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Religious institutions in Asian immigrant communities are in a unique position
to confront the challenges of the HIV epidemic for the populations they serve.
However, there has been little research on whether these institutions are willing
or able to take a role in HIV prevention. This article reports on findings from a
qualitative study of three Asian immigrant religious institutions in New York
City (a Buddhist temple, a Hindu temple, an Islamic center/mosque) that are part
of a larger study of Asian immigrant community institutions and their response
to the HIV epidemic. Several prominent themes arose that formed the basis of a
preliminary theoretical framework describing the way Asian immigrant religious
institutions may evaluate their role in HIV prevention. The interview data indi-
cate that the institutions take a stance of “conservative innovation,” weighing
their role as keepers of morality and religious tradition against the changing
needs of their communities and then adjusting their practices or positions
incrementally (to varying degrees) to stay responsive and relevant.

In the early years of the epidemic, religious institutions in the United States were essen-
tially uninvolved in the fight against AIDS. Although some religious institutions par-
ticipated in the care of AIDS patients, prevention—even within high prevalence
communities—was rarely addressed. Recent changes are evident, particularly among
Black churches. However, among Asian religious institutions, their interest or skills to
address HIV/AIDS, have not been explored. HIV, sex (particularly outside of mar-
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riage), homosexuality, and drug use are generally taboo subjects in Asian communi-
ties (Chin &Kroesen, 1999; Choi, Coates, Catania, Lew, & Chow, 1995; Eckholdt,
Chin, Manzon-Santos, & Kim, 1997; Kang, Rapkin, Kim, Springer, & Chhabra,
2000; Sy, Chng, Choi, & Wong, 1998; Yoshikawa et al., 2003; Yoshioka and
Schustack, 2001). In addition, there may be an unrealistic perception of minimal risk.

As of December 2002, at least 960 Asians and Pacific Islanders (A&PIs) in New
York City had been diagnosed with AIDS (New York City Department of Health
[NYCDOH], 2002; New York City Department of Health and Mental Hygiene
[NYCDOHMH], 2004) accounting for a substantial portion (14%) of the 6,924 cu-
mulative A&PI AIDS cases in the United States (Centers for Disease Control and Pre-
vention [CDC], 2004). Upward trends are evident both nationally and in New York
City: According to the most recent data available, there were 471 new A&PI AIDS di-
agnoses in the United States in 2002, compared with 437 in 2001, a rise of 7.8%
(CDC, 2002, 2003). In New York City, there were 62 new A&PI diagnoses in 2002,
compared with 49 in 2001—representing an increase of 26.5%, more than three times
the national rate of increase (NYCDOHMH, 2003; 2004). Reflecting this increase,
the estimated number of New York City A&PIs living with HIV/AIDS in that period
rose by 18.6% (NYCDOHMH, 2004). Where country of birth is known, approxi-
mately 66% of A&PI AIDS cases in New York City are among immigrants, primarily
from China, the Philippines, and India (NYCDOH, 2001).

AIDS has reached epidemic proportions in parts of the Asia Pacific region (with
an estimated 7.2 million people living with the virus as of the end of 2003) and is rap-
idly escalating in countries such as China and India, which are the most heavily popu-
lated countries in the world (Monitoring the AIDS Pandemic [MAP] Network, 2004).
The combination of the rapid spread of HIV in Asia, continued high levels of
bidirectional migration between Asia and the United States, and potential sexual net-
work linkages between the infected and uninfected suggests that HIV/AIDS among
A&PIs in the United States will continue to rise, especially in the absence of a response
from Asian immigrant community institutions.

Language and cultural barriers, as well as discrimination, isolate many immi-
grants from the wider society. They therefore rely heavily on immigrant community
institutions to obtain social, economic and other supports (Basch, Glick Schiller, &
Szanton Blanc, 1994; Kim, 1987; Zhou, 1992). Community institutions are well posi-
tioned to influence community members’ understanding of health and disease and to
disseminate information within these populations. In the case of HIV, this role is espe-
cially important because of the social stigma surrounding HIV and the potentially dire
health consequences of not understanding how to prevent transmission of the virus.

Religious institutions, in particular, are very influential in Asian immigrant com-
munities (Min, 2002) and thus uniquely positioned to confront the challenges of HIV.
Because of these institutions’ substantial role in issues related to culture, morals, and
social relations, they can shape social understanding of HIV and related issues. The
opportunity for religious institutions to take on a role in HIV has been enhanced by re-
cent governmental efforts to encourage increased involvement of faith–based institu-
tions in HIV–related activities (AIDS Action, 2003). Yet little is known about
HIV–related attitudes and policies among Asian religious institutions in the United
States. Only one study of Asian religion and HIV in the United States, which explored
how Buddhist teachings could be integrated with HIV education, was identified in the
public health literature (Loue, Lane, Lloyd, & Loh, 1999). The lack of literature on re-
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ligious institutions and HIV is part of the general lack of attention to community–level
HIV prevention approaches (Kelly, 1999).1

Because the conversation about HIV is so new, or often nonexistent, in Asian im-
migrant communities, community–level interventions are needed to encourage ac-
knowledgment and discussion of HIV before interventions can effectively address
HIV risk reduction. Asian religious institutions’ influence on immigrant community
values and social norms makes them a potentially key partner in community–level in-
terventions to increase dialogue about HIV in Asian immigrant communities.

