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			Dedication

			The bookends of my life have been strong women. A secret ­conspiracy of old and young women, ones who raised me and ones whom I have raised. This book is for them.

			To my grandmother Violet, who fought through the hardships of her times and emerged ennobled by the scars. She did not suffer foolish men, neither gladly nor at all. To her grandchildren, she was full of humor and great humanity.

			To my mother, Shirley, whose eyes can never look beyond the needs of others, and who rebels as much as she achieves. Thank you for laughing out loud when my first grade teacher said of me “Don’t expect too much.” Then and now, you have made all things possible and the world a wonder.

			To my daughter Bobbie, who at age three pointed to the moon and asked, “Did you make dat?” I said no, and you were saddened. Then I showed you something better—a horse. As you touched his mane, he touched your heart, and together you began a journey toward your life’s passion and purpose. Some days I like you ­better on a horse, but on all days—now and forever—I will love you to “dat” moon and back.

			To my daughter Maddie, who has taught us the real prize doesn’t go to the winner of the race, or of any contest, for that matter. There is no prize for goodness. Indeed, the good ones simply ­become our heroes. You are mine.

			No one ever had to tell me you were strong women. There was never a need. I always knew.
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			introduction

			In examining disease, we gain wisdom about anatomy and physiology and biology. In examining the person with disease, we gain wisdom about life.

			—­Oliver Sacks

			Tom was only forty when he arrived at Hospice Buffalo with ­end-­stage AIDS. Unlike most of my patients, he was not surrounded by loved ones. Not a soul came to visit, ever. He was rather stoic, so I wondered if the absence of visitors was his choice rather than an indicator of his loneliness. Maybe that was his way of refusing to give death an audience.

			I was puzzled but, wanting to respect his privacy, did not inquire. Tom’s emaciated body showed traces of ­once-­chiseled muscles. He had kept fit and was still quite young, which gave me hope. In light of his age and physical conditioning, I thought that his body would be more likely to respond positively to ­life-­prolonging treatment. Not long after he was admitted, I went to the nurse’s station and decreed, “I think we can buy Tom some time. IV antibiotics and fluids should do it.”

			The charge nurse, Nancy, had been at Hospice Buffalo for much longer than I had. She knew her job, and everyone looked up to her. She was also not one to mince words. Still, her response took me by surprise: “Too late. He’s dying.”

			I said, “Oh really?”

			She replied, “Yep. He’s been dreaming about his dead mother.”

			I chuckled ­awkwardly—­equal parts disbelief and defensiveness. “I don’t remember that class from medical school,” I said.

			Nancy did not miss a beat. “Son, you must have missed a lot of classes.”

			I was a ­thirty-­year-­old cardiology fellow finishing my specialty training while working weekends at Hospice Buffalo to pay the bills. Nancy was an exceptional veteran nurse who had limited patience for young, idealistic doctors. She did what she always did when someone was out of their ­depth—­she rolled her eyes.

			I went about my business, mentally running through all the ways modern medicine could give Tom another few weeks or even months. He was riddled with infection, so we administered antibiotics. Because he was also severely dehydrated, I asked for a saline drip. I did all I could do as a doctor to prolong his life, but within ­forty-­eight hours, Tom was dead.

			Nancy had been right in her estimation of where he was on the downward slope. But how could she have known? Was it just pessimism, the numbing effect of having watched so many people die? Was she truly using a patient’s dream as a predictor of life-span? Nancy had worked in hospice for more than two decades. She was tuned in to aspects of dying I knew nothing about: its subjective dimensions. How patients experienced illness, particularly dying, had mostly been ignored throughout my training as a doctor.

			Like many physicians, I’d never considered that there might be more to death than an enemy to be fought. I knew about blind ­intervention—­doing everything possible to keep people conscious and ­breathing—­but had little regard for the way any given individual might wish to die, or for the unavoidable truth that ultimately death is inevitable. Because it had not been part of my medical education, I failed to see how the subjective experience of dying could be relevant to my role as a doctor.

