More than JUST Health:
Embracing an Ethic of Decent Care in an HIV-Infected World

Introduction

At all levels, from the local to the global, the multi-sectoral
response the HIV pandemic is beginning to make explicit the vital
role of religious entities in the development, implementation, and
evaluation of a variety of public health priorities, policies, and
programs. At the global level, for example, the recent revision of
the 3 X 5 initiatived three million treated by 20050 indicates an
Increasing awareness among global policymakers of the complex
and dynamic nature of the response matrix, including greater
attention to structures of power and decision-making. Current long-
range planning efforts among secular and religious institutions,
however, acknowledge that a successful global response must
iInclude not only the scientific, but also the cultural, political,
economic, and religious aspects of the disease and its impact.

The dissertation develops a Christian social ethic of decent care
as a moral framework to guide the interaction between religious
entities and public health actors responding to the HIV pandemic.
The need for a social ethic (as opposed to a medical ethic or
strictly theological ethic, for example) emerges from the particular
way in which the HIV pandemic as well as the response to it have
raised questions about the relationships between the health of an
iIndividual and the social, political, economic, and cultural context
In which they exist.

Thesis

This dissertation argues that a Christian social ethic of
decent care Is necessary in order to:

1) account for, and respond to, the multiple and interrelated ways
iIn which PLHIV and those who care for them are constrained by
social, economic, and political structures;

2) Identify the distinctive theological, ethical, and material
resources Christian religious entities offer in the response to
HIV; and,

3) clarify the appropriate role of religious entities in shaping and
supporting public health policies and institutions.

The dissertation suggests that rooting this ethic in a thicker
understanding of how Christian religious entities conceive of and
practice care in light of the multiple and interrelated dimensions of
social injustice Is necessary (or at least useful) for determining
what kinds of relationships are possible between public health
practitioners and religious entities in communities affected by HIV.

The case study of the Masangane Programme serves as the local
lens through which social, economic, and political constraints as
well as the relationship between religious entities and public health
Institutions can be examined.
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Methodologies
QUALITATIVE RESEARCH

The methodology for the case study includes secondary analysis
of existing qualitative and quantitative research carried out by
members of the African Religious Health Assets Program
(ARHAP) in 2005. The data generated by the ARHAP case study
Include digital transcripts and translations of semi-structured key
Informant interviews (n=16), participant observation, unstructured
Interviews with traditional healers and family members of clients
(n=6), and a health-seeker questionnaire (n=77).

The initial analysis of the data will be used to formulate a working
hypothesis about what decent care looks like in the Masangane
project and the communities they serve. The analysis moves
dialogically between practice and theory, testing the
appropriateness and adequacy of various external formulations of
decency and care against implicit and explicit expressions of these
concepts by persons associated with the Masangane program.

CHRISTIAN ETHICS
The dialogical movement between practices and theory resists:

- reading a Christian ethic of decent care off of the existing
practices of care in Masangane

-t he Nntemptation to craft an
practices by concentrating exclusively upon generic
concepts, e.g., what constitutes an honoring of human
di gnity and worth.o

By foregrounding these practices, the dissertation suggests that
existing religiously-informed practices of decent care in the
response to HIVO what Christian communities are actually doing-
tell the ethicist something about how Christian ethical concepts are
being interpreted in a given context. The question driving the
methodology can be phrased:

In what ways do existing practices of decent care illuminate
how persons affected by HIV experience injustice,
dehumanization, marginalization, etc.?
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Case Study

Masangane, or nl et -hased e mb

organization operating in rural Eastern Cape, South
Africa. It was started in 1996 by members of the local
Moravian church in response to the lack of treatment
options available to persons living with HIV. It offers
a continuum of care to those infected with and
affected by HIV, including, notably, access to free
antiretroviral therapy (ART).

This commitment to ART is notable for two reasons:

1) church-based responses to HIV in South Africa focused initially
on home-based care to people dying with AIDS, and

2) until 2003, when South Africa began rolling out a comprehensive
ART plan, Masangane was the only provider of free ARVs in the
three communities in which it was operating.

Despite the addition of state-run clinics offering ARVs, Masangane

remains a preferred service-provider among community members.

The initial research conducted by an ARHAP team explores
whether or not the faith-based character of Masangane adds value
to its provision of services. The findings suggest that, minimally,
there is a perception among both caregivers and recipients of care
that the religious dimensions of Masangane distinguish it
qualitatively from other treatment providers in the district. Re
framed within the language of this dissertation, the preference
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something about the decency of the ca ey are receiving.
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Key Concept

eDECENTEARE f ai t h

According to a recent World Health Organization consultation:
decentcare providesn hol I sti ¢ care for an
acknowledged as such by both the provider and the recipient),

In which the care the individual receives not only meets the

|l ndi vidual 60s needs and expectat
hisdignityandself -wor t h. o

Significantly, WHO has articulated the concept of decent care as
responsive to the substantive contributions of diverse religio-ethical
and philosophical traditions. WHO recognizes that the

devel opment of a fncoagnaec hensi v
understanding of decent <careo
and theologians from the worl

n f ablasedhgroups that are providing essential prevention,
treatment, care, and support services to individuals living with HIV
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