Data for this article are derived from a larger exploratory study of the role of
community institutions in HIV prevention in Chinese and South Asian (specifically In-
dian, Pakistani, and Bangladeshi) immigrant communities, which are the two largest
A&PI groups in New York City, together composing more than 70% of the city’s
A&PI population (Asian American Federation of New York Census Information
Center, 2003). Here, we focus on religious institutions only. Based on 17 in–depth
qualitative interviews with leaders and members of one Chinese and two South Asian
immigrant religious institutions, we address how the leaders and members of these re-
ligious institutions view their organizations’ role in addressing HIV prevention. We
also describe a preliminary theoretical framework derived from our data of how these
religious institutions weigh decisions related to confronting the problem of HIV in
their communities.

METHODS
The internal diversity and geographic dispersal of the Chinese and South Asian popu-
lations, as well as the lack of precedents for studying Asian immigrant institutions
from a public health perspective, encouraged a multimethod approach. The proce-
dures described below were used in our larger study on Asian immigrant institutions,
which included the sample of religious institutions described in this article. Institu-
tional review board approval was obtained prior to starting data collection.

PROCEDURES
Recruitment of Institutions. Using Internet listings, ethnic service and organiza-

tion directories, and ethnic yellow pages, we generated a database of 213 South Asian
and 316 Chinese community–based immigrant institutions in New York City. These
institutions were classified into nine categories according to their primary purpose:
business association, charitable, cultural, health care/social service, media, political,
professional, religious, and social. Religious institutions made up the largest category
of institutions identified: 42% (n = 132) among Chinese institutions and 47% (n =
100) among South Asian institutions. Maps showing the distribution of the religious
institutions overlaying A&PI population density in New York City are shown in
Figures 1-3.

A randomly ordered list of institutions was generated for each category of institu-
tion and for the two population groups. Using these lists, 20 institutions (10 Chinese
and 10 South Asian) that were deemed eligible through telephone screening were ran-
domly selected for in–depth study. Institutions with little or no formal structure, no

486 CHIN ET AL.

1. A search of PubMed revealed no studies of HIV-related community-level interventions targeted to Asians
in the United States, and only three studies of community-level interventions addressing other health issues
for Asian Americans.
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discernible social agenda, and a reach of fewer than 100 people were ineligible to par-
ticipate in the in–depth study. No religious institutions were excluded based on the
first two criteria; they tended to be more structured and service oriented than most of
the other types of institutions in our database. Of the 20 institutions selected, we
aimed to include four religious institutions: one Chinese Buddhist, one Chinese Chris-
tian, one Indian Hindu, and one South Asian Islamic. To recruit institutions for
in–depth interviews, we mailed a letter and information packet, followed by a tele-
phone call approximately 2 weeks later to request a face–to–face meeting. Of the reli-
gious institutions approached for the study, only the Chinese Christian church
refused. In fact, three Chinese churches refused participation, primarily owing to the
HIV focus of the study. Although we were able to recruit a Chinese church eventually,
the recruitment delay precluded their inclusion in the analysis presented here.

Recruitment of Individual Participants Within Institutions for In–Depth Inter-
views. Within each institution, we aimed to interview five leaders or members.2 Our
selection of interview participants was based on recommendations from the institu-
tions’ leadership, referrals from members interviewed, or personal contacts at institu-
tional events. In most instances, the selection process involved having institution
leaders prescreen potential respondents for willingness to participate in the interview;
thus, we do not have an accurate report of refusal rates. Although this process biased
the selection toward institution leaders and more active members, because of their in-
fluence within their organizations they are perhaps the most relevant respondents for
understanding institutional willingness to participate in HIV prevention activities.
Within these selection constraints, we sought to obtain diversity in participants’
gender, age, and institutional role.

Interview Protocol. Semistructured qualitative interviews were conducted by
two trained multilingual interviewers who obtained written consent from respon-
dents prior to the interview. Interviews lasted an average of 90 minutes and were fol-
lowed by a nine–item true–false HIV knowledge questionnaire, which was developed
specifically for this study to yield variation among a population that has a relatively
low HIV knowledge level. The questionnaire covered knowledge about items such as
mother–to–child transmission, how long after infection HIV antibodies can be de-
tected, whether a person with HIV can be identified based on physical appearance,
risk of infection through casual contact, the effectiveness of condoms in preventing
HIV transmission, and whether there is a cure for HIV. Participants were provided
with a $25 incentive for their participation. Interview questions covered organiza-
tional characteristics, reputation and influence, and participant’s level of involvement
in the organization; attitudes and beliefs about social issues such as gender roles and
ethnicity; knowledge and attitudes about HIV; assessment of the barriers to and facili-
tators of the organization’s involvement in HIV prevention; views on the best
approaches to conducting HIV prevention education; and sociodemographic
characteristics.

