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I. Introduction 
 
1.  The Many Faces of AIDS 
 
 The Human Immunodeficiency Virus (hereafter HIV) continues to 
spread throughout the world.  As a contribution to the nation’s response 
to this complex disease and its devastating consequences, we wish to 
help turn ignorance into understanding and understanding into action.  
We, the Catholic bishops of the United States, approach this task from the 
perspectives of faith and reason: faith which believes that health and 
sickness, life and death have new meaning in Jesus Christ; 1 and moral 
reasoning which supports the insights concerning human nature and 
individual dignity, which we here affirm.  We address this statement to the 
Catholic community and to all people of goodwill.  It is our hope that these 
reflections will stimulate discussion and foster understanding of the 
ethical and spiritual dimensions of the HIV crisis. 
 
 We speak conscious of the interest and discussion occasioned by 
the release in 1987 of The Many Faces of AIDS: A Gospel Response by the 
Administrative Board of the United States Catholic Conference.2 As that 
document itself pointed out, it was “not intended to be the last word on 
AIDS, but rather a contribution to the current dialogue.3 Meeting in 
Collegeville, Minnesota, in the spring of 1988, our conference of bishops 
committed itself to issuing a further document.4  
 
 There are good reasons for doing so.  Public discussion concerning 
HIV has intensified in the last two years, and new facts, fears, and 
initiatives have emerged.  The AIDS crisis has worsened.  The need for 
compassion has grown more urgent.  Also, we are mindful of the 1988 
Report of the Presidential Commission on the Human Immunodeficiency 
Virus Epidemic,5 which calls upon religious groups to be of “special 
assistance,” especially by emphasizing “the worth and dignity of every 
human being.” 
 



 The Many Faces of AIDS made several important points, which we 
now affirm. 
 

1. AIDS is an illness to which all must respond in a manner 
consistent with the best medical and scientific information 
available. 

 
2. As members of the Church and society, we must reach out with 

compassion to those exposed to or experiencing this disease 
and must stand in solidarity with them and their families. 

 
3. As bishops, we must offer a clear presentation of Catholic moral 

teaching concerning human intimacy and sexuality.   
 

4. Discrimination and violence against persons with AIDS and with 
HIV infection are unjust and immoral. 

 
5. Social realities like poverty and oppression and psychological 

factors like loneliness and alienation can strongly influence 
people’s decisions to behave in ways which expose them to the 
AIDS virus. 

 
6. Along with other groups in society, the Church must work to 

eliminate the harsh realities of poverty and despair. 
 

7. The expression of human sexuality should resemble God’s love in 
being loving, faithful, and committed.  Human sexuality in 
marriage is intrinsically oriented to permanent commitment, 
love, and openness to new life. 

 
8. The spread of AIDS will not be halted unless people live in 

accord with authentic human values pertaining to personhood 
and sexuality. 

 
9. Since AIDS can be transmitted through intravenous drug use, 

there is need for drug treatment programs, a halt to traffic in 
illicit drugs, and efforts to eliminate the causes of addiction. 

 
10. Considering the widespread ignorance and misunderstanding 

about HIV infection and its modes of transmission, educational 
programs about the medical aspects of the disease and 
legitimate ways of preventing it are also needed. 

 
 
 
 



2.  The Church’s Concern 
 
 As we enter more deeply into the public dialogue regarding HIV 
infection, we are conscious of the social responsibility of the Church.  In 
his encyclical letter On Social Concern, Pope John Paul II speaks of it in 
these terms: 
 
 (T)he Church is an “expert in humanity,” and this leads her necessarily to extend  
 her religious mission to the various fields in which men and women expend their 
 efforts… in line with their dignity as persons… In doing so the Church fulfills her  
 mission to evangelize…  when she proclaims the truth about Christ, about herself 
 and about man, applying this truth to a concrete situation…  The teaching and  
 spreading of her social doctrine are part of the Church’s evangelizing mission.   
 And since it is doctrine aimed at guiding people’s behavior, it consequently gives 
 rise to a commitment of justice, according to each individual’s role, vocation 
 and circumstances.6 
 
 As far as HIV is concerned, moreover, social responsibility has an 
important international dimension.  The problem in not confined to the 
United States and cannot be solved only here.  We are deeply conscious 
of the devastation this terrible disease is bringing to many other parts of 
the world.  The United States must play a significant role in responding to 
the worldwide dimension of the disease. 
 
 The Church enters into this conversation in the conviction that “faith 
throws a new light on everything, manifests God’s design for man’s total 
vocation, and thus directs the mind to solutions which are fully human” 
(Pastoral  Constitution on the Church in the Modern World, no. 11).  
Indeed, “only God… provides a fully adequate answer to these questions.  
This He does through what He has revealed in Christ His Son…” (ibid., n. 
41). 
 
 The 1988 Report of the Presidential Commission states: “The term 
‘AIDS’ is obsolete.  ‘HIV infection’ more correctly defines the problem.  
The medical, public health, political, and community leadership must 
focus on the full course of HIV infection rather than concentrating on later 
stages of the disease (ARC and AIDS)”  (Executive Summary, XVIII). 
 
 
3.  Progress to Date 
 
 Real progress has been made in the battle against HIV infection.  
For example: 
 

• Dioceses throughout the United States have made significant 
strides in addressing the HIV epidemic.  The steps include providing 
care for children with AIDS, opening and maintaining hospices for 



persons with AIDS, maintaining facilities for homeless people, 
providing pastoral and health care through Catholic health facilities, 
implementing HIV education programs, and publishing documents 
that address the issue of HIV infection and its prevention. 

 
• The medical community has developed therapies that extend the 

lives of people with HIV infection while enhancing their quality.  New 
discoveries raise hopes for the eventual cure or prevention of the 
disease. 

 
• The federal government as adopted a more realistic approach to 

this health crisis.  The twelve chapters of the 1988 Report of the 
Presidential AIDS Commission contain important recommendations 
requiring close study and response.7 

 
• Numerous volunteer groups and organizations, including those of 

the homosexual communities, have made significant efforts in 
caring for those with HIV and have developed new and effective 
services to help meet the many unmet needs of those who are ill. 

 
Many, though not all, persons with AIDS have many of the following 

characteristics:  young, alienated from family; frightened (of isolation and 
abandonment, of pain and suffering, of dependency and loss of control); 
embarrassed and/or guilty; more or less alone; possibly angry; isolated by 
societal attitudes and a backlash of anger; without financial resources. 

 
 

4.  The Obstacles Remaining 
 

Numerous obstacles to addressing the AIDS problem still remain. 
 
• Self-abusive behavior through drug abuse and sexual promiscuity 

continues in this country. 
 
• Lack of education about HIV in large segments of the society fosters 

continued misunderstanding about the epidemic.  For example, 
confusion about how the infection is transmitted generates some 
unwarranted fear and undue alarm. 

 
• Technology often outpaces ethical reflection; the study of ethics is 

widely neglected in school curricula. 
 

• People infected with HIV or at risk of infection may not be aware of 
their situation; others shirk their basic moral obligation to refrain 
from behavior that can do grave harm to others. 



 
• Public campaigns often promote solutions that are contrary to 

morality and against human dignity. 
 

• Persons infected with HIV still too often suffer discrimination, 
disrespect, violence, and inhumane treatment. 

 
• There is a lack of adequate housing, “step-down units,” and home 

health care. 
 

• Federal funding for AIDS care remains insufficient. 
 
