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ABSTRACT
Background: Recent outbreaks of vaccine-preventable diseases have affected members of religious
communities. While major religions support vaccines, the views of individual clergy who practice and
propagate major faith traditions are unclear. Our objective was to explore clergy attitudes toward
vaccines and vaccine advocacy.
Methods: In 2018–2019, we conducted qualitative interviews with clergy in Colorado and North
Carolina. We inductively analyzed transcripts using a grounded theory approach, developing codes
iteratively, resolving disagreements by consensus, and identifying themes.
Results: We interviewed 16 clergy (1 Buddhist, 3 Catholic, 2 Jewish, 1 Hindu, 1 Islamic, 7 Protestant,
and 1 Unity). Analyses yielded seven themes: attitudes toward vaccines, congregational needs, public
health climate, perceived responsibility, comfort and competing interests, reported advocacy efforts, and
clergy health advocacy goals. Most clergy had positive vaccination attitudes and were open to vaccine
advocacy, although discomfort with medical concepts and competing interests in their congregations
influenced whether many had chosen to advocate for vaccines. Over half reported promoting vaccina-
tion in various contexts.
Conclusions: In our sample, U.S. clergy held complex attitudes toward vaccines, informed by experience
and social norms as much as religious beliefs or Scriptures. Clergy may be open to vaccine advocacy, but
a perceived lack of relevance in their faith communities or a lack of medical expertise may limit their
advocacy efforts in diverse contexts. Amidst growing vaccine hesitancy, pediatricians could partner with
clergy in their communities, answer questions about vaccines, raise awareness of recent outbreaks, and
empower clergy in joint educational events.
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Introduction

Vaccination is essential to public health, but vaccine hesitancy
is an increasing, worldwide threat.1 The U.S. experienced over
1200 cases of measles in 2019; many outbreaks affected reli-
gious communities, such as Orthodox Jewish communities in
New York.2 To address the mounting public health crisis of
vaccine refusal, researchers have suggested novel communica-
tion approaches with vaccine-hesitant parents,3 sweeping
changes to exemptions to school immunization laws,4 and
financial incentives and legal charges to motivate parents to
vaccinate.5 However, restoring confidence in vaccination may
also require novel public health partnerships to disseminate
information about and increase public trust in vaccines.

Religious leaders, or clergy, are community leaders who may
strongly influence the health attitudes and habits of their
congregations.6 As of 2014, nearly 75% of Americans reported
adhering to a religious tradition with formal clergy.7 For nearly
a century, public health leaders have recognized that clergy have
opportunities to serve as public health advocates.8 Anecdotal
reports suggest clergy could be influential advocates for vaccines.

During a 2017 measles outbreak associated with vaccinemisinfor-
mation in a Minnesotan Somali community, Muslim clergy
(Imams) partnered with public health workers to increase trust
in the measles, mumps, and rubella vaccine through joint educa-
tional sessions.9 However, few studies of clergy attitudes toward
vaccines or vaccine advocacy exist. The only U.S. study of which
we are aware – a pilot survey we conducted in Denver, CO –
suggested 25% of clergy were vaccine hesitant and only 10% had
ever discussed vaccines, all doing so infrequently.10 Furthermore,
we did not study determinants of clergy attitudes toward vaccines,
identify why few clergy addressed vaccines, or investigate why
many others did not. Thus, our objective was to use rigorous
qualitative methods to explore clergy attitudes toward vaccines
and vaccine advocacy.

Methods

We conducted a qualitative study using grounded theory
methodology, which is useful for the study of complex pro-
cesses and generates theoretical understandings of studied
experiences.11,12 We recruited participants with a purposeful
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sampling strategy to ensure representation from five major
faith traditions (Buddhism, Christianity, Hinduism, Islam,
and Judaism), divergent vaccination attitudes (Positive,
Neutral, and Hesitant), and different geographic locations
(Colorado, North Carolina). Then, we pursued theoretical
sampling to examine, test, and further develop emerging
themes. We continued sampling until we reached thematic
saturation. This study was approved by the Colorado Multiple
Institutional Review Board.

