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Abstract

Approximately 80% of Americans identify as religious. As physicians caring for
patients with COVID-19, we have seen both positive and negative effects of reli-
gious activity during the pandemic. Religious worship generally supports close
social interaction, which provides many benefits, especially in mental health, but it
can also contradict infection control measures. These forces do not necessarily have
to be in opposition to each other. Herein, we present three case vignettes of reli-
gious patients who were infected with and recovered from COVID-19. We review
the potential benefits and risks of religious activity in the current pandemic, as sup-
ported by the medical literature. Finally, we offer some thoughts on how to engage
with patients so that the benefits of both religious activity and public health meas-
ures are optimized.
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Introduction

Since the first cases of COVID-19 were observed in China around December 2019,
the causative virus, SARS-CoV-2, quickly spread across the globe (Holshue et al.,
2020). The historical record of past pandemics informed clinicians and policymak-
ers, but no one alive had firsthand experience of a public health disaster of this
magnitude. Researchers have been working with feverish energy to fill that void of
knowledge. And it has paid off. Presenting symptoms are more recognizable. Pre-
dicting the course of illness and expected outcomes has advanced (Li et al., 2020).
Patterns of transmission can be predicted, allowing preventative measures to be
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established that can reduce the rate of infection. The rise in cases following relaxa-
tion of public health measures is also illustrative of the expected outcomes of trans-
mission. But despite the considerable knowledge gained, there is an equal, if not
larger amount yet to be discovered. A debate has persisted on the nuances of infec-
tion control by preventative measures, particularly social distancing (e.g., “Corona-
virus Disease 2019 2020). Though well intentioned, the impact of distancing has
been nearly catastrophic to those reliant on social engagement.

The impact of religion during a pandemic is important as social engagement is
a cornerstone in most religious communities. There are proven medical benefits
to religious involvement (Mueller et al., 2001). Religious individuals may have a
longer life expectancy (Koenig et al., 2012) and decreased medical complications,
particularly as they relate to mental health (Koenig & Cohen, 2002). Conversely,
there is also potential for harm. Outbreaks associated with large gatherings can
threaten public health during a pandemic. These outbreaks may devastate entire
communities. Thus, the decision to attend religious services versus comply with
social distancing is not always easy. For some individuals, the perceived incalcula-
ble value derived from religious social involvement is weighed against the uncertain
or confusing probability of spreading the virus or dying from COVID-19. Therefore,
it is crucial that the medical community provides direction to balance and preserve
the positive attributes of spirituality and social distancing without unduly infringing
on the basic rights to good health and freedom of religion.

In this report, we provide three case vignettes, typical of COVID-19 on most
accounts, with a focus on the religious ramifications of the effect of the pandemic
from a physician’s perspective. We then review the medical history and literature
surrounding the interplay of religion and health. Finally, we propose strategies for
finding an acceptable balance between the benefits of religious activity and the
potential harms to public health.

There is a need to review definitions, as these can vary widely. For ease of under-
standing the present topic, broadly accepted meanings will be used. Religion defined
here as a particular system of faith and worship, and spirituality, the essence of
being human (having a soul and inner-life), assumes many forms of practice (OUP
2020). Depending on the definition, some estimate that there are thousands of dif-
ferent religions. The most prevalent include Christianity and Islam, with over 3.5
billion adherents worldwide (e.g., “Global Religious Landscape” 2012). The cases
described here were all members of the same Christian church. These patients were
seen at an academic medical center that established an entirely virtual COVID-19
clinic to reduce emergency department traffic, while maintaining close monitoring
of infected patients (Jethwa et al., 2020). The authors recognize that these cases are
not representative of all religions, faiths, or other cases in which religiosity and the
COVID-19 pandemic overlap, but they do provide insight on common scenarios in
the clinical setting (Miller et al., 2020).

@ Springer



Journal of Religion and Health (2021) 60:3177-3192 3179

Case Vignettes: Background

The three cases presented are members of the same church, a large Pentecostal
Christian church in Northeast Florida. The lockdown in Florida was instituted on
April 3, 2020. In May 2020, a phased reopening was initiated. By June, indoor gath-
erings of up to 50 people were allowed if appropriate social distancing recommen-
dations were upheld. A local city mask mandate in public areas was instituted in
June 2020 and was in effect until March 2021.

