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ABSTRACT 

Background: There is a consensus among the halachic authorities that life-saving actions override 
Sabbath prohibitions. They are painstaking in securing that the sanctity of the Sabbath is maintained but 
that not a single life be lost. 

Objective: This manuscript examines if and when a relative’s presence at the bedside of a seriously ill 
individual is potentially life-saving against the backdrop of the scientific literature. It specifically addresses 
the permissibility of traveling in a motorized vehicle, generally prohibited on the Sabbath, to be with one’s 
relative in hospital for the provision of emotional support. 

Methods: Discourse of the halachic issues in the context of the scientific literature. 

Results: Stress, mental or physical, has been determined as a potentially life-threatening condition in 
many disease entities. The literature attests to both the patient’s and the professionals’ perception of the 
curative potential of the presence of loved ones by advocating for the patient and relieving stress in the 
hospital experience. Emotional support from a loved one is perceived by some patients as vital to survival. 
There is halachic consensus that a patient’s perception of the emotional need for a relative’s presence is 
sufficient to permit overriding rabbinic prohibitions. Torah prohibitions, which may be overridden for 
medical needs, may be overridden for emotional support, providing a health professional or family member 
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attests to the fulfilment of this specific need as diminishing the danger to the patient’s life. In certain cases, 
the latter contingency is unnecessary.  

Conclusions: Emotional support has an impact on the patient’s health status; the degree to which its 
impact is strong enough to save life is still being studied. As more data from scientific studies emerge, they 
may be relevant to sharpening the halachic rulings with respect to the issue at hand. 

KEY WORDS: Emotional support, halacha, life-saving, overriding Sabbath laws 

 

INTRODUCTION 

There is consensus among halachic authorities that 
life-saving actions override Sabbath prohibitions. 
This manuscript examines if and when a relative’s 
presence at the bedside of a person in a life-
threatening condition (choleh shyesh bo sakana) is 
considered potentially life-saving. Specifically, it 
addresses the permissibility of traveling in a motor-
ized vehicle, generally prohibited on the Sabbath, to 
be with one’s seriously ill relative in hospital for the 
provision of emotional support. The relevant sci-
entific literature prefaces the halachic discourse in 
order to illustrate its reflection of the halachic 
rulings. 

It is remarkable that, traditionally, hospitals 
restricted or even barred visiting severely ill 
patients. Reasons for these prohibitions included 
the fear that visitors presented both a threat to 
patients (via the risk of infection and the increased 
stress of “hosting”) and that medical staff con-
sidered them a hindrance to patient care.1–3 It is now 
known that the presence of relatives by the bedside 
of a patient contributes to maintaining and even 
improving the physical and mental health of the 
patient due to the support, particularly the emotion-
al support, that they provide.4–12 In this regard, 
clinical practice guidelines of the American Associa-
tion of Critical Care recommend open visitation for 
family members,13 and the American Association of 
Critical Care Nurses delineates around-the-clock 
support by kin as expected practice in intensive care 
units13,14 as it diminishes anxiety, enhances safety and 
security, and minimizes complications. 

THE ILLNESS EXPERIENCE AND THE 

DETRIMENTAL EFFECTS OF 

PSYCHOLOGICAL STRESS 

Acute illness is an assault on physiological homeo-
stasis, but also an existential threat, as an individual 
finds himself/herself in strange surroundings, often 
helpless, in pain, and tense with respect to the 

unknown future. Anxiety and depression are 
manifestations of this experience.15 The combination 
of these factors creates stress, a condition in which 
strain can exceed the ability of the individual to 
adapt, causing distress.16,17 Hans Selye identified a 
three-stage common physiological response to 
stress—physical or psychological—coining the term 
“general adaptation syndrome” (GAS): alarm, 
resistance, and exhaustion.18 Lipp (in Lucinda et al.) 
identified an additional stage of semi-exhaustion.19 In 
the alarm stage, stress launches the secretion of 
adrenaline, accompanied by psychological arousal. 
This typically triggers a therapeutic increase in blood 
pressure and pulse rate and stimulates immune 
activity. However, prolonged stress or short-lived 
stress of a large magnitude is detrimental. As the 
individual enters the stage of resistance, cortisol is 
secreted in an attempt to re-establish homeostasis, 
and anxiety is pervasive. This may increase vulnera-
bility to infection, prevent or delay surgical healing, 
and continue to tax the heart. The quasi-exhaustive 
stage is characterized by the beginnings of general 
organ deterioration, with the exhaustive stage re-
sulting in depression and organ failure. Research 
conducted by Lucinda et al. (n=42) found that 72% 
of patients were experiencing stress four days post-
acute myocardial infarction, 71% in the resistance 
stage.19 

A large body of research has confirmed the 
potentially negative impact of stress. As it is beyond 
the scope of this article to address all the research 
linking psychological stress to negative outcomes in 
illness, studies most relevant to the subject at hand 
have been chosen. Moser et al.,20 for example, found 
the degree of anxiety in the first few hours following 
an acute myocardial infarction to be a significant 
predictor of complications such as fatal arrhythmia 
and excessive life-threatening clotting, after control-
ling for other variables (e.g. the size of the infarction, 
side effects, and previous infarctions). This is 
remarkable as it lends evidence to the detrimental 
effects of stress on the cardiac muscle in the initial 
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“constructive” stage of “alarm reaction.” The heart has 
unique vulnerability as it labors hard from the start to 
nourish the stress response. In this regard, Krantz et 
al.21 reported extreme anger as an immediate trigger 
of myocardial infarction and found general psycho-
logical stress a trigger for acute cardiac events in 
illness situations, including arrhythmias and sudden 
death. Similarly, Huffman et al.22 reported a corre-
lation between severe anxiety and depression and 
sudden onset of excessive clotting in cardiac patients.  

An acute life-threatening stress response preva-
lent in hospitalized patients is delirium. The condi-
tion develops through the combined presence of 
physiological factors such as infection and fluid/ 
electrolyte imbalance, coupled with environmental 
ones such as stimulation overload and isolation 
from loved ones.23 Patients display delusionary con-
fusion and disorientation, becoming either hyper- or 
hypo-actively unco-operative, dysfunctional, and 
potentially harmful to themselves and their sur-
roundings. Ryan et al.24 reported the point preva-
lence of delirium in hospitalized patients at 20%, 
with some studies reporting percentages of delirium 
in intensive care units to be as high as 70%. It is the 
leading complication of hospitalization for older 
adults.25–27 Delirium is associated with serious nega-
tive consequences, including increased morbidity 
and mortality, with an 11% increase in mortality for 
every additional 48 delirious hours.24 Stressful psy-
chological concomitants of acute illness can remain 
a threat to life beyond the acute phase of illness, 
resulting in varied morbidities generally and post-
traumatic stress specifically.28 The Diagnostic and 
Statistical Manual of Mental Disorders (DSM IV) 
now categorizes acute illness as a potential ante-
cedent of post-traumatic stress disorder (PTSD)29,30 
in light of the accumulated evidence regarding the 
possible delayed life-threatening sequels of illness 
on both physical and psychological health. In a pros-
pective study, 6 (14%) out of 43 patients mechan-
ically ventilated in intensive care units developed 
severe PTSD at 6 months’ follow-up.31 In a meta-
analysis conducted by Edmonson et al.,32 PTSD was 
found to be both prevalent after acute cardiac illness 
and associated with future cardiac events and higher 
subsequent mortality, with a 55% increase in risk, 
after controlling for other risk factors. Spindler and 
Pedersen30 reported perceived severity of the illness, 
rather than the objective illness severity, to be a 
better predictor of PTSD; Guler et al. found feelings 
of helplessness to be especially predictive. 33 

Symptoms of post-traumatic stress (PTS) can 
also manifest themselves while an individual is still 
in the early recuperative stages of illness. Talisayon 
et al.34 reported that PTS symptoms were present in 
more than one-third of the critically ill within 1 week 
post-hospitalization. In intensive care unit (ICU)-
ventilated patients, rates of PTS symptoms were re-
ported at 27%, 24%, and 12% in different reports,34 
whereas for post-operative cardiac surgery patients 
the percentage was reported to be 14.7%.35  