 
5.  More to Accomplish 
 

While encouraged by progress in the struggle with HIV, we must not 
exaggerate it.  Where research in concerned, for example, the Fifth 
International Conference on AIDS held in Montreal in June 1989 noted that 
even the well-studied AIDS virus known as HIV-1 has not yielded up all its 
secrets. 

 
HIV infection is transmitted mainly in three ways:  through sexual 

contact (e.g., exchange of blood, semen, and vaginal secretions); through 
parenteral exposure (needle-sharing for drugs, blood transfusions); and 
through perinatal exposure (i.e., a mother infected with HIV can transmit 
the virus to her baby during pregnancy, delivery, or breast feeding). 

 
Statistics show that AIDS is spreading, with large increases in AIDS 

cases and deaths projected in the years ahead.  As many as 54,000 
Americans may die from AIDS during 1991 alone.8 

 
More accurate statistical systems to monitor HIV infection are badly 

needed.  Since many people are infected with HIV for long periods before 
showing symptoms of AIDS, health officials still do not know the current 
extent of the epidemic.  Not only will the lives of many of these infected 
persons be substantially shortened, all of them also are capable of 
transmitting the infection and thereby spreading the epidemic. 

 
Furthermore, without better data the nation cannot really know 

whether current strategies for controlling the spread of the virus are 
working.  Nor will we be able to prepare adequately for future demands 
for hospital beds and health-care services. 

 
As we write, the number of diagnosed AIDS cases in the United 

States is more than 100,000. 
 



• HIV is increasingly emerging as a problem for minorities and the 
homeless in inner cities. 

 
• In most parts of the country AIDS remains largely a disease of 

homosexual men. 
 
• Nearly 20,000 Americans are expected to be afflicted with AIDS in 

the next four years from transfusions administered before HIV 
blood-screening was begun. 

 
• Higher rates of AIDS among adults have resulted in more cases 

among newborn children who were infected by their mothers’ blood 
in the womb.  No less tragic are AIDS cases among children born to 
drug-addicted parents.9 

 
All this bears out an assertion made at the 1989 Montreal 

International Conference on AIDS: The HIV epidemic is following an 
uncontrolled, unstable, volatile, and dynamic course.10 

 
It is of critical importance to recognize the shift of the disease to 

economically disadvantaged populations.  In the opinion of the Centers for 
Disease Control (CDC), AIDS may become predominantly a minority 
disease.  This would be disastrous for African Americans and Hispanics.  
Though only 12 percent and 8 percent of the U.S. population, respectively, 
they currently account for a disproportionate 24 percent and 14 percent 
of the reported U.S. cases of AIDS, according to CDC statistics.  The 
figures are even more striking for women with AIDS, some 52 percent of 
whom are African American and 20 percent Hispanic, and for children 
with the disease (80 percent African American or Hispanic). 

 
There is a clear connection between these figures and the fact that, 

according to the National Institute of Drug Abuse, an estimated 70 percent 
of the nation’s 1.28 million intravenous addicts are African American or 
Hispanic.  Underlying this statistic, of course, are the social and 
psychological injuries inflicted by poverty and discrimination. 
 
 
6. Some Basic Facts about HIV and AIDS 
 

While our basic concern as bishops is the moral teaching and 
pastoral outreach of the Church to those affected in any way by the 
growing HIV infection across the country, still we must point out the 
various medical, scientific, and sociological dimensions of the problem.  
Here we give a brief overview of some of these key issues. 

 



Infection with HIV is followed by incubation and latency periods 
whose duration varies enormously from individual to individual.  It is 
currently thought that 50 percent will develop full-blown AIDS within 10.8 
years, 75 percent within 16 years, and “almost 100 percent in 30 years.”11 

 
Although people who are HIV-infected do not manifest AIDS 

symptoms during the subclinical period, they are subject to serious 
emotional, social, and physical problems.  At the point when AIDS is 
diagnosed, a variety of symptoms emerge:  prolonged fevers; rashes; 
swollen lymph glands; fungi around the nails; oral thrush; shingles; 
lymphoma; severe psoriasis; cryptococcal meningitis; cancers of the 
tongue, rectum, and brain; and the illnesses classically associated with 
the disease, pneumocystis carinii pneumonia and Kaposi’s sarcoma 
(lesions that spread over the body surfaces).  These are opportunistic 
infections that, in various combinations, eventually prove fatal.  Also, 75 
percent of people with AIDS suffer significant brain damage often leading 
to dementia.12 

 
While the progress of the HIV infection cannot be predicted in every 

case, there are identifiable stages. 
 

• HIV positive or antibody positive:  The blood shows antibodies 
indicating exposure to HIV.  At this “seropositive” stage, the 
individual may remain asymptomatic for five to ten years, but he or 
she can transmit the virus to others. 

 
• ARC (AIDS-Related Complex):  This includes symptoms such as 

chronic diarrhea, recurrent fevers, weight loss, persistent swelling 
of the lymph nodes.  The term “ARC” has fallen to disfavor, 
however, because of medical disagreements regarding these 
symptoms and manifestations. 

 
• AIDS:  This refers to the most severe clinical manifestations of the 

HIV infection.  It includes opportunistic infections, as well as the 
pneumocystis carinii pneumonia and neoplasms such as Kaposi’s 
sarcoma. 

 
 
7.  Three Problems and the Need for Education 
 

HIV/AIDS is not only a biomedical phenomenon but a social reality 
rooted in human behavior.  It is a product of human actions in social 
contexts.  The actions and their circumstances are shaped by larger 
cultural and social structures. 

 



Associated with this epidemic are at least three widespread 
problems. 

 
First, there is the public health problem.  As applied to HIV/AIDS, 

the term epidemic is sometimes misunderstood.  Typically during an 
epidemic, new cases of a disease increase dramatically in a short period 
of time, peak, then decline; there may also be cycles of rise and decline.13  
The following points are important to understanding the HIV/AIDS 
epidemic. 
 

• AIDS cases lag behind the spread of HIV infection.  Typically, years 
elapse between the time an adult is infected with HIV and the 
diagnosis of AIDS.  Thus, current counts of new AIDS cases do not 
tell us how widely HIV is spreading. 

 
• A decline in either the spread of HIV infection or new AIDS cases, or 

both, would not mean that the danger had passed.  HIV is already 
substantially seeded in the U.S. population.  It will likely continue to 
spread, if not in epidemic form, then in a persistent, more stable 
“endemic” (literally, “dwelling with the people”) form. 

 
• The threat of epidemic and endemic disease will be most serious for 

groups most heavily seeded with HIV infection.  These are IV drug 
users and homosexual and bisexual men who have sex with men, as 
well as their female sexual partners and offspring. 

 
• AIDS data suggest that the African American and Hispanic 

populations may be more heavily seeded with HIV infection that 
other ethnic groups and may be disproportionately threatened by 
the virus.14 

 
The second problem concerns discrimination arising from 

ignorance and fear.15 The 1988 Presidential Report affirms:  “Fear and 
misunderstanding about HIV infection has been the underlying cause of 
much of the anxiety, hostility, and discrimination shown towards HIV-
infected individuals.”  The result has been a variety of unconscionable 
deeds: the fire-bombing of a family’s home because their sons had AIDS; 
the exclusion of students from school because they are infected with HIV; 
the isolation and virtual quarantining of other children in social situations; 
refusal by physicians and health-care workers to care for persons with 
AIDS; and assertions that a cure for AIDS will never be found because it is 
God’s judgment on its victims. 

