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Abstract
The COVID-19 pandemic has affected all countries irrespective of their state of 
development. In countries with traditional societies, religious leaders have been 
acknowledged as key stakeholders in community engagement activities, including 
disease prevention. A community-level prevention model was established in 2020 
by the Health Promotion Bureau (HPB), Sri Lanka, which incorporated mobilisation 
of the clergy to support the prevention and response schemes to COVID-19 with 
non-governmental stakeholders. This model was part of a more extensive commu-
nity engagement network established by the HPB in cooperation with the country 
offices for WHO and UNICEF. Building trust, empowering behavioural traits appli-
cable to minimise risks from COVID-19, leadership and coordination, message dis-
semination, addressing stigma and discrimination, supporting testing procedures, 
contact tracing activities and vaccination, building community resilience, spiritual 
and psychosocial support, and welfare provision are some of the useful factors that 
were identified in the model. Furthermore, a much broader and holistic approach is 
needed to focus on health behaviours and social and cultural aspects in a multi-fac-
eted nature. This paper highlights a novel COVID-19 prevention model with active 
involvement of religious leaders that can be implemented in low resource settings. 
Our experience from Sri Lanka demonstrates the feasibility of implementing this 
model to mitigate the disastrous situation following the COVID-19 outbreak.
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Introduction

The COVID-19 pandemic crippled the world with devastating consequences. 
Currently, the only preventive measures include key positive protective behav-
iours, movement restrictions, and vaccination. However, maintaining positive 
behavioural traits and socially learned behaviours related to disease prevention 
is dependent on how individuals and communities are motivated and educated. 
Furthermore, certain communities are at higher risk of developing worse clinical 
outcomes due to COVID-19 (Pan et al., 2020).

World history reports both positive and negative impacts on infectious diseases 
by religious norms, practices, and observances. Different religions historically 
have a different take on contagious diseases. However, in general, all religions 
are in favour of helping to improve conditions of the sick (Pennisi, 2011), even 
though there is a fine balance between pandemic control measures and religious 
behaviours and observances (Knight et al., 2021). According to Hong and Handal 
(2020), religious truths (that are found in sacred writings or religious traditions), 
scientific truths (that are anchored on data and explorations), and government 
policies (values expressed during the times of epidemics and pandemics) are 
not mutually exclusive and should not be held in an all-or-nothing manner. The 
authors further reiterate that science, religions, and governments should work in 
unison for the common good and well-being of all. In addition, religion can be 
argued as a social determinant of health in the pandemic’s present context with 
both beneficial and harmful effects (Kawachi, 2019).

Other than the individual’s health, COVID-19 pandemic affects the economy, 
society, politics, legal, and culture. Individuals have different reasons for not fol-
lowing preventive behaviours, underpinned by individual-specific, structural, 
and economic and socio-cultural factors. It is essential to address these factors 
at both macro- and micro-social levels. In this regard, making involvements of 
both celebrities and the clergy in COVID-19 confrontation activities has been 
observed in different countries, while Iran is one of the countries that has taken 
their support to immeasurable levels (Soleimanvandi Azar et  al., 2021; Yoosefi 
Lebni et al., 2021).

There are, however, pros and cons of taking their support for COVID-19 con-
frontation activities. On the one hand, the positive role expected from the clergy 
is bringing in support for health promotion and spiritual activities, mobilisation 
of people to combat the disease, and material/instrument supports. On the other, 
opposing social restrictions, especially for closing religious places, countering 
the hygienic scientific principles, and inducing vaccine hesitancy, can be consid-
ered as adverse effects of the role of the clergy (Soleimanvandi Azar et al., 2021; 
Yoosefi Lebni et al., 2021).

