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For my mother and my father, who gave me this life—
For my brother, who reminds me to enjoy it—
And for Sathya, who lights the way—
With love and gratitude




Therefore, because death stirs people to seek answers to important spiritual questions, it becomes the greatest servant of humanity, rather than its most feared enemy.


Lord Krishna to Arjuna, Bhagavad Gita


 


 


 


I came to explore the wreck.


The words are purposes.


The words are maps.


I came to see the damage that was done


And the treasures that prevail.


I stroke the beam of my lamp


Slowly along the flank


Of something more permanent


Than fish or weed.


Adrienne Rich, “Diving into the Wreck”




Author’s Note


I was five years old when I first heard that life is temporary.


During the years that my mother worked long shifts as an anesthesiology resident, my father became my guide and my best friend. He cooked me runny eggs in the morning, dried and brushed my unruly dark hair, taught me how to pray, and took me out to eat at fast-food restaurants that my mother would never approve of. One autumn evening after devouring hush puppies together, we sat on the couch next to the window in our small apartment, looking out at the evening sky as my father often did, my fingers still sticky from ketchup and cornmeal. An engineer by training, my father patiently and thoroughly answered my questions about why the sunset burned a thousand bright colors, and why I could see the waning sun and the bright moon in the same sky. When I told him that I wished the sky would always look as pretty as it did then, he told me that all of life is like the evening sky: beautiful, but temporary. Beautiful in part because it is temporary.


“Everything in life—you, me, the sky—will change and then disappear,” he told me, pointing first at the navy blue, and then at the fading pink and orange. He told me that the plant in our living room would at some point wither and die, that someday he would have gray hair and struggle to walk with a cane, that everything and everyone in life changes and passes like the fading colors we watched. The voice he spoke with, quiet and solemn, wasn’t his animated reading voice, his harsh scolding voice, or his melodious singing voice. I must have looked frightened; he told me not to be afraid. “This,” he said, “is the natural order of things, something none of us can escape.” The sooner you learn this lesson, he told me, the more you will value each moment in life, knowing that it is a temporary gift.


This was the first of many conversations he and my mother would have with my brother and me about death and impermanence, and what it means to live well with the knowledge of our transience. But back then, my father and I sat together quietly as I thought about his words, watching as the sun vanished and the stars appeared.
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More than two decades later, during medical school and residency, I found myself unprepared to face the mortality and suffering of my patients. Though my father’s words echoed in the back of my consciousness, reminding me that death is both natural and certain, as a medical student I focused solely on preserving life. I began to believe that a longer life was a better life. A doctor’s job was to manipulate, control, and postpone death, not to accept it as inevitable. We learned to rage against the dying of the light.


I savored the victories, the times when I could treat a terrible pneumonia or diagnose a new and treatable cancer. But sometimes I wondered if my efforts simply prolonged death instead of returning my patients to the quality of life they assumed our treatments could restore. Though I could mobilize an array of remarkable modern technologies to keep a patient alive, I hadn’t the slightest clue how to acknowledge or discuss what all ancient civilizations could articulate and even embrace: the certain end we would all face.


I hadn’t expected that my years of medical training would culminate in the choice to pursue palliative medicine—a relatively new specialty focused on treating the pain and suffering of patients living with a serious illness that often cannot be cured. Although people for centuries have suffered and died from terminal illness, the American Board of Medical Specialties didn’t recognize hospice and palliative medicine as a distinct medical subspecialty until 2006. I also hadn’t expected that, in choosing a field that embraces and addresses the human suffering and mortality that Western medicine overlooks and at times denies, I would come to a different and new understanding of medicine’s role in our lives.


My work in the borderland between life and death has shown me how we—doctors, patients, families—talk around, rather than about, suffering, dignity, living, and dying. We rely on euphemism, silence, and jargon when we most acutely need to be clear and articulate. Medicine must find new language to discuss and destigmatize this experience that all of humanity shares; our silence and avoidance have resulted in much unnecessary anguish. The principles of palliative medicine have the capacity to transform medical practice by offering patients and doctors alike useful and probing language that could change the way we communicate about illness and end of life, both within our homes and in hospitals. This book is my humble attempt to inspire tough but necessary conversations in hopes of easing the suffering associated with the silence around mortality.


On a more personal note, tending to my patients has also shifted the meaning of my own life, forcing me to reevaluate what matters most to me, and to reconsider what it means to live and love well. My hope is that the stories of my patients, colleagues, and family may free us all to acknowledge that a deeper understanding and embrace of our own mortality may actually revitalize how we live, and what we consider to be most meaningful in each of our brief lives.


For we will each age and die, as my father told me years ago. We will lose the people we love. No matter our ethnicity, place of residence, income, religion, or skin color, our human lives are united by brevity and finitude, and the certainty of loss. Just as we strive for dignity and purpose throughout our lives, well before the light fades, we can bring this same dignity and purpose to our deaths, as we each journey into our own good night.








Part 1
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One


SHIFT


San Francisco, 2010


Donna was in her mid-sixties, with wide brown eyes and the smoky voice of a jazz singer. Her skin, sprinkled with freckles and sunspots, stretched tightly against her delicate cheekbones and jaw. It was an unusually balmy afternoon in San Francisco, and somehow the day’s heat and humidity had made its way into her room on the fourteenth floor of the usually chilly university hospital. Donna grasped a handheld electronic fan, closing her eyes as it cooled her face and tousled strands of the thin gray-brown hair that brushed her shoulders. When I met her, I was a fourth-year medical student weeks away from graduation, yet increasingly uncertain that medicine was the right career for me.


Five years earlier, Donna’s kidneys began to fail from a combination of high blood pressure and diabetes. She was weak and nauseated, and missed so many days at work that she nearly lost her job as a secretary in a contractor’s office. In order to feel better and to survive, Donna had to begin dialysis, a three-hour-long treatment three times a week that would clear her blood of the waste products and toxins that her failing kidneys could no longer remove. A vascular surgeon operated on Donna’s arm to create a fistula, a connection between an artery and vein that enabled the dialysis machine to remove, clean, and return all of Donna’s blood to her body. For the first few years, dialysis not only staved off death but actually improved her energy and outlook. She went back to work part time. Her nausea vanished and she managed to gain back the ten pounds she’d lost when kidney failure claimed her appetite.