SOCIAL SUPPORT MODERATES STRESS 

AND ITS OUTCOMES 

Lazarus and Folkman36 identified social support as 
one of the critical resources available for enduring 
stress, including that of illness and post-trauma. 
Research over the last few decades points to social 
support as a significant factor in decreasing morbid-
ity and mortality. The mechanisms include a direct 
decrease in physiological reactivity of the cardio-
vascular and neuroendocrine systems37,38 and an 
indirect positive impact on coping.39 

Social support is often divided into emotional, 
informational, and practical support, the latter two 
facilitating decision-making and effective health 
behaviors.17 Evidence, however, points to perceived 
emotional support—best provided by loved ones—as 
most influential in stress reduction by reassuring a 
person that he or she is a valuable individual about 
whom people care. Meaning, purpose, and a sense of 
worth and belonging which goes to the core of 
human existence are nourished by emotional sup-
port.17,40 In this vein, Herlitz et al.41 reported that, 
among 1,290 patients who underwent coronary artery 
bypass surgery, ratings of the statement “I feel lonely” 
predicted survival at 30 days, even after controlling 
for preoperative factors known to increase mortality.  

FAMILY PRESENCE AT THE BEDSIDE 

The critical care environment, intensively techno-
logical, diminishes personhood and arouses feelings 
of alienation.42,43 Families provide identity, security, 
and comfort, while significantly reducing anxiety in 
this intimidating environment.44–52 Patients report-
ed that physical and verbal contact with family 
members during invasive and resuscitative proce-
dures was a “healing force” that enabled them to 
cope more effectively with stressful experi-
ences.47,53,54 In a study of patients undergoing liver 
transplants, family presence was cited as the most 
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important source of support,55 with 35% requesting 
their presence during the actual transplant proce-
dure. Fredriksen and Ringsberg’s review,56 more-
over, points to separation from loved ones as itself a 
cause of stress. 

With regard to specific stress responses to 
illness, family integration into the continuous care 
of patients has been found to be protective against 
the development and exacerbation of delirium.57,58 
Martinez et al.59 found that family intervention 
reduced incidence of delirium by 58%, and it is now 
part and parcel of the National Institute for Health 
and Care Excellence (NICE) treatment guidelines for 
delirium. Similarly, a significant body of research 
has pointed to the presence of significant others as a 
possible buffer against the development of PTSD 
subsequent to traumatic stress.61–63 

Many qualitative studies reflect the critical 
importance of family presence. In research by Mylen 
et al.64 of former neurosurgical intensive care unit 
patients, respondents reported how family members 
infused them with a feeling of security, sense of 
person, purpose, and motivation. “It was a lot of 
energy like … you know healing, in the words of one 
of the patients … to have family around” (p. 45). It 
was a “reminder” of belonging that gave patients 
motivation to recover.  

In a similar vein, Alpers et al.65 found the family 
to have great impact on bolstering the patient’s 
inner strength “to go on living” (p. 155), an 
expression also used by patients in Nygren’s study.66 
Another patient put it this way: “Just lying there … not 
moving … I wouldn’t know how I would have been 
today, if she [her mother] hadn’t been there.”67 In the 
study undertaken by Bergbom and Askwall,44 
although acknowledging the importance of instru-
mental assistance given by relatives, patients singled 
out the moral support they received as “restoring to 
life.” Similarly, Wang et al.68 interviewed patients 
shortly before they were released from the ICU; one of 
the most momentous statements was: “My family gave 
me courage to persist; I might have given up without 
their backup” (p. 187). The latter two statements 
clearly indicate that in the patient’s mind a relative’s 
emotional support is life-sustaining. 

It is remarkable that mere presence has been 
singled out in various studies as the most critical 
component in family support.45 One patient in the 
study by Twibell et al.69 said the following: “It’s 
important for my family to just be there: They don’t 
have to do anything. We can just look over at each 

other … I knew when I saw them that I mattered to 
them. They hadn’t forgotten or given up on me. I 
want them to be here with me” (p. 111). A patient 
interviewed by Wahlin et al.70 similarly commented: 
“It feels safe when you’re lying there, to have 
someone from the family with you … I don’t have the 
energy to talk, but he understands that. He just sat 
there and held my hand” (p. 374). In terms of 
quantitative research, Rotondi et al.71 interviewed 150 
patients following their hospitalization in an intensive 
care unit, where they were connected to a respirator 
for more than 24 hours. Of the 41 patients who 
recalled missing their relatives, 31 reported that this 
affected them significantly. Out of 38 patients who 
remembered a feeling of isolation, 28 reported that 
this noticeably distressed them. Novaes et al.72 
interviewed 50 intensive care unit patients in order to 
determine their sources of stress. The data were 
collected via the Intensive Care Unit Environment 
Stressor Scale, a 40-item Likert scale evaluating 
physical and mental stress. The patients recorded 
severance from the family as a source of stress. 

Cornock73 interviewed 71 intensive care unit 
patients who had been connected to a respirator, as 
well as 71 nurses from the unit. The two groups were 
asked to report on three characteristics of the 50 
characteristics in the Environment Stressor Scale 
that constituted the most significant sources of 
patients’ stress. Eight of the patients included 
missing their spouse among one of the first three 
choices, and seven of the patients included time 
limitation on visits as one of the top three. Nurses 
similarly graded these two characteristics at the 
same level as patients, lending professional validity 
to patients’ perceptions.  

In Williams’s study,48 a total of 67 nurses report-
ed their observations of patients and their respective 
families. One nurse related her attempt to wean a 
patient off a respirator in the presence of a relative. 
She noted that the patient relaxed more quickly in 
his presence. Another described her success in 
weaning down pressure delivered by CPAP (con-
tinuous positive airway pressure to support breath-
ing) in the presence of a relative as the patient’s 
breathing became more effective. 

In a randomized trial conducted regarding 
restricted visitation policy (RVP), Fumagalli et al.74 
studied the influence of relatives’ visits on the 
medical state of patients. The researchers compared 
two similar socio-demographic groups of patients 
(n=111 and 115) with comparable clinical character-
istics, who were hospitalized in the intensive care 
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unit for an extended period of time. The number and 
length of visits was restricted for one group, while 
the second group benefited from an unrestricted 
visitation policy (UVP). Compared with the unre-
stricted group, the patients with restricted visita-
tions had a 2-fold greater risk of major cardio-
vascular complications, particularly of pulmonary 
edema or shock, but also, although not significantly, 
of arrhythmias and cardiac rupture. The unrestrict-
ed group was associated with a greater reduction in 
anxiety score and a significantly lower increase in 
thyroid-stimulating hormone from admission to 
discharge. Furthermore, the mortality rate among 
those whose visits were not restricted was 1.8% 
compared to 5.2% in the groups whose visits were 
restricted. In another analysis of 156 patients (RVP, 
n=80; UVP, n=76) being treated for myocardial 
infarction these researchers compared the Killip 
class distribution (a stratifying of risk criteria) 
between admission to and discharge from the ICU. 
The Killip level improved by 58.8% among those 
whose visits were unrestricted, while only 3.4% of 
them deteriorated. In those patients whose visits 
were restricted, only 26.7% improved and 6.7% 
deteriorated. The clinical differences between the 
groups were attributed to the reduction in stress and 
anxiety arising from the unrestricted visits. 
Researchers using intracranial pressure to measure 
changes in stress reported a decrease in pressure 
following relatives’ visits.74,75 Others, using pulse 
rate and blood pressure, similarly observed a 
decrease in both indicators following visitation.10,48  

RESEARCH SUMMARY 

Ample evidence points to the importance of family 
support and presence in alleviating stress in illness 
and preventing or diminishing its negative sequels. 
Relationships between emotional support and stress/ 
illness factors have been assessed both qualitatively, 
by interviewing patients and professional caregivers, 
and quantitatively, via objective measures. In the 
former, interviewees in different studies have 
repeatedly used words with roots “life” and “heal” in 
describing what family presence means. In the latter, 
many objective measures—vital signs, cardiac and 
neurological indicators, psychological and physio-
logical morbidity, as well as mortality—vary positively 
to different degrees with emotional support.  

