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Executive Summary  
 

Religious leaders play a significant and positive role in the AIDS response. However, the relationship 

between the public health community and the religious sector is often tenuous and occasionally 

oppositional. An opportunity currently exists for the proactive and positive engagement of religious 

leaders as allies in the introduction of pre-exposure prophylaxis (PrEP), including both oral tablets and 

vaginal microbicides. If this engagement is accomplished effectively and appropriately, religious leaders 

can help ensure the successful implementation of this latest approach to HIV prevention and contribute to 

stemming the HIV epidemic. 

 

The Center for Interfaith Action on Global Poverty (CIFA) has carried out a study to understand how 

religious leaders in Mozambique, South Africa, Kenya and Nigeria will react to PrEP and explore what 

strategies will be most effective to engage religious leaders in PrEP introduction. This document outlines 

the findings of this research process, which included a formative literature review, phone interviews with 

international experts, face-to-face interviews with faith leaders and relevant stakeholders and a whole-day 

interfaith consultation with religious leaders on PrEP in each country.   

 

Three clear findings have emerged from this research, and these findings constitute the organizing 

principle of this document: 

 

1. Religious leaders can be important and powerful allies in PrEP implementation: Religious 

leaders are increasingly willing and eager to support their communities by advocating for HIV 

prevention. When it was presented during the consultations and interviews, religious leaders 

never rejected PrEP out of hand and even those that expressed strong reservations said that they 

could consider some role for PrEP in a broader prevention strategy. As such, the commodity itself 

is not inherently objectionable and could in fact garner support from a broad cross-section of the 

faith sector if effectively presented. Furthermore, despite differences across faith and national 

lines, the concerns and tensions surrounding PrEP are similar for all faith communities.  As such, 

these lessons have broad applicability across national and religious or denominational lines. 

However, in order to effectively approach this audience, public health professionals must 

understand the role of and worldview of religious leaders.  

 
2. Engagement with religious leaders must happen in accordance with the values and language 

of faith: The language and strategies used to describe and promote PrEP must use the faith 

vernacular. The key to this ‘translation’ is that it must recognize that faith leaders are, first and 

foremost, moral and spiritual guides for their communities, concerned with the holistic welfare of 

their parishioners, including their physical, emotional, and spiritual health. As such, religious 

leaders view HIV prevention through a lens that includes behavioral and structural factors. PrEP 

marketing must reflect these other HIV-prevention approaches and must place PrEP within a 

broader package of HIV-prevention tools. If PrEP is presented as a stand-alone commodity 

without any reference to the broader moral issues of concern to religious leaders when dealing 

with issues of sex and sexuality, religious leaders will be unable to accept PrEP and may even 

come to reject it.  

 
3. Despite widespread potential for acceptance of PrEP, some religious leaders remain likely 

opponents, though religion was not observed to be the primary determinant of this attitude: 
The third findings sections of this report reflects what was observed across national as well as 

faith lines and develops a typology for considering faith leaders’ potential receptivity to PrEP. In 

this typology, faith leaders can be considered to fall into one of three categories: (1) Early 
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Adopters, (2) Potential Adopters and (3) Likely Opponents. Religious leaders of all faith 
traditions can be found in each category, and the vast majority of religious leaders are “potential 

adopters.” Furthermore, the majority of those who were observed to be likely opponents were 

religious leaders with the least experience with HIV or knowledge about biology, medicine and 

science, rather than religious leaders with intransigent philosophical objections. 

 

Religious leaders consistently spoke of supporting HIV-prevention efforts as a moral and religious 

imperative that goes to the core of a religious leader’s role: to protect and uphold life while promoting 

communities based on religious values and teachings. A broader cultural shift, driven by an increased 

recognition of the severity and exigencies of the HIV epidemic, is leading many leaders to accept risk-

reduction strategies and advocate for them as part of a broader HIV-prevention strategy.  

 

However, religious leaders are also adamant that PrEP introduction must not occur in a moral vacuum. If 

religious leaders are to be supporters of PrEP implementation, PrEP must be part of a broader approach to 

HIV prevention that prioritizes saving lives and preserving the sanctity of sexuality and the human body. 

Furthermore, because PrEP is non-contraceptive, the use of PrEP by discordant married couples was less 

objectionable, if objectionable at all, than its use in other target populations. 

 

The centerpiece of these research findings are the specific messages and strategies referenced in finding 

number two above. This report proposes two guiding principles for developing messaging and 

communication strategies vis-à-vis religious leaders: 

 

1. Introduction of PrEP must come from within the faith community and use the language of 
faith, not the language of medicine: The most effective means of targeting faith leaders who 

might not be predisposed to accept PrEP is by engaging them through their religious peers or 

superiors in the language of their own faith tradition. PrEP must be spoken about as an approach 

to preserve the dignity and sanctity of life. Furthermore, faith leaders must be engaged as moral 

stewards and community leaders, not as force-multipliers for a biomedical intervention. The most 

effectively placed individuals to do this type of messaging are other faith leaders themselves – not 

secular public health or government officials.  

 

2. PrEP must be situated in the context of a combination or ‘holistic’ approach to prevention: 
The experience of condom implementation has demonstrated that the promotion of sexual risk 

reduction methods above other prevention strategies can drive a wedge between public health and 

faith communities and lead to an outright rejection of sexual risk reduction by faith leaders. This 

mistake can be avoided if PrEP is situated within a combination approach to prevention that 

includes behavioral and structural interventions. For faith leaders, this more holistic view, which 

recognizes HIV as a product of structure and behavior and includes emotional and spiritual 

dynamics of health, is far more acceptable than a narrow medical approach. 

 

Building on these principles for engagement, this report articulates several examples of specific 

messaging about PrEP that could be utilized with religious leaders. These messages emerged from 

religious leaders themselves through the consultation and interview process. They provide guidance for 

implementing PrEP in a way that maximizes its potential benefit and is reflective of the concerns, 

worldviews and assets of religious leaders.  
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Overview & Methods 
 
Access to treatment and care for people living with HIV has expanded greatly in recent years, but unless 

HIV incidence is reduced significantly, it will be difficult for governments to meet the recently signed 

Political Declaration on HIV/AIDS, which includes renewed commitments to achieve universal access to 

treatment, prevention and support.
1
 New prevention approaches are needed to reduce incidence rates and 

lower overall population prevalence of HIV – particularly in highly affected countries in sub-Saharan 

Africa.  

  

Five clinical trials of an approach to HIV prevention known as pre-exposure prophylaxis (PrEP) have led 

to published data in 2010 and 2011. In four of these trials, PrEP was  shown to reduce the likelihood of 

acquiring HIV. As a result, there is great interest in making PrEP available to select target groups 

worldwide. In so doing, the public health community will need to work in partnership with decision-

makers and influential community leaders to inform and mobilize individuals and communities around 

the use of this emerging HIV-prevention option.  

 

The Center for Interfaith Action on Global Poverty (CIFA) has explored ways in which religious leaders 

can be engaged as positive partners in the introduction of PrEP. Through a series of consultations and 

interviews in Mozambique, South Africa, Nigeria and Kenya, the project sought to identify the messages 

and strategies that will be most effective and appropriate for engaging faith leaders to ensure successful 

implementation of PrEP. Three questions underpin this work: 

 

 What concerns do religious leaders have regarding PrEP? 

 What messages will be most effective for communicating with religious leaders about PrEP? 

 What programs or processes may be needed to enable religious leaders to be constructive 

partners in PrEP introduction and implementation? 

Methods 
The qualitative field research reported here took place during two distinct research trips by CIFA staff, 

the first to Mozambique and South Africa in June 2011 and the second to Kenya and Nigeria in August of 

the same year. One expert consultation meeting and a number of face-to-face interviews were conducted 

in each country. Prior to undertaking this work, CIFA conducted formative research that included eleven 

semi-structured phone interviews with religious leaders, representatives of faith-based organizations and 

public health professionals who have significant experience in the AIDS response in sub-Saharan Africa. 

The findings from that formative research informed the development of the protocols for the field work 

discussed here and are outlined in CIFA’s May 2011 Scoping Note: “Preparing for Pre-Exposure 

Prophylaxis: Exploring the attitudes of faith leaders towards an emerging HIV-prevention technology and 

how best to engage them in its implementation.”
2
 

 

The consultations were held in Maputo, Mozambique on June 2, Durban, South Africa on June 6, Nairobi, 

Kenya on August 18 and Abuja, Nigeria on August 25. Approximately 25-30 religious leaders and leaders 

of faith-based AIDS programs were invited to each consultation. 25 people attended the consultation in 

Mozambique; 21 attended in South Africa; 24 attended in Kenya; and 22 attended in Nigeria. Participants 

were broadly representative of the diversity of religious groups and denominations present in each 

country. Representation was sought from each of the major and minor faith communities (Catholic, 

                                                           
1
 United Nations General Assembly. “Political Declaration on HIV/AIDS: Intensifying our Efforts to Eliminate 

HIV/AIDS”. http://www.unaids.org/en/media/unaids/contentassets/documents/document/2011/06/ 
20110610_UN_A-RES-65-277_en.pdf. 
2
 Available by request from CIFA. Email info@cifa.org to request an electronic copy. 
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Protestant Denominations, Muslim and, where appropriate, Hindu) as well as from several major 

ecumenical or interreligious organizations active in AIDS response. Securing the participation of female 

religious leaders as well as individuals living with or personally affected by HIV/AIDS was also 

prioritized.  

 

Participants in the consultation were not selected for being more ‘progressive’ or ‘conservative’ than their 

peers, but rather were selected to attempt an approximate representation of the variety of religious leaders 

and views in each country. However, the sample was not entirely unbiased; a majority of participants had 

considerable experience mobilizing faith communities and engaging faith leaders on AIDS. As such, the 

participants were able to speak about the process of engaging faith communities who may know little or 

have limited experience dealing directly with HIV. This enabled participants to inform a broader strategy 

for faith-leader engagement beyond those who may already be knowledgeable about HIV/AIDS and 

involved in the AIDS response. 

 

The consultations were facilitated by hired local facilitators with considerable experience working with 

religious communities on issues of HIV/AIDS. CIFA staff provided close support. CIFA contracted to 

local organizations in each country to provide both logistical and programmatic support to the 

consultations. In Mozambique, South Africa and Kenya, CIFA worked with the Council of Religions in 

Mozambique / Conselho das Religiões em Moçambique (COREM), World Conference of Religions for 

Peace South Africa and the Interreligious Council of Kenya (IRCK), respectively – each an affiliate of 

Religions for Peace International. In Nigeria, CIFA worked with the Nigerian Inter-Faith Action 

Association (NIFAA). The consultations in South Africa, Kenya and Nigeria were conducted in English, 

and the consultation in Mozambique was conducted in Portuguese.  

 

The majority of consultation participants lived and worked in or near the metropolitan area in which the 

consultation was held. However, three to five participants were invited from outside the area in order to 

achieve greater geographic diversity. All participants were provided with a transportation subsidy and 

meals to facilitate their participation as needed.  

 

The consultations were designed to evoke information about the current attitudes of religious leaders 

towards HIV/AIDS and HIV prevention, as well as to garner participants’ thoughts and reactions – as 

well as their ideas about the thoughts and reactions of their peers – to PrEP. As such, each meeting began 

with a discussion of the roles of religious leaders in HIV prevention and the attitudes of religious leaders 

towards current HIV prevention work. PrEP was then introduced by a CIFA staff member, after which 

religious leaders were asked for their personal reactions as well as guidance on ways to engage religious 

leaders in its introduction (see appendices for consultation agendas). 

 

Face-to-face interviews with government officials, public health professionals and religious leaders 

supplemented the consultations. In both Mozambique and South Africa, 13 interviews took place, while 

Kenya had five and Nigeria had six. Some of these interviews were conducted with individuals who could 

not attend the consultation due to scheduling conflicts, while others were interviewed because of their 

involvement in AIDS work and their knowledge of faith communities and the faith-based response to 

AIDS. While emphasis was placed on securing the participation of religious leaders in the consultations, 

many of those who were asked to participate in interviews were government officials, public health 

professionals, or representatives of faith-based organizations who could speak to the engagement of 

religious leaders. Additionally, many religious leaders who participated in the consultations were then 

asked to participate in additional one-on-one interviews. 

 

While the consultations provided a snapshot of a broad religious landscape and a feel for any potential 

engagement of the religious sector as a whole, the interviews provided more specific information about 
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likely concerns and process issues. Together, these two data-collection modalities complemented each 

other well, and this report synthesizes the data collected from each.  

 

A desk review of relevant literature supplemented the consultations and interviews. CIFA reviewed many 

curricula and program materials for existing faith-based HIV prevention and AIDS programs. These 

materials provide valuable context for considering the engagement of religious leaders in PrEP 

implementation. Some of the documents were obtained through Internet and PubMed searches and 

searches of relevant organizational websites. Others were suggested, and often provided, by research 

participants. 

Background: HIV Prevention, PrEP and the Religious Sector 

PrEP & HIV Prevention 
Access to treatment for people living with HIV has significantly improved in the past five years. 

However, during this same period, millions of people have become newly infected and prevention efforts 

have failed to stem the epidemic. Unless the influx of new infections is slowed, governments will be less 

able to provide care to those in need, and AIDS will continue to have a devastating effect on individuals, 

families, communities and nations.  

 

Due in part to these concerns, as well as to the growing realization that AIDS is a long-term event rather 

than a short-term emergency, the last few years have witnessed a renewed commitment to prevention. 

This commitment has increasingly focused on developing new biomedical, behavioral and structural 

approaches to prevent HIV transmission and implementing proven approaches in combination, tailored to 

specific epidemiological and social contexts.  

