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Praise for A Better Death

‘Death is a subject most of us try to avoid, and all of us need to discuss. I can’t imagine a better starting point for that conversation than Ranjana Srivastava’s illuminating, inspiring and intensely practical book. The things we most want in a doctor – kindness, compassion, empathy and the reassuring blend of technical skill and professional integrity – are all here, shining through every word’ Hugh Mackay AO, author of The Good Life

‘A book brimming with pathos and profound insights on facing death with compassion, kindness and forgiveness, for ourselves and those we may be caring for who are dying. In helping us grapple with our own mortality, with unflinching honesty and pragmatism, Dr Srivastava empowers us to live our lives to the full with an urgency and authenticity that will transform all our lives for the better’ Kon Karapanagiotidis OAM, author of The Power of Hope

‘At last, a book to help us prepare for the end of life. With tremendous warmth and wisdom, Dr Srivastava is a compassionate guide – there is comfort here, but also practical advice about the issues we will all face, and how to die with kindness, courage and perhaps, if we are lucky, grace’ Caroline Baum, author of Only

‘Equal parts moving and informative, this book will leave an indelible mark on anyone looking to cultivate meaning and purpose in life’ Australian Women’s Weekly

‘Ranjana Srivastava is the wisest of doctors. A Better Death brings together a wealth of experience both as an oncologist and as a human being. Srivastava knows that death is far more than a clinical problem. It is the end point of a complex journey, and medicine is only one of the resources that the traveller might require. This book is alive to all the other needs such as friendship, honesty, purpose, touch, love and gratitude. Even a cup of tea. Dr Srivastava shares many stories from her work and does so in an uplifting and forthright manner. A Better Death exudes a calm and positive energy from every page. It is the perfect balm for a fearful and technocratic world. It celebrates the mystery of life’ Michael McGirr, author of Books that Saved My Life

‘Doctor Srivastava takes your hand in these pages, and leads you skilfully but gently along the road to the end of life. She lights that way vividly and with great thoroughness, as she knows it well, both by heart and by practice. You may be reluctant, but Dr Srivastava is irresistibly convincing and wise. Few among us will have the privilege of Dr Srivastava by our side, but this book is surely the next best thing’ Morag Zwartz, author of Being Sam

‘With her distinctive combination of empathy and vision, Dr Ranjana Srivastava has written an indispensable book full of warm and wise advice on how to care for those we love at the end of their lives. Further, she invites each of us to consider how we live now, and to think about our own mortality with a new and clear-eyed compassion. What a gift! Read it and give it to everyone you love’ Kate Richards, author of Madness: A Memoir
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For my patients, who teach me


Ars longa, vita brevis

The art is long, life short.

Hippocrates



What I have learnt about dying well
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I ENTERED MEDICAL SCHOOL with stars in my eyes. After all, doesn’t everyone? Crossing the threshold of the cavernous lecture theatre for the first time, I dreamt of changing the world. The portraits of eminent clinicians that lined the corridors never seemed to me as distant things to be admired; rather, they were a living inspiration to earn the privilege of being a doctor.

Like so many young doctors, I was uncertain about my future. I met brilliant physicians and skilled surgeons who excelled in one area, but I always wondered whose job it was to embrace the whole of the patient, especially when things went downhill. Many times, I saw a laser-like focus on the disease dissipate to nothingness when the treatment failed. This happened especially when people were dying. It was often unintentional, but when a specialist slowly detached from dying patients and their families at a time when they most needed help to navigate what came next, it was really a form of abandonment. Consequently, the people who inspired me were those who chose to stay with patients to the end, who saw their duty in larger terms. They recognised that the end of treatment did not mean the end of care. They were good doctors but importantly, they were thoughtful people and I was moved by what powerful consolation they had to offer.

Since the earliest stages of my career, I was struck by how lonely the end of life could be. I met helpless patients and their loved ones who didn’t know what to expect at the end of life. I noticed the strain of carers who bickered with each other and fought against their internal conflicts. But I also breathed the calm of patients who had made peace with dying and sensed the quiet determination of relatives joined by common purpose. I admiringly watched social workers deal with practical matters like paying off debts and recording a legacy and then finding time for existential questions that didn’t have straightforward answers but nonetheless deserved attention: Why me? Why now?