			It was ultimately the remarkable incidence of ­pre-­death dreams and visions among my dying patients that made me realize how significant a phenomenon this was, both at a clinical and a human level. As a hospice doctor, I have been at the bedsides of thousands of patients who, in the face of death, speak of love, meaning, and grace. They reveal that there is often hope beyond cure as they transition from a focus on treatment to notions of personal meaning. As illness advances, grace and grit collide and bring new insight to those dying and their loved ones, insight that is often paradoxically life-­affirming. This experience includes ­pre-­death dreams and visions that are manifestations of this time of integration and coming into oneself. These are powerful and stirring experiences that occur in the last days or hours of life and that con­stitute moments of genuine insight and vivid re-­centering for patients. They often mark a clear transition from distress to ­acceptance, a sense of tranquility and wholeness for the dying. Patients consistently describe them as “more real than real,” and they are each as unique as the individual having them.

			These end-­of-­life experiences are centered on personal histories, self-­understanding, concrete relationships, and singular events. They are made of images and vignettes that emanate from each person’s life experiences rather than from abstract preoccupations with the great beyond. They are about a walk in the woods relived alongside a loving parent, car rides or fishing trips taken with close family members, or seemingly insignificant details such as the texture or color of a loved one’s dress, the feel of a horse’s velvety muzzle, or the rustling sound of a cottonwood’s shimmering leaves in the backyard of a childhood home. ­Long-­lost loved ones come back to reassure; past wounds are healed; loose ends are tied; lifelong conflicts are revisited; forgiveness is achieved.

			Doctors owe it to their patients to incorporate this awareness into their practice. End-­of-­life experiences ought to be recognized as evidence of the ­life-­affirming and inspiring resilience of the human spirit that drives them. They are proof of humanity’s built-­in, natural, and profoundly spiritual capacity for ­self-­sustenance and ­self-­healing, grace and hope. They help restore meaning at end of life and assist in reclaiming dying as a process in which patients have a say. They also benefit those left ­behind, the bereaved, who get relief from seeing their loved ones die with a sense of peace and closure.

			This subjective experience of dying is also a powerful reminder that beauty and love in human existence often manifest themselves when we least expect it. The patients who summon up comforting processes at life’s end are beset by symptoms of a failing body over which they have limited control. They are at their most frail and vulnerable, existing within suffering states of aching bones and hunger for air. Catheters, IVs, and pills may now be part of their every day, sometimes literally functioning as extensions of their bodies under the daily medical management that is their new and irreversible lot. They may experience various degrees of cognitive, psychological, and spiritual dissonance. Yet even as the inexorable march of time is taking its toll on their bodies and minds, many also have ­pre-­death dreams and visions in the context of which they display remarkable awareness and mental sharpness.

			Herein truly lies the paradox of dying: patients are often emotionally and spiritually alive, even enlightened, despite a precipitous physical deterioration. The physical and psychological toll of dying may be undeniable, but it is also what makes the emotional and spiritual changes brought about by end-­of-­life experiences border on the miraculous. Doing justice to end-­of-­life experiences means accounting for this paradox, one in which death and dying transcend physical decline and sadness to include spiritual awakening, beauty, and grace. Or, as the title character in the acclaimed Tuesdays with Morrie puts it, “Aging is not just decay, you know. It’s growth. It’s more than the negative that you’re going to die.” This is also true of the dying process, which often functions as a summing up, culmination, and capstone, an opportunity to recognize and celebrate our humanity in all its complexity and dignity rather than just as an ending.

			My hope is that this book will inform and empower patients nearing death, as well as their families and caretakers. It brings to life the stories of the exceptional people who’ve been willing to share their dreams, thoughts, and feelings as they approached their final transition. It is meant for those who will, sooner or later, “cross the threshold of eternity,” which is to say, everyone. It is about living and for the living.

			These are brave individuals such as Kenny, a retired funeral home director and father of five children, who, right before his death at age ­seventy-­six, was visited by the beloved mother he had lost when he was only six years old. As death neared, he appeared as a little boy in his dreams, and could hear his mother’s soothing voice uttering the words “I love you” again and again. He even reported being able to smell the distinct aroma of her perfume in his hospital room.

			Or ­ninety-­one-­year-­old Deb, a retired retail worker at a department store, who eight days before passing from ischemic heart disease had “extremely comforting” visions of six deceased family members in her room, including her father, who “was waiting for me.” A day later, she saw herself being driven away by her childhood friend Leonard as her deceased aunt Martha exhorted her to “let go.”