All of the interviews with the South Asian institutions were conducted in English,
except one that was conducted in Urdu. Interviews with the Chinese institutions were
conducted in Mandarin. Because there were a large number of Chinese–speaking re-
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spondents, both the in–depth interview guide and knowledge questionnaire were
translated into Chinese. The translator discussed intended meanings and nuances
with the principal investigator as translations were prepared. To allow for compari-
son of quantitative scores on the HIV knowledge questionnaire across respondents,
and because assessments of true–false statements are particularly sensitive to word
choice, the Chinese version of the questionnaire was back–translated into English to
verify the comparability of the Chinese and English versions. All interviews were
audiotaped and transcribed. The non–English interviews were translated during the
transcription process by the multilingual interviewers.

DATA ANALYSIS
A preliminary code book was developed based on four interviews, after which the

five authors of this article independently coded the same two interviews and then met
to discuss the coding process and refine the codebook (MacQueen, 1998). Following
revisions to the code book, the remaining interviews were coded by two members of
the research team in two rounds. There were 92 codes grouped into 10 main catego-
ries. Examples of codes include: “member reaction to HIV involvement,” “helping a
person worried about HIV,” and “best approaches to HIV education.” Our coding
process and discussions among the coders led to the emergence of new issues and
themes, thereby reaping the most important advantage of multiple coding: “its capac-
ity to furnish alternative interpretations" (Barbour, 2001, p. 1116). Research team
members prepared interview summaries using a standard template, met to discuss
coding disagreements, and drafted analytic memos throughout the coding process.
This analytic process modeled on the grounded theory approach (Corbin, 1986) led to
the development of a preliminary theoretical framework described later in the Results
section.

INSTITUTION CHARACTERISTICS
Table 1 summarizes the organizational characteristics of the religious institu-

tions. The table is followed by a brief description of each institution. We omitted some
specific information about the institutions and respondents to preserve their
anonymity.

Buddhist Temple. Founded 22 years ago, the Buddhist temple is located in a
Manhattan Chinatown neighborhood of mostly first–generation Fujianese immi-
grants and provides a full range of religious services. The temple has an estimated
membership of 300, coming from both the immediate neighborhood and from other
parts of Chinatown, and approximately 15 monks and nuns in residence. The tem-
ple’s only health activity is an annual free flu shot day (in collaboration with the
NYCDOHMH). Occasionally the temple offers free meals and conducts social wel-
fare fund–raising events, for helping flood victims in China, for example. In contrast
to the other two institutions, it does not provide more general community services.

Hindu Temple. Established some 30 years ago, the Hindu temple is located in a
Queens neighborhood with large numbers of immigrants from several Asian coun-
tries. It has approximately 20,000 members on its mailing list, primarily Indians living
in New York, New Jersey, and Connecticut. With about 30 full–time staff mem-
bers—including 10 priests—and several part–time staff, the temple provides a full
range of religious services plus numerous social, cultural, educational, and social ser-
vice activities, including art, language, music, and dance classes for children and
youth; social programs for the elderly; and a cafeteria serving South Indian food.
Health activities include an annual blood donation drive and an annual health fair,

490 CHIN ET AL.
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which offers routine health exams and information on diverse health topics including
HIV/AIDS (although most of the respondents were not aware of the availability of
HIV information at the health fair).

Islamic Center and Mosque. Founded 25 years ago, the Islamic center and
mosque is located in a Queens neighborhood with a large number of South Asian im-
migrants and African Americans. The center is the headquarters of an Islamic non-
profit organization with 5,000 members and branches throughout the United States
and Canada. The center has 24 full–time staff members and houses both a social ser-
vices unit and a mosque. Although the center welcomes all Muslims, most of its mem-
bers are Pakistani, Bangladeshi, and Indian. Most of its non–South Asian members
(primarily African American Muslims) are clients of the social services unit, which
provides temporary shelter to women, aid to people affected by discrimination fol-
lowing the 9/11 attacks, emergency financial assistance, and general case manage-
ment services. The center offers some health education programs for clients and staff
at which the issue of HIV has been raised, although these educational activities have
been provided inconsistently.

PARTICIPANT CHARACTERISTICS
Table 2 provides an overview of participant characteristics, including partici-

pants’ institutional roles. To preserve the confidentiality of their comments in the Re-
sults section below, we use generic terms such as “religious respondents” to describe
religious leaders, monk, and nuns; “lay respondents” to describe lay leaders, staff, and
members; and simply “respondents” if additional description might reveal their
identity.

