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 Having been invited to address the Southern African Lectureships, held this year 
in Swaziland April 6, 7, and 8, I took advantage of the trip to make and develop contacts 
in Kenya, Malawi and Rwanda, as well as Swaziland, toward establishing an HIV 
ministry of Churches of Christ. From March 26 through April 16 I traveled through the 
region, spending 36 hours in Kenya, one week in Malawi, 5 days in Swaziland, and then 
5 days in Rwanda.  Approximately 3 days were spent in travel.  This report will detail 
results of the trip, contacts made, and possible future implications for an HIV ministry of 
Churches of Christ.  I will discuss them based on relative importance for future ministry 
options rather than chronologically, but I will begin with Swaziland, as the work there 
was the primary stimulus for the trip. 
 
 
SWAZILAND 
 
 On April 5 I flew from Malawi to Swaziland to speak at the Southern African 
Lectureships, an annual Easter event that travels from city to city in the region.  Between 
1500 and 2000 people attended the lectureships this year, which featured not only plenary 
sessions by Bro. Ira Hill and me, but also breakout sessions for men, women, and youth.  
In addition to plenary sessions on Friday afternoon, Saturday night, and Sunday morning, 
I was also asked to address the youth on three occasions in two days regarding HIV.   
 It is difficult to measure the result of speeches to 1750 people, and then to about 
200 young people.  The youth sessions were devoted to answering questions about HIV 
and related issues, encouraging the youth to abstain from sex outside of marriage, and 
pointing out to them the implications and blessings available to them for having so 
chosen as compared to the risks of having multiple sexual partners.  The risk of a 
Botswanan young man of 15 being infected with HIV during his lifetime (and thus dying 
early) is about 90%, and risks for others in the region are not much smaller.  Several of 
the youth expressed thanks for the forthright way I answered their questions. 
 The adult sessions were given to three assigned passages:  Eph 2:10, “For we are 
God’s workmanship, created in Christ Jesus to do good works, which God prepared in 
advance for us to do,” James1:27, “Religion that God our Father accepts as pure and 
faultless is this:  to look after orphans and widows in their distress and to keep oneself 
from being polluted by the world”, and Matt. 25:31-46 (the judgment scene).  These 
passages were used to point out the need for Christians and congregations to minister to 
the thousands of people dying from HIV, alone, frightened, and often estranged from God, 
in their neighborhoods and countries.  
 Several women thanked me for the encouragement they received for the 
ministries they are carrying out, and I was personally blessed by many of their stories.  
One sister requested prayers for encouragement for her hospice ministry which she 
coordinates with about 9 other members of her congregation, and 20-30 people stood at 
the end of Sunday’s lesson reflecting their own repentance at having ignored these dying 
people in their communities and congregations. 
 While in Swaziland I visited Baylor University’s HIV clinic, located on a main 
road on the northwest side of the capital, Mbabane.  The building and grounds are 
beautiful, a gift from a major HIV drug manufacturer.  The clinic is a family clinic, where 
family members with a child who is HIV-infected may also be treated, along with the 
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child.  Fourteen doctors, two of whom are Africans, serve at the clinic.  The 12 
expatriates come for rotations of one or two years, receiving stipends and a housing 
allowance.  Some residents and students come for shorter rotations.   Medications and 
multiple ancillary support services are available, but lab support is weak, with no CD4 
analysis capabilities, much less the ability to measure the amount of HIV virus in the 
blood of patients.  Eighty patients are seen on a busy day with about 2,000 patients 
currently enrolled.   
 The nutritionist who administers the clinic said that some village-based adherence 
workers are envisioned by the clinic, but that she could see no place for village-based, lay 
clinicians.  Some mobile clinics are currently being held in satellite locations.  
Transportation is a problem for some patients, but most seem to be able to find a way to 
get to the clinic, according to the administrator.   
 Swaziland has one of the highest prevalence rates for HIV in the world, and one 
of the highest patient/doctor ratios in Africa.  None-the-less, churches of Christ have as 
yet shown little interest in developing HIV ministries in Swaziland, and we have not 
explored with the government there the option of doing a community or church-based 
ministry. 
 The major exception among Churches of Christ in Swaziland is African Christian 
College, formerly known as Manzini Bible School, a “para-church organization” in 
Swaziland.  Kurt Platt devotes several days in the two year curriculum to exploring HIV 
and the church’s response to the disease, bringing in local experts to explain current 
efforts in Swaziland and encouraging dialogue with health authorities in the students’ 
home nations to equip the congregations where they will minister with tools for 
confronting the disease in addition to their messages of faithfulness. 
 While Swaziland offers some opportunities for partnership, it would seem less 
than optimal to try to work where churches are not eagerly pursuing assistance in 
building ministries to fight this disease.  Annual seminars at African Christian College 
would seem to be the best way to assist Swaziland Churches to develop ministries against 
this disease. 
 