I shouldn’t have been surprised that one sentiment I repeatedly encountered was how much patients valued the kindness of their doctors. Dying patients and their relatives obviously appreciated the advocacy of their doctors in keeping them well but they reserved their most profound gratitude for those who cared for them and about them at the end of life.

The other crucial thing I learnt was how ill-equipped medicine is to help patients deal with the universal fact of life that is their death. Patients and caregivers described how difficult it was to get to the truth of an illness and how unprepared they felt to make major decisions about how far to go and what to do. For every patient who dismissed the need to talk about death and dying, there were many more who needed help to say the things they meant to say and do the things they longed to do.

Six years of medical school. Twelve more years of training. Eventually, I followed in the footsteps of a mentor to become a specialist in two areas: oncology and internal medicine.

Oncologists specialise in the diagnosis and management of cancer and possess detailed knowledge about cancer treatments, their relative merits, and their side effects.

Internal medicine physicians care for a broad range of patients such as those who have heart disease, stroke, diabetes, dementia, infections, chronic pain, lung disease and other chronic medical conditions. Nine out of ten people over the age of 65 have at least one common chronic condition and many patients consult a specialist for each organ. The most important role of an internal medicine physician is to avoid piecemeal medicine and provide a cohesive approach to the whole person.

My main work is as an oncologist. For three months each year, I also work as an internal medicine specialist. For two decades, I have worked in a public hospital located in one of the country’s most multicultural and also most socioeconomically depressed regions – an area of high crime, entrenched poverty and crippling illiteracy. Practising medicine in this environment and effecting change is twice as hard. I have felt despondent, been threatened and robbed, yet I have never thought to leave. Because tucked away amongst these oppressive problems is something else: an unparalleled chance to learn not only the vagaries of medicine but importantly, how people from different corners of the world experience life and face death.

My patients hail from a staggering 160 different countries. Many don’t speak English as a first language, follow different faiths and have unique customs and traditions. In this melting pot, I care for professionals and labourers, migrants and asylum seekers, people blessed with friends and those who have no one, those who’ve made it in life and those who doubt they ever will. I consult priests and chaplains, imams, monks and rabbis who come to tend dying patients. I observe who keeps vigil at the bedside, what binds a grieving family, and how different people learn to let go, and I realise that this is in fact the unprecedented and richest reward of my work – a chance to contemplate a meaningful life and a peaceful death.

As an oncologist, I see how death from cancer is often emotional and public. Many professionals are dedicated to caring for terminally ill cancer patients who are the beneficiaries of enthusiastic healthcare funding, community sympathy and a steadily increasing pool of resources. It should be so. Unfortunately, in the role of an internal medicine specialist, I see that the same can’t be said of patients dying from dementia, heart disease, stroke, infection, or progressive organ failure. Their death is often slow, their trajectory unpredictable and their dying no less tragic, but such patients and their family members frequently find themselves short of information and counsel at a vulnerable time.

Needless to say, it’s not only the elderly who die; people in their thirties and forties also die of terminal illness, usually with an entirely different set of needs, regrets and responsibilities. A just and humane society recognises that all of us deserve to die well.

We all desire basic independence and dignity; where there is suffering, many of us think it’s preferable to see a life end than turn into a series of slow disasters. Modern medicine has made this an all-too-familiar sight but even when such patients die our relief is tinged with sadness for what the death represents: the loss of a unique individual as well as a beloved partner, a devoted parent, a loved child, or a fond sibling.

Being a doctor has taught me that discoveries, treatments and cures are important and exciting but what’s even more important is the ability of doctors to help patients navigate what happens when the discoveries disappoint, treatments fail, and cures never arrive. Somehow, amid all the advances of drugs and technology, medicine forgot to allow for people to die. Academic journals, scientific gatherings and popular media are rife with stories about the next big breakthrough in medicine, some of which are a just cause for celebration. But we are all mortal and each one of us must contend with the great subject of our own dying. This is where medicine often falls silent, losing its confident tread, ambivalent about how exactly to mention the obvious: that we are all slowly dying and that being afraid of death or not talking about it isn’t going to make it go away.

Doctors play an instrumental role in end-of-life care. They can ease pain and bring peace by helping people understand that it’s time to call a halt to futile and uncomfortable treatment and ponder some bigger questions.

