim communities discourage their followers from pre-marital and extra-

marital sex, and teach that procreation is the main reason for sex. When Christianity does not 
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believe people should engage in sexual behavior before marriage, a social stigma is the 

harshest punishment a person would receive from society if their extra-marital sex is 

discovered. Individuals are held accountable by God for their decisions, so any punishments 

for extra-marital sex would come from God rather than from the community. Islam on the 

other hand dealt strongly  on issues such as extra-marital sex; anyone could be punished for 

their decisions about sex through the system of shari'a law. 

Most religions are ambivalent towards sexuality (Tan, 2000). During the early years of the 

pandemic, religious taboos on sexual education harassed AIDS prevention throughout Latin 

America. Farill et al (1992) observed how the confrontation between the condom and 

abstinence (or fidelity) has snapped closed any possibility for negotiating joint strategies. It 

has polarized political stances that clash public opinion and counterattack official efforts for 

AIDS prevention.  

An UNAIDS report explained that perhaps the greatest obstacle to AIDS prevention activities 

in many countries has been ñoppositionò, or even just the ñfear of oppositionò, from religious 

authorities. The tendency for religious leaders to prescribe abstinence and mutual monogamy 

in the face of overwhelming evidence that these behaviors are not always the norm, has been 

seen in almost every corner of the world. The fear of offending powerful religious 

constituencies has created gridlock in some national governments, and for good reason. 

(Pisani 1999,12). Even in countries where there are HIV prevention programmes to reach 

homosexuals and sex workers, the targets may themselves be socially inaccessible. 
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Internalising what religions have said about their ñsinfulò behaviour, they remain 

marginalised, unreached by information and education campaigns (Tan, 2000). 

Such generalizations about religious institutions not only impede efforts to prevent HIV and 

sexually transmitted infections, but they often ignore that many FBOs have been working 

patiently, compassionately, and effectively for years in AIDS mitigation and prevention. 

Thus, for a good time HIV prevention programs believed that religious leaders and 

organizations were intrinsically antagonistic to what they were trying to accomplish.  

Micro -FBOs in Combating HIV Related S & D 

Against the above mentioned negatives, there are numerous studies documenting the 

potential role of FBOs in the fight against HIV/AIDS. The MAP Internationalôs Religious-

Based Initiatives refers specifically to the role of Christian churches in Latin America. It 

reports: 

Religious-based initiatives are pivotal to the success of prevention and care efforts in Latin 

America as well as globallyé.the Church can be viewed as the largest, most stable and 

most extensively dispersed non-governmental organization in any country. Churches are 

respected within communities and most have existing resources, structures and systems 

upon which to build. They possess the human, physical, technical and financial resources 

necessary to support and implement small and large-scale initiatives. They can undertake 

these actions in a very cost-effective manner, due to their ability to leverage volunteer and 

other resources with minimal effort. 
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Further, historically the church had been capable of mobilizing people and resources, and to 

reach rural or isolated areas because of their organizational networks. FBOs tend to have a 

better understanding of local social and cultural patterns, and larger ones may have strong, 

expansive infrastructures. FBOs stress and support faith, idealism, and compassion, which 

are powerful and sustaining motivators for employees and volunteers who work with sick 

and dying individuals under extremely difficult conditions. Considering the reach and 

political clout, FBOs can be influential in policy debates concerning the legal, ethical, and 

moral issues surrounding AIDS and human rights (Lazzarini 1998), and in the debate over 

the introduction of education about sex, reproductive health, AIDS, and sexually transmitted 

infections in schools (Green, 2003). In many developing countries, the FBOs provide a 

substantial proportion of primary and secondary education owing to its reach through 

diocesan or convent schools. 

FBOs can influence behavioral change to promote AIDS prevention through a variety of 

methods, ranging from the relatively passive (e.g., inviting AIDS educators to address 

congregations) to the more active (e.g., capitalising on the prestige and moral authority of the 

religion to advocate behavior such as fidelity or abstinence). Long-term, qualitative research 

in KwaZulu, Natal, South Africa, attempting to establish the relationship between 

membership in any religious group and sexual behavior found that Pentecostals had the 

lowest level of extramarital and premarital sex, and that levels were much lower than those of 

mainstream Christian churches, i.e., Protestant, Anglican, and Roman Catholic. Such is the 

power of a community. Garner (1999) notes: 
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Indoctrination against all types of extra- and pre-marital sex is persistent, and is 

fortified with eschatological incentives and disincentives. Religious experience is 

subjectively intense; one witnesses high levels of participation in lively, expressive 

worship; high degree of socialization, meeting almost daily for prayer, Bible study, 

music practice or social events; supervised interaction between men and women 

monitored by senior members. Finally, there is the real risk of exclusion (from 

participation, or even membership) where a breach of the sexual code is suspected or 

proved (Garner 1999).  

