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ABSTRACT
Objectives The aim of this intervention research study
was to engage senior leaders of faith-based organisations
(FBOs) in Malawi in a participatory process to construct
an interfaith theology of HIV/AIDS. This process was
designed to enhance the capacity of faith leaders to
respond more effectively to the HIV/AIDS pandemic.
Methods An evidence-driven combination of
ethnographic and participatory action research
methodologies was utilised. Conceptual
eventsdinnovative participatory action research
processesdwere held over the 4-year project and
brought together health service providers, policy makers
and a non-governmental organisation in partnership with
FBOs and grassroots faith-based communities.
Results Through facilitated dialogue, an interfaith
theology of HIV/AIDS emerged, resulting in the proposition
that a ‘spiritualised condom’ endorses a ‘theology of
protecting life’. This proposition was based on the
following convictions: (1) life is sacred and to be protected,
(2) to kill or murder is a ‘greater sin’ than the ‘lesser sin of
infidelity’, (3) protection of the innocent is a moral and
religious requirement, (4) condoms have the potential to
prevent the death of an innocent person and (5) condoms
need to be encouraged, even in the context of marriage.
Conclusions Clinicians, non-governmental
organisations, health service providers and policy makers,
assisted by health social scientists, can successfully
partner with FBOs and their leaders to (1) modify and
transform faith-based understandings of HIV risk and (2)
bring about attitudinal and behaviour changes that help
to address the challenges associated with HIV/AIDS.
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The Republic of Malawi is a country in southcentral Africa, with a population of 12 million and
around 200 000 HIV-infected people in need of
antiretroviral therapy,1 and almost 90 000 new HIV
infections per year.2 The national adult HIV prevalence rate is 12%,2 one of the highest in the world,
and the number of individuals aged 0e49 years
living with HIV/AIDS is between 0.7 and 1.1
million.3 More than half a million children in
Malawi have been orphaned by AIDS.4
Most HIV-infected Malawians are unaware of
their HIV infection and do not use condoms.5
Many Malawians are not convinced that condoms
are safe or capable of preventing HIV transmission,
and many distrust condom marketing campaigns,
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believing them to be population control efforts by
the Malawian government and the international
community.6 7 While there is some discussion
among Malawians of condom use in the context of
extramarital relationships, condom use within
marriage relationships is very limited.8
It is widely acknowledged that there is potential
for faith-based organisations (FBOs) to play an
important role in HIV/AIDS prevention.9e15
However, FBOs can be hampered in this role by
sociocultural and theological factors.14 16e18 In
many cultural settings, including Malawi, faith
leaders actively discourage condom use.17e19
Malawi’s FBOs are well positioned to ﬁght the
HIV/AIDS epidemic,20 but their effectiveness is
limited by cultural and theological factors that
inhibit dialogue on the disease and its prevention.18
Faith persuasions in Malawi have traditionally been
isolated from each other. In addition, many faith
leaders continue to promote a theology replete with
sin, blame and immorality, which contributes to
experiences of stigma and discrimination. These
faith leaders have generally discouraged condom use
because they believe that it inadvertently encourages
inﬁdelity and adultery and creates an unnatural
reproductive barrier.18 In Malawi, where procreation
is linked in African Traditional Religions to fertility,
sexuality, bodily ﬂuids and the land, any reproductive barrier is thought to be disruptive and inconsistent with the demands of the ancestors.18 21