I experienced this myself at a young age when my first pregnancy suddenly ended in the late-term loss of both twins. In the course of a single day, I went from a completely fit woman and a newly-minted oncologist to a terrified patient who was losing both twins through a rare condition I had never even heard of. The bad news was piling up too fast for my shaken mind to absorb it all. But amidst the confusion, I asked the veteran obstetrician a single question that would be my saving grace: ‘Will the twins die?’

To his eternal credit, and my infinite gratitude, he responded yes. Then, he quietly and patiently described why. His eyes were moist and his sympathy palpable.

I can’t overestimate the significance of this straight answer that removed my doubt, stopped my husband and I from looking for answers, and set us on the path to acceptance. The death of the twins was always inevitable; but our experience could have been tainted in so many ways. The right words spoken by the doctor at the right time not only made the sorrow bearable but also put calm and courage in our next steps. The twins were laid to rest and we went on to have three healthy children.

For a doctor who started out dreaming of making change, it’s taken nearly two decades of practice, searing personal loss and soul-searching along the way to realise that a fine medical education and costly training can be justifiably used for a purpose other than extending the lives of patients – doctors can also help patients die well.

After all, some day we’ll all find ourselves in the situation of caring for a loved one or, perhaps more importantly, caring for ourselves at the end of life. None of us on our own could expect to gain all the practicality, knowledge and wisdom needed to die well, but we can all learn something from sharing stories. As the philosopher Michel de Montaigne said, it is good to rub and polish our brain against that of others.

The Mahabharata is a three-thousand-year-old major Indian epic that holds sage lessons for the modern era. It contains a dialogue between a celestial figure and a nobleman. ‘What is the most surprising thing in the world?’ the spirit asks Yudhishthira.

He responds: ‘Day after day man sees countless people die but still, he acts and thinks as if he will live forever.’

This is at once a profound philosophical question for humanity and a personal quest for every human being.
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I KNOW THAT MY PATIENTS would be delighted, humbled and ever so proud that they could illuminate the lives of others. Indeed, there is a lot to learn from the experiences of people dying in this extraordinary time of progress. Many of my patients wish they had more time left for family and better friendships, more laughter, less conflict, more contentment, less stress. But with support and advocacy, they also come to recognise that amid all the twists and turns, there are many moments of happiness, fulfilment and discovery to be cherished that give meaning to life, no matter what its duration. This knowledge and its accompanying consolations can be found if we look for them. The power to achieve a better death lies within each of us.

My greatest hope for this book is that it gives a sense of control to readers. Popular culture might frame it so but dying is not about accepting defeat or letting go. Death is a universal destiny, not the price we pay for living; rather, a natural conclusion of living. Dying well is about treating ourselves and others in the last act of life with grace and goodwill. We can persist with qualities that exacerbate our suffering or adopt those that celebrate the time we have left. For the bereaved, death need not be associated with intractable grief but spur the creation of a hopeful legacy. This is why, for all of us, a better death should not be a mere hope but a worthy goal that honours the life we have led.



A day in the life
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‘HOW DO YOU KEEP calm when you see such terrible things?’ my host quizzed me at a social event. I felt relieved, yet vaguely guilty that the tumult in my mind was not apparent on my face.

Today was gut-wrenchingly difficult, I wanted to tell her. The seven years spent in the shadow of a cancer diagnosis had been broadly kind to my patient, Lucy, although I could appreciate that at age forty-five she might not concur with my definition of kindness, which considered her improved prognosis, a lack of hospitalisation, stable scans and her ability to continue working as a beautician.

Also, her medications hadn’t caused unacceptable side effects; she had avoided regular blood tests; and she was not beholden to her doctors to tell her when to take a holiday.

What this definition did not acknowledge, however, is that she had an incurable malignancy which would one day result in her untimely death, and Lucy felt considerable pressure to make each year, even each month, count as if it were her last. Every annual event such as a school concert, dance performance, or Christmas contained the poignancy of it potentially being her last. No one knew. But a silent clock was ticking somewhere and there was all that living to do before it ran out.