 
MALAWI 
 
 En route to Swaziland I was able to spend a week in Malawi.  I visited with not 
only the Minister of Health of Malawi, the Honorable Marjorie Ngaunje, but also with the 
Doctor in charge of HIV services, Dr. Alicia Komoto.  I discussed with Dr. Komoto the 
dilemma of manpower for serving so many people with chronic HIV infection.  She 
shared with me a proposal by Doctors Without Borders for placing stable HIV patients in 
the care of community-based lay caregivers and asked me to submit a similar proposal.  I 
have shared with her a draft proposal and hope to send her a final copy before the first of 
May.   
 On Thursday, March 22, prior to my departure for Africa on Monday, I was 
encouraged by a pharmaceutical representative to apply for a grant by Tibotec 
pharmaceuticals for some aspect of our work in Africa.  After discussing the options with 
Napoleon Dzombe and Moses Kombi Banda, we completed an application very similar to 
what we are now working on for the Ministry of Health.  By the grace of God and some 
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very helpful hotel staff in Lilongwe (we were not guests there) we were able to submit 
the proposal prior to the deadline and are awaiting results.  If funded, this proposal should 
have covered basic expenses for the carrying out of this project, but we have since 
learned that it was not funded. 
 In addition, I spoke at the Sunday morning service of the Zone 47 congregation in 
Lilongwe.  This is a new and growing congregation which presented me with plans to 
build a clinic in their proposed new facility and offer HIV and primary care services.  
One of the leaders of the congregation, which does not have elders, is Moses Kombi 
Banda, who is the administrator for Mtendere Village, the orphanage associated with 
Blessings Hospital.  This congregation is very interested in pursuing HIV care ministries 
and is eager to encourage other congregations to do the same. 
 Finally, I was able to meet in Swaziland with Mark Thiesen, Director of a 
preacher training program near the southern Malawian center, Blantyre, and the Assistant 
Director, Bissan Mphongolo.  They were both very supportive of the idea of starting a 
model project in a number of Malawian villages and congregations.   
 For a possible model HIV project, Malawi offers many congregations of Churches 
of Christ, strong interest by several leaders in these churches, both among expatriates and 
nationals, and a growing concern among the latter that something must be done by the 
church to confront HIV.  Churches tend to be very conservative, but leaders have 
expressed willingness to work with local congregational leaders of other denominations 
in confronting HIV.  Blessings Hospital offers a theoretical base for helping HIV patients, 
but the current lack of lab and x-ray support suggests that this base will have to be 
strengthened if it is to prove useful. 
 About half the time in Malawi was mostly “vacation” as my son Jeremy, his wife 
Martha and their two boys Luke (4 years old) and Andrew (2 years old) came to visit in 
anticipation of a Mozambique team retreat they were attending in Malawi over Easter 
weekend.  We mixed that time with a visit to the Agricultural School which Napoleon 
Dzombe is constructing. 
 
