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EDITORIAL

Civil Society, which is between th
state, the market and the ording
households, normally includ
registered charities, NGOs, faﬁ
based organizations (FBO
professional associations, tr
unions, business associati:/‘
social movements, etc. FBOs bei
members of civil society ar
historically dedicated to respond
emergencies and alleviate hum
sufferings. From the 1960s, tf
roles of FBOs particularly in soci
welfare sector have becemvery
prominent. One of the vital areas

e

pf

concern of FBOs throughout tlie
globe is addressing the problem jof

HIV/AIDS, which is a devastatin

pandemic and a great threat |to

human welbeing as well as publi

health. FBOs are profuse
involved in the figlh agains
HIV/AIDS, stigma and

discrimination associated with
and its prevention and contrdlhe
present issue of the NAPSW4

the role of FBOs in HIV/AIDS car
and the emerging paradigms un
which FBOs address thiproblem,

journal is an attempt to understTFd

The 8" Annual National Semindf

on Social Work and HIV/AIDS
held at Bangalore on August-23,
2008 focused on the aspect of

involvement of FBOs i
HIV/AIDS. In this volume wehave
the privilege to presentthree
significantpapers and a bifieeport
of theBangalore 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 througheutvorld since it
incepton in 1981. Everywhere, people living with HIV/AIDS (PLHA) atecated a
Apervertedo, Apromi scuous o, &centistsfidendtifeed th
AIDS virus, social responses of fear, stigma and discriminatioe $s@eadapidly, fueling
anxiety and prejudice against WIHA or any group suspected to be affected with HIV/AI
(Bharat et al 2001). With the world focusing on a vaccine for HIV/AIDS and other r¢
biomedicalquestions, thesocial implications of this epidemic have takarback seatin
1987, Jonathan Mann, former Director, WHO Global Programme on Ate8tified three
phases of the HIV/AIDSpidemic:the epidemic of HIV, the epidemic of AID&nd the
epidemic of stigma, discrimination, and denial. He noted that the phivda s e centsal
to thegl o b al Al DS <chall enge, as the dise/{
efforts to tackle HIV/AIDS since then, stigma and discrimination (S&D) remain amor
most poorly understood aspects of the epidemic. Thisyuderstanding is in part due to {
complexity and diversity of S&D; the o
thinking within the field and the inadequacy of available theoretical and methodol

t ool sb6 ( URakdr ®Aggl€002003).
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Stigma undoubtedly poses several challenges, and the mechanisms by which it still
a grave challenge to the AIDS pandemic, need to be explored. Stigma and discrimina
part of complex systems of beliefs about illness and diseaseatmae o f t e n
soci al i neqgual iHowewrs these cOnaeptuatization? eeldtéd)ta HIV/A
are almost delinked frorfarger social processes that are both historically rooted as W
linked to persons and processes rendering thewicee Such desocialised and dispara
approaches have hindered @mvancement of a theoretically sound understanding of A

related stigma and have sloweffiective actions to counter stigma.

Looking at it from the individual level, receiving a diagis of HIV is a very difficult time
The emotional aspects of HIV are as difficult as the physical aspects. While the g
problems can be treated with medicine, the emotional element has no easy s
Encountering such a reality, anyone may wemd: AHow and why di
How wi | | Il go on?0 In search for answe
mental health professional. Sadly, some also turn to drugs or alcohol. Fortunately, fol
many, support mainlyanes from spirituality and religion. Religion usually is a collectio
individuals who worship together and subscribe to the teachings particular to that r
Religions usually encourage charity and promote social services at various ilg
individual, the community or even organised religion (organization). Individual resour(
pooled together and channelised for such services through faith based organizations

USAI D defined FBOs, as Agroups of rilyanmdnd
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a stated spiritual or belief system t hlat

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

from small, grassroots organizations with simple structur@ limited personnel to larde,

global institutions with highly sophisticated bureaucracies, wide networks, subgtantia

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

have immense potential in terms of matergireell as manpower.

Religions for reasons of its reach and sheer numbers of followers, may be considefed a
macrolevel faith based organization (madr80s), as it involves large collectives |of
individuals, who come together by choice, around a stgpéitual or belief system thit
informs and guides their work together. Each religion has its own social gervice
organizations, through which various such services are provided to the afflicted. These soci
service organisations may be considered as réuel FBOs, hence forth referred to|as
micro-FBOs. Religion wield a strong influence on its followers to the extent that it provjdes a
mandate for action. HIV/AIDS being a disease of prejudice, demands affirmative acfion by
organized religion and faith bad 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, gs a fa
based organization (FBO) in abetting stigma and aisoation (S & D) in the context (f
PLWHA. The paper also attempts to explore the innate potential of religion as afFB42|o

as well as other social service organizations (mKBOS) in reversing stigma afpd

e-Journal- A publication of NAPSWI 4
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discrimination (S & D). Finally, the paper ints to propose an alternate paradign

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

would help inchallenging the same by social action and social reform under the init

of various faith based organizationB@s).

HIV, Religion and Spirituality

in

andin

ative

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

Ironically, even though newly diagnosed people report being more religious,
alienated is not uncommon, either. According ®iehocki (2008), people with HIV avoide
church services because of strong prejudices against homosexual men and women, ¢

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

Enosis
eling
d

Ispeci

expre

their beliefs and spirituait Ultimately, if that does not work, people turn to spirituality gn a

personal level, in the form of private prayer or meditation or even organized secular f¢rms c

worship.

