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Abstract

The 2017/18 Cholera epidemic sparked religious conversations that had not
yet received scholarly engagement. Informed by the Catholic social theory,
the article explored the Catholic Church’s positionality in the face of an
epidemic. The article’s objectives were twofold: firstly, to describe the
actions of the Catholic Church during the 2017/18 Cholera outbreak, and
secondly, to understand the interconnectedness between public health and
religion in contemporary Zambia, using the Catholic Church as an example.
A descriptive case study design was employed to collect data through
interviews (selected priests and parishioners), document review, and
observations, which was inductively analysed (supplemented by social
theory). The Church’s role emanated from the Ministry of Health’s and
Local Government’s calls for stakeholders’ interventions. The Church
responded by cancelling and shortening some services, programmes and
rites. The Church also provided public health education and implemented
safety measures. It was concluded that Cholera was not only a public health
issue but also a social justice issue, and hence, the Church called for lasting
interventions.

Keywords: Religion, public health, Catholic social theory, religious dis-
course and epidemic.
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Introduction

Although the first Cholera pandemic began in 1817 in Asia, Cholera soon
spread to other parts of the world, with Africa being the new homeland for
the pandemic (Gaffga et al. 2007). Since the 1970s, Cholera was endemic in
many Sub-Saharan African countries, and periodically remained a major
public health problem (Mintz and Tauxe 2013) with recent outbreaks
occurring in Angola, the Democratic Republic of the Congo, Malawi,
Tanzania, Zimbabwe and Zambia (WHO 2018). In Zambia, the first Cholera
outbreak was reported in 1977/78 (Olu et al. 2013) and since then, the
country had experienced outbreaks over the years. These Cholera outbreaks
had, however, largely been studied from causal factors (Fernande et al. 2009;
Kabita 2010; Dubois 2006; Sasaki et al. 2008), preparedness and prevention
strategies (Olu et al. 2013), and economic linkages and policy development
(Sladoje 2018) perspectives, to the neglect of the religious dimension.

In this context (Zambia), religion manifested its presence in public
health not only as provider of health care, but as part of emergency response
team. Compared to the previous Cholera outbreaks, the 2017/18 outbreak
brought the Church into the limelight in the public sphere in combating the
disease. Despite such developments, there was limited scholarly engagement
with how religion had been affected by epidemics, resulting in a lack of an
in-depth understanding on how religion could become a tool for navigating
through the epidemics.

Using the 2017/18 experiences of the epidemic (which received
public debates for what was considered as extreme measures to combat the
outbreak), the article explored how the Church (using the Catholic Church as
a case in point) acted in the face of the epidemic, in order to safeguard the
lives of the people and promote the common good. This inquiry not only
documented the actions of the Church in the public sphere, but also pointed to
the social ills, which the twenty-first century church was faced with, by
linking Cholera a global threat to public health, to an indicator of inequality
and lack of social development. We argue that the recent Cholera outbreak
provided the opportunity for the Church to act as a tool for public health as
informed by her social teachings.

Research Design and Methods
This article was informed by a descriptive case study, which sought to
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understand how the Catholic Church in Lusaka positioned herself during the
2017/18 Cholera outbreak. Owing to the explorative nature of the pheno-
menon, a descriptive case study was adopted based on Du Plooy’s (2000:48)
advice that exploratory research can be used to obtain new insights and
familiarity with unknown situations, conditions, policies and behaviour.
Following Yin (2003) and Creswell (2003)’s recommendations for data
collection in case study research, the study utilised recorded interviews from
two purposively sampled parishes of Lusaka, and document analysis.