 
The third problem is the refusal to discuss publicly the direct link 

between sexual activity and intravenous drug use on the one hand and 
HIV/AIDS on the other.  Silence about the connection between these forms 



of behavior and HIV/AIDS is not only intellectually dishonest, but unfair to 
those at risk. 

 
HIV/AIDS must be opposed with early diagnosis, testing, education, 

counseling, and persuasion.  People must be shown the right thing to do 
and encouraged to make right choices.  The discovery of effective 
therapies or vaccines, desirable as those are, would not change the need 
for personal accountability and response.  In this respect, the HIV/AIDS 
epidemic is similar to outbreaks of other, nonfatal diseases transmitted by 
particular kinds of behavior.  For example, gonorrhea and syphilis persist 
in the United States even though drugs effective against them have been 
available for forty years.  The obvious lesson is that to eradicate some 
diseases, people must desist from the behavior that spreads them.  Given 
the severity of the HIV/AIDS epidemic, this need is particularly great. 

 
The spread of HIV can be controlled by lasting changes in the way 

people act.  We repeat:  People need education and motivation, so that 
they will choose wisely and well.  Providing information that is both 
accurate and appropriate is a logical and necessary starting point.  This 
requires understanding an intended audience in order to formulate and 
deliver a persuasive message.  Educational programs and public 
information campaigns cannot rely simply on fear as a motive.  They must 
provide convincing assurances that something can be done to prevent 
infection—that the changes in behavior that are being recommended are 
possible and will do some good.  These educational programs should be 
directed to both individuals and groups. 
 
 
8.  The Intent of This Document 
 

In the remainder of this document we issue five calls:  to 
compassion, to integrity, to responsibility, to social justice, and to prayer 
and conversion.  For: “The joys and the hopes, the griefs and the anxieties 
of the people of this age, especially those who are poor or in any way 
afflicted, these too are the joys and the hopes, the griefs and the anxieties 
of the followers of Christ.”16 
 
 
 

II.  A Call to Compassion 
 
1. Compassion and Human Dignity 
 
       Compassion is much more than sympathy.  It involves an experience 
of intimacy by which one participates in another’s life.  The Latin word 
misericordia expresses the basic idea:  The compassionate person has a 



heart for those in misery.  This is not simply the desire to be kind.  The 
truly compassionate individual works at his or her own cost for the others’ 
real good, helping to rescue them from danger as well as alleviate their 
suffering. 
 
 
2.  The Ministry of Jesus 
 

We learn compassion’s meaning from the model of Jesus.  His 
ministry contains many examples.  He gives sight to the blind (Matthew 
20:30-34; Mark 10:46-52; Luke 18:35-43) and makes the crippled walk 
(Matthew 9:2-7; Mark 2:3-5; Luke 5:18-24); he touches and heals lepers 
(Matthew 8:3; Mark 1:41; Luke 5:13); he shares a meal with people 
considered legally impure (Matthew 26:6; 9:10; 11:11; Mark 2:15-16; Luke 
5:30); he shames the judges of the adulterous woman and forgives her sin 
(John 8:1-10).  With compassion, Jesus breaks through the barriers of 
sickness and sinfulness in order to encounter and heal the afflicted. 
 

He tells us to do as he did, for “Whatever you did for the least 
brothers of mine, you did for me” (Matthew 25:40).  We need to bear in 
mind his warning on this matter. 
 
 When the Son of Man comes in his glory… all nations will be assembled before 
 him…  Then he will say to those on his left, “Depart from me, you accursed… 
 For I was hungry and you gave me no food, I was thirsty and you gave me no  
 drink, a stranger and you gave me no welcome, naked and you gave me no 
 clothing, ill and in prison, and you did not care for me…  What you did not do 
 for one of these least ones you did not do for me.”  And these will go off to 
 eternal punishment (Matthew 25:31-32, 41-46). 
 
 
3.  The Good Samaritan 
 
 The story of the Good Samaritan presents the call to compassion in 
concrete terms (Luke 10:30-37).  Pope John Paul graphically 
demonstrated its meaning when in 1987 he embraced a young boy with 
AIDS at Mission Dolores Basilica in San Francisco.  This was a way of 
saying that in each case AIDS has a human face, a unique personal 
history.  The Holy Father verbalized that message on Christmas Day 1988, 
in his “Urbi et Orbi” blessing.  “I think of them all, and to all of them I say, 
‘Do not lose hope’.”  And he added that those with AIDS are “called to face 
the challenge not only of their sickness but also the mistrust of a fearful 
society that instinctively turns away from them.”  On May 4, 1989, he 
returned to this subject, declaring in a homily in Lusaka that the Church 
“proclaims a message of hope to those of  you who suffer… to the sick and 
dying, especially those with AIDS and those who lack medical care.”17 
 



 In his apostolic letter On the Christian Meaning of Human Suffering 
(1984), 18 Pope John Paul calls each of us to imitate the Good Samaritan:  
“Man owes to suffering that unselfish love which stirs in his heart and 
actions.  The person who is a ‘neighbor’ cannot indifferently pass by the 
suffering of another.”19 
 
 In his 1987 visit to Mission Dolores Basilica, Pope John Paul spoke 
of the meaning of compassion—again, in the specific context of AIDS. 
 
  [T]he love of God is so great that it goes beyond the limits of 
  human language, beyond the grasp of artistic expression, 
  beyond human understanding.  And yet it is concretely  
  embodied in God’s son, Jesus Christ, and in his Body the 
  Church…  God loves you all, without distinction, without 
  limit.  He loves those of you who are elderly, who feel the 
  burden of the years.  He loves those of you who are sick, 
  those who are suffering from AIDS and from AIDS-Related 
  Complex.  He loves the relatives and friends of the sick and 
  those who care for them.  He loves us all with an unconditional 
  and everlasting love.20 
 
 Persons with AIDS are not distant, unfamiliar people, the objects of 
our mingled pity and aversion.  We must keep them present to our 
consciousness, as individuals and a community, and embrace them with 
unconditional love.  The Gospel demands reverence for life in all 
circumstances.  Compassion—love—toward persons infected with HIV is 
the only authentic gospel response. 
 
 
 

III.  A Call to Integrity 
 
1.  The Dignity of the Human Person 
 
 In his 1980 encyclical Rich in Mercy, Pope John Paul says that 
compassion and mercy are rooted in the recognition of human dignity and 
integrity.  Authentic compassion and mercy call us to “a whole lifestyle 
[that] consists in the constant discovery and persevering practice of love 
as a unifying and also elevating power despite all difficulties of a 
psychological or social nature” (n. 14). 
 
 In praying to the Father “That they may all be one… as we are one” 
(John 17:21-22), Jesus revealed something we could not have known by 
ourselves:  There is a likeness between the unity of the divine persons in 
the Trinity and the unity of human persons with one another.  In practical 
terms, we learn from the model of the Trinity that we become most fully 
ourselves by giving ourselves to others.21 An abuse of self is somehow 
also an act of injustice to others, and, by the same token, the abuse of 



others is an abuse of self and an abuse of our relationship with God, the 
Creator and Father of us all. 
 All human beings are created in God’s image and are called to the 
same end, namely, eternal life in communion with God and one another.  
For this reason, the greatest commandment is to love the Lord with all 
one’s heart and soul and mind, and the second is like the first:  to love 
one’s neighbor as one’s self.22 For people growing daily more mutually 
dependent and a world in which interdependence is increasing, this is a 
truth of paramount importance since it provides a transcendent rationale 
for the pursuit of good human relationships. 
 