Just as open and frank discussion about AIDS by the highest government authorities helped 

to reduce stigma in Senegal and Uganda, faith-based leaders have similar authority and 

influence. We can capitalize on the mandate that religious leaders can provide in abruptly 

attacking and dismantling stigma and getting followers to change their perception regarding 

HIV/AIDS. All this suggest the possibility of capitalizing on the reach of FBOs and faith 

based leadership in the fight against HIV/AIDS. What remains is the need to evolve an 

understanding on the dynamics of how stigma is propagated. Such an understanding provides 

us an understanding on how to dismantle HIV/AIDS related stigma. 

Towards an Integrated Paradigm 

George Ritzer attempted to construct an integrated sociological paradigm built upon two 

distinctions: between the micro- and macro- levels, and between the objective and 
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subjective. This produces four dimensions: macro-objective, large-scale material phenomena 

like social structures; macro-subjective, large-scale ideational or non-material phenomena 

such as norms; micro-objective, small-scale material phenomena such as patterns of 

behaviour; and micro-subjective, small-scale ideational or nonmaterial phenomena such as 

psychological states or the cognitive processes involved in "constructing" reality.  These, 

are conceptualised not as dichotomies, but rather as continuums. Ritzer argues that these 

dimensions cannot be analysed separately, the dimensions being dialectically related, with 

no particular dimension necessarily privileged over any other. HIV/AIDS is not an 

exempted social reality and therefore we should look into the dynamics of HIV/AIDS related 

S&D from these dimensions. 
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Macro-Objective Realm: Structural Violence 

The macro-objective, refers to the large-scale material phenomena such social structures 

present in the form of social institutions, in this case religion. Religions, with their own 

distinct, rigid hierarchies, as well as values, belief, dogmas and rituals, distinguish its 

followers (ñusò) from the ñothersò. Most religions shun alternate forms of sexual practices. 

Anything beyond monogamy, or prostitution are branded ñadulteryò and deemed ñsinfulò. 

This interpretation based on the dogmas, are endorsed by religious hegemony allowing little 

space for the different shades of impropriety. This causes ñstructural violenceò. "Structural 

violence" is explained as the causing of harm due to the inflexibility and rigidity of the 

rules of the structure in dealing with difference. Sociological analyses of discrimination 

emphasise the structural aspects of discrimination and "concentrate on patterns of 

dominance and oppression, viewed as expressions of a struggle for power and privilege" 

(Marshall 1998). Stigmatization, therefore, not only helps in creating differences, but it also 

plays a key role in transforming difference based on class, gender, ethnicity or sexuality 

(aberrations) into social inequality. Stigmatization is also used by dominant groups to 

legitimize and perpetuate inequalities, and hegemony can also help us understand how 

social inequalities are legitimized through the structural violence. Hegemony is achieved 

through the use of political, social and cultural forces to promote dominant meanings and 

values that legitimize unequal social structures (Foucault 1978; Williams 1982). So, all 

cultural meanings and practices embody interests and are used to enhance social 
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distinctions between individuals, groups, and institutions. Thus, stigmatization is a 

process that involves identifying differences between groups of people and uses these 

differences to determine where groups fit into structures of power that in turn produce, 

reproduce and legitimize social inequality through macro level construction of objective 

reality. 

HIV/AIDS-related S&D are closely associated to sexual stigma as it is perceived to be 

transmitted through sexual contacts. Further, the epidemic was initially noticed affecting 

populations (e.g. homosexuals, sex workers, ID users) whose sexual practices or identities 

were different or deviant from the "norm" as prescribed by a religion. HIV/AIDS-related 

S&D has therefore appropriated and reinforced pre-existing sexual stigma associated with 

sexually transmitted diseases, homosexuality, promiscuity, prostitution, and sexual 

"deviance" (Bharat et al 2001). Women have long since been marginalized in all realms - 

economic, educational, cultural, and social. Religions are no exception; its hegemony has 

excluded women from its higher echelons especially of the clergy or from worship. It is 

interesting to note how cultures all over view sexuality and promiscuity differently by the 

gender. For any behavior with a semblance of promiscuity, a woman unlike a man is most 

likely to be perceived a ñfallen womanò and literally labeled as a ñbitchò or a ñwhoreò. 

When it comes to a man such derogatory terms do not necessarily hold; instead a man 

qualifies to be a ñstudò in the least or a ñCasanovaò. Thus, sexism thrives in our sub-

consciousness. In the same manner gender has been portrayed in the epics as well as in 
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religious texts. Hinduism although having women deities, continues to be patriarchal. 

Some of the sects in lslam refuse women the right to worship in the public places.  The 

impact of HIV/AIDS-related S&D on women reinforces these pre-existing stigmas 

(Aggleton and Warwick 1999) leaving them more prone to discrimination. 