THE HALACHIC DISCOURSE: TENDING 

TO THE MEDICAL AND EMOTIONAL 

NEEDS OF THE SERIOUSLY ILL ON THE 

SABBATH 

Against the backdrop of this research, we address 
the following case: Rabbi Zalman Nehemiah 
Goldberg76 was asked (in 1986) to render a halachic 
decision with respect to an individual hospitalized 
after open-heart surgery who suddenly felt unwell 
and requested that his son travel on the Sabbath in 
order to be at his bedside. As this involved over-
riding a Torah prohibition, Rabbi Goldberg per-
mitted fulfilling the request only if the son were 
certain that his visit would have life-saving implica-
tions. It is implicit in this ruling that the presence of 
a loved one for emotional support may, in certain 
cases, be potentially life-saving; however, the patient 
himself is not relied upon to be the judge. 

Rabbi Goldberg’s stipulation is surprising in the 
light of other cases in which the patient’s subjective 
appraisal of his condition as being potentially life-
saving suffices to override Torah prohibitions, since 
“the mind knows the suffering of the soul” (Proverbs 
14:1). Accordingly, Rabbi David ben Solomon ibn 
Zimra (1479–1573), also called Radbaz, ruled that we 
comply with a patient who claims that he or she needs 
certain medications on the Sabbath even if the doctor 
considers that there is no need, as long as the doctor 
confirms the medication will do no harm. 

This responsum of Radbaz is cited by the Tzitz 
Eliezer77 in connection with the halachic question 
addressed in this manuscript. The latter distinguishes 
between a patient’s request for medical treatment on 
the Sabbath, in which case one may override Torah 
prohibitions even without the doctor’s consent, and 
the patient’s request for a relative to come to stay by 
his or her beside, for which purpose these prohibitions 
may not be overridden. The first impacts directly on 
the healing process, whereas the second only im-
proves the patient’s emotional state. However, con-
tinues the Tzitz Eliezer, if a doctor, an authoritative 
professional, were to stipulate that the absence of 
the relative could potentially endanger the patient 
(as Rabbi Goldberg ruled with respect to the rela-
tive), the prohibitions need be overridden as with re-
gard to any action related to healing. Rabbi Epstein, 
the author of Aruch Hashulchan,78 and Rabbi 



 

Sabbath Prohibitions and Emotional Support for Sick Relatives 
 

 

Rambam Maimonides Medical Journal 6 July 2016  Volume 7  Issue 3  e0023 
 

Hadaya, author of Yaskil Avdi,79 likewise rule that if a 
doctor affirms that not granting a sick individual’s 
request to send for his or her relative would put his 
or her life in danger, this must be regarded as 
equivalent to medical treatment, and the Torah 
prohibitions of the Sabbath must similarly be 
overridden. 

With respect to the impact of perceptions on 
healing, we turn to Maimonides’ Hilchot Avodah 
Zarah80 in which he permits so-called “whispering” 
(a technical term for a type of sorcery alleged to 
cure). While this is, in his opinion, Torah-forbidden 
as a superstitious practice (and hence akin to idola-
try), at the insistent request of a dangerously ill indi-
vidual, it is permitted even on the Sabbath, in order 
to prevent extreme mental anguish. This ruling is 
made despite the fact that Maimonides himself is 
convinced there is no cure in this. Halachic standing 
is given to the patient’s belief in the healing power of 
certain actions, even when the belief is mistaken.  

The author of Nefesh Hayyah81 cites Maimoni-
des’ attribution of halachic status to subjective 
perceptions as support for his position regarding a 
case similar to ours. In the case of a dangerously ill 
individual who expresses a longing to see his rela-
tive, Nefesh Hayyah was asked whether a relative 
may override Torah prohibitions in order to be at 
the patient’s bedside. The author gives standing to 
the request but iterates that overriding these prohi-
bitions would, in addition, necessitate some objec-
tive evidence regarding the curative potential of the 
relative’s presence. The assumption may be that the 
heightened emotional state of the sick individual 
might bring him to request his relative’s presence, 
even if he himself does not truly perceive the latter’s 
absence to be life-threatening. Regarding treatment, 
however, his perceptions, as we have seen, are as-
sumed to be genuine. A more straightforward possi-
bility is that not fulfilling the individual’s request 
regarding treatment is deemed by Nefesh Hayyah to 
be more detrimental than a respective decision 
regarding the request for a relative’s presence. 

Rabbi Shmuel Wosner82(Part 8:65) concurs with this 
ruling, differentiating between a seriously ill individ-
ual and a woman in the post-partum state. With 
respect to the latter, because the birth experience is 
uniquely laden with emotion, no additional attesta-
tion is needed to confirm that emotional well-being 
has life-saving implications. Therefore, Rabbi Jacob 
ben Asher, the author of Orach Chayim,83 stipulates 
that a light may be lit for her even if she is blind, so 

that she should not be afraid. With regard to the sick 
individual, the rabbi ruled that a doctor must attest to 
the life-threatening potential of the emotional stress 
(and thus the vital need for emotional support).  

Torah Versus Rabbinical Prohibitions on 

the Sabbath 

According to Rabbi Elijah ben Shlomo Zalman, 
known as the Vilna Gaon (Genius of Vilnius),84 one 
may send a non-Jew on the Sabbath to arrange for 
the relative of a seriously ill individual to travel 
immediately after the Sabbath, to be at his bedside. 
Here again, only a minor rabbinic prohibition is 
being overridden, making it permissible in order to 
relieve mental anguish. Mishna Berurah85 extends 
the removal of rabbinic prohibitions beyond that of 
just asking a non-Jew to be an informant to hiring a 
non-Jewish runner. Shulchan Aruch Shel HaRav,86 
however, rules that as the presence of a relative does 
not affect any real medical recovery, but merely 
eases emotional suffering, rabbinically forbidden 
actions may only be undertaken by a non-Jew.  

A somewhat different case is presented in the 
responsa of the Shoel U’Meshiv,87 cited also by 
Rabbi Yisrael Matisyahu Auerbach,88 in which a 
man hears that his sick wife has become stricken 
with acute anxiety and is in a village where nobody 
knows her. The Shoel U’Meshiv rules that the 
husband may ride there by horse on the Sabbath (a 
major rabbinic prohibition, as it is being performed 
by a Jew). He reasons that the wife will certainly 
benefit from her husband’s arrival, and this is a case 
of “possible life-saving” (safek pikuach nefesh) 
which overrides the laws of the Sabbath. The Shoel 
U’Meshiv does not explain his position.  

The author of Helkat Yaakov89 perceives the life-
saving elements of the husband’s presence as nested 
in the overall benefit that the woman receives; apart 
from easing her mind he will provide practical assist-
ance (i.e. safety measures, hygiene) which justifies 
overriding major rabbinic prohibitions (and, as we 
have seen earlier, Torah prohibitions). If this is an 
accurate interpretation of the Shoel U’Meshiv, it can-
not be deduced from this that mere emotional support 
alone would be sufficient to permit a Jew to ride a 
horse on the Sabbath. Furthermore, a patient is not 
alone in a hospital as staff tends to both practical and 
emotional needs. 

The responsum of Migdal Hashen,90 cited by 
Rabbi Waldenberg,77 relates specifically to the dis-
tinction between emotional support and attendance 
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to the patient’s practical needs. He discusses the 
case of a sick individual who sends a letter to an-
other town urgently requesting a doctor as he is in 
danger. He rules that a Jew may travel (on a wagon, 
a minor rabbinic prohibition) on the Sabbath with 
the doctor in order to ensure that the doctor arrives 
as soon as possible. He raises the possibility that the 
Jew may even be permitted to travel alone (a major 
rabbinic prohibition) as it is permissible to light a 
lamp for a woman after childbirth, even if she is 
blind, to settle her mind in case she is afraid, and 
that her fear may endanger life. 