The church discontinued live services when the lockdown began in April 2020
and reopened in June 2020. During the closure, the church invested heavily in live
broadcast equipment and began to conduct online broadcasts every weekday night.
Each broadcast featured a different family sharing their stories and leading a prayer
for the congregation. This became a popular event. More than 32,000 people sub-
scribed from over 20 countries, including the US, Cuba, Saudi Arabia, and Russia.
Another innovative program by the church during the lockdown was roadside visita-
tions of those ill with COVID-19. Food and essential household items were left at
the door. As government officials relaxed regulations, the church began gathering in
small home groups for fellowship and prayer. In June 2020, the church opened its
doors to live worship services without any limits on number of attendees. The facili-
ties were sanitized frequently, and masks were made available to everyone. Physical
contact was discouraged, and individuals who had any symptoms or who were in
contact with someone at home with symptoms were encouraged to stay home and
watch the services live online.

Case 1 A Religious Leader

The patient is a 50-year-old man, the assistant pastor of the aforementioned church,
with no significant past medical history. At the end of March 2020, he developed
worsening symptoms of cough, fever, and shortness of breath. The patient had no
recent travel or known exposure to confirmed cases of COVID-19. Nevertheless, he
decided to self-isolate at the first sign of his symptoms. His test for SARS-CoV-2
was positive. His symptoms were mild, so he was advised to remain at home and
self-isolate. He followed self-care measures as guided by his physicians. Two days
later, he was admitted to the hospital for acute hypoxic respiratory failure second-
ary to COVID-19. He was treated with antibiotics, supplemental oxygen, inhaled
albuterol, corticosteroids, and hydroxychloroquine. During the hospitalization, he
was not allowed any visitors, but he maintained virtual contact with family and
many church members. After four days, he improved and was discharged home. He
had no further exacerbations and remained quarantined for 14 more days. He then
resumed working with his congregation.

Upon follow-up with the patient in late October 2020, he shared several thoughts
and insights of interest. First, although he acknowledged that the pandemic was a
serious matter, he saw the whole situation as being mostly political rather than medi-
cal. He thought the government crossed a line by imposing regulations, especially
toward churches. He was appalled that “they would recommend people not pray or
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sing together, while Home Depot and resorts in Orlando were packed.” Second, he
stressed that humans yearn to be in fellowship with others. He frequently encoun-
tered congregants who were being negatively affected by loneliness and isolation.
He equated the lockdown to putting innocent people in prison—people whose health
may already be fragile. Despite having lived through the infection himself and wit-
nessing several friends throughout the world die from the disease, he felt that close
fellowship was still crucial for the overall health of his congregants. He compared
online services to “watching someone cooking on television,” and in-person fellow-
ship as “eating real food.” Third, he did acknowledge that the church must be wise
to not impart any unnecessary risk to its community. However, he conceded that,
despite the above precautions recommended by the church, a large percentage of the
members (including church leaders) did not follow the recommendations. He made
the point that for 70 years the Soviet Union had restricted the freedoms of Slavic
people, so they want to be free. Thus, even though the church frequently sanitized
high traffic areas, most of the attendants did not practice social distancing. They
often exchanged handshakes and hugs and did not wear masks. Throughout Octo-
ber 2020, multiple congregants became ill, many with COVID-19. In-person church
attendance decreased dramatically, and precautions were then taken more seriously.
Finally, the patient wanted to send a message to the medical community to say, “stay
away from politics.” It was his impression that medicine, by having become too
political, has lost its credibility. When asked to clarify, the patient brought up issues
related to the pandemic that had become partisan and added to the confusion of his
disease.

Case 2 A Congregant

The patient is a 61-year-old man who attends the above church. He presented to
the emergency department complaining of fever, cough, and dyspnea. He was dis-
charged on oral azithromycin and later notified of his positive test result for SARS-
CoV-2. He suspected that he contracted the infection from his pastor at his church
as he was not aware of any other known exposures. He had shaken hands with his
pastor approximately one week before the onset of his symptoms. The pastor was
not known to have COVID-19 at the time. The patient’s symptoms fluctuated for
almost 2 months before finally improving. He remained in isolation until he had two
consecutive negative tests for SARS-CoV-2.

