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Background 
In South Africa, the Church has historically played an important role in the lives of the 
Black population. In light of the high number of Black persons living with HIV/AIDS 
(PLWHA) in the country, it is important to explore religious leaders’ perceptions of HIV/
AIDS and PLWHA to inform the development and implementation of faith-based 
interventions. 

Aims 
This article explores Christian religious leaders’ perceptions of people living with HIV/
AIDS (PLWHA) in Soweto and the role of religious institutions in the lives of PLWHA. 

Methods 
We conducted a mixed-methods cross-sectional study of religious leaders serving in 
Soweto. A questionnaire was administered to 45 religious leaders who self-identified as 
Black, Christian, and serving congregations in Soweto. The questionnaire included 
general demographic information about the religious leaders and their Churches, 
perceptions of the role of the Church in the lives of PLWHA, and HIV-related stigma. Of 
the questionnaire respondents, 26 participated in qualitative interviews. Survey and 
interview results were analysed separately, then compiled for additional analysis. 

Results 
Leaders reported HIV/AIDS is a concern (40%) or great concern (49%) to the Church and 
84% believed the Church should support PLWHA, yet 80% reported persisting HIV-related 
stigma. Expectations of PLWHA depended primarily on the mode of infection: if as a 
result of ‘sinful’ behaviour (pre/extra-marital sex), spiritual reconciliation is needed; 
when as a result of another’s behaviour (spouse, rape, mother-to-child), making peace 
and forgiving is important. Leaders saw themselves as ‘restorers’ of the faith of PLWHA. 
Despite the overwhelming compassion and willingness to be of assistance, religious 
leaders (71%) admit to having inadequate skills to address HIV/AIDS-related stigma and 
resources needed to support people living with HIV/AIDS. 

Conclusions 
Religious leaders are willing to tackle HIV/AIDS-related issues in their congregations but 
need the appropriate support and training to address HIV stigma and to provide support 
to PLWHA. 

The largest religious affiliation in South Africa1, the 
Christian Church has been involved in the HIV/AIDS epi
demic since its identification in the 1980’s. The Church’s 
stand on sexuality (ie, within the context of marriage only), 
and the traditional relational practices (eg, having multiple 
partners outside of legal marriage) have all led to a complex 
relationship with HIV/AIDS.1,2 The reactions of various 

Church groups in South Africa has varied from silently ig
noring the disease (more common reaction) to openly con
demning those who have been ‘sexually immoral’ and need 
to ‘repent’ of their sins.3–5 This condemnation resulted in 
strong stigma against the disease and its victims, pushing 
Christian South Africans to not want to know their HIV sta
tus thereby delaying treatment, and to not disclose their 
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status when they do find out for fear of judgment and re
jection.4 In the end, disclosing HIV status may lead to re
jection and criticism from the religious community, while 
keeping silent about positive results may undermine a per
son’s identity and ability to cope with the disease.4 

Despite the existing stigma, the importance of the re
ligious or faith community in the lives of persons living 
with HIV/AIDS (PLWHA) has been demonstrated in many 
sub-Saharan African regions. HIV infected Africans living 
in England6 have been found to attribute great importance 
to their faith in the management of daily life; at the same 
time, they viewed the Church as a threatening space marked 
by lack of confidentiality, and a site for the generation of 
stigma.6 Among HIV infected Africans in England7 and in 
Malawi 8, personal level of religiosity, that is their faith 
and belief9, has also been found to influence the type of 
treatment sought, with PLWHA often looking to religious 
leaders for healing rather than modern medicine.10 Studies 
from Sub-Saharan Africa8,11,12 have found that attendance 
in faith healing congregations was associated with lower 
levels of generalized worry about AIDS and neglect of mod
ern medical treatment for HIV. In South Africa, a study 
of complementary medicine in KwaZulu-Natal found that 
spiritual practices and prayer were common practice (77.6% 
of sample) for stress relief among HIV infected individu
als.13 A study in the US has shown that religiousness/spiri
tuality among HIV infected individuals was associated with 
slower disease progression when it complements modern 
medicine.14 With HIV becoming more of a chronic condi
tion, more data on the role of religion is needed to better 
understand the needs of PLWHA, especially in South Africa 
where the Church has historically played an important role 
in the lives of the Black population. 