One investigator (JW) created a pool of potential contacts
meeting purposeful sampling criteria from an existing contact
list of over 100 Denver clergy from a prior quantitative study
of clergy attitudes toward vaccines, randomly inviting
Colorado clergy thereafter.10 A program administrator at
Duke Divinity School e-mailed contacts from the Clergy
Health Initiative at random to recruit individuals from
North Carolina. We recruited participants by e-mail and
phone; contacts received up to three e-mails and three
phone calls. Clergy were asked to participate in an individual
interview with a male academic pediatrician studying clergy
attitudes toward vaccines and vaccine advocacy. Interviews
occurred in person from October 2018 to September 2019.
Fifteen occurred in clergy offices; one occurred in a reserved
room at a library. Clergy provided verbal consent and then
completed a brief online survey with demographic questions
and a validated vaccine hesitancy questionnaire.13 We chose
the Parent Attitudes about Childhood Vaccines (PACV) short
scale because it is five items long, correlates with five cate-
gories of vaccine acceptance, and is easy to self-administer
(Appendix).13 We included the instrument to objectively
recruit at least two vaccine-hesitant clergy, in case clergy
attitudes toward vaccine advocacy differed by vaccination
attitude. Data collection was securely facilitated with
REDCap.14 One investigator (JW) conducted all interviews,
which averaged 45 minutes, using a semi-structured interview
guide developed for this study (Figure 1). We added or mod-
ified questions based on concurrent data analysis; questions
explored clergy attitudes toward all vaccines, generally.
Interviews were audio recorded and transcribed verbatim.

We conducted data analysis simultaneously with data col-
lection, according to best practices.12 One investigator (JW)
wrote field notes during and memos after each interview,
analyzing emerging codes, forming possible thematic cate-
gories, and refining the semi-structured interview guide.
Then, the same investigator (JW) reviewed all transcripts
and developed lists of codes using an iterative approach,
modifying and adding codes to best reflect data content.
A second doctoral-trained investigator (MF) reviewed
a subset of four transcripts and generated coding lists. The
two investigators compared codes as a team, organized codes
into themes, and resolved discrepancies by consensus. We
used HyperRESEARCH 3.0 (Boston, MA) to collate data for
our thematic summaries.

In the final analysis, the research team returned to the data
to verify relationships within and across themes and construct
a theory that arose from the data. We assessed the trust-
worthiness of our findings through sequential exploration of
emerging hypotheses with subsequent clergy participants and
reflexive team analysis. One investigator (JW) reviewed final

themes, their interpretations, and the grounded theory with
three participants from different faith traditions to elicit feed-
back. All found that the thematic summaries and theory
resonated with their perspectives, and one additional insight
was included in the final analysis.

Results

We contacted 31 clergy. Two declined due to busyness, and 13
did not return e-mails or phone calls; we interviewed 16
(response rate 52%). Clergy averaged 51 y old (range
32–68), were primarily male (n = 13), spoke English as
a first language (n = 15), had children (n = 14), and resided
in Colorado (n = 14). Table 1 provides full demographics.
Nearly all clergy (14/16) had low vaccine hesitancy scores,
although one was moderately hesitant and one was very
hesitant. Analyses revealed seven themes and a grounded
theory, which related themes to one another. Themes, sub-
themes, and representative quotations are presented in the
text and in Tables 2 and 3. The final theme, which places
clergy advocacy specifically in the context of other clergy
health-related advocacy efforts, is summarized in the text
alone. To preserve clergy anonymity, especially for clergy
from traditions with few congregations in our study areas,
we preface individual leaders’ quotations with the generic
term “clergy” or “minister” as needed.

A theory of clergy engagement in vaccine advocacy

Figure 2 depicts the themes which arose from our analyses
and illustrates how clergy attitudes toward vaccines, congre-
gational vaccination needs, and a public health climate inform
each other and clergy perceived responsibilities to address
vaccines. Comfort with spiritual concepts, discomfort with
medical concepts, and competing interests affect whether
clergy ultimately advocate for vaccines. Clergy advocacy at
individual, congregational, or community levels fits into
a larger framework for health advocacy in which clergy pro-
vide individual pastoral care, promote holistic congregational
health, and build flourishing communities.