OBJECTIVES
Changing the ways in which Malawians address
the problem of HIV/AIDS requires that the senior
leaders of FBOs in Malawi be engaged as enabling
resources to promote attitudinal and behavioural
change. The aim of our research was to construct
an interfaith theology of HIV/AIDS that would
enhance the capacity of these faith leaders to
respond effectively to the HIV/AIDS epidemic.
Our ﬁndings in year one of this project revealed
that while faith leaders in Malawi were committed
to constructive dialogue about HIV/AIDS, they had
profoundly different perspectives on the issue, and
these differences were contributing to their
inability to communicate and work together to
promote the attitudinal and behavioural changes
necessary to stop the spread of HIV.18 They
required a new, practical, interfaith theological
argument to guide their response to the epidemic.
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METHODS
At the core of this project’s achievements were the unique,
collaborative research partnerships developed among health
service providers and scientists, 24 Christian and Muslim FBOs
(see online appendix 1), FBCs, the Department of Theology and
Religious Studies and College of Medicine at the University of
Malawi, the National AIDS Commission of the Republic of
Malawi and the Salama SHIELD Foundation (SSF). SSF is an
international non-governmental organisation promoting partnerships in developing countries; it draws on indigenous
wisdom, scientiﬁc knowledge and spiritual values to construct
sustainable solutions in response to development concerns
(http://www.salamashield.org).
We utilised an evidence-driven combination of ethnographic
and PAR methodologies, described in a report on our preliminary
ﬁndings (year one)18 and in other publications23e30 (see box 1).
CEs were the principal method used to meet the objectives of
this project. A CE, an innovative iteration of the PAR process, is
a facilitated, creative problem-based forum that intentionally
nudges individuals with different perspectives towards the

construction of a shared ethically compelling framework for
understanding a problem and devising solutions18 (see online
appendix 2).
As the implementing partner in this project, Salama SHIELD
Foundation-Malawi (SSF-M) introduced the CE to Malawi’s
FBOs and FBCs as a PAR process,30 deliberately designed to bring
together faith leaders who are affected by HIV/AIDS and who
share the goal of ﬁnding life-sustaining solutions to the problems
caused by this disease, but who nonetheless have profoundly
different understandings of the fundamental truths governing
their lives, the determinants of health and illness in the context
of HIV/AIDS and how they should respond to evidence of risk.
Three Lilongwe-area CEs were held in 2004 to bring these
faith leaders together to engage in critical reﬂective dialogue on
the contentious issues that divide them in the areas of HIV/
AIDS prevention, supportive care and education and on what
they should say and do about the epidemic. At the ﬁrst CE, the
Nantipwiri Colloquium, papers were presented by faith leaders31
who contributed valuable theological expertise to the dialogue.
Physicians provided clinical and scientiﬁc information on the
characteristics of HIV transmission and the safety of condom
use. Other participants presented grassroots views on HIV/AIDS
(gathered in meetings of FBCs and other community groups)
through the use of oral reports, drama, dance, songs and poetry,
encouraging the faith leaders to rethink their theologies in terms
of practical problems on the ground (see online appendix 3 for
a list of participants and their contributions). In two follow-up
CEs at the Ryalls Hotel and Superior Hotel in Blantyre, cofacilitated by the ﬁrst author (medical anthropologist) and heads
of FBOs, senior leaders of the mainline churches met for further
discussion and decision making. These deliberations led to three
key CEs in 2005 and 2006 and many other CEs throughout the
period of the project, including meetings within faith groups and
monthly interfaith meetings with Lilongwe faith leaders. Decisions were made on the basis of consensusdafter strenuous
discussion. Our methodologies for analysis and interpretation of
these CEs have been previously described in a report on this
project’s preliminary ﬁndings in year 118 (see online appendix 4).