The documents were sampled using availability sampling (Cohen et
al. 2007). The Catholic Church and the selected parishes were purposively
chosen for depth. By focusing on the Catholic Church, this did not suggest
that other churches could not be tools in navigating through the epidemic,
thus the referent was only chosen to illustrate the interconnectedness of
public health and religion through her social teachings. The Catholic Church
was also chosen because the government, through the Ministry of Health, had
in the previous year declared the continued building of a relationship with the
Catholic Church in order to strengthen the health systems and improve access
to service delivery (Mbewe 2017). The central question that we sought to
address was how and in what way the Catholic Church positioned herself
during the Cholera outbreak. The collected data were analysed thematically
by providing a description of the case and emerging themes (Creswell 2003),
not for purposes of generality, but for understanding the complexity of the
Catholic Church as a tool for navigating through the epidemic in public
health. The overall aim of this study was to portray meaning that emerged
from learning about what, how, and why the Church acted in the manner she
did in the face of the Cholera outbreak.

Theoretical Framework

The understanding of the actions and positionality of the Catholic Church as a
tool for navigating through the epidemic (the 2017/18 Cholera outbreak) was
informed by Catholic social theory. Catholic social teaching was used as a
lens because it summarised the teachings of the Church on issues related to
social justice. In addition, Catholic social teaching responded to the problems
that people encountered in life and established a moral compass to determine
direction, and thus provided a broader approach to issues (Brady 2007).
Specifically, the social teachings consisted of different elements such as the
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principles for reflection; criteria for judgement; and guidelines for action
(Henriot 2014).

Henriot (2001: 2) defines Catholic social teaching as ‘the body of the
social wisdom, about human individuals in society and about the structures of
that society that enable humanity to come to its fullness, that can be found in
scripture, writings of theologians, documents of churches and witness of just
persons and communities’. Henriot’s definition points to the fact that Catho-
lic social teachings were grounded in scripture, disciplined by philosophy,
and informed by centuries of the Judeo-Christian tradition (Brady 2007).

Catholic social teaching is premised on key principles, such as
human dignity, centred on the understanding that each person was created in
the image and likeness of God, and so had an inalienable, transcendent God-
given dignity (Himes 2005). Hence, Catholic tradition is opposed to anything
that violated the integrity of the human person. Principles of Catholic social
teachings also include the call to family, community, and participation
underpinned by the idea that the human person was both sacred and social;
and that when one person suffers, everyone suffers. Rights and responsi-
bilities emphasise that people had a fundamental right to life, food, shelter,
health care, education, and employment, and that options for the poor and
vulnerable are anchored on the understanding that the moral test of a society
is how it treats its most vulnerable members (Paul & Campbell 2017).

In addition, principles like the dignity of work and rights of workers
stressed that the economy existed to serve people, while solidarity pointed to
people being called to work globally for justice. Care for God’s creation
underscored the idea that the earth was the Lord’s, and hence, it deserved to
be loved, protected, and respected (Catholic Charities n.d.). It was in light of
these principles that the article understood Catholic social teaching as not
only a theory, but also a thread whose values and ideals were embodied in the
tradition of social action through the 2017/18 Cholera epidemic.

Context of the 2017/ 2018 Cholera Epidemic

Zambia has recorded Cholera outbreaks since the 1970s (WHO 2011:1).
After the first outbreak in 1977/1978, new cases appeared again in
1982/1983. Outbreaks with approximately 11,000 cases occurred in 1991,
1992, and 1999 (WHO 2011). Since 2005, there was a progressive increase in
the yearly incidence rate of the disease globally (WHO 2010), which was
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explained by increasing poverty, retarded economic growth and development,
and limited access to basic social services, such as health, clean water, and
improved sanitation (Mintz & Guerrant 2009). True to these sentiments by
WHO (2010) and Mintz and Guerrant (2009), most cases of Cholera
outbreaks were recorded in the fishing camps of the rural areas and in the
peri-urban areas of Lusaka and Copperbelt provinces.

In Lusaka, cases of Cholera and resulting deaths mostly appeared in
the western suburbs of the city, where access to safe water and good
sanitation was poor (Kabita 2010; Sasaki et al. 2008). Olu et al. (2013)
argued that rural-urban migration induced by increased poverty and
inadequate social services in the rural areas led to the creation of poorly
planned peri-urban slums, where living conditions were dire and access to
safe water and sanitation was limited.