Her medications were not toxic, but they were by no means benign, and she had to bend her mind to get used to them. The catalogue of irritations including insomnia, aches and pains, diminished libido, fatigue and a vague but permanent dread might seem mild or expected according to the drug insert; for Lucy, they were the necessary price for staying alive. Medicine could not restore her former self; life was about adjusting to change. It was an important distinction: every time I assure a patient that a new drug isn’t ‘too toxic’, what I’m really telling them is that on the whole, the trade-off is good but there will be days when it won’t be so. A new uncertainty has entered their life that medicine will not be able to displace.

However, doctors must still be able to relate to the illness of their patients.

‘I feel fine,’ Lucy sometimes reported with puzzlement as I frowned over some test abnormality.

‘I’m so pleased. Remember, not all cancers cause problems.’

What I omitted was to say, ‘But one day, you and I will both feel devastated.’

‘Will it ever go away?’

‘Not completely.’

Sometimes succinct answers are both necessary and useful. They can feel cruel, but they are also my insurance: when a patient says, ‘I had no idea’, I know that isn’t completely true.

However, in Lucy’s case numerous such exchanges over the years had lulled us into a sense of security, which no one questioned as being inevitably temporary. The beneficiary was a wife and mother who welcomed the reprieve granted her at every visit. Why begrudge her the time in which she had seen her children grow? Why cloud their holidays with dire predictions? She was the good news story no one wanted to end.

I had told her that she didn’t need scans at her most recent visit, but her family doctor arranged them to be helpful. Now, Lucy handed over the films and I silently lined up the images, having learnt long ago how much patients disliked small talk during this ritual. I fleetingly wished I’d had prior notice of the scans, but Lucy looked so well that I assumed there was nothing to find.

Suddenly, my heart quickened at the sight of unexpected new disease staring back at me. Blinking my eyes and peering more closely didn’t change that. The changes were small, but definitely present and involved a vital organ, her liver. They were a harbinger of the troubles that lay ahead, the troubles that we’d pushed to the back of our mind for so many years.

The first news of disease progression is devastating for doctors and patients. The floor shifted under me.

‘All good, doctor?’ Her tone was typically soft and respectful.

Many times, in the past, I had turned back to face her with a reassuring smile and a vigorous nod, a sign that things were stable. But in the split second before I turned around this time, I knew that I held the knowledge that would irretrievably change her life. From here on, things would never be the same. Gone were the relaxed appointments and the easy banter about family life and school holidays; in their place a revolving door of fears and concerns. A literal pronouncement that her cancer had spread would shatter her hopes and convince her that she was imminently dying. Bland advice that there wasn’t much to say would be deceptive. I tensed with the task of arranging my words and expression with extra care.

I sat down so Lucy and I were eye to eye.

‘Actually, there are some new changes in the liver,’ I began, with a calm I didn’t feel. Her usually amiable expression faded as I continued, ‘They represent cancer.’ This felt like a needless assault, but it was even more unbearable when patients sighed, ‘Thank god they’re only spots.’ Every oncologist learns this the hard way. ‘I know this is disappointing but it’s very small progression and there are many promising drugs.’

I stopped there, knowing the rest would go unheard. At the inevitable progression of their cancer, some patients weep, others are bewildered and yet others slam the desk in anger. She sat absolutely still and, much as I yearned to stifle the silence with my own noisy plans, I took my cue from her. My silence was an appropriate homage to a lull that would never return.

Her face crumpled with disappointment, she asked to see her scans and I pointed out the silent invaders. She asked if she must start the new drug today and I said no. She asked if, despite my disappointment, I would still be her doctor and at this, my reserve crumbled.

‘I’m not disappointed in you,’ I protested, tears now stinging the back of my eyes. ‘I’m just sorry it came back.’

Her phone rang, and she said apologetically, ‘That’s my mum, she always checks in.’

Lucy’s mother attended the appointments her husband couldn’t, so she’d never be alone. Today, Lucy had felt so well that she’d come by herself. This was a tight-knit family and I hated to imagine the ripple effect of my pronouncement. I made myself think of the fact that the children had strong supports beyond their mother.

‘My mind feels wobbly,’ she said softly. I knew why. Inside, she was already thinking a thousand things – whether she had taken her medication faithfully for all those years, what about that weekend she forgot, if that pain she suffered last month was a sign, what would she tell her mother, what if the new drug didn’t work, how would the children react, how much should she tell them, would she grow suddenly unwell now, would there be time to finish remaining things?