 

After a frustrating decade in which several vaccine and microbicide trials failed to show efficacy, pre-

exposure prophylaxis (PrEP) has recently emerged as a promising biomedical prevention tool. PrEP 

involves the use of anti-retroviral drugs, prior to exposure, by HIV-negative individuals in order to 

achieve a prophylactic effect and reduce the risk of HIV acquisition.
3
 A number of delivery modalities for 

PrEP are currently being tested in various populations. Two primary modalities have already 

demonstrated efficacy: oral tablets administered daily and topical gels that can be applied vaginally prior 

to sex.  

 

The iPrEx trial demonstrated a 44 percent reduction in HIV infections among MSM taking a daily oral 

Truvada tablet,
4
 and the CAPRISA 004 study showed 38 percent fewer infections among women using a 

vaginally applied one-percent tenofovir gel within 12 hours before and after sex than among women using 

a placebo.
5
 Another trial, the FEM-PrEP trial, however, demonstrated no prevention efficacy for 

heterosexual women using daily oral Truvada.
6
 Two studies released in July 2011 demonstrated the 

prevention benefit of PrEP for heterosexual women and men. The TDF2 study demonstrated that daily 

oral Truvada reduced the risk of acquiring HIV by around 63 percent among HIV negative, sexually 

                                                           
3
 Current trials are focusing on populations that are at particular risk of HIV acquisition, including same-sex 

practicing men, sex workers, women in southern Africa, and serodiscordant couples in stable relationships. 
4
 Robert M. Grant, et. al., “Preexposure Chemoprophylaxis for HIV Prevention in Men Who Have Sex with Men.” 

New England Journal of Medicine. Vol. 363 pp.2587-259. 
5
 Quarraisha Abdool Karim, et al., “Effectiveness and Safety of Tenofovir Gel, an Antiretroviral Microbicide, for the 

Prevention of HIV Infection in Women.” Science. September 2010. Vol. 329 no. 5996 pp. 1168-1174. 
6
 National Institutes of Health, “The FEM-PrEP HIV Prevention Study and Its Implications for NIAID Research.” 

http://www.niaid.nih.gov/news/newsreleases/2011/Pages/FEMPrEP.aspx 
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active, healthy young men and women in Botswana.
7
 The Partners PrEP study, released at the same time, 

showed that daily oral Truvada reduced the risk of HIV acquisition in sero-discordant couples by 73 

percent, and that daily oral tenofovir reduced risk by 62 percent for the same population in nine sites 

across Kenya and Uganda.
8
 

 

The VOICE trial, which has recently completed enrollment of participants, will provide valuable 

additional information about the efficacy of tenofovir gel as well as daily oral Truvada and daily oral 

tenofovir in protecting women from acquiring HIV in South Africa, Uganda and Zimbabwe.
9
  

  

PrEP holds promise for protecting many of the most vulnerable and at-risk populations, including MSM, 

commercial sex workers, the HIV-negative partner in serodiscordant partnerships and women and girls. 

This latter population group – women and girls – may be particularly notable for a number of reasons. In 

many HIV epidemics, especially those in southern Africa, women bear the greatest burden of HIV 

infections. However, despite high prevalence rates, the prevention tools that currently exist are not well-

suited to protect women from sexually-transmitted HIV. Although women may be faithful to male 

partners, they cannot guarantee that monogamy is reciprocated, particularly when the husband is working 

away from home for long periods.  

 

Gender norms that condone multiple sexual partnerships for men underlie this challenge, while also 

increasing women’s vulnerability. Furthermore, male condoms, the most commonly promoted risk-

reduction strategy, require that male partners elect or agree to use them, a condition that also makes 

condoms potentially useless as an HIV-prevention strategy during rape and sexual violence. Male 

circumcision, another promising risk-reduction option, has only demonstrated efficacy in protecting men 

from acquiring HIV and does not carry any direct prevention benefits for women. Because PrEP can be 

used by women – and used covertly if desired – it is an important addition to the HIV-prevention toolkit.  

  

The Religious Sector 
The religious sector has long been involved in responding to AIDS. From the earliest days of the 

epidemic in Africa, as elsewhere, faith leaders and their communities have made critical contributions to 

mitigating hardships brought on by the disease. Faith communities and faith-based institutions have cared 

for those made sick and orphaned by AIDS, provided food and nutrition support to families in need and 

even opened sophisticated treatment and care facilities, oftentimes far ahead of governments or the 

private and secular non-profit sectors.  

 

More recently, religious leaders have taken an active role in combating cultural and structural 

impediments to AIDS care, including speaking out from the pulpit to combat HIV-related stigma and 

discrimination and advocating on behalf of affected individuals.
10

 Recent meetings in the Netherlands, 

India, Somalia and Gambia brought religious leaders together in interfaith fora to educate and mobilize 

                                                           
7
 Centers for Disease Control, “TDF2 Study of Pre-Exposure Prophylaxis (PrEP) Among Heterosexual Men and 

Women in Botswana: Key Facts.” http://www.cdc.gov/hiv/prep/pdf/TDF2factsheet.pdf 
8
 University of Washington International Clinical Research Center, “Pivotal Study Finds That HIV Medications Are 

Highly Effective As Prophylaxis Against HIV Infection In Men And Women In Africa.” 
http://depts.washington.edu/uwicrc/research/studies/files/PrEP_PressRelease-UW_13Jul2011.pdf 
9
 The Microbicide Trial Network, “VOICE (MTN-003).” http://www.mtnstopshiv.org/news/studies/mtn003.  

10
 INERELA+, an international network of religious leaders living with or personally affected by HIV/AIDS, provides 

support to roughly 10,000 religious leaders who are using their pulpits to combat HIV stigma and promote access 
to treatment and care through their religious ministries.  For more information, visit: www.inerela.org 
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their peers and communities around HIV-related stigma and the need to treat those living with HIV with 

compassion and welcome them into faith communities.
11

 

 

The strength and importance of the religious sector to the AIDS response rests in several of its unique 

attributes: faith leaders exist in great numbers; they are present even in the most remote areas; they are 

trusted by their communities; they possess significant moral authority; they are connected through 

denominational and institutional networks; and they have the ability to influence policymakers. 

Additionally, as noted by INERELA+ in its prevention toolkit, religious leaders “regularly interpret 

tradition for the modern world…this makes them powerful agents of social change.”
 12

 This process of 

interpretation was a common theme throughout CIFA’s research. 

 

Furthermore, church communities provide parishioners with powerful sources of support and connection. 

Agadjanian’s study of HIV prevention and religious communities in Mozambique highlights the 

important role of the faith community, especially for women;  

For many women, especially in rural areas, church membership may be the only form of 

non-kin association and increasingly the only reliable source of spiritual, psychological, 

social and even material support. As HIV/AIDS continues to exact its toll in Mozambique 

and other sub-Saharan countries…religion may offer uniquely effective structure and 

mechanisms to help mitigate the social impact of the epidemic on society and especially 

on its most vulnerable segment – poor women.
13

 

 

By strategically and effectively engaging religious leaders in the introduction and rollout of PrEP, the 

public health community can help ensure that PrEP is available and used by those who need it. However, 

the engagement of religious leaders must be grounded in an understanding of their concerns and 

worldview and must be carefully tailored to individual faith communities. In developing a strategy for 

engaging religious leaders, PrEP advocates would do well to heed critical lessons learned from past 

efforts to introduce HIV risk-reduction interventions.  

 

The introduction of condoms, and more recently, medical male circumcision, have been met with 

resistance by some religious leaders based on the concern that these interventions that reduce risk will 

have a disinhibitory effect and actually promote risky – and in their eyes immoral – sex,
14

 despite 

                                                           
11

 “Religious Groups Pledge at Netherlands Summit to Fight Stigma Attached to AIDS.” IslamToday. 25 March 2010. 
Accessed June 2011. http://en.islamtoday.net/artshow-235-3553.htm.; “Hundreds of Religious Leaders Meet to 
Stop HIV Stigma and Discrimination.” UNICEF India. 30 September 2010. Accessed June 2011. 
http://www.youtube.com/watch?v=FvgojSBzkHw.;  “Somalia: Religious leaders combat HIV stigma.” IRIN Plus 
News. 27 March 2009. Accessed June 2011. http://www.plusnews.org/Report.aspx?ReportId=83676.; Fatou Jallow, 
“Gambia: Religious Leaders, Others Sensitized On Stigma And Discrimination.” AllAfrica.com. 30 May 2011. 
Accessed June 2011. http://allafrica.com/stories/201105301031.html. 
12

 INERELA+, SAVE Toolkit, 2011, p. 2. 
13

 Victor Agadjanian, “Gender, religious involvement, and HIV/AIDS prevention in Mozambique.” Social Science & 
Medicine.  Vol. 61. 2005. p. 1538. 
14

 For more information about concerns of disinhibition following sexual risk reduction strategies, see: Rankin SH, 
Lindgren T, Kools SM, Schell E, “The Condom Divide: Disenfranchisement of Malawi Women by Church and State.” 
Journal of Obstetric, Gynecologic, and Neonatal Nursing. 2008 Sep-Oct. 37(5):596-604; W Wakabi, “Condoms Still 
Contentious in Uganda’s Struggle Over AIDS.” Lancet. Vol. 367; 29 April 2006; S Okware, J Kinsman, S Onyango, A 
Opio, P Kaggwa, “Revisiting the ABC strategy: HIV prevention in Uganda in the era of antiretroviral therapy.” 
Postgraduate Medical Journal. 2005. 81:625-628; IRIN Plus News, “Burundi: Religious leaders' resistance to 
condoms hurts HIV fight.” 26 May 2011. Accessed June 2011.  http://www.irinnews.org-
report.aspx?ReportId=92817. 
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evidence suggesting that risk compensation does not typically follow risk-reduction interventions.
15

 One 

in-depth study has documented how the very nature of a condom social marketing campaign in central 

Mozambique served to create a backlash among members of Pentecostal and African Independent 

Churches against condoms and result in condoms actually becoming associated with promiscuity and HIV 

infection itself:  

Excluded from discussions on AIDS prevention within the international aid world and 

left out of the planning process for condom promotion, church pastors in this research 

spoke angrily of the campaign that they believed has helped contribute to the AIDS crisis. 

This clash of messages illustrates how SM [social marketing] approaches to changing 

behaviors as complex and socially volatile as sexuality may not only be ineffective, but 

may actually be harmful, because genuine community participation, dialogue and 

monitoring are excluded from the process…
16

 

 

Findings from the current study suggest, however, that the public health community can avoid many of 

the pitfalls that plagued condom social marketing campaigns. If faith communities and religious leaders 

are approached on their own terms using their own spokespersons and language, some of this resistance 

could be overcome in the case of PrEP. These findings are discussed further below. 

 

  

                                                           
15

 For a study of this issue with regards to medical male circumcision, see: Mattson CL, Campbell RT, Bailey 
RC, Agot K, Ndinya-Achola JO, et al. “Risk Compensation Is Not Associated with Male Circumcision in Kisumu, 
Kenya: A Multi-Faceted Assessment of Men Enrolled in a Randomized Controlled Trial.” 2008. PLoS ONE 3(6). 
16

 James Pfeiffer, “Condom Social Marketing, Pentecostalism, and Structural Adjustment in Mozambique: A Clash 
of AIDS Prevention Messages.. Medical Anthropology Quarterly. 18(1). 2004. p.79. 
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Religious Leaders’ Perceptions of HIV Prevention 
 

The field research undertaken for this study revealed that, if effectively engaged, religious leaders can 

serve as important and powerful allies in PrEP implementation. However, in order for this engagement to 

be effective, it must be grounded in an understanding and respect for the role and worldview of religious 

leaders. Based on field research, this section explains how religious leaders view issues of HIV/AIDS and 

HIV prevention as well as the reactions to PrEP observed during the course of study. 

A Cultural & Generational Shift 
Field research shows that there is a cultural shift taking place among religious communities and religious 

leaders towards a greater openness to discussing HIV/AIDS, working to prevent HIV transmission and 

engaging directly with the related issues of gender, sex and sexuality. This shift is not universal; many 

faith leaders remain reticent to discuss issues of sex and sexuality or fully acknowledge the presence of 

HIV in their communities. However, the shift is widespread, ongoing and was acknowledged by many 

participants, providing important context and background for considering how to undertake future HIV-

prevention efforts, including the introduction of PrEP.  

 

Other studies have also reported on this trend. A 2010 evaluation of a UNFPA program to build the 

capacity of religious leaders as advocates for HIV services in South Africa, for example, noted that, 

“Across the country, testimonies were shared of how HIV/AIDS particularly was becoming ‘normalized’ 

within the Church.”
17

 A 2006 survey of South African Muslim students found greater acceptance of 

individuals with HIV/AIDS and less ‘victim-blaming’ behaviors than had been observed in previous 

research. The same study also demonstrated that higher levels of religiosity, as measured by participation 

in religious community and adherence to religious orthodoxy, correlated with more positive attitudes 

towards individuals living with HIV/AIDS and a lesser tendency to blame individuals who are HIV 

positive for their status.
18

 

 

This greater acceptance of HIV/AIDS by religious leaders and communities has led to the greater 

acceptance of risk-reduction interventions by these groups. As one Christian leader in Mozambique noted, 

“There is a movement within the churches now towards greater acceptance of these things…Churches in 

general are not necessarily openly promoting condoms, but if you say you need to speak about condoms, 

they often will. All church leaders are opening the door to condoms as a way of saving lives.”  

 

And while residual stigma and reservations surrounding condom use remain significant among those in 

faith communities, PrEP is currently unknown to most religious leaders and individuals. As such, there is 

an opportunity to introduce PrEP in a manner that is sensitive to the concerns of religious leaders and in a 

way that may help PrEP avoid accruing the negative associations that are currently accorded to condoms. 