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

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

cooperation between public health institutions and local systems especially organise

religion. However, this warrants an in depth understanding of the kelagibns. De Gruch
(2006) observes that though often hidden from Western view, religion in Africa

overwhelmingly significant in the search for wellbeing, so deeply woven in the rhyth
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everyday life, and entwined in local values, attitudes, petsgps and decisiemaking

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

understand people's lives. Religion provides the necessary ethical guidelines for liv|

interpreting natural events incuchg di sasters and misf orf

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

How Does Religion (MacreFBO) Help?

Very early on in the epidemic, it became clear that HIV was much more than a p
ailment; it affets the entire person, physical and emotional. And for many, the way t{
an emotional issue is also through religion and spirituality. Cichocki (2008) thoughi
provides the individual an opportunity to examine their past life, interpret whatitideyand
apply it to their new life with HIV. An HIV diagnosis is often the stimulus to get in t(
with the spiritual part of their life. HIV may push people to make positive changes i
e.g., an IV druguser who contracts HIV, may devote his lifehelping people kick the
drug habit. Consciously or unconsciously, people use the iliness as a way to better un
their spirituality and themselves. Spirituality helps the person let go of those things, (¢

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

lity to

ng, fc

nysica
) treat

, HIV

uch

n life;

=

Herste

nce a

The

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

to which spirituality and religion often hold the answers that eventually heal and calm.
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Further, given the shared system of values, beliefs and rituals, religion offers the pogs

sibility

of working on shared confidentialigs against public disclosure that can be extrelnely

discriminatory and condescending. Shared confidentiality is shared knowlaxgd

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

e

which

there is a sense of mutual accountabili§nowledge that is shared in this context is nt a

secret. The content and meanings are known within the group, gwaungh there is ng

—

necessarily open conversation about the content and meanings. Such a possibility flas gr

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

PLWHA a dignified life.

This opens up the possibilityf ocounselling a community on the basis of shg
confidentiality, without HIV positive members of the group having to verbally disclose
status. This has been found to be an effective environment for stigma reducti
normalisation. Thus, personritered nature of the confidentiality experienced in a home

shift to issue centered confidentiality in a community discussion which helps

viding

red
their

N an
can

share

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

Workshop on shared confidéaity, 2000).

Role and Relevance of MicreFBOs

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

Organization (WHO) highlighted the efforts needed to encourage greater collab
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between public health agencies andhfised organizations (FBOS), if progress is tq
made towards the goal of universal access towards HIV prevention, treatment, c
support by 2010. AFaith based organi zg
De Cock, Director of WHO'®epartment of HIV/AIDS. "Since they provide a substar
portion of care in developing countries, often reaching vulnerable populations living
adverse conditions, FBOs must be recognized as essential contributors towards L

access effortso.

Steinitz argues that (mic®BOs have a strong potential in combating HIV/AIL
According to her, @irituality is very important in most developing countri€ayer ang
religious affiliation being publicly acknowledged and openly practiced, even-gdlsd

secular settings such as conferences or other mass gatheringsbaBaih institution

be

are ar

ti

tial

undel

nivers

~

U7

provide a good entry point for issues that contain aalifédeath consequence. Religion has

the farthest reach; e.g. in India it is Hinduism; in Asia Islam ésdimgle largest religio
prevalent encompassing Pakistan, Bangladesh, Indonesia, Malaysia (Tan, 2000); s
Christianity has a reach of D% in various countries in Africa (Green, 200Baith-baseq
organizations provide seledtHIV -related leadeship, education and outreach programs,
are sustainable and ideally suited for sustainable-termy community outreach, educatig
and supportChurches possess a reservoir of volunteers, local leadership, existing
and youth activities essealt for the sustainable community intervention. Together,
volunteer to providbomeb ased care and counselling

sick and needyThe FBOs provide synergistic partnership with the government in A
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while religiors emphasize the A and B prevention messages of the ABC slagastirience

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

government and other NGOs for Cqndom distribution).

Conceptualizing Stigma: Its Genesis and Hetogeneous Counters

The first reference to the association between stigma and health in the soeralg
literature date back to the 1880s (Goffman 1961). Erving Goffman, developedhed
become the benchmark social theory of the association betwagnastnd diseas
Goffman defined stigma as societal labeling of an individual or group as different or ¢
because of a " di scr e dd963)iAlthgughaGoffnran dmphasize

theimportance of analysing stigma in terms of relationsingtser than individual traits (

at

\d

evian
d (

r

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

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

One of the curious features of literature concegratigma is the variability that exisits the

definition of the concept (Stafford & Scot986 Link 2001). In many circumstancefs

Py

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

definition (@itaeomarnk qfuodiesdsrof f man' s d¢

on stigma elaborated definitions and provided alternative to Goffiman's definitioariéd
considerabl vy, such as O0a character i wutni

(Stafford & Scottl 9 8 @ jnark odattribute that links a person to undesirable charactenis

e-Journal- A publication of NAPSWI 9
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stereotypeslgB4d)paondegmnaeant caprocess that S
and tied into existing social mechanism of 'exclusion and domigah 6 ( Li nl a
2001);6a soci al process that invol ves i de¢nt
people tocreate andegitimises o c i a | hierarchies and in¢qu
60 a r e studtutal vimlénce perpetrated blye larger social forces that are rooted |in
historicalandke conomi ¢ processes that sculpt tjhe
etc. Within thesocietal context the last three definitions hold importance.