But a few years later, her nausea and fatigue returned; dialysis began to cause the symptoms it had once fixed. Donna cycled in and out of the hospital with severe infections of the skin around her fistula and blood clots that plugged her fistula, rendering dialysis impossible. During a recent hospitalization, a team of physicians had placed a temporary dialysis catheter in one of the large veins in her neck while another team worked on repairing her fistula, which had clotted again. Yet she returned to the hospital several weeks later with a severe pneumonia, likely caused by powerful bacteria she’d been exposed to during her last hospital stay. When she finally left the hospital, she needed three weeks’ worth of physical therapy in a nursing home before she was strong enough to care for herself at home. Though she was able to return home, she struggled to dress herself, cook, or drive to her dialysis sessions every Monday, Wednesday, and Friday.


She had come to the hospital today because a blood clot once again clogged her fistula. Her doctors wanted to place another temporary dialysis catheter and consult a vascular surgeon to create a new dialysis fistula altogether. But Donna said no.


I don’t want dialysis anymore, Donna told her doctors. I’ve lived a good life.


If Donna doesn’t want dialysis, her doctors wondered, then what does she want and how should we treat her? These were questions I had rarely encountered or considered in my years as a medical student. Like the doctors who taught and supervised me, I was hardwired to preserve and prolong life. On the few occasions I’d seen patients opt out of lifesaving treatments, I’d watched my supervising doctors struggle to articulate another plan—and the consequences and limits of any plan at all. Donna’s team knew they needed help having that sort of delicate conversation with her, so they called the palliative care team to speak with Donna and help clarify what she wanted if she didn’t want dialysis.


As it happened, I met Donna because I had chosen to spend two weeks of elective time on the palliative care service at the University of California, San Francisco, where I was finishing my last months of medical school before beginning three years of residency training in internal medicine. I’d completed all of the required rotations to graduate, having spent one to two months each learning from teams of internal medicine physicians, gynecologists, family physicians, surgeons, pediatricians, psychiatrists, and neurologists. Now, in these last months of medical school, I’d been able to choose which medical specialties I wanted to learn, and which doctors I wanted to learn from.


I searched the list of electives for inspiration. Medical school had been far more technical than humanistic, its emphasis heavy on the science of medicine, light on the art of doctoring. In the first few years of medical school, I understood why this might be the case: I couldn’t diagnose and treat patients without an expert understanding of the body’s physiology, the ways disease could alter it, and the proper ways to treat the dizzying myriad illnesses humans suffered. Yet during my rotations, when I actually saw patients under the guidance of a resident and attending physician, I’d been struck by how little time I spent with patients—no more than a few minutes on rounds, and occasionally a few more minutes later in the day, when absolutely necessary. Entire days whizzed by as we ordered and waited for the results of lab tests and CT scans, typed detailed notes about patients into their electronic health records, met with social workers to figure out how to get patients home as quickly as possible, and talked with cardiologists and gastroenterologists about their recommendations for our patients. Caring for patients somehow meant spending very little time with them. One day, out of curiosity, I timed myself completing my assigned tasks. I spent twice as long in front of a computer as I did examining and talking to my patients.


As graduation and the start of residency loomed, thoughts of quitting medicine arose unbidden in my mind. When I looked through the list of electives I could take, I was really searching desperately for reasons to finish my training. I’d go on to spend a month working with a psychiatrist who specialized in treating patients struggling with substance abuse. I’d spend another month working with a child abuse response team at the county hospital. A classmate recommended that I take a two-week-long rotation with the palliative care team, and I found myself signing up for an elective with them, too.


Donna was the first patient I’d see with Dr. McCormick, the physician on the palliative care team during my rotation. A handsome man with gentle brown eyes and a warm smile, Dr. McCormick wore a blue plaid shirt and khakis and worked closely with a social worker and a chaplain named Ellen. We sat together around a rectangular table and talked about each of the twelve patients our team was seeing, including Donna, our newest referral. “Sounds like the medical team wants to do what they can to help Donna continue dialysis, but she’s not digging that plan,” Dr. McCormick said, summarizing the dilemma that Donna’s doctors needed us to address. “So let’s go find out what she’s got on her mind!” He was casual and personable, professional but not distant. As we walked together down a set of hallways to Donna’s room, it struck me that Dr. McCormick had never met Donna before. I wondered how he, a stranger at the eleventh hour of Donna’s life, would manage to earn her trust and ask her intimate questions that it seemed nobody had asked her before, including the many doctors who had been taking care of her since her kidneys began to fail.


Sunlight poured through the window across from Donna’s hospital bed. I noticed her squinting and lowered the shade slightly. Instead of hovering over her or leaning against the wall as she spoke, Dr. McCormick, Ellen, and I sat in gray folding chairs facing Donna. On the table next to her hospital bed, there was a brown tray with plastic rectangles of smashed peas, fluorescent orange carrots, and a small chicken breast. Someone had checked the boxes “low sodium” and “renal diet” and “diabetic” on a pink slip of paper taped to the side of the tray. “It’s dialysis food,” Donna said, wrinkling her nose as she noticed me looking at her lunch. “Makes me more nauseated than my kidneys do.” A copy of Chicken Soup for the Soul, many of its yellowed pages dog-eared, rested next to her untouched tray.


Dr. McCormick spoke to Donna in a soft tone that exuded compassion and presence. “We are from the palliative care team, and we’re just here to get to know you and to support you as you think through some of the decisions your medical team is asking you to make,” Dr. McCormick said.


“I need . . . all the support . . . I can get,” Donna replied, her voice fading into a whisper as she made her way through her sentences.


Donna’s fatigue penetrated her every word and attempted action. Lifting a forkful of green beans to her mouth had become an accomplishment, she told us. She scratched her arms during our conversation, and dry skin flaked onto the blue hospital blanket. I had seen patients who looked as chronically fatigued and debilitated by disease as she did, but none who refused the therapies we offered, even when I wondered if they were strong enough to benefit from them.


Dread had consumed Donna on the ambulance ride from her dialysis center to the hospital. She told us she had felt her heart thumping against her chest as though it were warning her of impending danger. She knew her doctors would offer her another procedure or surgery to fix her fistula and allow her to continue dialysis. But a question surfaced in her mind, one she’d considered from time to time over the past several months: Would a shorter life without dialysis be better than a longer life with dialysis?