Additionally, the western parts of Lusaka District, which recorded
the majority of Cholera cases, had many unplanned settlements with poor
access to safe water and good sanitation (International Federation of Red
Cross and Red Crescent Societies 2017:2). For example, the areas had few
water boreholes and subsequent limited access to potable water, the
alternative were shallow wells located close to pit latrines that were flooded
during the rainy season, threatening faecal contamination (Olu et al. 2013).
The inadequate water supply in Lusaka Province was partly a result of non-
expansion of water treatment facilities in Kafue, which was constructed over
50 years ago. Kabita (2010) also contends that the incidence of Cholera,
which is accelerated by poor sanitation, contaminated foods and water owing
to limited knowledge and unhygienic lifestyle habits, were all common in
overcrowded environments.

Cholera epidemics typically occurred during the rainy season in
Zambia, starting in October, and ending in May or June the following year,
with the peak being reached between January and March (WHO 2011;
Fernandez et al. 2009). This caused some critics like Hakainde Hichilema
(leader of the Opposition political party) to refer to Cholera as an annual
traditional ceremony (Chisenga 2018).

Furthermore, Cholera in Zambia was managed by both local and
international pieces of legislation and other provisions. For example, since
the 1977 Cholera outbreak in Mpulungu District, which resulted in the 1978
Statutory Instrument (SI) No0.158 under the Public Health Act, Cap 295 of the
laws of Zambia, Zambia instituted the Public Health (Cholera Infected Areas)
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Regulation of 1978, which is still in force today. The Sl stated that Cholera-
infected areas were to be restricted areas, and that the State (Zambia) was
responsible for the health of the people both in infected and non-infected
areas (Kabita 2010). In the wake of the 2017/18 Cholera outbreak, SI number
79 of 2017 that banned public gatherings in Lusaka was issued.

The Disaster Management and Mitigation Unit (DMMU) under the
Vice President’s office mobilised human, financial, and medical resources
towards the management, prevention and control of Cholera during an
outbreak, while the Ministry of Health had a standing committee for any
epidemic to combat the outbreak of infectious and communicable diseases in
the country. As a member state of the WHO, Zambia took part in the
prevention of Cholera as well as its management in all designated Cholera
centres, which the Ministry of Health (MOH) set up during any outbreak
(Chanda 2009).

As could be deduced from the context in which the Catholic Church
acted in the wake of the Cholera outbreak, the 2017/18 outbreak of Cholera
was not just an epidemic, but also a social justice issue, which both indirectly
and directly affected the Church. What started as a public health issue at the
onset of the Cholera outbreak of 2017, ended up highlighting the
interconnectedness between religion and public health through the actions of
the Church. This incident resulted in the Church acting as a tool in navigating
through the epidemic as underpinned by the Catholic social teachings. Before
discussing the actions of the Church, a brief description of the 2017/18
Cholera outbreak is given in the next section.

The 2017/ 2018 Cholera Epidemic

The 2017/18 Cholera outbreak (the focus in this article) initially started in
Lusaka Province! in the Chipata sub-district, later spreading to Kanyama sub-
district around October 9", 2017. The outbreak soon spread from the peri-
urban townships in the western part of Lusaka to the eastern part, with a new
case reported in Chelstone sub-district. As of December 7, 2017, the

! Lusaka Province has eight districts, with a projected population for 2018
standing at 3,118,190. The population comprises 50.6% female and 49.4%
males. In terms of age distribution, 40.6% are aged 0-14 years, 57.8% are
aged 15-64 years, while those above 65 years are only 1.6 percent.
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affected sub-districts were Chipata, Kanyama, Chawama, Matero, Chilenje,
Chelstone, and George compounds. By mid-January 2018, Ministry of Health
statistics indicated that 3,260 cases had been reported, with 3,089 of these re-
corded in Lusaka (Ministerial Statement, 20 February 2018). These com-
pounds, which were described as outbreak epi-centres, were not only densely
populated, but also had inadequate water and sanitation infrastructure, which
contributed to the spread of the disease.

