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Abstract
Faith communities are uniquely positioned for essential public health work to com-
bat the COVID-19 pandemic and address the chronic pre-existing health disparities 
that have been exacerbated by COVID-19. Specifically, faith communities can (1) 
dialogue with public health  communities, developing internal policies and meet-
ing guidelines consistent with evidence-based recommendations and their own faith 
traditions, (2) bolster religious daycare and parochial school immunization poli-
cies, and (3) partner with faith-based organizations through financial support and 
volunteer hours. This essential work will complement governmental public health 
approaches and ensure faith communities can assist with future pandemics.

Keywords  Faith community · Public health · Vaccination · Clergy · Chaplains · 
COVID-19

Introduction

Encounters between medicine and religion can become pointed in a pandemic. 
When a church in South Korea was identified as an early site of  COVID-19 
transmission, its members were labeled as cult followers and its house of wor-
ship was characterized as a “petri dish” in the popular press (Yoon & Martin, 
2020). Over 1  year later, as US COVID-19 cases continue to mount, public 
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health workers, clinicians, and policymakers have turned their attention from 
schools, restaurants, and businesses, to the role religious gatherings play in this 
pandemic.

The Centers for Disease Control and Prevention have offered recommenda-
tions for communities of faith, but their suggestions are optional; communities 
can accept, reject, or modify them consistent with their beliefs (“Considerations 
for Communities of Faith” 2020). This option leaves many faith communities 
with a prudential decision for which they lack sufficient counsel, struggling to 
craft policies which simultaneously protect public health while publicly wor-
shiping. Unfortunately, even worship is politicized. In an article published after 
President Donald Trump called on governors to immediately re-open houses of 
worship, reporters called out churches who defied lockdown orders and blamed 
the death of a 17  year-old girl on a church event (Conger et  al., 2020). These 
encounters between medicine and religion have become legal conflicts, even 
extending up to the Supreme Court, between faith and public health officials 
(Parmet, 2021).

Beyond general guidelines and partisanship, how can public health and faith 
communities proceed in their shared essential work of helping communities 
flourish during COVID-19?

Long-term blanket prohibitions against meeting are inappropriate and intru-
sive. Sustained prohibitions undermine the essential role participating in a faith 
community plays in improving physical, emotional, and spiritual well-being at 
a time when wellness is elusive (Shanshan et  al., 2016) and erode the social 
solidarity faith communities create and public health officials rely upon during 
a pandemic. Demands to immediately reinstate religious gatherings are equally 
inappropriate. Major faith traditions emphasize the good of a community as 
often they speak to the individual good. Few communities are likely to reopen 
without considering how best to protect the communities in which they gather 
as well as the health of their congregants. These considerations are especially 
important in light of the injustices COVID-19 has exploited.

Combating Contagion and Injustice

As an academic pediatrician who researches vaccination and religion, the first 
African-American Executive Director of a statewide faith-based organization, 
and a scholar of medicine and religion, we believe faith communities are unique 
partners for essential public health work during our COVID-19 pandemic and 
beyond. Throughout history, faith communities and faith leaders have under-
taken indispensable work to seek the good of their communities during conta-
gions (Levin, 2020; Williams & Nussbaum, 2018). In this latest pandemic, we 
believe opportunities exist for faith communities to gather responsibly while 
simultaneously working to promote public health and tangibly demonstrate the 
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common concern all faith communities share for the poor, the underserved, and 
the neglected.

What might they be?

Dialogue with Public Health Communities to Develop Policies 
Consistent with Evidence‑Based Recommendations and Faith 
Traditions

First, faith and public health communities should enter dialogue where they recog-
nize each others’ domains of expertise. Public health officials could recognize that 
faith is a social determinant of population health by engaging faith communities as 
partners who provide social leadership, build solidarity, and develop the capacity to 
serve others (Idler et al., 2019). Faith communities could recognize the expertise of 
public health officials by translating evidence-based recommendations, such as those 
offered by the Centers for Disease Control and Prevention, into internal policies and 
enforcing adherence to them (“Considerations for Communities of Faith,” 2020).

While many have emphasized the division of church and state, the lived expe-
rience of most communities is that church and state are always in dialogue. Faith 
communities should respect the advice which national, state, and local public health 
officials have the expertise and authority to offer and public health officials should 
reciprocate that respect. After all, faith communities are comprised of community 
members and operate within geographic boundaries. In any pandemic, every faith 
community will have persons suffering from disease as well as persons who are 
essential workers tasked with responding to it.