 
2.  Human Integrity 
  
 God is love (1 John 4:9).  This means that the inner reality of God is 
a mystery of relationship.  But God has created humankind to share in his 
divine life (Genesis 1:26-27).  The basic goodness of humanity is 
confirmed in Genesis 1:31: “God looked at everything he had made, and 
he found it very good.” 
 
 Pope Paul VI in his encyclical Humanae Vitae (1968) underscored 
the importance of the “total vision of man” (n. 7).  Yet today this “total 
vision” is often dismissed or ignored in favor of particular elements or 
aspects of personhood and limited ideas of human fulfillment. 
 
 Fundamentally, we are called to realize the basic goodness of our 
personhood as God has created it.  This is not a prerogative or an 
obligation only for Christians.  Everyone, whether believer or nonbeliever, 
is obliged to honor the integrity of the human person by respecting himself 
or herself along with all other persons.23 
 
 The meaning of sexuality and personhood can only be fully 
discerned within this framework of human integrity.  In God’s plan as it 
existed at the beginning (Genesis 1:1, 17) we find the true meaning of our 
bodies:  We see that, in the mystery of creation, man and woman are made 
to be a gift to each other and for each other.  By their very existence as 
male and female, by the complementarity of their sexuality, and by the 
responsible exercise of their freedom, man and woman mirror the divine 
image implanted in them by God. 
 
 The Church makes an invaluable contribution to society by pointing 
out that the full meaning of human integrity is found within the context of 
redemption and its call in Christ to “live in newness of life” (Romans 6:4). 24 
Saint Paul reminds us that redemption means, among other things, that 
we must “respect” our own bodies and the bodies of others and must live 



always “in holiness and honor.”  By self-respect and mutual respect we 
observe God’s original plan. 
 
 Originally, God endowed our bodies with a harmony which Saint 
Paul speaks of as “mutual care of the members for one another.”  It 
corresponds to that authentic “purity of heart” by which man and woman 
“in the beginning” were able to unite as a community of persons.  Now, by 
redeeming us, Jesus graces us with a new dignity:  the Holy Spirit 
dwelling within us.  We are called to live as temples of the Spirit. 
 
 All this requires that we understand ourselves, and live, not just 
naturalistically, as it were—as bundles of bodily drives and instincts—but 
in a manner that respects the integrity of our personhood, including its 
spiritual dimension.  Through the grace of the Spirit, that can be done. 
 
 
3.  The Challenge of Chastity 
 
 Human integrity requires the practice of authentic chastity.  
Chastity is understood as the virtue by which one person integrates one’s 
sexuality according to the moral demands of one’s state in life.  It 
presupposes both self-control and openness to life and interpersonal love, 
which goes beyond the mere desire for physical pleasure.  In particular, 
desire for union with another must not degenerate into a craving to 
possess and dominate.  Chastity calls us to affirm and respect the value of 
the person in every situation. 
 
 While chastity has special meaning for Christians, it is not a value 
only for them.  All men and women are meant to live authentically integral 
human lives.  Chastity is an expression of this moral goodness in the 
sexual sphere.  It is also a source of that spiritual energy by which, 
overcoming selfishness and aggressiveness, we are able to act lovingly 
under the pressure of sexual emotion.  Chastity makes a basic 
contribution to an authentic appreciation for human dignity. 
 
 
4.  Obstacles to Integrity and Chastity 
 
 Many factors militate against the practice of chastity today.  Our 
culture tends to tolerate and even foster the exploitation of the human 
person.  People are pressured to seek power and domination, especially 
over other persons, or else to escape into self-gratification.  Television, 
movies, and popular music spread the message that “Everybody’s doing 
it.” 
 



 One can scarcely exaggerate the impact this has.  Casual sexual 
encounters and temporary relationships are treated on a par with 
permanent commitment in marriage.  It is taken for granted that fidelity 
and permanence are not to be expected, and may even be undesirable.  
Sin is made easy because the reality of sinfulness is denied. 
 
 What is sin?  It is an act motivated by the deliberate refusal to live 
according to God’s plan.  It is a disruption, more or less serious, of the 
order that should prevail in our relationships with God and with one 
another.  It is the root cause of alienation and disintegration in individual 
and social life.  It is a practical denial of God’ presence in oneself and 
one’s neighbor. 
 
 
5.  The Challenge and Call to Youth 
 

A. Hope of the Future 
 

The obstacles to human integrity of which we speak are especially 
daunting today for young people.  Yet the Church sees in the young the 
hope of the future.  As Pope John Paul said at the youth assembly in Los 
Angeles in 1987:  “The future of the world shines in your eyes.  Even now 
you are helping to shape the future of society.”25  

 
That underlines how necessary it is that the rest of us help young 

people live chaste and responsible lives.  Youth should be a time of 
idealism.  And most young people do wish to do what is right.  They want 
to be responsible, and they are capable of understanding that authentic 
integrity, while demanding much of them, offers them rich rewards in 
individual and communal fulfillment.  Adults for their part must actively 
support young people, not stand by idly while media and other social 
influences inundate them with amoral and immoral messages.26 

 
Integrity and chastity, which we propose here, are virtues that, with 

God’s grace, can be realized by all people of goodwill, by people of any 
religion and indeed of no religion.  But their realization not only 
presupposes a creation that is good, it presupposes a willingness on 
society’s part to create and sustain a social environment in which 
individuals truly can know and choose what is right. 

 
Perhaps the most important thing that adults can do in this regard is 

themselves to be models of upright living.  Young people are bewildered 
by the contradiction between adult preachments about the dangers of 
drugs and alcohol and adult reliance on the same substances; by adult 
messages on the theme of sexual responsibility and adult models of 



extreme irresponsibility in the sexual sphere.  This sort of double standard 
has a debilitating impact on the young. 

 
 

B. Youth, Sexuality, and Marriage 
 

The sexual dimension of a person is ordered to the establishing and 
maintaining of honest, committed personal relationships.  The Holy See’s 
Declaration on Certain Questions Concerning Sexual Ethics affirms that 
sexuality is not only “one of the principal formative elements in the life of a 
man or woman” but also “the source of the biological, psychological and 
spiritual characteristics which… considerably influence each individual’s 
progress toward maturity and membership in society” (n. 1). 

 
Sexual intercourse is an expression of maturity achieved within the 

committed relationship of marriage.  Adolescents who engage in sexual 
intercourse are sometimes misled into believing that they have already 
arrived at maturity; indeed, many are pressured to have sexual 
intercourse precisely as a sign that they have reached adulthood.  Not 
only is this a great temptation for them, it fails the test of human integrity. 

 
Sexual intercourse is meant to be both exclusive and committed, 

and it has these characteristics only in marriage.  It should never be 
regarded as a form of conquest or as a means of paying for attentions.  
One of the great evils of casual sexual intercourse is that, more often than 
not, the relationship is exploitative for one or both of the parties. 

 
Nor does sex before marriage really shed light on whether a 

potential partner is, for example, trustworthy, even-tempered, capable of 
loving and being loved, caring, affectionate, industrious, considerate, 
faithful, sensitive, stable, disciplined.  It takes time and a variety of 
different friendships to find a suitable marriage partner.  During 
adolescence, young people should be developing attachments and testing 
them through companionship.  In this process, sexual intercourse is not a 
research tool for ascertaining compatibility.  Rather, it is meant for 
marriage, to express and complete a compatibility whose existence has 
already been established by more reliable means. 