It is important to note that this cultural shift and these sentiments are by no means universal. However, 

they are widespread and clearly suggest that PrEP’s introduction is timely and that many segments of the 

religious sector stand ready to be allies in PrEP implementation.  

 
This cultural shift is reflected, and driven, by a generational divide in attitudes towards sex and sexuality 

as well as views on HIV both within and outside of the church. Many of the faith leaders consulted in all 

                                                           
17

 UNFPA and South African Department of Social Development, “Turning Religious Leaders into Advocates, 
Educators and Lobbyists for the Prevention of HIV/AIDS and Gender Based Violence as well as Sexual & 
Reproductive Health Services.” 3 December 2010. Accessed June 2011. http://www.population.gov.za/pop_dev-
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four countries spoke about a greater willingness of younger religious leaders to openly discuss 

HIV/AIDS, sex and sexuality inside their houses of worship. Much of this is due to the fact that the 

generation of religious leaders currently graduating from seminaries and institutions of clerical training 

has ‘grown up with AIDS.’  

 

One Christian leader in Mozambique talked about some of the difficulties arising from this generational 

shift; “Young faith people prefer to invite public health people [to talk about AIDS], not faith people, and 

the church leaders are there and don’t understand. Young people are aware of the public health approach, 

but we need outreach to the whole community, including the leaders and the old people.” This comment 

speaks to the fact that younger religious leaders may be more fluent and comfortable engaging with public 

health concepts within the language of public health. A desire on behalf of many religious leaders 

consulted to bridge public health and faith approaches to HIV is addressed in greater depth below.   

HIV Prevention as Part of Religious Leader’s Work 
Religious leaders engage with health and wellness differently than public health or medical practitioners. 

The vast majority of religious leaders are not consumers of medical data or government reports. However, 

they are keenly aware of the health and wellness of their communities. One Christian leader in Kenya 

commented on an intervention to promote hygiene and combat maternal and child mortality in his 

community, “One of our roles as religious leaders is to officiate at burials. I don’t know the statistics, but 

I used to be burying under fives a lot. It stopped me from doing other pastoral work. I don’t know the 

statistics, but I am not burying as many now. I am free to do other things.” These comments shed light on 

how religious leaders view public health and medicine. They do not see diseases or illness; rather, they 

see the effect these have on their communities and their ministry.  

 

As part of this, religious leaders are increasingly becoming cognizant of the presence of HIV in their 

communities. They are not only increasingly willing to discuss HIV prevention, they are also increasingly 

viewing and recognizing HIV prevention as a core part of their work and mandate as community leaders. 

Part of this is driven by an increasing recognition that AIDS is not an issue that only exists outside the 

church; it affects church members and religious leaders as well. This sentiment is well expressed by the 

slogan of the National Episcopal AIDS Coalition, “our church has AIDS.” Although the slogan originated 

in the United States in the late 1980s, it is now gaining greater resonance across the world and across 

denominational lines. Religious leaders consulted shared that they were, themselves, increasingly aware 

of HIV/AIDS in their communities and also recognized that it is not an individual or familial issue – it is 

an issue for their entire community, church or mosque. As such, HIV prevention, treatment and care is 

increasingly viewed as an important component of the religious leader’s role. 

HIV Prevention in the Context of Holistic Wellness 
A dominant theme throughout the field research was that religious leaders understand health and wellness 

in a ‘holistic’ paradigm that views emotional, spiritual, social and biological health as interrelated and 

equally important. This carries implications for how religious leaders approach HIV prevention. It has 

meant that faith leaders are likely to see HIV prevention through a lens that includes spiritual, emotional, 

behavioral and structural factors as well as the medical nature of the disease. This sentiment did lead to 

some of the observed resistance to PrEP during the course of the consultations, with some participants 

questioning why another biomedical intervention was needed and suggesting instead that the focus of the 

AIDS response should be on promoting behavior change.  

 

A Christian leader in the South Africa consultation captured the faith leaders’ approach to HIV in the 

context of holistic wellness when he said, “For religious leaders, everything is about the sanctity and 

dignity of human life. That is our premise…We must change the language away from AIDS and make it 

about wellness…With PrEP, we can’t just redo what we did 30 years ago…we must talk about overall 

wellness. And for that you need church leaders.” Another Christian leader in Mozambique reinforced this 
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perspective, urging that in order to ensure that PrEP is used correctly, it is critical to reframe the debate 

from scientific to spiritual terms: “What we need first of all is a clear explanation that HIV is not [just] a 

medical or a technical issue, it is a moral issue too. We can’t just tell people about this technology, we 

must use this technology to sustain a moral trend and spiritual life.” 

 

This approach to HIV prevention is an important part of the underlying context for PrEP introduction; it 

exemplifies how faith leaders view the world, and it is reflected in many of the specific messaging 

strategies that are presented later in this report.  

Desire to Bridge Public Health and Faith Approaches 
Religious leaders consulted for this study indicated an increasing desire to ‘bridge’ the HIV messages 

delivered outside of the church with the messages delivered within the church. Religious leaders are 

cognizant of the fact that their congregants receive information and resources on HIV prevention from a 

range of sources, and, in many cases, the messages that are given outside the faith community are 

different than what is commonly spoken about within the faith community. Some religious leaders 

reported a desire to help bridge this gap, and play an active role in helping people make sense of these 

messages and commodities in the terms of church teachings and religious life.  

 

One example is that many religious leaders will only speak about promoting abstinence and monogamy 

within the church, while outside the church a variety of risk-reduction strategies may be promoted, 

including condom use and male circumcision. Nowadays, however, there is increased receptivity from the 

public health community towards the messages that faith communities have long been promoting; for 

example, greater emphasis has been placed on avoiding concurrent sexual relationships.
19

 Religious 

leaders stand ready to help promote these messages and support their congregants in putting such 

messages into practice. 

 

Even more noteworthy was a widespread sentiment that religious leaders must also directly address, and, 

in some cases promote, risk-reduction strategies, such as condoms. This was by no means universal, and 

some religious leaders who were willing to sanction condom use did not want to discuss or distribute 

condoms in their place of worship. A Muslim leader in Mozambique commented, “We can’t do some 

things, like bring the condoms in the mosque. We can’t do that, but if it’s done in some civic programs, 

that’s fine.” This was echoed by a Christian leader in Kenya, who commented, “In Sunday school, we 

don’t talk about condoms. But our children know. They watch TV and see condoms. And that’s not 

necessarily bad.” A Muslim leader in Kenya said, “Even if we can’t get VCT [voluntary counseling and 

testing] into the mosque because the imam won’t have it, we know that we need to get people to VCT. So 

we can refer them and encourage people to go outside the mosque. And there they can get tested and get 

information – about condoms, or whatever they would like.” 

 

Other religious leaders, however, spoke about the need to bring condoms and frank discussions of HIV 

prevention and risk reduction into their religious communities. These religious leaders were also clear that 

it must happen in a way that is sensitive to religious concerns. A Christian leader in Mozambique 

suggested that condoms and PrEP could be spoken about in a way that acknowledges that they are tools of 
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God and have an important role to play in the Christian response to HIV; “God gave us knowledge, as 

faithful people we must also use a spiritual weapon along with the scientific one…We must turn condoms 

into a cross.” The rest of this report provides many strategies for integrating such approaches within 

religious communities.  

Roles of Religious Leaders 
 

Religious leaders are poised and uniquely suited to ‘bridge’ the worlds of faith and public health for 

themselves, their peers, and their communities. In considering the engagement of religious leaders, 

interviewees throughout the consultations noted that religious leaders fill multiple roles within their 

communities.  These roles are delineated below: 

 

The ‘Power of the Pulpit’: One of the primary modes of interaction between a religious leader 

occurs through officiating at and presiding over religious services and functions. Religious 

leaders often preach, frequently using the opportunity to connect traditional and textual concepts 

to contemporary life. This role provides a powerful platform for the dissemination of messages to 

a wide audience. Many of the strategies and messages developed in this document are well suited 

to being used ‘from the pulpit.’ 

 

Religious Leaders as Community Exemplars: Participants spoke of the power of religious leaders 

leading by example, as when religious leaders have openly and publicly been tested for HIV. 

Leading by example has a powerful impact on peers and congregants alike. It opens the way for 

discussion about HIV and reduces the stigma of testing. Similarly, participants speculated that if 

religious leaders were to talk about PrEP with others as a method they themselves use, it could be 

a more powerful endorsement than verbal advocacy alone. As with any type of advocacy or 

promotion of PrEP, it would be important to ensure that any messaging done by religious leaders 

in this regard is accorded to the highest public health and medical standards.  

 

Religious Leaders as Pastoral Counselors: Religious leaders have a critical counseling and 

pastoral role in their communities. Many participants noted that much of the discussion with 

congregants about HIV prevention takes place in the course of one-on-one conversations between 

the religious leader and individual parishioners or couples. Thus, it will be important to support 

religious leaders to not just give messages about PrEP from the pulpit, but to integrate PrEP into 

individualized counseling and care.  

 

Wives of Religious Leaders as Important Community Leaders: Several participants spoke about 

the importance of engaging wives of male religious leaders as advocates for PrEP. These 

participants noted that for many women in religious communities, the wife of a religious leader 

can be as significant an influencer, confidant and counselor as the male religious leader himself. 

Separate training modules or toolkits can be developed for such women, and they should not be 

ignored as potentially powerful allies in PrEP implementation.  

 

Religious Leaders Can Influence Government: Religious leaders are an important political 

constituency and are able to advocate to and influence policy at multiple levels. In some places, 

this role is formalized, with senior religious leadership serving on advisory boards to government 

programs and ministries. In other instances, religious leaders exercise moral leadership and 

suasion to publicly lobby or influence government officials. Both of these modes of engagement 

have been observed in AIDS policy across the globe. Religious leaders often are a key component 

of civil society advisory groups to national AIDS programs, and religious leaders have also 
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advocated for expanded access to HIV prevention services, treatment and care outside of formal 

channels. 

 

A Special Role for Religious Leaders Living With or Personally Affected by HIV/AIDS: Religious 

leaders living with or personally affected by HIV can play a special role in breaking the silence 

around AIDS and help to create AIDS competent communities.
20

 INERELA+ has led the way in 

this type of work, working with religious leaders to tell their own personal stories as a way to 

combat stigma and discrimination. As one consultation participant in South Africa noted, “If a 

religious leader speaks about his [positive] status or that of a family member, no one can say it’s 

not an issue here. It is an issue here.” Despite many individuals within the church wanting to 

insist that HIV is not an issue of the church, religious leaders speaking about how they are 

personally affected can provide powerful counters to such rhetoric.   

 

A UNFPA pamphlet on HIV prevention quotes an individual living with HIV/AIDS in South 

Africa, “In my case it was quite easy for church members to accept other people living with HIV 

because I have been openly living with HIV for a number of years…I have been able to get 

greater acceptance of other people living with HIV/AIDS.”
21

 Although not a religious leader 

himself, this quote reflects the broader influence of individuals disclosing their status within 

church communities and how this can create an enabling environment for acceptance of 

individuals who are HIV positive as well as combating stigma, which allows for frank discussion 

of prevention, treatment, support and care.  

 

The strategies developed within this report refer to engaging a broad religious audience. However, as 

program implementers think about engaging religious leaders as advocates or supporters of PrEP, it 

would be useful to consider these various roles and how they can be specifically leveraged to ensure 

maximum preventative benefit.   

Reactions to PrEP 
 

The consultations and conversations with religious leaders undertaken for this study provided an 

opportunity to both observe and, through direct lines of inquiry, understand the reactions, or potential 

reactions, of religious leaders to PrEP. CIFA staff observed how faith leaders reacted to PrEP when it was 

first explained and sought to determine under what circumstances or situations faith leaders would find 

PrEP use acceptable among congregants and under what circumstances faith leaders, themselves, could 

serve as champions for its use. This section provides both a baseline for the existing understanding, 

knowledge and perceptions of PrEP as well as an explanation of initial reactions to further presentation of 

PrEP. The following sections on specific engagement and messaging strategies build on this knowledge to 

develop approaches that will ensure greater receptivity to PrEP, as religious leaders are dynamic and often 

responsive to innovation when it is introduced well. 

Prior Exposure to and Knowledge of PrEP 
During the June consultations in Mozambique and South Africa, very few of the individuals interviewed 

had heard of PrEP. The most notable exceptions were those from KwaZulu-Natal (KZN), South Africa, 

where a large clinical trial of vaginal tenofovir gel has taken place. Most participants from KZN were 
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familiar with the microbicide gel and had heard of the CAPRISA trial. However, even those that had 

heard of the vaginal gel trials had little knowledge about tenofovir gel’s efficacy or when it might be 

made available for general use. Only a handful of the religious leaders consulted had any knowledge of 

oral tablet PrEP.  

 

In Mozambique and South Africa, many people had heard news of the recent HPTN 052 trial, which 

demonstrated that providing early ARV treatment, soon after infection, when CD4 cell counts are still 

above current normative guidelines, made those individuals over 90 percent less likely to transmit HIV to 

their uninfected partner. Although these results were not specifically related to PrEP, they were well 

known to participants. When given a brief introduction to PrEP and asked if they knew about it, many of 

those consulted responded by sharing what they knew of the HPTN 052 trial. This is noteworthy because 

many of these religious leaders had a relatively sophisticated knowledge of HIV/AIDS and are active in 

HIV work, yet knew little about PrEP. This lack of familiarity with PrEP would be even more likely at the 

grassroots and local levels. 