According to various levels of health promotion deployable to address the 
COVID-19 pandemic, the downstream level focusses on individual-scale behav-
iour change (that can be accomplished through enabling), midstream level on 
organisation and communities (that can be achieved through advocacy and media-
tion), and finally the upstream level on policies (that can be achieved through 
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advocacy) affecting the whole population (Brownson et  al., 2010; Potvin & 
Jones, 2011; van den Broucke, 2020). Religious clergy and faith-based organisa-
tions have a pivotal role in all three levels during the COVID-19 pandemic. Faith 
leaders have been noted to have an immense influence on people’s health-related 
social behaviours (Heward-Mills et al., 2018) and play a key role in strengthening 
community participation during a pandemic (Marston et al., 2020). Furthermore, 
according to Hong and Handal (2020), collective efforts administered on the gen-
eral public by Religion, Sciences, and Governing Authorities in combination have 
helped to fight many pandemics in history.

COVID‑19 Prevention and Religion

The importance of religion can be argued in many ways how likely people will 
become infected by COVID-19 (due to religious activities), religion as a “problem” 
with regard to COVID-19 control, and lessons we can learn from the intersection 
of faith and infectious disease (Barmania & Reiss, 2020). In the current COVID-19 
pandemic, there have been many significant instances where religious norms, prac-
tices, and observances lead to increased disease spread and exposure. These barriers 
to better public health can be broadly listed as super-spreader events, religious festi-
vals, gatherings during religious observance and prayers, and burial practices.

Super‑Spreader Events, Gatherings, and Religious Activities

From the beginning of the pandemic, many countries delayed the initiation of 
lockdown measures, which resulted in mass gatherings and religious events. Such 
super-spreader events are defined as events, in which an unusually large number of 
secondary cases are infected by an individual (Majra et al., 2020). During COVID-
19, religious occurrences leading to super-spreader events have been reported in 
many countries such as South Korea, Germany, the USA, Netherlands, Singapore, 
and Hong Kong, including in Sri Lanka during the early phase of the pandemic 
(Ranawana, 2020). The number of infected due to these events ranges from 19 to 
4531 (Majra et al., 2020). However, the alarming fact to note is that mass gathering 
religious events were continued amidst numerous government restrictions even in 
2021, even when the disease spread was at its highest (Press Trust of India, 2021).

Religious Festivals

Religious festivals are another mode of COVID-19 spread. Religious congrega-
tions during these festivals are potential focal points for the dispersion of pathogens 
(Quadri, 2020). These events may lead to super-spreader events (Majra et al., 2020), 
and there is a clear association shown between early suspension of religious events 
and lower occurrence of COVID-19 infections (Quadri, 2020). The Sri Lankan Gov-
ernment and health authorities adopted this strategy by cancelling all prominent 
Buddhist, Christian, Hindu, and Muslim religious festivals and limiting the celebra-
tion to homes (UCA News, 2021a, 2021b). Although cancelling religious festivals 
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leads to reducing the number of cases in many instances, a lack of coordination was 
seen as one of the key drawbacks.

Burial Practices

Each religion has its own way of burial practices. However, the pandemic restricted 
the communities and religious leaders in performing death and burial rituals. Indi-
viduals were given a shorter time to hold wakes; the number of attendees was lim-
ited, and some religious communities were forced to cremate the deceased against 
their religious teachings and doctrinal recommendations (Sarmiento, 2020). The 
protocols changed over time based on country-specific guidelines and taking into 
consideration the WHO Guidelines (World Health Organization, 2020a). The initial 
decision of Sri Lankan authorities was to cremate bodies irrespective of religious 
beliefs, which was later changed based on scientific evidence (BBC News, 2021a, 
2021b), highlighting an exceptionally fine balance between respect for modern sci-
ence and allowing spiritual practices which every country must strive to achieve 
(Sarmiento, 2020).

Community Participation

Another viewpoint regarding religion and COVID-19 is how it affects community 
participation. Community participation is vital for initiating a collective response 
by community to the disease, such as compliance with lockdown, steps to take dur-
ing restrictions and supporting communities through volunteering (Marston et  al., 
2020). Gilmore and others, however, argue that community engagement should be 
context-specific to facilitate cultures, traditions, customs, social norms, and collec-
tive beliefs. The authors further report that working with religious leaders plays a 
crucial role in engaging communities from designing and planning interventions to 
trust-building, social and behaviour change communication, risk communication, 
surveillance tracing, logistic provision, and administration (Gilmore et al., 2020).