“I’m not suicidal,” she whispered. “I’m tired.”


She told us about the many ways that dialysis had enabled her to enjoy the past five years. She would miss her adopted daughter and the view of the Bay Bridge from her front porch. She would miss making her mother’s recipes for barbecued ribs and lemon tart. But she wouldn’t miss the crushing fatigue of kidney failure that had slowly deprived her of one independence after another: The ability to use the toilet in her Spanish-tiled bathroom. The pleasure of taking a shower alone, scrubbing herself with lavender body wash, standing rather than sitting in a plastic shower chair. The full sensory immersion in her garden, hands deep in the fragrant earth as she tended her marigolds and daisies, leaving behind imprints of her knees in the soft dirt.


“I am sorry this has been so tough for you,” Dr. McCormick said to Donna, handing her a box of tissues. “I hear you saying that dialysis has really helped you to live well and to enjoy your life, but I also hear that over the past year it’s really been making you tired and sometimes it’s even made you sick.”


“Yes, it has,” Donna said, pausing to catch her breath. Even crying wore her out.


“Have your other doctors talked with you about what stopping dialysis would mean?”


I held my breath, unsure exactly what Dr. McCormick was asking. Did he want Donna to say out loud that she knew she would die without dialysis?


“Honestly . . . they didn’t really . . . say too much,” she said, wrapping thin shreds of tissue paper around her right index finger. “What would . . . happen to me?”


“Well, the first thing you need to know is that it is okay for you to want to stop dialysis if it is not helping you to live well,” Dr. McCormick began. “But it is also very important for you to understand what would happen without dialysis. The toxins that dialysis usually removes from your blood would build up.”


“And then . . . I would . . . die?” Donna whispered.


“Yes, you would die from your kidneys failing,” Dr. McCormick replied. I had never seen a doctor tell a patient so directly that they would soon die. I’d seen well-intentioned doctors try to soften the blow of hard facts by cluttering their sentences with rambling apologies or canned reassurances, talking around the truth. Their worry that a patient might be unable to handle plainly stated facts, that they must require unnecessary words and sentiments as a sort of shock absorber, struck me as a form of paternalism. Dr. McCormick’s sentences, concise and compassionate, almost felt transgressive. I had never seen a doctor disclose a wrenching truth with acceptance rather than avoidance. His voice was steady and clear, free of euphemisms like “passing on” or “being at peace.” I waited for Donna to stop the conversation, to say that discussing death so openly overwhelmed her. But all she did was nod. It was as though Dr. McCormick had validated what she already knew, as if she found this statement of truth comforting. “But our focus would be making sure that you are comfortable and free of any suffering during that time.” He looked Donna in the eyes, placing his hand respectfully on her shoulder and nodding his head deeply to emphasize the last part of his sentence.


“How would . . . I suffer?” Donna asked, suddenly looking at me. Even though after years of studying I could tell Donna everything about how her kidneys work and what happens to her body when they fail, I hadn’t the slightest idea how she would experience dying from kidney failure, or what medications could ease her suffering. My silence stunned me. I struggled to understand how I could be on the cusp of becoming a physician and lack the words to answer her question, to guide her through the one certain transition every patient of mine, every human being including myself, would experience.


“When you stop dialysis, one of the most common things that happens is that the fluid that dialysis usually takes out of the body can build up in the lungs, and you can have some difficulty breathing,” Dr. McCormick began, and Donna nodded. “So I would give you medicines to help prevent any gasping or difficulty breathing you might have.”


“Good,” Donna whispered, adding, “I don’t . . . want . . . to suffocate.”


“There are two medicines I will make sure we give you so that you don’t experience that awful feeling,” Dr. McCormick said. “The other thing that can happen is that the toxins that build up when you stop dialysis can make you confused and eventually sleepy. Usually this isn’t painful, but it can worry those around you.”


“I don’t . . . want pain,” Donna responded, and Dr. McCormick quickly reassured her that kidney failure generally doesn’t cause pain, and death would arrive only after loss of consciousness. Kidney failure, he told her gently, could be a very merciful way to die.


I had never seen this type of doctoring before.


As the conversation unfolded, I felt a knot in my stomach harden, realizing the enormous implications of Donna’s statements. Intellectually, I knew that patients could choose not to start a treatment or discontinue a treatment that wasn’t helping them, but I had never witnessed a patient say that their quality of life was actually worsened by a treatment intended to help them live.


“I’m ready,” Donna whispered. “I know . . . God is . . . waiting for me,” she whispered. Chaplain Ellen took Donna’s hand and asked her if she found solace in religion or spirituality. Donna nodded, whispering that she was a Christian, asking Ellen to pray with her. As Ellen read from the book of Psalms, Donna’s shallow breathing slowed, her face relaxing. “When the righteous cry for help,” Ellen read, “the Lord hears and delivers them out of all their troubles. The Lord is near to the brokenhearted and saves the crushed in spirit.”


“Thank you, sister,” Donna whispered.


The dying I had encountered prior to meeting Donna had been either sudden and unexpected (the result of a terrible car accident) or a failure of the most aggressive possible medical treatment (the man with advanced cancer who died after twenty-five minutes’ worth of CPR). In retrospect, I realize that these were examples of death. Dying was a process I hadn’t been able to recognize during my years of medical school. I felt tears burn at the corners of my eyes and blinked them away, willing myself to stay composed. But I wasn’t sad for Donna. I admired her.


Here, at the very end of medical school, mere weeks before I became a “real” doctor, I finally saw what it meant to care for a dying patient.


A portrait of a person, in forty-five minutes. What emerged as I listened to Dr. McCormick’s conversation with Donna was different from taking a social history, a brisk collection of essential facts about a patient’s life that could impact their health: Who was part of their family? Where did they live? What did they do for work? Did they drink or smoke? Did they follow a specific religion? I had always taken pride in memorizing facts about my patients that helped me to understand who they were: their children’s names, their birthplaces, and their jobs. But those were still just facts, ones I collected earnestly because this felt like the closest I’d ever come to knowing my patients as people, seeing them as human beings, despite the ways in which medical training placed an increasing distance between us. This conversation with Donna was different. It was about understanding what truly mattered to her, and how she could make choices about her medical care that would privilege rather than sacrifice her priorities.