Macro-Subjective: Symbolic Violence                   

Macro-subjective refers to the large-scale ideational or non-material phenomena such as 

norms. The members in the hierarchy are faced with the ethical dilemma of interpreting 

the value system to the changing times and the varying shades of propriety constantly 

challenged by the increasing multiculturalism and pluralism. Another dimension to this 

conflict is the new evidences presented by ongoing research and experience. For example, 

abstinence and monogamy considered cardinal in ensuring fidelity as a value, is 

challenged in the face of overwhelming evidence that these behaviors are not always the 

norm, has been seen in almost every corner of the world. There is a constant fear of offending 

powerful religious constituencies (Pisani, 1999). 

In a country like India, where heterosexual transmission is significant, the spread of HIV 

infection has been (indiscriminately) associated with female sexual behaviour, which is 

not consistent with gender norms (Bharat et al 1999). There are numerous studies and 

literatures describing the role ñred-lightò streets play in fueling the epidemic. As against 

this, in reality, it is often the male, who contracts HIV much earlier and dies early without a 
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diagnosis. Women are left to endure the brunt of social and religious ostracism and support 

the children. Gender inequality determines the extent to which sexism will mark the course of 

HIV disease. In highly sexist settings, the disclosure of HIV infection is more likely to 

provoke stigma and threat of domestic violence than in environments where women enjoy 

gender equity. This is often perpetuated for the fact that the religious hegemony consist 

of the elite especially men 

Micro -Objective Realm: Symbolic Construction  

The micro-objective, as Ritzer observed, refers to the small-scale material phenomena 

such as patterns of behaviour at the individual level; this may include directives, 

prescriptions, or even code of conduct. At the individual level it impels towards acts of 

charity or even discriminatory practices. This gets reinforced and amplified when a group 

of individuals with the same system of belief think and work together. In micro-objective 

realm, the shaping up of patterns of behaviour related to S&D derives from the prejudices 

existing in the social milieu, predetermined and abetted by a dominant religion. A 

prejudice is a preconceived belief about an individual or a group that is not subject to 

change on the basis of new evidence. Prejudice thus, consists of inflexible attitude towards 

others. When prejudices are strongly held, no amount of evidence is likely to change the 

belief; rather, the incompatible information itself is denied. One form that prejudice takes is 

stereotyping, generalizing a set of characteristics to all members of a group. Stereotyping 



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 22 

occurs for example, when a person observes someone of a particular group behaving in a 

certain way, and later generalizes these characteristics to all members of that group (Collins 

1991). Prejudice operates within a matrix of several existing stigmas and therefore, we first 

need to understand how HIV/AIDS related S & D interact with pre-existing S & D 

associated with sexuality, gender, as well as with the terminal illness. 

Gender: The impact of HIV/AIDS-related S&D on women reinforces these pre-existing 

stigmas (Aggleton and Warwick 1999). In a country like India, where heterosexual 

transmission is significant, the spread of HIV infection has been associated with female 

sexual behaviour, which is not consistent with gender norms (Bharat et al 1999). In highly 

sexist cultures, the disclosure of HIV infection is more likely to provoke stigma and 

threat of domestic violence than in environments where women enjoy gender equity. 

Ethnicity: In societies with white hegemony marked by profound racism, people of 

color with AIDS will be more stigmatised than in societies where racism is more attenuate 

(Castro 2005). In the same sense, religious hegemony could determine the behaviour of 

the individual believers/agency operatives. Alternately, there was a time developing 

world attributed the spread of the disease to the West's "immoral behaviour." (Parker & 

Aggleton 2003). History is replete with examples where certain tribes or persons hailing 

from certain localities were associated with the epidemic. The ñPoovarani AIDS Patientò, 

the ñThankamaniò and ñKiliroorò incidents in Kerala, are largely a creation of the media. 

This had direct bearing in the way those women hailing from these specific areas were 
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perceived and treated. 

In conclusion, HIV/AIDS-related S&D is, therefore, the result of interaction between 

diverse pre-existing sources of stigma related to gender, sexuality, and ethnicity, which 

often interact and reinforce one another. These pre-existing stigmas constructed in course 

of the evolution of human society, sediment as prejudices that eventually manifest as 

objective reality. It is explicated at micro-level among the individual consciousness as 

objective constructions or stereotypes. This also affects the approach taken by individuals 

and even micro-FBOs. As an outcome of HIV/AIDS related S&D, discriminatory 

behaviours are produced by sero-negative population (a collective of individuals) towards 

sero-positive population. The micro-FBOs too might interact with the target population, 

discriminate by denying service based on the guidelines which in turn have been 

influenced by the value system of the religion. What has to be kept in the background is 

that each of these micro-FBOs has its own unique vision and mission deriving its essence 

from the organized, established religion. 