Methods

A Model for Religious Leader Engagement: Health‑Interfaith Community‑Based 
Organisation (CBO) COVID‑19 Prevention Model

In Sri Lanka, the first patient with a local transmission was reported on 11 March 
2020, following which COVID-19 prevention measures were put in place from 12 
March onwards. Since then, Health Promotion Bureau (HPB) of the Ministry of 
Health, Sri Lanka, has served as the focal point in risk communication. The mes-
sages on protective behaviour were delivered through multiple platforms, includ-
ing mass media, social media, traditional media (e.g., billboards), print media (e.g., 
stickers), “Suwasariya” emergency response teams, mobile phone ring tones, mobile 
text messages, and through provincial/district control teams directly and via Health 
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Education Officers platform. In addition, the HPB also provided technical guidance 
and assistance in developing Information, Education, and Communication (IEC) 
material to other health institutions like Port Health Authorities.

A community-level prevention model was established in 2020 by the HPB dur-
ing the first wave in Sri Lanka, which incorporated the mobilisation of religious 
leaders towards prevention of COVID-19. The model included the HPB, Sarvo-
daya Movement, Alliance Development Trust, and other community-based organi-
sations (CBOs) at grassroot-level preventive health areas called “medical officer of 
health” level. This model was part of an extensive community engagement network 
established by the HPB at the national and regional level with WHO and UNICEF. 
This model was included in the “Risk Communication Community Engagement” 
(RCCE) framework developed by the HPB. The stakeholders to be included in the 
model were decided by several rounds of consultative meetings with the Ministry of 
Health and NGOs. The overview and role of each identified stakeholder are listed in 
Table 1.

The modes of operation were mobilising religious leaders of all faiths to promote 
nine identified health behaviours, namely to develop model community settings in 

Table 1  Overview and roles of stakeholders in the Health-Interfaith-CBO COVID-19 prevention model

Stakeholder Overview and role of the stakeholder

Health Promotion Bureau (HPB) The HPB is the centre of excellence for health communication, health 
education and promotion. The HPB currently has approximately 
7000 Mothers Support Groups (MSG) in all Medical Officer of 
Health areas with a vast Happy Village Health volunteer force 
network. The MSG’s/happy villages are community empowerment 
groups established to promote the health and well-being of commu-
nities. The coordination of activities of these groups is done at both 
the central level (by HPB) and district level (via Health Education 
Officers). National/district/ Medical Officer of Health level coordi-
nator. Overall monitoring and evaluation of the work conducted

Sarvodaya Movement The Sarvodaya Movement is the largest national non-governmental 
organisation and community-based organisation in Sri Lanka, which 
plays an active role in over 15,000 villages across all 25 districts. 
Sarvodaya has a strong presence in all districts with adequate staff-
ing, infrastructure, human resources, logistics and over 61 years of 
experience in community mobilisation and community leadership. 
Medical Officer of Health level implementer

Alliance Development Trust Alliance Development Trust is also a non-governmental organisation 
working with an interfaith forum of religious leaders (including all 
religions) in communities with experience in stigma prevention and 
supporting community-based screening for leprosy. They also have 
a district-level network with Medical Officer of Health level volun-
teer workers. Medical Officer of Health level implementer

Community-Based Organisations CBOs are working at the Medical Officer of Health level to support 
the communities in COVID-19 prevention. Medical Officer of 
Health level implementer/s

WHO/UNICEF Technical support and resource mobilisation of the activities and 
overall monitoring and supervision of the work conducted
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religious places, to involve vulnerable groups in discussions, strengthen community 
leadership, to distribute IEC materials via community networks, and to monitor and 
evaluate the community engagement activities. This model was put into place in all 25 
districts of the country from June 2020. The model dynamics are illustrated in Fig. 1.

The data about the conducted activities were collected in multiple ways. First, the 
village-level activity data were compiled by the religious leaders and community 
influencers of the Sarvodaya Movement and Alliance Development Trust. Second, 
the collected data were directly communicated to the HPB during regular online 
monthly meetings. Third, the HPB separately collected data via the Health Educa-
tion Officers network. This network is monitored through weekly online meetings 
held by the HPB. The tools used were mainly online meetings and social media.