			Another patient, Sierra, at ­twenty-­eight and facing the unbearable thought of her ­four-­year-­old boy becoming motherless, was understandably in denial about the severity of her condition. The cancer hospital had sent her to hospice “to be more comfortable,” a metaphorical turn of phrase she interpreted literally with all the sanguineness of youth. “I am going to beat this,” she whispered to our confused staff mere days before her death. A vision of her deceased grandfather telling her he didn’t want her to suffer anymore finally brought acceptance and gave her and her grieving family the strength to let go. She no longer feared her own nonexistence and died peacefully in her mother’s arms.

			And then there was Jessica, who, at thirteen, taught me how to come to terms with the inconceivable, the passing of a child. When I asked her what the dreams she’d been having meant to her, she simply responded, “That I am loved. I will be fine.” There are times when it takes the innocence of a child to guide us through the unbearable.

			The prejudices of ­present-­day medical training have caused an inability to see dying as anything but failure, and they compromise the ­self-­soothing power of patients’ end-­of-­life experiences. Simply put, doctors often see end-­of-­life experiences as irrelevant to their craft. Medical students and physicians are trained to dismiss anything that cannot be measured, imaged, biopsied, or removed.

			It’s also true that the medical profession is more comfortable with questions of the brain than with questions of the mind, so the words and experiences of the dying are easily dismissed as the ramblings of people who are cognitively impaired or possibly suffering the side effects of medications. Our current medical model reflects a limited view of the totality of the dying experience.

			In the evolution from treating illness to caring for the dying, medical staff should lead the way instead of denying or merely medicating these powerful end-­of-­life experiences. Patients and their families should be encouraged to speak about them openly with their medical care providers. This helps enhance patients’ mental ­well-­being, and it helps doctors dispense better care. Managing symptoms medically should include promoting dying patients’ psychological and spiritual ­well-­being, as well as preserving patient dignity at life’s end.

			How can such a careful balance be achieved? I believe that no one other than the patient can or should answer this question. Few researchers have directly asked those who are nearing death exactly what it is they are experiencing, what their dreams and visions mean to them, and how they affect their physical and mental states.

			Again, this is largely because medical training is about defying death. Having myself been there and done that with nurse Nancy and our patient Tom, I knew that to convince my colleagues to change their ways, we would have to translate end-­of-­life experiences into a language they understood, the language of ­evidence-­based research. So we conducted structured interviews to provide said evidence. We provided quantifiable data, lots of it. But I didn’t know then what I know now, namely that it takes much more than data and statistics to produce the kind of revolution in our treatment of dying that would help patients and their families.

			This book is therefore a plea: we need to bring doctors back to the bedside, to their roots as comforters of the dying rather than as mere technicians trying to extend life at all costs. This includes examining end-­of-­life experiences in a caregiving framework and accepting them as medically important. Studies have shown that despite the value and positive significance of these experiences, patients are reluctant to discuss them due to a fear of ridicule and questions regarding their medical legitimacy. And because many physicians simply avoid addressing them, this widespread inattention further isolates the dying. Patients’ inner experiences matter to them; therefore, they should matter to doctors. An awareness of their clinical significance and universality will close the gap that currently exists between the care given and the care needed.

			The acceleration of the science of medicine has obscured its art, and medicine, always less comfortable with the subjective, has been more concerned with disproving the unseen than revering its meaning. Gaining access to the human emotions that are not available to science therefore means turning to other disciplines. This is especially true of dying, the time when nature assumes its rightful role and medicine can no longer defy death. In the prescient words of the ­sixteenth-­century philosopher Montaigne, “If you know not how to die, never trouble yourself; Nature will in a moment fully and sufficiently instruct you; she will exactly do that business for you; take you no care for it.” He was right. When we do not overly medicalize the process of dying and instead dignify and validate ­near-­death experiences in all their physical and spiritual dimensions, dying becomes less about death than about life’s resilience.