Indeed, the Church in South Africa continues to have a 
strong social role in communities, making it an important 
stakeholder in the fight against the HIV/AIDS epidemic.3 

Thus far, the activity of the Church in South Africa in fight
ing the HIV/AIDS pandemic has been less than impressive 
and “best described as a series of notable exceptions against 
a backdrop of silence”.3 Although improvement is slow, 
some recent religious organizations’ efforts have been per
ceived to dissuade related stigmas by increasing openness 
and leadership. A specific example of a successful interven
tion is the Khayelitsha Fikelela program founded in 2001 in 
the Anglican Church, with the slogan: “This church is HIV/
AIDS friendly”.15 Its success led to the Anglican Church 
mandating and financially supporting the program in their 
Churches in South Africa.15 In 2003, the South African 
Church Leaders’ Association (SACLA) designated HIV/AIDS 
a priority, alongside poverty. Since, several denominations 
have made official efforts, albeit fragmented, to address 
HIV/AIDS, with varying degrees of success.15 Most of these 
Church-based efforts addressed HIV/AIDS-related stigma in 
primary and secondary prevention, raising awareness about 
HIV/AIDS and encouraging testing and screening. Little ef
fort has focused on tertiary level interventions, caring for 
PLWHA. Despite the decrease in HIV incidence (1.90 in 2002 
to 0.91 in 2017), the prevalence in the country remains high 
(12.6%), with the majority of the estimated 7 million (2017 
estimate) of PLWHA being Black. The black population in 

South Africa holds the highest rate of HIV at 13% compared 
with 0.3% for Whites.16,17 

To better inform faith-based interventions, it is therefore 
important to explore Church leaders’ perceptions of the role 
the Church can play in providing spiritual guidance and so
cial support to PLWHA in Black communities. This study ex
plores Christian religious leaders’ perceptions of PLWHA, 
current support provided to them, and the role of religious 
institutions in addressing the spiritual, health and social 
needs of PLWHA in the Black Townships of Soweto. 

METHODS 

We used a convergent parallel mixed-method18 cross-sec
tional study design, conducting interviews and surveys se
quentially at one visit, and analysing results separately 
prior to incorporating both qualitative and quantitative 
data for a merged interpretation of results. Specifically, we 
used an exploratory approach for in-depth understanding 
of religious leaders’ perceptions through qualitative meth
ods, while obtaining additional information through quan
titative questions. The survey was administered in order to 
provide descriptive information about the leaders, assess 
their stigma, and obtain specific details about their per
ceived needs in the area of HIV/AIDS services. Social de
sirability may be a factor that often comes into play when 
interviewing community leaders, whether in politics or re
ligion. We selected a stigma scale to permit anonymous re
sponses, increasing chances of accuracy in reporting and al
lowing for comparison with qualitative responses. 

SETTING 

The study was conducted in Soweto, a peri-urban township 
15 kilometres (km) to the southwest of Johannesburg, South 
Africa. Soweto – an acronym for South Western Townships 
- is divided into several townships, and was created around 
the 1930s as a black settlement area during apartheid. 
Soweto spans an area of 63 km2 and the population is re
ported to be approximately 1.1 million, but is variably esti
mated to be larger, at between 2.5 - 3 million people, almost 
all being Black.17 

PARTICIPANTS 

A total of 45 religious leaders (see Table 1) completed a 
self-administered survey on demographics, their religious 
institution’s characteristics and beliefs about PLWHA, ser
vices and support offered of benefit to PLWHA, and barriers 
to providing additional services and support targeting 
PLWHA. Of the 45 leaders invited to participate in both the 
completion of a survey and a group discussion or an indi
vidual interview, 26 agreed to participate in in-depth inter
views to further learn about their current efforts towards 
serving PLWHA in their respective congregations, and ob
tain their perceptions and experiences related to HIV and 
PLWHA. The original aim was to interview approximately 
50% of survey participants or until data saturation18 was 
reached. A total of 26 survey respondents (58% of the sam
ple) participated in group or individual interviews. 
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Table 1. Demographic characteristics of religious leaders by age group* 

Variable Overall 22-45 years 46-79 years 

Total N(%) 45 23 22 

Gender: 

Female 6 (13) 0 (0) 6 (27) 

Male 39 (87) 23 (100) 16 (73) 

Marital status 

Married 28 (62) 14 (61) 14 (64) 

Single/Widowed 17 (38) 9 (39) 8 (36) 

Have children 35 (78) 14 (61) 21 (95) 

Number of children: 

0-2 12 (34) 9 (64) 3 (14) 

>2 23 (66) 5 (36) 18 (86) 

Highest level of education 

High school and above 41 (91) 23 (100) 18 (82) 

Incomplete high school (%) 4 (8.89) 0 (0.00) 4 (18.18) 

Pastor/Reverend/Priest 24 (53) 10 (44) 14 (64) 

Elder/Deacon 11 (24) 8 (35) 3 (14) 

Health Ministry Leader 1 (2) 1 (5) 0 (0) 

Evangelist 2 (4) 2 (9) 0 (0) 

*Totals may not be equal to the sample size as a result of missing values. 