Results

Ten major themes are discussed in terms of results namely:

• Mobilising religious leaders in the model: success factors
• Trust building and empowerment for COVID-19 appropriate behaviours
• Leadership and coordination
• Message dissemination
• Addressing stigma and discrimination
• Testing procedures and contact tracing activities
• Vaccination
• Building community resilience
• Spiritual and psychosocial support
• Welfare Provision

Fig. 1  Health-Interfaith-CBO COVID-19 prevention model
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Mobilising Religious Leaders in the Model: Success Factors

To control the COVID-19 pandemic, mere scientific understanding of the disease 
is not sufficient. Instead, a much broader and holistic approach focusing on health 
behaviours and social and cultural aspects in a multi-faceted nature is required (Bar-
mania & Reiss, 2020). We have identified some areas that will be useful to upper-
middle-income counties (UMIC) in mobilising religious leaders for COVID-19 pre-
vention in view of community engagement in our model. However, the readers need 
to understand that although Sri Lanka is categorised as a UMIC country, it has a 
robust public health infrastructure up to the grassroot level (Fernando, 2000).

Trust Building and Empowerment for COVID‑19 Appropriate Behaviours

One of the key activities of risk communication involves building trust with the pub-
lic regarding community participation (Marston et al., 2020; Tony Blair Institute for 
Global Change, 2020). Trust building was achieved early in the pandemic by the 
HPB by sharing timely and trustworthy health statistics and preventive behaviours 
via social media and the official website. This activity was later expanded to other 
groups using the present model, such as religious leaders communicating COVID-
19 appropriate behaviours to the public through regular meetings, through which 
trust was established in COVID-19 appropriate behaviours messages shared by the 
HPB.

One of the key activities promoted during the discussions was modelling posi-
tive behaviours in their places of worship and asking the followers to practise the 
same. These activities were supported by Sarvodaya and other CBOs at the district 
level. Contextualising COVID-19 appropriate behaviours with religious underpin-
nings to support public health measures helped in certain religions like Islam (by 
taking quotes such as Bukhari (186), Muslim (235) about washing hands; self-isola-
tion—Bukhari (5771), Muslim (2221); staying at home—Haakim (2345), Bayhaqi 
(11,284); travel bans—Bukhari (5739,5730,6973), and Muslim (2219)) even during 
turbulent times with respect to burial practices (BBC News, 2021a, 2021b).

Leadership and Coordination

In conjunction with health authorities, religious leaders can support and coordinate 
awareness campaigns and mobilise communities for COVID-19 appropriate behav-
iours and vaccination (Gilmore et  al., 2020). They can also provide leadership at 
the community level to promote COVID-19 prevention activities in hard-to-reach 
vulnerable communities. According to the proposed model, the already available 
Sarvodaya and Interfaith forum networks were utilised for activities across the coun-
try. Religious leaders supported the health authorities to maintain COVID-19 appro-
priate behaviours such as maintaining physical distance, hand hygiene, and proper 
usage of face masks during religious festivals and regular prayer activities. They 
also influenced communities to comply with government regulations during wed-
dings and funeral practices.
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In addition, religious leaders were involved in providing leadership in planning 
COVID-19 prevention activities supported by CBOs. Religious leaders were trained 
online by the HPB and Sarvodaya regularly, which was supported by WHO. During 
these training sessions, each religious leader was empowered to maintain COVID-
19 appropriate behaviours in their places of worship. Each faith has different reli-
gious practices. Nevertheless, each religious leader was shown how to comply 
with the government regulations taking examples from real-world case scenarios. 
The religious leaders were shown success stories from other countries during these 
trainings.

Furthermore, these trainings were helpful in constantly keeping in touch with 
local health authorities and staying updated on current policies. The trainings also 
facilitated building networks (national, provincial, and district and community level) 
to maintain COVID-19 appropriate behaviours at the village level (Tony Blair Insti-
tute for Global Change, 2020). Via the interfaith and Sarvodaya networks, religious 
leaders were also influential in advocating for communities and community leaders 
to follow government and health authority restrictions in the country.