			The richest, most thoughtful and resonant discussions on dying have come from the ­humanities—­from writers, poets, and philosophers as far back as ancient ­Greece—­and from Buddhist and Islamic texts to accounts from China, Siberia, Bolivia, Argentina, India, and Finland. Meaningful ­pre-­death dreams and visions have been recognized in the religious and sacred traditions of Native Americans and other indigenous peoples around the world. They are mentioned in the Bible, in Plato’s Republic, and in medieval writings such as the ­fourteenth-­century mystic Julian of Norwich’s Revelations of Divine Love. They show up in Renaissance paintings and in Shakespeare’s King Lear. They appear in ­nineteenth-­century American and British novels, in T. S. Eliot’s poetry, and last but not least in the Dalai Lama’s meditations on death. If anything, the medicalization of death has obscured a language that has always been available to make sense of our finitude and that has been integral to humanity’s cultural need to maintain connection with the departed.

			In contrast to humanist thinkers’ ­long-­standing obsession with the subjective aspects of dying, anthropologists, sociologists, psychoanalysts, scientists, and medical professionals have examined end of life in detail only since the beginning of the twentieth century. These disciplines aim mostly to describe and prove hypotheses in a more or less objective fashion. There is no doubt a place for all of these perspectives in our approach to dying, but the differences are crucial when trying to redress the overmedicalization of mortality in our contemporary lives. It explains why patients themselves, as well as their caretakers, are more drawn to the imaginative and creative arts when it comes to making sense of their end-­of-­life journey.

			William Barrett, a professor of physics at the Royal College of Science for Ireland in Dublin, appears to have written the first scholarly book on the subject in 1926. Deathbed Visions was based on the observations of his wife, an obstetrician, who described the visions of a woman who died in childbirth. But the study of the phenomenon there too is primarily focused on proving a ­hypothesis—­whether the visions are of the afterlife or the ­paranormal—­often at the exclusion of the patient perspective, the only voice that matters. In the West, end-­of-­life dreams and visions have more recently been discussed as evidence of phenomena ranging from the neuronal workings of a dying brain to the consequences of oxygen deprivation, an approach that has not accounted any more than previous ones for the view from the bed, the one that matters.

			In light of the limitations of science when it comes to representing the subjective dimensions of dying, it is not surprising then that Atul Gawande, surgeon by day and public health author by night, chose to reference a literary text to introduce his masterful exploration of aging, death, and medicine. Being Mortal begins with his reading of a short story by novelist Leo Tolstoy, a literary text that recounts the suffering of the dying protagonist Ivan Ilyich. Similarly, the neurosurgeon Paul Kalanithi’s posthumous memoir about living and dying with cancer derives its haunting title, When Breath Becomes Air, from a literary source, a poem titled “Caelica 83” (1633), which was written by an Elizabethan author named Baron Brooke Fulke Greville. And last but not least, when Nina Riggs, a poet and mother of two, received a terminal diagnosis of breast cancer at the age of ­thirty-­seven, she too turned to literature to make “the experience of living with death in the room every day one that everyone can relate to.”

			Again and again, patients, as well as their caregivers, turn to poems, plays, or novels to make sense of their mortality. At a time when bodily symptoms and decline seem to overtake otherworldly considerations, it is often fiction and creative works rather than nonfictional representations of reality that speak to the terminally ill in profound and resonant ways. Dying patients, maybe more than anyone, yearn for insight into their end-­of-­life experience, an experience that seems first to transcend reason but that ultimately brings another level of understanding.

			In 2015, I gave a TEDx Buffalo Talk about what it meant to have gathered data based on the direct testimonies of dying patients. On the heels of that, the work was featured in the New York Times, Huffington Post, Psychology Today, Scientific American Mind, and the Atlantic Monthly. Then a documentary film crew approached us, and within the first week, the teaser for their film attracted more than six hundred thousand views on Facebook. It was clear that the public at large was drawn to this subject in a way that doctors were not. This discrepancy was emblematic of the gap between the perceived and the actual needs of patients and their loved ones.

			The feedback was simply overwhelming; testimonials from families and friends who sat vigil at the bedside of dying loved ones and bore witness to end-­of-­life dreams and visions clearly revealed a need for such experiences to be addressed in a caregiving framework.