Unlike the Shevet Halevi,82(Part 8:65) who attributes 
permission to light a lamp for a blind woman post-
partum to ease her mind overall, Migdal Hashen 
attributes it specifically to allaying her fear regard-
ing the impact of the darkness on the quality of the 
treatment and therefore equates her with the seri-
ously ill individual. For concerns of treatment, even 
a Torah prohibition is overridden for both these 
cases. Migdal Hashen equates this case to permit-
ting a relative to travel with the doctor to ease the 
patient’s fear that the doctor may not look after him 
properly. It must be stressed that the action re-
quired is directly connected with medical needs. On 
the other hand, the presence of a relative to ease the 
emotional distress of being alone is not designated a 
priori by the author of Migdal Hashen as potentially 
life-saving. It is remarkable that there is a consensus 
among halachic authorities regarding the obligation 
to override Torah prohibitions in order to provide 
information to the health care provider and advo-
cate for the patient. Shevet Halevi (8:68) stipulates 
that it is always mandatory for a family member to 
accompany an unconscious patient, as he is certainly 
incapable of human interaction. 

Mental Anguish May Be Life-threatening 

Rabbi Wosner82(Part 50:71) cites examples of situations 
that are life-threatening in and of themselves, 
specifically because they cause extreme mental 
anguish. The Babylonian Talmud states: “If a child is 
locked behind a door on the Sabbath the door may 
be broken to bring him out.”91 Rabbi Wosner simi-
larly rules that Torah prohibitions may be overridden 
to free a trapped, panic-stricken adult. Rabbi Neu-
wirth92(Part 32:15;Part 41:27) likewise perceives relieving 
intense fear as a sufficient reason for overriding Torah 
prohibitions for a seriously ill individual who is afraid 
of the dark.92(Part 32:63) In contradistinction to these 
cases, halacha could argue that a distraught patient 
who calls for his relative is not always in an acute 

state of panic and, what is more, the relative’s pres-
ence does not neutralize the fear as the illness is 
ever-present. 

A number of additional halachic authorities, 
however, consider mental anguish as potentially life-
threatening with respect to the Torah prohibitions. 
The author of Pri Megadim93 categorizes extreme 
mental anguish as life-threatening, for which even 
Torah prohibitions may be overridden. Minchat 
Yitzhak94 cites further authorities, namely the 
Levush,95 Tosefot Shabbat,96 and Levushi Srad,97 who 
regard mental anguish as a potentially life-threatening 
situation and also contend that it may be eased by the 
presence of a significant other.  

Rabbi Ovadia Yosef98 ruled that a seriously 
wounded soldier who requests a relative’s presence for 
the sole purpose of easing his mind is similar to a 
woman after childbirth; Torah prohibitions may be 
overridden in order to fulfill his request, and there is 
no need to obtain anyone else’s opinion regarding the 
matter’s urgency. In addition to establishing mental 
anguish as life-threatening in certain cases, Rabbi 
Yosef also establishes that the presence of a loved 
one is potentially life-saving through easing the 
anguish. Perhaps a victim of terror would also fall 
into this category. 

It is possible that Rabbi Neuwirth may have 
modified his stand regarding the permissibility of a 
relative accompanying an individual to hospital on the 
Sabbath. In the second edition of Shemirath 
Shabbath,99 he permitted riding in the vehicle which 
is transporting a loved one to hospital, a minor 
rabbinic violation (if at all). In the second edition of 
Nishmat Avraham,100 Rabbi Neuwirth is quoted as 
permitting driving even in a separate vehicle, but only 
for the purpose of providing practical assistance in 
hospital, such as giving a medical history. In the third 
edition of Shemirath Shabbath,92(Part 40:72) Rabbi 
Neuwirth clearly states that riding in a separate vehi-
cle is permissible, both in order to be present for emo-
tional support and to provide information for his/her 
relative upon arrival at the hospital. This ruling 
implies equal life-saving potential in both roles—
practical and emotional. 

Additional Special Cases 

Shemirath Shabbath92(Part 32:26) rules that one may be 
lenient even regarding Torah prohibitions with re-
spect to a patient whose chance of recovery depends 
on his or her emotional state. The example offered is 
of an individual predisposed to depression who might 
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behave dangerously with regard to himself or others if 
he perceived that he was not properly being cared for.  

No specific halachic ruling has been found by these 
authors regarding relieving emotional stress levels by 
traveling to the patient’s bedside for individuals who 
are suffering from acute medical conditions especially 
sensitive to emotional status, such as a myocardial 
infarction. Such stress can, as the literature points out, 
be immediately life-threatening, finding expression in 
potentially fatal arrhythmias, excessive blood clotting, 
spiking high blood pressure, and respiratory distress. 
They also harbor the seeds of potential threat to life at 
a future time, which, according to some halachic 
authorities, may warrant overriding even Torah 
prohibitions.101  

Barring fatality, there is also the real possibility of 
permanent mental deterioration, seriously impinging 
upon the ability to live a Torah-observant life. In this 
case, the principle of overriding one Sabbath in order 
to enable the observance of many more in the future 
might become applicable. Although emotional support 
of significant others is part of the preventative 
protocol for potentially fatal conditions of delirium 
and post-traumatic stress, it must be kept in mind, 
however, that social support is only one intervention-
ary measure within a complex treatment protocol, and 
its therapeutic weight is not readily assessable.  

Beit Yehudah102 cites a case of a dying individual 
who lay in a dark house and ruled it permissible to 
light a lamp on the Sabbath (a Torah prohibition) so 
that he might see his relatives, thereby soothing his 
mental anguish. Rabbi Mordecai Gutman103 per-
ceives this ruling as being based on respect for a 
human being who is made in the Divine image, a 
supreme need for which Sabbath prohibitions may 
be overridden. One might argue, more simply, that 
in this case seeing his relatives might allay his 
anxiety and thus lengthen his life even if only for a 
short period. The professional literature points out 
that fear of dying “alone” can cause worse distress 
than the fear of death itself. The question of travel-
ing to be beside an individual on his deathbed on the 
Sabbath was not herein specifically addressed. 
Nevertheless, it would seem to be no less important 
than lighting a lamp to enable the individual to see 
relatives known to be present.  

What Are Considered “Needs” of a 

Seriously Ill Individual? 

Shulchan Aruch104 and Maggid Mishneh105 are of the 
opinion that all the needs of a seriously ill individual 

may be met on the Sabbath in a fashion similar to a 
weekday (e.g. overriding Sabbath prohibitions) even 
if they are not essentially life-saving. This has rele-
vance to our discourse since if all needs may be met, 
this would also include the presence of a relative at 
the bedside, even if it were not, per se, a life-saving 
action. Other authorities such as Rashi and the 
Geonim permit only those actions that actually 
mitigate danger. 

Perhaps there is no real disagreement. Radbaz 
(cited by Rabbi Waldenberg77) delineates that the 
type of need of a sick individual which is permitted is 
any need that has a life-saving aspect to it, even if only 
indirectly. Since the patient is already in danger, the 
range of needs should be expanded to include those 
with even a remote possibility of impacting on life-
saving. Clearly, however, as Rabbi Shlomo Zalman 
Auerbach remarks (as cited by Rabbi Avraham S. 
Abraham106), the line of demarcation would not 
include delivering a newspaper or turning on a radio, 
which would certainly not be permissible. 