  
RWANDA 
 
 Three flights and 14 hours after leaving Swaziland I was met in Rwanda by David 
Jenkins who introduced me to Kigali, the capital, and the basic means of getting around.  
David, in his second year in Kigali, has been provided along with his colleagues, 
uncommon grace in the ministry they are establishing to opinion leaders in the Rwandan 
capital.  On the eighth of April we worshipped at the 4th or 5th service of Christ’s Church 
in Rwanda, a congregation of English speakers aimed at opinion leaders in the nation.  
This, the only Church of Christ in Rwanda, had about 350 in attendance at its maiden 
service.   
 The government has sold to a U.S. Corporation of members of the Churches of 
Christ two major structures in the midst of an upper-middle class housing development 
on top of one of Kigali’s several hills.  One structure is a large hall, capable of seating 
approximately 1000, while the other, across the street from the hall, is a pair of buildings 
designed for a school.  The two missionary families (soon to be three) are supported by 
three teachers and a growing staff for the rapidly expanding English school designed to 
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serve missionaries and other expatriates as well as children of English-speaking 
Rwandans.   
 I was in Rwanda at the urging of Sam Shewmaker and as a result of embryonic 
discussions with personnel from Saddleback Community Church of Orange County, 
California, and their church-based HIV ministry.  Rick and Kay Warren hope to train 
representatives of 700 churches in the Western Province of Rwanda to prevent and care 
for HIV, thus providing much better care than the three hospitals and 17 health centers in 
the province can give.  As these ideas are similar to my own, I had spoken to the 
Saddleback team about possibly uniting forces, but had no specific contacts in Rwanda.   
 Thanks to the Jenkins I was able to meet with an Adventist physician in the 
Adventist Hospital in the capital, who in turn gave me an introduction to the Adventist 
Hospital in the Western Province.  On Thursday I visited the Western Province, speaking 
with both the Medical Director of the Ministry of Health’s 150 bed Hospital in Kibuye, 
the Provincial Capital, and the administrator of the Adventist Hospital some 30 
kilometers to the south, accessible via a winding, mountainous dirt road.  Both these 
officials said that the one thing they needed most for HIV care was nutritional support for 
their HIV patients.  The nurse in charge of the HIV clinic in the Adventist Hospital said 
the one thing he most needed was a motorbike to follow up on patients not appearing for 
their clinic visits, some of whom live as far as 15 kilometers away.   
 Dave Jenkins also introduced me to Nathan Gasatura, Director of Community and 
Pastoral Relations for World Vision and chairman of the National AIDS Commission.  
He in turn introduced me to Dr. Innocent Nyaruhirira, the government’s Minister of State 
for HIV and other Pandemic Diseases.  Dr. Nyaruhirira was not available but his personal 
secretary introduced me to Dr. Anita Asiimwe, the director of Training, Research and 
Care (TRAC) in the Ministry of Health.   
 I met with Dr. Asiimwe on Friday afternoon at 5:00, before my departure from 
Rwanda on Sunday evening.  She explained that the Ministry had realized from the onset 
that nurses would have to be the primary care-givers for HIV in Rwanda, as they are for 
all other diseases.  Dr. Asiimwe assured me that numerically the nurses were sufficient to 
care for the number of HIV patients, but that the geographic coverage was not adequate, 
owing to the mountainous terrain of Rwanda.  She noted that the government was 
planning to build more health centers to improve this aspect of access.   
 When I asked if she were interested in a more cost-effective approach, Dr. 
Asiimwe expressed great interest in the model of training health promoters we used in 
Guatemala.  She explained that they had a similar concept that had been poorly utilized, 
being expressed in only a very few villages at all, and with only limited responsibilities.  
She asked detailed, pointed questions about the success and outcome of the Guatemala 
project, and its longevity.  I explained how the project had performed well until 
supervision had been given to a young Guatemalan physician who could not tolerate 
working with peasants doing “his job”, but that some promoters based in village health 
committees had survived through their own direct contacts with pharmaceutical 
representatives.  I promised to send her copies of the primary texts we used in the course, 
and the algorithms we developed.  She also expressed interest in my collaborating with 
the Ministry of Health in a future project to train such village-based health promoters for 
primary and HIV care. 
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 A series of unusual and unfortunate events brought me together with Mrs. Anne 
M.K. Mutegwaraba, the President of the National Association of Nurses at the Jenkins’ 
home in Kigali on Sunday afternoon.  This nurse has a child who is a Rwanda Scholar at 
Oklahoma Christian University of the Arts and Sciences, among the first class of 10 to be 
awarded full tuition scholarships to attend Oklahoma Christian.  She shared with me that 
her organization was preparing a proposal to the government to train village health 
representatives to deliver primary care.  I explained to her my interests, and she asked me 
to review and critique their proposal.  I plan to send her copies of the materials mentioned 
above also. 
 The Rwandan government demonstrates the most humility and realism before the 
HIV epidemic of any government I have seen in Africa.  They have placed HIV care in 
the hands of nurses since the availability of anti-retrovirals in Rwanda, a decision many 
African ministries of health are still debating hotly.  They have recently been blessed 
with a Household Health Survey showing that only 3% of the population is infected with 
HIV, not the 11% that previous data had suggested.   
 Establishing an HIV “ministry” in Rwanda would be very different than in 
Malawi.  First, the ministry would be inter-denominational, or perhaps as close to non-
denominational as one could be, based in villages, and perhaps in churches.  It would not 
be based in Churches of Christ, as there is only one congregation, and that is in the 
capital, not to say that this important congregation could not have an HIV ministry.  The 
congregation and team that are working in the capital are in a good position to further 
such a ministry, and such a ministry might well complement the work of the congregation 
through contacts with leaders in the Ministry of Health. 
 If I were asked to teach in program training village-based HIV care promoters, I 
would do so from a Christian perspective, encouraging all attendants to call on the name 
of Jesus on behalf of their patients, as I do in my own practice.  Such a ministry would 
afford the opportunity to teach Christ and service in his name to such providers.  This 
would truly be a unique opportunity, but very different than our denominationally 
oriented, easily identified mission work.  The “fruit” of such efforts might be harder to 
find. 
 The place of the Saddleback team is another enigma.  Since returning to the States 
I have contacted the Saddleback team and told them of my interest in meeting with them 
to pray with them about the future.  They replied promptly that their primary HIV doctor 
behind the project has informed them that there is no room for an American doctor on the 
ground in Rwanda.  Thus I would not be working with the Saddleback team. 
 My plan for the immediate future is to follow up on my major commitments to the 
director of TRAC and the director of the National Association of Nurses.  If these initial 
follow-ups lead to further interest on their part, I will then explore further, balancing their 
interest with respect to a full-time project over against further interest and contacts from 
Malawi. 
 