The sources of infection were associated with contaminated water
supplies, contaminated food, inadequate sanitation, and poor hygiene
practices (Ministerial Statement, 12 October 2017). The Ministry of Local
Government and Housing (2018) also noted that the outbreak was
concentrated in peri-urban areas of Lusaka, which had limited access to
municipal water supplies or sewer systems. This was because the low-
income, high-density informal settlements, known as compounds, had a
history of being unauthorised settlements, hence they were not connected to
the sewer system and relied heavily on pit latrines. With no proper drainage
system, and often located along unpaved roads, the rains often caused the pit
latrines to overflow, and waste to drift away (Resnick 2018).

At its peak, the Cholera outbreak affected seven of Zambia’s ten
provinces including Lusaka, Central, Eastern, Southern, Copperbelt, North-
Western and the Western Provinces, with a cumulative total of 4,202 cases
and eighty-five deaths (Ministerial statement, 20 February 2018). To respond
to the growing number of Cholera cases in the city, the Heroes Stadium in
Lusaka and Chawama First Level Hospital were turned into Cholera
treatment centres.

Other strategies put in place to curb the disease included: deployment
of the military to enforce measures aimed at curbing Cholera transmission,
which included bans on street vending and public gatherings; and the closure
of marketplaces, schools, universities, and colleges. Curfews were also
enforced in the worst-affected parts of the city. Over time, these actions
placed severe restrictions on the economic and social lives of the city’s
residents, breeding discontent and culminating in riots and clashes between
police and citizens (Sladoje 2018).

Catholic Church’s Response
The Church, as an entity that was affected by the Cholera outbreak, position-
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ed herself as a tool in navigating through the epidemic in numerous ways. To
begin with, the Church recognised that she had been hit by the pandemic, and
as such, needed to act according to the dictates of public health. This
recognition came through the Church’s expression of sadness at the outbreak
of Cholera in Lusaka City. The then Archbishop of Lusaka, Telesphore
George Mpundu, announced that the clergy were saddened by the outbreak of
Cholera in Lusaka and other parts of the country (Catholic Media Services, 8
January 2018; Times of Zambia, Monday, 9" January, 2018). The quest to act
according to the dictates of public health were reflected in the pledge to
collaborate with the Government in addressing the epidemic and supporting
the efforts other stakeholders had put in place in order to fight against
Cholera. This stance ignited the earlier declaration by government to continue
building a relationship with the Catholic Church in the quest to improve and
strengthen the health systems (Mbewe 2017).

On a practical note, the Church took up preventive measures, which
included cancelling church services in the Cholera epi-centres. In this regard,
Pastoral Coordinator Father (Fr.) Thomas Banda advised Catholics to stay
away from funeral houses, where only Priests could go there for prayers
(Becket 2018). Other church gatherings, such as meetings of more than six
(6) people, especially in parishes situated in the areas where Cholera was
reported, were also suspended, including Parish Council meetings, Catechism
lessons, as well as lay movement and other related meetings. In fact, even
group visits from parish to parish were halted (Phiri, Personal
Communication, 15 July 2018).

The measures were not only tied to gatherings, but also to shortening
the mass or church service and suspending some rites of mass (Phiri, Personal
communication, 20 July 2018). For example, following the advice from the
Pastoral office of the Archdiocese of Lusaka, there was no exchange of
greetings through shaking of hands (sign of peace) during liturgical
celebrations. Musonda noted, ‘It was difficult because we were used to
handshakes during mass’ (2018).

Apart from re-orienting her operations, the Church had to adhere to
safe public health practices in its premises. In this regard, the Parish
executives ensured that there was clean water and soap in all water closets for
washing hands at all times. Bwalya noted, ‘Today at our Parish, we were
greeted with soap and buckets of water and we all washed our hands before
getting into [sic] church’ (2018). Hand sanitisers were also installed on the
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church doors in some parishes and these were maintained even after Cholera
had been contained.