Micro -Subjective Realm: Pre-Existing Stigmas and Fears of HIV/AIDS  

The pre-existing stigmas in the micro-objective realm construct serious apprehensions 

about HIV/AIDS at micro-subjective domain. Fear for PLWHA primarily stems from three 

distinct, although not mutually exclusive sources. First, social stigmas result from realistic 

and unrealistic fears about the consequences of contracting HIV/AIDS. Secondly, 



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 24 

historically, groups most affected by HIV have been socially ostracised prior to the HIV 

epidemic (as in the case of the plague or small pox epidemic). Social stigmas that extend 

beyond HIV, stem from HIV itself therefore serve as a foundation for AIDS 

stigmatisation. Prejudices and fears are related to behaviours ï homosexuality and drug 

abuse ï long regarded as deviant. Public perceptions of AIDS combine with socio-

cultural perceptions of these subgroups, most visibly affected by the epidemic. Finally, the 

negative course of HIV infection ï the suffering and alienation ï corresponds to cultural 

attitudes and fears about death and dying, and our innate tendency to avoid the terminally 

ill. In general, we tend to think of individuals with HIV infection as inherently different. 

This serves the protective function of distancing oneself from the disease, and enabling 

one to escape thinking about one's own vulnerability and mortality. 

Such pre-existing fears lead to the ósocial construction of differencesô based on stigma, at 

three levels. First, is the social selection of human differences; there occurs a substantial 

oversimplification of the concept 'HIV/AIDS' to create distinct groups of ñHIV 

negativesò and ñHIV positivesò. The central role of the social selection of human 

differences is revealed by noting the attributes deemed salient that differ dramatically 

according to time and place (Link & Pehlan 2001). Secondly, by associating human 

differences with negative attributes, the labeled differences are linked to stereotypes; i.e. 

for a good many years AIDS was associated with ñhomosexualsò and IDUs. Finally, there 

is a separating of "us" from "them". It occurs because social labels connote a separation of 
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"us" from "them" (Morone 1997). The linking of labels to undesirable attributes become 

the rationale for believing that negatively labeled persons are fundamentally different 

from those who do not share the label. At the same time, when labeled persons are 

believed to be distinctly different, stereotyping can be smoothly accomplished because 

there is little harm in attributing all manner of bad characteristics to "them." Ultimately, 

the stigmatised person is thought to be so different and distant from "us" that he deserves 

not to be really human. In other words, this legitimises dehumanisation of the individual. 

This belief again, especially when shared globally, socially mandates the horrific 

treatment of "them". 

The fears associated with HIV/AIDS facilitate construction of symbolic categories that 

operate at micro subjective level of the óstigmatiserô, and they, in turn, construct social 

differentiation with respect to the stigmatised, sero-positive population. As an outcome, 

the stigmatised in turn experience alienation from their social circle. 

Incorporating the Four Dimensions ï Macro, Micro, Subjective 

and Objective 

Historically religion has assigned stigmata to sexuality and endorsed the same by its 

teachings (macro-subjective).  As a result of doctrine and teachings, dogmas exist either 

excluding any consideration or possibility discussion (macro-objective). Such a position 

force the believers belonging to the particular religion to perceive the deviance as a 

difference, as an exception to teaching (macro-subjective) which is branded despicable and 
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consequently leads to their exclusion from their group.  This is in effect, acting out 

discrimination (micro-objective). Any alteration at the micro-subjective level, perhaps, at the 

instance of a religious reformer and subsequent endorsement by the leadership may change 

the response of the followers at the micro-level. This may gather momentum resulting in 

attitudinal changes at the macro-subjective level, subsequently changing the response at the 

macro-objective level. Such an intervention is very important especially to counter the pre-

existing stigma which has been partially due to ignorance and also due to the reality of  HIV 

being a terminal illness as classified and endorsed by medical science. 

Similarly, a total reversal of the perceptions or redefinition of the teaching to accommodate 

the paradigm shift in the face of contesting evidence and temporal changes, at the level of 

leadership (macro-subjective) may cause positive changes in their responses to individuals 

(macro-objective). This may trickle down to the micro level affecting the thinking of the 

followers and subsequently their responses.  

Considering this dynamics, religions as FBOs may be able to design suitable interventions to 

dismantle stigma and stop discrimination. Attempts should be aimed at mainstreaming the 

bourgeoning HIV/AIDS population among the regular population. One needs to understand 

the circumstances ïgender, caste, class, are offshoots largely the very creation perhaps of 

religion. These force individuals into high risk behaviours (e.g. ID Users, CSWs).  By 

highlighting the knowledge that it could happen to anyone of us given our lifestyle and 

nature of relationships, the attitudes may be gradually be changed.  
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Conclusion 

A diagnosis of being ñHIV positiveò goes beyond a medical diagnosis. It raises complex 

socio-psychological issues that challenge the very existence of the afflicted. This 

realization of the finiteness of life put religion and spirituality on central stage in order to 

assimilate the changed status. As influential as religions are faith based organizations 