Rabbi Wosner82(Part 8:71) holds a similar position: 
regarding a choleh shyesh bo sakana, it can never be 
fully known what can have a detrimental impact on 
his condition. Even if refraining from the fulfillment 
of a need does not immediately increase danger, it 
might possibly weaken the individual over time and 
decrease his ability to overcome his illness. This 
seems to expand the time frame of pikuach nefesh; 
even future danger warrants overriding Torah prohi-
bitions. Despite this categorization, it will be recalled 
that Rabbi Wosner forbids relatives from breaching 
Torah laws in order to be at the side of choleh shyesh 
bo sakana, the initial assumption still being the lack 
of correlation between a relative’s presence and 
pikuach nefesh, unless proven otherwise.  

Rabbi Asher Weiss107 goes a step further. While it 
is not possible to assess what will cause a seriously 
ill individual to succumb to death, anything that is 
related to a cure, affects healing, or provides an 
improved feeling of well-being is to be considered a 
life-saving act, similar to easing the mind of the 
woman in confinement. Although no specific ruling 
has been given regarding our case, it is possible that 
Rabbi Weiss would permit it. 

Rabbi Moshe Farbstein’s approach is similar.108 
With respect to the seriously ill individual, the 
assessment of what is considered to be life-saving is 
made at a different level. It is clear from the medical 
literature that a patient who has a life-threatening 
condition does not have the mental and physical 
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reserves that non-threatened patients have. 
Therefore, when considering his or her needs, even 
those remotely related to healing must be met.  

Rabbi Farbstein relates to another element that 
affects the definition of life-saving, namely public 
opinion. That which, in the opinion of the public, is 
considered necessary for life-saving, even if in fact 
the connection is far-fetched, must be considered as 
life-saving for halachic purposes, and Rabbi 
Auerbach109 comments likewise. Rabbenu Tam110 
considers that a dog bite is, objectively, very far from 
dangerous to life, but since public opinion considers it 
dangerous, it must be considered as such, and the 
Sabbath laws may be overridden in such a case.  

CONCLUSION 

There is clear evidence in the literature regarding the 
detrimental effects of stress and the positive impact of 
a relative’s presence on the process of recovery 
through alleviating stress. This has spurred wide-
spread policy changes regarding visitation. Although 
there is a dearth of randomized controlled trials, there 
are empirical studies that lend substantial evidence to 
stress reduction in the presence of relatives, with 
subsequent decreases in potentially fatal 
complications in unstable patients.  

From a subjective perspective, patients report the 
importance of a relative’s presence using terms 
relating to life-saving and survival. According to some 
halachic authorities, patients are not solely reliable 
reporters when it comes to their emotional needs. 
However, relatives and nurses have also attested to 
the importance of the relative’s presence for such 
instances as being weaned off ventilating devices and 
reducing anxiety. Halachic authorities refer to 
physicians as the authoritative health professional; 
perhaps as nurses continue to become more auto-
nomous they will also be considered authoritative in 
this regard, especially as they are often the health care 
providers most attuned of all to the patient’s emotion-
al state and needs. The public’s perception regarding 
what constitutes danger also has halachic validity, as 
Rabbi Farbstein has pointed out.104 It is therefore 
important to continue to follow the professional 
literature and public opinion regarding the impact of 
stress, the impact of family presence, and the connec-
tion between the two. Further studies regarding these 
phenomena may affect future halachic rulings.  

Halachic authorities are painstaking in their 
rulings in order that the sanctity of the Sabbath may 
be maintained, but that not a single life should be lost 

as a result. There is a delicate balance to maintain, and 
we have seen shades of opinions. With respect to 
traveling on the Sabbath in order to be with a hos-
pitalized loved one for the sole purpose of giving 
emotional support, most authorities only permit 
overriding rabbinic prohibitions if a doctor attests to it 
being a matter of pikuach nefesh, although as we have 
seen, there are some important exceptions regarding 
the place of family support in illness as reflected in the 
literature. These are special cases in which emotions 
categorically play a dominant role in life-saving.  

In reality, however, when a relative is summoned 
to a patient’s bedside on the Sabbath, his/her arrival 
may be vital for both medical and emotional needs. In 
this regard, Rabbi Mordechai Halpern,76 after 
surveying a broad range of relevant halachic opinions, 
concludes that, when actually confronted with the 
situation, a loved one must travel to the scene without 
hesitation and without speculating which of the two 
needs the presence is apt to meet and to what degree. 
The overall situation, he iterates, is clearly one of safek 
pikuach nefesh for which “one who responds speedily 
is to be praised and one who hesitates should be 
rebuked.”111 

GLOSSARY 

Halacha: The corpus of Jewish religious law rooted 
in the Bible and continually being expanded by its 
designated authorities  

Choleh shyesh bo sakana: An individual whose 
state of health endangers his life 

Safek pikuach nefesh: A situation in which there 
is a potential danger to human life, which necessi-
tates taking immediate action 

REFERENCES 

1. Berti D, Ferdinande P, Moons P. Beliefs and attitudes 

of intensive care nurses toward visits and open 
visiting policy. Intensive Care Med 2007;33:1060–5. 

Full Text 

2. Engström Å, Söderberg S. Receiving power through 
confirmation: the meaning of close relatives for 

people who have been critically ill. J Adv Nurs 

2007;59:569–76. Full Text 

3. Bishop SM, Walker MD, Spivak I. Family presence in 

the adult burn intensive care unit during dressing 
changes. Crit Care Nurse 2013;33:14–24. Full Text 

4. Agard A, Lomborg K. Flexible family visitation in the 
intensive care unit: nurses’ decision-making. J Clin 

Nurs 2011;20:1106–14. Full Text 

http://dx.doi.org/10.1007/s00134-007-0599-x
http://dx.doi.org/10.1111/j.1365-2648.2007.04336.x
http://dx.doi.org/10.4037/ccn2013116
http://dx.doi.org/10.1111/j.1365-2702.2010.03360.x


 

Sabbath Prohibitions and Emotional Support for Sick Relatives 
 

 

Rambam Maimonides Medical Journal 10 July 2016  Volume 7  Issue 3  e0023 
 

5. Falk J, Wongsa S, Dang J, Comer L, LoBiondo-Wood 

G. Using an evidence-based practice process to 
change child visitation guidelines. Clin J Onc Nurs 

2012;16:21–3. Full Text 

6. Liu V, Read JL, Scruth E, Cheng E. Visitation policies 

and practices in US ICUs. Crit Care 2013;17:R71. Full 

Text 

7. Fisher C, Lindhors, H, Matthews T, Munroe DJ, 

Paulin D, Scott D. Nursing staff attitudes and behav-
iours regarding family presence in the hospital set-

ting. J Adv Nurs 2008;64:615–24. Full Text 

8. Gray H, Adam J, Brown D, McLaughlin P, Hill V, 

Wilson L. Visiting all hours: a focus group study on 

staff’s views of open visiting in a hospice. Int J Pall 

Nurs 2011;17:552–60. Full Text 

9. Karlsson C, Tisell A, Engstrom A, Andershed B. 
Family members’ satisfaction with critical care: a 

pilot study. Nurs Crit Care 2011;16:11–18. Full Text 

10. Jabre P, Belpomme V, Azoulay E, et al. Family 

presence during cardiopulmonary resuscitation. N 

Engl J Med 2013;368:1008–18. Full Text 

11. Glaser R, Kiecolt-Glaser JK. Stress-induced immune 

dysfunction: implications for health. Nat Rev 
Immunol 2005;5:243–51. Full Text 

12. Lundberg U. Stress hormones in health and illness: 
the roles of work and gender. 

Psychoneuroendocrinology 2005;30:1017–21. Full 

Text 

13. Bell L. Family presence: visitation in the adult ICU. 

Am J Crit Care 2016;25:51. Full Text 

14. American Association of Critical-Care Nurses Practice 

Alert. Family visitation in the adult intensive care 
unit. Critical Care Nurse 2016;36:e15–19. Full Text  

15. Tsay SL, Halstead MT, McCrone S. Predictors of 
coping efficacy, negative moods and post‐traumatic 

stress syndrome following major trauma. Int J Nurs 

Pract 2001;7:74–83. Full Text 

16. Cobb S. Social support as a moderator of life stress. 

Psychosom Med 1976;38:300–14. Full Text 

17. Thoits PA. Mechanisms linking social ties and 

support to physical and mental health. J Health Soc 
Behav 2011;52:145–61. Full Text 

18. Selye H. The Stress of Life. Rev. ed. New York, NY: 
McGraw Hill Education; 1976. 

19. Lucinda LB, Prosdócimo AC, de Carvalho KAT, et al. 
Evaluation of the prevalence of stress and its phases 

in acute myocardial infarction in patients active in 

the labor market. Rev Bras Cir Cardiovasc 2015;30: 
16–23. 