Up until this point, I’d come to believe that treating disease was the best way to alleviate suffering. The person and her disease collapsed together, the boundaries between the two ever more indistinct as medical school continued. But by unintentionally treating patients like a panoply of diagnoses, biological mysteries to be solved, I was losing sight of what had drawn me to medicine in the first place: the unique opportunity to become both a scientist and a humanist, translating book knowledge into relief of human suffering. The cumulative challenge of memorizing endless maladies and their treatments, rushing around the hospital to see patients and order lab tests and call consultants, the pressure to perform well, and the long hours in the hospital wore on me, even as the meaning I found in the work waned. During my palliative care elective, though, that meaning began to return. How ironic, I thought, that I began to find my purpose in a field that embraced what medicine sought to erase.


Over the next two weeks, I felt alternately uncomfortable and inspired, grateful to practice the type of medicine that felt genuinely humanistic, but also overwhelmed by the vast gap between palliative care and the medicine I’d been learning.


In those two weeks, Dr. McCormick taught me how to properly evaluate and treat pain and nausea, basic symptoms I realized I didn’t feel prepared to treat even though I was on the verge of completing medical school. When we could ease a patient’s cancer pain or shortness of breath from heart failure, some regained the ability to dress themselves or hold a comfortable conversation. Others slowly became strong enough to get more chemotherapy or enroll in a clinical trial. Dr. McCormick taught me the difference between hospice and palliative care: hospice isn’t a place, but rather a type of palliative care that teams of nurses, doctors, social workers, and chaplains provided to patients, often in their own homes, when they had less than six months to live. I took notes as I watched him lead family meetings, asking patients about how the realities of their diseases reshaped their hopes and goals.


I hadn’t considered that patients could have goals other than fixing a medical problem and returning home. I listened as a patient dying of pancreatic cancer told Dr. McCormick that she wanted to feel well enough to attend her daughter’s college graduation in two months. An elderly gentleman found the courage to tell us that appointments with his oncologist took up too many hours of his waning life; he’d rather be at home with the family he loved than driving back and forth to the oncology clinic, spending hours in a cushioned chair as chemotherapy dripped into his veins. Though many of the patients I cared for were dying, we spoke mostly of their lives, of what it meant to live well in the time they had remaining.


Several days before the end of my rotation, I met Julia, a woman in her fifties with end-stage breast cancer who couldn’t lie on her back because the cancer had eaten through half of her spine. Even when Dr. McCormick and I adjusted her pain medications so that she could finally sleep, the night-shift nurses left notes in her chart observing her to be “awake and alert” and “complaining of insomnia” at three a.m. I asked her what was troubling her, and she told me, “I am just not ready to leave my daughter and my granddaughter. There’s too much I have to tell them.” I listened, nodding, but unsure what to say. I realized once I’d left her room that the version of myself before medical school might have been more capable of empathizing with her as a woman on the cusp of great loss, rather than looking upon her as a patient dying of breast cancer. The irony of this unconscious trade-off—my ability to relate to her human emotions in exchange for the professional distance of medical expertise—left me ashamed. As I took the elevator back down to the room where our team discussed patients, I wondered what other parts of myself I’d lost or forced into dormancy over these past few years.


Hours later, when our team sat together and talked about each of our patients, I described my conversation with Julia and turned to Dr. McCormick, suggesting that maybe we could increase the dose of her sleep aid. Ellen wondered aloud if there was something else we could do for her aside from prescribing a medication to help her sleep. “Have you ever heard of legacy work?” Ellen asked me, explaining that people often want to leave messages or remembrances or expressions of their love for those they will leave behind. Sometimes, people write letters that loved ones open on a specific event such as graduation or a wedding day. Others make videos recounting their love for a spouse, or use paint and posterboard to leave a grandchild turkeys or hearts made of their handprints. I had never heard of legacy work before, but it struck me as a vital tool to attend to patients’ emotional landscape, to help them mine their lives for meaning.


I returned to see Julia several hours later with Ellen, a tape recorder in her hand, and a notebook and pen in mine. “Which do you want to use to tell your family what you need to say?” I asked, as we both explained that we had the tools to record her voice or to serve as her scribe.


She did both. Her voice, alternately strong and broken, for her granddaughter. Her words in my handwriting on lined journal paper for her daughter. She read my letter twice before she signed it in shaky cursive, folding and pressing it against her heart. “Thank you,” she said, “for helping me leave a piece of myself for my girls.” That afternoon, I’d done nothing that specifically required medical training, but Julia slept well that night, waking up only once.
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Both Donna and Julia died. Although she had hoped to die at home with the support of hospice, Donna became confused and then slipped into unconsciousness three days after we met her. Dr. McCormick said she might not survive the ambulance ride home, so we cared for her instead in her hospital room. We covered her with extra blankets when she shivered, and wrote orders to stop nurses from waking her to take her blood pressure and temperature every six hours. Her comfort became our most important vital sign. We stopped by her room several times a day, carefully adjusting doses of her medications to ease her shortness of breath, confusion, and pain. Her family tied balloons to her bedpost and surrounded her with photographs of people who loved her. They encircled her and sang, the melodies of hymns fractured by their tears. She died in the middle of the night shortly after her family left, alone in a quiet but peaceful room.


Julia took her letter and tape and went home with hospice care. Several weeks after my rotation ended, I ran into Ellen, who told me that Julia’s family had written a thank-you note to our team. “I think that letter and that recording gave her some real peace and helped her feel that she could finally let go,” Ellen told me.


What I learned from Dr. McCormick and Ellen was so distinct from what I’d learned and experienced in medical school that I wondered if it was “real” medicine. The medicine I’d learned was fast paced and lifesaving, an enterprise that relied on plastic catheters and ultrasounds, operating rooms and endoscopy suites, a rainbow of pills for diabetes and high blood pressure, saline and antibiotics that coursed through the body from bags attached to an IV pole. The effort to extend life left no space for accepting death.


Still, I left the rotation drawn to palliative care and haunted by the patients for whom my new knowledge came too late. This shift in focus, the inspiration I sought, had everything to do with what I hadn’t learned in medical school, with what wasn’t modeled for me rather than what was. What was it about this negative space, about learning to articulate the unsaid, that called to me?