Over and above that, the Church continued to play her prophetic role
within and outside the church. For example, the parishioners were advised to
adhere to all Cholera prevention guidelines given by designated authorities,
while at the same time, challenging the government to look for measures that
would last in eliminating Cholera for good. This was premised on the fact
that, Cholera had become a common occurrence in Lusaka, and the causes for
the pandemic were well-known.

The Church also called for accountability of the donations, which
were being made towards combating Cholera. For example, the Catholic
Media Services of the Zambia Conference of Catholic Bishops called on
journalists to follow and monitor how the donated resources for fighting
Cholera were being used, because corrupt people could take advantage and
benefit themselves instead of directing resources to the right course (Mupuchi
2018). This was in the wake of growing concerns that the donations from
different stakeholders towards the Cholera outbreak were not disclosed by the
relevant Ministry (Parliamentary debates, 20 February 2018).

Explaining the Actions of the Church through Catholic Social

Teachings

The 2017/18 Cholera out-break was not only viewed as a public health
concern, but also as social justice issue in this article. As such, it affected and
impacted on individuals and the society, and particularly more on the poor
and vulnerable in the society in the high-density area of Lusaka. The actions
of the Church mirrored three key fundamentals of Catholic social teachings
(reflection, judgement, and action). To start with, the actions of the Church
pointed to her reflections on the pandemic. This was evidenced by the
collective voice of the Church on the epidemic through the pastoral letters
and communication to the parishioners in the city.

The Church’s reactions were also demonstrated by her judgement on
the promotion of human life in the face of the epidemic. For example, the
Church was willing to suspend public gatherings and certain rituals, which
were at the centre of the liturgical celebration in the interest of safeguarding
the lives of the people. Catholic social teaching emphasises that while every
person has a right to share in the benefits of the common good, everyone also
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has a right and duty to contribute one’s share to the welfare of others, to the
whole community, as well as to the global community of humankind,
especially the least well-off and most vulnerable (Cahill 2007). This was
reflected in the Church’s recognition that Cholera was a public health issue
that required compliance with the basics of public health for the common
good. This was because Cholera thrives in social intercourse, for example, the
practice of social gatherings, such as funerals, parties, washing of dead bodies
before burial, as well as the purchase, and consumption of foodstuffs bought
from street vendors that encouraged transmission of Cholera. The core value
of sharing food in the advent of Cholera was taken as a likely avenue for the
spread of the disease. Chanda (2004) illustrated this in his report of how
sharing food items at the Paediatric ward of a hospital was responsible for the
spread of Cholera in the ward, among mothers who were nursing their
children.

The other actions of calling for accountability and lasting solutions to
the pandemic pointed to the Church’s siding with the poor and being a
spokesperson for the masses. This dimension demonstrated that Cholera
could not be detached from the socio-economic conditions of the majority of
the people who were time-and-again affected by the outbreak of the disease.

The occurrence of Cholera in the same high-density populated areas
of Lusaka on an annual basis was a reality that partly pointed to the inability
of the Government to provide water and sanitation in peri-urban areas. The
drivers of the pandemic in Lusaka were well known, even before the outbreak
of the epidemic, as acknowledged by Chilufya (Ministerial statement, 20
February 2018). These drivers pointed to inadequate investment in water and
sanitation infrastructure. At the same time, the outbreak of Cholera could not
be detached from other factors such as residents’ failure to maintain good
standards of hygiene in their daily upkeep, and failure to care for water points
(extent of vandalising).

As the Church called for lasting solutions to the pandemic, all
government’s interventions pointed to a long neglected aspect of delivering
social services to the high density areas. Some of these measures included
door-to-door distribution of household chlorine and chlorination of water
sources and enhanced waste management, with more trucks mobilised to
remove garbage in the affected areas (Ministerial Statement, 20 February
2018). Infected public areas were cleaned up, including markets and streets,
through a multi-sectoral approach, while alternative sources of water (distri-
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bution through water bowsers) were provided in affected areas.