20. Moser DK, Riegel B, McKinley S, Doering LV, An K, 
Sheahan S. Impact of anxiety and perceived control 

on in-hospital complications after acute myocardial 

infarction. Psychosom Med 2007;69:10–16. Full Text 

21. Krantz DS, Sheps DS, Carney RM, Natelson BH. 

Effects of mental stress in patients with coronary 

artery disease: evidence and clinical implications. 
JAMA 2000;283:1800–2. Full Text 

22. Huffman JC, Celano CM, Januzzi JL. The relation-

ship between depression, anxiety, and cardiovascular 
outcomes in patients with acute coronary syndromes. 

Neuropsychiatr Dis Treat 2010;6:123–36. Full Text 

23. Van Rompaey B, Schuurmans MJ, Shortridge-
Baggett LM, Truijen S, Bossaert L. Risk factors for 

intensive care delirium: a systematic review. 

Intensive Crit Care Nurs 2008;24:98–107. Full Text 

24. Ryan DJ, O’Regan NA, Caoimh RO, et al. Delirium in 

an adult acute hospital population: predictors, preva-

lence and detection. BMJ Open 2013;3:e001772. Full 
Text 

25. Fong TG, Tulebaev SR, Inouye SK. Delirium in 

elderly adults: diagnosis, prevention and treatment. 
Nat Rev Neurol 2009;5:210–20. Full Text 

26. Milisen K, Foreman MD, Abraham IL, et al. A nurse‐
led interdisciplinary intervention program for 
delirium in elderly hip‐fracture patients. J Am Geriatr 

Soc 2001;49:523–32. Full Text 

27. Young J, Inouye SK. Delirium in older people. BMJ 
2007;334:842–46. Full Text 

28. VanItallie TB. Stress: a risk factor for serious illness. 

Metabolism 2002;51:40–5. Full Text 

29. Griffiths J, Fortune G, Barber V, Young JD. The 

prevalence of post traumatic stress disorder in 
survivors of ICU treatment: a systematic review. 

Intensive Care Med 2007;33:1506–18. Full Text 

30. Spindler H, Pedersen S. Posttraumatic stress disorder 
in the wake of heart disease: prevalence, risk factors, 

and future research directions. Psychosom Med 

2005;67:715–23. Full Text 

31. Girard TD, Shintani AK, Jackson JC, et al. Risk 

factors for post-traumatic stress disorder symptoms 
following critical illness requiring mechanical ventila-

tion: a prospective cohort study. Crit Care 2007;11: 

R28. Full Text 

32. Edmondson D, Richardson S, Falzon L, Davidson 

KW, Mills MA, Neria Y. Posttraumatic stress disorder 
prevalence and risk of recurrence in acute coronary 

syndrome patients: a meta-analytic review. PLoS One 

2012;7:e38915. Full Text 

33. Guler E, Schmid J-P, Wiedemar L, Saner H, Schnyder 

U, Von Känel R. Clinical diagnosis of posttraumatic 

stress disorder after myocardial infarction. Clin 
Cardiol 2009;32:125–9. Full Text 

http://dx.doi.org/10.1188/12.CJON.21-23
http://dx.doi.org/10.1186/cc12677
http://dx.doi.org/10.1186/cc12677
http://dx.doi.org/10.1111/j.1365-2648.2008.04828.x
http://dx.doi.org/10.12968/ijpn.2011.17.11.552
http://dx.doi.org/10.1111/j.1478-5153.2010.00388.x
http://dx.doi.org/10.1056/NEJMoa1203366
http://dx.doi.org/10.1038/nri1571
http://dx.doi.org/10.1016/j.psyneuen.2005.03.014
http://dx.doi.org/10.1016/j.psyneuen.2005.03.014
http://dx.doi.org/10.4037/ajcc2016322
http://dx.doi.org/10.4037/ccn2016677
http://dx.doi.org/10.1046/j.1440-172X.2001.00257.x
http://dx.doi.org/10.1097/00006842-197609000-00003
http://dx.doi.org/10.1177/0022146510395592
http://dx.doi.org/10.1097/01.psy.0000245868.43447.d8
http://dx.doi.org/10.1001/jama.283.14.1800
http://dx.doi.org/10.2147/NDT.S6880
http://dx.doi.org/10.1016/j.iccn.2007.08.005
http://dx.doi.org/10.1136/bmjopen-2012-001772
http://dx.doi.org/10.1136/bmjopen-2012-001772
http://dx.doi.org/10.1038/nrneurol.2009.24
http://dx.doi.org/10.1046/j.1532-5415.2001.49109.x
http://dx.doi.org/10.1136/bmj.39169.706574.AD
http://dx.doi.org/10.1053/meta.2002.33191
http://dx.doi.org/10.1007/s00134-007-0730-z
http://dx.doi.org/10.1097/01.psy.0000174995.96183.9b
http://dx.doi.org/10.1186/cc5708
http://dx.doi.org/10.1371/journal.pone.0038915
http://dx.doi.org/10.1002/clc.20384


 

Sabbath Prohibitions and Emotional Support for Sick Relatives 
 

 

Rambam Maimonides Medical Journal 11 July 2016  Volume 7  Issue 3  e0023 
 

34. Talisayon R, Buckley T, McKinley S. Acute post-

traumatic stress in survivors of critical illness who 
were mechanically ventilated: a mixed methods 

study. Intensive Crit Care Nurs 2011;27:338–46. Full 

Text 

35. Arenson BG, MacDonald LA, Grocott HP, Hiebert 

BM, Arora RC. Effect of intensive care unit environ-
ment on in-hospital delirium after cardiac surgery. J 

Thorac Cardiovasc Surg 2013;146:172–8. Full Text 

36. Lazarus RS, Folkman S. Stress, Appraisal, and 
Coping. New York, NY: Springer; 1984. 

37. Thorsteinsson EB, James JE, Douglas ME, Omodei 
M. Effects of social support on cardiovascular and 

cortisol reactivity during passive and active behave-

ioral challenge. J Psychiatry Psychol Ment Health 
2011;3:1–12. 

38. Uchino BN. Social support and health: a review of 
physiological processes potentially underlying links 

to disease outcomes. J Behav Med 2006;29:377–87. 

Full Text 

39. Kim J, Han JY, Shaw B, McTavish F, Gustafson D. 

The roles of social support and coping strategies in 
predicting breast cancer patients’ emotional well-

being testing mediation and moderation models. J 

Health Psychol 2010;15:543–52. Full Text 

40. Lyyra T-M, Heikkinen R-L. Perceived social support 

and mortality in older people. J Gerontol B Psychol 

Sci Soc Sci 2006;61:S147–52. Full Text 

41. Herlitz J, Wiklund I, Caidahl K, et al. The feeling of 

loneliness prior to coronary artery bypass grafting 
might be a predictor of short-and long-term postop-

erative mortality. Eur J Vasc Endovasc Surg 1998; 

16:120–5. Full Text 

42. Berwick DM, Kotagal M. Restricted visiting hours in 

ICUs: time to change. JAMA 2004;292:736–7. Full 

Text 

43. Rubert RL, Long D, Hutchinson ML. Creating a 

Healing Environment in the ICU. In: Kaplow R, 

Hardin SR, eds. Critical Care Nursing: Synergy For 
Optimal Outcomes. Burlington, MA: Jones and 

Bartlett Learning; 2007:27–39. 