When I look back on those two weeks, I realize that I did not do for my patients what I had been trained for years to do: I did not diagnose or fix their ailments. They didn’t live for more than days or weeks after I met them. But it is not their deaths that I remember. It is the peace they found in the honesty we offered, in the opportunity for them to articulate their suffering and what they wished for in the time they had left. My acquisition of a particular language, and my shifting relationship to empathy and truth, nagged at me even when I tried to convince myself that I couldn’t possibly do what Dr. McCormick did every single day. During those weeks, I’d felt both human and humane, like a person and a doctor rather than one or the other. I couldn’t dispute that I’d left my rotation feeling the closest I had felt to the doctor I always wanted to be.




Two


WORDS


I’m not sure whether I became a doctor because I loved medicine or because I wanted to be just like my mother.


She was born in Mumbai to Hindu refugees from West Punjab, where her parents had operated a cotton factory in the industrial city of Gujranwala. Upon India’s independence from British rule in 1947, religious politics had cleaved Punjab in two: West Punjab, home to a Muslim majority and to my grandparents, became part of Pakistan. East Punjab, home to mostly Sikhs and Hindus, became part of India. Sectarian violence among Hindus, Muslims, and Sikhs, communities that had coexisted for centuries, claimed the lives of between one million and two million people. Silent trains filled with murdered refugees pulled into railway stations on both sides of the new border. Temples and mosques became sites of genocide. My grandfather recalled entire villages set ablaze, orange flames quivering as they consumed the homes of his friends and the park where they’d walked together most mornings. Dismembered corpses bloodied fields full of sugarcane and wheat.


Around fifteen million people lost their homes, including my grandparents, who barely survived their migration to independent India. After a Muslim neighbor warned my grandfather of an approaching mob, he and my grandmother left their home empty-handed, desperate to reach the border with their young daughter, my mother’s oldest sister. Years later, my grandfather would learn that a mob torched their entire neighborhood just fifteen minutes after they fled. My grandparents went from one refugee camp to another, moving through Punjab and Delhi, eventually staying for five years in Deolali, once a transit camp for British troops in the western state of Maharashtra. Desperate for money and work in a new land, my grandfather decided to change his surname to that of a powerful, well-connected family in Mumbai, hoping that perhaps the illusion of a relationship with them would result in employment opportunities or even a refugee flat. Neither hope materialized, though my grandparents somehow made their way to Mumbai and raised five children in a two-room flat on my grandfather’s erratic and meager earnings as a taxi driver. My grandmother found solace in prayer, firmly believing that God would help her and her young family endure and possibly even transcend the hunger and deprivation that marked their first years in a foreign city, still reeling from the aftershocks of upheaval.


My mother was born in the corner of a room where she and her four siblings and parents slept next to one another on scratchy mattresses. Because she was born at home, my grandparents never knew her birthday with certainty. It was one of the many unknowns in my mother’s early life, far less consequential than the daily uncertainty of my grandfather earning money, of a warm evening meal, of enough clean water to bathe. But one certainty that emerged early in my mother’s life was her desire to become a doctor.


She found her calling at age seven, when she met the family physician who visited their flat with a shiny black bag whenever someone fell ill. He had soft hands and a quiet manner. His bag had a copper clasp that snapped open and shut with a professional click. She imagined it was a magic bag, full of pills and potions that scared away the illnesses that made people sick. She sat next to him as he sewed up her brother’s chin after he tumbled down a flight of stairs, and watched as he offered cool towels and a bottle of bright blue pills to her mother when her face burned with fever and her throat swelled. Just being around him made my mother feel better. She peered into his magic bag and thought that it was bottomless. Maybe when he put his hand in, she wondered, he actually reached into secret worlds. Once she reached into his bag to see what she might find, but quickly withdrew her hand when he turned around. She wanted to comfort people the way he did, words to shoo away fevers and to sew up people’s accidents. She wanted a magic bag of her own.


Her dream buoyed her through discouraging stretches of bleak monotony. There was the incessant honking of cars and metallic scuttle of rickshaw motors, the relentless sonic chaos of Mumbai that greeted my mother when she awoke and persisted after she fell asleep. There were her father’s outbursts—screaming matches with her mother followed by cool silences—when the humiliation of having gone from a thriving business owner to a struggling taxi driver consumed him. There were the fumes from her mother’s stove, vapors that stung her nose and made her dizzy. The fumes meant her father had earned enough money for her mother to make daal and rice for dinner, eventually filling the small flat with the comforting scent of garlic, ginger, and onions. No fumes meant the sharp twisting of her stomach turning on itself as she read her schoolbooks at night, remembering the magic bag when sleep seemed the preferable alternative to studying. She thought of the magic bag on Sundays as she picked lice from her siblings’ hair, crushing their small black bodies between her index finger and thumb, rinsing her hands in a bowl of bloodtinged water.


Prayer brought my mother peace. She placed vines of jasmine atop a silver figurine of Lord Ganesha and a framed picture of Goddess Durga perched on a small bench in her mother’s kitchen. She and my grandmother sat together on the dusty floor of the gurdwara, a Sikh temple steps away from their flat that they entered with solemnity, their heads bowed and covered with thin cotton dupattas. She considered the practice of medicine holy, and begged God for the chance to become a doctor, keeping the image of the magic bag in her mind as she whispered prayers in Sanskrit and Punjabi.


When my mother earned a spot at a medical school in Mumbai, my grandmother cried tears of pride and shame. She and my grandfather could not afford the mandatory admission fee. Later that day, quietly determined, my mother pleaded for help from a wealthy neighbor, who listened to my mother’s predicament and gave her the money she needed. Every time my mother had to pay school fees that she lacked, she begged the dean of the medical school for a scholarship. A combination of her insistence, determination, and excellent grades swayed him each time. Throughout medical school, my mother continued to live with her parents, taking two trains and a bus to and from school each morning, returning as she always had to the smell of her mother’s stove and the scratchy mattresses on the cold floor.
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During my childhood, my mother and medicine were inextricably intertwined, sometimes indistinguishable, each shaping and shaped by the other. It was almost as though medicine was the fifth inhabitant of our home, living quietly alongside my parents, my younger brother, Siddarth, and me. Medicine lived in our hallway closet, where my mother stored the green operating room scrubs that I occasionally wore as pajamas. Medicine carpeted my mother’s car, long strands of her black hair stuck to the wispy blue operating room caps and shoe coverings always underfoot in the passenger seat. Medicine even made its way into my father’s wardrobe. In a number of family photos taken in the 1980s, my father is wearing a shirt my mother gave him, one that advertised a medication she’d started to use in the operating room: “I’m in Control: Tracrium.”