 
Sexual intimacy is thus a sign of a special kind of relationship, which 

has two inseparable aspects:  It is unitive (the persons give themselves 
unreservedly to each other, take permanent and public responsibility for 
each other, accept the risk of a shared life), and it is procreative (that is, 
fundamentally related to begetting, bearing, and raising children). 

 
Sexual intercourse is the expression of this special marital 

relationship.  Only in the context of this relationship do genital sex acts 



have full human meaning.  It is marriage that gives intercourse its true 
meaning. 

 
 Once a man and woman are married, they begin a journey that is 

uniquely theirs.  Sexual intercourse forms part of the background against 
which they grow in love and knowledge of each other.  The words of Pope 
John Paul in Familiaris Consortio  are of great importance:  “To bear 
witness to the inestimable value of the indissolubility and fidelity of 
marriage is one of the most precious and most urgent tasks of Christian 
couples in our time” (n. 20).  Important, too, is what he said to young 
people in 1987 at the Louisiana Superdome: 

 
  Jesus and His Church hold up…  God’s plan for human love, telling 
  you that sex is a great gift of God that is reserved for marriage.  At 
  this point, the voices of the world will try to deceive you with 
  powerful slogans, claiming that you are unrealistic, out of it, backward, 
  even reactionary.  But the message of Jesus is clear:  Purity means  
  true love and it is the total opposite of selfishness and escape.27 
 
 

C. Youth and HIV 
 

National studies on contraception and teenage pregnancy suggest  
that young people are not particularly knowledgeable or skillful in dealing 
with their sexual lives.  Moreover, teenage pregnancy is very often related 
to socioeconomic problems.  The experience of poverty is frequently 
accompanied by fatalism, deprivation, and boredom, while pregnancy 
holds out the promise of status and a sense of self-worth.  These 
circumstances have at least two implications for the transmission of HIV.  
First, there is a large group of heterosexually active but relatively 
immature young people; second, there is little understanding of how to 
encourage change in their behavior patterns once these are already well 
established. 
 
 This, however, is scarcely a problem only for the poor.  Today 
sexual intercourse seems to be an element in the experience of a majority 
of young people in our country.28 For some, apparently, it is no longer 
linked to marriage or even to permanent relationships.  Yet, at the same 
time, many young men and women feel profound anxiety in their struggles 
to establish sexual identity and fit sexuality into their lives.  This 
underscores how critically important it is that the moral and religious 
values we have sketched in speaking of integrity and sexuality be properly 
taught to the young. 
 
 Education in human sexuality that tells young people in effect that 
abstinence and “safe sex” are equally acceptable options sends a 
contradictory, confusing message.  Nor should education in sexuality be 



reduced to mere biological facts and processes, unrelated to their ethical 
significance. 
 
 We repeat:  Young people need to know the human and religious 
meanings of personal integrity and chastity.  Chastity requires treating the 
gift of human sexuality with reverence.  Chastity is both a human attitude 
and a spiritual gift that helps overcome selfishness and aggressiveness.  
It empowers people to act lovingly while avoiding destructive 
relationships that are superficial and trivializing. 29 
 
 Jesus tells us:  “Love one another as I have loved you” (John 15:12).  
His self-giving, life-giving love led him to accept the cross as an 
unavoidable part of carrying out his redemptive mission.  In the name of 
self-giving love, we too must accept the discipline of sacrifice so as to 
achieve true happiness and fulfillment for ourselves and others.  Casual 
and permissive sex does not prepare people for faithfulness in marriage 
or help them appreciate the sanctity and dignity of the human person.   
 
 
 

IV.  A Call to Responsibility 
 

1.  AIDS and Homosexuality 
 

 It is a matter of grave concern that, while many homosexual persons 
may be making changes in specific sexual practices in response to 
HIV/AIDS, fewer may be choosing to live chaste lives.30 This further 
underlines the critical importance of the Church’s teaching on 
homosexuality. 
 
 In 1975 the Congregation for the Doctrine of the Faith presented 
this teaching in its Declaration on Certain Questions Concerning Sexual 
Ethics.31 The document reiterates the Church’s constant teaching 
regarding the intrinsic immorality of homosexual activity, while 
recognizing that not every homosexual is “personally responsible” for his 
or her homosexual orientation. 
 
 This teaching was further clarified in 1986 in the Congregation’s 
Letter to the Bishops of the Catholic Church on the Pastoral Care of 
Homosexual Persons.  It affirms the Church’s view that heterosexuality is 
normative.  While homosexual inclination in itself is not a sin, neither is 
homosexual activity “a morally acceptable option.32 This conclusion rests 
on the vision in Genesis of the God-given complementarity of male and 
female and the responsibility for the transmission of human life. 
 



 HIV and AIDS have had a terrible impact on the homosexual 
community.  The Report of the Presidential Commission says, for example, 
that “Violence against those perceived to carry HIV…  is a serious 
problem.  The Commission has heard reports in which homosexual men in 
particular have been victims of random violent acts that are indicative of 
some persons in society who are not reacting rationally to the epidemic.  
This type of violence is unacceptable and should be condemned by all 
Americans” (9-103).  We emphatically condemn such violence.  It is 
entirely contrary to gospel values. 
 
 The Church holds that all people, regardless of their sexual 
orientation, are created in God’s image and possess a human dignity 
which must be respected and protected.  Thus we affirmed in To Live in 
Christ Jesus (1976):  “The Christian community should provide them 
[homosexual persons] with a special degree of pastoral understanding 
and care” (n. 9).  Specific guidelines regarding such pastoral support are 
found in our 1973 document Principles to Guide Confessors in Questions 
of Homosexuality.  It envisages a pastoral approach that urges 
homosexual persons to form chaste, stable relationships.33 
 
 
2.  AIDS and Substance Abuse   
 
 As we have stressed, however, HIV/AIDS is by no means exclusively 
a homosexual problem.  Intravenous drug use also plays a large role in the 
spread of HIV.  Nearly 70 percent of the reported cases of heterosexually 
acquired AIDS in the United States have been associated with IV drug use; 
almost 75 percent of pediatric AIDS cases have been diagnosed in cities 
with high seroprevalence rates among IV drug users.  These data, 
combined with the potential for the rapid spread of HIV infection among IV 
drug users through needle-sharing, define a problem whose solution 
requires both immediate action and long-term research. 
 
 Drugs and HIV are linked in several ways. 
 

1. Direct transmission of HIV occurs through the sharing of 
hypodermic needles, syringes, and paraphernalia used in 
“shooting up” drugs. 

 
2. Sexual transmission occurs from infected IV drug users to their 

sexual partners. 
 

3. Perinatal transmission occurs when women who are IV drug 
users or the sexual partners of drug users become infected and 
transmit the virus to their infants during pregnancy, delivery, or 
breast feeding. 34 



 
One must also recognize the fact of increased sexual risk and 

needle-using behavior on the part of persons under the influence of drugs 
or alcohol.  Even with good intentions, abusers may not live up to 
promises they have made to themselves and others.  Those at risk 
because of their use of alcohol and drugs are called to change their 
behavior.  They merit our special attention and need to be embraced in 
light of their double burden of illness and addiction.35 

 
 In evaluating the moral issue here, it is important to see substance 
abuse as an actual or potential disease for some persons—a disease, 
however, for which there are treatment and hope.  It should not be 
supposed that a confirmed substance abuser can simply stop, and this 
assumption—that the addict would stop if he or she really wanted to—can 
easily become a rationale for not aggressively encouraging treatment.  
Often, drug or alcohol abuse points to an underlying emotional illness of 
which it is a symptom rather than the cause.  We believe those who suffer 
from substance abuse should be referred to appropriate treatment 
programs and should also receive necessary mental health counseling. 36 
 
 While drug abuse is a chronic, progressive, life-threatening 
disease, addicts can be freed from this form of enslavement.  Participation 
in a treatment program is an interim step that allows substance abusers to 
receive comprehensive psychological help and counseling on how to 
avoid HIV. 
 