 

The consultations in Kenya and Nigeria occurred two months after those in Mozambique and South 

Africa. In the meantime, two additional PrEP trials had published data. Therefore the participants in 

Kenya and Nigeria had greater familiarity with PrEP than those in the earlier consultations. In Nigeria, the 

vast majority of individuals consulted were still unfamiliar with PrEP, however, in Kenya, nearly all 

participants were familiar with PrEP. This was largely driven by local news stories about PrEP trials that 

had taken place in Kenya; both the FEM PrEP and Partners PrEP trials had enrollment sites there.  

 

Shortly after the consultations, a participant in Kenya forwarded to CIFA staff a news clipping from a 

Kenyan daily newspaper entitled, “Free sex is back… via ARVs.”
22

 Although the article did not come 

from a faith leader or faith-specific source, it is relevant for understanding the potential for 

misinformation about HIV interventions to easily spread. The article was poorly written and confused 

many distinct issues, including PrEP, post-exposure prophylaxis and ”treatment as prevention,” while also 

making far-fetched claims about young people using PrEP and engaging in risky behavior. The article 

provides an example of the obstacles that will need to be overcome in PrEP introduction as well as the 

exposure to PrEP that some religious leaders or others may bring to an initial engagement.  

Positive Reactions: “Anything to Prevent HIV” 
Upon learning about PrEP, general reactions among those consulted were positive. A common trope in 

interviews and the consultations was, “Anything helps,” or “Anything that can help prevent HIV is good.” 

Participants were unanimous, and, in many cases, emphatic, in their affirmation that there is an urgent 

need to reduce the number of new infections. The vast majority of those consulted, upon learning about 

PrEP, felt as though PrEP had the potential to play an important role in reducing HIV acquisition and said 

that they would welcome PrEP’s introduction. A Christian leader in Mozambique captured this sentiment, 

commenting, “If [PrEP] is something that can come in and help preserve life, then it is welcome.” 

 

Additionally, the faith leaders consulted all emphasized that early and proactive engagement with faith 

communities is important. One Christian leader in Kenya commented: 

GMOs [genetically modified organisms] and new agriculture was introduced with 

inadequate discussion. So, now people have a perception that GMO food is bad… it’s 

important to start this conversation early. It’s the same thing. We do not want to be 

confronted with a situation where we are two to three years down the road and people are 

talking about PrEP and we haven’t addressed it. 
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Efforts to engage faith leaders early and proactively are both appreciated by the faith community and 

likely to pay dividends in encouraging implementation of PrEP.  

 

This generally positive response suggested that there is potential for effective and constructive partnership 

with the religious sector around PrEP. However, this is not to say that PrEP was met with universal or 

unequivocal acceptance. Although faith leaders were largely supportive of PrEP because of a widely 

understood imperative to prevent HIV acquisition, it did not mean that these same individuals were 

without reservation or did not have specific conditions and circumstances under which they would accept 

PrEP implementation. An important finding of this research is that the key to acceptance of PrEP rests in 

effectively “translating” discussions of PrEP from the public health vernacular into the vernacular of faith 

communities and the integration of PrEP use into a broader HIV-prevention approach that is sensitive to 

the concerns of religious communities and values. The specific strategies and messages developed in this 

report provide guidance for this process.  

Reactions Similar Across Religions and Denominations 
One of the key questions prior to beginning the field research was to what extent there would be 

significant variation across religious lines and to what extent the reactions of Muslims, Hindus and 

different Christian denominations would differ from one another. While there was certainly some 

variation – with Catholic and Muslim participants slightly more likely than individuals of other faiths to 

voice opposition to PrEP – a striking finding was that different religious groups reacted very similarly. 

Individuals of all religious backgrounds articulated a similar tension between traditional heterosexual, 

procreative sexual norms, on one hand, and preserving and upholding life on the other. Although the 

specific textual grounding and articulation of values for these different communities were different, the 

underlying tensions remained the same. As such, the findings developed within this document have broad 

applicability to all religious groups. For more information about specific differences between and among 

religious groups, see the section on “Additional Considerations.” 

Concerns about Safety, Efficacy, Side Effects and Drug Resistance 
Throughout the consultations, and especially in South Africa and Kenya, religious leaders raised concerns 

about PrEP’s safety, efficacy, side effects, and impact on drug resistance. Although these concerns are not 

directly related to the religious leader role, it is important to note that religious leaders must be equipped 

with the necessary knowledge about each of these elements in order to develop informed positions before 

they can be expected to advocate for PrEP to their peers or communities. One Muslim religious leader in 

Kenya, referring to issues such as efficacy and side effects, commented, “We need to discuss all the 

accompanying issues before we can talk about the strategies for PrEP. If we get it wrong at this moment, 

we run the risk of harming the issues in the future.” Data and information should be presented to religious 

leaders in laymen’s terms and without jargon if religious leaders are asked to engage in its introduction or 

sanction its use in their communities. 

Concerns About PrEP: Ignoring Behavior and Structural Factors? 
This sub-section delineates several objections that were raised to PrEP. However, these objections are 

presented not as indictments of PrEP, but rather as a basis for understand how and in what circumstances 

religious leaders might be able to engage with the issue of PrEP. Only by understanding these 

reservations will public health professionals be able to effectively overcome them. 

 

Most of the objections raised during the course of research were based on the perception that PrEP would 

either encourage new risky behavior (‘risk compensation’ in the public health literature) or allow 

individuals to continue engaging in risky, ‘immoral’ behaviors with greater impunity. For religious 

leaders, these concerns cut to the core of the role of the religious leader to serve as a steward of moral and 

ethical action.  
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These objections reflect a common sentiment that PrEP does not address underlying causes of HIV/AIDS 

as they are seen by religious leaders: behavioral and structural factors. One Christian leader in South 

Africa compared the use of PrEP to “putting a Band-Aid on a large wound.” Another said that, “PrEP 

ignores what HIV actually is,” going on to suggest that HIV is not simply a medical issue, but an issue of 

sexual behavior and practices. These individuals may acknowledge that PrEP could have value in terms of 

reducing risk in certain cases, however, they stridently argued that any HIV-prevention effort must 

address, first and foremost, the individual choices people make that place them at risk of becoming 

infected with HIV (behavioral factors) or the broader structures and institutions that make individuals 

vulnerable to HIV acquisition (structural factors). In Kenya, one Protestant Christian leader commented 

that, “Over the past several years we have made significant progress in improving the behavior of 

individuals in our communities. We do not want to erode these gains already made.” 

 

Many religious leaders looked beyond individual behavioral choices to the broader structural factors, such 

as social exclusion or income inequality, that often underlie HIV vulnerability. They urged that any 

intervention first address social structures that shape vulnerability before looking for biomedical tools to 

prevent transmission. These reactions to PrEP stem directly from the fact that religious leaders view HIV 

prevention through a holistic understanding of health and wellness. As one Christian South African leader 

noted, “HIV is bigger than the virus itself,” and therefore interventions must target not just the virus but 

the broader structures and behaviors that allow the virus to thrive. INERELA+’s SAVE Toolkit for 

working with religious leaders on HIV prevention explains it this way; “Halting the spread of HIV 

requires more than information about the virus; it requires individuals and communities to more fully 

understand the drivers of the disease and take action collectively to halt its spread.”
23

 

 

Three structural drivers of HIV that were mentioned multiple times throughout the interviews and 

consultations were: (1) the status of women, (2) stigma and discrimination, and (3) poverty. One Christian 

leader in Nigeria commented, “We must be honest that we live in a society where the man is often 

dominant.” He went on to talk about the ways in which women’s abilities to control their own sexuality 

and sexual lives was often circumscribed and that women are disempowered from making healthy choices 

for themselves and their families. With regards to stigma, religious leaders were quick to acknowledge 

that stigma surrounding HIV as well as sexuality in general often prevented people from seeking 

prevention knowledge and commodities as well as treatment or care when positive. Many religious 

leaders commented that their peers are often part of this problem – promoting stigma and discrimination 

rather than helping combat it. With regards to poverty, multiple religious leaders noted that poverty may 

drive individuals to sex work or prevent individuals from accessing health services that would provide 

them with HIV-prevention counseling or treatment and care.  

 

Although prioritizing structural and behavioral interventions over medical ones was a common position 

taken in relation to PrEP, participants did not necessarily feel that PrEP has no role to play in HIV 

prevention. The sections below discuss the implications of this for integrating PrEP into a comprehensive 

HIV prevention strategy that will successfully engage even those religious leaders who might otherwise 

reject PrEP. 
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Faith leaders have been critical participants in HIV prevention since the earliest days of the epidemic. 

However, the language and approaches they have used have not always been consonant with the scientific 

public health approach. The public health community, for example, promoted condom use and risk 

reduction for years, while paying little attention to the effective deployment of abstinence and partner-

reduction programs.
24

 Religious leaders, conversely, urged congregants to take a moral stand against the 

disease and spoke about abstaining from sex altogether or being faithful to a single, mutually 

monogamous spouse, while often times rejecting condoms or other risk-reduction interventions. The 

findings of this study suggest that the lack of coherence between the faith approach and the public health 

approach represent a missed opportunity rather than an inevitable outcome. There is significant room for 

productive collaboration on HIV prevention, especially around the introduction of new strategies, such as 

PrEP.  

 

Many segments of the public health community have treated abstinence or other faith-based approaches to 

HIV prevention as ideologically, rather than scientifically, driven.
25

 It is worth noting that in some 

communities, particularly in highly affected settings, this polarization never existed, and church leaders of 

various faiths worked as strong proponents of HIV prevention in all its forms. In others, the polarization 

between the faith approach and public health approach continues to this day and has effectively driven a 

wedge between faith leaders and public health efforts to promote risk reduction strategies.
26

 

 

The current study is based on the recognition that faith leaders have a tremendous amount to offer the 

critical project of HIV prevention, and it seeks to learn how best to engage them now in the introduction 

of an emerging HIV-prevention approach in a way that mitigates potential polarization and maximizes 

collaboration. Based on the findings of this research, we suggest that this process must be guided by two 

key principles: (1) PrEP introduction must use the language of faith and (2) PrEP must be situated within 

the context of a combination approach to prevention that accords to the manner in which faith leaders 

approach HIV/AIDS. These findings are explicated below. 

Use the Language of Faith 
 

Although faith leaders are receptive to PrEP, and although the core concerns between faith traditions are 

similar, participants noted that in order to reach many religious leaders, it is important to do so in the 

specific language of that faith tradition. This means that messages about PrEP should use the teachings, 

allegories and values of the specific faith tradition that one is trying to reach. Additionally, this is most 

effectively accomplished when messaging is coming from ‘within’ the faith community – that is, when 

the individual delivering the message is a religious leader of that particular faith tradition.
27

 As one 

participant in the South African consultation noted, “The most powerful message for religious leaders is 

from a respected religious leader peer or superior that uses the tenets and teachings of that religious 

tradition.” A Kenyan Christian leader said, “You must approach religious leaders from other religious 

leaders. You must use church leaders to reach the church.” 
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Proof of Concept: 
The consultations themselves provided a proof-of-concept for 
the notion that, if presented sensitively and well, many 
potential objections from faith leaders to PrEP can be 
overcome. Many faith leaders reported during and after the 
consultations that they were initially skeptical of PrEP and 
even reluctant to attend the consultations. However, after 
the consultation, which emphasized open dialogue and were 
co-convened by a respected local faith-based organization, 
many consultations participants reported that the 
consultation had caused them to be more open minded 
about PrEP. Many reflected that the consultation provided a 
safe space for them to air their concerns and not have PrEP 
‘pushed’ in an aggressive or presumptive manner. An imam in 
Nigeria commented, “I initially felt reluctance at being 
involved [in the consultation], but I am very happy to have 
been involved. If I had heard this from outside, I may not 
have been willing to work with what was said.” 
 
This feedback validates the approach outlined in this report. 
By creating a space that was specifically meant to address a 
faith audience and sanctioned by respected faith leaders and 
organizations, the consultations were able to garner support 
from individuals who might otherwise be hostile. Working 
with and through local faith actors or NGOs whenever 
possible will help effectively engage a religious audience.  

PrEP will most successfully garner the 

support of religious leaders if it is 

presented as a sanctioned tool of the faith 

community of which one is a member and 

not a tool of secular public health or 

government institutions. When faith 

leaders gather to discuss PrEP, it will be 

helpful if faith leaders are also the ones 

issuing invitations and formulating the 

topics for discussion, which should 

proceed based on the principles and in the 

language of spiritual teachings relevant to 

that faith community.
28

  
 

Several organizations already employ this 

strategy, using language from specific 

faith traditions to deliver messages about 

HIV-prevention. INERELA+, The 

Christian AIDS Bureau of Southern Africa 

(CABSA) and Positive Muslims, to name 

just a few, use faith-specific messages to 

deliver information about HIV prevention 

to specific audiences. For instance, 

specific messages will be packaged in 

separate toolkits with separate religious 

teachings for Muslim and Christian 

audiences. In one case, a health message will use Qur’anic teachings, and in another, Biblical teachings. 

As one international religious leader with significant experience in the AIDS response in southern Africa 

put it, “Religious leaders don’t speak public health.’  

 

Faith leaders are unlikely to sanction PrEP if they feel as though they are implementers of a biomedical 

intervention; they want to be agents of individual and communal liberation and wellness. Religious 

leaders view HIV prevention through a lens that includes behavioral, structural, spiritual and emotional 

factors. In this view, behaviors and practices are inseparable from their moral implications. Part of 

translating PrEP into a language that faith leaders can understand and support will be placing it in this 

broader context.  