The patient shared his thoughts during his infection as well as in a follow-up
interview in October 2020. He stated that he decided to return to his church almost
immediately after completing his prescribed period of isolation, and after the church
had reopened. Although he acknowledged that the pandemic was serious, he was
convinced there was a group of people behind the whole situation, with purposeful
infection of the population to achieve various goals. Interestingly, even though he
knew many fellow Christians who were infected and had even died, he held a con-
viction that, “the infection has no right to enter the bodies of true believers because
Christians are special people through faith.” Nevertheless, he senses that many peo-
ple are not taking the pandemic seriously. He proclaimed, “we need to be wise and
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balanced.” He did not believe that masks help, but he did think that people should
avoid physical contact and stay home if they or someone in their household is ill.
When further asked about his own treatment experience, he expressed significant
frustration with the lack of treatment options even when he was feeling horrible at
home. He felt like he received no help from the doctors, only medical bills. He was
convinced that there are plenty of treatments available, and that the medical com-
munity was simply washing their hands clean of any responsibility by claiming there
was no scientific evidence in support of any specific treatment.

Case 3 A Family Member

The patient is a 63-year-old woman, the wife of the patient in Case 2. She contracted
COVID-19 from her husband. Her symptoms progressed through her illness to
include fatigue, sore throat, fever, and cough. She had several comorbidities, includ-
ing hypothyroidism, hypertension, and type 2 diabetes mellitus. On arrival to the
emergency department, her chest radiography was clear. She was given a prescrip-
tion for oral azithromycin. Her test for SARS-CoV-2 returned positive. She was
monitored at regular intervals and showed signs of improvement after two weeks.
Forty-four days after her initial positive test, she tested negative. At that time, due
to her frustration of repeated testing, she requested to be discharged from isolation
by endorsing improvement of her symptoms. She was happy to be reunited with her
grandchildren and extended family. Her views on the pandemic evolved over the
period of her illness. She took it very seriously at the onset. The initial news about
the pandemic scared her. When her symptoms increased in severity, she became
more worried. But as she recovered and continued her isolation, she ached to recon-
nect with loved ones. She did not blame her husband for getting her sick. She added
that her faith was very important to her. She believed it was God’s will. She also
believed that she would be protected, and this would be ensured if she maintained
her religious activities. When asked at what point did that benefit of protection out-
weigh the risk of infecting herself or others, she stated she did not want to harm
others, so she was willing to follow the recommendations of the doctors. As soon
as she was released from isolation, she was happy to reconnect. She tried to follow
the guidelines on infection prevention as best as she could, but she admitted it was
difficult.

Potential Harms of Religion in a Pandemic

As illustrated in Case 1, whenever there is difficulty understanding or trusting
scientific recommendations, there is a potential for harm. Controlling the behav-
iors or questioning the dogma of hundreds of millions of religious believers is an
insurmountable challenge, but there is still much that medical professionals can
do to serve as good stewards and neighbors to protect the health of their patients.
What made the patient views in the above vignettes (common among many faiths)
potentially problematic is the obligatory practice of faith expression. Religion

@ Springer



3182 Journal of Religion and Health (2021) 60:3177-3192

comes in many forms, and without generalizing all behaviors, it is fair to say that
some are more participatory than others. Many involve singing, dancing, and
shared consumption. Overarching all of these actions, there is a strong tendency
for religious people to gather closely for fellowship. However, congregating in
any number adds to the risk of infection (Levin, 2009). As over 80% of the US
population believe in God or a “higher power” (Collier et al., 2020), it is easy to
see how pervasive religious beliefs can affect the health of many.

Public health aims to mitigate the spread of infection through four main ten-
ets: hand hygiene, social distancing, face coverings, and testing (e.g., “Techni-
cal guidance” 2020). Social distancing may be the most difficult for devout reli-
gious individuals to follow. The original public health dictum in the 1930s and
1980s, to keep at least three feet apart through outbreaks, doubled after the first
SARS outbreak in 2002 when cases of transmission were recorded at distances
even greater than six feet. To be more acceptable to society and more effective
than three feet, the compromise of a 6-foot rule was set (Gawande, 2020). But the
maxim is generally the more distancing the better.