DATA COLLECTION 

Religious leaders were invited by telephone to participate 
between June 2014 and August 2016. An adult HIV pre
vention Community Advisory Board (CAB) assisted with fa
cilitating meetings among religious leaders in Soweto. Re
ligious leaders were to be of any branch of the Christian 
religion and serve members of the Soweto Townships. An 
initial focus group discussion with 6 religious leaders who 
assisted with the recruitment of others to complete a survey 
and a select few to participate in interviews. Religious lead
ers approached for interviews were asked to complete the 15 
minute self-administered pencil-and-paper survey in Eng
lish prior to the discussion. Written consent was obtained 
for all participants prior to conducting study procedures. 
All efforts were taken to ensure participant confidentiality. 
Participants received 100ZAR (approximately US$7) reim
bursement for their time and transportation. 

Of the approximately 30 approached, 26 agreed to be in
terviewed. Based on their preference and availability, re
ligious leaders were either interviewed individually (n=6), 
in a small group of 2 to 3 (n=9) or in a larger focus group 
(n=11). The location of the interviews were based on par
ticipant preference (Church building, community centre or 
a private training room at a health centre). An additional 
19 were approached to complete the survey only. Individual, 
small group and focus group interviews were conducted by 
a trained researcher fluent in the local languages, lasted 
60 to 75 minutes and were audio recorded (with written 
participant consent) for later transcription. Interviews and 
transcriptions were completed by the same researcher for 
consistency, and coding was developed and verified by 3 re
searchers of Muslim and Christian religions, to reduce bias. 

Codes, themes and categories were reviewed and discussed 
until agreement was reached. 

MEASURES 

DEMOGRAPHIC CHARACTERISTICS FOR RELIGIOUS 
LEADERS AND CHURCH COMMUNITY 

The survey assessed demographic information and HIV 
stigma. The demographic questions included: age, race, gen
der, marital status, education level, number of years in the 
ministry, and congregation information (size, general de
mographic). 

HIV-RELATED STIGMA 

The HIV-related stigma scale, developed by Kalichman SC, 
et al.19 for use in South Africa, consisted of 9 items as
sessing AIDS-related stigma towards PLWHA. The scale in
cludes responses to statement such as: people who have 
AIDS are dirty, people who have AIDS are cursed, people 
who have HIV should be isolated, people who have AIDS 
should not be allowed to work, etc. The responses are di
chotomous: 0=Disagree and 1=Agree. The total score was 
obtained by summing all the items and a median score of >1 
was used as a cut-off. Higher scores indicated greater stigma 
(α=0.79). 

Individual and group interviews began with the scenario 
method20 to dispel potential interviewer biases, prior to 
delving into the specific questions. The scenario method is 
used to elicit reactions and information about specific types 
of cases without putting any particular person or group (in 
this case, religious leaders and PLWHA from their congrega
tions) at risk of being exposed or embarrassed about hold
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ing certain opinions. The religious leaders were given 3 spe
cific cases and asked to describe the ‘normal’ reactions to 
such scenarios1: a married woman who contracted HIV as 
a result of her husband’s unfaithfulness2; a male leader in 
the Church (to explore potential differences in reactions to 
Church leaders vs. members) who contracted HIV through 
homosexual activities; and3 an unmarried woman who con
tracted HIV from a partner. Follow-up questions were posed 
based on the reactions towards the individuals in the sce
narios, differentiating between the contexts of the Church 
specifically and the religious community in general. Final 
questions focused on exploring their perceptions of the role 
of the Church in the lives of PLWHA. 

STATISTICAL METHODS 

The age of participants was stratified into two groups: 22-45 
and 46-79 years. Frequencies were determined for categori
cal variables stratified by age-group. Reliability of the HIV-
stigma scale was ascertained using the Cronbach Alpha test. 

RESULTS 
CHARACTERISTICS OF RELIGIOUS LEADERS AND THEIR 
CHURCH COMMUNITY 

A total of 45 Black religious leaders responded to the survey, 
with an approximate 90% recruitment rate, and 26 of the 
30 approached agreeing to be interviewed individually or in 
a group discussion. All but one participant had Churches 
located throughout Soweto, however all reported serving 
Blacks communities from the Soweto Townships (Figure 1). 
The sample was mainly male (87%, n=39); the majority of 
leaders (62%, n=28) were married and had children (78%, 
n=35), with 66% (n=23) having 2 or more children, and al
most all (91%, n=41) completed a minimum of high school 
education. Most reported their role as Pastor/ Reverend/ 
Priest (53%, n=24) or Elder/ Deacon (24%, n=11). Two iden
tified as Evangelist, one Health Ministry Leader and five as 
“Other” (eg, Music Minister, Youth Minister) (Table 1). 