492 CHIN ET AL.

TABLE 2. Participant Characteristics by Institution

Buddhist Temple
Participants

Hindu Temple
Participants

Islamic Center/
Mosque
Participants All Participants

Number of respondents 5 7 5 17
Gender 2 female 2 female 1 female 5 female

3 male 5 male 4 male 12 male
Ethnicity/Sub–Ethnicity/

State (Indians)
5 Chinese: 7 Indian: 1 African American 1 African American

2 Fujianese 3 Karnataka 1 Bangladeshi 1 Bangladeshi
1 Mongolian 2 Andhra Pradesh 3 Indian: 5 Chinese
1 Shanghainese 2 Tamil Nadu 2 Andhra Pradesh 10 Indian
1 Taiwanese 1 Bihar

Mean age (SD) 54.0 (10.9) 52.9 (15.3) 46.6 (10.6) 51.4 (12.5)
Mean years in United

Statesa (SD)
15.8 (12.2) 20.0 (13.2) 18.2 (11.1) 18.2 (11.7)

Mean HIV knowledge
scoreb (SD)

2.6 (2.4) 6.7 (1.6) 5.4 (0.5) 5.1 (2.4)

Role in institution 1 abbot 1 priest 1 imam 5 Religious leaders
2 monks/nuns 1 president 1 director 3 lay leaders
2 members 1 vice president 1 staff member 2 staff members

1 staff member 2 members 7 members
3 members

Language of interview 5 Mandarin 7 English 4 English 5 Mandarin
1 Urdu 11 English

1 Urdu

aAll respondents were immigrants to the United States, except for one from the Islamic center/mosque. bScore reported is
the mean number of correct items on a nine–item true–false questionnaire. “Don’t know” was considered to be incorrect.



RESULTS

ORGANIZATIONAL HIV PREVENTION READINESS FRAMEWORK
Four salient themes emerged about the factors the institutions would consider in

deciding what role to play, if any, in HIV prevention. We have organized these themes
into four dimensions of an organizational HIV prevention readiness framework. As
shown in Figure 4, these dimensions are: community need (What is the need for HIV
prevention education?), organizational purpose (How does HIV prevention fit with
the institution’s purpose?), external acceptability (How will the wider ethnic commu-
nity respond to the institution’s participation in HIV prevention education?), and in-
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ternal acceptability (To what extent would participation violate informal or formal
institutional policies or religious teachings?)

In the left column of the framework (boxes 1 and 3) are factors that are external
to the institution’s core. In the right column (boxes 2 and 4) are the factors internal to
the institution’s core, mainly concerning the deliberations of leaders and highly active
members. The top two boxes (boxes 1 and 2) contain practical or organizational ques-
tions, whereas the bottom two (boxes 3 and 4) contain political, doctrinal, or social
concerns. Respondents demonstrated the ability to consider these areas separately but
sometimes conflated them (e.g., believing there is no need for HIV education [box 1]
because community members are uncomfortable discussing it [box 3]).

The dimensions of this organizational readiness framework have analogs in ex-
isting theories of organizational change, including modern stage theory of organiza-
tional change and organizational development theory. Modern stage theory,
however, does not adequately address the social, political, and doctrinal concerns ex-
plored here (Steckler, Goodman, & Kegler, 2002). Although organizational develop-
ment theory addresses these issues better with its focus on organizational climate and
culture (Steckler et al., 2002), it does not address the environment outside of the orga-
nization, to which institutions in this study appear to be highly sensitive.

In the sections below we explore in more depth respondents’ comments within
each of the four dimensions of the readiness framework.

COMMUNITY NEED
Within and across institutions, there was wide variation in the perceived need for

HIV prevention education. Overall, most respondents believed that HIV prevalence
was relatively low or nonexistent in their respective communities. Many also believed
that religious teachings that encouraged and prohibited certain practices (e.g., absti-
nence and homosexual activities, respectively) were sufficient to protect individuals
from HIV infection.

At the Buddhist temple, a somewhat fatalistic religious philosophy about disease
in general also might have shaped views on the need for HIV prevention education.
Referring to SARS (sudden acute respiratory syndrome), one religious respondent ex-
plained, “Other people might look at SARS as an accidental event, but for us it’s not.
We believe if you don’t have ‘yuanfen’ [roughly, “fate,” “luck,” or “destiny”] with
SARS, you are just not going to get SARS. Even if you are around people with SARS,
you are still not going to get infected. It’s like if you are not meant to die now, you are
not going to die.”

Another Buddhist temple religious respondent felt that the need for HIV educa-
tion was low because people innately know about how to reduce their sexual risk of
HIV.

I think in general, most people out there know how AIDS spreads around—through sex-
ual activities. Even when I was a kid, I knew that. Most people have enough information.
Without education, people should already know. For example, a person with a very low
IQ still wants to get married. Why? A lot of things come naturally to people. We don’t
need to be taught to learn those things. People usually know that HIV is from sexual ac-
tivities; you don’t need to educate them.

Most respondents did, however, feel that some HIV prevention efforts were needed to
keep prevalence low, at least in the larger ethnic community (if not within their institu-
tion itself). This was particularly true of the respondents from the Hindu and Islamic
organizations. In fact, at the Islamic center, four out of the five respondents thought
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the need for HIV education was high. According to one respondent, HIV “could be-
come an issue if we don’t educate. I mean we are living in a community, I mean we are
part of the bigger community so we cannot isolate ourselves.”