The hospital was my second home, and my mother’s colleagues became my aunties and uncles. On school holidays, she would bring my brother and me to the hospital with her, leaving us in the surgical lounge under the not-so-watchful eyes of surgeons who snacked on doughnuts and chips between their cases in the operating room. They gave my brother and me operating room hats and gowns so that we could pretend to be just like them. I examined my face in the mirror in hospital bathrooms, hoping that I would one day have my mother’s long black hair, her hazel eyes and long eyelashes, her smile so wide and warm that it could both comfort and disarm anyone. I helped her to pack suitcases full of sterile gloves and needles and operating room equipment to donate to Indian hospitals where she volunteered as an anesthesiologist every year, treating patients who lived in the poverty she had escaped. Medicine hovered over my shoulder when my words mother and I sat together studying biology and physiology when I was in middle school, reviewing what I still consider to be the awe-inspiring mechanisms of the heart pumping, the kidneys filtering, the liver cleaning, the brain commanding.


In high school, when I told her what I was learning in biology, she told me I finally knew enough for her to share with me the details of her everyday work. She traced her finger along the side of my neck, showing me how she found a patient’s jugular vein, and telling me why she had to place IVs there to give powerful blood pressure medications to patients undergoing surgery. She traced a similar path along the artery lining my wrist, and showed me where and how she put in a thin, flexible catheter that would sense and report changes in blood pressure. She taught me to trace a path down the front of my neck, showing me the anatomic landmarks she used to insert a breathing tube into a patient’s throat, which would connect him to the ventilator, a machine that would assume the work of his lungs during surgery. She pulled out her stethoscope from her purse and showed me how to listen to my own heart, and then hers, the heart that had nourished me in her womb.


Her heart made the two distinct sounds that my high school physiology textbook described: Lub dub, the steady, reliable sequence of the closure of one set of heart valves and then the second, ensuring that blood flowed in one direction, from atrium to ventricle to the rest of the body. Years later, in medical school, I would remember the sound of her heart as I learned how to read an EKG, its elegant tracings corresponding to the electrical impulse that blazed a path across the heart’s tissue eighty times a minute. During periods of sadness and stress, I would place my hand on my heart, marveling at the fist-shaped muscle that pumped inches below, reminding me that I was just as strong and capable of resilience as the woman whose own heart gave life to mine.


Yet along with my mother’s intense presence was her absence. Even though medicine fostered our bond, the demands of her career also tested it, keeping her at the hospital for stretches of time that felt endless. I was always the last child picked up from an after-school day care program if she was in a complex or emergency case. The hospital operator recognized my voice because I would call to talk to my mother every night she was on overnight call, which for a time was every third night. When I came home from school and found her asleep after working a thirty-hour shift, I would jump on the bed to wake her up, wrapping my arms around her and hoping she would take me to the beach or the park. I would breathe in the scent of her damp hair, freshly washed before she napped, and try to burrow my head in the narrow space between her jawline and collarbone. She would push me away, barely awake, and groggily ask me to let her rest.


I couldn’t be without her, but I came to realize that she couldn’t be without medicine. I followed my mother into medicine because that’s where she was.
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Six months into my internship, the grueling first year of internal medicine residency training, I met John Tan.


Because Mr. Tan couldn’t speak, he wrote me notes instead. He lay in a bed in the intensive care unit of the university hospital, steps away from the ward where I’d met Donna and Julia. He was a thin man in his early sixties with a fringe of gray and black hair that lined the lower edges of his skull. About a year before I met him, he’d survived an aggressive cancer that grew from the lining of his nose and pharynx. But the chemotherapy and radiation that treated his cancer left him vulnerable to infection. A fungal infection invaded the base of his skull and eventually made its home in the lining of an artery feeding his brain. Periodically, pieces of the fungus would break away from the wall of the artery and, carried upward by tides of blood into his brain, lodge in tiny blood vessels that fed his delicate brain tissue. The resulting unpredictable strokes he had suffered robbed him of his ability to walk independently, swallow food, and speak.


“There’s no surgery to remove the infection,” our hospital’s neurosurgeon told me when I asked if there was a way to remove or reduce it. “It’s just a matter of time before he has another stroke. All we can do is continue words the antifungal medications and hope that that will slow down its growth and buy him time. But in the long run he isn’t going to do well.”


Though it posed a constant threat to his life, John’s fungal infection wasn’t the reason he had been admitted to the hospital this time. He’d developed a severe pneumonia and was in the hospital for powerful intravenous antibiotics. But as his pneumonia began to resolve, he suffered a life-threatening bleed from an ulcer in his stomach. I ordered multiple blood transfusions for him and he underwent CT scans and endoscopies to identify and stop the bleed’s source. Shortly after he stabilized, his heart started racing, portending another infection, this time in his bladder.


Mr. Tan was one of ten patients I’d been assigned. The time I spent with him, and every one of my patients, was brief and hurried. Efficiency was every intern’s holy grail, and patients could slow us down by talking for a very long time. Despite convincing myself I wouldn’t follow in the footsteps of the residents I’d learned from, I spent far more time on paperwork and note writing and studying than I did talking with and examining patients. My habits troubled me, but I’d remind myself that I’d need to survive residency in order to practice medicine the way I wanted to. After all, my residency classmates and I joked that we were experts in delayed gratification. But Mr. Tan’s situation set off an internal alarm I couldn’t ignore, the severity of his condition convincing me that taking care of him required me to stop glancing at the clock when I was in his room.


Every morning when I examined him, he greeted me with a crooked smile on his stroke-struck face, left cheek higher than the right, his bright eyes lined with deep crow’s-feet. He extended his left hand, every blue vein visible and protruding, and motioned for me to sit down and join him. His perpetually chapped lips, always partially open, revealed thinning gums and teeth covered in thick saliva, which pooled on the side of his face and collected in the crevice of his collarbone as he napped. The sick-sweet stench of bloody stool, a result of the internal bleed he’d recently suffered, filled his room as I examined him, pressing my stethoscope along the points on his torso where I could best hear his heartbeat and breathing. Again with his left hand—the hand unaffected by his most recent stroke—he picked up the whiteboard and red dry-erase pen that lay at his bedside, next to a navy blue UC Davis mug and what appeared to be a letter written in Chinese characters, and began to write to me.