The DMMU further provided 10, 000 litres water tanks to supply
clean and safe water to affected areas while the Lusaka Water and Sewerage
Company (LWSC) provided a waiver for the affected communities by
supplying clean water at no cost to citizens at the point of collection. For the
medium and long term, the Office of the Vice-President put measures in
place to provide citizens in affected areas with clean and safe water by
ensuring that the slums had piped water within the shortest period of time by
mobilising contractors to ensure that issues of water reticulation were
addressed (Ministerial statement, 20 February 2018). The Minister
acknowledged that this was a historical problem and, for the first time, there
was an Urbanisation programme that would look at improving services to the
people in slums, howbeit after the outbreak of the epidemic. Hence, they had
embarked on investing in freshwater reticulation systems in slums, improving
trading places, building markets, ensuring that people trade only in
designated places where there were sanitary facilities, and continuing with
self-health promotion messages.

We argue that sensitisation campaigns were also regularly required,
using means and languages understood by the locals so that the communities
could be ready for the advent of epidemics. At the same time, public health
required collective responsibility from both citizens and the government.

The underlined measures reflected how the poor in Lusaka’s slums
had been neglected in social service provision, however the Church stood on
the side of the poor through the principles of human dignity, solidarity and
option for the poor among others. As Hakainde Hichilema noted, Cholera
demonstrated failure to allocate resources in most needy areas such as health,
particularly public health, where sanitation ought to have reduced the
possibilities of Cholera occurring, and leading to deaths (Chisenga, 7 January
2018). The actions of the Church in being the voice for the masses can be
read as a form of social justice, where the roots of the problem were social
(Sullins 2014).

The Church responded to the Cholera epidemic in the manner she did
because she was not only affected but also part and parcel of the pandemic
(by virtue of the church gathering community being a fertile ground for the
spread of the disease through human contact and rituals). Furthermore, she
was also a tool for navigating through the crisis. The actions of the Church
during the epidemic were not detached from her overall mission in society.
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As noted by the Zambia Conference of Catholic Bishops Secretary General
Fr. Cleophas Lungu, the Catholic Church had been a key partner of
government in the delivery of health services in the country, due to the belief
that the Church had a role to play in the promotion of the wellbeing of the
nation:

When Jesus Christ commissioned his disciples, he told them go and
proclaim the Gospel but within that proclamation of the gospel there
is a commission to go and heal [...] need to constantly engage
government in order to strengthen our partnership in order to
improve the levels of collaboration at different levels in the system
of delivery of health services (Lungu, cited in Mbewe 2017).

Thus, as individuals and the Catholic community, the Church stood in
solidarity with others in order to navigate through the epidemic. Solidarity
drove people to persevere, and to remain determined and committed to
oneself for the common good; that is to say, ‘for the good of each and every
individual, we are all responsible’ (Obrien & Shannon 1992: 421).

Conclusion

The article explored the actions of the Church through the prism of Catholic
social teaching in the wake of the 2017/18 Cholera outbreak in Zambia using
Lusaka as a case in point. By demonstrating that the Cholera outbreak in
Lusaka was closely linked to neglected social-economic conditions of the
highly affected areas in the high densely populated areas or compounds, the
outbreak was viewed not only as a public health risk, but also as a social
justice issue.

The Church sided or collaborated with the poor and marginalised by
considering the suspension of church gatherings and liturgical practices (such
as exchanging the sign of peace, through handshakes), halting attending
funeral gatherings, and calling for lasting solutions in the prevention of the
outbreak of the disease in the quest to promote the wellbeing of the people.

All these reflections, decisions and actions undertaken were
grounded in the Catholic social theory and thus the Church was a tool for
navigating through the pandemic and a critical eye and voice for long term
measures to address the perpetual outbreak of the disease in the same areas in
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Lusaka. It was hoped that the water reticulation project in the compounds,
which the government had since embarked on would contribute to providing
lasting solutions in public health and improved social service delivery to the
poor in the city.
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