Religious gatherings have been notable “super-spreaders” of infection world-
wide when social distancing was not practiced. In Korea, a 61-year-old woman
was the first congregant at Shincheonji Church of Jesus in Daegu to test posi-
tive (Shin et al., 2020). While it was unclear where she contracted the virus,
within two days 15 people connected to the church also tested positive. Just over
a month later, the Shincheonji church cluster accounted for 5,080 confirmed
cases of COVID-19—more than half of South Korea’s total at the time. Prayer
gatherings organized by the Tablighi Jamaat, a global Islamic evangelical move-
ment of Indian origin, included more than 3000 people between March 10 and
March 15, 2020, from Indonesia, Jordan, Yemen, Saudi Arab, China, Ukraine,
Malaysia, Sri Lanka, Afghanistan, Bangladesh, and India. At least ten died and
over 100 were infected, with much higher numbers estimated (e.g., “Coronavirus
in India” 2020). In France, a five-day prayer meeting at the evangelical church,
Christian Open Door, had over 2500 in attendance. At the time, France had only
12 confirmed cases of COVID-19. Less than two months later, there were 57,000
cases. While this church was not the only source of spread, it did appear to be
the initial spark for previously untouched areas like Strasbourg, Orléans, Nimes,
Dijon, Corsica, and Burkina Faso after attendees returned home to those areas
carrying infection (McAuley, 2020). A funeral ceremony in Albany, Georgia, led
to more funerals when at least one of 200 mourners spread the infection (Barry,
2020). Wiping of tears, hugging, crying, and consoling drove a cruel twist of fate.
Eventually, the local Albany hospital reached capacity after what was described
as an infectious atomic bomb. The National Guard was brought in, and additional
(more restricted) funerals were arranged. It is impossible to collect all the num-
bers of those tied to each event, but it might be in the hundreds of thousands.

These religious niduses of infection continue as long as there are those who
do not heed the public health warnings. But embracing the requirement for social
distancing is not easy. Humans are social creatures who thrive on the support and
beneficence of others. Distancing can be especially difficult for the religious-minded
who prefer to counteract the ill effects of isolation by worshiping and communing
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with others. Jewish leaders in New York openly opposed government authorities
on this topic of preserving religious gatherings, to the point of bringing lawsuits
alleging anti-Semitic discrimination (Neumeister, 2020), and yet this socioculturally
bound community has been determined to be a source of outbreaks (Zyskind et al.,
2021).

Social distancing errors are not the only source of potential religious harm in a
pandemic. There is also a risk of religious scapegoating. For example, after being
blamed for causing the pandemic, some Muslims in India suffered from hindered
medical care for COVID-19 (Sarkar, 2020). The power of false belief is dangerous
when one religious group can be blamed by another religious group for something
science has proven untrue. Additionally, emphasis on spiritual devotion has led some
to believe that the efficacy of prayer or belonging to their particular faith community
provides miraculous protection, making masks or social distancing unnecessary dic-
tates of science (Baker et al., 2020). Whether through discrimination, demographic
disadvantages, careless interpretation of Scripture, or simply dogmatic stubborn-
ness, problems ensue whenever strongly held beliefs refute science.

Potential Benefits of Religion in a Pandemic

Likewise, whenever scientific reductionism overlooks the benefits of religious belief,
other problems ensue. Through all the potential harms, there are aspects of religious
activity that can lessen the negative effects of a pandemic. Scientifically proven
health benefits of religious involvement can serve all humans in various ways. The
practice of communal care for the ill and infirm is common among many religions
(Cheshire, 2003), including during pandemics (Hoehner et al., 2020). The level
of engagement in faith may also be associated with the degree of benefit. In some
studies, increased religious attendance correlates with decreased mortality (Mueller
et al., 2001). Possible immunologic effects of attendance showed varied levels of the
cytokine, interleukin-6, which has a central role in immune defense against infec-
tions (Lutgendorf et al., 2004). Religious coping also has shown benefit in mitigat-
ing the harmful effects of tragedy and stressful events (Ironson et al., 2017).