			As hospice work demonstrates again and again, when the patient is kept comfortable and otherwise left to follow the natural course of things, death becomes more enlightening than a simple pulling down of the shades. The tragedy of human existence is not the fact of death or suffering or the inability to defeat them. It is the inability to rethink dying as anything other than the “dimming of the light.” It is, in the philosopher Alan Watts’s words, “that when such facts are present, we circle, buzz, writhe, and whirl, trying to get the ‘I’ out of the experience.” To me, rewriting the “I” of the patient into the shrouded story of humanity’s finitude means making the subjective experience of dying a crucial part of how I medically treat my patients.

			It has become easier to live longer but harder to die well. We have lost our way with dying and with death. Most Americans want to die at home in the care of loved ones, yet many die in institutions, often alone or in the care of strangers. The death people wish for often becomes the one they fear, a sanitized and undignified one. Amid the current madness of medical excess, there is a need for spiritual renewal that medicine alone cannot address. By exploring the nonphysical experience of dying, there is an opportunity to reframe and humanize dying from an irredeemably grim reality to an experience that can contain richness of meaning for patients and loved ones alike. Death Is But a Dream illustrates an alternative sensibility and approach to care at the end, one in which the patient simply comes first.

			By letting patients themselves tell us what they need and value the most, we can humanize the end-of-life process. In the words of the poet Rainer Maria Rilke, “I will not say that one should love death; but one should love life so magnanimously, so without calculation and selection that spontaneously one constantly includes with it and loves death too (life’s averted ­half) . . . Only because we exclude ­death . . . has it turned more and more into something ­alien . . . something hostile.”

			And truly, what the dying fear most is not losing the capacity to breathe but the loss of a life they can recognize as their own, what “makes life worth living.”

			End-­of-­life experiences testify to our greatest ­needs—­to love and be loved, to be nurtured and feel connected, to be remembered and forgiven. They provide continuity between and across lives. Based on the content of these dreams, it’s obvious that the forgiveness and love that count the most come from family. As doctors, we owe it to our patients to support and facilitate their capacity for ­self-­healing and ­self-­nurture. Sometimes, that means standing out of the way so that people like Tom can be reunited with and comforted by ­long-­lost mothers and so grieving mothers like Mary, to whom I will introduce you next, can once again hold their deceased children.

			I am a doctor, and all my patients die. Despite the tremendous loss inherent in these words, there is light within the darkness of dying as most patients find a path to affirming the love they felt, the relationships they cherished, and the life they led. This book is their story.

		

	
		
			Chapter One

			from there to here

			Do not believe that he who seeks to comfort you lives untroubled among the simple and quiet words that sometimes do you ­good . . . Were it otherwise he would never have been able to find those words.

			—­Rainer Maria Rilke

			The making of a doctor is a process with a beginning, middle, and no end. Student doctors leave the halls of medical school with vast amounts of information and knowledge that they will eagerly dispense to their patients. When they arrive at the hospital for the next phase of their apprenticeship, they have learned about disease and have yet to learn about illness: the former occurs in organs; the latter in people. The last and most important phase of their training will be lifelong. This is when the patient teaches them, and they are hopefully ready to listen and humble enough to hear. This is when they learn that sometimes the best way to treat a failing human heart is to set the stethoscope aside and ask about what matters to the patient, rather than just what is the matter with them. And one day, just when they think they have mastered the science of medicine, they will meet a patient who will summon them to tend to the soul. This moment will hold a lesson in empathy these doctors will never forget, the first of many through which they will find the true richness of the calling. The patient who first guided me through that moment was Mary.

			Mary was a ­seventy-­year-­old artist and mother of four, and one of my first patients at Hospice Buffalo. I once visited her room when her “whole gang,” as she called them, was gathered around her sharing a bottle of wine. It was a ­low-­key family affair, with Mary appearing to enjoy the company of her brood, even as she drifted in and out of alertness. Then something odd happened. With no prompting whatsoever, Mary started to cuddle a baby only she could see. Sitting up in her hospital bed, it was as if she’d lost touch with the here and now and was acting out a scene from a play, kissing this imaginary baby in her arms, cooing to him, stroking his head, and calling him Danny. Even more striking, this incomprehensible moment of maternal connection seemed to have put her in a state of bliss. Her kids all looked at me, uttering variations of “What’s happening? Is she hallucinating? This is a drug reaction, right?”