Perception of higher need at the Hindu and Islamic organizations may be a reflec-
tion of different HIV prevalence rates in the respondents’ countries of origin. India has
a relatively high estimated rate of HIV prevalence (0.9%) (MAP Network, 2004).
China has a large and increasing number of HIV cases (Ruxrungtham, Brown, &
Phnuphak, 2004), but its overall prevalence is still estimated to be relatively low
(0.1%) (MAP Network, 2004). A Hindu temple respondent, for example, expressed
particular concern about men visiting sex workers when traveling in India and then
infecting their wives in New York City:

There are men in India whom I’ve come across, and they’re very . . . successful business-
men, but they have no knowledge of health. They will probably run to prostitutes . . .
Their own wives may not know . . . I’m more concerned about the innocent victims, the
women and children . . . The wives of so–called men are the ones who are victimized. So
we need to educate them.

Differences in the perceived need for HIV education may have also been related to the
organizations’ different age demographics. Buddhist temple members tended to be
significantly older than members of the Hindu temple and Islamic center. If the Bud-
dhist members had children, they were likely to be already grown. Interest in HIV
among participants from the Hindu temple and Islamic center, may in part reflect
their concern about their children, particularly given some respondents’ perception
that young people in the United States have too much sexual freedom.

Perception of the need for HIV prevention education might have also been related
to respondents’ knowledge about HIV, especially when low knowledge meant not un-
derstanding that there were effective ways to educate people about prevention. As in-
dicated by the mean scores on the brief HIV knowledge questionnaire, respondents’
knowledge across the three institutions varied widely (see Table 2). Respondents from
the Buddhist temple were least knowledgeable about HIV transmission and most con-
cerned about getting infected through casual contact. According to one religious re-
spondent at the Buddhist temple, “There is a possibility of getting infected when we
are around [someone with HIV]. For example, we might get infected by touching any-
thing of his/hers. There might be bacteria on it. So it’s better not to be near that per-
son.” When a lay respondent was asked what he would do if a person with HIV moved
in next door, he replied, “What could we do? (laughter) I think it’s better not to be
near this person. We would have to move, I guess. We couldn’t ask him to move.” This
low level of knowledge may reflect their limited English language skills (and conse-
quent lack of exposure to English media and educational materials), as well as the
isolation from worldly matters of three of the five respondents who were living
monastically.

The respondents from the Hindu temple and the Islamic center tended to be more
knowledgeable about HIV transmission and were more likely to have had some for-
mal education about HIV through schooling or workshops; none expressed fear
about casual contact with someone with HIV. Still, one lay respondent at the Hindu
temple believed that HIV could be transmitted by drinking from the same glass, and a
respondent at the Islamic center believed that HIV could be transmitted by sharing a
bar of soap with an infected person. Surprisingly, despite the belief that HIV can be
transmitted easily, the Islamic center respondent expressed little fear of becoming in-
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fected through casual contact with a person with HIV because he perceived the disease
to be less dangerous now owing to the availability of new treatments.

ORGANIZATIONAL PURPOSE
Regarding organizational purpose, lay respondents (i.e., active members, organi-

zation officers, and staff) tended to see a better fit between organizational purpose and
engagement in HIV–related activities than religious respondents (i.e., abbots, imams,
priests, monks, and nuns). Still, although religious respondents generally felt that the
primary focus of organization activities should remain on religious teaching and activ-
ities, they also felt that other types of community service had a place in the
organizations’ work.

Sometimes respondents provided contradictory assessments, possibly owing to
HIV stigma. At the Buddhist temple, although religious leaders said that HIV–related
work might fall outside of the temple’s mission because it was not related to providing
religious teaching, they endorsed non–HIV health–related activities (i.e., an annual flu
shot day) and fund–raising for charitable causes (i.e., for flood victims in China)—ac-
tivities they perceived to be fully consistent with the temple’s purpose. This apparent
contradiction might also arise from the religious leaders’ belief that discussion of
HIV–related topics (e.g., sex and drug use) would be inappropriate in a temple.

At the Hindu temple, almost all of the lay leaders and active members felt that
there was a good fit between the temple’s basic purpose and providing or supporting
HIV education. A religious respondent was the only person who thought the fit was
poor.

See, this is a religious place. Yes, as you say, if we have to teach them [about HIV], we
have to tell them all these things [sexuality, homosexuality, prostitution, drug use, con-
doms] here. I don’t think it’s the right place for that here. In the hospital, they don’t say
about religion, so just like that, they don’t have to say much about [HIV] in the temple. If
anybody particularly comes and asks [about HIV], . . . we can guide them or help them.
Otherwise I don’t think we need that here.