I imagine I’d be the same and there seemed to be nothing remotely comforting to say, so I told her what I thought. ‘I will look after you to the best of my ability.’

If Lucy was unsettled, she didn’t show it outwardly, instead leaving the room politely and leaving me with my thoughts.

Did she sink into her car seat and cry or did she plug her emotions to drive straight home? Did she call her mum back or temporarily spare her the sorrow? Did her husband take the day off or save up precious sick leave? And what did she do that night – feign normality at the dinner table or tell her children the truth? That afternoon, as I calculated the dose of her next chemotherapy, striving to give her all the benefit minus the worst side effects, I was also thinking of the countless calculations she would inflict on herself about how long she had left to live.

I couldn’t help worrying if she’d lost a little faith in me because I didn’t order the scan. Did she consider me blasé about her illness? Did she fear that I’d let her down again? I tried not to let these worries discompose me, remembering that they’re common to doctors whose work knits close bonds with their patients.

After she left, I saw other patients. Some were straightforward; others needed encouragement. Some were experiencing hiccups in their treatment and required interventions, from minor troubleshooting to a perhaps unexpected conversation about a poor prognosis. Every patient needed attention, kindness and, occasionally, a curtailing of my impatience.

But in a corner of my mind, I kept thinking that I couldn’t leave any stone unturned for Lucy. So, I vexed over drugs, trials and the literature. In between, I dreaded meeting her elderly mother and shuddered at the thought of spotting her children in the waiting room. My mind would run ahead of itself and picture her in hospice. I’d hastily rewind it and imagine still undiscovered drugs keeping her well indefinitely. And even as all these sentiments jostled for attention, I reminded myself that I’d been here before and would be here again. These occurrences are an oncologist’s burden and privilege. It’s why some doctors say they could never do this job – and others can’t imagine doing anything else.

I kept thinking of how Monday mornings are the hardest, in spite of the fact that I’ve never considered my work a chore. The respite of a weekend is erased the moment I walk into the ward to meet patients admitted to hospital over the weekend. Monday morning brings me face to face with patients whose anxieties have swelled over an entire weekend and who are convinced that they are in the worst possible situation. Some are right – people know enough to avoid coming to hospital on the weekend unless they are seriously unwell – but many have smaller problems that can be treated with antibiotics, painkillers or plain reassurance.

Unlike the patients I see in my clinic, many of the ward patients are new to me. I might later inherit their care or learn they already have an oncologist at a different hospital. Other doctors might have promised them that come Monday everything will be clearer but often it just isn’t so. Good medicine takes time, though the labyrinthine hospital system can drown even the most capable patients in a sea of vulnerability.

On the rounds, my team gives news of improvement, deterioration and, occasionally, impending death. I often rue that there is no chance for us to ease into work – one of my routine tasks on Mondays is to tell total strangers that I’m an oncologist and they have cancer. There is no ideal time for it but starting the week like this is to rush headlong into emotions that got parked for the weekend. It’s also a powerful reminder of the necessity of treating life with respect and people with consideration.

The stories of my patients are confronting at first sight. A common theme is a lack of acceptance of death as a corollary of life. In fact, tackling this hurdle uses up most of my time. There are many reasons for this: the reticence of doctors and the reluctance of patients to discuss dying and the attitude in modern society that every problem has an instant solution and every ailment a quick fix.

Denial of death is so common that many of my consultations with the sickest patients hinge on broaching the notion that we are all mortal. Interns and junior doctors may never have heard such a conversation. I prepare them by insisting that we can entertain other things – the latest blockbuster therapy, the miracle cure on the evening news, the neighbour whose disease simply vanished – but we must never forget to bring our patients back to the truth: that we have limited lives and it is for us to decide how best to spend our time. This, I believe, is the hardest part of all medicine.

The belief that a conversation is needed doesn’t make it easier to have. If it were so, all the great lectures, compelling stories and grassroots movements about dying well would have worked by now. Ordering another test or prescribing a last-ditch drug requires the mere tap of a keyboard; a conversation about something as significant as mortality takes space and time – and hence money – and there’s always the risk of alienating a patient. No one objects to the doctor who orders an extra test; complaints abound about those who declare there is no treatment left to give.