 

Religious leaders in Kenya were especially vocal about their desire and willingness to be involved in the 

development of specific tools for PrEP implementation for religious communities. Many of the religious 

leaders had been involved in a similar effort to create two distinct toolkits on child survival: one for 

Muslim and one for Christian communities. The process took over one year and was done iteratively with 

close and sensitive response to the input of faith leaders involved. This process provides a model for the 
potential engagement of religious leaders in PrEP introduction and the potential to create faith-specific 

tools for faith leaders.
29

 

                                                           
28

 This was feedback heard early on in CIFA’s formative research process and informed CIFA’s own approach to the 
consultations. Although the consultations in Mozambique, South Africa, Kenya and Nigeria were interfaith, they 
were jointly facilitated and convened by a recognized and respected local organization with existing relationships 
and leadership from local clergy and religious communities.   
29

 The resulting document is: “Faith for Life: A Booklet for Muslim/Christian Faith Leaders.” Published by the Inter-
religious Council of Kenya. 2010. With support from UNICEF and the Ministry of Public Health and Sanitation.   
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A Muslim leader in Nigeria commented, “We can’t just talk about PrEP. We must talk about where we 

are coming from, where we are and where we are going.” This call for a broader vision of the HIV 

epidemic, prevention efforts and the future course of action captured many of the concerns as well as the 

recommendations of religious leaders consulted in all four countries. Religious leaders agreed that PrEP 

cannot be spoken about in a vacuum. It must be placed in the context of a combination approach to 

prevention, as outlined above, and also within a broader vision of the history and future of HIV work. 

Religious leaders do not want to be a part of a one-time program. They want to be a part of a movement 

towards better health and wellness for their whole community. 

  

Furthermore, religious leaders are not medical professionals, but they are familiar with many medical and 

public health notions. As such, using known biomedical HIV-prevention tools, such as PMTCT or blood 

screening, as a starting point for discussion of PrEP can be useful for helping to understand what PrEP is 

and where it comes from. Furthermore, analogies can be made to other prophylactic interventions, such as 

vaccines or malaria prophylaxis.  The quote from a South African Christian leader cited at the beginning 

of the findings section is relevant here; “New things with church leaders are very hard. You can’t go to 

them with a blank page. You have to go to them with a framework...We must link [PrEP] with their 

existing mindsets and ideas.”  

 

Here are a few examples of messages and strategies that employ the language of faith to discuss PrEP.  

Each of these was suggested by one or multiple faith leaders during the course of research: 

 

“PrEP is a tool [of God] for saving lives and preserving and protecting lives”: As one Christian 

leader in South Africa said, “For religious leaders, everything is about the sanctity and dignity of 

human life…” A Muslim leader in Mozambique commented, “All we care about is saving life.” 

Such rhetoric and notions were widely shared among those consulted. As such, individuals 

stressed that PrEP’s potential to prevent HIV acquisition and save lives should be a central 

component of any messaging strategy with a religious audience.  

 

Additionally, many religious leaders said that PrEP and other medical interventions can be 

spoken about as “tools of God.” This approach may be especially appropriate for healing and 

interventionist communities who see God as an interventionist force in the world. However, it is 

important that such language is provided by religious leaders themselves; it goes without saying 

that public health professionals who are not religious leaders or trained theologians cannot claim 

to provide divine sanction to a public health tool. 

 

“We believe in an interventionist God. The modes of intervention in the Bible are different 
than those of today. Today, medicine and science are among the ways that God works in the 
world, and those have brought us PrEP”: This formulation was offered by a Christian leader in 

Mozambique and reflects a specific articulation of the notion outlined above. Once again, this 

message presents PrEP as a tool of God and, in its own way, an instance of divine intervention. In 

speaking about resistance to condoms and the common rejection of condoms among some 

religious leaders, this same Christian leader said, “We must turn condoms into a cross” – 

reflecting the notion that we must imbue the tools of medicine, science and public health with 

religious significance and also use them in holy ways. Messaging could suggest that, because of 

its ability to save and protect lives, PrEP use is a divine intervention and a tool of a merciful and 

benevolent God. 

   

“The Church is the body of Christ…we have to realize that the body of Christ is suffering from 
HIV”: This comment was made by an evangelical Christian leader in Kenya. He proposed this 
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formulation as a way of convincing Christian religious leaders that they must be actively engaged 

in HIV prevention and treatment work. He went on to say, “We must ask them, when you were 

called to serve, were you only called to serve one part of the body?” This message promotes 

recognition that HIV is an issue of the church itself and not just individuals outside the church. 

Furthermore, it offers a call to engage from one religious leader to another. It echoes the notion 

that ‘our church has AIDS’ – as written by the National Episcopal AIDS Commission and 

referenced above, while arguing that HIV/AIDS cannot be ignored.  

 

“In certain instances, PrEP use is a moral and religious imperative”: This quote comes from a 

Muslim leader in Mozambique who noted that in the context of a serodiscordant relationship, it 

may actually be a religious imperative for the negative partner to use PrEP if it will protect 

against contracting HIV. It is important that such a message be delivered from within a faith 

community and that secular actors or institutions do not suggest the use of PrEP is an imperative, 

as that could serve to exacerbate frictions between public health institutions and faith 

communities. Other religious leaders echoed this notion of HIV prevention as a moral imperative. 

Several religious leaders, from both Muslim and Christian backgrounds and in Kenya as well as 

South Africa, asked the question, “Can we just watch people die?” in response to questions about 

the tensions between traditional notions of sexuality and HIV prevention, suggesting that, for 

them, sexual ethics should not trump the saving of life.  

 

“There is something we can do here and now”: One senior Christian leader in Nigeria 

commented that, too often, religious leaders focus on issues of the afterlife without paying 

attention to the lives of those in their community. He said: 

We can be sensitive to our own destruction. It is time for us to be open about our 

feelings. I was speaking with a women who was so concerned about her son who 

was having sex. And she was concerned about him going to hellfire. And I said, 

‘Ma’am, why don’t you worry about the hellfire that is here, not the hellfire that is 

not yet here. Let’s protect him. Let’s live life here.’ We must pay attention to the life 

that we know. There is something that we can do here and now. 

This rhetoric, when employed by religious leaders, can be useful for addressing concerns about 

yet more biomedical interventions, as it frames the intervention as a tool for addressing a 

proximate issue of life, while not presuming to pass judgment on larger ethical and moral issues 

and concerns or provide religious sanction to what are seen as objectionable behaviors. 

 

Each of these messaging strategies uses the specific language, imagery and concepts of faith to discuss 

PrEP, and provides a way to situate PrEP within a religious mindset and worldview. Individuals who 

implement and plan specific programs will have to work closely with religious leaders to select and tailor 

those messages that are best suited to a particular context or intervention. 

Situate PrEP Within a Holistic Approach to Prevention 
 
As noted several times throughout this report, participants in the consultations and interviews in 

Mozambique and South Africa, as well as key informants interviewed before fieldwork began, all 

emphasized the importance of ensuring that PrEP is introduced in a ‘holistic’ approach to prevention. This 

holistic approach is composed of two primary elements: (1) the approach emphasizes the physical, 

emotional, and spiritual wellness of individuals and communities, not a narrowly interpreted public health 

model that focuses on slowing the rate of new infections and (2) PrEP is presented in combination with 

behavioral and structural prevention interventions. The public health literature has recently begun to 
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reflect a similar sentiment through a ‘combination prevention model,’ which refers to the synergistic use 

of behavioral, structural and biomedical interventions.
30

 This model provides a useful touchstone from the 

public health literature for the integration of a biomedical intervention, such as PrEP, into a larger HIV-

prevention approach that, consonant with a religious leader worldview, views HIV through the lens of 

behavior and structure as well as virology. 

 

One existing example of such a holistic approach is the SAVE methodology used by CABSA, 

INERELA+ and others. Many of these organizations have explicitly promoted SAVE over ABC or other 

prevention strategies because the SAVE methodology reflects a broad range of transmission routes and 

also a more nuanced understanding of behaviors, combinations of prevention options and structural 

factors that underlie risk. SAVE stands for: Safe(r) practices, Access to treatment, Voluntary testing and 

Empowerment.
31

 The “Churches, Channels of Hope Facilitators Manual,” developed by CABSA, notes: 

The acronym “SAVE” provides the added benefit that religious and a-religious groups 

can identify with the fact that we want to save lives through multiple prevention 

strategies. Some denominations may not feel comfortable with the promotion or use of 

condoms and others might find it difficult to promote and distribute sterile needles to 

injecting drug users. However, everyone will be able to identify with some of the 

strategies included in the “SAVE” acronym. 

 

Such an approach thus allows for effective combination approaches to prevention and for a wider appeal 

to audiences who might otherwise be sensitive to or negative about PrEP if presented alone. Even though 

this leaves open the option for individuals or communities to reject particular aspects of the approach, 

recent history with condoms has suggested that only by placing them alongside other approaches can they 

find any acceptance at all among individuals and leaders with religious concerns. As such, a holistic 

approach can be an important tactic not just for robust engagement on HIV prevention in general, but also 

for PrEP acceptance itself.  

 

Additionally, although PrEP may be a ‘commodity’ intervention, its use was viewed by many religious 

leaders as a step towards broader behavioral change. By giving people tools to control HIV acquisition, it 

is hoped that people then take greater overall responsibilities for their health and wellness. Additionally, 

by getting communities involved in HIV prevention, a community norm can be established that reinforces 

and supports the prevention of HIV. PrEP, likely any intervention, can provide a tangible focus of this 

process of social norming, and religious leaders are uniquely positioned to promote this type of 

widespread, community change. 

 

For many faith leaders consulted, PrEP is seen as a stepping stone to protect lives and bring people back 

into lifestyles and behaviors that are viewed as spiritually and morally upstanding. One Christian leader in 

Kenya provided a series of comments that are reflective of much of the sentiment heard throughout the 

field research: 
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 It should be noted that some have used the term ‘combination prevention’ to refer exclusively to combinations 
of biomedical interventions. For an example of combination prevention as we refer to it, see: USAID, “Combination 
Approaches: An Overview of Combination Prevention.” USAID AIDSTAR-One. March 2011. Accessed June 2011. 
Available at:  http://www.aidstar-one.com/focus_areas/prevention/pkb/combination_approaches/ 
overview_combination_prevention. This is in contrast to Kurth, et. al. (2011), who interpret the idea of 
combination prevention more narrowly, as combining medical interventions only. Kurth A, Celum C, Baeten JM, et. 
al., “Combination HIV prevention: significance, challenges and opportunities.” Current HIV/AIDS Reports. 2011 
March; 8(1): 62-72. 
31

 CABSA, Churches, Channels of Hope Facilitators Manual. CABSA. 2011. Provided by the organization. 
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The fact that you are having extra-marital sex means that you have already left the way of 

God. We need to keep those people alive in order to bring them back to God. We know 

that there are those who do not abstain. We know that there are those who are not 

faithful. What do we do with them? Do we let them die? You can’t evangelize to the 

dead. 

These comments reflect a broadly shared notion that biomedical interventions are never preferable to 

spiritual or behavioral interventions, and yet, people cannot be allowed to die for lack of behavior change. 

If tools exist to keep these individuals safe, they should be used. But efforts to bring these individuals 

back into the fold of normative, religious behavior will be, for many religious leaders, an imperative part 

of PrEP deployment. A Christian leader in Nigeria said it this way when offering his support for PrEP as 

a life-saving tool, “We must always ask for long life. If you’re a good person, you will have more time to 

do good. If you are a sinner, you will have more time to repent.” 

Below is one example of a message that captures the fact that PrEP is but one strategy in a 

broader approach to HIV prevention: 

 

“PrEP is not a tool of first resort: abstinence and mutual monogamy are preferred. However, if 
people are in positions where PrEP can prevent transmissions, it is important to use it”: A 

central precept of many world religions, including those represented in sub-Saharan Africa, is that 

sexual intercourse should take place in the context of a committed, monogamous marriage 

between one man and one woman. This precept underlies much religious leader push-back 

against technological approaches to HIV prevention, such as condoms. Messaging around PrEP 

should therefore emphasize that PrEP is not a preferred method. As noted above, such messaging 

will maximize the potential for religious leaders to support PrEP interventions and mitigate the 

potential risk of causing offense. Many religious leaders perceived condom introduction and 

social marketing as the public health community promoting condoms above all other prevention 

strategies – including abstinence. As a result, these religious leaders were unwilling to approach 

the issue of condom use at all. Such an instance could be avoided if PrEP is clearly positioned 

and articulated within a broader prevention framework that includes and privileges abstinence and 

faithfulness.  

 
“PrEP protects the vulnerable”: Protecting and safeguarding the wellbeing of the vulnerable is 

another central task of ministry in many world religions. Though some religious leaders may 

deplore the practices that underlie vulnerability (such as homosexuality, sex work and, in another 

vein, rape and sexual exploitation) they are often able and willing to support those who are made 

more vulnerable to disease and discrimination by their association with these practices. One 

Muslim leader in Mozambique commented, “Even if people are not doing what we would like, 

we must keep them alive in order to help them see the light.” This statement reflects a sentiment 

that the faith community cannot turn its back on individuals who are engaged in behavior that 

might fall outside of religious precepts. These individuals must also be protected from HIV. If 

PrEP is a tool to do this in the near term, then it could be acceptable, even as religious leaders 

seek to promote behavioral changes that reduce risk.  

 

These messages provide a touchstone for communication strategies that would be appropriate for 

religious audiences and also situate PrEP within the context of a holistic approach to prevention. Doing so 

will ensure that religious leaders do not feel as though their moral and religious concerns are pushed 

aside. 