Of the religious leaders surveyed, about half (n=26) were 
from various Christian denominations, including Evangeli
cal, Methodist, Pentecostal, Anglican, Catholic, and Episco
pal. The other half (n=24) classified their Church as “other” 
(eg, Christian, Church of the Later-day Saints, Seventh Day 
Adventists, Pentecostal). Again, about half reported having 
approximately less than 250 members (n=23), and having 
young adults as the predominant age group of the congre
gation (n=26) (Table 2). 

HIV/AIDS AND THE CHURCH 

Almost half of religious leaders reported that HIV/AIDS was 
of great concern to the Church (49%, n=22) (Table 3). In 
the survey, all (100%, n=45) of the religious leaders reported 
that PLWHA would feel welcomed in their religious commu
nity. The leaders reported noting fears of HIV/AIDS among 
their members, including concerns that HIV infected indi
viduals may spread the disease, or that they are immoral 
people. Overall HIV/AIDS-related stigma scores indicated 
high levels of stigma (80%, n=36), the behavioural manifes

Figure 1 
Map of Soweto with location and number of participating leaders’ Churches. 

tation of self or societal disapproval of PLWHA in the reli
gious community (Table 3). 

When asked in the survey about having specific HIV/
AIDS related ministries, most (n=20) of religious leaders re
ported needing help from outside organisations, and having 
limited financial and educational resources. Many were un
sure how to help PLWHA, were cautious in speaking about 
HIV/AIDS or working with PLWHA due to lack of experi
ence. Another important struggle for several was the duty to 
respect the principles of the Church while still showing sup
port to PLWHA. A few individuals felt unsure about what ac
tivities/ resources would be most helpful, did not see a need 
in the community for a HIV/AIDS ministry, or did not think 
having an HIV/AIDS ministry would be well-accepted by the 
Church community (Table 4). 

In interviews, leaders expressed the desire to have: a 
health, clinic or hospital ministry so they could reach out to 
PLWHA where they are; more ongoing HIV/AIDS education 
(rather than the one annual AIDS day campaign); and train
ing on HIV/AIDS education and how to reduce and elimi
nate stigma. Analysis of individual and group interviews did 
not reveal any differences in responses and themes. 

PERCEPTIONS OF HIV/AIDS 

Most religious leaders stated that HIV was a manageable 
disease, with some referring to it as a “chronic disease just 
like diabetes and high blood pressure.” They stressed the im
portance of encouraging PLWHA to take Antiretroviral 
(ARV) medication should they need to, and adhering to the 
treatment regimen: “We need to teach people that through 
medicine God is still healing”. Nutrition was an aspect that 
was raised and discussed several times by many partici
pants. Religious leaders stressed that good nutrition was 
crucial to those living with HIV/AIDS and must accompany 
medical treatment, and that poor nutrition led to difficul
ties adhering to treatment. Other primary challenges to ad
herence to medication reported were inadequate social sup
port, and the inability to travel to clinics – which for many 
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Table 2. Demographic characteristics of the Church community 

Variable Overall* 22-45 years 46-79 years 

Total N 45 23 22 

Church affiliation: 

Anglican (%) 2 (4) 1 (4) 1 (5) 

Catholic (%) 1 (2) 1 (4) 0 (0) 

Episcopal (%) 1 (2) 1 (4) 0 (0) 

Evangelical (%) 10 (22) 5 (22) 5 (23) 

Methodist (%) 4 (9) 1 (4) 3 (14) 

Other (%) 24 (53) 12 (52) 12 (55) 

Pentecostal (%) 3 (7) 2 (9) 1 (5) 

Type of Church: 

Conservative (%) 13 (30) 9 (41) 4 (18) 

Liberal (%) 19 (43) 5 (23) 14 (64) 

Moderate (%) 12 (27) 8 (36) 4 (18) 

Approximate size of congregation: 

<250 (%) 23 (51) 11 (48) 12 (55) 

250-499 (%) 12 (27) 7 (30) 5 (23) 

≥500 (%) 10 (22) 5 (22) 5 (23) 

Predominant age groups in congregation: 

Children and youth (17 & below) 18 (40) 8 (35) 10 (45) 

Young adults (18-34) 26 (58) 16 (70) 10 (45) 

Middle-aged adults (35-64) 23 (51) 11 (48) 12 (55) 

Older adults (65+) 17 (38) 8 (35) 9 (41) 

*Totals may not be equal to the sample size as a result of missing values. 