In their article in JAMA Internal Medicine, Li et al. showed that religious attend-
ance was associated with a 33% decrease in all-cause mortality in a sample of
74,000 women (Li et al., 2016). This was connected to decreased rates of depres-
sion and smoking and increased levels of social support and optimism. Other similar
studies have shown that religious attendance equates with increased physical activ-
ity, number of meaningful relationships, marriage, and decrease in smoking (Straw-
bridge et al., 2001). Another study that showed increased attendance correlating
with lower mortality posited that there is a “village effect” whereby the commu-
nity acts as a social support mechanism, just like a small village. Participation in
this village dynamic leads to an improved sense of well-being (Musick et al., 2004).
Research on the Black Women’s Health Study showed that religiosity and attend-
ance decreased all-cause mortality (VanderWeele et al., 2017).

Religion also affects other aspects of health. An HIV diagnosis increases reli-
giousness and spirituality and consequently predicts slower disease progression
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(Ironson et al., 2006). Religious attendance also positively correlates with lower
viral loads of HIV 12 months after diagnosis (Van Wagoner et al., 2016). There is a
significant inverse relationship between spiritual/religious practices and depressive
symptoms (Dalmida et al., 2009). Religion-centered traits, such as increased levels
of hope, are associated with a reduced probability of all-cause mortality (Long et al.,
2020). Religion in adolescence helps promote improved health later in life, as noted
in another study out of Harvard (Chen & VanderWeele, 2018). Religious attendance
increases psychological well-being, healthy behaviors, and character strength, while
decreasing mental illness (beyond prayer and meditation alone, though those also
help) (Schlitz, 2005).

Further unstudied potential benefits of religion are numerous, but even with these
described here, it is plain to see that there can be great benefit to religion at a criti-
cal time, such as during a pandemic. A healthy immune system is critical to every
severe case of COVID-19. A boost in resilience has not been needed more widely
since World War II. And with the chilling number of COVID-19 deaths, any fraction
of improvement in mortality can potentially save thousands of lives.

Discussion

As providers for the patients described in the above cases, sharing an understand-
ing and willingness to accept the patients’ religious beliefs entrusted them to our
guidance. It strengthened their adherence to the medical recommendations at that
time pertaining to isolation and re-testing. Discussing religion and spirituality with
these patients gave them hope that doctors were present and willing to help, not in
opposition to their faith, but accepting of the value it held for them in their lives. The
importance of this joined effort of medicine and religion during a pandemic cannot
be emphasized enough. Religious practice, rituals, and ideals have been proposed as
important topics for research in relation to the COVID-19 pandemic going forward
because they are so intertwined (Baker et al., 2020).

It is a myth that religion should be considered a taboo subject when taking the
medical history of a patient. Sexual health was at one time under this classification,
but no longer (Collier et al., 2020). Personal religious beliefs are vital knowledge, as
the patient in Case 1 described human beings as “created for fellowship” with God
and with one another. Understanding the patient’s religious beliefs during a pan-
demic informs the clinician about possible views in opposition to medical science
and helps the clinician to navigate respectfully and compassionately the discussion
on requirements of isolation and quarantine. Neglecting discussion of religion dur-
ing the medical encounter is a grave omission that can lead to an impasse in com-
municating medical recommendations and worsen the mental health consequences
of isolation.

Through the duration of illness in the above cases, the provider-patient relation-
ship was important to maintain. While 51% of Americans believe religion to be
“very important,” physician views are mixed, with some studies showing physi-
cians endorsing the importance of engaging with patients’ spiritual concerns (Smyre
et al., 2017) and others reporting that physicians do not consider the religion of their
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patients as a critical determinant of health (Brenan, 2020). Regardless of physician
perception, spiritual needs are present during any illness, surveys suggest these
needs are not always met (Mueller et al., 2001). Healthcare is strained by access to
care, leaving clinicians with limited time to discuss spiritual needs; however, simple
screening tools can quickly facilitate acquisition of important social, spiritual, and
religious information (Borneman et al., 2010). Human beings are social creatures
who thrive with the support of others. This support has been severely damaged by
measures to limit spread of the pandemic (Galea et al., 2020). It behooves physi-
cians, in collaboration with their patients, to explore ways for their patients to main-
tain social connection while distancing. Helping patients by inquiring about their
faith background in a nonjudgmental way and affirming their participation in their
own religion is supportive in a way that does not impose the clinician’s personal
religious beliefs on the patient. Such affirmation can be accomplished by drawing
attention to medically useful aspects of religious activity, without connecting to any
named religion, unless requested by the patient.