 As that suggests, drug dependence treatment should always be 
accompanied by education and counseling about the risk of infection and 
how to avoid it.  Education for intravenous drug users who reject 
treatment should focus on the risk of repeated exposure to HIV and on the 
availability of help in conquering their addiction. 
 
 In this whole area, education and treatment are of paramount 
importance.  Specific programs suited to particular groups are needed.  
Persons who have not begun intravenous drug use but are at risk of doing 
so may be reached through programs in elementary and high schools; 
those who do not attend school may be reached through health clinics and 
clinics for sexually transmitted disease, neighborhood and religious 
groups, day-care centers, employers, job-training programs, and street 
outreach projects; in areas with high rates of drug use, health 
departments can open storefront AIDS education centers and use mobile 
vans, with staffing by professionals and “street smart” personnel. 
 
 Education and treatment aimed at changing behavior are the best 
way to control the spread of HIV among intravenous drug users and to 
prevent passage of the virus to their sexual partners and to children in the 



womb.  Although some argue that distribution of sterile needles should be 
promoted, we question this approach for both moral and practical 
reasons: 
 

• More drug use might result while fewer intravenous drug users 
might seek treatment. 

 
• Poor monitoring could lead to the increased spread of HIV infection 

through the use of contaminated needles. 
 

• Distribution of sterile needles and syringes would send the message 
that intravenous drug use can be made safe.  But IV drug users 
mutilate and destroy their veins, introduce infection through 
contaminated skin, inject substances that often contain lethal 
impurities, and risk death from overdoses. 

 
A better approach to the drug epidemic would be increased 

government support for outreach and drug treatment programs. 
 
 
 
3.  AIDS and the Use of Prophylactics 
 
 The “safe sex” approach to preventing HIV/AIDS, though frequently 
advocated, compromises human sexuality and can lead to promiscuous 
sexual behavior.  We regard this as one of those “quick fixes,” with the 
Report of the Presidential Commission says foster “a false sense of 
security and actually lead to a greater spread of the disease.” 
 
 Sexual intercourse is appropriate and morally good only when, in 
the context of heterosexual marriage, it is a celebration of faithful love and 
is open to new life.  The use of prophylactics to prevent the spread of HIV 
is technically unreliable.37 Moreover, advocating this approach means, in 
effect, promoting behavior that is morally unacceptable.  Campaigns 
advocating “safe/safer” sex rest on false assumptions about sexuality and 
intercourse.  Plainly they do nothing to correct the mistaken notion that 
nonmarital sexual intercourse has the same value and validity as sexual 
intercourse within marriage.38  
 
 We fault these programs for another reason as well.  Recognizing 
that casual sex is a threat to health, they consistently advise the use of 
condoms in order to reduce the danger.  This is poor and inadequate 
advice, given the failure rate of prophylactics and the high risk that an 
infected person who relies on them will eventually transmit the infection 
this way.  It is not condom use that is the solution to this health problem 



but appropriate attitudes and corresponding behavior regarding human 
sexuality, integrity, and dignity. 
 
 By contrast, there is an urgent need for education campaigns in the 
media, in schools, and in the home that foster a view of human sexuality 
that is sound from every point of view.39 At the same time, we are 
conscious of the powerful relationship between economics—the profit 
motive—and the promotion of contraceptives, pornography, and the 
marketing of sex in entertainment.  This fact should be taken into account 
in our education efforts. 
 
 
 

V. A Call to Social Justice 
 
1.  Continued Research and Care 
  
 We urge continued scientific and medical research aimed at finding 
a cure for HIV as well as treating persons with AIDS.  Government 
agencies should draw up clear educational guidelines on the use and 
effectiveness of new and emerging drugs (e.g., AZT, azidathymidine). 40 
Similarly, government and private agencies should provide the public with 
information about new methods and drugs. 
 
 Social justice also requires that public and private agencies seek 
creative ways to meet the health and human service needs of those who 
are HIV positive.  To date, acute general hospitals have borne the primary 
burden of caring for this population.  It is imperative that a continuum of 
care be developed that allows for the integration of all necessary services 
within a given community: nutritional services, home health care, 
ambulatory care, transportation, hospital services, extended and/or 
skilled nursing care, and hospice services. 
 
 Such a system of care will assure the appropriate placement within 
the continuum of care of persons who are HIV positive or who have AIDS 
and will avoid placing an unnecessary and inappropriate burden on any 
given sector of the provider community.  All health and human services for 
persons who are HIV-positive or who have AIDS should be delivered in a 
sensitive and nondiscriminatory manner.  At the same time, we also 
recognize the right of surgeons and other medical personnel to adequate 
protection against HIV. 41  
 
 The health and human services described should be available to all 
who suffer from the disease including those without the resources to 
pay.42 
 



 
2.  Routine Voluntary Testing and Educational Programs 

 
 Broadly based routine voluntary testing and educational programs 
are needed as a matter of public policy.  These voluntary programs should 
always guarantee anonymity and should be preceded and followed by 
necessary counseling for individuals diagnosed as HIV-positive or 
negative.  Counseling should supply information about the disease, the 
moral aspects involved, immediate emotional support, and information 
about resources for continuing emotional and spiritual support.  It should 
also underscore, sensitively but forthrightly, the grave moral 
responsibility of individuals with HIV to inform others who are at risk 
because of their condition. 
 
 
3. Immigrants and Refugees 
 
 There are special problems associated with HIV testing for 
immigrants and refugees: For example, false positive test results from 
other countries may have the effect of excluding people from the U.S.  In 
addition, permanent resident aliens may be unjustly deported before their 
circumstances can be adequately examined.  A more flexible and humane 
government policy seems necessary. 
 
 
4. The Person with HIV/AIDS as a Handicapped or Disabled           
      Person 
 
 A growing body of legislation considers the individual with HIV a 
handicapped or disabled person.  In 1978, in a statement on persons with 
disabilities, we said: “Defense of the right to life… implies the defense of 
other rights that enable the individual with disabilities to achieve the 
fullest measure of personal development of which he or she is capable” 
(Pastoral Statement of the U.S. Catholic Bishops on Persons with 
Disabilities [November 15, 1978; revised 1989] para. 10). 
 
 Pope John Paul has recently spoken to this same point, defending 
the inalienable dignity of all human persons and the need especially to 
protect those “who are vulnerable and most helpless: this is the task 
which the Catholic Church, in the name of Christ, cannot and will not 
forsake.43 
 
 Discrimination against those suffering from HIV or AIDS is a 
deprivation of their civil liberties.  The Church must be an advocate in this 
area, while also promulgating its own nondiscrimination policies in 



employment, housing, delivery of medical and dental care, access to 
public accommodations, schools, nursing homes, and emergency 
services. 
 