			I may not have been able to explain what was happening or why, but I did understand that the only appropriate response at that moment was to refrain from intervening medically in any way. There was no pain to alleviate, no medical concern to ­address. What I saw was a human being experiencing an unseen yet tangible love, all beyond my medical understanding and reach.

			With Tom, it was nurse Nancy who had relayed his dream experiences to me. I neither witnessed them nor could have them corroborated. By contrast, with Mary, I was observing firsthand the undeniable state of comfort and ease with which she was approaching the end of her life’s journey. Refuting this was no more an option than explaining it.

			I watched in awe, as did her grown children. After their initial outburst, they were overcome with emotion, no small part of which was due to their relief at seeing their mother’s serenity. She did not need them to intervene, any more than she needed me to make a decision or say anything that could or would alter the course of her last moments. Mary was tapping into an inner resource none of us knew she had. The feeling of gratitude and peace that overtook us was like no other.

			The next day, Mary’s sister came in from out of town and unraveled the mystery. Long before any of Mary’s four children came into the world, she had given birth to a stillborn baby she had named Danny. She was overcome with grief after losing the baby, but she’d never spoken of it, which is why none of her surviving offspring even knew about him. Yet in this moment, with death waiting in the wings, the experience of new life had returned to Mary in a manner that clearly provided warmth and love, and maybe even some small compensation for her loss. At death’s door, she was revisiting her past trauma as a wrong redressed. She had reached a palpable level of acceptance and even looked like a younger version of herself. Mary’s physical ills couldn’t be cured, but it appeared that her spiritual wounds were being tended to. Not long after this remarkable episode, Mary died peacefully, but not before transforming what I understood “dying peacefully” to mean. There was something intrinsic to Mary’s dying process that was not only therapeutic but that also unfolded independently of the ministrations of her caretakers, including her doctor.

			The irony of caring for patients whose needs are as spiritual as they are medical was not lost on me. I went through medical school with a deep aversion to the nonphysical aspects of dying that stemmed from losing a parent in childhood.

			The last time I saw my father I was twelve. I remember my mother stepping outside his hospital room to speak with my uncle, leaving me alone with my dad, as he lay there, dying. He began to fiddle with the buttons on my jacket, telling me to get ready because he was going to take me fishing at our cottage up north in Canada. I knew there was something slightly off about this plan, but I also knew that whatever he was experiencing was okay. In fact, it was very comforting to me that he seemed at peace, and that we were together, and that he wanted to take me fishing. I also intuitively knew that this was the last time I was going to see him. As I reached out to touch him, a priest came in and pulled me away. “Your father is delusional. You should go.”

			My dad died later that night. I was too young to find the words to express the feelings of loss that would remain with me the rest of my life.

			I never mentioned let alone discussed what I’d witnessed at my father’s bedside. It was only half a lifetime later, when I was preparing for my TED Talk on ­pre-­death dreams and visions, that the irony of all this struck me. In a way, my whole life’s work could be traced back to this powerful event from childhood, and I’d never connected the dots.

			Like my father, I became a doctor. As strange as it may sound, if you have an aversion to death, medical school is a safe place to be: the word death is rarely mentioned, let alone the experiences patients have leading up to it. Medical training is about defying death, and if death can’t be defied, then it is essentially denied, in whole or in part.

			I first came to realize this when attending to dying patients during my ­pre-­rounds as a resident. My job was to complete the “­pre-­rounding,” which consisted of going from bed to bed, usually at five a.m., to collect patient information before the chief resident made the official rounds an hour later. The word resident could not have been better chosen. The position involved literally residing at the hospital while putting in ­eighty-­ to ­one-­hundred-­hour workweeks.

			During that time, I silently and uneasily witnessed the practice of “signing off,” shorthand for when doctors stop following a terminal patient. We not only abandoned critically ill patients, we did so by speaking the worst words anyone could say to someone suffering and in need: “There is nothing left that we can do.” From a medical perspective, there was nothing more to be diagnosed or treated; from the point of view of a doctor in training, nothing to be learned. This process of elimination by paperwork was my first encounter with the institutional abandonment of dying patients, and it was part and parcel of my training as a doctor. I would one day come to realize that there is, in fact, a lot left that we can do: we can resurrect the lost art of bedside medicine and care for those who are dying by being present and relieving ­suffering—­which entails more than just pain ­management—­when a cure is not achievable.