RESULTS

Box 1 Participatory action research (PAR) and conceptual
events (CEs)
PAR involves cycles of dialogue, reflection and practice that bring
people to a critical consciousness of their situation; from this
consciousness, they generate new knowledge and social action
aimed to transform their circumstances. PAR engages significant
leaders (key communicators) and stakeholders in a process of (a)
consensually identifying the problem; (b) analysing the problem
contextually and culturally; (c) representing the problem in
quantitative and qualitative terms; (d) proposing responses to the
problem; (e) implementing the responses conceptually and
behaviourally and (f) evaluating the impact of the proposed
response or solution to the problem. We used CEs to advance
this research.
The CE, an innovative PAR process, is a facilitated, creative
problem-based forum that intentionally nudges individuals with
different perspectives towards the construction of a shared
ethically compelling framework for understanding a problem and
devising solutions (see online appendix 2).
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The CEs organised by this project were historic events for
Malawi’s FBOs and FBCs and their leadership. While these faith
leaders live and work in close proximity to each other in Blantyre, Lilongwe and Zomba, most had not worked together or
even interacted in any meaningful way for many years (James
Tengatenga, Co-Chair, Nantipwiri Colloquium, personal
communication, 24 July 2004). Yet remarkably, all the leaders of
the umbrella bodies of faith communities, the mainline churches
and the independent and smaller churches of Malawi came to be
highly committed to this project and its objectives. All actively
participated in our Lilongwe-area interventions and some
pastors were trained as ﬁeld workers and assisted with research
throughout the project period.
The CEs challenged these faith leaders to examine their
theological stances, bridge diverse perspectives, construct shared
solutions, change the ways in which they discussed HIV/AIDS
issues with their communities and modify their approaches to
HIV/AIDS prevention, supportive care and education.
There were surprising changes during this process in the ways
in which Malawi’s faith leaders approached faith and its relationship to HIV/AIDS. Over the course of the many CEs that
took place in 4 years (see online appendix 5), a new theology of
HIV/AIDS began to emerge. On 28 September 2004, all heads of
Sex Transm Infect 2011;87:611e615. doi:10.1136/sextrans-2011-050045
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Because the beliefs of faith-based groups in Malawi do not easily
integrate scientiﬁc perspectives, innovative processes were
required to ensure that this new theology would be infused with
the latest scientiﬁc knowledge about HIV/AIDS.21
Using the conceptual event (CE), an innovative participatory
action research (PAR) process,18 our 4-year project (beginning in
2002) set out to determine whether health service providers,
health policy makers and a non-governmental organisation
could partner with FBOs and grassroots faith-based communities (FBCs) in Malawi to construct a theology of HIV/AIDs. The
goal was to construct a theology that modiﬁes faith-based
understandings of HIV/AIDS risk, facilitates dialogue and
behaviour change, de-stigmatises the disease and encourages
condom use as a method of preventing the spread of HIV. While
transformed, ecumenical theologies do not automatically lead to
behaviour change, they can facilitate behaviour change when
they are practical; in turn, the development of more compassionate behaviours can lead to revised theological thinking.22
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Box 2 Forum for theological dialogue and research on HIV/
AIDS, Press Release Excerpt Victoria Hotel, Blantyre,
Malawi 27 January 2006
[We] do realize that in certain circumstances, if properly used,
[the condom] does contribute to the saving of innocent life. [We]
emphasize the responsibility of the unfaithful to at least reduce
the effects of their actions on their unsuspecting partners by the
use of condoms. The same God who says, “Do not commit
adultery” equally says, “Do not kill.”
In view of the serious effects of the pandemic on our communities, we emphasise the need for increased integration of
counselling in our pastoral work and in the training of religious
leaders. In order to protect life, we emphasise the need for
a dramatic increase in voluntary counselling and testing. We also
see that declaring one’s status may help to save life and decrease
stigma.
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They concluded that this theology, emerging from their reﬂections in the CEs, had yielded a new concept they called ‘the
spiritualised condom’34 (see online appendix 7).
The spiritualised condom refers to a profound linkage
between the technology of HIV prevention and a shared moral
purposedto protect life. Among individuals whose behavioural
choices are driven by ancestral authorities and whose epistemological references are more spiritual and indigenous than
secular or biomedical, the spiritualised condom legitimises public
health strategies for HIV prevention. With the concept of the
spiritualised condom, the public health requirement of condom
use is given spiritual authority, which in this instance transcends
a variety of faith traditions.
The development of the idea of the spiritualised condom
reﬂected the realisation among these faith leaders that condom
use is an ethical act, required by their own moral beliefs and by
a theology that sanctiﬁes life. The spiritualised condom endorses
prevention in a novel and positive way.
One of the Malawian co-facilitators of the CEs put it this
way:
Can the faith community in Malawi justify its moral stance on
condoms in the face of this pandemic? I am persuaded to say that it
cannot. There is a good at stake, and that good for me is life. The
question then is shall we save life or let it die? . The choice is on
the side of life.