 
5.  Those Who Care for Persons with HIV 
 
 The provision of HIV/AIDS services involves some unusual 
problems.  One of these is stress on staff.  Many feel a growing and 
eventually intolerable sense of helplessness as they watch patients, 
mostly young people, die.  In providing services, it is important to take into 
account how long a particular individual can remain on the front line, as it 
were, and to provide support systems that help these dedicated people 
deal with their own grief and anger.  We also urge all health facilities to 
develop practical guidelines to protect physicians, nurses, paramedics, 
and all other health-care workers against contracting HIV and to provide 
adequate training and supplies for infection control. 
 
 Similar guidelines should be developed for the protection of law 
enforcement and corrections personnel and others in public service who 
may be at risk. 
 
 Dioceses should also develop guidelines not only for preventing 
infection but also for respite and counseling for health-care professionals, 
volunteers, and pastoral workers, and for family and loved ones who care 
for HIV-infected persons. 
 
 While some have allowed their disapproval of the actions of certain 
persons with AIDS to interfere with the provision of care to these persons, 
the Report of the Presidential Commission points out that this is a 
“minority view” (Section VII).  Generally speaking, health-care workers 
tirelessly provide care to HIV sufferers with compassion and sensitivity.  
We applaud and thank them and we encourage all health professionals to 
rise to the same high level of care and beneficence. 
 
 
6.  Families of Persons with AIDS 
 
 The consequences of whether a person with HIV/AIDS lives 
hopefully or dies in despair are borne not only by that individual but also 
by his or her entire family.44 An HIV or AIDS diagnosis may mark the first 
time the family has had to confront a loved one’s drug problem or 
homosexuality.  This sharp encounter with a difficult reality can lead to 
anger, guilt, sorrow, and even rejection on the part of family members; it 
can even drive a family into a kind of collective isolation.  Families should 
recognize that Jesus has set for all of us an example of loving kindness to 



all persons and that he calls us to reconciliation with those from whom we 
have been estranged. 
 
 Catholic communities, especially parishes, should reach out to 
these families with understanding and practical help—for example, by 
providing respite-time from caring for their sick members.  Acceptance 
and emotional and spiritual support are crucial needs. 
 
 Families of HIV patients badly need to talk about what they are 
experiencing.  Although family members usually are ambivalent about 
disclosing the nature of their relative’s disease to outsiders, it is important 
for them to communicate.  The Catholic community should create 
networks of people prepared to assist such families in this way. 
 
 
7.  The Public Good and Confidentiality 
 

A. Nondiscrimination and Individual Privacy 
 
 Our understanding of the common good expresses our vision as a 
people of the kind of society we want this to be.  The common good is, 
therefore, central to the evaluation of legislative and public policy 
proposals.  Two objectives are fundamental to any adequate 
understanding of the common good:  first, preserving and protecting 
human dignity while guaranteeing the rights of all; second, caring for all 
who need help and cannot help themselves. 
 
 The appropriate goals of AIDS-related legislation include helping to 
prevent the transmission of HIV; providing adequate medical care; and 
protecting civil rights, that is, nondiscrimination in employment, 
schooling, entertainment, business opportunities, housing, and medical 
care, along with the protection of privacy. 
 
 Dioceses and church-related institutions should also pursue these 
objectives in appropriate ways through their own policies and practices.  
Their hiring decisions, for example, should not be based on the fact that 
their particular job applicants are HIV-infected but on other factors such 
as qualifications, ability to do the work, and moral character. 
 
 Individual privacy and liberty are highly valued in our society.  
Liberty, however, carries with it the obligation not to harm or interfere 
with others.  If HIV-infected persons have rights that others must respect, 
they also must fulfill their fundamental ethical responsibility to avoid doing 
harm to others.  As the Report of the Presidential Commission says, this is 
“an affirmation of the rights of others” (9-99). 
 



B. Rights of the Human Person 
 

Framing and implementing public policy frequently requires the 
balancing of individual and community rights and interests.  With respect 
to HIV/AIDS, it is important to infringe as little as possible, in light of 
community needs, on individual liberty, privacy, and confidentiality.  
Other, quite specific, conditions must also be met.  For example, respect 
for persons requires informing people that they are being tested when 
donating blood; they also have a right to be informed of test results; and 
both pre- and post-testing counseling should be available.45 

 
Although specific exceptions might be made, universal mandatory 

testing does not seem justified at this time. 
 
 

C. Disclosure and Confidentiality:  General Guidelines 
 

While the presumption should always favor confidentiality, there 
may be circumstances that warrant disclosure.  In deciding for disclosure 
or confidentiality in a particular case, the following points are relevant. 

 
1. The two main factors in favor of disclosure are (a) the need 

to prevent the infection of others and (b) the need to 
provide medical care to the person who is HIV-positive or 
has AIDS.  If disclosure in a particular case will reduce the 
danger of infection to others or increase the ability to treat 
the individual effectively, it may be the right course of 
action if no other effective action is possible. 

 
2. Of primary importance in weighing the individual’s interest 

in and right to confidentiality are (a) the ability to confine 
the disclosure to those who have the right to know, (b) the 
likelihood that recipients of the information will use it for 
proper purposes, and (c) the obligation to maintain patient 
confidentiality. 

 
 

VI.  A Call to Prayer and Conversion 
 
1.  Discover Christ in Those Who Suffer 
 
 Our response to persons with AIDS must be such that we discover 
Christ in them and they in turn are able to encounter Christ in us.  
Although this response undoubtedly arises in the context of religious faith, 
even those without faith can and must look beyond suffering to see the 
human dignity and goodness of those who suffer. 



 Without condoning self-destructive behavior or denying personal 
responsibility, we reject the idea that this illness is a direct punishment by 
God.46 At the same time, we recognize that suffering and sickness are 
consequences of original sin, which each of us has confirmed by personal 
sin. 
 
 Even as he permits human suffering, however, God wills to bring out 
of it some greater good for our sake.  Jesus reveals a God who is 
compassionate and forgiving.  Sinners are special objects of his merciful 
love.  And who are the sinners?  We have all been touched by original sin, 
and all of us commit personal sins of our own.  The story of the prodigal 
son (Luke 15:11-32) calls each of us to personal conversion and reform.  
The prodigal son discovered that the way he had chosen, the way of sin, 
was leading him to death.  His very life hung on the choice to return to his 
father.  And the father’s love was so total, so unconditional, that he joyfully 
welcomed his son home.  Mindful of our own misguided and sinful choices, 
we also must return to God, our Father, who waits to embrace us with 
open arms.   
 
 
2.  Suffering and Death 
 
 Pope John Paul urges those who suffer never to lose heart.  Christ, 
the innocent Son of God, knew suffering in his own flesh.  For us, too, 
suffering, accepted and lived as Jesus accepted and lived it, can be 
redemptive.47 
 
 Faith does not tell us to seek suffering for its own sake, but it does 
tell us that suffering and death, joined to the suffering and death of Jesus, 
the Lord of life, lead ultimately to growth, fulfillment, and lasting joy.  The 
experience of suffering can be a vital time in one’s life, a time for 
becoming reconciled both to life and to death and for attaining interior 
peace.48 
 
 Finally, suffering and death lead to the resurrection.  Death is not 
the end.  Christ gathers up suffering, sin, and death into his triumph.  His 
resurrection means we also have a future which God is preparing for us in 
the midst of suffering and death, just as Christ’s glory was being prepared 
on the cross. 
 
 But suffering has meaning not just for those who suffer.  In the case 
of HIV and AIDS, the entire Christian and human community is called to 
respond with compassion, love, and support.  Any suggestion of assisted 
suicide or euthanasia as a response offends against human integrity and 
God’s law.  Our fundamental task is to assist the suffering and dying, not 
to terminate their lives. 