Consistent with the findings from the Buddhist temple, the Hindu temple religious re-
spondent’s disapproval of involvement in HIV education contradicted his endorse-
ment of the temple’s role in promoting the general health and welfare of temple
members. Most of the Hindu temple respondents expressed similar contradictions
although to a far lesser degree.

In contrast, the respondents at the mosque, which provides health information,
clearly saw the link between their health–related work and HIV–related activities. A
religious leader stated succinctly, “See, overall, when an organization starts a health
service and provides health information, HIV will also be a part of that.”

EXTERNAL ACCEPTABILITY
When asked to consider whether the organization might sponsor or support an

HIV–related activity, respondents often commented about the possible response of
the larger institutional membership and the wider ethnic community. All expressed
concern about lack of community acceptance, either in terms of low attendance at
HIV–related events because of HIV stigma or negative impact on the organization’s
image. Two religious respondents (both celibate) from the Buddhist temple held the
more extreme views about this. One commented, “Our presence at such events might
arouse some public resentment. We might become the laughing stock.” Said the other,
“Doing such things [engaging in HIV–related activities] might pose some negative im-
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pact on our image . . . We would be supportive [of HIV–related activities] under the
premise that it wouldn’t affect our image . . . If the impact [on our image] is small, I
would support it. But if the impact is big, then I wouldn’t.”

At the Hindu temple, a lay respondent felt that low attendance at HIV–related
events would be a problem, not just because it would mean the event was unsuccessful
but also because low attendance would make members who did attend feel exposed:
“You don’t want to say yes, please conduct it and then hardly anybody shows up, and
it doesn’t look nice [for] the organizers or . . . [for] the few people that come.”

Another Hindu temple respondent felt that the community’s concerns about the
temple’s involvement in HIV–related issues would be related to the kinds of issues as-
sociated with HIV, such as sex, homosexuality, and prostitution: “Homosexuality is
one thing which Indian people are, like, they know it, they know those kind of things,
but they don’t want to accept it, you know. Truth is always bitter, okay? So they don’t
want to take that bitterness. And to make them understand that bitterness is very
difficult.”

The respondents at the Islamic center also felt community members, particularly
the older ones, might be uncomfortable hearing about HIV. However, rather than see-
ing this as a deterrent to being involved in HIV education, they felt it reflected the need
to raise HIV awareness.

INTERNAL ACCEPTABILITY
In considering their organizations’ readiness to engage in HIV prevention activi-

ties, respondents also discussed concerns regarding “internal acceptability”—consis-
tency with the organization’s religious teachings and organizational culture.
Respondents at the Buddhist and Hindu temples expressed concerns about the appro-
priateness of discussing HIV–related topics in a religious setting, as noted earlier. A
Buddhist religious leader explained, “As Buddhists, we don’t like to talk about ob-
scene subjects. There is no need for us to talk about these things.” Even if the need for
HIV education could be justified, he still felt that the temple’s involvement could lead
members down the pathway to sin, interestingly, not by encouraging them to engage
in sexual or drug–using behaviors but by allowing them to disparage the monks and
nuns who participated in the educational event and thereby commit an “oral sin”:

As Buddhists, we shouldn’t appear in inappropriate occasions. Audiences will look at us
with tainted glasses and say things like “What kind of monks would show up here?”
They might even call us “obscene monks.” By calling us names, they would commit oral
sins. As Buddhists, we shouldn’t do anything that might lead someone to commit any
kind of sin. According to the law of “causes and consequences” anyone who commits
oral sins would have to suffer in hell.

Buddhist temple lay respondents felt that it would be acceptable to discuss HIV pre-
vention if it were for educational purposes: “They wouldn’t like to discuss obscene or
dirty subjects here. But if those subjects are discussed for education, if you discuss
them in a scientific way, then I don’t think it would matter. I think the abbot would
not mind either.”

At the Hindu temple, respondents expressed little concern about violation of core
temple policies or religious teachings, although some respondents felt that some of the
leadership might be resistant to involvement in HIV on religious grounds. However,
because the HIV education would take place in one of the temple’s cultural halls, one
lay respondent felt that concern about violation of temple policies or teachings would
be minimized. This respondent also reasoned that discussion of HIV–related issues
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such as homosexuality would not violate the sanctity of the temple because such issues
are already discussed in religious texts.

In contrast to the Buddhist and Hindu temple respondents, lay and religious lead-
ers at the mosque focused less on the appropriateness of addressing HIV prevention in
religious settings and more on the content of prevention messages, emphasizing that
they must be consistent with religious prohibitions, particularly regarding homosexu-
ality and nonmarital sex. For example, one lay respondent commented:

In promoting education we don’t have any problem, but on certain issues we may say no
. . . Our slogan will be no . . . I mean we will say that [sex] only is allowed [within] the fam-
ily structure, with a husband and wife; otherwise it’s no . . . We will educate that if you go
other way, then you may have these problems and if you have these problems then your
health is at risk. This kind of education we are always [supporting] . . . Yes we can [dis-
cuss homosexuality] and we can tell them that this is “no” as a religious [matter]. It is to-
tally forbidden . . . That this is wrong.