Link and Pehlan (2001) further expanded thee x u s bet ween af f
stereotypeo i dentified by Goffman with a

6é stigma (i s sai d tiaerrelsexdcorspbrentswchngenge.tfnh e

the first component, people distinguish arabél human differences. In the secgnd,

dominantcultural beliefs link labeled persons to undesirable characteristios

negativestereotypeln the third, labeleghersonsare placed in distinct categories|so

as toaccomplish some degree of separationfioi s 6 f r om A todrth,,n. 0

labeled persons experience statdgss and discrimination that lead to unedual

out comes®o6.

The immediateconsequencef successful negative labeling and stereotyping gerera
downward positioning of a person in a stathgerarchy leading to individug

di scrimination. The standard model-makes-

e-Journal- A publication of NAPSWI 1C
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personA-discriminateagainstperson B 6 i s i nadequate for elxpl
of stigma processes. It necessitates a stracunderstanding of how stigma has affecdtes
structure around the person, leading the person to be exposed to a host of yntowe
circumstances. Finally, they argued that, stigmatisation is entirely contingent on agcess 1
social, economic, and politia | power that allows timesjsode
the construction of stereotypes, the separation of labeled persons into distinct categoljies, a
the full execution of disapproval, rejection, exclusion, and discrimination. This powerstimen

is emphatically explained by Parker & Aggleton (2003). They conceived stigmatisatign as
processthat involves identifying differences between groups of people, and using such
differencesto determine where groups fit into structures of power; tlesesubsequently
used to produce and reprodusecial inequality. They relied heavily on the theory] of

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

o

paradigm developed by Link to understahd social matrix of HIV/ADS related S&D. H

wrote:

OWe propose structura Iframevi/omforeundnelsstandij a

AIDS related stigma. Evergociety isshapedoy largescale social forces that togetlier
define structural violence. These forces include racism, sexissttiqal violence,
poverty, and other social inequalities that are roaedistorical and economic

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

predisposes the human body to pathogenic vulnerability by shapingfriakection

e-Journal- A publication of NAPSWI 1
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and also rate of disease progresgioastro 2005)'

Parker & Aggleton, further proposed interventions that have deeper social, politicigl, anc

economic root s, because @Asti gma sacial adog
seeking to leggimise their own dominant status within existing structuressotial
inequality. o Yet, these authors | imit
Afdeeply held aofi tpodves fahd gheluipsfos and
groupst o make their cogniti on simperateetoddeveioprs

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 Chrisiity and Islam. It is interesting to see h
these religions have unconsiously contributed to discrimination of the HIV infected
observes that at the fundamental level, Christians and Muslims in Nigeria have simila
on the why HIV continues tepread: both groups see promiscuous behavior as the roof
of the HIV crisis. Promiscuity is frowned upon heavily because of religious teaching
because of underlying cultural traditions within Nigerian society. Even before Chris
and Islam were introduced, Nigerian cultural tradition emphasized the importan
discretion and believed that sex should be reserved for marriage. Leaders in b
Christian and Muslim communities discourage their followers fromnpmatal and extrg

marital s&, and teach that procreation is the main reason for sex. When Christianity d

e-Journal- A publication of NAPSWI 12
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believe people should engage in sexual behavior before marriage, a social stigm

harshest punishment a person would receive from society if their-regtital sexis

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

for extramarital sex would come from God rather than from the community. Islam ¢

other hand dealt strongly on issues such as-exarital sex; anyone ctdibe punished fg

their decisions about sex through the systeshatfi‘alaw.

Most religions are ambivalent towards sexuality (Tan, 2000). During the early years|
pandemic, religious taboos on sexual education harassed AIDS prevention througimg
America. Farill et al (1992) observed how the confrontation between the condo
abstinence (or fidelity) has snapped closed any possibility for negotiating joint strate
has polarized political stances that clash public opinion and couatératificial efforts for

AIDS prevention.

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

i n many countries has been Aopposition

authorities. The tendendyr religious leaders to prescribe abstinence and mutual mon]Famy

in the face of overwhelming evidence that these behaviors are not always the norm,
seen in almost every corner of the world. The fear of offending powerful reli
constituencieshas created gridlock in some national governments, and for good |

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

B is t

hmen
n the

r

of the
ut La
n an

gies. |

itivitie

0,

as be
gious
pason

D reac

homosexuals and sex workers, the targets may themselves be socially inacgessib
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Internalising vih a t religions have said about

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

Such generalizations about religious institutions not only impede efforts to prevent H

t F

\V anc

sexually transmitte infections, but they often ignore that many FBOs have been wqrking

patiently, compassionately, and effectively for years in AIDS mitigation and preve
Thus, for a good time HIV prevention programs believed that religious leader

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

Micro -FBOs in Combating HIV Related S & D

ntion.