Clergy attitudes toward vaccines
Most clergy view vaccines positively, although a range of
perspectives exists. Most clergy viewed vaccines positively, not-
ing their benefits to child and community health. As one clergy-
man summarized, “[Vaccines] are super important and have
done a lot of good to reduce disease and illness. I’m very positive
on vaccines.” Some clergy specifically viewed vaccines as
a miraculous gift from God or a spiritual good. As one clergy-
man exclaimed, “[Vaccination] is a miracle! You know? It wasn’t
too long ago that millions of people died because there were no
vaccines.” Another religious leader agreed, referring to vaccines
as “skillful means: tools that we use to do the right thing or to live
a good life.” However, several clergy felt unsure about vaccines.
One clergyman said, “I would assume [vaccines] are good
things – they help us health-wise. But, I haven’t really thought
too much about it.” Another from a different tradition felt
similarly uncertain: “I want people to get the benefits of shots.
At the same time, if there is a problem [with vaccines], I don’t
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want them to go through that. So, I’m not sure.” Two clergy
endorsed negative attitudes toward vaccines, both distrusting the
influenza vaccine for secular reasons. As one said, “I don’t know
what’s in it. Why would I want to put that in my body, when
I don’t really know what’s in it?”

Reason, experience, sacred texts, religious beliefs, and social
norms inform clergy attitudes. Clergy described five author-
itative sources that informed their attitudes toward vaccines:
reason (i.e., knowledge), experiences, sacred texts, religious beliefs,
and social norms. One minister provided this framework: “We
hold Scripture, tradition, experience, and reason in relationship
with one another. That all of them are supposed to inform [any
decision].” A second added the concept of social norms,

describing how “the other side to [those four sources] is cultural.
Kind of – you know – things people see in the media, things
people see on social media.” No clergyperson described using
every source; most relied on just two or three. As per reason, all
clergy trusted physicians – especially those within their own
religious tradition – to provide accurate information about vac-
cines. All clergy trusted science, but two clergy who were not
vaccine hesitant mentioned limitations to human wisdom. Some
distrusted the motives of government or pharmaceutical com-
panies. Clergy experiences with vaccines as patients and as par-
ents were especially important. All clergy remembered their own
experiences with vaccines as children. Parents discussed how
making decisions about vaccines for their children caused
them to thoroughly research them. Many clergy noted that

I. Introduction and Health-Related Activities

1. Tell me a little bit about your congregation. How did you become its leader?

2. What health-related activities, if any, do you or your congregation pursue? 

3. How do you decide which health efforts to prioritize for your congregation?

II. Individual Vaccine Attitudes 

1. What is your general attitude toward vaccines?

2. What (or who) was important as you made up your mind?

a. What information sources or people did you trust or distrust?*

b. What personal experiences were or were not important?*

c. What role, if any, has religious teaching or tradition played?*

d. What role, if any, have your sacred texts played?*

e. What role, if any, have popular concerns about vaccines played?*

III. Responsibility to Address Vaccines and Vaccine-Related Actions 

1. What do you think about talking to your congregation about vaccines?

a. Would it be important to them?* Why or why not?*

2. Have you ever received questions about vaccines from people in your congregation?

a. Yes: What kinds of questions or requests did you receive?

3. How easy or hard would it be for you to discuss vaccines (by yourself)?*

a. Would you be more comfortable discussing spiritual or medical questions? 

b. Would you want any help? Why or why not?

4. Do you feel a responsibility to address vaccines in your congregation or community?*

a. Why or why not?*

b. What would make you feel more or less responsible?*

5. Have you ever spoken about vaccines to your congregation or anyone in it? 

a. Why or why not?

6. Have you done any vaccine-related work (e.g. host a vaccine drive)? 

a. Why or why not?

7. What do you know about vaccines or vaccine-preventable diseases in the news?*

IV. Wrap Up

1. What do you think about religious exemption policies to school immunization laws?

2. What vaccine questions are most important to you? 

3. I got to ask a lot of questions. Do you have any questions for me?

Figure 1. Semi-structured interview guide. Questions with an asterisk (*) indicate they were added or revised during the analytic process.
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sacred texts do not address vaccines, although most believed
themes from their sacred texts – such as “Love your neighbor
as yourself” – applied to vaccination. Clergy did not identify any
religious beliefs prohibiting vaccination. Instead, most empha-
sized religious beliefs highlighting the preservation of life and
importance of community. Finally, many clergy cited social
norms about refusing vaccines due to rumors they are linked to
autism or that the influenza vaccine causes influenza. As one
minister reported, “There definitely are the conceptual ideas of,
‘Well, I got the flu shot and I definitely got sick.’” However, few
clergy acted in agreement with these norms or based their
attitudes toward vaccines on them; most disavowed them.