Faith communities can support the patients and workers in their communities 
through prayers and blessings but also through measures which reduce the risk of 
infection. Most faith communities have liturgies and/or ritual performances, which 
could incorporate hand hygiene, mask-wearing, and social-distancing requirements 
during services to demonstrate social solidarity. To further support social solidarity, 
faith communities could rigorously clean, disinfect, and ventilate buildings before 
and after worship. When technology allows, faith communities could use on-line 
sign-up sheets to limit the number of attendees in accordance with local require-
ments and encourage staff and congregants with high-risk conditions or in vulner-
able groups to worship remotely. Congregations who gather in single, large services 
might choose to pursue multiple smaller gatherings separated in time (i.e., for appro-
priate disinfecting) or a hybrid model of in-person and on-line worship, and they 
could appeal to the endurance of faith communities across time and space as a way 
to explain such hybrid services.

To prevent the spread of COVID-19  through children, faith communities could 
discontinue large-scale nursery and child services, instead inviting children to ser-
vices with their parents, or limiting attendance for concomitant educational gather-
ings and holding them outside or inside in accordance with social distancing recom-
mendations. While very young children (i.e., age 2  years or under) may struggle 
to wear masks consistently, children are heavily influenced by what is normative; 
3–4 year-olds will have little difficulty wearing a mask for 30 minutes if they are 
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doing so because their leaders encourage them and their peers are also wearing 
them.

Myriad other questions will require the attention of clergy, chaplains, and staff, and 
policies and guidelines may not address them. What to do about social hours before 
or after service? How to distribute holy food prepared for religious services? Where 
to place musicians or worship leaders who play, sing, or speak? What to do if a con-
gregant becomes sick after attending service? What to do if a congregant spent time 
with someone who was sick last week? To address these and many others, religious 
leaders should seek out congregants with formal health training (e.g., parish nurses, 
physicians, public health workers) for nuanced insights into specific questions.

These discussions will not be concluded at single points in time but will be ongoing 
dialogues, informed by local COVID-19 epidemiology, vaccine development, and the 
ever-changing implications disease transmission has for congregants and communities. 
Exemplars for doing so include Emory’s Model Practices to Increase Influenza Preven-
tion Among Hard-to-Reach Populations (Kiser & Lovelace, 2019). Dialogue takes time 
and effort, and it may seem daunting for faith leaders and public health officials; both 
groups often find themselves understaffed and underpaid. To alleviate the burden of 
this work on clergy or chaplains and its interference with other religious duties, faith 
communities could appoint a COVID-19 lead person or team—preferably one with 
members with formal health training—to provide updates and guide congregants in 
relevant conversations. This group or individual could also monitor adherence to rec-
ommendations, liaison with public health officials, and provide feedback between the 
two groups. As trusted messengers, clergy and chaplains will play a critical role in this 
dialogue.

While these considerations are crucial to improve public health, they are equally key 
to fighting injustice. COVID-19 has disproportionately affected Black, Hispanic, and 
Indigenous Americans, and researchers have attributed COVID-19-associated health 
disparities to crowded urban areas and high rates of underlying comorbidities in minor-
ity groups (Webb Hooper et al., 2020). Religious gatherings have the potential to fur-
ther exacerbate this injustice if congregations comprised principally of minorities who 
have high rates of underlying comorbidities gather frequently without proper precau-
tions. US data on religious affiliation and religious service attendance by race and eth-
nicity suggest this is a real risk.

African-Americans, referent to other racial and ethnic groups, are more likely to 
report a formal religious affiliation (87%), and over half are estimated to attend reli-
gious services at least once per week (“A Religious Portrait of African-Americans,” 
2009). Faith communities of color should recognize this difficult tension and strive to 
balance the benefits and freedoms of religious gatherings with the inherent individual 
and corporate risk of doing so. Likewise, public health officials should recognize the 
critical role that faith communities play in developing social solidarity and personal 
well-being. As first steps, like all faith communities, those of color can dialogue with 
public health officials to develop guidelines consistent with evidence-based recommen-
dations and that reflect the nuances of their faith tradition.
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Strengthen Religious School, Daycare, and Parochial School 
Immunization Requirements

Second, as both public health and faith communities are invested in children, they 
could partner to develop and strengthen religious school, daycare, and parochial 
school immunization policies to limit the spread of COVID-19 and other vaccine-
preventable diseases. As COVID-19 first spread through the US, it disrupted vac-
cine delivery to young children as parents forewent well child checks and as prac-
tices furloughed clinicians or closed altogether. From March to April 2020, orders 
for non-influenza vaccines through the Vaccines for Children program decreased 
by 2,500,000 doses year-over-year (Santoli et  al., 2020). During the same time 
frame, at eight managed care organizations within the Vaccine Safety Datalink, 
200,000 fewer children received measles-containing vaccines, compared to the 
year prior (Santoli et al., 2020). The effect of COVID-19 on routine immuniza-
tion delivery has been enormous, increasing the risk of outbreaks of diseases like 
measles and pertussis in our communities in coming months and years.