5 anc

Against the above mentioned negatives, there are numerous studies documernting t

potential role of FBOs in the fight against HIV/AIDS. The MAPh t e r n Reéligious
Based Initiativegefers specifically to the role of Christian churches in Latin Americ

reports:

Religiousbased initiatives are pivotal to the success of prevention and care efforts i

al ¢

A. It

n Latir

Ameri ca as wel IChuhscangble sidwad as the largebt,emost stabl¢ and

most extensively dispersed nrgovernmental organization in any country. Churches
respected within communities and most have existing resources, structures and

upon which to build. They posss the human, physical, technical and financial reso

are
systel

urces

necessary to support and implement small and dscg&e initiatives. They can undertgke

these actions in a very cesffective manner, due to their ability to leverage volunteer

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

and

reach rural or isolated areas because of their organizational networks. FBOs tend t¢p have

better understanding of local social and cultgpaterns, and larger ones may have str

ng,

expansive infrastructures. FBOs stress and support faith, idealism, and compassiofj, whi

are powerful and sustaining motivators for employees and volunteers who work wi
and dying individuals under extrety difficult conditions. Considering the reach a

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

h sicl
nd

I, anc

moral issues surrounding AIDS and human rights (Lazzarini 1998), and in the debgte ove

the introduction of edlcation about sex, reproductive health, AIDS, and sexually transy
infections in schools (Green, 2003). In many developing countries, the FBOs prg
substantial proportion of primary and secondary education owing to its reach t

diocesan or aovent schools.

FBOs can influence behavioral change to promote AIDS prevention through a var

nitted
vide

rrougt

ety o

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

congregations) to the more active (e.g., capitalising on the prestigmoral authority of th

religion to advocate behavior such as fidelity or abstinence).-texng, qualitative researq

e

h

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

membership in any religious group and sexual bemafdund that Pentecostals had

he

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

mainstream Christian churches, i.e., Protestant, Anglican, and Roman Catholic. Sugh is tt

power of a community. Garner (1999)tes:

e-Journal- A publication of NAPSWI 15
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Indoctrination against all types of extrand premarital sex is persistent, and
fortified with eschatological incentives and disincentives. Religious experier
subjectively intense; one witnesses high levels of participation in livelyessipe
worship; high degree of socialization, meeting almost daily for prayer, Bible §
music practice or social events; supervised interaction between men and
monitored by senior members. Finally, there is the real risk of exclusion
participation, or even membership) where a breach of the sexual code is susp

proved (Garner 1999).

Just as open and frank discussion about AIDS by the highest government authoritie
to reduce stigma in Senegal and Uganda, faétbed leaders havsimilar authority an
influence. We can capitalize on the mandate that religious leaders can provide in ¢
attacking and dismantling stigma and getting followers to change their perception re
HIV/AIDS. All this suggest the possibility of cdglizing on the reach of FBOs and fa
based leadership in the fight against HIV/AIDS. What remains is the need to evq
understanding on the dynamics of how stigma is propagated. Such an understanding

us an understanding on how to dismahtlg/AIDS related stigma.
Towards an Integrated Paradigm

George Riter attempted to construct an integrated sociological paradigmupaht two

distinctions: between the micrcand macre levels, and between the objective &
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subjective. This produces fodimensions: macrobjective, largescale material phenome

like social structures; mactsubjective, largescale ideational or nematerial phenomena

such as norms; microbjective, smaklscale material phenomena such as pattern
behaviour; and micrsubjective, smalkcale ideational or nonmaterial phenomena sug
psychological states or the cognitive processes involved in "constructing” realigse
are conceptualised not as dichotomies, but rather as continuums. Ritzer argues tk
dimersions cannot be analysed separately, the dimensions being dialectically neltie

no particular dimension necessarily privileged over any other. HIV/AIDS is ng

na

s of

h as

at the
d,

t an

exempted social reality and therefore we should look into the dynamics of HIV/AID&dielat

S&D from these dimensions.

g —) >

5 Structural Violence Power/Hegemon| Symbolic Violence Norms, :
I | g
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Macro-Objective Realm: Structural Violence

The macroobjective refers to the largecale material phenomersaich social structurg
present in the form of social institutions, in this cadegien. Religions, with their owi
distinct, rigid hierarchies, as well as values, belief, dogmas and rituals, distingu
foll ower s ( fius 0Mostfretigioms shurfieernaté formsoé gexaua practicq
Anything beyond monogamy, or prostitu on ar e branded dAady
This interpretation based on the dogmas, are endorsed by religious hegemony allow
space for the different shades o f"Stiuctupal
violence" is explaing as the causing of harm due to the inflexibility and rigidity of
rules of the structure in dealing with difference. Sociological analyses of discrimii
emphasise the structural aspects of discrimination and "concentrate on pattg
dominance ath oppression, viewed as expressions of a struggle for pamgprivilege'
(Marshall1998).Stigmatization, therefore, not only helps in creating differenwmefsit also
plays a key role in transforming difference based on class, gender, etloricgéxality
(aberrations) into social inequality. Stigmatization is also used by dominant gro
legitimize and perpetuate inequalities, and hegemony can also help us understa
socialinequalities are legitimized through the structural violence. Hegensaghieve(
through the use of political, social and cultural forces to promote dominant meanin
valuesthat legitimize unequal social structures (Foucd@78 Williams 1982. So, all

cultural meanings and practices embody interests and are usezhltance socie
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distinctions between individuals, groups, and institutions. Thus, stigmatization

process that involves identifying differences between groups of people and use

differences todetermine where groups fit into structures of powwettin turn produce

reproduce and legitimize social inequality through macro level construction of obj

reality.