DISCUSSION
This project demonstrated that the participatory process of CEs
can translate the intellectual and experiential capacity of
multiple stakeholders, including faith leaders, into effective
strategies and solutions for HIV prevention.
This research focused on faith leaders, challenging them to
radically transform their theologies and communicative behaviours in ways that could potentially lead to behaviour change
among their followers and encourage condom use. Though
many questions remain for future research (online appendix 8),
we observed signiﬁcant changes over the course of our CEs in the
ways in which faith leaders communicated with each other and
their followers about HIV/AIDS.
While unique and innovative research partnerships were
created between health scientists, health service providers and
diverse FBOs and FBCs, our methodology has a number of
limitations with regard to its ability to achieve intervention
effectiveness for individuals at risk for HIV/AIDS. The effectiveness of these partnerships was hampered to some degree by
the cultural and epistemological divide that existed between
researchers with scientiﬁc and faith-based backgrounds and by
the ongoing challenge of involving more Malawians in this
research. While our research partners were representative of the
mainline FBOs in Malawi, they did not include, for example, the
leaders of the African Traditional Religion sector in Malawian
societydthough some traditional views were reﬂected in the
information gathered from meetings of FBCs. Furthermore,
qualitative studies, such as this one, are complex and costly and
can require a long time period before hoped-for results can be
demonstrated at the clinical level. Follow-up studies are in the
works and will incorporate qualitative and quantitative methodologies to measure the impact and behaviour outcomes of this
intervention within Malawi’s FBOs. Although the merit of our
CE process in other African settings is uncertain, its application
in settings outside Malawi could test its generalisability and
potentially lead to the development of practices that could be
utilised effectively by other faith communities in the region.
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the mainline Christian churches and Muslim FBOs in Malawi
signed a statement that they named The Ryalls Declaration
(online appendix 6), committing themselves to ongoing dialogue
on contentious issues surrounding HIV/AIDS, the continued
development of an interfaith theology of HIV/AIDS, the
support of programmes and practices that contribute to the
prevention of HIV/AIDS and to the reduction of the stigma and
discrimination associated with it. To help implement the
declaration’s pioneering objectives, these faith leaders established a Forum for theological dialogue and research on HIV/AIDS. At
a meeting of this Forum in January 2006, the participating faith
leaders issued a landmark statement to the press, promoting the
use of condoms to protect innocent life (see box 2).
Over time, the dialogue at the CEs shifted and changed as the
FBO and FBC leaders exchanged ideas and theological arguments
on the subjects of HIV/AIDS prevention and condom use.
Eventually, these leaders developed an effective way to graft
prevention messages onto a moral imperative and committed
themselves to implementing within their communities
a systematic and practical theology of protecting life, based on the
following convictions.
1. Life is sacred and to be protected.
2. To kill or murder is a ‘greater sin’ than the ‘lesser sin’ of
inﬁdelity.
3. Protection of the innocent is a moral and religious requirement.
4. Condoms have the potential to prevent the death of an
innocent person (the unsuspecting spouse or partner of
a person with multiple sexual partners).
5. Therefore, condom use needs to be encouraged, even in the
context of marriage.
While Pope Benedict XVI’s recent comments32 acknowledged
that the use of condoms to prevent the spread of HIV is a lesser
evil than putting the life of another human being at risk (and
this is signiﬁcant for his followers around the world), the
Vatican still holds that condom use is immoral,33 even in the
context of a marriage in which the condom has the ‘double
effect’ of preventing HIV transmission in addition to pregnancy.
In contrast, the diverse group of Malawian faith leaders
involved in this research project came to the surprising conclusion that under the circumstances in which their faith
communities ﬁnd themselves, a theology of protecting life, based on
scripture, makes condom use a moral and religious imperative.
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< Conceptual eventsdinnovative participatory processesdcan

translate the intellectual and experiential capacity of multiple
stakeholders into effective strategies for HIV prevention.
< Healthcare
stakeholders (clinicians, policy makers,
researchers), in partnership with faith-based organisations,
can bring about attitudinal and behavioural changes with
respect to HIV risk.
< The implementation of conceptual events has produced an
interfaith consensus on condom use as a moral imperative
despite initial resistance and disagreement.
< Interfaith research partnerships have led to the concept of
a ‘spiritualised condom’, which legitimises public health
strategies for HIV prevention among Malawi’s indigenous
communities.

By entering respectfully into the cultural and epistemological
divides that exist between researchers, governments and faith
communities, we believe that research partnerships such as
those described here can modify faith-based understandings of
HIV/AIDS and build on common ground, leading to long-term
health solutions.
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