44. Bergbom I, Askwall A. The nearest and dearest: a 
lifeline for ICU patients. Intensive Crit Care Nurs 

2000;16:384–95. Full Text 

45. Hupcey JE. Looking out for the patient and 
ourselves—the process of family integration into the 

ICU. J Clin Nurs 1999;8:253–62. Full Text 

46. Hupcey JE. The meaning of social support for the 
critically ill patient. Intensive Crit Care Nurs 2001; 

17:206–12. Full Text 

47. McKinley S, Nagy S, Stein-Parbury J, Bramwell M, 

Hudson J. Vulnerability and security in seriously ill 
patients in intensive care. Intensive Crit Care Nurs 

2002;18:27–36. Full Text 

48. Williams C. The identification of family members’ 

contribution to patients’ care in the intensive care 

unit: a naturalistic inquiry. Nurs Crit Care 2005;10: 
6–14. Full Text 

49. Gonzalez CE, Carroll DL, Elliott JS, Fitzgerald PA, 

Vallent HJ. Visiting preferences of patients in the 
intensive care unit and in a complex care medical 

unit. Am J Crit Care 2004;3:194–8. 

50. Abuatiq A. How healthcare providers manage 

intensive care patients’ stressors? International 

Journal of Nursing (IJN) 2014;3(2). 

51. Celik GK, Keleş A, Demircan A, et al. Evaluation of 

patients’ families’ attitudes to witnessing invasive 
procedures in the emergency department. J Acad 

Emerg Med 2013;12:63–4. 

52. Dougal R, Anderson J, Reavy K, Shirazi C. Family 

presence during resuscitation and invasive pro-

cedures in the emergency department: one size does 
not fit all. J Emerg Nurs 2011;37:152–7. Full Text 

53. Petterson M. Family presence protocol can be a 
powerful healing force. Crit Care Nurs 1999;19:104. 

54. Eichhorn DJ, Meyers TA, Guzzetta CE, et al. Family 
presence during invasive procedures and 

resuscitation: hearing the voice of the patient. Am J 

Nurs 2001;101:48–55. Full Text 

55. Geary PA, Formella LA, Tringali R. Significance of the 

insignificant. Crit Care Nurs 1994:17:51–9. Full Text 

56. Fredriksen ST, Ringsberg KC. Living the situation 

stress-experiences among intensive care patients. 
Intensive Crit Care Nurs 2007;23:124–31. Full Text 

57. Rosenbloom-Brunton DA, Henneman EA, Inouye SK. 
Feasibility of family participation in a delirium 

prevention program for hospitalized older adults. J 

Gerontol Nurs 2010;36:22–33. Full Text 

58. Jirong Y, Hshieh TT, Inouye SK. Hospital Elder Life 

Program (HELP). In: Malone ML, Capezuti E, Palmer 
RM, eds. Geriatrics Models of Care. Switzerland, 

Springer International Publishing; 2015:25–37. 

59. Martinez FT, Tobar C, Beddings CI, Vallejo G, 

Fuentes P. Preventing delirium in an acute hospital 

using a non-pharmacological intervention. Age 
Ageing 2012;41:629–34. Full Text 

60. Young J, Murthy L, Westby M, Akunne A, O’Mahony 

R. Diagnosis, prevention, and management of 
delirium: summary of NICE guidance. BMJ 2010; 

341:c3704. Full Text 

http://dx.doi.org/10.1016/j.iccn.2011.10.001
http://dx.doi.org/10.1016/j.iccn.2011.10.001
http://dx.doi.org/10.1016/j.jtcvs.2012.12.042
http://dx.doi.org/10.1007/s10865-006-9056-5
http://dx.doi.org/10.1177/1359105309355338
http://dx.doi.org/10.1093/geronb/61.3.S147
http://dx.doi.org/10.1016/S1078-5884(98)80152-4
http://dx.doi.org/10.1001/jama.292.6.736
http://dx.doi.org/10.1001/jama.292.6.736
http://dx.doi.org/10.1054/iccn.2000.1520
http://dx.doi.org/10.1046/j.1365-2702.1999.00244.x
http://dx.doi.org/10.1054/iccn.2000.1568
http://dx.doi.org/10.1054/iccn.2002.1611
http://dx.doi.org/10.1111/j.1362-1017.2005.00092.x
http://dx.doi.org/10.1016/j.jen.2010.02.016
http://dx.doi.org/10.1097/00000446-200105000-00020
http://dx.doi.org/10.1097/00002727-199411000-00009
http://dx.doi.org/10.1016/j.iccn.2006.09.002
http://dx.doi.org/10.3928/00989134-20100330-02
http://dx.doi.org/10.1093/ageing/afs060
http://dx.doi.org/10.1136/bmj.c3704


 

Sabbath Prohibitions and Emotional Support for Sick Relatives 
 

 

Rambam Maimonides Medical Journal 12 July 2016  Volume 7  Issue 3  e0023 
 

61. Brewin CR, Andrews B, Valentine JD. Meta-analysis 

of risk factors for posttraumatic stress disorder in 
trauma-exposed adults. J Consult Clin Psychol 2000; 

68:748. Full Text 

62. Guay S, Billette V, Marchand A. Exploring the links 

between posttraumatic stress disorder and social 

support: processes and potential research avenues. J 
Trauma Stress 2006;19:327–38. Full Text 

63. Ozer EJ, Best SR, Lipsey TL, Weiss DS. Predictors of 

posttraumatic stress disorder and symptoms in 
adults: a meta-analysis. Psychol Bull 2003;129:52–

73. Full Text 

64. Mylén J, Nilsson M, Berterö C. To feel strong in an 

unfamiliar situation: patients’ lived experiences of 

neurosurgical intensive care. A qualitative study. 
Intensive Crit Care Nurs 2016;32:42–8. Full Text 

65. Alpers LM, Helseth S, Bergbom I. Experiences of 
inner strength in critically ill patients—a hermen-

eutical approach. Intensive Crit Care Nurs 2012;28: 

150–8. Full Text 

66. Nygren B, Norberg A, Lundman B. Inner strength as 

disclosed in narratives of the oldest old. Qual Health 
Res 2007;17:1060–73. Full Text 

67. Hafsteinsdóttir TB, Grypdonck M. Being a stroke 

patient: a review of the literature. J Adv Nurs 
1997;26:580–8. Full Text 

68. Wang K, Zhang B, Li C, Wang C. Patients and per-
spectives: qualitative analysis of patients’ intensive 

care experience during mechanical ventilation. J Clin 

Nurs 2008;18:183–90. Full Text  

69. Twibell RS, Craig S, Siela D, Simmonds S, Thomas C. 

Being there: inpatients’ perceptions of family pres-
ence during resuscitation and invasive cardiac pro-

cedures. Am J Crit Care 2015;24:e108–15. Full Text 

70. Wåhlin I, Ek AC, Idvall E. Patient empowerment in 

intensive care—an interview study. Intensive Crit 

Care Nurs 2006;22:370–7. Full Text 

71. Rotondi AJ, Chelluri L, Sirio C, et al. Patients’ 

recollections of stressful experiences while receiving 

prolonged mechanical ventilation in an intensive care 
unit. Crit Care Med 2002;30:746–52. Full Text 

72. Novaes FP, Knobel E, Bork E, Pavao OF, Nogueira-
Martins LA, Ferraz M. Stressors in ICU: perception of 

the patient, relatives and health care team. Intensive 

Care Med 1999;25:1421–26. Full Text 

73. Cornock MA. Stress and the intensive care patient: 

perceptions of patients and nurses. J Adv Nurs 
1998;27:518–27. Full Text 

74. Fumagalli S, Boncinelli L, Lo Nostro A, et al. Reduced 
cardiocirculatory complications with unrestrictive 

visiting policy in an intensive care unit results from a 

pilot, randomized trial. Circulation 2006;113:946–52. 
Full Text 

75. Mellott KG, Sharp PB, Anderson LM. Biobehavioral 
measures in a critical-care healing environment. J 

Holist Nurs 2008;26:128–35. Full Text 

76. Rabbi Goldberg ZM. Travelling to the bedside of a 
father with heart disease on the Sabbath. Rulings of 

the Ariel Educational Institute of the Academy of 

Torah and Education. Ariel—United Israel Institutes 
13. Available at: http://bit.ly/29NTNX6 [Hebrew]. 