HIV/AIDS -related S&D are closely associated to sexstgyma as it is perceived to |

transmitted through sexual contacts. Further, thideanic was initially noticed affecting

populations (e.g. homosexuals, sex workers, ID usen®se sexual practices or identit
were different or deviant from the "norm™ as prescribed by a religion. HIV/AI@&ed

S&D has therefore appropriated andnferced preexisting sexual stigma associated V|

is a

5 thes

active

(S

SN

th

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

"deviance"(Bharat et al 2001\ Women have long since been marginalized in all real

economic, educationatultural, and social.Religions are no exception; its hegemony

excluded women from its higher echelons especially of the clergy or from wolslgg.

interesting to note how cultures all over view sexuality and promiscuity differently k
gender. For any baavior with a semblance of promiscuity, a woman unlike a man is
|l i kely to be perceived a Afallen woma
When it comes to a man such derogatory terms do not necessarily hold; insteag

qualifiestol® a fAstudo in the | east or a nfd{

ns

has

y the

most

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

Some of tle sects in Islam refuse women the right to worship in the public places
impact of HIV/AIDSrelated S&D on women reinforcethese preexisting stigmas

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

Macro-Subjective: Symbolic Violence

Macro-subjective refers to the largeale ideational or nematerial phenomensauch ag

The

norms. The members in the hierarchy are faced with the ethical dilemma of inter
the value system to the changing times and the varyiagles of propriety constan
challenged by the increasing multiculturalism and pluraligmother dimension to thi
conflict is the new evidences presented by ongoing research and experience. For ¢
abstinence and monogamy considered cardinal irurengs fidelity as a value, i

challengedin the face of overwhelming evidence that these behaviors are not alwa

reting

y

5
xamp
5

ys the

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

powerful religious constituencies (Pisab®999).

In a country like India, where heterosexual transmission is significant, the spread
infection has been (indiscriminately) associated with female sexual behaviour, wl
not consistent with gender norms (Bharat et al 1999). There are nusnstadies an
|l iteratures deslcirghbtiongs ttrheee trso | pel aflyr eidn

this, in reality, it is éten the male, who contracts HIV much earlier and dies early with
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diagnosis. Women are left to endure the brunt ofas@mnd religious ostracism and suppgort

the children. Gender inequality determines the extent to which sexism will mark the cqurse c

HIV diseaseln highly sexist settings, the disclosure of HIV infection is more likel
provoke stigma and threat of destic violence than in environments where women ¢
gender equity. This is often perpetuated for the fact that the religious hegemony

of the elite especially men

Micro -Objective Realm: Symbolic Construction

The micro-objective as Ritzer obserek refers to the smalicale material phenome

such as patterns obehaviour at the individual level; this may include directi

to
njoy

CONSi¢

na

es,

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

charity or even discriminatory peaces. This gets reinforced and amplified when a gloup

of individuals with the same system of belief think and work together. In roiojective

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

existing in the soel milieu, predetermined and abetted by a dominant religfol.

prejudice is a preconceived belief about an individmala group that is not subject

change on the basis of new evidence. Prejudice taumsists of inflexible attitude towar(is

others.When prejudices are strongly held, no amount of evidagadékely to change th
belief; rather, the incompatible information itself is denied. One fitwath prejudice takes

stereotyping, generalizing set of characteristics to all members gjraup. Steeotyping
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occurs for example, when a person observes someone of a particular group beha

certain way, and later generalizes these characteristics to all membersgpbtipaCollins

1991). Prejudice operates within a matrix of severastingstigmas and therefore, we fir

need to understand how HIV/AIDS related S & D interadth preexisting S & D

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

Gender: The impact of HIV/AIDSrelated S&D on women reinforceBese preexisting
stigmas (Aggleton and Warwick 1999). In a country like India, where heteros
transmission is significant, the spread of HIV infection has been associated with
sexual behaviour, which is not consistent with gender norms (Bharat et gl I®@gyhly

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

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

Ethnicity: In societies with white hegemony marked by profound racism, |peai
color with AIDS will be more stigmatised than in societies where racism is more att
(Castro 2005). In the same sense, religious hegemony could determine the beha
the individual believers/agency operativesiternately, there was a timaleveloping
world attributed the spread of the disease to the West's "immoral behaviour." (P4
Aggleton 2003). History is replete with examples where certain tribes or persons
from certain | ocalities wer e aasamndc iAdtD
the AThankamani 06 and AKilirooro incid

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

In conclusion, HIV/AIDSrelated S&Dis, therefore, the result of interaction betwgen

diverse preexisting sources of stigma related to gender, sexuality, and ethnicity,

often interact andeinforce one another. These festing stigmasonstructed ircourse
of the evolution ofhuman society, sediment as prejudices that eventuaibnifest as
objective reality It is explicated at micrevel among the individual consciousness
objectiveconstructions or stereotypes. This also affects the approach taken by indi
and even micrg-BOs. As an outcome of HIV/AIDS related S&D, discriminat
behaviours are produced by seregative population (a collective of individuals) towa|
sergpositive population. The mickBBOs too might interact with the target populati
discriminate by deying service based on the guidelines which in turn have

influenced by the value system of the religion. What has to be kept in the backgrg
that each of these mic#©eBOs has its own unique vision and mission deriving its esg

from the organied, established religion.