Table 4. Distribution of barriers to having a Church HIV/AIDS ministry 

Variable 
Overall N 

(%) 
22-45 
years 

46-79 
years 

Total N 45 23 22 

Do not think HIV/AIDS ministry would be well-accepted by Church 
community 

1 (2.22) 1 (5) 0 (0.00) 

Cautious in speaking openly about HIV/AIDS 11 (24) 5 (22) 6 (28) 

Unsure what topics to discuss and which issues to address 3 (7) 2 (9) 1 (5) 

Unsure how to obey with principles of the Church while still showing support 9 (20) 2 (9) 7 (32) 

Unsure how to help HIV+ persons 11 (24) 4 (17) 7 (32) 

Unsure about which activities/resources would be most helpful 8 (18) 4 (17) 4 (18) 

Do not want to support “irresponsible” or “immoral” behaviour of HIV+ 
persons 

0 (0) 0 (0) 0 (0) 

Limited educational resources 14 (31) 8 (35) 6 (27) 

Limited financial resources 18 (40) 4 (17) 14 (64) 

Need help from outside organizations 20 (44) 9 (39) 11 (50) 

Lack of experience working with HIV+ persons 11 (24) 7 (30) 4 (18) 

Do not/did not see a need in the community 1 (2) 0 (0) 1 (5) 

*Totals may not be equal to the sample size as a result of missing values. 

patients were far from their homes – to obtain their med
ication. 

PERCEPTION OF PERSONS LIVING WITH HIV/AIDS 

In all scenarios given and in individual and group inter
views, the mode of contracting HIV was the first concern of 
all religious leaders: “And also it depends on how they con
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Table 3. Distribution of concerns about people living with HIV/AIDS in the Church community and HIV-related 
stigma* 

Variable Overall 
22-45 
years 

46-79 
years 

Total N 45 23 22 

How much of a concern is HIV/AIDS for your Church or religious organization?: 

Concern (%) 18 (40) 9 (39) 9 (41) 

Great Concern (%) 22 (49) 10 (43) 12 (55) 

Little Concern (%) 5 (11.) 4 (18) 1 (5) 

Do you think that HIV+ individuals can come to your religious community and feel 
welcomed?: 

Yes (%) 
45 

(100) 
23 (100) 22 (100) 

What concerns do you think members of your religious community have about those 
who have HIV/AIDS? 

They may spread the disease in the community 

Yes (%) 8 (18) 3 (13) 5 (23) 

There is no way to help them: 

Yes (%) 1 (2) 1 (4) 0 (0) 

They are immoral people and do not follow God: 

Yes (%) 1 (2) 1 (4) 0 (0) 

They are homosexuals: 

Yes (%) 2 (4) 0 (0) 2 (9) 

They need assistance that the Church can provide: 

Yes (%) 38 (84) 20 (87) 18 (82) 

They need assistance but Church not the place for it: 

Yes (%) 4 (9) 1 (4) 3 (14) 

No concerns: 

Yes (%) 2 (4) 2 (9) 0 (0) 

Other: 

Yes (%) 3 (7) 3 (13) 0 (0) 

AIDS-related stigma: 

Less (%) 9 (20) 5 (22) 4 (18) 

Great (%) 36 (80) 18 (78) 18 (82) 

*Totals may not be equal to the sample size as a result of missing values. 

tracted the disease. And so the leader will deal with it on condi
tion of how they contracted the disease, but it will be as confi
dential as it could be.” Was the person married? Married with 
children? Was the infection a result of infidelity? Was the 
person in question infected before or after they were mar
ried? Other questions were posed in response to concerns 
raised by religious leaders. Determining whether the infec
tion occurred as a result of improper, sinful behaviour (ho
mosexual activity, sex outside the bounds of marriage) or 
through someone else’s act (rape, unfaithful spouse, an in
fected mother) was crucial to the first steps towards recon
ciliation with the Church and/or religion. 

“From the church point of view, it will depend if he’s 
sexually active with the girlfriend. Did he contract the 
disease through transgressing the laws of God?” 
“For instance, it says here if infection has resulted from 
transgressing God’s laws, the church advocates the ex
ample of the Lord, who condemned the sin yet loved the 
sinner and encouraged repentance. So it will depend.” 