 

 

 

 



Additional 
Considerations
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A core finding of this research is that there is broad potential receptivity to PrEP across all four 

consultation countries as well as across religious group. However, religious leaders will not accept PrEP 

without question. PrEP must be presented in accordance with the messaging strategies outlined in the 

previous section. This section further explicates some important distinctions between and among religious 

leaders. It develops specific findings and additional information based on three distinct categories: (1) 

receptivity to PrEP, (2) religion and (3) nationality. 

This section is included at the end so as to not 

distract from a core finding which is that the 

tensions and reservations regarding PrEP do not 

directly accord to any of these categorizations. 

Rather, all religious groups in each country reported 

similar tensions and reservations, and religious 

leaders within each of them expressed a range of 

opinions. 

Receptivity to PrEP 
 
Not all faith leaders have had the same level of 

experience in HIV prevention or have the same level 

of comfort and skill addressing issues of 

relationship, sex, sexuality and gender. Although it 

is possible for PrEP to find wide acceptance, the 

vast majority of faith leaders will require PrEP to be 

carefully explained in the language of faith and in a 

manner consonant with the faith worldview. These 

religious leaders are categorized in the typology 

developed here as ‘potential adopters.’ Two smaller 

categories of religious leaders also exist within this 

framework: Early Adopters and Likely Opponents.  

Early Adopters are those religious leaders who will 

be immediately receptive and excited about PrEP. 

They are religious leaders with existing comfort and 

experience with public health frameworks and 

approaches. Likely Opponents are those who harbor 

negative attitudes towards individuals with HIV and 

will likely not sanction PrEP under any 

circumstance. This group makes up a small minority 

of faith leaders, but these individuals have the 

potential to be vocal in their opposition.  

 

While this typology has been developed by CIFA to 

describe different approaches necessary for different 

religious leaders vis-à-vis PrEP implementation, it 

builds on the work of previous researchers. Aysha 

Hattas, in describing the attitudes of religious 

leaders in Cape Town towards HIV/AIDS, divided 

religious leaders into two categories: those with 

Table 1: Receptivity to PrEP & A Typology of 
Faith Leaders 

Early Adopters: Faith leaders who are Early 

Adopters are those who currently and actively 

promote a wide-variety of HIV-prevention 

strategies in their communities, including risk 

reduction strategies. They are comfortable 

talking about HIV/AIDS, gender and sexuality, 

and they understand the language and approach 

of public health. Early adopters view individual 

and community health as a core component of 

their ministries. 

Potential Adopters: Faith leaders who are 

Potential Adopters are those who currently 

have no, limited, or reluctant involvement in 

HIV work but for whom this is due to lack of 

knowledge about HIV prevention, rather than a 

religious predisposition against HIV prevention 

tools. Potential adopters represent, perhaps, the 

largest group of religious leaders in southern 

Africa and, if effectively engaged, could serve 

as advocates and supporters of PrEP.  

Likely Opponents: The majority of faith 

leaders who are Likely PrEP Opponents lack 

basic knowledge about biology, medicine, and 

the science of HIV. As such, they are often 

uncomfortable discussing biomedical 

interventions for HIV or HIV in general. An 

important, but smaller minority of religious 

leaders are Likely Opponents because they 

harbor negative attitudes and feelings towards 

individuals with HIV or, due to religious 

disposition, will not advocate for any 

interventions that could be seen as sanctioning 

sexual contact outside of a committed, 

monogamous, heterosexual partnership.  
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‘open’ and those with ‘closed’ discourses.
32

 A religious leader with an ‘open discourse’ “acknowledges 

the changing context of religious beliefs and allows for modern interpretations and choice,” whereas a 

religious leader with a ‘closed discourse,’ “is resistant to change and does not allow for any religious 

adjustment to address the pandemic, viewing condom use, for example, as not only unacceptable, but 

actually immoral.”
33

 CIFA staff found this typology to be useful but insufficiently nuanced, for it fails to 

reflect the very real possibility that religious leaders can and do change their positions or see issues 

differently when engaged in an effective and sensitive manner. 

 

For PrEP implementers, Hattas’s research might suggest that there are two static categories of religious 

leaders: those who will accept and those who will reject PrEP. However, CIFA’s hypothesis upon 

initiating research, later confirmed in the field, is that the largest group of religious leaders consists of 

“Potential Adopters.” These religious leaders may well reject PrEP if they are not engaged in a proactive, 

mutually-respectful and strategic manner. However, if outreach to this group is done sensitively and 

effectively, this group of religious leaders could both accept PrEP use and also, potentially, come to 

promote PrEP as part of a combination HIV-prevention strategy.  

 

Early Adopters as ‘PrEP Champions’  
Early Adopters are religious leaders who are already actively engaged in various aspects of the fight 

against HIV in their communities, countries, regions or internationally. These religious leaders tend to be 

conversant and comfortable speaking in public health language and understanding public health 

perspectives. They are also effective in translating and communicating public health messages to their 

constituents and religious peers using the faith vernacular. In many cases, these individuals are already 

involved in ‘bridging’ the two perspectives to create a language of prevention based on spiritual and 

public health imperatives and couched in terms of religious texts and precepts. Examples of Early 

Adopters include many religious leaders working within faith-based networks of people living with HIV 

(e.g., members of INERELA+ across the world and Positive Muslims in South Africa), or individuals 

who have actively sought training and capacity development on dealing with HIV/AIDS and have brought 

this work to their communities.  

 

Unlike Potential Adopters or Likely Opponents, there are few risks associated with addressing Early 

Adopters. These individuals, due to their understanding and acceptance of public health approaches to 

prevention, are not likely to reject PrEP or mobilize others against PrEP. However, if effectively engaged, 

these individuals can become powerful allies in efforts to implement PrEP. Fortunately for public health 

actors, because these individuals are often already involved with or working for institutions active in the 

AIDS response, Early Adopters are not only supportive but also, relatively easy to mobilize and reach.   

 

The primary asset of Early Adopters is their ability to serve as ‘champions’ of PrEP to their peers. As 

champions, religious leaders can take on a number of different roles: 

 

1. Network Mobilizers: Early Adopters are often part of established networks, be they 

denominational or otherwise. Early Adopters can be used to reach out to the broader networks of 

which they are a part in order to convene or encourage others to promote and participate in PrEP 

implementation.  
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 Aysha Hattas, “Examining Religious Leaders’ and Traditional Healers’ Responses to HIV/AIDS in a Modern 
Community.” HIV/AIDS in sub-Saharan Africa: Understanding the Implications of Culture and Context. Eds. Jean 
Baxen and Anders Breidlid. United Nations University Press.  2009. pp. 47-61.  
33

 Ibid. 



Preparing for Pre-Exposure Prophylaxis                        

 

37  

2. National Leaders: Once the science of PrEP is more firmly established, early-adopting and high-

ranking religious leaders could be convened at the national level to draft and release a consensus 

statement about PrEP, encouraging its appropriate use. 

 
3. Peer Influencers: Early Adopters can be engaged to draft language and teachings around PrEP for 

peer religious leaders from their own religious traditions. These teachings should be in the 

language of their own faith and serve to ‘translate’ PrEP into the language of their faith 

community. 

Each of these suggested roles reflects Early Adopters’ ability to both influence their peers as well as 

‘translate’ PrEP from the language of medicine and public health into the language of their faith 

communities. This is consonant with the recommendations provided within this report. 

 

Potential Adopters 
Potential Adopters represent the largest segment of religious leaders. Accordingly, devising a strategy that 

is effective for this group is extremely important. Potential Adopters are religious leaders who are not as 

actively engaged in HIV prevention as Early Adopters, but who show interest and willingness to become 

more involved.  

 

Potential Adopters have not necessarily been engaged in HIV/AIDS work in the past, possibly due to 

skepticism, lack of knowledge or lack of opportunity, as opposed to rigid theological or philosophical 

objections. And while these individuals may be more conservative in their acceptance of risk reduction 

strategies, they will often see the utility of these strategies in the context of behavioral interventions or in 

certain, limited situations and contexts. A Muslim leader in Kenya said, “Religious leaders will hide 

behind abstinence and the Qur’an. But this doesn’t always work, what is the next option?” Such 

recognition of the limits of traditional and behavioral approaches can be an important part of promoting 

acceptance of PrEP. The specific communication and messaging strategies described within this report are 

especially important for potential adopters, as their successful execution can make the difference between 

acceptance and rejection. 

 

Furthermore, none of these categories is static. Potential Adopters, once engaged, have the potential to 

embrace a more active role in HIV prevention and PrEP advocacy and therefore to take on many of the 

championing roles outlines above for Early Adopters. 

 

Likely Opponents 
Many Likely Opponents to PrEP are individuals who are uncomfortable discussing sex and sexuality and 

lack basic knowledge about the biology, medicine and science of HIV and HIV prevention. As such, 

conversations about HIV and HIV prevention often make these individuals uncomfortable or 

disempowered. This discomfort can result in opposition. A smaller group of Likely Opponents are 

individuals who, due to deeply felt religious principles, are unable to engage with any risk reduction 

strategies that might be used in the context of risky and/or “inappropriate” behavior. Likely PrEP 

Opponents are active condom opponents and will likely see PrEP as one more instrument by which the 

public health community puts their communities at greater risk of immoral behavior and resulting illness 

and death.  

 

It is important to approach Likely Opponents in a manner that is sensitive to their theological and 

religious worldviews, while mollifying the potential opposition they may present. Here are several 

strategies for specifically addressing this audience: 

 

1. Employ a ‘Do no harm’ strategy: This approach was suggested by several interview participants, 

borrowing from the experience with condom introduction. While appreciating that not all 
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religious traditions would accept, much less promote, the use of condoms, some HIV-prevention 

advocates have requested that these leaders at the very least do no harm: that they do not actively 

advocate against the use of condoms. A similar approach can be taken with PrEP. This strategy 

can be particularly effective when the request is made by peers within the religious community. 

 
2. Clearly explain PrEP and its benefits within a broader discussion of the biology and science of 

HIV and HIV prevention: It is possible that some objections will be raised due to a lack of 

understanding about the intervention and its potential benefits. Some opponents may be more 

receptive to PrEP if they better understand the basic biology and science of HIV in general, 

including the nature of the virus, how it is and is not transmitted, and the history of prevention 

interventions. Only by developing a basic comfort with these issues will Likely Opponent faith 

leaders be able to engage in conversations or programs involving PrEP.  

 

3. Provide examples of potential PrEP users that do not raise moral objections: Likely Opponents 

may have heard that some of the research around PrEP was conducted among MSM and sex 

workers, and this may lead them to think it is only a strategy to protect those that they deem 

immoral. Likely Opponent religious leaders can learn from peers (in a language and context that 

makes sense to them spiritually) that PrEP may also help to protect the uninfected partner in a 

serodiscordant marriage. This may provide a window for these individuals to accept PrEP use in 

these limited contexts. The fact that PrEP is currently non-contraceptive may also encourage 

some Likely Opponents to view PrEP differently than condoms. And although these religious 

leaders may not become active promoters of PrEP, this may allow them to not reject the 

intervention out of hand.  

 

These strategies may go a long way towards mollifying the opposition of this small, but potentially vocal, 

minority of religious leaders.   

 

Faith-Specific Findings 
 

Faith leaders across faith backgrounds were receptive to and excited about PrEP. Catholic and Muslim 

leaders were proportionately more likely than individuals of other faith backgrounds to voice opposition 

to PrEP or reservations about PrEP. However, even faith leaders from these groups acknowledged that if 

PrEP was placed in the context of a holistic approach to prevention that privileged behavioral and 

structural interventions, they may be able to sanction PrEP as a tool for those that remain vulnerable or at-

risk. At the same time, religious leaders from other denominations without the same level of reticence felt 

strongly that PrEP must be part of a broader prevention strategy.  

 

The prior section develops a typology of religious leaders based on their potential receptivity to PrEP. 

This typology places religious leaders into three broad categories: Likely Adopters, Potential Adopters, 

and Likely Opponents. Religious leaders from all denominations can be found in each of these groups; 

religion or denomination is not the sole or most important determinant of attitudes in this regard.  

 

More striking than the differences between religious groups were the similarities. Although religious 

leaders approached the issue from the perspective of their respective religious traditions, a common theme 

emerged regarding a tension between traditional sexual norms and the imperative to save lives. A Hindu 

participant in the South Africa consultation captured this tension:  

In Hinduism, we take spirituality to its maximum. A spiritual life is preferred to a 

material life. We also view HIV in the context of how we view wellness and how we 

view life. From a Hindu perspective, an individual is meant to live 100 years. That is 
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divided into four segments of 25 years: Brahmacharya ("student life") for 25 years, 

Grihastha ("household life"), after marriage, for another 25 years, Vanaprastha or age of 

retirement for another 25 year, and, if after that, Sannyasa or permanent seclusion from 

all human activities for the rest of life. In this context, we only view sexual relations as 

possible during Grihastha, when one is making a household. However, Hinduism also 

places the highest value on upholding and preserving life. 

 
Although this notion of Grihastha is unique to Hindu tradition, the tension – created by AIDS - 

between preserving traditional sexual norms and the sanctity of sexuality while also preserving 

and upholding the sanctity of life was echoed by Muslim and Christian faith leaders as well.  

 

A Muslim leader in Mozambique maintained that condoms and PrEP could never be the ‘legal’ answer, 

but that did not mean that the reality and exigencies of the epidemic could be ignored. In fact, the same 

religious leader said that if PrEP could save lives, it could and must be used. In the eyes of this individual, 

PrEP was not the final answer, but it was a tool for people to stay healthy so as to able to eventually 

receive the word and enter into a legal Islamic lifestyle: 

 

According to Islamic Law, there is only sex within marriage. However, all that we want 

as religious leaders is to save more lives. If PrEP will save lives, then we must use 

it…The religious message is abstinence only, but we must save lives. We are not saying 

it is legal. However, we need people to be healthy and live in order to preach to them. 