 Every human death somehow mirrors the death of Christ:  It is the 
entrusting of the spirit to him who created us for eternal life.49 The 
Christian can be serene in the face of death because of Jesus’ promise: 
“In my Father’s house there are many dwelling places…  I am going to 
prepare a place for you” (John 14:2).50 Life and death are not polar 
opposites but points on a continuum that leads to eternal life. 
 
 
3.  Christian Hope and Joy 
 
 Hope is an essential component of the Christian response to 
suffering and death.  Persons with AIDS and their families and loved ones 
need prayer and spiritual support to sustain them in hope.  At the very 
heart of human life lie profound questions about meaning, identity, 
individual and communal destiny, transcendence, reconciliation, love, 
God.  This is the context of Pope Paul VI’s words concerning Christian 
hope:  “It is indeed in the midst of their distress that our fellowmen need to 
know joy, to hear its song.”51 
 
 The lives of holy men and women offer many examples of hope and 
joy in the midst of difficulties and sufferings.  One thinks of St. Therese of 
Lisieux, a young woman who suffered greatly, and who courageously 
abandoned herself into the hands of God, entrusting her littleness to him.  
One thinks of the message of Mother Teresa of Calcutta, who reminds us 
constantly that love is stronger than hatred, life than death, and that the 
lives of ordinary people bear witness time and again to the human 
capacity for extraordinary courage and compassion.  Persons with AIDS, 
she holds, are Jesus among us.  Christian hope and joy guard against the 
temptation to desert them—and him. 
 
 
4.  Ministry to Persons wit HIV/AIDS 
 
 The Church offers all its members the rich treasury of grace 
through its sacramental life.  For those who are ill, the Church offers the 
Sacrament of the Anointing of the Sick, together with the Sacrament of 
Penance and the Eucharist.  These encounters with Christ in forgiveness, 
healing, and the restoration of the life of grace are profound moments of 
conversion and renewal.  For family members, as well as health-care 
workers, these same sacramental sources of grace provide the inner 
strength and needed hope that the world cannot give.  We encourage all 
who minister in the Church to bring the full sacramental life of Christ to 
those who most need to be touched by his healing hand. 
 
 We urge daily prayer for those suffering from HIV an AIDS.  We also 
encourage dioceses to provide qualified priests, deacons, religious, and 



lay people who will communicate the necessary information about 
HIV/AIDS.  Every diocese should have a list of resource persons and 
support systems for persons with HIV/AIDS and their families.  Where 
appropriate, a diocese should also have a person responsible for 
coordinating its ministry in this area.  Dioceses should likewise develop 
training programs for those who minister to people affected by AIDS (e.g., 
eucharistic ministers in hospitals, visitors to the sick, confessors, and 
counselors).  Catholic health facilities should continue to provide local 
professional leadership in responding to the needs. 
 
 
5.  The Church and Those Who Suffer 
 
 In sum, then, in its ministry to and for persons with HIV/AIDS, the 
Church calls everyone to conversion; offers sacramental reconciliation 
and human consolation; seeks to assist all those who suffer; proclaims 
faith’s explanations of suffering, sin, and death in the light of the cross and 
the resurrection; and accompanies those who suffer on their journey of 
life while helping them face death in the light of Christ.  We recall again the 
words of Salvifici Doloris: 
 
  In the messianic program of Christ, which is at the same time the 
  program of the Kingdom of God, suffering is present in the world 
  in order to release love, in order to give birth to works of love 
  towards neighbor, in order to transform the whole of human  
  civilization into a “civilization of love” (n. 30). 
 
 We offer this document in response to the need—of the nation; the 
Church; and countless communities, families, and individuals—to confront 
the crisis of HIV and AIDS.  The crisis continues, but it can be met with 
understanding, justice, reason, and deep faith. 
 
 HIV/AIDS brings with it new anguish and new terrors and anxiety, 
new trials of pain and endurance, new occasions for compassion.  But it 
cannot change one enduring fact:  God’s love for us all.  We proclaim 
anew this message:  “God so loved the world that he gave his only Son, so 
that everyone who believes in him should not perish but might have 
eternal life” (John 3:16). 
 

 
 
                                               
1 “None of us lives for oneself, and no one dies for oneself.  For if we live, we live for the Lord, and if we 
die, we die for the Lord; so then, whether we live or die, we are the Lord’s” (Romans 14:7-8). 
2 United States Catholic Conference Administrative Board, The Many Faces of AIDS: A Gospel Response 
(Washington, D.C.: USCC Office for Publishing and Promotion Services, 1987). 



                                                                                                                                          
3 Ibid., p. 6.  The Many Faces of AIDS treated basic topics: (1) gospel values; (2) facts about AIDS; (3) 
societal responsibilities; (4) health-care professionals/institutions; (5) testing; (6) persons with AIDS; (7) 
public policy; (8) pastoral issues; and (9) prevention of AIDS. 
4 See “AIDS Discussion at the June Bishops’ Meeting,” Origins 17 (1988) 726; and “AIDS Statement: 
Proposal of Cardinal Bernardin Accepted,” Origins 18 (1988) 118-120.  The precise motion was: 
 
 …That the president appoint an ad hoc committee to prepare a new, updated statement on  
 the AIDS crisis which will respond to the new facts, fears and efforts which have emerged 
 in recent months.  The committee, in preparing the new statement, will have the benefit 
 of the extant board statement on AIDS (The Many Faces of AIDS: A Gospel Response), the  
 discussions which have taken place since its publication, dialogue with the Congregation 
 for the Doctrine of the Faith and participation by all the bishops is open, plenary session. 
5 Report of the Presidential Commission on the Human Immunodeficiency Virus Epidemic (Washington, 
D.C.: June 1988); citation here, IV, 115. 
6 Sollicitudo Rei Socialis (December 30, 1987) n. 41. 
7 The chapters of this report are: Incidence and Prevalence; Patient Care; Health Care Providers; Basic 
Research; Vaccine, and Drug Development; The Public Health System; Prevention; Education; Societal 
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  well-being, the church’s responsibility is to give that kind of witness 
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1984 and 1987; 15.7 percent of those studied had at least one incident of relapse into “unsafe” sex 
practices. 
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Homosexual activity has been one of the main transmitters of HIV virus.  In this light, it is of critical 
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Homosexuality (Washington, D.C.: USCC Office for Publishing and Promotion Services, 1973) pp. 9, 11: 
 
  The confessor should encourage the person to form stable relationships  
  with persons of both sexes…  Two other elements which should be 
  stressed are regular access to spiritual direction and the formation of a 
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  admonished to break off the relationship. 
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1. All those who may have been infected with HIV should undergo immediate 
testing for the virus.  This counsel rests on certain clear assumptions:  the 
growing accuracy of the HIV test; increased guarantees of confidentiality; the 
growth of proper counseling both before and after the test; the enactment of  
effective city, state, and federal antidiscrimination laws. 

   
2. AZT treatment now costs $8,000.00 per person per year, and other drugs and 

diagnostic tests are needed in the treatment of HIV/AIDS sufferers.  It is thus  
crucial to provide financial and medical resources to assist persons with the  
HIV disease. 
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42 The 1988 meeting of the American Medical Association stated: “The Board recommends continued 
support for adequate funding for all aspects of this epidemic including education, research and patient care” 
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redemption…” (On the Christian Meaning of Human Suffering, nn. 1-8). 
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