My mouth feels very dry. Can you give me some gel for it?


His main discomfort seemed so small in light of his pneumonia, bladder infection, stomach bleed, and the ever-present possibility of another stroke. I glanced at his medication list and noticed that the gel I’d ordered had somehow expired. I promised him I’d reorder it. He never had many questions for me. But as he developed one new malady after another and two and a half weeks in the hospital passed by, I realized how many questions I had for him, questions that I’d first heard Dr. McCormick ask: Did he understand how sick he was? How would he want me to take care of him if he got sicker? Had he and his family ever discussed what quality of life he valued, and what decisions he would want them to make on his behalf if another stroke destroyed his ability to communicate? Would he want CPR if his heart stopped? Though I had watched Dr. McCormick open these conversations with a graceful ease, I doubted my ability to do the same. Just as I began to tell Mr. Tan that I’d be back later in the afternoon to make sure his mouth felt better, he started to write me a note.


Do you ever go home?


I chuckled and promised him that I did.


You are here in morning, afternoon, night. When do you go home?


“Okay, now you sound like my mother!” I joked with him, and we both laughed. A patient had never conveyed concern about my own well-being, and I was touched. “I promise you I go home. And it’s very kind of you to even ask me about that!” What I didn’t tell him, what I was ashamed to admit, was that a part of me preferred being at the hospital rather than outside it. Within these walls, I had a clearly defined role, one that brought me a degree of purpose even when it frustrated and exhausted me. Outside in the world, I was uncertain of who I was: I’d invested so much time studying and preparing for work that I no longer knew what to do with myself when I had free time. I became synonymous with my work, even in the moments when I doubted that medicine was the right profession for me. Becoming a doctor had taken up so much of my life that I promised myself I would find a way words to make it feel like the right fit. Outside of the hospital, I had been fighting with my boyfriend at the time, an engineer who had come to resent the emotionally depleted intern who took hours to respond to text messages and who sometimes fell asleep in the middle of a phone call after work. I was impatient in grocery store lines and curt to cashiers. My friends from college slowly stopped calling and emailing me because I mostly didn’t write back; there was always something more pressing—a test, a research project—that seemed to get in the way. I wasn’t good at my life. But I thought I could be good at medicine. I reminded myself to embrace the concept of delayed gratification. What I’d sacrificed now could be mine when I finished my training.


Thank you for helping me, he wrote, giving me a thumbs-up sign.


“You are very, very welcome, Mr. Tan. I promise you I’ll take care of that dry mouth for you.”


As I left his room, I knew I had to muster the courage to have an honest talk about his condition with him and his family. Nobody on the long roster of physicians who treated him—surgeons, neurologists, infectious disease specialists, and oncologists—raised a concern that he might die during this hospital stay. Or that he might survive but leave weaker and more debilitated than he’d been before. Of my ten patients, he was the one most vulnerable to catastrophe. And if he suffered a complication we couldn’t control, we had no plan in place other than to sustain his dying body with every possible invasive machine and technology, regardless of their benefit to him at this late stage of illness. I found myself wondering if I was just treating one of his maladies to buy time for another one to manifest. Yet with many more experienced doctors involved in his care, I felt the least qualified to voice this observation.


Was Mr. Tan slowly dying? I wondered after observing the setbacks he had suffered in the weeks since I assumed his care. And if indeed his time was short, would he want to spend it in the hospital as we chased one problem after another without changing where things were heading? Instead of fearing his mortality, what if I respected him enough to name it, to invite the end of his life into the conversation I knew I’d have to have with him? Would he be alarmed or relieved to know what I was thinking?


I wanted more than anything to be a good doctor—to Mr. Tan, to every patient I’d see now and in the future. But what did it mean to be a good doctor to a patient in his predicament? Was a good doctor the one who promised to do everything in her power to save his life, or the one who was honest about medicine’s limits? Was the good doctor the one who maintained a hopeful silence about Mr. Tan’s uncertain future, or was she the one who broke it?


I moved through the rest of my day, seeing my other patients and discussing my care plan for each one with the two physicians supervising and teaching me: Andrew, a second-year resident, and Dr. Michaels, an attending physician who had finished his residency ten years earlier. As the late-afternoon sky darkened into night, I sat in the residents’ room on the ninth floor of the hospital, writing the ten patient notes I had to complete before going home. The room was a workspace lined with computers and lockers for my fellow residents and me. Battered couches surrounded a table littered with half-eaten bags of chips, crumbs from a grease-stained pink box of muffins, and takeout menus from nearby Chinese and Indian fast-food restaurants. This was where we alternately shared the details of challenging cases and bemoaned the inconveniences of residency. During overnight calls, we huddled together in this room, sharing late-night ice cream bars from the cafeteria and draping warm blankets from the ICU over our shoulders as we typed our notes or researched the treatment of unusual diseases. Though the residents’ room was often cluttered and smelled of a strange combination of coffee and sweat, it boasted a view that consistently brought me peace.


From this windowed room, I could catch the first glimpse of the evening fog’s gray fingers stretching forth from the San Francisco Bay, grasping the city in its embrace. During overnight calls spent seeing and admitting new patients to the hospital, I wrote my patient notes in this same room, pausing to watch the sun spill slowly across the city like liquid gold against the rust and pink of the day’s earliest sky.


Between my four years in medical school, two years doing research, and the start of my residency, I had been living in the Bay Area for nearly seven years. But I’d never found a view of San Francisco as incredible as the one from inside the walls of this hospital. From a conference room on the fourteenth floor, I took in the reliability of the sunrise and sunset over the city’s bridges, hills, and vast patches of greenery, which contrasted sharply with the controlled but unpredictable atmosphere of the hospital. I meandered up to this room most mornings to take in the view before rounds. I pressed my palm against the cool window, its pane bejeweled with the day’s earliest dew. I pressed my palm against this window now, as I took a break from note writing, wishing I could reach through to the wisps of scattered clouds, a mess of stars emerging around them. This window, the thin barrier between the order of nature and the chaos of the hospital.


