WHAT IS AN HIV AND AIDS COMPETENT FAITH COMMUNITY?
Presentation at the 4th SA AIDS Conference: FBO session

Durban, RSA 31st March 2009

Dr Sue Parry

The title of this session presents 2 key questions which need answering. Too often we have assumed we know what we mean by ‘community’ and what we mean by ‘competence.’ Yet if we were really addressing both, I believe we would be making greater progress in responding to HIV in all its complexity.

Firstly: What do we mean by ‘Community?’
There are various definitions such as: 

‘A community is a group of people who have joint ownership or a common position with regards to something.’ (Oxford dictionary)

But I would like to share something that I read a newspaper, whilst travelling to Durban, which carried 2 articles typifying ‘community.’

>The first was an advert for a forthcoming film in which an innocent little girl gets shot. None of the neighbours, who witnessed the murder, come forward and identify the killer. So the father puts up a sign in front of their window accusing them of being accomplices;

‘The killers of our Jackie are free on the streets because our neighbours will NOT identify them.’


The neighbours know


They choose not to be involved


They do not communicate

The result is that there is no support or justice for the family affected and the neighbours leave themselves and their children vulnerable to the same fate.

>The second article was about Queen Rania al Abdullah of Jordan who recently visited a secondary school in Soweto. In discussion with a 16 year old pupil, she asked her if the area was a violent one. The girl replied: ‘This is a safe community. Our parents work together to protect us and our school. We have a beautiful community that stands together against problems.’

THIS is community. I believe that the key binding factor is not so much the geographical location, ethnic composition, religion, or other commonalities – it is whether or not they really COMMUNICATE. Communication should be: honest and open, based on accurate facts not gossip, non-judgemental and non-stigmatising; caring and practical. Out of the communication should evolve appropriate actions which are of benefit to the entire community.

Thus ‘community’ is a group of people: who understand the problems, who care enough to do something about the problems and who communicate together.

COMPETENCE

Secondly: What do we mean by ‘HIV and AIDS competence?’
Again, there are numerous definitions developed by various AIDS agencies which in reality can mean different things to different people. The epidemic is not static, it is evolving and thus definitions also change over time, just as the terminology has also changed over time. . (AIDS ->HIV/AIDS -> HIV)
There are varying degrees of competency as assessed by the service providers. For example: When it comes to responding to HIV, some churches believe that just by doing something, they are doing enough. Is one soup kitchen a week enough? Is ONLY praying for the sick enough? Then there are churches who have a multitude of programmes across the full spectrum of HIV response.

Competence is not a single act but needs to be continuously defined and redefined through experiences that are learned. It is a process.
So, how do we get from where we are to where we would like to be?

I would like to share with you what I consider to be competence in relation to Churches and other faith communities, based on experience across the continent and in other countries..

There are two crucial parts to competence which are linked together or ‘bridged’.

The first part is the development of inner competence, the second is outer competence and the bridging factors are leadership, knowledge and resources.

I will endeavour to unpack these processes:
INNER COMPETENCE

‘We need to begin the journey towards ourselves before we begin a journey towards the other and towards God.’ (PAZ Mozambique).

Inner competence means looking inwards, into ourselves, our families, our institutions and our community. It means personalising and internalising the risks in an open honest way. 
It means consideration of sexual behaviours, mind-sets, attitudes and values as well as the acceptance that anyone can contract HIV, even within our own ranks. Facing these issues honestly adds credibility and authenticity to our subsequent response. We seek an inner transformation in our attitudes and approach to HIV, within our own lives, our families, our society, our churches and our communities.