 

The same individual went on to suggest that for individuals in serodiscordant marriages, the use 

of PrEP could in fact, itself, be a religious imperative in order to protect the negative partner.  

 

A Christian leader in South Africa echoed the concerns of these Hindu and Muslim faith leaders when she 

said, “Churches have lost their prophetic voice because they have stopped being in touch with realities. 

We must encourage people to not stray from the path [of moral, permissible sexual behavior], but we 

must also recognize the current reality.” In Nigeria, a Christian leader offered the story of the Good 

Samaritan as a useful parable for thinking about religious leaders’ engagement in HIV work. He said, 

“We must think of the Samaritan when we think of people who are HIV positive for people who are at 

risk. We have people who have fallen. We have people who cannot get back up. Who do we want to be? 

Do we want to just walk on by?  We must do something.” 

 

Another Christian religious leader in Kenya referenced 1 Corinthians, Chapter 12, stating, “The eye 

cannot say to the hand, ‘I don’t need you!’ And the head cannot say to the feet, ‘I don’t need you!’ On the 

contrary, those parts of the body that seem to be weaker are indispensable, and the parts that we think are 

less honorable we treat with special honor.”
34

 The Christian leader used this passage to expound upon the 

notion that Christian churches must embrace the whole community – regardless of personal practice or 

HIV status – and thus must be willing to meet people where they are at and with whatever tools will be 

most helpful, including PrEP.   

 

These comments provide a basis for understanding the possible reactions of religious communities to the 

introduction of PrEP and offer the foundations of a strategy for bringing these important community 

leaders along as advocates for PrEP. Although the textual references, allegories and languages used across 

faith lines were different, the underlying concerns were ultimately far more similar than they were 

distinct.  
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Country-Specific Findings 
 

This report has outlined several recommendations for engagement of religious leaders on PrEP as well as 

themes that have emerged from the consultations and research. These themes hold true across each of the 

four consultation countries, but a few differences between countries are noted below.  These differences 

are caused both by the specific epidemiology, history and politics of HIV in the each country as well as 

the different religious landscapes and cultures in each.  Table 2 below shows the religious demographics 

of each country and Table 3 provides information, based on survey data, about the religious attitudes and 

beliefs of individuals in each consultation country. 

Mozambique 
Of all the consultation 

countries, faith leaders 

in Mozambique had 

the least prior 

knowledge of HIV, 

PrEP and the general 

AIDS response. 

Furthermore, the 

infrastructure for 

treatment, care and 

prevention was the 

least well developed 

there. However, 

religious leaders in 

Mozambique are 

increasingly 

recognizing that HIV 

is a major emergency 

in their country and were eager and willing to find approaches to protecting their communities from the 

disease.  In other countries, PrEP was perceived as a novel addition, and in some cases, a challenge to 

existing standards of care or practice. In Mozambique, PrEP was viewed as one of many available tools 

that are just being explored by religious leaders for the first time.  
 
This fact presents opportunities and challenges to PrEP implementers.  One challenge is that there is a 

great need to develop basic HIV/AIDS competencies and knowledge among religious leaders before 

discussing PrEP. This includes both an understanding of the basic biology of HIV as well as existing 

prevention methods and treatment therapies. Appropriately engaging faith leaders in Mozambique as 

positive partners in PrEP implementation will take patience, time and great care. Additionally, because of 

a lack of existing infrastructure for HIV/AIDS programs, it will be relatively difficult to reach and 

mobilize faith leaders there. 

 
However, this challenge also presents an opportunity. The networks inherent in faith communities, 

umbrella organizations and denominational structures provide a convenient and low-cost communication 

network that can be leveraged for health messaging. As such, leveraging this network for PrEP 

implementation could have relatively greater strategic advantage in Mozambique as opposed to other 

countries where alternative, yet robust modes already exist.  
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Saharan Africa. April 2010. 
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Additionally, the lack of prior knowledge and experience with HIV/AIDS means that HIV is much less 

politicized in Mozambique than in the other consultations countries. The general population as a whole, 

and religious leaders in particular, are less entrenched in particular beliefs about HIV-prevention 

approaches.  As such, even though PrEP will be met with skepticism, and it will be necessary to present it 

sensitively along the lines of the strategies developed herein, there is great opportunity to garner 

acceptance of PrEP. The effectiveness of such an approach was observed in the Mozambican consultation 

itself. After the consultation, many faith leaders who were initially skeptical reported that they were 

excited to return to their communities 

and promote the cause of HIV 

prevention and, eventually, be able to 

speak about PrEP if and when it is 

available in their communities. 

South Africa 
In other countries, consultations had 

a tone of group exploration, with 

individuals working together to 

refine their ideas about PrEP and 

explore how and when PrEP might 

most benefit their communities. In 

South Africa, where participants had 

a high degree of knowledge about 

HIV/AIDS, PrEP was more 

politicized and contentious. Faith 

leaders in South Africa were the most 

familiar with a broad range of HIV-

prevention approaches and had the 

most technical knowledge about 

prevention, transmission and treatment.  They were quicker and more likely to adopt positions early in the 

consultation, and PrEP was viewed through the lens of an often fractious history of HIV prevention.  

 

The South African consultation occurred in Durban, KwaZulu Natal, the site of the trial of a tenofovir-

based vaginal microbicide (CAPRISA).  This meant there was great familiarity with the gel, but relatively 

little familiarity with oral PrEP strategies. Furthermore, South African religious leaders were engaging 

with PrEP against a backdrop of massive scale-up of treatment campaigns and of VCT. This meant that 

awareness and exposure to HIV-prevention approaches was being actively driven by a variety of external 

forces, in addition to the work of churches themselves. In a context of a generalized HIV epidemic 

affecting disproportionately young women, faith leaders were receptive to the potential use of PrEP as a 

prevention strategy for this target population. 

Kenya  
Similar to South Africa, faith leaders who participated in this research had a high degree of HIV 

competency and knowledge. Furthermore, of all consultation countries, individuals in Kenya were most 

familiar with PrEP. This was largely due to the fact that the Kenyan consultation occurred after the 

release of the TDF2, FEM-PrEP and Partners PrEP trials, the latter two of which had trial sites in Kenya. 

Had these studies been published prior to the consultation in South Africa, similar levels of familiarity 

may have been observed. 
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Table 3: Religious Attitudes & Practice in Consultation 
Countries36 

 Moz. 
South 
Africa 

Kenya Nigeria 

% of Christians who favor 
making the Bible the 
official law of the land 

63 66 57 70 

% of Muslims who favor 
making Sharia the official 
law of the land 

65 N/A 64 71 

% of Christians who say 
the Bible is the literal word 
of God 

71 73 79 87 

% of Muslims who say the 
Qur’an is the literal word 
of God 

71 71 79 90 

% of People who pray at 
least once a day 

68 52 79 92 
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Additionally, faith leaders were particularly concerned with issues of gender inequality, specifically as a 

driver of women’s vulnerability to HIV infection. Although this is an issue that cuts across all countries, 

Kenyan faith leaders were vocal about practices they called, “sex for marks” and “sexually transmitted 

jobs”: the practice of teachers demanding sex in exchange for high grades and the practice of employers 

demanding sex from prospective or current employees.  Although these practices are not widespread, 

consultation participants identified these issues as symptomatic of broader issues of gender inequality in 

Kenya, where many women are prevented from exercising full control and agency over their sexual lives.  

  

Kenyan faith leaders were also keen to see PrEP implemented among discordant couples, especially 

following trial data suggesting its efficacy in this population and because of the nature of the Kenyan 

epidemic; according to a 2010 report, 44 percent of new infections in Kenya occur within a heterosexual 

union or regular partnership.
37

 Furthermore, the Supreme Council of Kenya Muslims (SUPKEM), an 

umbrella body over nearly all Muslim groups and communities in Kenya, has a pre-existing policy 

explicitly sanctioning condom use among discordant couples. Interviews with senior officials within 

SUPKEM suggest that this policy would easily be extended to PrEP. 

 

Many of the faith leaders who attended the consultation in Kenya had previously been a part of an effort 

convened by UNICEF, the Kenyan Ministry of Public Health and Sanitation and the Inter-religious 

Council of Kenya to create a toolkit entitled, “Faith for Life.” Two versions of the toolkit were created: 

one for Christian faith leaders and one for Muslim faith leaders. The toolkit aims to “empower… religious 

leaders and institutions with adequate knowledge on maternal and child survival so that they can in turn 

disseminate the necessary information to [their religious community] at the grassroots level.” The toolkit 

covers a broad range of issues, including health, nutrition, education, sanitation and hygiene, child 

protection and maternal health and includes Qur’anic and Biblical support for these topics. Although this 

is not unique to Kenya, the faith leaders consulted were enthusiastic about the prospect of being part of a 

similar tool-creation effort vis-à-vis PrEP.   

Nigeria 
Epidemiologically and culturally, Nigeria provided a unique site to explore the implementation of PrEP 

with religious leaders. Nigerian participants reported that Nigerian society was more religious than most 

others, with religious discourse, themes and ideologies widespread among the population. This claim is 

corroborated by survey data on religious practices and attitudes, captured in Table 3. Nigerians are more 

likely than individuals in any of the other three consultation countries to support the institution of 

religious law or say that the Bible or Qur’an is the literal word of God. Furthermore, over 90 percent of 

Nigerians say that they pray at least once a day – the highest figure among countries surveyed in sub-

Saharan Africa.
38

 

 

The level of religiosity in Nigeria means that public health professionals will have to be all the more 

careful and sensitive to religious concerns and proactively engage key religious leaders early and 

appropriately. In Nigeria, a precedent exists for engaging religious leaders in HIV/AIDS policy and 

programming. The National Faith Based Advisory Committee on AIDS (NFACA) already works with 

policy makers at the highest levels of the National Agency for the Control of AIDS (NACA). CIFA staff 

met with several staff members of NACA, including its Director General, who all expressed a desire to 

engage more fully with religious communities and introduce programs in a manner sensitive to their 

concerns. As such, there is great potential for a synergistic introduction of PrEP between both faith 

communities and government. 
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Nigeria is unique among the consultation countries in that male circumcision (MC) is a widespread 

normative practice, and thus there is no experience with the implementation of medical male circumcision 

as an HIV-prevention strategy. In each of the other countries, religious leaders were quick to make 
analogies to MC as a recent experience of an HIV-prevention public health intervention. However, 

Nigeria religious leaders lacked this reference point.   

 

Another unique attribute of Nigeria is that its HIV epidemic is not a generalized epidemic to the same 

extent it is in Mozambique, South Africa or Kenya. In some states within Nigeria, prevalence rates are as 

low as one percent, and in the country as a whole, prevalence is roughly 3.6 percent – far lower than any 

of the other consultation countries. Men who have sex with men (MSM) and female sex workers (FSWs) 

are disproportionately and startlingly vulnerable, with prevalence rates among FSWs roughly 30 to 37 

percent and 15 percent among MSM. This means that PrEP, if targeted to these populations, could have 

potentially great benefit. At the same time, however, religious leaders in Nigeria object to the lifestyles 

and practices of both of these groups. 

 

Nigerian religious leaders conveyed the most virulently anti-homosexual sentiments of those interviewed 

across all four countries. Although religious leaders were keen to provide prevention services and 

protection to any at-risk individuals, there was widespread, but not universal, attitudes that MSM and 

FSWs may not be able to helped through religious channels. A few religious leaders did echo sentiments 

heard much more strongly in other consultation countries: that religious leaders must acknowledge that 

MSM, FSWs and other at-risk populations are among their communities and that they must be 

acknowledged and welcomed as full members of the community. However, this was neither widespread 

nor the norm. Therefore, if PrEP is introduced in Nigeria primarily as a prevention option for FSWs and 

MSM, it will be a challenge to engage religious audiences in the process.   

 

The strategies outlined in this report hold true as important strategic advice for PrEP implementers. It 

should be noted that many Nigerian religious leaders may fall into the Likely Opponent category when 

considering PrEP implementation with these populations. However, the act of positive engagement itself 

through the consultations, even at this early stage, brought some hesitant religious leaders to a 

significantly increased comfort level with the idea of PrEP implementation. This transition is reflected in 

the earlier inset on “Proof of Concept.” 

 

Finally, Nigerian consultation participants and interviewees were keenly aware of the power of faith 

leaders to make-or-break public health interventions. Many of them cited the role of Muslim religious 

leaders in fomenting a boycott of a Polio vaccine campaign in northern Nigeria as well as the work of the 

Nigerian Inter-Faith Action Association (NIFAA), which provided logistical support of the consultation 

and has trained religious leaders across Nigeria on an interfaith basis to take action against malaria.
39

 That 

experience also provides an important lesson about the importance of proactively engaging religious 

leaders before the introduction of new public health interventions and campaigns. The experience was 

well known to consultation participants and caused many to see the imperative of positive engagement 

between public health and faith communities.   
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Age for PrEP Introduction 
 
As PrEP moves closer to implementation, policy makers are necessarily considering how and through 

what channels PrEP will be publicized and distributed. Two primary venues being considered are schools 

and family planning clinics: schools particularly in those areas of the HIV epidemic where young women 

face the greatest HIV burden and family planning clinics as a distribution channel that effectively reaches 

women.  

 
During the final two consultations in Kenya and Nigeria, CIFA staff investigated at what age religious 

leaders felt that PrEP could be presented to young people. The answers to this question varied widely and 

no consensus was reached at either consultation. However, the various views expressed by religious 

leaders provide insight into how PrEP introduction should occur with young people, the issues that are 

likely to be raised by religious leaders and specific approaches that can be employed to garner support.  