Message Dissemination (Counter‑Messaging and Managing Misinformation 
and Disinformation)

Religious leaders in the proposed networks were requested to send and amplify key 
health messages developed by HPB to the public. These networks were helpful to 
communicate with previously unreached populations. On average, over 30,000 fami-
lies were reached weekly by the interfaith network with appropriate behaviour mes-
sages. Over fifty faith leaders engaged every week in this task.

The religious leaders’ network of Sarvodaya was trained online on addressing 
misinformation and disinformation; therefore, the influential religious leaders could 
counter the message if the wrong information was spreading in communities and 
social networks. They also educated other religious members and laypeople about 
checking the reliability of COVID-19 messages. The training, nuanced through the 
religious leaders’ own pastoral background, was useful for dispelling religiously 
grounded misinformation and disinformation, which put communities at risk (Tony 
Blair Institute for Global Change, 2020).

The interfaith network was used as a surveillance network for misinformation 
and disinformation by regularly informing HPB of prevailing miscommunications. 
These information sources helped to strengthen social media responses regarding 
COVID-19 by the HPB. They supported the built-in influencer networks to dispel 
misinformation and disinformation related to COVID-19.

Addressing Stigma and Discrimination

Since the beginning of the pandemic, there have been negative perceptions towards 
persons infected with COVID-19 and their families. Stigma can be defined as (vis-
ible) characteristics of an individual that make them feel degraded and consider 
themselves unfit for inclusion in society (Bhanot et al., 2021). Regarding COVID-19, 



695

1 3

Journal of Religion and Health (2022) 61:687–702 

these characteristics include testing positive for the disease or having a family mem-
ber who has been tested positive.

Furthermore, stigma can occur due to lack of knowledge (source of infection, 
protective measures), insufficient scientific understanding of the disease, fear mon-
gering and passing the responsibility of spreading the disease to others, by the pro-
jection of negative sentiments targeted at groups of people and attributing the cause 
of illness as the irresponsibility of the infected person (Saeed et al., 2020).

At the beginning of the pandemic, the stigma associated with COVID-19 in 
Sri Lanka was significant. It was reflected in society when many health staff were 
denied entry to their rental places because they were working in COVID-19 treat-
ment centres. In addition, Muslim communities were disparaged from rest of the 
society, in the early part of the pandemic, holding them allegedly responsible for 
spreading the disease. Prevention of stigma and discrimination of those testing posi-
tive and supporting families and contacts of people who have tested positive was 
oriented as a government initiative by the Ministry of Health, Sri Lanka. The model 
proposed by the HPB supported this activity.

In addition, training on preventing stigma and discrimination was conducted 
online for community volunteers and religious leaders by the Sarvodaya religious 
network. The religious leaders were trained on taking counter measures to tackle 
hate messages against groups and were encouraged to lead by example. Religious 
leaders were also instrumental in supporting health authorities to identify vulnerable 
people and communities in their areas.

Testing Procedures and Contact Tracing Activities

Testing for COVID-19 plays an important role in recognising people with the disease 
and identifying asymptomatic individuals who can spread the disease (Binnicker, 
2020). Nevertheless, due to stigma, discrimination, and many other associated rea-
sons, some individuals in Sri Lanka were reluctant to get tested for COVID-19. The 
interfaith network along with Sarvodaya was instrumental in resolving these issues 
in smaller communities, with religious leaders taking the lead in supporting health 
authorities (Berkley Center for Religion Peace & World Affairs and World Faiths, 
2020). As a result, they were able to build trust in hard-to-reach vulnerable commu-
nities in certain districts in Sri Lanka.

