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The coronavirus pandemic is bringing new and great losses, 
challenges, and change in our lives, relationships, and 
social interactions. Amid these, health care institutions, 

especially hospitals and nursing homes, are extraordinarily tasked 
with meeting the needs and safety of so many people sick and 
dying from COVID-19, along with those of their families, the 
staff, and the public.

One clear and immediate responsibility of health care institu-
tions is to limit contagion. Many infection control strategies have 
been rapidly reemphasized or introduced, including universal 
precautions, screening, hand hygiene stations, personal protective 
equipment (PPE), contained areas and teams, physical distanc-
ing, increased cleaning, instructional signage, training, telehealth, 
reduced nonurgent services, and free parking. These strategies may 
place an economic and organizational burden on already stretched 
institutions, but they pose few other risks to persons.

In contrast, the practice adopted by some health care institu-
tions of extreme visitation restrictions, and in some settings ban-
ning family completely,1 poses clearly foreseeable risks to those 
who are sick, their family, the staff, and society. These risks include 
destabilization of trust between these institutions and the com-
munities they serve, sick people’s avoidance of hospitals for fear 
of dying alone, and grave harm to the nature of persons through 
the marginalization of the intrinsic familial aspect of their being.2 
Other anticipated harms are widespread suffering, guilt, grief, and 
recrimination lasting long past the time of crisis.

To honor, maintain, and advocate for family connection during 
the coronavirus pandemic, we briefly outline why family is critical 
to caring for the sick.

The Family Is a Universal and  
Fundamental Human Good

That the family is a fundamental good, and the basic building 
block of society, is recognized by right reason and human 

rights charters.3 Human beings across cultures, times, and faiths 

have natural bonds with family that are essential for our flourish-
ing. The family, as Pope St. John Paul II wrote, is “a path common 
to all, yet one which is particular, unique and unrepeatable, just 
as every individual is unrepeatable; it is a path from which man 
cannot withdraw.”4

The family teaches us how to be human and helps us fulfill 
the deepest reason for our life, which is to give and receive love.5 
The loving and instructive companionship of family and the 
cohesiveness of society that ensues from such companionship are 
also essential to the common good. The right that flows from the 
intrinsic and extrinsic good of family is the freedom to enjoy the 
love, support, care, and protection that its members offer each 
other. Importantly (and thankfully), the imperfections and limi-
tations that exist in every family do not negate its fundamental 
goodness or our right to experience it.

The Role of Health Care Institutions Is to Heal  
the Sick and to Support (Not Supplant) the Family

Evaluating the legitimacy of any law or policy affecting families 
must begin with considering the fundamental goodness of the 

family and our rights in relation to it. While health care institu-
tions do have a duty to preserve human life, this duty is fulfilled in 
relation to the nature of the human person and to our vocation to 
love.6 The fundamental goods that are part of human nature and 
the objective moral order include the family of a person—who is a 
union of soul, mind, and body, not just a physical flesh-and-blood 
being—oriented to communion with others. In short, being in rela-
tionship with others is the essence of what it means to be human.7 
However well-meaning the efforts, to strive at all costs to preserve 
life without recognizing what it means to be a human person in its 
fullest sense is profoundly unjust. Everyone has a basic, prepoliti-
cal human right to the companionship of one’s family because this 
companionship expresses the nature of persons oriented to inter-
relationships of love and solidarity. This right can never be violated 
by anyone, least of all those charged with the work of healing.

In an institution, the sick person is automatically placed—by 
virtue of the need to be healed or palliated—in a vulnerable position 
vis-à-vis the health care professional, who has specialized knowl-
edge and technical skills.8 This power is granted by society so that 
the institution may meet its proper end, which is healing of the per-
son (not of society per se). Hence, while health care institutions and 
those who work in them have immense power, they do not have the 
absolute power to exclude fundamental goods nor to redefine their 
powers according to society’s current needs or expectations. To do 
such would violate subsidiarity by displacing the proper autonomy 
of the family and improperly expanding institutional power.