(FBOs). Experiences as well as various studies on the activities of FBOs have found 

substantial, positive changes especially in the tackling of stigma and discrimination. But 

one finds that the integration of FBOs in the combat of stigma leave much desired. As a 

matter of fact, just the way religion as a (macro-)FBO perpertuates stigma, it also holds 

the key to dismantling the stigma. This perhaps could be attributed to the poor 

comprehension regarding the dynamics of perpetuation of stigma and the absence of a 

theoretical framework. However, a survey of literature shows very little theoretical bases 

to explain the dynamics of the evolution of stigma and discrimination, suggesting the need 

to evolve an alternate paradigm. Analysing HIV/AIDS related S &D through an integrated 

paradigm as proposed by Ritzer help us to understand stigmatisation as a socio-political 

process and to reconsider the responses. This framework offers an óintegrated 

multidimensional introspectionô of the S & D that forms a broader social, cultural, political 

and economic framework, rather than an individual psycho-cognitive process. An empirical 

analysis of different dimensions of the framework is an arduous task. Rather, it should be 

viewed in totality and it should be considered as a cyclic interactional process. The social 
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structures that differentiate the dominant group from the subordinate group at macro level 

provide the necessary basis for micro-level objectification of existing stigmas. The multiple 

interaction of various existing stigmas itself identify with new forms of ñmarginalizedò, 

subordinated group to produce cognitive social differentiation (fear) towards that group in 

their micro-subjective constructions.
.
 This symbolic construction in the minds of the 

individual domain later substantiates and reinforces symbols in the normative, cultural 

realm. Thus, the cultural production of symbols with respect to the marginalised groups in the 

macro-subjective realm is legitimised by the use of hegemonic forces in the macro objective 

realm. The power dynamics of these forces objectify the subjective constructions through 

structural violence. The dominant sero-positive populations objectify the differences and 

integrate it into the social structure to determine the future course of social interaction. The 

legitimacy accorded to this social construction then become part of the individual objectivity 

and human behaviour. This is not a one-way process, but interacts simultaneously at 

various levels. The micro-objectification needs macro validations or micro subjectivity or 

normative back up and vice versa. Thus, this is a complex interaction matrix that helps to 

explore the social-process of inequality perpetuation with respect to PLWHA. 

References 

1. Aggleton, P. and I. Warwick. 1999. Household and Community Responses to 

HIVand AIDS in Developing Countries: Findings from Multi-site Studies: 



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 29 

Geneva, UNAIDS. 

2. Bharat, S. with P.J. Aggleton and P. Tyrer. 2001.  India: HIV and AIDS-related 

Discrimination, Stigmatisation and Denial. UNAIDS Best Practice Collection.  

3. Bourdieu, P. 1977. Outline of a Theory of Practice. Cambridge: Cambridge 

University Press.  

4. Bourdieu, 1984. Distinction: A Social Critique of the Judgement of Taste. 

Cambridge: Cambridge University Press.  

5. Castro A. 2005. Understanding and Addressing AIDS-Related Stigma: From 

Anthropological Theory to Clinical Practice in Haiti. American Journal of Public 

Health. Vol. 95, No. 1, pp. 53-59.  

6. Cichocki, M.R.N. 2008. The Role of Religion and Spirituality in HIV: How Faith and 

Beliefs Intersect with HIV. http://aids.about.com/mbiopage.htm 

7. Druss B.G, Bradford DW, Rosenheck RA, Radford MJ, Krumholz HM. 2000. 

Mental disorders and the use of cardiovascular procedures after myocardial 

infarction, Journal of American Medical Association 283: 506-11.  

8. Farill, E., M. Romero, G. Ornelas, and M. Urbina. 1992.ñSex education for priests.ò 

Abstract PoD 5292 at the VIIIth International AIDS Conference, Amsterdam, 19ï24 

July. 



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 30 

9. Foucault. M, 1978. Discipline and Punish. New York: Pantheon.  

10. Foucault, M, 1979. The History of Sexuality, Volume I : An Introduction. New 

York: Random House.  

11. Garner, R. 1999. ñReligion in the AIDS crisis: Irrelevance, adversary or ally?ò AIDS 

Analysis Africa 10(2):4ï6. 

12. Green,  E.C. 2003. Faith-Based Organizations:Contributions to HIV Prevention. The 

Synergy Project (USAID), Harvard Center for Population and Development Studies. 

13. Goffman E. Asylums: Essays on the Social Situation of Mental Patients and 

Other Inmates. Garden City, NY: Anchor Books; 1961.  

14. Goffman E. Stigma: Notes on the Management of Spoiled Identity. Garden City, 

NY: Anchor Books; 1963.  