			After a residency in internal medicine, I began a fellowship in cardiology. The year was 1999, and several factors led me to start working part time at Hospice Buffalo. As a fellow I struggled to make ends meet with two children in a ­one-­income household, so I always moonlighted to pay bills, mostly in ERs. As a result, I carried a pager at all times, so any additional position I took on would have to allow me to go back to the hospital in the event of an emergency.

			One sleepless night, I set out to read the paper front to back and noticed a boxed ad in the classifieds section, a job advertisement for a doctor at Hospice Buffalo. I thought: “Who places a want ad for a doctor?” A more pertinent question, which didn’t occur to me at the time, would have been “What sort of doctor answers a want ad?” I wasn’t even sure what a hospice doctor really did because I had successfully petitioned to get out of the hospice rotation when I was a resident. Few medical students take courses in geriatrics or palliative medicine. They try to avoid facing death and want to pursue the profession’s idealistic yearnings to cure. I was no exception. In many ways, I was completely oblivious to death despite witnessing it firsthand, often at the hospital. I knew close to nothing about what it meant to be a doctor to the dying.

			Today, we live with a ­death-­avoidance model of care that is inadvertently reinforced by a ­fee-­for-­service ­health-­care marketplace based on outputs rather than outcomes, volume rather than value. What dictates patient care is in part determined by billable products and services provided in the form of imaging, labs, and procedures. In such a context, it’s often easier to get CAT scans than practical assistance at home. This is a symptom of the mismatch between the care that is needed and the services that are delivered. By its very design, our system is often unable to recognize dying patients who may simply need attention in the form of presence, care, and comfort, not “acts of doing” or billable interventions. This is why the modern death ritual has so many people spending their last days in emergency rooms and intensive care ­units—­because that is where modern medicine recognizes them as patients. The “nearly dead” are sentenced to a medical assembly line of the absurd, undergoing imaging that yields unnecessary information and even receiving pacemakers for hearts that aren’t allowed to stop even when the rest of the body has.

			Dying in the hospital is an expensive proposition that ironically leads to neither longer nor better life. We know we have a problem on our hands when the majority of Americans claim not to want to die in an institution yet most of them do. Half of all dying patients visit an emergency room within the last month of life, even though any such medical intervention has been proven to make no difference to the course or outcome of their disease. They could have had the same level of medical care and much more comfort at home.

			In my time as an intern and then as a resident, I had become increasingly discouraged by a hospital medicine that processed people like they were paper. I was certainly exposed to devoted doctors, but I was also working with many who had lost interest in patients as people; they merely completed tasks and filed forms and dictated notes. A widening bureaucratic gap was separating doctors from the bedside, so much so that many of my colleagues had stopped finding personal meaning in their work. Every hour of interaction with patients meant two hours of meetings and documentation. They were swallowed up by the economics of medicine. I never objected to the demands of ­being a doctor, but witnessing destroyed vocations was getting to me.

			I had come to realize how right a fellow physician’s assessment was when he warned, “Today, healing is replaced with treating, caring is supplanted by managing, and the art of listening is taken over by technological procedures.” Dr. Bernard Lown, professor emeritus of cardiology at Harvard, wrote this more than two decades ago, and the trend toward an impersonal and technological medicine has only gotten more pronounced. Too often healing continues to be sacrificed in the name of treatment. And when treatment is no longer an option, doctors often forsake healing altogether.

			I knew then that to survive and excel in medicine, I would need to experience it at a more immediate and genuine level. So, barely informed, I contacted Hospice Buffalo and inquired about an interview for a weekend job.

			I was aware of the irony that getting this job would mean caring for the very patients I had “signed off” on at my other job. I wasn’t exactly sure what a doctor’s role at a hospice center was, so I went to the interview with some of the implicit bias against the job inculcated in me by my medical training, and thinking, “What kind of doctor works in hospice?”