 
KENYA 
 
 While the travel itinerary called for a 12 hour layover in Nairobi, this was 
extended to 36 hours for the opportunity to meet one Wilson Sang, PhD.  Brother Sang, a 
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former elder of the Rainbow Congregation in Nairobi, has a PhD in microbiology from a 
London university and is one of four Senior Investigators (two Americans and two 
Kenyans) with the U.S. Army’s facilities in conjunction with the Kenyan Medical 
Research Institute (KEMRI).  Dr. Sang investigates enteric (gut) diseases associated with 
HIV infection, and has a long history of various lines of investigation directly or 
indirectly associated with HIV.  Of most importance in this encounter was my 
opportunity to meet a beautiful, Godly man who seeks to serve the King with all his 
being.  May his tribe increase.   
 Also important, Dr. Sang renewed my acquaintance with Dennis Okoth, currently 
director of the Nairobi Great Commission School who has been chosen to become the 
principle administrator of the Christian University which Richland Hills is building in 
Uganda.  I also met with Julie Ann Orimbo, the Librarian of NGCS who is currently 
caring for multiple youth who are orphans, some in her home near Kisumu, and others 
with her and her husband in their Nairobi apartment.  This ministry has grown at least 
partially in response to our HIV seminar at NGCS in 2005.  Ripples, one pebble at a time.   
 Wilson Sang may have some professional expertise to add to a clinical HIV 
project of Churches of Christ, but his primary contribution probably comes from being a 
well-educated professional whose heart is given to the Risen One.   
 
 
SUMMARY AND CONCLUSIONS 
 
 This trip afforded the opportunity to encourage thousands of brothers and sisters 
in the part of Africa hit hardest by HIV to confront this disease with not only prophetic 
preaching, but also compassionate care.  In addition, it led to expansion of our contacts in 
the Ministry of Health of Malawi and an official appeal from that Ministry to apply for a 
research project somewhat like we had envisioned. 
 The trip also demonstrated the possibility of open doors in Rwanda.  Multiple 
contacts were made, and relationships built that could open the way for consulting and 
teaching on a national scale.  The utility of these would depend largely on the presence or 
absence of continued receptivity in Malawi, or a funder who strongly preferred a project 
which was not church-based.   
 Other apparently less desirable options for a model HIV ministry in Africa remain, 
including Swaziland, which is mentioned here, Zambia, which we have visited, and 
Lesotho, Botswana, Namibia, South Africa and Zimbabwe, which we have not discussed 
or hardly explored.  Most needed is a congregation or other funder which will provide a 
base for funding and spiritual counsel regarding this work.  May God reveal these 
elements in His time. 
 