The HPB of Sri Lanka had regular discussions with the religious leaders and 
interfaith networks. Encouraging followers to get tested if required, dispelling misin-
formation and disinformation about testing, and advising religious leaders to direct 
communities to correct and reliable information sources about testing procedures 
were the activities promoted during the discussions. Religious leaders were also 
instrumental in supporting health authorities during contact tracing by building trust 
and alleviating fear in the communities. They were able to help families under quar-
antine through provision of correct information, countering stigma and discrimina-
tion, and encouraging others to get tested while reducing the tension between public 
health officials and communities by acting as mediators in prevention activities.
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Vaccination

It has been identified that religious leaders also play a significant role in any vac-
cination campaign (Oyo-Ita et  al., 2021; Ruijs et  al., 2013). Religious leaders can 
guide communities to correct and reliable information sources about vaccines and 
vaccination. They can also encourage an individual to get themselves vaccinated. 
The Health Promotion Bureau started the process of sharing vaccine information 
prior to the vaccination initiative. The information-sharing process was driven by 
the evidence collected from a vaccine acceptance survey conducted in the country 
(Wijesinghe et al., 2021). Furthermore, a community engagement guide (Health Pro-
motion Bureau et  al., 2021) was created for community leaders, religious leaders, 
and influencers with the collaboration of UNICEF and Sarvodaya. The key lead-
ers of the interfaith network were briefed about vaccination and attended a meet-
ing organised by Alliance Development Trust (ADT) and Health Promotion Bureau 
with the support of WHO.

Building Community Resilience

Building community resilience during the pandemic is a critical area that decides 
a community’s persistent ability to overcome and recover (Yip et al., 2021). Sarvo-
daya was primarily responsible for work in partnership with communities to mitigate 
the effects of COVID-19. Sarvodaya, with other CBOs, was working closely with 
donor institutions to minimise the socio-economic impact (Berkley Center for Reli-
gion Peace & World Affairs and World Faiths, 2020). Importantly, the WHO sup-
ported this activity with a special emphasis on vulnerable communities. Moreover, 
the routine surveys measured the socio-economic impact due to COVID-19 prior to 
many trainings conducted by the HPB. Both the Interfaith and Sarvodaya networks 
mobilised religious leaders in community resilience-building activities.

Spiritual and Psychosocial Support

Religious and faith communities have been providing means for coping, surviving, 
and raising hope during the era of pandemics (Hong & Handal, 2020). Spiritual and 
psycho-social support to communities during the COVID-19 pandemic is a critical 
area that cannot be overlooked. Majority of the population struggled with the lock-
down measures and movement restrictions, alongside the testing and contact trac-
ing procedures. Traditional coping mechanisms are insufficient in a period of pro-
longed physical distancing. Instead, spiritual and psychosocial support is extremely 
important for people who are living alone, disadvantaged, or elderly (World Health 
Organization, 2020b). The religious leaders of the interfaith network kept people 
connected while adhering to the government policies of religious restrictions (move-
ment restrictions, gatherings, social distancing, and prayer services). During spir-
itual activities, COVID-19 appropriate behavioural message dissemination was also 
done. Further, Interfaith networks supported communities when religious harmony 
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was threatened (Berkley Center for Religion Peace, World Affairs & World Faiths, 
2020).

Welfare Provision

Religious leaders form an essential link in the safety net for vulnerable people 
(WHO, 2020a) who can assist with emergency aid to the poor in local communi-
ties or institutions where the religious hierarchy functions acting as a distribution 
hub for resources raised through voluntary donations (Arruda, 2020). For example, 
during the early phase of the pandemic, the interfaith network was involved in pro-
viding dry rations to vulnerable communities as emergency aid. They also actively 
supported the health and other state authorities in the provision of food and water. 
In addition, many religious leaders were encouraging followers to help and donate 
necessary food and medication to needy communities. Many media institutions in 
the country publicised this activity. Unfortunately, this voluntary support and active 
involvement were not seen, with the same scale of enthusiasm, during the second 
and third waves of the pandemic.

Discussion

Remaining Challenges

Most religions are based on “beliefs” while science is based on “facts”. Therefore, 
conflict situations can occur when explaining concepts based on scientific facts. 
Epistemology intends to interpret the world through the values and viewpoints of 
each group (Hong & Handal, 2020). The conflict between cremation and burial of 
dead bodies following COVID-19 was one instance. Comparing religious view-
points against scientific truth will lead to conflicts since each approach has its own 
method and place for a reason. These extremes tend to cause confusion, leaving peo-
ple feeling helpless and confused, ultimately resulting in spiritual or religious peo-
ple ignoring science and believing that science rejects religion (Barmania & Reiss, 
2020).