Clinicians should be aware that patients’ religious views are diverse. They are
not always fixed or representative of their religious community but may be indi-
vidually derived, drawing from personal experience, individual interpretation of
excerpts from Scripture, beliefs taught within the family or in school, and partisan
news broadcasts or social media. Furthermore, not all churches offer in-depth or sys-
tematic teaching on the meaning of illness, the theology of healing, or the theistic
foundations that led to the birth of the scientific enterprise. For these reasons, when
navigating the complex relationship between science and faith, collaboration among
clinicians and clergy is recommended. In some cases, religious patients may inter-
pret their illness as a sign of having come under God’s judgment or that their faith is
not strong enough. Feelings of guilt, if not addressed, may undermine the beneficial
effects of belonging to a faith community. Addressing such feelings of guilt is usu-
ally beyond the professional role of the physician, who may lack theological train-
ing, and referral to the patient’s clergy or elder within the patient’s faith community
is recommended. There is much that clinicians can do to support religious patients
(see the “ARCTIC” strategy in Table 1).

The need for physical separation does not mean that there must be social sepa-
ration (Morris, 2020). For example, it is better to use phrasing such as “physical
distancing” rather than social distancing, to avoid confusing limits on social engage-
ment. Many desperately need social interaction, and there are ways it can be safely
carried out. Connections with friends and family should be encouraged, whether
web-based or by telephone. Even for the physician to simply inquire about the state
of isolation is an important place to start. For the younger and more able-bodied,
physicians may suggest reaching out to elder or feebler friends and family to check
on their mental health and encourage them to seek further care if needed.

There are demographic obstacles with telecommunication. University of Brit-
ish Columbia professor of religion, Sabina Magliocco, pointed out that the trend
in practicing socially distanced religion online favors only the privileged who have
access to technology (Magliocco quoted in “Religion in the Age of COVID-19”
2020). A recent study published in JAMA Internal Medicine showed that over 30%
of US adults are not telemedicine-ready (Lam et al., 2020), so it can be assumed that
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Table 1 What clinicians can do to support religious patients (acronym ARCTIC)

Ask In a compassionate and nonjudgmental manner, inquire about the patient’s spiritual back-
ground and practices

Recognize Take a spiritual history. This allows the clinician to recognize potential benefits available to
patients within their faith community, such as social support and resources for emotional
resilience; and potential risks, such as aversion to science, distrust of medical advice, or
nonadherence to infection control measures

Care Show interest in the religious beliefs of a person of faith as this demonstrates respect for the
patient’s beliefs and care for the patient as a whole person

Trust Establish and build upon trust in the care relationship by affirming that the patient’s religious
beliefs have meaning for the patient and will be respected. This does not require the clini-
cian to agree with those beliefs

Inform Communicate that religion and science are not antithetical, that both rely on an element of
faith when all the facts are not known. Discuss the proven medical benefits of religious
involvement. Present scientifically informed medical science accurately and when possible,
correct misinformation derived from partisan or alarmist sources

Counsel  Educate and assist patients in seeking ways, through innovative technology or other appro-
priate means, to avoid social isolation and remain socially connected when direct physical
contact is not advised. Educate patients about appropriate screening, immunization, and
treatment. Collaborate with clergy regarding spiritual matters within appropriate bounda-
ries of confidentiality

they are also unlikely able to access religious services online. Those with limited
resources may still choose to congregate in-person, or else be left out. Clinicians and
religious leaders can work together to apprise methods that maintain social connec-
tion for the underprivileged.