Patients are willing to put up with a lot but the longer I’ve been a doctor the more I realise that to be a doctor is to care about much more than organs and drugs. Indeed, the burst of information technology has set unprecedented amounts of scientific literature, research and innovation at our feet, more than any doctor can possibly grapple with. Where there is more and more data, there seems less and less heart, but what has never changed is the requirement for a doctor to approach the human condition with a gentle touch.

Especially when it comes to dying, what we ask of our doctors isn’t just professional confidence but also kindness, comfort and consolation. We long to meet someone who has mulled over the idea of mortality and understands what it is like to be cloaked in a set of desires, fears and hopes. We want to be cared for by someone who will take the time to listen to us, advise us but ultimately empower us to make our own decisions. Patients are best served by such doctors – and it’s the duty of all of medicine to aspire to this ambitious but by no means impossible task.

My most onerous responsibility as a doctor is helping my patients come to terms with dying. Who knows, I ponder, one day I might be like them – plaintive and puzzled, inwardly fearful that I might be dying but not daring to think any further because of the sheer thought, work and heartache involved. Our mortality is guaranteed but, sadly, conversations about dying aren’t. In fact, in an era of unprecedented medical progress where interventions can easily spill into futile medical care which is individually painful and societally wasteful, it’s never been more important to think about how we want to die. But if we treat the subject of death as insurmountable, we risk depriving ourselves of a considered life and a peaceful death. We’re born with many instincts and reflexes, but we have to develop the ones that tell us how to live and die well. That’s okay, because we humans have a great capacity to learn from others.

The final consult of the day was with the son of a patient, who burst into tears as he handed me an envelope. ‘I promised myself I wouldn’t cry, but then I saw you.’

‘That’s my job,’ I shrugged, half-despondently, making him laugh.

His card thanked me for a curious thing: ‘for worrying about Dad, but not always in front of him’. It applauded my whole team for ‘showing compassion even when we all knew you couldn’t save him’. It wouldn’t have struck me to do otherwise, but his words were like raindrops to parched earth. I knew how much the writer’s elderly father had wanted to keep on living – sometimes, we measure the strength of a doctor–patient relationship by a patient’s longevity but that’s unfair to everyone. Trust, empathy and communication rank highly too. When dealing with the challenges of the dying, the antidote to our own vulnerability lies in discovering meaningful ways to help them.

Knowing ourselves is a very good start, but to die well, we must articulate our thoughts and make purposeful decisions towards achieving a better death. This has never been more important: I’ve lost count of the patients and families who are plunged into needless grief because they’re unable to navigate increasingly complex healthcare systems that have an impetus to push for more when less might be better.

Our ancestors were acutely aware of the ubiquity of death. Babies died; women succumbed to childbirth; infections, poverty, starvation and accidents wantonly destroyed lives.

‘Death is as sure for that which is born as birth for that which is dead. Therefore, grieve not for what is inevitable,’ exhorts the Bhagavad Gita, an ancient Hindu text.

‘Let us eat and drink because tomorrow we die,’ counsels the Book of Isaiah in the Old Testament.

On a humbler note, I grew up listening to my elderly Indian relatives talk openly about a time they wouldn’t live to see. There was no discernible judgment, desire or angst in their voices – they talked about death as we might about sunrise or the ocean tides, each with an inevitability of its own.

Unlike past eras, death in modern times is rarely sudden or unexpected. We’re living longer, healthier lives and, compared to past generations when it was quite common to lose a parent or a grandparent at a young age, many generations can now expect to grow old together. Few things bring my oldest patients more pride than counting the number of grandchildren and great-grandchildren in their lives. Their elders would have been lucky to see their own child grow up.

Today, infection control, better housing and sanitation, improved literacy, prevention programs, and advances in medical technology have made it possible for us to forget about death. We think we’ll deal with it another time – next month or next year, when we’ve negotiated retirement, when the youngest child has left home, or when something actually goes wrong. After all, the world’s full of people who are alive, isn’t it?

Alas, in doing so, we fail to invest our lives with the thought and meaning they deserve before circumstances force us into this reckoning. I see this frequently when I talk to patients about their limited life expectancy and ask what’s important to them in their remaining days. They look at me with confusion and reply with utter sincerity, ‘I don’t know; I never thought this would happen to me.’
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