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H aving witnessed scenes of death 
innumerable times as a critical 
care physician, this is how I 

im agine my mother’s death, thousands of 
miles away: her eyes are sunken and, in the 
heavy air, her breathing becomes slower 
and more erratic before it ceases perma-
nently. Her pale, boney fingers lie motion-
less on the crisp white sheets. Her hands 
look cold and inanimate in their artificially 
natural pose. The air grows still and stiller, 
and in the emptiness of a sunless, soundless 
room, her body, once full of life, lies alone.

During the past year, we have all 
experi enced and witnessed the separation 
of the sick and dying from their loved 
ones; we have all repeatedly donned pro-
tective gear to face an unnatural empti-
ness within rooms of suffering and death. 
Our garb cannot protect us from an over-
whelming sense that we have collectively 
betrayed those who are suffering. Of 
course, these measures have been predi-
cated on extraordinary challenges, but no 
amount of handwashing can absolve us of 
our shared accountability for the impact 
of the limited family presence on our 
patients, families and ourselves. Never 
again will we refer to families as “visitors.” 
Without their presence, there is a height-
ening of grief and regret, a suspension of 
ritual; tension has usurped peace.1 In the 
absence of any prudent alternatives, how 
can we draw some good from this neces-
sary evil?

He is young, looking around as his par-
ents guide him down the hall. I sigh, 
relieved that he can finally visit, but sad 
that, after months in hospital, his sister’s 
final hours have begun.

Children have thankfully escaped much 
of the morbidity and death of COVID-19, but 
they have been scathed by restrictions on 
family presence. Before COVID-19, our unit 
was abustle with the comings and goings of 
families bringing some measure of relief to a 

child who was recovering, or suffering, or 
dying. Our halls are now subdued with a pre-
ternatural somberness. We used to mutter 
among ourselves if a child’s family was 
absent. Now, hidden behind a layer of 
neces sary, but impersonal, protective 
equipment, burdened by our own pandemic 
experiences, we do our best to stand in for 
the family members who can’t be there.

She is 10 years old, lying in bed, fright-
ened by her diagnosis and by her isolation. 
Her family members are positive for SARS-
CoV-2 and cannot visit. Alone with her 
thoughts and fears, senses distorted from 
a host of medications and a foreign 
environ ment, she awakens and searches 
out my gaze. She claims my hand and I sit 
there as she drifts back to sleep.

The poet and civil rights activist, Maya 
Angelou, once wrote that “hands can touch 
with such a healing, irresistible tenderness.”2 
Love transcends physical distance, but phys-
ical touch still remains one of the strongest 

channels of human tenderness. Touch is a 
language unto itself, a potent gesture that 
establishes a human connection with caring 
and understanding, including between clin-
icians and patients.3 Today, our patients’ 
journeys take place in the context of a highly 
contagious virus. We are at the bedside 
when family members are not. Despite our 
gowns, gloves and masks to protect us, 
touch has become foreign; we feel a new 
reluctance to reach out, physically, to each 
other or to a patient at their time of need.

Alone at her son’s bedside, she is iso-
lated from the rest of her family and friends. 
A language barrier adds to the distance 
between us. She seems anxious, but her son 
has been improving, and I smile behind my 
mask and visor and give a thumbs up. The 
next instant, her arms are wrapped around 
me with a sincere thankfulness and I freeze, 
appreciating this warm embrace, but 
almost recoiling from a human touch that 
has become so foreign.

HUMANITIES  |  ENCOUNTERS

Vulnerability and virtue
n Cite as: CMAJ 2021 August 16;193:E1257-8. doi: 10.1503/cmaj.210625

Im
ag

e 
co

py
rig

ht
 iS

to
ck

.c
om

/d
sz

c.
 N

o 
st

an
da

lo
ne

 fi
le

 u
se

 p
er

m
itt

ed
.



H
U

M
AN

IT
IE

S

E1258 CMAJ  | AUGUST 16, 2021  |  VOLUME 193  |  ISSUE 32 

Before COVID-19, touch had already 
yielded its primacy to technology; bedside 
presence had become less pronounced and 
screens had become more visible than 
patients.4 We had built our own barriers to 
patient accompaniment long before we 
donned the accoutrements of this pan-
demic, and perhaps the latter have now 
unmasked a path to recalibrate what lies at 
the heart of our professional being.

During this crisis, we have learned 
much about ourselves, and about how to 
be present with our patients and families. 
We have learned that virtual care allows a 
real connection with others; surely it will 
outlast the current crisis in some form.5 We 
have learned how many challenges in 
communication are in our purview; the 
onus is on us to understand, navigate and 
advocate to overcome those barriers to 
access that are socially determined. And at 
the bedside, we have learned new sensitiv-
ities to silences, to wrinkled eyes, to tears 
slipping under masks, to body language 
and to words that command a fuller atten-
tion. When we cannot hug, and when our 
smile is mostly hidden behind a mask, 
then we doff any pretense and move 
beyond the face shields, the masks, the 
myriad new protocols and guidelines, to 

be fully present for the child and caregiver 
in front of us. This is the necessary accom-
paniment, the personalized medicine that 
precedes computer screens and genomic 
screens.6 Medicine’s Science has grown 
tremendously over the past year — its Art 
cannot be left behind.

We started the pandemic poring over 
headlines about who is essential, and now 
we ponder what is essential in the lives we 
lead. Every time we don protective gear, we 
must also embrace a greater vulnerability, 
be more fully attuned to the child and fam-
ily whose suffering and isolation demands 
that we open the heart of our professional 
being like never before.
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