Recognising the impact 
It is recognising the impact and long term consequences of HIV on individuals, families, communities, society and within the life of the church. 
Risk factors
It requires identifying and appraising the risk factors that facilitate the spread of HIV as well as increase vulnerability within our communities. These may be:

· The structural and social risks which influence choice and thus risk.
· Discrimination, inequalities, lower educational status, economic dependence on men, cultural and social norms –cannot refuse sex or negotiate for safer sex. Unequal power relationships, peer pressure, social dislocation etc). They may be:
· Gender imbalances and norms including GBV
· Negative cultural practices

· Economic risks and political challenges
Who are the most vulnerable in our communities?
It requires confronting prejudices, denial, stigma and discrimination and resistance to change that exists first and foremost within ourselves when we consider HIV. Frequently there is strong denial of the problem and a resistance to change. It demands an honest and open acceptance of earlier failures or misconceptions as well as contrition. It may require a whole paradigm change in the way we assess situations. Only when all these issues have been considered, weighed and confronted, can we honestly accept the imperative to respond more appropriately and with compassion.
The Bridging connection: leadership, knowledge and resources need to be rooted in the communities that are being served, reflecting their experiences, challenges and expressed needs.

The first cornerstone in this bridge is:
LEADERSHIP:

Leadership does not imply only the hierarchy. There are people assigned positions of leadership who do not necessarily demonstrate leadership. Equally there are people who show leadership who may not have been given those roles. Leadership needs to be all embracing and evident at all levels. Leaders need to be accurately informed about HIV and have need proper training to counteract irrational fears and misconceptions. They need to be accountable. They need courage to acknowledge and to open up dialogue on difficult and unpopular topics and to expose accepted practices that increase vulnerability, particularly those surrounding gender.

The second cornerstone in the bridge is KNOWLEDGE

Factual knowledge is an academic exercise. It needs to be translated into practice and action. Up-to-date and factual information on the virus, (its modes of transmission, what facilitates its spread, its physical effects and management of it), is as important as  understanding its impact on individuals, families and society. This means acquiring appropriate knowledge of the people concerned, their circumstances, contexts and vulnerabilities. It also means informing oneself of who is doing what and where and how and making appropriate connections with those people.
The third component is RESOURCES

Too often resources are equated with financial assets and needs. Structural and social capital is overlooked, as well as the less definable yet immensely valuable other resources, including the spiritual. Too often perceived lack of resources creates inertia toward action and becomes an excuse for inaction.

Acquiring leadership skills, appropriate knowledge and sufficient resources will not necessarily translate into effective and competent action.

In the situation of HIV, one of the most important qualities necessary is to learn to listen before we initiate our response. Many good intentions can cause harm and hurt through straight misguided ignorance and jumping into situations to solve crisis without pre-consultation. Even the language used, in all ignorance, can reinforce stigma. 
As faith communities, the effectiveness and relevance of our activities, our outer competency, are directly related to the extent to which we are able to demonstrate:
1. Theological competence
2. Technical competence 

3. Social relevance

4. Inclusivity 

5. Alliances with others who are working in similar fields and with whom we can network, collaborate and coordinate 

6. Advocacy and use of the prophetic voice of the Church

7. Compassion in restoring hope and dignity 

Briefly I shall go through each:
I. THEOLOGICAL COMPETENCE.

HIV challenges faith communities to reflect theologically on the pastoral and spiritual demands of HIV and what should be the compassionate Christian response. Faith must be communicated in a way that speaks to the difficulties and challenges of people’s life experiences. Relevant resources to accompany faith leaders need to be (and have been) developed to assist them in this process.
2. TECHNICAL COMPETENCE

Within every individual and community there is an inherent capacity and potential. We need to build on these strengths: to build human and institutional capacity to plan, implement, coordinate, monitor and evaluate programmes effectively. The more we compete with secular organizations for resources, the more there is need for proficiency and professionalism in what we do. There are plenty of excellent resources available which deal with the specifics of developing policies, plans and M&E techniques.

3. ENSURE SOCIAL RELEVANCE 

Individual behaviour is profoundly influenced by broader contextual factors which include social norms, social cohesion, social equality, service accessibility and public policy. It is these many factors which must be acknowledged if the messages of HIV prevention, and the mitigation of the impact of HIV and AIDS, are to be relevant in the context in which the majority find themselves. 