Congregational vaccine needs: clergy assumptions and
explicit congregational requests
Clergy described a two-pronged approach to discerning the
vaccine-related needs of their congregations: explicit requests
from congregants and perceptions of their congregations’
needs. As a clergyman explained, “You get a lot of action on
certain issues and you have to listen to the people. But then,
there are certain things that come up, and it doesn’t matter
what they’re telling me they want or need, they elected me to
give a broader view.” Most clergy said they had never received
explicit questions about vaccines or requests to discuss them,
and most assumed their congregations were pro-vaccine. As

a minister described, “The push comes from the bottom, to
push me forward so that I am out front with those things that
the community is saying, ‘we need.’ The other things have to
deal with where my church role has led me to be forward, and
I don’t know that vaccinations have risen to that point on
either side.” Only one participant described explicit requests
for access to vaccines; his aging congregation requested
a yearly influenza vaccine drive for the sake of convenience.

Public health climate: awareness of measles outbreaks and
increasing social isolation
Nearly all clergy were aware of news reports related to vaccines,
vaccine-preventable diseases, or proposed vaccine policy
changes. As a clergywoman stated, “Obviously, I’m aware of
the measles outbreak – that it’s endangering peoples’ lives.”
Some noted how our interview request increased their awareness
of vaccine-related news. “Your presence here today,” said one
minister, “has mademe step up and pay a little more attention to
the news headlines and the 20 states that are having anti–vaxx
laws put forward. And I’m like, ‘Holy Cow!’” Many clergy
believed that increasing social isolation and an emphasis on the
strong right of the individual – instead of mutual responsibility
for one another – had contributed to a public health climate in
which vaccine refusal was increasing. Two African-American
religious leaders also wondered if wariness with the government
and the medical establishment contributed to distrust in vac-
cines, alluding to historical instances of exploitation.

Perceived responsibility to address vaccines: a conditional
threshold to surpass
Clergy described a conditional responsibility to address vaccines,
based on their own attitudes toward vaccines, explicit or
assumed congregational needs, and the public health climate.
Thus, an assurance of vaccines’ harms or benefits, clear congre-
gational needs, and/or public health crises could increase their
perceived responsibility to address vaccines to an actionable
level. For example, two ministers who had positive attitudes
toward vaccines and were acutely aware of measles outbreaks
described a strong perceived responsibility to address vaccines.
Conversely, several clergy felt no responsibility to address vac-
cines because of a “sense that people [in their congregations] do
it.” Yet, most clergy had nuanced positions. As one leader men-
tioned, “If I was educated enough and I really believed it was not
in the best interests of people, I might speak to that.” Another
thought, “if I heard that there were people thinking, ‘Oh,
I shouldn’t vaccinate my kids,’ that would be different. Then
I would feel like, ‘Yea, we should have that conversation at some
level.’” A third mentioned how “[news reports about measles
outbreaks] give me some pause to think it’s worth addressing.”

Comfort and competing interests: factors that transform
responsibility into advocacy
Comfort with spiritual concepts and discomfort with medical
questions. For those clergy with a perceived responsibility to
address vaccines, comfort with concepts and competing interests
affected whether their responsibility translated into advocacy.
Most clergy felt comfortable addressing spiritual or ethical con-
cepts related to public health. Yet, all clergy were uncomfortable
with the idea of entertaining medical questions about vaccines. As

Table 1. Participant clergy demographics (n = 16) and scaled vaccine hesitancy
scores (proportions may not add up to 100% due to rounding).

Demographic characteristic N (%)

First language
English 15 (94)
Spanish 0 (0)
Other 1 (6)

Race
Asian 1 (6)
Black 2 (13)
White 12 (75)
Prefer not to answer 1 (6)

Ethnicity
Non-Hispanic White 14 (88)
Hispanic or Latino 1 (6)
Prefer not to answer 1 (6)

Education
High school or GED 1 (6)
Associate degree 1 (6)
Master’s degree 7 (44)
Professional degree 5 (31)
Doctoral degree 2 (13)

Clergy role
Head pastor (or equivalent) 11 (69)
Associate pastor (or equivalent) 3 (19)
Other 2 (13)