DISCUSSION
Study participants’ assessments were rich with tensions, contradictions, rationaliza-
tions and uncertainties at many levels, largely rooted in the fact that HIV is highly stig-
matized and that discussion of HIV entails consideration of taboo subjects like
homosexuality and drug use. Some leaders expressed concerns about the institution’s
image and the potential for the institution to be stigmatized for discussing and implic-
itly condoning stigmatized behaviors like nonmarital sex. In addition, even when par-
ticipants felt that addressing these HIV–related taboo topics would be acceptable in
general, they were often unsure about the appropriateness of discussing them in a
religious setting.

There were differences of opinion between religious leaders and lay leaders or
members. Religious leaders were less likely to see a need for HIV education and more
hesitant to acknowledge that the institution should play a role in HIV–related efforts.
(It should be noted that at the Hindu temple and the Islamic center, the lay leadership
had more authority over most institutional decisions than the religious leadership.)
Often, a respondent would give opposing assessments of the different dimensions in
the readiness framework described previously (Figure 4). For example, respondents
often saw a need for HIV prevention education (box 1, “Community Need”) but low
acceptability (box 3, “External Acceptability” and box 4, “Internal Acceptability”).
In some cases, the assessment of one dimension in the readiness framework affected
the assessment of other dimensions. For example, respondents’ assessment of whether
involvement in HIV prevention would fit the institution’s purpose (box 2 in Figure 4)
was sometimes colored by their assessment of community acceptance of HIV as a suit-
able discussion topic (box 3). Respondents also expressed contradictions within di-
mensions, for example, establishing a double standard around HIV by describing
involvement in a “flu shot” day as fully consistent with the organization’s purpose but
seeing involvement in HIV as a violation of the organization’s purpose because it is
not a religious activity.

A fundamental tension was rooted in the conflict participants perceived between
morality and compassion. Although HIV is highly stigmatized and an issue that the re-
ligious institutions seemed hesitant to embrace, the institutions’ leaders and members
also valued community service, public health promotion, and compassion toward
those in need as taught by their religions. Analysis of participants’ comments indicate
that when faced with the tension between morality and compassion that is created by
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a new issue like HIV, institutions undergo a self–assessment process (along the lines of
the dimensions in Figure 4) that leads to what one might call “conservative innova-
tion.” That is, institutional leaders and members, when confronted with a new situa-
tion or need, interpret how their religious teachings, cultural values, and institutional
policies could apply to the changing, everyday lives of their members and then adjust
their practices or positions incrementally to stay responsive and relevant. This stance
of conservative innovation arises from the tension between respondents’ wish to
maintain a certain morality and tradition (the “conservative” impulse) and their wish
to serve their constituents effectively as they face new challenges (the “innovative” im-
pulse). The oxymoronic phrase “conservative innovation” is chosen deliberately to
describe this process because it embodies the tension that some institutions might
sustain without ever fully resolving.

The stance of conservative innovation may be more pronounced in religious or-
ganizations in immigrant communities than in their counterparts in their countries of
origin. Religious organizations in immigrant communities may feel a greater responsi-
bility to care for community members because immigrants are more likely to turn to
these organizations for a wider range of information and services than they would in
their home countries. Establishing that there is an urgent need for HIV education and
providing some reassurance about community acceptance may help to prompt
religious organizations’ involvement in HIV–related activities.

Areas of contradiction and tension provide opportunities for introducing
HIV–related activities in these settings, largely because respondents seem to take their
roles as community caretakers so seriously. For example, raising leaders’ awareness
about an institutional double standard around HIV might help open up involvement
in HIV–related activities, or at least productive dialogue about it. But there is a flip
side to this dynamic in that organizations that express little contradiction or tension
may hold the most rigid positions and be least likely to change. For example, there was
little disagreement between the lay and religious leadership at the Islamic center. In ad-
dition, they did not express the same double standard regarding the inclusion of
HIV–related activities within the organization’s community service work. They were
also quite progressive in their understanding that HIV prevention education might
prevent an epidemic. But this institution was the least flexible in its approach to HIV
education, being adamant that HIV prevention messages should emphasize that ho-
mosexual and nonmarital sex are “forbidden.” In this case, change might be encour-
aged if new information creates tension or contradiction. For example,
hypothetically, if new information indicated that the most effective methods of HIV
prevention education included nonjudgmental discussion of homosexuality and
nonmarital sex, it might create enough tension between the wish to meet community
needs and the wish to maintain tradition to stimulate change in the organization’s
approach to HIV education, activating the innovation side of the conservative
innovation stance.