They spoke of the body as the temple of God, necessitating 
a confession of sin and forgiveness of self and/or others. For 
individuals in position of leadership within the Church, HIV 
infection resulting from improper sex (homosexual, adul
terous, premarital) required an immediate removal from re
sponsibility followed by a compulsory disciplinary period, 
and a restoration to leadership or responsibility within the 
Church. Specifics varied by Church, however all participants 
were in agreement. 

The overarching theme was to “love the sinner and hate 
the sin.” The end result was to help PLWHA first reconcile 
with their religion and renounce any inappropriate behav
iours. As one Pastor explained: “So I think when people un
derstand the doctrine then their behaviour changes”. For 
PLWHA who were considered victims, forgiving the respon
sible party was the first step to rid the person of hate and 
anger as they learn to live with the consequences of some
one else’s acts. However: "We don’t undermine [sin]. But on 
the other hand, the most outstanding thing is God’s love for 
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them, and them knowing that there is life after HIV [diagno
sis]." 

STIGMA 

Lack of knowledge and misconceptions about HIV and its 
modes of transmission are persistent in the communities 
of the leaders interviewed. Leaders reported that many in 
the religious community continue to view HIV as a curse, 
a death sentence or a form of punishment by God for their 
behaviour. These behaviours include open judgement, crit
icism, disdain and rejection of PLWHA in the context of the 
religious community. 

"You know, in the Church it’s difficult to know if someone 
has HIV, because if that individual doesn’t go around 
telling people, then we will not know." 

To combat stigma in their congregations, religious lead
ers reported actively encouraging more people to disclose 
their status to the Church and their families, not only so 
they may receive targeted support but also to motivate oth
ers to disclose and ask for help. 

THE ROLES AND RESPONSIBILITIES OF THE CHURCH 
AND ITS LEADERS 

Based on survey and interview data, leaders consider them
selves to be mediators between PLWHA and their partner, 
family and religious community. For example, a religious 
leader explained: “if the person then decides whether to tell 
the family,.. the minister can even assist the family, so that they 
can feel that it is not a curse.” 

The desires of the religious leaders was to make the 
Church a safe space for disclosure, to offer assistance in 
terms of referrals for health or social services or other re
sources in the Church. For example, they could help PLWHA 
to get employment by connecting them to congregation 
members working in the same fields. 

Secondly, religious leaders saw it as their responsibility 
to be preachers of condom use, abstinence and faithfulness 
to partners. Thirdly, they saw themselves as restorers of 
faith by helping PLWHA address the behaviours that led to 
the HIV diagnosis: “We agree that we fall from grace…once or 
twice or even many times…But we just have to keep on restor
ing it”. 

Leaders interviewed provided details about various re
sources the Churches have that can benefit PLWHA. Prayer 
support, Church counselling and feeding programs were the 
primary resources offered PLWHA. 

"First of all, just show a lot of compassion, and expres
sion of support. And make the person aware that as 
a church leader, I’m there for them, to offer any help 
whatsoever, that we are in a position to assist. And, uh, 
obviously as well as a church leader, we’ll need to famil
iarise ourself [with HIV/AIDS] so that we can be able to 
help. 
“Members should reach out with kindness and comfort 
to the afflicted, ministering to their needs and helping 
them find solutions to their problems.” 

Other resources mentioned included Church support 
groups, Church-based HIV/AIDS programmes, Church pro

duced materials on HIV related topics such as homosexual
ity, dating as a Christian, living with HIV, etc., and human
itarian assistance based on the donations by congregation 
members. For further HIV testing, counselling or spiritual 
help needed, religious leaders would refer to health care 
professionals or other religious leaders. 

“At the end of the day they’re still a person, and in the 
church we regard them as a child of God regardless of 
where they are, and so I feel like that is one of the most 
important things, because the moment you start la
belling them or ill-treating them, or not making it con
fidential then they become, you know, isolated or feel 
like they’re being labelled to a certain degree. So, in as 
much as we can, we counsel and advise and encourage.” 

DISCUSSION 

In our study, religious leaders confirmed the need for their 
involvement and leadership in continuing to provide com
munities with accurate information on HIV/AIDS as a dis
ease, reduce related stigma, support spiritual reconcilia
tion, and increases services specific to PLWHA. Despite 
decades of HIV/AIDS campaigns in South Africa, Soweto 
residents continue to see HIV/AIDS through religious 
lenses, believing it to be a punishment for sinful behaviour 
or other spiritual causes such as curses. Similar beliefs are 
persisting in many other Black communities in Africa. In 
Tanzania21 and Zimbabwe22, for example, sexual behav
iours that lead to HIV infection have been viewed as “reck
less” and “immoral,” further promoting blaming attitudes 
and “othering”21-23 of PLWHA. Additionally, same sex mar
riage is legal in South Africa, yet homosexuality continues 
to be deemed improper. This further indicates the influence 
of religious beliefs that often co-exist with or even trump 
scientific facts and laws. 