Length of service
Less than 5 y 1 (6)
5–10 y 5 (31)
11–20 y 4 (25)
More than 20 y 6 (38)

Religion
Buddhism 1 (6)
Christianity (Catholicism) 3 (19)
Christianity (Protestantism) 7 (44)
Hinduism 1 (6)
Islam 1 (6)
Judaism 2 (13)
Unity Churches 1 (6)

Vaccine hesitancy
Low (0–4) 14 (88)
Medium (5–6) 1 (6)
High (7–10) 1 (6)
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one clergyman noted, “Talking about the ethical part would be
fairly easy, but I feel like I’m not well-equipped to address the
medical.”Another cautioned, “[Vaccination] is an area that I have
to be careful with because it’s not my expertise. […] It’s not that
I wouldn’t speak to it. But, I’d want to bring in experts who know
what they are doing to speak to it.”

Competing interests: desiring to do a few things well. Clergy
desired to avoid diluting the health activities they engaged in,
emphasizing a need to prioritize vaccine advocacy with com-
peting interests for their congregation’s time or money. “We
try to pick a few things and do them well,” said one clergy-
man. “Sometimes,” said another, “it’s just about responding to

Table 2. Descriptions and determinants of clergy attitudes toward vaccines with representative quotations.

Theme Subtheme Quotations

Clergy Attitudes ● Positive “We have different strains of the flu every year. We’ve got to be careful. For the tradeoff of what happens to
the body to help build the resistance, it counts as one of the modern miracles.”

● Unsure “I think if I was a parent of a young child today, I would probably read closer to see which ones were required.
I’m not sure I would take all of the optional things offered.”

● Negative “I do have some resistance to vaccines, but not from a religious standpoint so much.”

Factors Informing Clergy
Attitudes toward Vaccines

● Reason “I trusted my pediatrician’s advice. My pediatrician also happened to be Buddhist – a Zen Buddhist. […] I did
have a lot of trust in her, because I knew that we had a similar view of the world and the spiritual aspect of
life. So, yea, I trusted her quite a bit.”
“We are flawed, and so we don’t always make the right vaccine for the right situation. […] Take the flu – I
know there have been years when they thought they had the right vaccine and then it wasn’t the right one for
the flu that hit that year. But that’s just the nature of our knowledge.”

● Experiences “Recently, I was supposed to get a shot for pneumonia. And I said, ‘I’m not going to get pneumonia. I’ll put it
off.’ I said, ‘I’ll do that later.’ And then I got pneumonia! So, I’m going to be getting the shot! I’m not going to
make that mistake again. That pneumonia is no joke!”

● Sacred Texts “‘Love your neighbor as yourself.’ Insofar as vaccines help the general population stay immune, I think that
would be a key [verse]. Other than that, it’s pretty hard to come up with texts that I would say, ‘That really
speaks to vaccines.’”

● Religious Beliefs “I don’t know what religious concerns could be present for vaccines! […] As a Protestant person, I’m not
aware of any arguments that have been made. I don’t know how one does that.”
“There’s a public health component of a Jewish mindset. […] An acknowledgement that sickness can impact
the rest of the community. I don’t know if we own that Jewishly, but it feels Jewish to me.”
“I think you are fine to take [vaccines] because life is precious. Life needs to be saved. Then, the process of
circularization will go on. […] Hinduism sees that life is precious, and it should be saved so that the person
who is born is given the opportunity to have the self-realization.”

● Social Norms “Many people in [my community] are very against vaccines – they do believe that they can be as harmful as
they can be helpful. I’ve heard people say that there is evidence that they contribute to autism.”

Table 3. Descriptions of themes pertaining to congregational vaccine needs, public health climate, perceived responsibility to address vaccines, comfort and
competing interests, and reported advocacy efforts, with sub-themes and representative quotations.

Theme Subtheme Quotations

Congregational
vaccine needs

● Explicit requests

● Clergy
perceptions

“I have been [asked], but I feel like I’m being asked as a parent, and not as a pastor. ‘What did you and your wife do
about vaccines?’ Not, ‘Pastor, what does the church think about [vaccines]?’”
“I sort of assume they’re down with vaccines, that they listen to their doctors. I might be surprised if we were to poll, to
do the research here, that there are probably more anti–vaccine people here.”