Historically, requiring children to receive selected vaccines prior to public 
school or daycare entry has been an effective method for preventing such disease 
outbreaks (Orenstein & Hinman, 1999). All states currently have laws requir-
ing vaccines for school or daycare entry (“States with Religious and Philosophi-
cal Exemptions from School Immunization Requirements,” 2020). However, 45 
states and the District of Columbia offer exemptions to school-mandated vaccines 
on religious grounds, even though major religions support vaccination (Graben-
stein, 2013), and over a dozen states allow exemptions for philosophical reasons 
(“States with Religious and Philosophical Exemptions from School Immuniza-
tion Requirements,” 2020). Millions of American children attend parochial and 
other private religious schools (“Private School Enrollment,” 2020), and studies 
suggest private schools have higher rates of exemptions to school immunization 
requirements than public schools, with over twice the rate of religious exemp-
tions specifically (Shaw et al., 2014). Additionally, rates of religious exemptions 
appear to be increasing; among kindergartners, religious exemptions increased 
significantly from 2011 to 2018, despite a simultaneous decrease in American 
religiosity (Williams, et al., 2019a). Many suspect these trends indicate misuse of 
religious vaccine exemptions for children by parents without religious objections 
to vaccines or even a genuine religious affiliation.

This rise in religious exemptions, and their high rates within private schools, 
compound existing COVID-19-induced immunization problems, pose a problem to 
COVID-19 vaccine distribution, and threaten child and community health. Multi-
ple studies have linked exemption availability and high exemption rates to outbreaks 
of infectious diseases, including measles and pertussis (Feikin et al., 2000; Phadke 
et al., 2016). As a result, in recent years, policymakers have tried to eliminate reli-
gious or philosophical vaccine exemptions at the state level to increase vaccina-
tion coverage rates (“Update on top 10 resolutions adopted at Annual Leadership 
Forum,” 2019). Yet, the process is difficult, and anti-vaccination groups have stalled 
or doomed efforts on several occasions (Tully et al., 2020).
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In lieu of attempting to change policy at the state level, religious schools and day-
cares could avert thousands of illnesses and save lives simply by refusing to accept 
religious exemptions at the level of their own institution. Many have already done 
so. In 2014, the Catholic Bishop of Orlando, FL—in charge of 79 parishes, 11 mis-
sions, two Basilicas, 43 schools, and hundreds of ministries—stopped recognizing 
religious vaccine exemptions in parochial schools (Noonan, 2014). In 2019, the 
Archdiocese of Seattle—representing 73 Catholic schools, 144 parishes, and nearly 
1 million members—followed suit, referencing official teaching by the Pontifical 
Academy for Life and the moral obligation in Catholicism to guarantee the safety of 
others through vaccination (“School Immunization Policy Updated to Reflect Catho-
lic Teaching,” 2019).

These decisions impacted hundreds of thousands of children and their communi-
ties, and they were accomplished quickly, independent of state policies permitting 
exemptions that may have been more difficult to change. They are examples of how 
powerful the partnership between public health and faith communities can be. They 
are also an excellent example of religious leaders engaging their communities and 
leaning more deeply into their sacred texts and teachings to develop and implement 
policies consistent with their beliefs.

Furthermore, as we disseminate COVID-19 vaccines, religious leaders could rep-
licate this behavior by organizing gatherings for their community members to reflect 
more deeply upon their sacred texts and teachings and the ways they interact with 
the topic of vaccines (COVID-19 or otherwise). Leaders could use materials pub-
lished in the academic literature, such as John Grabenstein’s 2013 review of “What 
the World’s Religions Teach, Applied to Vaccines and Immunoglobulins” (Graben-
stein, 2013), as well as other materials—e.g., letters, blog posts, or pamphlets—from 
individual leaders (Noonan, 2014) or other authoritative bodies within their own tra-
dition, (“School Immunization Policy Updated to Reflect Catholic Teaching,” 2019). 
This work, especially if it addresses school-attendance requirements, routine child-
hood vaccinations (e.g., measles, influenza, and pertussis), and COVID-19, will be 
essential when COVID-19 vaccines are available for schoolchildren. Strengthening 
religious school and daycare vaccination policies will not only protect children and 
families attending those schools but extend the benefits of herd immunity to disad-
vantaged community members who lack healthcare access or face obstacles to mak-
ing appointments.