Micro -Subjective Realm:Pre-Existing Stigmas andFearsof HIV/AIDS

The preexisting stigmas in the microbjective realm construct serious apprehens
about HIV/AIDS at micresubjective domain. Fear for PLWHA primarigems fron three
distinct, although not mutually exclusive sources. First, social stigesast from realistig

and unrealistic fears about the consequences of contra¢tivfjAIDS. Secondly,
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historically, groupamost affected by HIV have been socially ostracisedrgo the HIV
epidemic (as in the case of the plague or small pox epidemic). Social stigmas that
beyond HIV, stem from HIV itself therefore serve as a foundation for A
stigmatisation. Prejudices and fears are related to behaviokosnosexuaty and drug
abuseil long regarded as deviant. Public perceptions of AIDS combine with S
cultural perceptions of these subgroups, most visibly affected by the epidemic. Fina
negativecourse of HIV infectiori the suffering and alienatioh corresponds to culturg
attitudes and fears about death and dyarg] our innate tendency to avoid the termin
ill. In general, we tend to think of individuals with HIV infection aherently different
This serves the protective function of distancing smiefrom the disease, and enabl

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

Suchpreexi sting fears | ead to the O6soci at
three levels. First, is the social selection of human diffees; there occurs a substar
oversimplificati on of t he concept " H
negatawnmes d HI V .plrbesderttral wvoée sob the social selection of hur

differences is revealed biyoting the attributes deemed salt that differ dramaticall

differences with negative attributes, tlabeled differences are linked to stereotypes;
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for a good many years AbBSuwa s 0dmaly thédrgptUe

is a separating of "udtom "them". It occurs because social labels connote a separafjon of
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"us" from "them" (Moron€l997). The linking of labels to undesirable attributes bec

the rationale for believinghat negativel labeled persons are fundamentally differ

dDme

ent

from those who do not share the label. At the same time, when labeled persgns a

believed to bedistinctly different, stereotyping can be smoothly accomplished be

ause

there is little harmin attributing all nanner of bad characteristics to "them." Ultimatgly,

the stigmatisegherson is thought to be so different and distant from "us" that he de
not to be really human. In other words, this legitimises dehumanisation of the indi
This belief again, gwecially when shared globally, socially mandates tiwrific

treatment of "them".

The fears associated with HIV/AIDS facilitate construction of symbaoéitegories that

operate at mi cro subjective | evel sotial

differentiation with respect to the stigmatised, spositive population. As an outcome,

the stigmatised in turn experience alienation from their social circle.

Incorporating the Four Dimensionsi Macro, Micro, Subjective
and Objective

Historically religion has assigned stigmata to sexuality and endorsed the same

teachings (macrsubjective). As a result of doctrine and teachings, dogmas exist

excluding any consideration or possibility discussion (madyjective). Such a positign

force the believers belonging to the particular religion to perceive the deviance
difference, as an exception to teaching (matrojective) which is branded despicable
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consequently leads to their exclusion from their group. This is in effect, aotit]
discrimination (micreobjective). Any alteration at the miecgubjective level, perhaps, at {
instance of a religious reformer and subsequent endorsement by the leadership ma|
the response of the followers at the mitaeel. This may gathemomentum resulting i
attitudinal changes at the maesuabjective level, subsequently changing the response
macroobjective level. Such an intervention is very important especially to counter th
existing stigma which has been partially duegioorance and also due to the reality of K

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

Similarly, a total reversal of the perceptions or redefinition of the teaching to accom
the paradigm shift in the face of contestigdence and temporal changes, at the lev
leadership (macrsubjective) may cause positive changes in their responses to indi
(macroeobjective). This may trickle down to the micro level affecting the thinking of

followers and subsequentlgdir responses.

Considering this dynamics, religions as FBOs may be able to design suitable interver
dismantle stigma and stop discrimination. Attempts should be aimed at mainstrean
bourgeoning HIV/AIDS population among the regular popafatOne needs to understg
the circumstancesgender, caste, class, are offshoots largely the very creation perh
religion. These force individuals into high risk behaviours (e.g. ID Users, CSWSs)
highlighting the knowledge that it could happenanyone of us given our lifestyle &

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

A diagnosis of being AHIV positiveo ¢

sociopsychological issues that challenge the veyistence of the afflicted. Th

O €es

S

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

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

(FBOs). Experiences as well as varsostudies on the activities of FBOs have fo

zatior

ind

substantial, positive changes especially in the tackling of stigma and discriminatign. Bu

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

matter of fact, just the waseligion as a (macrFBO perpertuates stigma, it also hojds

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

pool

comprehension regarding the dynamics of perpetuation of stigma and the abserjce of

theoretical framework. Howevea, survey of literature shows very little theoretical bg

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

S€es

e nee

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

paradigm as propesl by Ritzer help us tanderstand stigmatisation as a sepaditical

process and to reconsider the responséshi s f r ame wo r iktegratef

f el

mul tidi mensional i nt r torenp &hlrotdercsocial, caltfiral, pditigal S

and economidramework, rather than an individupsychecognitive process. An empiric
analysis of different dimensions of the framework isaatuous task. Rather, it should

viewed in totality and it should be considered as a cyclic interactpmoakess. The sdal
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structures that differentiate the dominant group from the subordinate gtaupcro leve
provide the necessary basis for mi@eel objectification of existing stigmas. The multi
interaction of various existing stigmas itself identify with new fms o f i ma
subordinated group to produce cognitive social differentiation (fear) towards that gr
their microsubjective constructions. This symbolic construction in the minds of |
individual domain later substantiates and reinforcemlsyls in the normative, cultur
realm. Thus, theultural production of symbols with respect to the marginalised groups
macrosubjectiverealm is legitimised by the use of hegemonic forces in the macro obj
realm. The powedynamics of theseofces objectify the subjective constructions thro
structural violenceThe dominant serpositive populations objectify the differences §
integrate it into the social structure to determine the future course of social interactig
legitimacy accaded to thissocial construction then become part of the individual objec
and human behaviour. This not a onewvay process, but interacts simultaneously
various levels. The microbjectification needs macro validations or micro subjectivit
normative back up and viceersa. Thus, this is a complex interaction matrix that helj

explore the socigprocess ofnequality perpetuation with respect to PLWHA.
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OABCO6 Approach to HI V/ 4
Emerging Paradigmamong FBGs