Even though the joint effort is crucial, there has been concern that the pandemic
has exacerbated the rift between religion and science (‘“Living on a Prayer,” 2020,
46). Author and atheist, Christopher Hitchens, was prolific in his examples of harm
in religion (Mann et al. 2007). This is a time when that harm is unmistakable. In
addition to causing super-spreader events, Levin has pointed out examples of other
religious blunders, such as priests summoning the “Wind of God,” and other phony
treatments that may lead to poorer outcomes by providing a false sense of security
(Levin, 2020). Choirs singing in close quarters have been characterized as petri
dishes for viral growth (“Churches Could be the Deadliest Places in the COVID-19
Pandemic” 2020). Additionally, the hazard of large gatherings regularly comes to
debate, as religious patients maintain that church is as essential as grocery stores and
restaurants (similar sources of infection), being food for body and soul. However,
while loving your neighbor is in fact an act of loving God (VanderWeele, 2020), it is
easier said than done when loving your neighbor demands isolation.

Among all the harm, we reviewed potential benefits. Indeed, those who are reli-
gious-minded may be better prepared to deal with stress and confusion when sci-
ence does not have all the answers. For example, at the time the above cases were
managed, a test-based strategy was used to determine when patients could discon-
tinue isolation. Set forth by the CDC, isolation was advised until two negative tests
had been attained (“Coronavirus Disease 2019” 2020). However, some studies have
shown that no live virus could be grown from viral particles after 8 days (Wolfel,
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2020), yet a patient could test “positive” for many weeks (Woodruff et al., 2020). It
did not seem to make sense why testing would be necessary to continue for weeks if
the virus could not be cultured after more than one week. Patients were frustrated by
the seemingly contradictory science behind these recommendations. Further exam-
ples of confusing information were when initially experts advised against masks
(Chan et al., 2020) and advocated for Plaquenil and against corticosteroids (Yong,
2020). The New England Journal of Medicine and The Lancet famously retracted
articles on COVID-19 research. They had to come to terms with how easy it was to
lose trust and how difficult it was to regain it (Marcus, 2020). All of this confusion
added to the frustration of our patients and highlighted the risk of asking too much
from a patient who may be near their limit of confidence and trust. Problems with
mistrust partly explain why there are many people ready to gather closely too soon.
What is clear is that, during the pandemic, patients are asked to follow recommen-
dations in the absence of solid evidence, with the goal of increasing the margin of
safety.

All of this suggests an opportunity for clinicians to explain the uncertainties of
science to those who practice their faith regularly. Both science and faith involve
trust. For both science and faith, the facts are not entirely established, and one
decides to trust in what makes the most sense. Being familiar through their faith
with the need to trust in what is unseen when facts are incompletely known, reli-
gious people might be better prepared to trust in medical science if it is presented
to them as having an evolving factual basis. Some, but not all facts are known, and
trusting in medical science, as in religion, need not be a blind faith, but rather one
that is grounded in reason and supported by a definite yet incomplete knowledge of
reality.

The importance of building such trust cannot be overemphasized. When faith in
science is lost, there will be greater challenges for a healing partnership. Sustaining
the credibility of medical science demands a limitation of bias, including religious
and political biases; and in its application, this requires a balance between respect
for patients’ religious faith and the practical necessity of employing political means
to convey public health recommendations.

Belief without proof has had a long-storied place in healthcare. As William
Osler, the father of modern medicine, styled in the British Medical Journal article
The Faith that Heals, “faith has always played a strong role as a popular measure
of cure” (Osler, 1910). Those of faith should take this as an opportunity to lead
by example to achieve the best outcome for themselves and others. Even Richard
Dawkins, the Oxford atheist evolutionary biologist, uses the phrase “magic of real-
ity” (Dawkins, 2012). Reality or not, appealing to mystery has value when relating
to others. Genig argues that treating the patient at a post-modern level, understand-
ing the individual person and not getting lost in the weeds of chemistry, will aid
the curative intent of health professionals (Genig, 2020). Science aids understand-
ing, but avoiding reductionism and the perception of humans as a mere collection
of atoms will bring greater success. There is a strong connection between what the
WHO describes as health involving physical, mental, and social well-being and
what many religions maintain as a trinity of body, mind, and spirit (World Health
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Organization 2020). This is the same “fabric” of life for all human beings and is the
seat of feeling, which is beyond proof.