Public health climate ● News reports

● Prevailing social
norms

“Recent news has taken place in the Jewish community in Brooklyn. Interestingly, I heard there was a connection to
Israel. I think they traced this recent [measles] outbreak in Brooklyn to Israel.”
“There is generally a break down in our society’s sense that we’re in this together. And that’s a problem for religion,
civic leaders broadly, and clergy – to rebuild a sense of social solidarity.”
“For us [African-Americans], there’s always the nascent – with those kinds of questions – trust in the government piece
[…] There’s collective memory around the syphilis study and various other things.”

Perceived
responsibility

● Conditional
responsibility

“I had not considered it as a responsibility until this conversation, because if I had, I would have said, ‘I’m sure there is
a responsibility.’ And I would have thought, ‘I need to follow through on it.’”
“It’s terrible to say this, but if I knew one of our kids – one of our babies – got infected with the measles right now, it
would be a big issue […] It’s unfortunate, but that would be the thing.”
“No, actually. I have to have some grip about the subject, and I don’t still. So if I don’t have the grip, even to some
extent, then I don’t have any resolve in my mind that I need to talk to my people.”

Comfort and
competing interests

● Comfort or
discomfort

● Competing
interests

“I’m not going to give any false information or volunteer information I don’t know. […] I would want to get people
who have their expertise in that particular area to see what they say.”
“Increasingly, we’ve tried to narrow our focus over the last 10 years, instead of diluting the many things we could be
doing and giving $500 here, $250 here, 3 hours to this, and 7 hours to that.”

Reported advocacy
efforts

● Individual

● Congregational

● Communal

“There’s a member of the congregation that I know, and she asked if I would write a letter to her employer […]
I support her and her endeavors to be a person of faith. So that’s how I worded it.”
“We have video boards at both entrances to the church, we usually make announcements after every mass starting
about 3 weeks before [our congregational influenza vaccine drive], we put it in our bulletin, and then we also have an
e-mail newsletter that goes out weekly.”
“There was a time, in fact, over my first 5 years here as a pastor, that it was important for us to offer the opportunity
to the community to come and have the flu shot, right here in the building.”
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needs in the moment. I can set my goals all I want, but if we
have a lot of people in the hospital or people dying then that’s
going to go on the backburner.” Two clergy noted how the
availability of vaccines at local supermarkets moved the idea
of vaccine drives lower on their priority lists.

Reported actions: advocating for vaccines at individual,
congregational, and community levels
Over half of clergy reported advocating for vaccines at indi-
vidual, congregational, or community levels. Most often,
clergy who acted at individual levels reported speaking with
concerned congregants one-on-one. “I have a good friend
who is a pediatrician,” said one leader, “and he’s just livid
over [the increase in vaccine refusal]. He’s a good friend, and
we’ve talked.” Another clergywoman described talking with
a nurse in her congregation before writing a religious exemp-
tion letter for her to work without the influenza vaccine.
Noting that her religion does not object to vaccines, the
clergywoman still agreed to write the letter in order to support
her congregant so that she could remain employed during the
winter. Other clergy reported activities at the congregational
level, such as a yearly influenza vaccine drive. Most clergy had
never spoken about vaccines from the pulpit, but one had
advocated for them publicly: “I’ve never preached a sermon
that had the topic ‘To vaccinate or not’ or anything like that.
But, it was part of a sermon series I did on science and faith.”
At the community level, three clergy had coordinated influ-
enza vaccine drives in their neighborhoods, one with a local
department of public health. Two clergy described enforcing
immunization laws for preschools and daycares. One minister
worked at a religious camp that enforced a strict vaccination
policy.

Clergy health-related advocacy: providing individual
pastoral care, promoting congregational health, and
building flourishing communities
All clergy viewed health as “part of our whole being. It’s
mental health, it’s physical health; it’s all those kinds of things
and self-care.” In this context, clergy described routine health

advocacy efforts at three levels: individual, congregational,
and community. At the individual level, clergy sought to
provide personalized pastoral care, attending to specific
needs. Most clergy cited the importance of visiting congre-
gants in the hospital and praying with them. At the congrega-
tional level, clergy hired health nurses to screen congregants
for hypertension or diabetes, formed grief or divorce groups
to facilitate connection, or discussed healthy eating or other
mental illness from the pulpit. At the community level, clergy
reported participating in social justice initiatives, lobbying
their congressperson to repeal the death penalty, funding
subsidized housing, or growing fresh fruits and vegetables
for their neighborhoods. “Flourishing,” envisioned one leader,
“That’s where we want to get to.” Another declared, “I’m not
appointed by the bishop to serve this church. I’m appointed
by the bishop to serve the people of [my city]. […] It is my job
to help this church serve the community.”