 

One approach commonly employed in schools is to introduce condoms as part of broader sexual 

education and life-skills curricula around age 14. One core insight of the consultation process is that many 

religious leaders are quick to view PrEP similarly to condoms, with similar tensions arising from their 

introduction. Although PrEP is not a contraceptive – an issue treated more fully in this report – for young 

individuals who are likely not in married relationships, this is of little consequence to faith leaders. The 

concern that PrEP encourages promiscuity is especially strong for faith leaders when considering the 

introduction of PrEP in schools and with young individuals. As such, these faith leaders were reluctant to 

see PrEP implementation occur at a young age.   

 

The issues raised by faith leaders in response to direct questions about age were very similar to the 

broader response of faith leaders to PrEP implementation in general: many were supportive, but did not 

want PrEP to trump behavioral or structural interventions. In fact, most general conversations about PrEP 

quickly turned to consideration of its potential effects for young people, specifically, potential 

disinhibition that may stem from its use.   

 

When discussing the issue of age directly, one Christian leader in Kenya commented: 

Prevention must be approached from the behavior side. And the molding of 

character is important.  Especially for the very young: eight, 10, 12 years, this is 

when the sense of morals are built.  The character information in our programs is 

key to effective prevention. 

This same religious leaders was, in fact, supportive of PrEP being discussed with children as young as 

eight, but took pains to insist that it not come at the expense of character and behavioral education. 

 

Many faith leaders consulted were eager to have PrEP included in life skills curricula and done so at a 

young age in order to allow it to achieve its maximum benefit. In a comment that elicited a chorus of 

agreement, a Christian leader in Kenya commented, “We should follow along with when people are 

having their sexual debuts. In some places that is 16, in others it is 11 or 12. That is when we should talk 

about PrEP.” For this religious leader, as with many others, PrEP should be introduced in a way that 

maximizes its protective benefit; if it can help protect young women, then young women should have 

access to it.  Another Christian leader in Kenya commented, “Information should be given to young 

people as soon as they can conceptualize it,” suggesting that PrEP can be explained as soon as individuals 

are old enough to understand what it is and how it works.   

 

For more conservative religious leaders, including many of those categorized as likely opponents to PrEP, 

the only acceptable use of PrEP may be with discordant couples. For these individuals, the introduction of 
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PrEP at a young age is much less tenable, as they reject PrEP’s use by young women who are not married. 

Other religious leaders acknowledged that there is a “difference between when we want them to use PrEP 

and the age that they are actually having sex,” suggesting an opening for the introduction of PrEP in 

schools and at a young age. 

 

 
 
  



Conclusion
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Conclusion  
 
The experience of previous public health interventions, including condom social marketing, has clearly 

demonstrated that how an intervention is introduced dramatically affects the way it is received by target 

populations. Religious leaders already play a significant and positive role in the AIDS response.  

However, their relationship with the public health community is often tenuous and, in some 

circumstances, oppositional. PrEP introduction and roll out presents an opportunity to proactively engage 

religious leaders as active or passive supporters of this new intervention.   

 

The research reported in this document demonstrates three clear findings:  

 

1. Religious leaders can be important and powerful allies in PrEP implementation: Religious 

leaders are willing to support their communities by advocating for HIV prevention. PrEP is but 

the latest of many prevention interventions, but its introduction is occurring at an auspicious time. 

Religious leaders are more inclined to engage in HIV prevention work than ever before. If 

presented properly, religious leaders may well come to be supporters and advocates for PrEP and 

HIV prevention approaches. 

 

2. Engagement with religious leaders must happen in accordance with their values and language: 
The core findings of this report outline how PrEP should be described and introduced in order to 

most successfully engage and win support from a religious audience. The two key principles 

guiding any messaging or strategy are: (1) Introduction of PrEP must come from ‘within’ the 

faith community and use the language of faith and (2) PrEP must be part of a holistic approach to 

prevention. In order to effectively employ the language of faith, early adopting religious leaders 

should be engaged to influence their religious peers, using scriptural and textual references from 

their religious tradition. Furthermore, a holistic approach to prevention must view the spiritual, 

emotional, mental and physical wellbeing of individuals as interrelated and must place PrEP 

within a broader approach to prevention, inclusive of behavioral and structural interventions. 

 

3. Despite widespread potential for acceptance of PrEP, some religious leaders remain likely 
opponents, thought religion was not observed to be the primary determinant of this attitude: 
The third findings section of this report develops a typology for considering faith leaders’ 

potential receptivity to PrEP. In this typology, faith leaders fall into one of three categories: (1) 

Early Adopters, (2) Potential Adopters and (3) Likely Opponents, and some tailoring of the 

overall strategy recommendations are suggested for each of these groups. However, religious 

leaders of all faith traditions can be found in each category, and the vast majority of religious 

leaders are “potential adopters.” The majority of those who were observed to be likely opponents 

were individuals with the least experience with HIV or knowledge about biology, medicine and 

science, rather than individuals with intransigent philosophical objections or coming from a 

specific faith background. 

 

For public health institutions involved in HIV/AIDS work, this report offers a validation of efforts to 

engage religious leaders in HIV-prevention initiatives. For PrEP implementers, it indicates that 

successful, reciprocal and productive engagement of religious leaders is possible. Religious leaders are 

powerfully positioned to take action to protect the health of their communities. Engaging these 

individuals holds significant promise for the effective deployment of PrEP.  
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Appendix 1: Consultation Program in Mozambique 
Maputo, Mozambique; June 2, 2011 
9:00 Welcome Welcome and Opening Prayers 

Introduction to COREM & CIFA 
Objectives of the Day 

9:20 Introductions Introduction of Participants 
What is your role & organization? 
How are you involved in the AIDS response? 

10:00 Faith Communities & 
HIV Prevention 

What is the role of religious leaders, faith communities and faith-based 
organizations in the AIDS response? 
What are the elements of prevention that you see as important? 

11:00 Introduction to PrEP & 
HIV Prevention 

Overview of HIV/AIDS epidemic in host country 
Introduction to PrEP 

11:30 PrEP & Faith 
Communities 

Discussion in plenary to determine areas of convergence and divergence 
between ‘public health’ and ‘faith’ approaches to HIV prevention and PrEP. 

1. What are some points of convergence and points of divergence 
between public health and faith objectives? 

2. Will there be specific objections raised to PrEP?  
3. Are there ethical and theological arguments for and against its use? 

12:30 Lunch  

1:30 Determining a Strategy 
(Plenary) 

Plenary discussion to brainstorm: 
1. The most appropriate role and contributions of faith leaders in the 

introduction of PrEP; 
2. Key messages to use for talking about PrEP with religious leaders; 
3. What additional support will be required to work with faith leaders 

as partners in PrEP implementation? 
 

2:15 Determining a Strategy 
(Small Groups) 

Group 1: Development of strategies for positive engagement of faith leaders 
as supporters for PrEP 

 How can faith leaders be employed as advocates for PrEP and HIV-
prevention? 

 What will the challenges be & how can they be best overcome? 
 
Group 2: Development of key messages for PrEP 

 How can we communicate the importance of prevention? 

 How can faith leaders talk about PrEP to their communities? 
 
Group 3: Identification of areas for additional support to specific communities 

 What do faith leaders need to support PrEP implementation? 

 What tools should be developed?  

 How should ministries/organizations reach out to the faith community? 
 

3:00 Tea break  

3:30 Small Group 
Presentations 

Each group has 10 minutes to present its strategy, followed by 10 minutes of 
discussion and feedback 

4:30 Conclusion Summary & Discussion of Next Steps  
Thank You 
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Appendix 2: Consultation Program in South Africa 
Durban, South Africa; June 6, 2011  
9:00 Welcome Welcome and Opening Prayers 

Introduction to WCRP , ACRL & CIFA 
Overview of the Day & Consultation Objectives 
Expectations 

9:20 Introductions Introduction of Participants 

10:00 Faith Communities 
& HIV Prevention 

Group Discussion: 
1. What is the role of religious leaders, faith communities and faith-

based organizations in the AIDS response in South Africa? 
2. What are the key challenges for faith communities in 

communicating and promoting HIV prevention?  

11:00 Introduction to PrEP 
& HIV Prevention 

Overview of HIV/AIDS 
Introduction to PrEP 

11:30 PrEP & Faith 
Communities 

Discussion in plenary to determine areas of convergence and divergence 
between ‘public health’ and ‘faith’ approaches to HIV prevention and PrEP 

1. What are some points of convergence and points of divergence 
between public health and faith objectives? 

2. Are there ethical and theological arguments for and against the use 
of PrEP? 

3. What could be some strategies for effective partnership with 
religious communities around PrEP as a part of HIV prevention? 

 

12:30 HIVAN Directory & Survey 

12:45 Lunch  

1:30 Determining a 
Strategy (Plenary) 

Plenary discussion to brainstorm: 
1. The most appropriate role and contributions of faith leaders in the 

introduction of PrEP; 
2. Key messages to use for talking about PrEP with religious leaders; 
3. What additional support will be required to work with faith leaders 

as partners in PrEP implementation? 
 

2:15 Determining a 
Strategy (Small 
Groups) 

For your faith communities & networks: 
1. What are specific tools & support that will be needed to allow 

religious leaders to be engaged in PrEP implementation? 
2. What are specific messages that will be most effective for 

communicating about PrEP to your religious community? 

3:00 Tea break  

3:30 Small Group 
Presentations 

Each group has 10 minutes to present its strategy, followed by 10 minutes of 
discussion and feedback 

4:30 Conclusion Summary 
Discussion of Next Steps  
Thank You 
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Appendix 3: Consultation Program in Kenya 
Nairobi, Kenya; August 18, 2011 
9:00 Welcome Welcome from IRCK & CIFA 

Registration 
Opening Prayers 

9:30 Introductions Introduction of Participants 

10:00 Faith Communities & 
HIV Prevention 

What is the role of religious leaders, faith communities and faith-based 
organizations in HIV prevention? What are the most important aspects and 
approaches to HIV prevention? 

10:30 Introduction to PrEP  Introduction to PrEP and HIV Prevention 

11:15 Tea Break  

11:30 PrEP & Faith 
Communities (Plenary) 

Reactions to PrEP & discussion in plenary about how and whether PrEP should be 
used to prevent HIV transmissions: 

1. What are some points of convergence and points of divergence between 
public health and faith objectives? 

2. Are there ethical and theological arguments for and against PrEP use? 
3. What could be some strategies for effective partnership with religious 

communities around PrEP as a part of HIV prevention? 
 

12:30 Lunch  

1:30 Determining a Strategy 
(Plenary) 

Plenary discussion to brainstorm: 
1. The most appropriate role and contributions of faith leaders in the 

introduction of PrEP; 
2. Key messages to use for talking about PrEP with religious leaders; 
3. Additional support that will be required to work with faith leaders as 

partners in PrEP implementation; 
4. Appropriate age for discussion and use of PrEP with youth. 

 

2:15 Working with Religious 
Communities (Small 
Groups) 

Participants will meet with small groups by religion and discuss particular issues of 
PrEP implementation in their communities, with a specific foucs on the following: 

1. What are some faith-specific messages for talking about PrEP with our 
religious community? 

2. At what age should PrEP be introduced as part of a broader health and 
wellness curriculum?  

3. What particular support will be needed for our religious community to 
engage religious leaders in PrEP? 

3:00 Feedback from Small 
Groups 

Groups will share what was discussed in their small group 

3:30 Conclusion Summary & Next Steps 

4:00 Tea  
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Appendix 4: Consultation Program in Nigeria 
Abuja, Nigeria; August 25, 2011 
9:00 Welcome Opening Prayers  

Bishop (Dr.) Sunday Onuoha, Executive Director, Nigerian Inter-Faith Action 
Association 
Prof. John Idoko, Director General, National Agency for the Control of AIDS 
Andreas Hipple, Director of Programs, Center for Interfaith Action on Global 
Poverty  
 

9:30 Introductions Introduction of Participants 

10:00 Faith Communities & 
HIV Prevention 

What is the role of religious leaders, faith communities and faith-based 
organizations in HIV prevention? What are the most important approaches to HIV 
prevention? 

10:30 Introduction to PrEP  Introduction to PrEP and HIV Prevention 

11:15 Tea Break  

11:30 PrEP & Faith 
Communities (Plenary) 

Reactions to PrEP & discussion in plenary about how and whether PrEP should be 
used to prevent HIV transmissions: 

1. What are some points of convergence and points of divergence between 
public health and faith objectives? 

2. Are there ethical and theological arguments for and against PrEP use? 
3. What could be some strategies for effective partnership with religious 

communities around PrEP as a part of HIV prevention? 
 

12:30 Lunch  

1:15 Determining a Strategy 
(Plenary) 

Plenary discussion to brainstorm: 
1. The most appropriate role and contributions of faith leaders in the 

introduction of PrEP; 
2. Key messages to use for talking about PrEP with religious leaders; 
3. Additional support that will be required to work with faith leaders as 

partners in PrEP implementation; 
4. Appropriate age for discussion and use of PrEP with youth. 

 

2:00 Working with Religious 
Communities (Small 
Groups) 

Participants will meet with small groups by religion and discuss particular issues of 
PrEP implementation in their communities, with a specific foucs on the following: 

1. What are some faith-specific messages for talking about PrEP with our 
religious community? 

2. What particular support will be needed for our religious community to 
engage religious leaders in PrEP? 

3. At what age should PrEP be introduced as part of a broader health and 
wellness curriculum?  

2:45 Feedback Groups will share what was discussed in their small group 

3:15 Conclusion Summary & Next Steps 
Thank You 
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