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returned to the music that is, after all, the 
reason for the words here. I listened from 
a new point of view, thinking of Glass now 
with an appreciation for his humility and 
unpretentiousness as a writer of prose. I 
reached for Glass Box, a 10-disc collection 
of his works released by Nonesuch in 2008, 
and played one at random; it happened to be 
the ninth CD, which opens with his Sym-
phony No. 3 in four movements, performed 

by the Stuttgart Chamber Orchestra under 
Dennis Russell Davies. The piece struck me 
as lovely—simple and unassuming. But I’ve 
always liked it. 

I went through the box and played a disc 
with music I had never been so fond of: the 
Second String Quartet, a monochromatic 
work built with arpeggios laid atop a repeat-
ing rhythmic pattern—classic Glass. I still 
found it a bit chilly, but strangely now, I 

found myself less resistant to the chilliness 
and more compelled by the distinctive form 
of the piece. I paid more attention to the 
plumbing, and I didn’t think of it as quite 
so pretentious anymore. 

I asked myself: Am I being totally objec-
tive about this music, measuring it solely on 
its own terms, without allowing myself to be 
influenced by my conception of the com-
poser? And I answered myself: Nope. ■

by SOPHIA ROSENFELD

I
n the early 1990s, an upstate New York 
doctor became the medical director of a 
nursing home populated almost entirely 
by severely disabled elderly people. Un-
happy  about all the unhappiness  he saw 

around him, the doctor launched an experi-
ment. Shifting attention from “treatment” 
to “care,” he introduced plants in the living 
quarters, flowers and vegetables in the gar-
den, and a veritable menagerie all around 
the property, including two dogs, four cats, 
and 100 parakeets. Eventually, he added an 
outdoor play area for the employees’ chil-
dren. The results were surprising: greater 
contentedness in the home’s residents (mea-
surable in part by a large decrease in the 
need for psychotropic drugs like Haldol), 
but also extended lives.

Atul Gawande believes in targeted fixes, 
especially small ones. His previous book, 
The Checklist Manifesto, detailed the out-
size benefits of that favorite of highly or-
ganized people, the checklist. In Being 
Mortal, the writer-physician turns his at-
tention to what happens when the elderly 
or infirm are granted a plant to look after, 
a chance to break an in-house rule, or even 
a sustained conversation about their future. 
His contention is that such little adjust-
ments not only produce big payoffs for 
well-being, but also represent significant 
breakthroughs in terms of our thinking 
about questions of such daunting ethical 
and emotional magnitude that we generally 
avoid contemplating them at all. Questions 
like: What can we do to improve the exis-
tence of people in the final phase of life? 
How do we prepare others—and eventually 
ourselves—for the end? 

Gawande has a philosopher’s as well as a 
clinician’s interest in death. His 21st-century 

How to Die 

ars moriendi, or guide to dying well, opens 
not just for show with reflections on Tolstoy’s 
Ivan Ilyich and his tortured, lonely struggle 
with his own mortality. All Ilyich wants in 
his last days, it turns out, are some comfort, 
some companionship, and a modicum of 
truth about his situation, none of which are 
in the offing. And with a modesty, artificial or 
not, that makes the reader like him from the 
start, Gawande details both what happens to 
the body as it ages and falls into decrepitude 

and his own intellectual evolution as a doc-
tor. The all-too-commonplace young physi-
cian who takes his charge to be keeping the 
enfeebled patient alive, whatever the cost 
to that individual, matures into the medical 
professional and family member who wants 
to understand, when one’s final days are 
clearly numbered, what makes a life worth 
living and what does not. 

This abstract bent is combined in Being 
Mortal with a social scientist’s concern for 
the institutional framework in which these is-
sues are—or should be—routinely addressed: 
hospitals, nursing homes, housing complexes 
for the ill or disabled, assisted-living facilities 
(though Gawande, following Erving Goff-
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man, sees all such “total institutions” as struc-
turally related in largely negative ways). Ga-
wande also exudes the novelist’s fascination 
with individual characters, whether patients, 
reformers, or his own family members. Or 
maybe he just has a smart sense that stories 
of lives lived, and their medical and human 
twists and turns as his subjects encounter the 
threat of death, are what will make his own 
largely nonmedical medicine go down. 