Herd immunity, or community immunity, exists when sufficient people in a com-
munity are protected against an infectious disease that it becomes hard for the causa-
tive bacteria or virus to find susceptible individuals. Importantly, herd immunity can 
have collateral benefits. For example, when a vaccine against a bacteria that causes 
ear infections in children was introduced in the US, the number of older adults hos-
pitalized for bacterial pneumonia declined (“Vaccines Protect Your Community,” 
2020). For decades, poor and minority children have lagged behind wealthier and 
white counterparts in vaccination coverage (Bobo et al., 1993; Miller et al., 1994). 
Multi-level barriers, such as limited transportation, appointment times that conflict 
with work schedules, and chaotic home environments for single parents contribute 
to vaccination disparities (Lannon et  al., 1995). Strengthening school or daycare 
vaccination policies will not directly address these determinants, but it will improve 
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herd immunity. In turn, herd immunity will protect disadvantaged community mem-
bers who face numerous obstacles to vaccination and give them additional time and 
opportunities to receive recommended vaccines.

Partner with and Financially Support Faith‑Based Organizations

Finally, faith communities could partner with and financially support ecumenical, 
faith-based organizations who promote public health and pursue justice. While 
many of these organizations exist in the form of local, regional, and national Depart-
ments of Public Health, faith-based, ecumenical organizations are dedicated to 
working across denominational lines to promote health and combat injustices. Lead-
ers network throughout states, identify community priorities through stakeholder 
engagement, and work to allocate resources to meet needs and promote unity and 
well-being.

Our own state’s Colorado Council of Churches (CCC) is a collaboration of thir-
teen Christian denominations representing over 800 different congregations across 
the entire state. In 2019, the CCC partnered with Denver Health Medical Center and 
the University of Colorado to co-host vaccination listening circles in Denver-area 
faith communities through a community-based participatory research grant from 
the National Center for Advancing Translational Sciences (Williams et al., 2019b, 
2020). Our partnership allowed dozens of congregants from diverse faith traditions 
to voice concerns in a safe atmosphere with trusted peers and clergy present and 
receive answers from a licensed physician. In 2020, the CCC received a grant from 
the Colorado Department of Local Affairs to outreach vulnerable, hard-to-count per-
sons for the 2020 Census. In so doing, it increased the response rate from commu-
nity members in rural and disadvantaged areas, ensuring that minority and hard-to-
reach communities would receive federal funding commensurate with their needs.

Today, the CCC is establishing diverse partnerships to mitigate COVID-19 trans-
mission and advance justice. It will continue to collaborate with local vaccination 
experts to host COVID-19 vaccine listening circles at African American faith com-
munities in 2021–2022, funded by ongoing support from the National Center from 
Advancing Translational Sciences. On a national scale, such partnerships in the 
pursuit of public health and health equity can be powerful. For example, in 2009, 
a collaboration between the Interfaith Health Program at Emory University, vari-
ous Departments of Public Health, and many faith-based organizations around the 
country helped deliver 13,000–20,000 doses of H1N1 influenza vaccine during our 
last US pandemic (Kiser & Lovelace, 2019). Importantly, the doses of vaccines 
were specifically delivered to hard-to-reach, vulnerable, and minority populations 
that may have otherwise been overlooked through traditional public health outreach 
and educational campaigns (Kiser & Lovelace, 2019). The parallels for preventing 
COVID-19 circulation are clear. However, while key, these partnerships are difficult 
to form on large scales and require time, volunteers, and funding to maintain. Thus, 
faith communities could partner with and financially support ecumenical, faith-
based organizations who are committed to public health and justice.
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Conclusion: Combating Contagion and Injustice

The encounter of medicine and religion can become painful or purposeful (Levin, 
2020). Faith communities have a long history of assisting in public health responses 
to contagion (Miller & Rubin, 2011); COVID-19 is the latest opportunity for public 
health officials to engage faith communities in a battle against an infectious disease. 
Faith communities can bolster the faith and health of their communities by shar-
ing stories of such partnerships from their faith’s past. Many of those examples will 
show how past pandemics have disproportionately affected the indigent, vulnerable, 
and marginalized. Today’s COVID-19 pandemic similarly presents faith communi-
ties with an opportunity to address injustice.

Faith communities can pursue fruitful partnerships with public health communi-
ties, following after The Rollins School of Public Health’s Interfaith Health Program 
or Wheaton College’s Humanitarian Disaster Institute. Public health communities 
know how to track, treat, and prevent individual disease so they can improve popula-
tion health. Faith communities have the unique authority, numbers, resources, and 
infrastructure to help public health agencies succeed while advancing social solidar-
ity and justice. In dialogue together, faith communities can translate evidence-based 
recommendations into their practices, bolster school and daycare vaccination poli-
cies, and support faith-based organizations in the work they are already doing. This 
essential work will ensure public health and faith communities remain strong and 
diverse bodies, capable of assisting with the contagions of tomorrow, together.
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