15. Ikpe, E.B.  Human Sexuality in Nigeria: A Historical Perspective 

16. Mann, J. 1987. Statement at an informal briefing on AIDS to the 42
nd

 Session of 

the United Nations General Assembly, 20 October, New York.  

17. Marshall, G. 1998. Oxford Dictionary of Sociology. Oxford and New York: 

Oxford University Press.  

18. Morone J.A. 1997. Enemies of the people: the moral dimension to public health. 

J Health Polit., Policy Law 22: 993-1020.  



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 31 

19. Parker R, Aggleton P. 2003 HIV and AIDS-related stigma and discrimination: a 

conceptual frame work and implications for action. Social Science Medicine; 57: 

13-24.  

20. Parker R, Aggleton P. 2002. HIV/AIDS-related Stigma and Discrimination: A 

Conceptual Framework and an Agenda for Action. The Population Council Inc.  

21. Parker R.G., D. Easton, and C. Klein. 2000. ñStructural barriers and facilitators 

in HIV prevention: a review of international researchò, AIDS 14 (Suppl. 1): S22-

S32.  

22. Pisani, E. 1999. Acting early to prevent AIDS: The case of Senegal. Geneva: Joint 

United Nations Programme for HIV/AIDS (UNAIDS/99.34E, Best Practice 

Collection). 

23. Stafford M.C., R.R. Scott. 1986. Stigma deviance and social control: some 

conceptual issues. In The Dilemma of Difference, ed. SC Ainlay, G Becker, LM 

Coleman. New York: Plenum.  

24. Steinitz, L.Y. Ten Reasons to Focus on the Role of Faith-based Institutions in 

Combating HIV/AIDS, Options Consulting ï Windhoek Namibia  

25. Tan, L.M. 2000. ñReligion and HIV/AIDSò. AIDS Action. Vol. 47, April -June. 

 



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 32 

Reports: 

1. MAP International. 1997. Religious-based initiatives. Arlington, Va.: Family Health 

International/AIDSCAP. 

2. Report 2007: Appreciating assets: mapping, understanding, translating and engaging 

religious health assets in Zambia and Lesotho. 

http://www.arhap.uct.ac.za/research_who.php 

3. 1
st
 International Conference on AIDS and Religion, Dakar, Senegal (1997) sponsored 

by UNAIDS, Geneva.    http://www.unaids.org       

4. Report of the first cross-regional consultation of programme facilitation teams (India 

and Asia/Pacific) (February 2000).   The Salvation Army International Headquarters, 

London, UK. 

5. X
th
  International Conference on AIDS and STDs in Africa, 12 ï 16 September 1999, 

Lusaka, Zambia,  African Regional Forum of Religious Health Organizations in 

Reproductive Health ï an initiative to promote opportunities for increased advocacy 

and experience sharing among religious health organizations in Africa, prepared by 

International Family Health, Parchment House, 13 Northburgh Street, London EC1V 

OJP. 

6. NGO Health Networks Workshop on shared confidentiality, February 2000.    

Networks for Health, 1620 1 Street NW, Suite 900, Washington DC 20006, USA.   

(*Dr Sonny Jose, Loyola College, Trivendrum) 



 

 

                                                   Volume 1, Issue 2, December 2008. 

 

e-Journal - A publication of NAPSWI 33 

 

 

óABCô Approach to HIV/AIDS Prevention ï 

Emerging Paradigm among FBOs 

 

*Dr. Matthew Coutinho 

 

HIV  (human immuno-deficiency virus) is the virus which causes the fatal disease of the 

immune system i.e. AIDS (acquired immuno-deficiency syndrome). There are at least 28 

million people worldwide have died from AIDS ï their bodiesô defence systems ravaged by 

the HIV virus reached to the point where everyday infections became life-threatening. There 

remains no vaccine against HIV and no cure for AIDS since HIV was first recognized, 

although a new generation of drugs has dramatically extended the life expectancy of those 

who contract HIV. Given the alarming rate at which HIV/AIDS is spreading in the world 

with no sign of any let up, and in the absence of any known cure the best means to attack this 

deadly virus is to prevent the infection. One of the best means of prevention is definitely 

awareness and education. If we consider that the weakest people of society are among the 

most affected, we need to find out interventions that are not only effective but also respectful 

of all persons and of moral values. The ABC approach to HIV/AIDS prevention is such kind 

of intervention. 
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What is the óABCô Approach?  

One of the strategies talked about in the prevention of the sexual transmission of HIV/AIDS 

is the óABCô approach. ñABCò is an acronym for óAbstinence/delay of sexual debut, Being 

faithful/partner reduction, and Condom useô. 

The target of this approach is threefold:
1
 

1. In the first place it promotes increased sexual abstinence. This implies (a) fewer 

people who have ever had sex, measured as an increase in the age at initiation of sexual 

activity among young people and a decrease in the proportions of women and men who 

have ever had sexual intercourse; and, (b) fewer sexually experienced people who continue 

to have sexual intercourse, measured as an increase in the proportions of youth and adults 

who have ever had intercourse but who are not sexually active. 