Gawande has very little to say about ex-
panding funds or controlling costs; he ob-
viously feels antipathy toward economistic 
approaches to healthcare. The same goes for 
large-scale public policy initiatives or political 
causes. Remarkably, no mention is made of 
the Affordable Care Act or health insurance 
more generally, though Gawande carefully 
picks exemplary characters from across the 
economic spectrum and briefly dismisses the 
idea that anyone should be worried about the 
institution of so-called death panels. A few 
paragraphs on assisted suicide—in which Ga-
wande takes the middle ground, acknowledg-
ing its benefits in extreme cases but hoping to 
persuade his readers that this should hardly 
be a primary policy focus, given how much 
we neglect the lives of the terminally ill—is 
the closest he comes to touching hot-button 
issues. Being Mortal is primarily a polemic 
about Americans’ flawed attitudes toward 
and approaches to death, not least their will-
ingness to abandon the elderly and frail to 
lives of unceasing medical intervention and 
loneliness, whether in their own homes or 
in treatment centers, and the “inhumanity, 
and extraordinary suffering” that this pro-
duces. Gawande anchors this argument in a 
series of painful but engrossing accounts of 
memorable individuals—people with distinc-
tive personalities, conditions, and dilemmas, 
both practical and existential—who are in the 
business of upending end-of-life care, or liv-
ing through it, or both.

W
e all have stories on this topic, 
of course. I read Being Mortal—as 
I suspect everyone will—making 
continual comparisons between my 
own intimate experiences and those 

of its exemplary subjects. Like Gawan de 
(who saves for the final chapter the saga 
of his own proud father’s difficult decline 
and death), I lost my father not long ago 
to a blur of ambulances, care facilities, and 
nameless personnel with varied suggestions 
and solutions. But in keeping with a number 
of subjects in this book, I also saw firsthand, 
with my mother’s even more recent death, 
what benefits to both the dying and their 
immediate families can be derived, when the 

situation is favorable, from relatively low-
tech, compassionate, palliative care, followed 
by hospice services, at home. 

Gawande could be accused of overstating 
the advantages of the latter. Death at home 
is, as he acknowledges, messy and scary for 
everyone involved, just as it is in a hospital. 
Death at home is also potentially fraught 
with its own hazards. Being Mortal has too 
little to say about what happens when family 
members begin to fight over control of the 
proceedings, or when homes are too danger-
ous and unsanitary to be suitable places for 
care, or when the patient is too depressed or 
angry or far gone to make reasonable choices 
and has no dependable surrogates, or when 
the medical professionals themselves disagree 
about suitable interventions and their likely 
outcomes. Surely this approach is not for 
every person or every disease. But Gawande 
has to be correct that more—whether count-
ed in terms of days or remedies—is not always 
better, and that quality of life, or “well-being,” 
even at the very end, is what matters most. 

Ever the pragmatist, Gawande does not 
try to hawk the impossible standard of 
communal, intergenerational care that his 
venerated centenarian grandfather experi-
enced in a “premodern” India that is fast 
disappearing. As Gawande makes clear, too 
much has changed in our global age in terms 
of average life expectancy, family mobility, 
and employment trends, including women’s 
labor outside the home and the advent of a 
phase of life known as retirement. Even the 
act of dying has been transformed by mod-
ern medicine into an extended process— 
“a long, slow fade,” in Gawande’s words—
rather than a sudden occurrence. His solu-
tions mainly take the form of adjustments 
that can be made to existing institutions and 
their standards of care. Some require cut-
ting red tape and reporting requirements, 
along with at least some increase in funding. 
Some depend solely on changes in attitude. 

We need, in his estimation, medical 
schools that produce more gerontologists 
or, even better, more general training in ger-
ontology, so that doctors are attentive to the 
needs of the elderly beyond the strictly med-
ical or physiological. We need various forms 
of assisted living and nursing care that treat 
the elderly or enfeebled as if they still live in 
their own homes, with say over their pos-
sessions and schedules and guests, and locks 
on their doors for privacy when it is desired. 
Individualized attention to sustaining “the 
connections and joys that most mattered” in 
the past to patients—or, ideally, tenants—is 
also advocated, even when it means curb-
ing the default prioritization of safety and 
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organizational needs that characterizes 
most treatment facilities. Finally, and 
most fundamentally, professional care 
providers (doctors, nurses, directors of 
institutions) must take the time, and be 
brave enough, to ask the dying ques-
tions like “if time becomes short, what 
is most important to you?” and then 
help to realize their particular answers.

G
awande is a big proponent of 
giving seriously ill and incapaci-
tated people choices: about what 
to eat, when to sleep, even how 
much medical intervention is 

enough, and when it’s time to put a 
halt to the “unstoppable momentum” 
of treatment. He is adamant that what 
provides people with a reason to carry 
on is the sense that they remain authors 
of their own destiny, that their au-
tonomy as persons has not evaporated 
even if their sphere for exercising that 
autonomy has diminished. That, and a 
genuine connection to others, however 
narrow that circle becomes (hence the 
cats, dogs, birds, and flowers). 