IMPLICATIONS FOR ORGANIZATION–LEVEL INTERVENTION
The religious institutions’ stance of conservative innovation provides opportuni-

ties for an outside organization (e.g., health department, social service agency) to
work effectively with the institutions by engaging with their readiness assessment pro-
cesses (as shown in Figure 4). Although respondents did not fully embrace HIV educa-
tion, they demonstrated a willingness to consider its role in their religious institutions.
In fact, almost all agreed that it is appropriate and important for the institutions to
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play a role in promoting health in the community, even if they were reluctant to take
on HIV specifically. With the exception of those from the Buddhist temple, no respon-
dents indicated that formal policies or religious teachings prohibited religious institu-
tions’ involvement in HIV educational activities. However, it is important to note that
the mosque reported that religious teachings would constrain the content of preven-
tion messages to the extent that they may conflict with public health interests, particu-
larly with regard to prevention initiatives for men who have sex with men and
individuals engaged in nonmarital sex.

Our organizational readiness framework suggests strategic points for interven-
tion. The most strategic points for an external agent to impact an institution’s readi-
ness assessment would be the external factors on the left side of the framework (boxes
1 and 3). Perhaps the most straightforward area of intervention would be box 1
(“What is the need for HIV education?”). This would entail providing education to in-
stitutional leaders and members about HIV prevalence in the ethnic community, why
the community might be at risk, and the benefits of providing prevention education
before more people get infected. In addition, research could be conducted and findings
presented on the actual level of HIV knowledge and risk behaviors among community
members. Many respondents simply assumed that community members had high
levels of knowledge and low levels of risk behavior.

Intervening in box 3 (“How will community members respond?”) is more diffi-
cult. Possible interventions here might be community–wide antistigma or awareness
campaigns. For example, use of media—ethnic cable television, ethnic press, and mass
transportation advertising—might create a context of awareness and positive com-
munity–wide attitudes about HIV that might help to garner institutional support for
subsequent HIV prevention activities.

Attempting to intervene in the right side of the framework (boxes 2 and 4) might
be seen as intrusive or offensive by the institution. For example, because the Islamic
center was already firmly convinced that HIV education is needed in the community
(box 1) and had formulated a firm stance on the appropriate content for HIV educa-
tion (box 4), there might be little opportunity for impacting its overall assessment pro-
cess. Doing so would require a change in views on religious teachings. It might be
possible, however, to work with internal change agents who might be able to impact
the institution’s assessment of its purpose (box 2) and interpretations of religious
teachings (box 4). These change agents might come in the form of “natural helpers”
(Eng & Parker, 2002) or “opinion leaders” (Kelly et al., 1991; Kelly et al., 1992). Pro-
viding peer education training to natural helpers, to whom others naturally turn to for
advice and support, also may provide a way of implementing an HIV prevention inter-
vention within an institution where a less visible and more private approach would be
more appropriate.

CONCLUSION
Asian immigrants need HIV education to prevent transmission in their communities
and to assist community members who are already infected. Working with immigrant
institutions is an important part of this work, and of all immigrant institutions, reli-
gious institutions may be particularly important. To work with these institutions ef-
fectively, we need to understand their attitudes about HIV involvement and their
perception of the risk HIV poses for the communities they serve. This article, which re-
ports on the first systematic study of Asian immigrant religious institutions and HIV
prevention in the United States, begins to serve that purpose. Our study findings sug-
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gest possible strategic intervention points for affecting these institutions’ assessment
of whether and how to be involved in HIV prevention education.

This is an exploratory study designed to surface complex institutional dynamics
surrounding HIV prevention. The data presented in this article were intended as a first
step to describe a relatively unknown area. Because this article includes only three of
the many Chinese and South Asian religious institutions in New York City, its find-
ings are not necessarily generalizable to other Asian religious institutions. Moreover,
we studied a small convenience sample of mostly leaders and active members within
each institution, so their views are more likely to be typical of the leadership rather
than the general membership. Although each institution has been characterized by its
religious affiliation, these institutions are not necessarily representative of other insti-
tutions of the same faith. An important next step will be to test and refine the frame-
work described here on a larger sample and to determine whether it, in whole or in
part, is relevant to other types of institutions. Future analyses will examine the
similarities and differences across institution types and populations.

This research also raises the issue of what types of HIV prevention activities im-
migrant institutions should pursue—another area for future study. Religious institu-
tions, for example, could sensitize their members about AIDS, promote community
norms for HIV prevention and reduction of stigma, provide spiritual guidance around
HIV/AIDS, incorporate HIV/AIDS prevention efforts into ongoing program activi-
ties, and mobilize other institutions to become involved in HIV/AIDS activities. Al-
though a number of respondents, including institution leaders, supported the idea of
taking an active role in HIV prevention, the data also suggest that some religious insti-
tutions may not be able to carry out direct HIV prevention activities effectively. In-
stead, these institutions might be more useful in increasing basic HIV awareness
through charitable or other activities that are more consistent with their institutional
missions and religious teachings. Social norms concerning appropriate topics of dis-
cussion may be particularly prevalent and potent as barriers to HIV education in im-
migrant communities, and, thus, religious institutions’ involvement in raising general
awareness about HIV and changing norms about the appropriateness of discussing it
may be a vitally important first step that will allow subsequent direct HIV prevention
efforts in these communities to be more effective.
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