2. An increase in the proportion of people in monogamous relationships (also 

referred to as ózero grazingô), measured as (a) a reduction in the proportions of unmarried, 

sexually active men and women who had multiple sexual partners; and, (b) a reduction in 

extramarital sexual relationships among married men and women. 

3. An increase in condom use among sexually active men and women. 

This approach seeks to promote the integration of diverse facets of the prevention spectrum. 

It brings together areas that are popular to many NGOs such as promoting the use of 

                                                                 

1
 Susheela SINGH , Jacqueline DARROCH  and Akinrinola BANKOLE , A, B and C in Uganda: The Roles 

of Abstinence, Monogamy and Condom Use in HIV Decline, New York: Alan Guttmacher Institute, 2003, 10. 
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condoms, along with issues that are acceptable to many FBOs
2
 (faith based organizations) 

such as abstinence and delay of sexual debut, and fidelity within marriage. 

Behavior change communication has two targets ï primary behavior change i.e. risks 

avoidance and secondary behavior change i.e. risks reduction. In the case of HIV prevention, 

primary behavior change which refers to ñharm or risk avoidanceò indicates fidelity to a 

single partner, sexual abstinence, and young people ñdelayingò the age at which they begin 

to have sexual intercourse. It is useful to distinguish these behavioral changes from condom 

use or NEPs (needle exchange programs)
3
 both of which are ñharm or risk reductionò 

approaches.
4
 

In many countries ï India is one such example ï the first generation of prevention messages 

focused on ñsafetyò, secondary behavior change (using condoms) and risk reduction. There 

is a realization today among public health authorities of a more nuanced approach which 

positions behaviors, images and associations in a diverse light. The focus here needs to be 

primary behavior change. The second generation messages are directed to changing 

behaviors that lead to greater risk and at increasing risk perception along with promoting the 

óchoiceô idiom and a greater sense of responsibility to the recipients. 

                                                                 

2
 ñFBOs, as defined by USAID, are groups of individuals who have come together voluntarily around a 

stated spiritual or belief system that informs and guides their work together. FBOs range from small, grassroots 

organizations with simple structure and limited personnel to large, global institutions with highly sophisticated 

bureaucracies, wide networks, substantial financial resources, and significant human resources.ò [Edward 

GREEN, Faith-Based Organizations: Contributions to HIV Prevention, USAID Report, September 2003, 

Washington, D.C.: USAID/The Synergy Project, 2003, 3]. 
3
 NEPs provide injection drug users with clean needles and syringes and other material required for the 

safe injection of drugs in exchange for used equipment. 
4
 Edward GREEN, «Moving Toward Evidence-Based AIDS Prevention» in Evidence that Demands 

Action: Comparing Risk Avoidance and Risk Reduction Strategies for HIV Prevention, Patricia THICKSTUN and 

Kate HENDRICKS (eds.), Austin: The Medical Institute, 2004, 10. 
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On 17 September 2002, USAID (U.S. Agency for International Development) hosted a 

technical meeting in Washington, D.C. to consider behavior change approaches to 

HIV/AIDS prevention, referred to as the ñABCsò of primary prevention. More than 130 

HIV/AIDS and reproductive health experts shared research findings and lessons learned ï 

the representatives were from UNAIDS, WHO and others.
5
 The principal objective was to 

evaluate the works by looking squarely at the empirical evidence and with a better 

understanding of successful interventions, to plan effective future programs to fight the 

scourge of AIDS. Researchers continue to study the outcome of this method based on the 

empirical evidence that is available.  

In the various settings in which this approach is being adopted, emphasis on the different 

components vary according to such factors as age-group, gender, marital status and the 

cultural traditions of the target population. Its success depends on both flexibility and also 

comprehensiveness. The afore-mentioned USAID meeting held in September 2002,
6
 

considered the success story of Uganda in controlling the spread of HIV, where proponents 

of the óABCô approach cite as proof that multi-faceted prevention works.
7
 We shall now look 

at the evidence of the success in Uganda and other countries to explore the possible 

implications for HIV/AIDS prevention.  

 

                                                                 

5
 USAID, The ñABCsò of HIV prevention: Report of a USAID technical meeting on behavior change 

approaches to primary prevention of HIV/AIDS, Washington, D.C.: Population, Health and Nutrition 

Information Project, 2003.  
6
 See USAID, The ñABCsò of HIV prevention. 

7
 See Susheela SINGH , Jacqueline DARROCH  and Akinrinola BANKOLE , A, B and C in Uganda. 
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Examples of the Success of the óABCô Approach  

SUCCESS IN UGANDA 

Uganda was one of the first countries in sub-Saharan Africa to experience the spread of HIV. 