			At the end of what turned into a ­two-­hour conversation, I asked my interviewer, Dr. Robert Milch, one of the founders of ­Hospice Buffalo, what qualities were necessary to be a good ­palliative care doctor, and he answered, “Righteous indignation.” I had walked in ignorant and somewhat ambivalent. I left enlightened and powerfully motivated. And I never looked back.

			When I told the Cardiology Department that I was leaving to pursue a career at Hospice Buffalo, I received puzzled encouragement from some and downright ridicule from others. One doctor said that hospice was something you did when you retired. Another doctor suggested I go see a psychiatrist. Most saw my career move as a waste of a professional life. It was true that those involved in Hospice Buffalo were primarily volunteers and retirees, but they were also ordinary men and women who, at bedside, became extraordinary. I watched more than one gruff and sullen senior colleague transform into the most tender and attentive caretaker when tending to dying patients. I was joining this organization at a time when I was disillusioned with the bureaucratic and impersonal nature of the medical profession, and these men and women were instrumental in helping me reconnect with a more humanist medicine. This was the kind of medicine my father had practiced.

			One of my earliest and most vivid childhood recollections is of sitting impatiently in the waiting area of an emergency room, eager for my father to finish his shift so we could go to a hockey game. Sitting around the corner from the exam room, I heard part of his interaction with a sick patient. The way he was talking made me think this person must be somebody really important. I had not seen the patient enter and thought nothing of it until an elderly man left, thanking my dad for his time. The man’s scraggly gray beard was held together by layers of grime, and he looked bewildered by the kindness he was receiving. As a homeless man, he never knew what would be coming around the corner, but in this crowded emergency room, his vulnerability was both shared and relative.

			Illness is society’s great equalizer, and on that day, I was seeing medicine for what it is: life struggling to care for itself. I was too young to comprehend the significance of this moment, yet its impact on me was undeniable. My father’s gesture of caring may have been simple, but it was something in which I could believe. It helped me to understood why, for my dad, it was a genuine privilege to be a doctor. What I had witnessed was more captivating than the hockey game I was missing that night.

			This was also the same type of medicine that defined the hospice care I was so eager to join.

			The transition into my new position was not easy. I was a neophyte in a team of dedicated and longtime support staff among whom I had yet to find my role and prove my worth. Hospice was a ­nurse-­coordinated ­movement—­in part a rebuttal to traditional ­physician-­led medicine, so doctors, including me, were met by palliative care nurses with some suspicion. After all, it was nurses who were at the bedside and who witnessed again and again the needless suffering that was sometimes caused by the failings of conventional medicine. It was nurses who recognized that the dying had needs that went far beyond physical concerns. It was nurses who saw that the unit of care was not just the patient but the patient in the context of his or her life and family. And ultimately it was nurses who remained at the bedside to provide compassionate care to those for whom there was “nothing left to do.” When I joined the team, some nurses made it pretty clear that doctors were there to play a supporting role and that symbolism was important: no white coats allowed. Oversized egos were to be checked at the door.

			But it was not just nurses who kept my ego in check.

			One of my earliest hospice patients was Peter, a former university president who had been diagnosed with pancreatic cancer and had lost so much weight that his previously high blood pressure and blood sugar were now low. Because he was no ­longer seeking aggressive treatment for his terminal cancer, he had received little care oversight, and his medications had not been reviewed or adjusted. As a result, Peter was weakened to the point of debility and unable to stay awake to enjoy activities such as the political discussion groups he attended at the center. He was also towering at six feet two inches, which, combined with his ­weary-­eyed expression and the effects of inadequate medication, made him look skeletal.

			After simple adjustments to his medications, Peter was able to regain momentum, enjoy his intellectual gatherings, and recapture a sense of dignity and purpose. He then went on to suffer from a myriad of ­disease-­related challenges and symptoms that were equally manageable, proving that the symptom demands of illness should require the same consideration as the disease itself. The lesson was clear: the need for responsible medical care does not stop just because cancer treatment does.

			Peter was not the only patient I met for whom a terminal diagnosis had become a liability insofar as it obscured the management of other conditions that were actually treatable. It was possible for a patient to suffer and even die from a manageable condition such as a urinary tract infection or anemia when transitioning to a “comfort” model of care. The decision to pursue palliative care was tragically often interpreted as consent to do nothing.
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