Total exclusion of family members from loved ones in a time 
of critical illness or dying represents the triumph of a profoundly 
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impersonal individualism. This individualism threatens to displace 
authentic community with a collection of isolated individuals who 
lack the bonds of love, solidarity, and concern for one another, 
causing all to lose sight of the common good. To isolate the sick 
person for the betterment of that person and of others as a public 
health measure is one good, to be sure; but that person also exists 
as an anthropological subject within a communio personarum—a 
community of persons. Sick people can be isolated to help them to 
be well, but they cannot be isolated from themselves—selves that 
always exists in relation to others. John Paul II makes this clear 
in Gratissimam sane when he notes that the difference between 
individualism and personalism is the gift of self to others.9

Family Presence Enables Health Care Professionals to 
Recognize and Fulfill Their Proper Role

The primary role of health care professions has always been to 
promote healing by careful attention to four goods: the person’s 

biomedical good, autonomy, fullest being (or flourishing), and 
spiritual good.10 However, institutional exclusion of family presence 
seems to place the biomedical good over all others—including 
the sick person’s autonomy, need to flourish (even in extremis), 
and spiritual good. At first glance, preserving biological human 
life as the highest priority seems unassailably positive; we do not 
downplay the good of preserving life when we can. But it is the life 
of a person (not a body), in all his or her aspects—physical and 
metaphysical—that is worthy of preserving.

Family involvement during institutional care helps health care 
professionals to better see the person, contextualize his or her cur-
rent circumstances, and intervene in the best possible way for that 
person in those circumstances. Family frequently help in many 
practical ways, such as assisting their loved one to eat and drink, use 
the toilet, wash, and be orientated, comfortable, and safe through 
conversation, observance, and prayer. Family attention to these 
essential aspects of care can reduce the preventable harms that so 
often occur during illness and institutionalization, and this atten-
tion helps professional caregivers to ensure that all of the person’s 
needs are being met.

Family presence also helps to moderate the inherent power 
imbalance between health professionals and patients, ultimately 
protecting both. A sign of current ambivalence in this relationship 
is the understandable but potentially misleading hero status being 
ascribed to health care professionals “on the front line.” The hero 
title, while recognizing the risks and the daily sacrifices, may sug-
gest an infallible person clothed with immense power. Yet history 
tells us that, in the aftermath of this crisis, we will see evidence 
of human beings at their best and at their worst in times of great 
duress. Many indeed—in health care, families, and other areas—are 
working extremely hard to care for more seriously ill people in 
extraordinarily challenging circumstances, and the only true heroes 
among us are those who model themselves after the One who called 
himself a servant (Mark 10:45). Health care institutions that support 
family presence therefore also help those working within them to 
remain within the safe and healthy boundary of humble service.

The covenantal (not contractual) relationship between health 
professionals and patients requires sacrifice for the good of the 
person in need. Does including family at the bedside of the seriously 
ill person involve an increased (albeit marginal) risk to the health 
professional or to society? Perhaps. But what are the risks if such a 

fundamental need is not granted? The risks are destabilization of 
the sacred trust within these covenantal relationships, others’ avoid-
ance of institutions for fear of dying alone, and potentially grave 
harm to the nature of the person by marginalizing the relational 
element of personhood.11

Evidence Supports the Critical Role of  
Family Care During Sickness

Research reveals that family care of members during sickness 
and disability is customary and undervalued. In 2015 almost 

one in five Americans (43.5 million people) reported they provided 
informal care to an adult relative, for an average of 24.4 hours a 
week even though many experienced consequent physical, emo-
tional, and financial strain that was underrecognized by health 
professionals.12 In Australia, with a population less than one tenth 
that of the United States, the monetary value of unpaid care (i.e., 
what it would cost to provide professional care) is an estimated 
A$60.3 billion (or US$41.9 billion) annually.13 This family care is 
given in all settings.

Recent literature has sought to understand long-term restric-
tions on visitation in acute and critical care settings,14 reporting bar-
riers that include attitudes, team practices, workloads, and systems 
that are not oriented toward patient- and family‐centered care.15 
Fears of increased infection, litigation, and burden on health care 
professionals and other patients are also factors, although largely 
unrealized.16 In contrast, people who have experienced critical 
illness say that family helped them obtain information; feel under-
stood, safe, and valued; and regain strength, willpower, and hope.17 
In a study of more than fifteen thousand patients in the intensive 
care unit, an evidence-based bundle that included family partner-
ship as a core component resulted in lower likelihood of hospital 
death within seven days and of next-day mechanical ventilation, 
coma, delirium, physical restraint use, ICU readmission, and dis-
charge to a facility other than home.18 In a study in an acute care 
setting for older people, open visiting created a positive culture that 
improved trust and communication between families and health 
care professionals.19 This small snapshot of evidence highlights the 
tangible benefits of family presence during institutional care, which 
are likely to remain even in a pandemic and should be weighed, 
like any other therapy, against potential risks.