*Dr. Matthew Coutinho

HIV (human immunedeficiency virus) is the virus which causes the fatal disease ¢
immune system i.eAIDS (acquired immunaleficiency syndrome). There are at least
million people worldwide have died from AIDSt hei r b odi emdravagedb
the HIV virus reached to the point where everyday infections becarvt@rgatening. Ther
remains no vaccine against HIV and no cure for AIDS since HIV was first recog
although a new generation of drugs has dramatically extendddetlexpectancy of thos
who contract HIV. Given the alarming rate at whidh//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 at

deadly virus is tqrevent the infection One of he best means girevention is definitely

\ |

f the
28

g N C

4

hized,

%4

rack tt

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

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

of all persons and of morahlues. The ABC approach to HIV/AIDS prevention is such

of intervention.
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What is the OABCO6 Approach?

One of the strategies talked about in the prevention of the sexual transmission of HI\
is the O6ABGBCoOappr aac heAbstiemejdetay bf sgaxualdebuBeing

faithful/partner reduction,andondom useo.
The target of this approach is threefdld:

1. In the first place it promotes increased sexakatinence This implies (a) fewe
people who have ever had sex, measured ascagasein the age at initiation of sexual
activity among young peopleand a decrease in the proportions of women and men
have ever had sexual intercourse; and, (b) fewer sexually experienced people who

to have sexual intercourse, measured amenease inthe proportions of youth and adu

who have ever had intercourse but whorasesexually active

2. An increase in the proportion of people nmonogamous relationshipgalso
referred to as 6ézero grazi ng9) ,nsonemaried
sexually active men and women who had multiple sexual partners; and, (b) a redu

extramarital sexual relationships among married men and women.
3. An increase itondom useamong sexually active men and women.

This approach seeks togonote the integration of diverse facets of the prevention spec

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

! Susheel&@INGH , JacquelindARROCH and AkinrinolaBANKOLE , A, B and C in Uganda: The Rol(p

of Abstinence, Monogamy and Condom sV Decling New York: Alan Guttmacher Institute, 2003, 10.
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condoms, along with issues that are acceptable to HB@Ms’ (faith based organization

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

Behavior change communication has two targetprimary behavior change i.e. ris
avoidance and secondary behavior change i.e. risks reduction. In the case of HIV pre
primary behaviorcange whi ch r erskavadanced fHhdr mate
single partner, sexual abstinence, and
to have sexual intercourse. It is useful to distinguish these behavioral changes from
use or NEPs (needle exchange prograthd) ot h o f wh i c hsk raduationai

approaches.

In many countrie$ India is one such exampiethe first generation of prevention messa
focused on fAsafetyo, secondar ykrddection Thed
is a realization today among public health authorities of a more nuanced approach
positions behaviors, images and associations in a diverse light. The focus here nee
primary behavior change. The second generation messagesliracted to changin
behaviors that lead to greater risk and at increasing risk perception along with promo

6choiceb6 idiom and a greater sense of

stated spiritual or belief system that informs and guides their work together. FBOs range from small, g
organizations with simple structure and limited pergbito large, global institutions with highly sophistica
bureaucracies, wide networks, substantial financial resources, and significant human résdtdvesrd
GREEN, Faith-Based Organizations: Contributions to HIV PrevenfiddSAID Report, September 0®3,
WashingtonD.C.: USAD/The Synergy Project, 2003, 3].

® NEPsprovide injection drug users with clean needles and syringes and other material require
safe injection of drugs exchangdor used equipment.

4 Edward GREEN, «Moving Toward EvidaceBased AIDS Prevention» iBvidence that Demang
Action: Comparing Risk Avoidance and Risk Reduction Strategies for HIV PrevdtainiciaT HICKSTUN and
Kate HENDRICKS (eds.), Austin: The Medical Institute, 2004, 10.

A F B O sdefined by USAID, are groups of individuals who have come together voluntarily arT
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On 17 September 2002JSAID (U.S. Agency for International Devglment) hosted §
technical meeting in Washington, D.C. to consider behavior change approac
HI V/ Al DS preventi oABCsor efferprreedmatray o9 evw
HIV/AIDS and reproductive health experts shared research findings andddesoned
the representatives were from UNAIDS, WHO and otAérke principal objective was 1
evaluate the works by looking squarely at the empirical evidence and with a
understanding of successful interventions, to plan effective future pregm@rfight the
scourge of AIDS. Researchers continue to study the outcome of this method base(

empirical evidence that is available.