In addition, almost all religions practise mass gatherings as a form of religious 
observance. Even though such observances can be practised at home, religious leaders 
prefer to conduct mass gatherings due to systems that have been established over cen-
turies (Hopkins & Reicher, 2020). Some religious leaders believe long-term abstinence 
from such events can lead to a reduction in the devotion of devotees towards their reli-
gion. However, collective events have many repercussions that can pose a significant 
health risk to the community (Hopkins & Reicher, 2020; Memish et al., 2019). There-
fore, there should be a fine balance, and the number of people who can participate in 
mass gatherings should be restricted and governed by health authorities, and if condi-
tions permit, to allow attendance in limited capacities. However, some religious sub-
groups have extreme viewpoints. It is exceedingly difficult to convince their members 
of new messages. Therefore, preventive activities are unlikely to receive their support 
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even though the message has great health relevance (Chatters, 2000). Furthermore, 
some religions believe in the purity of consumer products. Therefore, if a product is 
not up to the standard of purity according to recommendations made by the doctrines 
of their faith, there will be a tendency against the consumption of it. Particularly if a 
vaccine is not manufactured according to the purity standards taught by religion, vac-
cine hesitancy can occur, leading to refusal of vaccination (Khoo et al., 2020). In the 
event of the rapid international rollout of COVID-19 vaccination campaigns, vaccine 
hesitancy remains a significant challenge requiring urgent attention (Razai et al., 2021).

Future Directions

Religion can be described as a potent, long-standing, and pervasive social force for the 
prevention of outbreaks. The spread of COVID-19 can be slowed down or exaggerated 
by social power. Although religion has not been formally categorised as a social deter-
minant of health, to a greater or lesser degree, it affects many people’s lives and social 
activities (Barmania & Reiss, 2020). There are existing, active, and influential networks 
of religious leaders and communities working in partnership with global, regional, 
national, and native public health initiatives (Silvestri & Mayall, 2015). However, to 
make their contributions effective, they need to be advocated for by relevant authori-
ties. Importantly, religious leaders need to be included in the decision-making pro-
cess (Barmania & Reiss, 2020). Moreover, all religious leaders need to work towards 
a common goal. However, the norms of society are affected by the vaccines and new 
therapeutics that will come on-stream soon (Razai et al., 2021). Therefore, there needs 
to be a balance between religious traditions and interpretations and the government’s 
responsibility to protect the health of the many by taking maximum benefit from soci-
etal power (Barmania & Reiss, 2020; Hong & Handal, 2020). Both short-term and 
long-term attention to minimise the effects of events around the COVID-19 crisis in Sri 
Lanka needs to be addressed by all parties. Therefore, there is a need for collaboration 
between government, civil society, and religious communities. Moreover, recognising 
the policy implications of sensitive cultural practices and prompt regulations is needed 
to minimise ethnic discrimination, spreading of disinformation, misinformation, and 
hate speeches (Levush, 2019). For that, collaboration among religious communities 
plays a central role in addressing the dire consequences of misinformation among com-
munities. The positive stories not brought to public attention need to be highlighted by 
government, civil society, and religious communities.

Limitations

One of the significant limitations of this model is the inability to get support from 
extreme religious groups. This is because the model has no provision for involving 
those groups in discussions. Furthermore, there may be occasions of changing the 
original health messages since there is no monitoring mechanism. Another potential 
limitation was the long-term sustainability of the model due to the non-availability 
of identified government funding mechanisms.
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Conclusions

This paper highlights a novel COVID-19 prevention model with mobilisation of reli-
gious leaders that can be implemented in low resource settings. Our experience from 
Sri Lanka demonstrates the feasibility of implementing this model to mitigate the 
disastrous situation following the COVID-19 outbreak. However, there needs to be 
adequate public health infrastructure at the grassroot level for this model to succeed. 
In conclusion, promoting multi-stakeholder partnerships with religious groups and 
integrating health promotion channels and resources in response to COVID-19 and 
future communicable diseases would benefit many countries.
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