These beliefs about HIV fuel stigma towards the disease 
and those living with it. PLWHA live with constant fear 
of judgement from their religious community in Soweto as 
well as in others across the world. This leads to fear of dis
closure of their status and renders difficult religious lead
ers’ efforts to address the specific needs of PLWHA in their 
congregations, as described by those interviewed in this 
study. 

The scenario method allowed for discussion of stigma 
among Church leaders and religious communities without 
participants having to reveal their own beliefs about 
PLWHA. However, interpretation of the apparent high level 
of acceptance of PLWHA in this group might be somewhat 
more negative in reality since none would want to be seen 
or have their community seen as judgemental or unforgiv
ing. In studies in other similar communities, PLWHA have 
described their Church leaders’ open rejection and criticism 
of HIV infected individuals.21–26 Additionally, the stigma 
scale demonstrated a high rate of stigma among the re
spondents. Therefore, in the qualitative interviews there 
may have been an element of performance theory, which 
posits that leaders often openly speak publicly in a man
ner that they believe is expected of them rather than what 
they truly believe as individuals.27,28 Regardless, leaders in
terviewed did recognize the judgment and stigma existing 
in their Church communities. They reported their desire to 
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Figure 2 
Process of religious reconciliation for HIV-infected individuals. 

address HIV/AIDS openly in their Churches but recognized 
that they are reluctant to do so and need the appropriate 
assistance and training on how to approach the topic with 
their congregation. This need for training has been con
cluded in other studies, all calling for more formal training 
in how to address taboo subjects of sexuality and HIV/AIDS 
in religious contexts.29,30 

When presented with a case of a member of the parish/
congregation/community with a positive HIV diagnosis, re
ligious leaders interviewed and surveyed described the 
process clearly. As displayed in Figure 2, prior to helping 
PLWHA, they first must understand the mode of transmis
sion in order to mentor and guide them through the ap
propriate process. Should they have contracted HIV through 
“sinful behaviour” such as sex outside the bounds of mar
riage (adultery, pre-marital sex) or while doing drugs, they 
would need to first repent and then ask God for forgiveness: 
"If he contracted the disease through disobeying God’s com
mandments in this regard, having sex before marriage, then 
the repentance process will have to follow." They mention an 
element of self-imposed guilt that the PLWHA must deal 
with and forgive themselves as well. This would lead to 
reconciliation with God and self, and bring about spiritual 
restoration. 

“Part of restitution or restoration of things - unfortu
nately with sexual intercourse you cannot restore but 
you can amend and move forward so that you don’t re
peat the same act again in a manner of transgression. 
So, one of the things which he may need to do is to 
open up to his girlfriend, to be honest with her, and 
have a way forward that, you know, as he’s doing this 
change of heart and change of mind, that he will then 
need to abstain.” 
“[Homosexual] behaviour violates the commandments 
of God. It’s contrary to the purposes of human sexu
ality, and deprives people of the blessings that can be 
found in family life and in the same ordinances of the 
Gospel. Those who persist in such behaviour or who in
fluence others to do so are subject to Church discipline. 
Homosexual behaviour can be forgiven through sincere 
repentance.” 

In the event the PLWHA was “innocent” and contracted 
the virus through another’s poor behaviour, such as rape, 
an unfaithful spouse, or transmission from mother to child, 
then the process of restoring their faith requires the PLWHA 
to forgive the person(s) who infected them. Dealing with 
the anger and the hurt through forgiveness would be es

sential to the restoration of their faith. In both situations, 
the participating religious leaders saw themselves as help
ing PLWHA go through these processes. 

In addition to assisting the individual spiritually, the 
leaders also saw themselves as mediators between the 
PLWHA and their spouses, families and communities, help
ing them acknowledge the infection of their loved one and 
work through the acceptance process. Finally, the leaders 
saw themselves as “Preachers” not only in the religious 
sense, but in the context of HIV/AIDS, providing accurate 
information about the condition, preaching tolerance, and 
reducing the fear of HIV, PLWHA and related stigma. 