In the various settings in which this approach is being adopted, emphasis on the ¢
components vary accordjnto such factors as aggeoup, gender, marital status and
cultural traditions of the target population. Its success depends on both flexibility an
comprehensiveness. The afonentioned USAID meeting held in September 28
considered the sucse story of Uganda in controlling the spread of HIV, where propor
of the O6ABCO® appr oa-fadetedcpietestionaverksye stadl how todk
at the evidence of the success in Uganda and other countries to explore the

implications for HIV/AIDS prevention.

®USAID,The MAABCs 0 oidn: Redorvof @ WSAID éechhical meeting on behavior chg
approaches to primary prevention of HIV/AID8Vashington, D.C.: Population, Health and Nutrit|
Information Project, 2003.

®SeeUSAID,The AABCso®o of. HI'V prevention

" SeeSusheel&INGH, Jacqubne DARROCH and AkinrinolaBANKOLE , A, B and C in Uganda
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Exampl es of theC8ppoacess of t§
SUCCESS IN UGANDA

Uganda was one of the first countries in-8dharan Africa to experience the spread of H
The first AIDS cases were identified in 1982 and from then the ruwiithose infected b
HIV increased rapidly in the country. By 1990, HIV prevalence rates in women rec
antenatal services had climbed to 30% in urban areas and to 3% in rural areas. The §

the epidemic began to wane in the early 1990s alaftesta decad®.

Uganda since then has had the most dramatic decline in HIV infection rates. T
evidence of a consistent decline in HIV prevalence in antenatal women. Thi
corroborated by a populatidrased cohort study among adults in rural rzg which foung
that declines in HIV prevalence occurred among young men and women. A recent ¢
that includes data through 1999 shows a significant reduction in HIV incidence in the
population with a decline from 8.0/1000 person years in 109.2/1000 person years

1999°

V.
/
biving

preac

ere i

5 Wwas

nalys!
study

n

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

that have been identified in several surveys and qualitative stldiesver Ugandan

initiated sex at young ages in the 1990s than adgeearlier. During the first half of the

8 Anne BUVE, Kizito BISHIKWABO -NSARHAZA et al., «The spread and effect of HiV infection in
subSaharan Africa in Lancet3599322 (8 June2002): 20112017; and,SamOKWwWARE, Alex OpIO et al.,
«Fighting HIV/AIDS: is success possible?»Bulletin of the World Health Organizatiof®/12 (2001): 1114.

® S.MBULAITEYE , C. MAHE, et al.,«Declining HIV-1 incidence and associated prevalence ove
years in a rural population in soutfest Ugandaa cohortstudy» in Lancet360/9326 (6 Jul2002: 41-46.

10 SeeGodwil AslIMWE -OKIROR, Alex OPIO et al., «Change in sexual behaviour and decline in
infection among young pregnant womerurban Uganda» iAIDS11/14 (15 November 1997): 178763.
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1990s, surveys indicated a decline in fmegular partnerships for men and women. Th

was also a noticeable reduction in higgk sexual partners. Some data is also availabl

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

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

ere

1%

on

5.8

| thre

factorsi abstinence, monogamy and condom use, thus contributing to the reductipn an

sustenance of HIV infection &iwer levels in Uganda, most noticeably among wortten.

More than one single factor, it has been a host of interventions made by (
groups that seems to have contributed to the decline. The government worked hand

with diverse NGOs to addreise issues, to coordinate programs and to encourage be

iverse

in ha

navior

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

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

addressed stigma and clignination while also strongly proposing riskoidance programps

based on religious belieféMany of the interventions were locally ledommunity based,
culturally acceptable and Ahome gr ownd

influence fom foreign strategies. Cultural changes were initiated that worked to de

ly ant

Lrease

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

womends participation in political [ i
charges gave women greater protection from gender violence and sexual coercion

was a significant use of interpersonal communication channels in place of mass m

™ These conalisions are drawn bgusheels&BINGH, JacquelindDARROCH and AkinrinolaBANKOLE ,
A, B and C in Ugand&®0-21.

12 justin PARKHURST, «The Ugandan success story? Evidence and claims oflHpveventios in
Lancet360'9326 6 July2002: 79.
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order to provide HIV education. Uganda also witnessed a time of peace and ing¢rease

political stability after 15 years of waket us examine more closely the role of FBOs in

Ugandan strategy.

The Role of FBOs

A characteristic feature of African society is #gmrmous influencewielded by mainstrear
FBOs. To tap this potential fromhe initiation of the campaign there was mobilization
Ugandan religious leaders and organizations, who actively participated in AIDS edt
and prevention activities. FBOsO6 heal't

care and supportrpgrams in Uganda. With FBOs serving society via an extensive ne

the

=

of

catior

h f

work

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

the i mpact of the pandemic. Focusing
religious groups were involved IlBCC (behavior change communication). Musli
Protestant and Catholic organizations had representatives on the Ugandan

Commission and contributed to prevention, education and care for infected pérsons.

Has involvement ©FBOs impacted on behavior in Uganda? There is some evidence
impact studies such as a UNAIDS study of the Islamic Medical Association of Ugj

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

13 See Jeremy IEBOWIT Z, The Impact of FaittBased Organizations on HIV/AIDS prevention {
mitigation in Africa Natal: Health Economics & HIV/AIDS Research Division/University of Natal, 2002
22, 2425, 2829, 3133; and,JaniceHOGLE (ed.), What happened in Ugan@da Declining HIV Prevalence
Behavior Change and the National RespoigashingtonD.C.: USAID, 2002, 6.
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