While there is still no validated cure for COVID-19, there are now several safe
and effective vaccines and many supportive treatments for the physical effects of
the disease. Treatment options for the psychological effects of disease include psy-
chotherapy, social support, prayer, meditation, and fellowship. Each one should be
used to its fullest capacity during a pandemic, but these can be a challenge for those
who do not have access to care. Magliocco observed that religion is needed even
more now during the pandemic, but it is harder to practice (Magliocco quoted in
“Religion in the Age of COVID-19” 2020). Further research needs to be done to
develop strategies that can be applied to support this health-serving matrimony of
public health and religion in the time of a pandemic.

Admittedly, this is not without difficult questions. It is clear to see what religious
activity helps, but until there is more research on how and why there is a benefit, this
will remain a contentious topic. Some have proposed the pandemic has accelerated
secularization (Baker et al., 2020) or the transition from a religious to a secular polit-
ical ideology (Hamid, 2021). Nevertheless, it is still possible to prevail in applying
the known benefits of religious activities and preserving life as this research carries
on. These case vignettes serve that purpose in highlighting the medical attributes of
this disease and the possible treatments derived from the good of religion. Personal
philosophical, religious, and spiritual belief systems can influence both exposure to
disease and willingness to receive treatment, and when practiced with careful atten-
tion to safety, can lead to improved health outcomes. These case vignettes also pro-
vide examples of religious patients who were not fixed in their views but modified
them as they experienced illness and learned from clinicians they trusted.

This study is not without limitations. For one, we present three patient vignettes
from a single church of a specific denomination within Christianity. Their experi-
ence cannot be easily generalized to other religions. In our review of the literature,
it is clear further research is needed to inform the medical community as to how to
engage with patients whose religious activities pose a threat to the public good. In
this paper, we propose strategies that may be fruitful toward serving the provider-
patient relationship. But outside of the provider-patient encounter, more guidance is
needed to effectively educate whole patient populations. This will help enact public
health policies that may strike a balance between promoting religious freedom, while
limiting harm to the public during a pandemic. Those who cherish freedom of reli-
gion should also respect the right to safety. A classic public health ethics dilemma is
manifested by this pandemic: individual privacy rights versus public health, e.g., the
Tarsoff decision “the right to privacy ends where public peril begins (Buckner and
Firestone 2000).” The pandemic is both a proving ground and a desperate situation.
It will require further research and careful thought on both individual and popula-
tion health levels.

There is a famous story in the Gospels where Jesus Christ, prior to beginning
his ministry, retreated to the wilderness for 40 days, the same amount of time that
in antiquity merchant Mediterranean ships were ordered to be kept in isolation
when arriving at port to limit the spread of bubonic plague (“History of Quaran-
tine” 2012). Whether the derivation of the word “quarantine,” which signifies 40, is
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a biblical reference with infectious disease implications, we may never know, but we
do know that the ancient Greeks, prior to Christianity, were in agreement, as Hip-
pocrates distinguished plague as a disease that manifested within 40 days of contact
(Conti, 2008). Religion and health have shared a long interplay through history and
will continue to do so. We can learn how to counter the ill effects of risky religious
activities and reduce infectious outbreaks within, rather than in opposition to, com-
munities of faith if we continue to work together, learn from the past, and take care
with how we proceed.

Conclusion

Mental health, economics, and public health collide within the topic of religion dur-
ing the chaos of a pandemic. Public health favors isolation. Isolation harms eco-
nomic activity and mental health. Religious activity generally supports social inter-
action, which is in contradiction to infection control initiatives. But these forces do
not necessarily have to be in opposition to each other. There is an ideal balance to
be found between social connection and spread of disease. This balance undergoes
continual readjustment as more information becomes known and disseminated. The
promotion of cohesion between medical science and religion requires medical liter-
acy, education, collaboration, and understanding religious and spiritual dimensions
in the health history of every patient while supporting public health measures.
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