The leaders in our study reported not knowing many 
PLWHA in their congregation, but wanted to encourage dis
closure as a step towards reducing stigma and identifying 
those in need of spiritual help and specific HIV/AIDS re
lated services and support. However, PLWHA are often re
luctant to reveal their status due to the fear of rejection 
and judgement from their families and/or Church commu
nity.2,4,6 Therefore, it would be important to implement 
appropriate interventions to reduce stigma in the commu
nity prior to expecting PLWHA to disclose their status. A 
few Churches in South Africa have been actively engaged 
with the community to increase awareness and education, 
to reduce stigma, and to encourage care and compassion for 
PLWHA.3 The Anglican Church in Western Cape, with the 
activism of Archbishop Desmond Tutu, has been recognized 
to be at the forefront of the South African Churches’ ef
fort to openly and positively address HIV and related issues 
within the community.3 Evidenced-based interventions for 
reducing stigma within the religious community toward 
PLWHA and caring for PLWHA are lacking and coordination 
of these Church-based efforts has remained fragmented 
throughout the country.3 Church-based interventions in 
other countries with high HIV rates have had to address 
similar issues pertaining to stigma related to the issues of 
perceived sexual behaviours.21–26,29–35 In the United States 
where African Americans bear the burden of the HIV/AIDS 
epidemic (Accounting for 44% of all new infections as well 
a 44 percent of PLWHA, while representing only 12% or the 
total population)35,36, the fight to reduce stigma towards 
PLWHA continues.37,38 

Four broad requirements of an effective intervention are 
identified across the breadth of HIV literature: 1) creation 
of a safe and supportive environment that fosters together
ness29,39, 2) attention and encouragement at personal and 
community levels25,29,39–41 3) stigma reduction and en
couraged status disclosure16,26, and 4) resources for treat
ment and coping.3 These are in line with the religious lead
ers in our study’s desire to serve as mediators between 
PLWHA and their families and communities, provide spiri
tual, social and material support, improve accurate knowl
edge about the disease, and reduce related stigma. Chang
ing community perceptions of HIV/AIDS is an important 
first step that leaders felt ill equipped to address. Future 
interventions must work with religious leaders to develop 
and implement Church-based interventions to reduce 
stigma.30,42 The most powerful methods for change are or
ganic, community-based approaches, rather than exter
nally-imposed strategies.29 
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Leaders in this study recognized their need for additional 
education and training to be able to offer appropriate HIV 
counselling, HIV specific ministries and support services, in 
addition to knowing how to help reduce stigma. They call 
for assistance in these efforts and saw the need for working 
together to share information and support one another in 
these endeavours, regardless of Church affiliation or beliefs. 

LIMITATIONS 

This study was subject to notable limitations. First, com
bining the various Christian-based denominations allowed 
for identifying common themes around sexuality and HIV 
stigma; however, it must be noted that there are myriad dif
ferences in the regulations, doctrines and practices of the 
multiple Churches within the Christian faith. Second, re
ligious leaders’ willingness to participate in a study about 
religion and HIV/AIDS might also reflect their own desire 
to address the issue, leading to potential selection bias. Fi
nally, it is important to re-iterate the inherent bias of the 
leaders interviewed who do not want to be seen as lacking 
compassion, an issue addressed by triangulating data both 
from interviews and a self-completed stigma scale. These 
limitations within the religious settings can potentially be 
built upon to recruit leaders for future interventions, as 
they indicate that1: there are Religious leaders willing to 
address HIV/AIDS despite existing stigma and doctrinal dif
ferences; and2 regardless of their personal and/or religious 
beliefs about HIV and PLWHA, there is a general desire and 
even a mandate to be compassionate and provide assistance 
to PLWHA. 

CONCLUSIONS 

With individuals living longer with HIV due to access to 
free treatment, there is an increased need for helping en
sure their social, physical and emotional wellbeing. Low 
rates of disclosure and perceived stigma have been shown 
to lead to poor mental health, social isolation, poor adher
ence to treatment, greater risk for transmission of HIV, and 
higher rates of AIDS. The Church community can serve as 
the epicentre for improving the lives of persons infected 
with HIV. In this study, Christian religious leaders in Soweto 
view themselves as responsible for serving as mediators for 
PLWHA among their family and community, for educating 
their congregations about various HIV related issues, and 
for helping PLWHA restore their faith through repentance 
and forgiveness. HIV and religion continue to be tightly in
tertwined, indicating the necessity of involving the Chris
tian religious leaders in efforts to improve the lives of in

dividuals living with HIV/AIDS in Black communities. 
Considering the large Muslim religious community and the 
co-existence of traditional faiths and practices in Africa, 
future studies should seek to understand their similarities 
and differences with the Christian communities in order to 
broaden the reach of future interventions. The commonal
ities between Christian religious leaders in Black commu
nities in sub-Saharan Africa and in the Americas facilitate 
the sharing of best practices and successful interventions 
for improving the wellbeing of PLWHA. 
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