The first AIDS cases were identified in 1982 and from then the number of those infected by 

HIV increased rapidly in the country. By 1990, HIV prevalence rates in women receiving 

antenatal services had climbed to 30% in urban areas and to 3% in rural areas. The spread of 

the epidemic began to wane in the early 1990s almost after a decade.
8
 

Uganda since then has had the most dramatic decline in HIV infection rates. There is 

evidence of a consistent decline in HIV prevalence in antenatal women. This was 

corroborated by a population-based cohort study among adults in rural Uganda, which found 

that declines in HIV prevalence occurred among young men and women. A recent analysis 

that includes data through 1999 shows a significant reduction in HIV incidence in the study 

population with a decline from 8.0/1000 person years in 1990 to 5.2/1000 person years in 

1999.
9
 

 The principal reason for this decrease seems to be a number of behavioral changes 

that have been identified in several surveys and qualitative studies.
10

 Fewer Ugandans 

initiated sex at young ages in the 1990s than a decade earlier. During the first half of the 

                                                                 

8
 Anne BUVÉ, Kizito BISHIKWABO -NSARHAZA  et al., «The spread and effect of HIV-1 infection in 

sub-Saharan Africa» in Lancet 359/9322 (8 June 2002): 2011ï2017; and, Sam OKWARE , Alex OPIO et al., 

«Fighting HIV/AIDS: is success possible?» in Bulletin of the World Health Organization 79/12 (2001): 1114. 
9
 S. MBULAITEYE , C. M AHE , et al., «Declining HIV-1 incidence and associated prevalence over 10 

years in a rural population in south-west Uganda: a cohort study» in Lancet 360/9326 (6 July 2002): 41-46.  
10

 See Godwil ASIIMWE -OKIROR , Alex OPIO et al., «Change in sexual behaviour and decline in HIV 

infection among young pregnant women in urban Uganda» in AIDS 11/14 (15 November 1997): 1757-1763. 
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1990s, surveys indicated a decline in non-regular partnerships for men and women. There 

was also a noticeable reduction in high-risk sexual partners. Some data is also available on 

condom use. Usage increased from 15.4% in 1989 to 55.29% in 1995 for men, and from 5.8 

to 38.7% for women. Therefore, evidence indicates that changes took place in all three 

factors ï abstinence, monogamy and condom use, thus contributing to the reduction and 

sustenance of HIV infection at lower levels in Uganda, most noticeably among women.
 11

 

 More than one single factor, it has been a host of interventions made by diverse 

groups that seems to have contributed to the decline. The government worked hand in hand 

with diverse NGOs to address the issues, to coordinate programs and to encourage behavior 

change. The government of President Yoweri Museveni, exhibited exemplary political 

leadership in drawing diverse players to make their contribution. FBOs spoke openly and 

addressed stigma and discrimination while also strongly proposing risk-avoidance programs 

based on religious beliefs.
12

 Many of the interventions were locally led, communityïbased, 

culturally acceptable and ñhome grownò responses using local expertise and with minimal 

influence from foreign strategies. Cultural changes were initiated that worked to decrease 

gender inequity played a major role. Employment opportunities increased for women, 

womenôs participation in political life and in higher education increased and legislative 

changes gave women greater protection from gender violence and sexual coercion. There 

was a significant use of interpersonal communication channels in place of mass media, in 

                                                                 

11
 These conclusions are drawn by Susheela SINGH , Jacqueline DARROCH  and Akinrinola BANKOLE , 

A, B and C in Uganda, 20-21. 
12

 Justin PARKHURST , «The Ugandan success story? Evidence and claims of HIV-1 prevention» in 

Lancet 360/9326 (6 July 2002): 79. 
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order to provide HIV education. Uganda also witnessed a time of peace and increased 

political stability after 15 years of war. Let us examine more closely the role of FBOs in the 

Ugandan strategy. 

The Role of FBOs 

 

A characteristic feature of African society is the enormous influence wielded by mainstream 

FBOs. To tap this potential from the initiation of the campaign there was mobilization of 

Ugandan religious leaders and organizations, who actively participated in AIDS education 

and prevention activities. FBOsô health facilities also were among the first to develop AIDS 

care and support programs in Uganda. With FBOs serving society via an extensive network 

of hospitals and other treatment facilities, their efforts contributed significantly to reducing 

the impact of the pandemic. Focusing on the abstinence and fidelity arms of ñABCò, the 

religious groups were involved in BCC (behavior change communication). Muslim, 

Protestant and Catholic organizations had representatives on the Ugandan AIDS 

Commission and contributed to prevention, education and care for infected persons.
13

 

Has involvement of FBOs impacted on behavior in Uganda? There is some evidence from 

impact studies, such as a UNAIDS study of the Islamic Medical Association of Uganda 

(IMAU) which shows that when religious leaders are involved in AIDS prevention activities, 
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