Discussion

We present the first qualitative study of American clergy
attitudes toward vaccines and vaccine advocacy. In our
study, most clergy viewed vaccines positively, were open to
the idea of vaccine advocacy, and desired help from experts to
address vaccines in local settings.

First, we provide detailed descriptions of American clergy
attitudes toward vaccines, showing that clergy attitudes are com-
plex and do not simply align with theological literature.
Historically, with the exclusion of minor sects within
Christianity (e.g., Christian Science, Dutch Orthodox Reformed
Church), all major religions have supported vaccination.15 Yet,
over 60 outbreaks of vaccine-preventable diseases have affected
U.S. religious communities in the last few decades.15 While major
religions support vaccines in principle, our study shows that
religious leaders within supportive traditions often hold nuanced
positions in practice. Without explicit scriptural references to
vaccines and unaware of any official teachings regarding them,
most clergy in our study relied on personal experience, social
norms, and various information sources to form attitudes about
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Figure 2. Grounded theory figure describing how clergy vaccine attitudes, perceived responsibility to address vaccines, and reported vaccine-related advocacy inform
one another and work toward clergy health-related goals.
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vaccines. Thus, while most clergy in our study formed positive
attitudes toward vaccines, several formed neutral or even negative
attitudes, and none were from religious traditions that historically
reject vaccines. Importantly, clergy who share negative attitudes
with congregants can increase the risk of vaccine-preventable
diseases in their houses of worship. In recent years, measles out-
breaks in Jewish synagogues in New York and at a Christian
church in Texas have been linked to individual clergy who dis-
paraged vaccines.2,10

Our findings about clergy attitudes to vaccines also inform
results from a prior survey of clergy attitudes toward vaccines,
which noted hesitancy in a number of Catholic priests.10 The
finding was surprising, as Catholicism strongly supports vac-
cines and has published a statement in their defense.16 Yet,
our qualitative insights suggest that clergy without children
may lack formative parental experiences with vaccines and
thus rely on social norms or other information sources to
assess their safety or efficacy. To address such discrepancies,
religious organizations could craft and publicize policy state-
ments intended for clergy specifically. Such engagement could
educate religious leaders without formative parental experi-
ences; it may also cause vaccine-hesitant clergy to reconsider
their attitudes toward vaccines. Such engagement may create
public health benefits. In 2014, the Catholic bishop of
Orlando, FL, relied on a moral analysis by the Pontifical
Academy for Life and National Catholic Bioethics Center to
decide that the diocese of Orlando would no longer accept
religious exemptions for students at Catholic schools.17 Future
work should assess the impact of such decisions by influential
clergy on public health in their communities.

Next, while nearly all our participants espoused positive
views of vaccines, we show that positive attitudes toward vac-
cines do not immediately translate into advocacy. Rather, in our
study, even clergy who viewed vaccines as divine gifts adopted
cautionary approaches to advocating for them, wanting public
health crises or perceived congregational needs to cue them to
action. This finding may help explain why many clergy do not
advocate for vaccines until outbreaks occur. For example,
New York clergy championed vaccines in local media outlets
in the spring of 2019, yet only after measles entrenched itself in
Jewish communities.18 Likewise, Denver Marshallese clergy
helped coordinate a vaccination campaign against mumps in
2017, only after mumps had infected multiple members of the
same church.19 Conditional responsibility could also clarify why
only 10% of clergy reported addressing vaccines in their con-
gregations in a prior survey of religious leaders.10 Perhaps, the
majority did not perceive a responsibility to do so, and those
who felt responsible may have been deterred from acting by
discomfort with medical concepts or competing health-related
priorities. Finally, the concept of conditional responsibility may
clarify findings from a small, qualitative study of 12 Dutch
clergy from the Dutch Orthodox Reformed Church. In this
study, the three clergy who did not advocate for vaccines had
positive vaccine attitudes, believed their congregations were
pro-vaccine, and reported rarely receiving questions about
vaccines.20 Conversely, the five clergy who preached against
vaccines had strong, negative attitudes toward them and per-
ceived a clear duty to educate their congregants.20 Interestingly,
no clergy advocated for vaccines in the Dutch sample;

conversely, in our American sample, over half had advocated
for vaccines in various contexts, and one had actively preached
positively about them from the pulpit.