For these reasons, willingness to allow and facilitate prudent 
family visitation is essential in the COVID-19 pandemic, lest some 
of the current overreach reset the norm for future crises. In sug-
gesting prudent visitation, we obviously exclude circumstances in 
which family members’ visits are limited because of lack of PPE 
or because of a need to ensure the safety of those immediately 
attending in acute incidents (but these have been rare). Along with 
appropriate precautions and the consent of the person receiving 
care, health care professionals and institutions should consider 
fundamental human goods, including the mystery of the tran-
scendent and metaphysical elements of each person, and realize 
that the family cannot be sterilely extracted from the calculus of 
what is in the best interests of the person or of society. This need 
remains important even though not all who become sick will have 
family or will want them present, and even though not all family 
will be able or willing to attend. Meeting this need is also possible, 
having been safely achieved in institutions that have committed 
to ensure that sick and dying people are not left alone and totally 
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isolated from family. These efforts require wisdom, patience, and 
charity on all sides to achieve reasonable accommodations. These 
may not be ideal compared with ordinary circumstances, but they 
will help to avoid extreme reactions and risks that would almost 
certainly prove detrimental on one side or the other.
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During the COVID-19 pandemic, there are challenges in 
meeting the right of the faithful to receive the sacraments. 
This right is circumscribed by specific conditions, including 

that sacraments be available at the appropriate time. The faithful are 
hungry for the sacraments, and there is great evidence that clergy 
are also suffering from their inability to provide them. They are 
seeking alternative ways and sites to deliver them validly and safely.

There also is the tremendous need to minister to the families 
of the victims of the pandemic. Required social isolation prevents 
families’ access to loved ones at the point of greatest need, when 
there is the danger of death. This is compounded by the reality that 
clergy may not have direct access to the dying or even to their family 
members. Thankfully, technology enables the ministry to families 
to continue even if through less-than-ideal means.

However, the lack of direct sacramental access, especially 
to the dying, continues. One great possibility is the Apostolic 
Penitentiary’s suggestion that priests collaborate with local health 
authorities to serve as “‘extraordinary hospital chaplains’ . . . in com-
pliance with the norms of protection from contagion, to guarantee 
the necessary spiritual assistance to the sick and dying.”1

Apostolic Pardon and Plenary Indulgence

An indulgence is the partial or plenary (total) remission of 
temporal punishment for sins already forgiven under certain 

conditions defined by the Church. All baptized members of the 
Christian faithful who are in communion with the Church and 
in the state of grace may receive an indulgence. To gain a plenary 
indulgence, the person must have at least the general intention of 
acquiring it and must fulfill the three specific conditions: sacra-
mental confession, Eucharistic communion, and prayer according 
to the Holy Father’s intentions.2 

A great gift of the Church is the apostolic pardon, a special 
plenary indulgence offered when death is imminent. The Manual 
of Indulgences states the following: 
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A New Guide from the NCBC

A Catholic Guide to 
Palliative Care 

and Hospice
Th is brief but clear guide seeks to overcome 

confusion about palliative care and hospice by 
defi ning what each one actually is, identifying 

the services each off ers, and explaining the 
similarities and diff erences between them. 

Th e guide also identifi es ethical 
challenges facing the hospice fi eld. 

Order your copy today! Visit
www.ncbcenter.org/palliative-care-guide-landing

Includes valuable insert with 
a sample questionnaire that 

surrogates and family 
can use to interview a 

hospice provider 
for a loved one. 

4

Ethics & Medics August 2020



5

The National Catholic Bioethics Center
6399 Drexel Road, Philadelphia, PA 19151 • Tel 215-877-2660 • Fax 215-877-2688 • www.ncbcenter.org

CATHOLIC HEALTH CARE ETHICS SEMINAR

  A Tradition of Compassion and Care for the Human Person
Diocese of Rockville Centre—St. Agnes Parish Center

Rockville Centre, NY

For registration and information, visit 
www.ncbcenter.org/ncbc-events-calendar/2020-newyork

Contact Julie Kelley at 215-871-2013 or jkelley@ncbcenter.org

Topics covered include
• Making good end-of-life preparations  

and decisions
• Assisted reproductive technologies
• New developments in bioethics: from 

stem cells to genetically modified humans
• Transgender and gender dysphoria
• Physician-assisted suicide and euthanasia

Those who enroll receive
• Full participation in the seminar
• One copy of the seminar program book
• One copy of Catholic Health Care Ethics: 

A Manual for Practitioners, 3rd ed.
• A pocket-size copy of the Ethical and 

Religious Directives for Catholic Health Care 
Services, 6th ed.