77. Rabbi Waldenberg EY (1915–2006). Responsa Tzitz 
Eliezer. Meshivat Nefesh, Part 9 #8:15 [Hebrew]. 

78. Rabbi Epstein YM (1829–1908 Aruch Hashulchan). 

Orach Chayim. New Square, NY: Oz Vehadar; 2006; 

306:20 [Hebrew]. 

79. Rabbi Hadaya O (1889–1969). Responsa 7:22 

[Hebrew]. 

80. Rabbi ben Maimon M (1138–1204). Hilchot Avodah 
Zarah (Laws of Idolatry): 11 [Hebrew]. 

81. Rabbi Margaliot R (1889–1971). Nefesh Hayyah. 
Novellae on Shulchan Aruch 278. Lvov: Zohar; 1932 

[Hebrew]. 

82. Rabbi Wosner S (1913–2015). Shevet Halevi. Bnei 

Brak: Zikron Meir; 2002: Part 8:65 [Hebrew]. 

83. Rabbi Jacob ben Asher (1269–1343). Orach Chayim 

330:1 [Hebrew]. 

84. Rabbi Elijah ben Shlomo Zalman (1720–1797). 
Shulchan Aruch, Orach Chayim 328:9, on Babylonian 

Talmud, Tractate Baba Batra 156b; Shulchan Aruch, 

Orach Chayim 306:9 [Hebrew]. 

85. Rabbi Cohen YM (1838–1933). Mishna Berurah. 

Warsaw, 1884:306:41 [Hebrew]. 

86. Rabbi Shneur Zalman of Liady (1745–1812). Shul-

chan Aruch HaRav. Orach Chayim. Kfar Habad: 
Kehut; 1989:306:20 [Hebrew]. 

87. Rabbi Nathansohn JS (1808–1875). Responsa Shoel 
U’Meshiv. 3rd ed. Brooklyn: Klilat Yofi; 1999:2:180 

[Hebrew]. 

88. Rabbi Auerbach YM (1839–1900). Netzer Yisrael, 
Likutei Rima. Lvov: 1878:25:74 [Hebrew]. 

89. Rabbi Breisch MJ (1895–1976). Helkat Yaakov, 
Orach Chayim. Tel Aviv: Seder-Kol; 1992:108. 

Available at: http://bit.ly/2a4LylJ [Hebrew]. 

90. Rabbi Gesenbauer SN. Migdal Hashen. Lvov, Austro-

Hungarian Empire: UW Salat Publishing; 1884 

[Hebrew]. 

91. Babylonian Talmud, Tractate Yoma 83a. 

http://dx.doi.org/10.1037/0022-006X.68.5.748
http://dx.doi.org/10.1002/jts.20124
http://dx.doi.org/10.1037/0033-2909.129.1.52
http://dx.doi.org/10.1016/j.iccn.2015.08.001
http://dx.doi.org/10.1016/j.iccn.2011.10.004
http://dx.doi.org/10.1177/1049732307306922
http://dx.doi.org/10.1046/j.1365-2648.1997.t01-19-00999.x
http://dx.doi.org/10.1111/j.1365-2702.2008.02518.x
http://dx.doi.org/10.4037/ajcc2015470
http://dx.doi.org/10.1016/j.iccn.2006.05.003
http://dx.doi.org/10.1097/00003246-200204000-00004
http://dx.doi.org/10.1007/s001340051091
http://dx.doi.org/10.1046/j.1365-2648.1998.00555.x
http://dx.doi.org/10.1161/CIRCULATIONAHA.105.572537
http://dx.doi.org/10.1177/0898010107306690
http://bit.ly/29NTNX6
http://bit.ly/2a4LylJ


 

Sabbath Prohibitions and Emotional Support for Sick Relatives 
 

 

Rambam Maimonides Medical Journal 13 July 2016  Volume 7  Issue 3  e0023 
 

92. Rabbi Neuwirth Y. Shemirath Shabbath: A Guide to 

the Practical Observance of Shabbath. 3rd ed. 
Jerusalem: Feldheim; 2010:32:15; 41:27 [Hebrew]. 

93. Rabbi Teomim J (1727–1792). Pri Megadim: Eshel 
Avraham on Rabbi Gumbiner A (1637–1682), Magen 

Avraham on Shulchan Aruch Orach Chayim 306:18 

[Hebrew]. 

94. Rabbi Weiss YY (1902–1983). Minchat Yitzhak. 
Jerusalem: Minchat Yitzhak; 1993:4:8 [Hebrew]. 

95. Rabbi Jaffe M (1530–1612). On Shulchan Aruch 
Orach Chayim 306:3 [Hebrew]. 

96. Rabbi Meisels R (c.1700–c.1778). Tosefot Shabbat on 

Shulchan Aruch Orach Chayim 330:25 [Hebrew]. 

97. Rabbi Eibeschitz DS (1755–1813). Levushi Srad on 

Magen Avraham 306:18 [Hebrew]. 

98. Rabbi Yosef O (1920–2013). Responsa Yabia Omer, 

Orach Chayim. Jerusalem: Machon Maor; 2004: 
10:29 [Hebrew]. 

99. Rabbi Neuwirth Y. Shemirath Shabbath: A Guide to 
the Practical Observance of Shabbath. 2nd ed. 

Jerusalem: Feldheim; 1989:40:70 [Hebrew]. 

100. Rabbi Abraham AS (1960–). Nishmat Avraham. 2nd 

ed. Jerusalem: Schlesinger Institute; 2007:306:4 
[Hebrew]. 

101. Rabbi Unterman IY (1886–1976). Shevet M’Yehuda. 
Vol 8. Supplement to chapters 8–10. Jerusalem: 

Mosad Harav Kook; 1983 [Hebrew]. 

102. Rabbi Eiesh YM (1700–1760). Responsa Beit Yehuda. 

Leverno: Stamperia & Medola; 1746: Orach Chayim 
59 [Hebrew]. 

103. Rabbi Gutman M. Uniting families on the Sabbath 
after a terrorist attack. Tehumin 2004;34:359–69 

[Hebrew]. 

104. Rabbi Karo J (1488–1575). Shulchan Aruch: Orach 

Chayim 328:4. Tel Aviv: Talman; 1977 [Hebrew]. 

105. Rabbi DiTulus, Vidal of Tolosa (1284–1360). Maggid 

Mishneh on Maimonides, Hilchot Shabbat 2:14 

[Hebrew]. 

106. Rabbi Abraham AS. Nishmat Avraham. Orach 

Chayim 306:9. Jerusalem: Falk Schlesinger Institute; 
1983 [Hebrew]. 

107. Rabbi Weiss A. Holeh shyesh bo sakana: is overriding 
the Sabbath permissible? Shvilai Harefuah 2006; 

8:59. 

108. Rabbi Farbstein M. The borders of pikuah nefesh: 

overriding Sabbath prohibitions for a sick individual 

whose life is in danger. ASSIA 2003;9:106–87 
[Hebrew]. 

109. Rabbi Auerbach SZ. In: Rav Neuwirth YY. Shemirath 
Shabbath: A Guide to the Practical Observance of 

Shabbath. 3rd ed. Jerusalem: Feldheim, 2010: 32:72. 

110. Rabbi ben Meir J (1100–1170, best known 

as Rabbeinu Tam). Tosefot on Babylonian Talmud, 

Tractate Avodah Zarah 28:2. 

111. Talmud Yerushalmi, Tractate Yuma 8:5. 