Finally, we unearth a possible advocacy opportunity for physi-
cians and public health professionals. In our study, clergy highly
trusted physicians for vaccine information and described
a superior trust in physicians within their own religion. Studies
estimate about half of U.S. physicians are religious,21 and com-
pared with the general population, physicians aremore likely to be
affiliated with underrepresented faith traditions, such as
Buddhism, Hinduism, Islam, Judaism, and Mormonism.22 Thus,
religious physicians may have a unique advocacy opportunity in
their own churches,mosques, or temples. Furthermore, those who
are not religious may be uniquely trusted as community leaders
and welcomed into local houses of worship. Pediatricians could
answer clergy questions about vaccines, request that clergy address
them, and promote awareness of recent disease outbreaks. Such
efforts may cue clergy with a perceived responsibility to action. To
further assist clergy, physicians or health workers could agree to
partner with them to address medical questions about vaccines at
joint educational events. Such partnerships helped stop measles in
Minnesota,9 but they may also work well in primary prevention.
For example, clergy–health pairs could speak about childhood
vaccines each summer before school begins or influenza vaccina-
tion each October before winter arrives. Community-based parti-
cipatory research is underway to determine the preferred timing,
format, and content of such events.23

This study has several strengths, including its sentinel
description of clergy attitudes toward vaccines and vaccine
advocacy in a sample of interfaith leaders during a time of
measles outbreaks in several U.S. religious communities. It
also has several limitations, including its small sample size
for qualitative studies. Although we achieved saturation with
our transcripts, we recruited a limited number of non-
Christian clergy, and additional themes may emerge in stu-
dies of non-Christian clergy only. We also recruited few
vaccine-hesitant clergy, and our sample did not include
clergy who objected to vaccines on religious grounds.
However, we believe our framework for clergy vaccine atti-
tude determinants – reason, experience, sacred texts, and
religious beliefs – can still illuminate how clergy with vaccine
concerns related to sacred texts or religious traditions would
weigh those concerns against reason and personal experience
to form a personal attitude toward vaccines. Our results may
not be transferable to clergy who work in rural settings, do
not speak English, or have non-English-speaking congrega-
tions. Finally, while our findings were consistent in inter-
views with a small number of clergy in North Carolina,
research is needed to determine the extent to which our
model applies more broadly.

Conclusions

Amidst growing vaccine skepticism, clergy may be powerful
vaccination advocates in need of cues to action from physi-
cians and public health professionals. Future work must opti-
mize and evaluate clergy and health-professional vaccination
partnerships, especially for clergy who work with high num-
bers of vaccine-hesitant congregants. History suggests such
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alliances can be fruitful. In the 19th century England,
Dr. Edward Jenner spoke to Reverend Rowland Hill about
smallpox vaccination, and Hill’s later vaccination campaigns
contributed to the eradication of smallpox in the British
Isles.24 Today, such dialogue may be similarly influential as
pediatricians work to counter vaccine skepticism in America.
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Appendix

Parent Attitudes about Childhood Vaccines (PACV) short form ques-
tions with response options. Answers of “Yes/Hesitant” receive 2 points,
answers of “No/Not Hesitant” receive 0 points, and answers of “Don’t
know/Not sure” receive 1 point. Scores are summed, creating a raw total.
Vaccine hesitancy status is defined using the raw sum, with “Low” (0–4),
“Medium” (5–6), and “High” (7–10) categories.

(1) I trust the information I receive about shots.
a. Yes
b. No
c. Don’t know

(2) It is better for children to develop immunity by getting sick than to
get a shot.
a. Yes
b. No
c. Don’t know

(3) It is better for children to get fewer shots at the same time.
a. Yes
b. No
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c. Don’t know
(4) Children get more shots than are good for them.

a. Yes
b. No
c. Don’t know

(5) Overall, how hesitant about childhood shots would you consider
yourself to be?
a. Hesitant
b. Not hesitant
c. Not sure
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