• Continental breakfast

Ethics & Medics August 2020



Ethics & Medics is a publication of The National Catholic Bioethics Center. Regular annual subscription rates for twelve issues include both the print version by mail and online access at www.ncbcenter.org/em: United States, $28; 
foreign $38; institutional $55. Individual copies are available for $3 each. To subscribe, please write to The National Catholic Bioethics Center, PO Box 596, Wynnewood, PA  19096, e-mail orders@ncbcenter.org, or phone 
(215) 877–2660. Publisher: Joseph Meaney, PhD. Editor: Edward J. Furton, MA, PhD. Contents © 2020 The National Catholic Bioethics Center. ISSN 1071–3778 (print), ISSN 1938–1638 (online). To submit an essay or request 
submission guidelines, please e-mail submissions@ncbcenter.org. For permission to reuse material from Ethics & Medics, contact the Copyright Clearance Center, Inc. (CCC), 222 Rosewood Drive,  Danvers, MA 01923, phone 
(978) 750–8400, website www.copyright.com. CCC is a not-for-profit organization that provides licenses and registration for a variety of uses.

A priest who administers the sacraments to someone in dan-
ger of death should not fail to impart the apostolic blessing 
to which a plenary indulgence is attached. 
If a priest is unavailable, Holy Mother Church benevolently 
grants to the Christian faithful, who are duly disposed, a ple-
nary indulgence to be acquired at the point of death, provided 
they have been in the habit of reciting some prayers during 
their lifetime; in such a case, the Church supplies for the three 
conditions ordinarily required for a plenary indulgence.3

The apostolic pardon is usually administered to a conscious or 
unconscious patient after the sacrament of Anointing of the Sick. It 
requires no direct contact with the recipient. Therefore, the diocesan 
bishop could consider approving the administration of the apostolic 
pardon after the administration of individual absolution, after the 
Rite for Emergencies when integral confession or Anointing of the 
Sick are impossible, or when general absolution is administered (even 
using a bullhorn).4 The advantage of the Anointing of the Sick over 
the Rite for Emergencies is that the priest does not need to receive 
an external sign of contrition required for absolution, for example, 
with an unconscious patient. In such a situation and when Anointing 
of the Sick is impossible, conditional absolution could be imparted.

The apostolic pardon is imparted with the following words. (If 
the person is able, the response is Amen.)

Through the holy mysteries of our redemption, may almighty 
God release you from all punishments in this life and in the 
life to come. May he open to you the gates of paradise and 
welcome you to everlasting joy.
or
By the authority which the Apostolic See has given me, I 
grant you a full pardon and the remission of all your sins in 
the name of the Father, and of the Son, and of the Holy Spirit.

A number of persons engaged in health care ministry, as well as 
the patients and families they serve, may be unaware of the apostolic 
pardon. At the time of impending death, and in the absence of a 
priest, the family or health care worker should help the patient to 
pray for such an indulgence, even if it is unclear whether the patient 
is conscious enough to do so. Again our generous Church grants 
this plenary indulgence to persons who are properly disposed and 
who have been in the habit of reciting some prayers during their 
lifetime as a substitute for the three usual conditions.

A recent decree by the Apostolic Penitentiary on the granting 
of a plenary indulgence to the faithful in the current pandemic 
expands on this further. The gift of special indulgences is granted 

to the faithful suffering from COVID-19 and their family members 
as well as to health care workers who in any capacity care for them 
if through mass, the rosary, the stations of the cross, or some other 
devotional or prayer, they "[offer] this trial in a spirit of faith in God 
and charity towards their brothers and sisters, with the will to fulfil 
the usual conditions . . . as soon as possible.”5

Even those who pray for the end of the epidemic, relief for those 
who are afflicted, and eternal salvation for those who have died have 
access to the plenary indulgence under the same conditions if they 
“offer a visit to the Blessed Sacrament, or Eucharistic adoration, or 
reading the Holy Scriptures for at least half an hour, or the recitation 
of the Holy Rosary, or the pious exercise of the Way of the Cross, 
or the recitation of the Chaplet of Divine Mercy.”6

Interestingly, when addressing the situation in which death is 
imminent and there is no access to the Anointing of the Sick or 
viaticum, the Apostolic Penitentiary states that the substitute for 
the three usual conditions for the plenary indulgence is having 
“recited a few prayers during their lifetime,” while “the use of the 
crucifix or cross is recommended.”7 This demonstrates the pastoral 
care of the Church. 

Importance of the Sacraments

If there is a message to be received during this pandemic, it is the 
importance of the sacraments, not just because of their salvific 

nature but also for the graces imparted by them. But access to grace 
abounds. Just praying for those affected by the pandemic, and 
fulfilling the related conditions, can effect a plenary indulgence. 
Currently despite the suffering faced by the human race, there is 
a great opportunity to access the graces available to all who seek 
them.
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