[image: illustration]


I wasn’t on call that day, which meant that I arrived at the hospital at 6:30 a.m. and would leave around 6:30 p.m., taking a university-operated shuttle bus back to my small apartment. Every four nights, when I was on call, I worked a thirty-hour shift to care for my list of current patients and admit new patients to the hospital. I lived in student housing near the Giants’ baseball stadium and Caltrain depot in the Mission Bay neighborhood of San Francisco. During my ride home, I turned my full attention to the scenery of San Francisco as we passed the green edges of Golden Gate Park, streets in the Tenderloin lined with hotels and clusters of homeless people outside narrow cafés, and a lonely concrete stretch of Seventh Street, where speeding cars on Interstate 280 rumbled on the freeway overpass that hovered over a set of railroad tracks.


Everything about my apartment reflected my harried life. My refrigerator was largely empty save for a few cans of Diet Coke; in one cupboard, I’d gathered a few bruised bananas and apples and bags of baked chips I’d bring home from the hospital cafeteria. A cream-colored futon and an old television I’d bought from Craigslist faced each other in the small living area, where a few of my half-written essays and medical textbooks covered my old Ikea desk. I’d taped a few photographs of my parents and brother throughout the apartment; picture frames I’d bought on sale at Rite Aid sat, unopened, in a sad pile underneath my desk. I slept on a sinking mattress under a maroon and orange duvet, and the empty half of my bed was covered with novels, collections of essays, and poetry I read before sleeping and didn’t bother to return to the bookcase: Rainer Maria Rilke’s Sonnets to Orpheus, Arundhati Roy’s The God of Small Things, Joan Didion’s Slouching Towards Bethlehem. I’d discovered them in college, when I collected syllabi of English classes I longed to take but couldn’t squeeze into a class schedule dominated by prerequisites for medical school. I bought used copies of Black Boy and The Color Purple, My Own Country and Native Speaker. I underlined passages of prose and lines of poetry that stirred emotions I couldn’t name. Though I’d sold my biology and physics textbooks years ago, and long since recycled several notebooks’ worth of chemistry lectures, I continued to sleep next to books assigned in classes I never took.


I always resolved to organize my apartment on my one day off each week, but when that day rolled around, I instead spent it sleeping in and walking along the Embarcadero to the Ferry Building. I’d meander from the bookstore to a vegan doughnut stand to a small café for lunch and walk for hours, letting the sunshine, which I sorely missed at the hospital, warm me. I’d occasionally go out to dinner at tasty, affordable places—a Vietnamese café in nearby Potrero Hill, a South Indian restaurant in the Mission—with a friend or two from my residency program. We talked about the lives of our friends who weren’t in medicine, friends who were married, who lived in homes rather than student housing, and had enough vacation time and money to leave the country or enjoy a spontaneous weekend getaway.


When I began my residency, I was thirty years old. When I caught glimpses of myself in the mirrors of our hospital’s bathroom, I saw a young woman with long black hair and a newly visible strand of gray, dark eyes encircled by faint new shadows, and a narrow face with eyebrows in need of threading. I had never been married, my few relationships crushed by my hours of studying and work and my naïve expectation that those I loved would implicitly understand the physical and emotional demands of my training. By the time my mother turned thirty, she had married a man she’d known for one week, moved with him to a new country where she didn’t words have a single blood relative, given birth to two children while juggling a grueling anesthesiology residency, and started to save her meager resident’s salary for a home and for the future education of her children. At thirty, I still felt like a child, floundering to find my footing in the world, troubled by the endless transience of my training: I saw patients at three different hospitals, working with an ever-changing roster of fellow residents, students, and attending physicians, adapting my work to meet the expectations of each new supervisor. Change was the one constant in my life. I longed for stability.


My mother called me almost every day, though I wasn’t always able to pick up. Tonight, she called just as I lay down in bed, and asked me how my day had been.


“It’s been busy,” I said, closing my eyes, relaxing as her voice, in lilting Hindi, washed over me. I told her about the patient whom I’d correctly diagnosed with new-onset heart failure caused by a prior course of chemotherapy, another patient whose back pain was due to newly discovered multiple myeloma. I told her about Mr. Tan, and wondered aloud whether he would ever be well enough to leave the hospital.


“He sounds very complicated,” my mother agreed. “Nowadays, people are much sicker than before. But I didn’t take care of people the way you do in internal medicine. My job is simple—intubate them and put a few IVs in and then just wait!”


She told me that she and my father were planning their yearly trip to India; they liked to travel in January or February, when the weather was tolerable. We talked about how much her home country has changed, how she could no longer imagine living in a city swollen with people, devoid of silence, its skies darkened by the haze of pollution. I could tell this caused her great pain, returning to a place she had lost. “I don’t think so much about the past or what it used to be,” she told me when I asked if returning to India caused her more sadness than joy. “It is all temporary anyway. We have it, and then it’s gone.” This is what she often said when she spoke of India, of how it had transformed into a place that she could neither recognize nor consider home. But her voice swelled with longing and regret that she couldn’t disguise, and I could sense acutely everything my parents had given up for my brother and me to have the lives we did. When I thought about pursuing a career in literature or anthropology instead of medicine, she was supportive even though she and my father had always assumed I’d follow in her footsteps. But the mix of nostalgia and grief in my mother’s voice haunted me, and I would ask myself if those careers would be worth her sacrifice. I could feel the weight of what she said and left unsaid pressing upon me in a place beyond language.
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The next morning on rounds, when I spoke to Andrew and Dr. Michaels about Mr. Tan, I said aloud the words I’d practiced as I took the shuttle to work hours earlier. “I think maybe it’s time to sit down and talk with his family about . . . where this is going,” I said haltingly, struggling at first to state my recommendation clearly, then continuing boldly. “I am worried that he may get sicker quickly, and I haven’t talked with him or his family about what we should do if that happens. Should we intubate him if he has another stroke and can’t breathe on his own? Would he want CPR to keep him from dying? Does he even really know how bad his situation is? Those seem like things we should address sooner rather than later.” I couldn’t quite articulate my other motivation for the meeting: Everyone taking care of Mr. Tan knew how dire his situation was, how the next illness could take his life. Everyone knew this, except for him.
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