HIV is a JUSTICE issue and as such demands a response that is more than just charity. It has also been recognized as a HUMAN RIGHTS ISSUE. Human rights need to be coupled to shared rights and responsibilities.

4. INCLUSIVENESS . 

People living with HIV need to be involved in all stages of our planning process. We need to acknowledge their capacities and aspirations and not just their vulnerabilities and fears. They have the greatest experience of the virus and knowledge of its impact on the individual and family. They can frequently best identify what increases stigma and what brings solace. Token inclusiveness of them in programmes is an insult.

Churches can and should be agents of social cohesion. Such communities can provide the sense of welcome and inclusiveness and values that so many people lack in their lives. By being safe places for all who are affected by HIV and its impact, there is opportunity for healing, reconciliation and the restoration of hope.

5. NETWORKING

Faith communities are not Islands. HIV is non-partisan in its impact. Greater collaboration is needed to maximize efforts, coverage, and quality of service delivery and better utilization of resources, both human and financial. Networking implies collaboration with other key players in the response to HIV and AIDS.
Sharing of experiences, what works and what doesn’t, exposure of gaps and challenges, is all essential, relevant and can help to formulate responses that are more strategic and thus more likely to have better impact.

6. ADVOCACY

The Church needs to reclaim its prophetic voice. Advocacy has been too muted given the scale of the problem and the injustices that exist.. There is need to advocate for increased and meaningful political commitment and capacity. Advocacy is needed against discriminating laws, policies and practices, particularly those against marginalised groups of people. Advocacy is particularly needed against those determinants that are driving the epidemic such as: gender disparities, sexual abuse, domestic and gender based violence and negative cultural practices. Churches can use their power and influence to promote justice and social good.

7. COMPASSION AND THE RESTORATION OF DIGNITY AND HOPE

One of the first casualties, that accompany a positive diagnosis of HIV, is hope. What we seek to do in our response, is to restore that hope through responding with compassion, and in solidarity. 

‘Medicines may give people a means to live but faith gives people a reason to live.’

 Fr R. Igo osb
In summing up:
Churches have a unique role to play in responding to HIV and AIDS. No other organisation or government has the reach into society, the continued presence nor the higher mandate to respond like the Church. HIV is unlike any other challenge faced by the Church because it strikes at the very core of relationships and its impact is chronically deadly. Responding appropriately, effectively, compassionately, and to scale, requires so much more than was previously acknowledged. It challenges us as Church to face reality as well as possibility. We need to look inwards, to look beyond the barriers, to dig deep to find the heart of the problem within ourselves, our communities and society as a whole, as well as to find the heart of the solution. It requires an active search for appropriate information, knowledge and understanding as well as an open engagement with those affected and with those involved in seeking to respond – whether from our own denominations or across the secular and denominational divide. At the same time, HIV provides the Church with an unparalleled opportunity to reach out in solidarity, in practical care and support, in advocacy and in love and compassion.

LIGHTHOUSE ANALOGY

Lighthouses are usually built in solitary strategic places, on rock, jutting out into the sea. Their function is to stand as secure reference points during the day and at night, to send out beams of repetitive sweeping light, illuminating dangers for vessels at sea and in costal waters. They stand as beacons of hope to any in distress, and their very presence and function is to provide a means to expose dangers and to offer a light to help the sea farer avoid dangers.

Faith communities too stand, and can stand, as a living beacon of hope in the era of HIV.

For the lighthouse itself can represents the structure of the church, the inner competence we seek. The lens that magnifies the light is the knowledge, leadership and resources. The sweeping beam represents the responses of the church, her outer competence and ultimately the love, compassion and hope we are called to give. 

May we each, in our own way and in our own community responses, be beacons of hope in a world full of darkness, of fears, uncertainty and seemingly without direction.

Thank you.

Dr Sue Parry
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