But he also balks at a consumer model 
that has the doctor simply listing options 
and leaving all the rest of the deciding to 
patients, with or without their pocket-
books in play. The values that govern 
hospice care, Gawande stresses, need to 
be brought to those living through their 
final days everywhere. The care giver’s 
job, according to Gawande, should be 
to describe, realistically and compas-
sionately, the landscape that the patient 
confronts and then guide that person 
and his or her kin toward reasonable, 
realistic choices that correspond to per-
sonal priorities and desires. Gawande 
calls this “shared decision making,” and 
he is willing, to a certain degree, to let 
people make “poor choices” (eating or 
drinking what’s not medically advisable, 
for example, or using a walker instead of 
a wheelchair even when it increases the 
risk of falling) if it makes them feel less 
dependent. Safety, he says provocatively, 
is what adult children want most for their 
parents, but it is rarely what those aged 
parents want most for themselves. In the 
end, Gawande insists that care focus on 
the dignity of the old, the ill, and the in-
firm, which is but another way of saying: 
Stop infantilizing the dying. Tell them 
the truth about what lies ahead, and help 
them live as well and as independently as 
they can until they reach the point when  
they have already determined that their 

lives would no longer be worth living. 
This message is intended for other 

doctors, for family members of the 
elderly or ill, and, ultimately, for all 
readers, since, alas, death will eventu-
ally claim each of us. And it is finally 
at the level of emotions, especially fear, 
that Gawande makes his strongest case. 
We—and Gawande really means all of 
us—have become afraid of aging and 
death. We have even become afraid of 
talking about aging and death, because 
broaching the subject can so easily cause 
offense or despair in those to whom it 
is directed. Doctors, too, in a bubble of 
nervousness and mistaken professional 
responsibility, tend to peddle miracle 
cures or hope when it isn’t realistic or 
in anyone’s best interest. This is because 
today we associate the last phase of life 
not only with pain and loss, but also 
with a terrible choice (when it isn’t being 
made for us) between increasing isola-
tion in an unmanageable state of inde-
pendence at home, on the one hand, and 
the misery of institutionalization, on the 
other, punctuated either way by bouts 
of emergency hospitalization. Gawande 
goes so far as to use the loaded word 
“torture” to describe this last phase. He 
also argues convincingly that to imagine 
and then to implement alternative ap-
proaches, the first step must be to con-
front our “terror.” Gawande’s stock in 
trade, as it has evolved over many articles 
and books, may be sensibleness, but it is 
not for nothing that his last, memoir-like 
chapter is called “Courage.” 

Doctors, he insists in his dual role 
as surgeon and son, need to overcome 
their own anxiety. They also need to 
“negotiate” the understandable anxi-
ety of those around them. This turns 
out to mean thinking long and hard 
about the language in which they con-
duct their most difficult conversations, 
starting with why the opening gam-
bit “I’m worried” is better than “I’m 
sorry.” Gawande is especially eloquent 
about what courage in the face of death 
would sound like, and it isn’t heroic 
or grandiose. Being Mortal, with its 
clear, concrete prose, could itself be a 
model—or, indeed, one of Gawande’s 
small fixes. This is a book that doesn’t 
belong to what passes right now for the 
healthcare debate, where the focus is 
almost entirely on data: the number of 
plans or enrollees, costs, rate increases, 
and the like. Yet we should all be listen-
ing attentively. ■

Pinwheel
In the back of my classroom stands Blake’s car
Bearing Dante’s blest Beatrice;
In martial middle, ranked desks, each
Packing a lexicon in undercarriage;
On one book’s pressed pages, surprise!—a raised
Nazi swastika.

Find the kid who did it, turn him in to turn
Him out? Or claim “a teaching moment,”
Redeem the inditer, if woe
Like that might ever be removed, might ever
Cease being banal? Maybe one should give
Credit—extra—for burning

Hate not on synagogue wall or lav stall,
But on language itself, on thought,
A ready reference, a wrought
Consciousness, edginess? Perhaps one must
Pass on the sinner instead, deal with just
The sin, that is, in all

Literalness—save at least time and trouble,
Change what can be changed, blacken out
The offense with more ink (no doubt
A “cover-up,” but what the hell)? Would “Wite-
Out” be better? Or the ultimate hit,
Scissor snipping, eh, bubba?

We mouth each day, “…with liberty and justice
For all,” and study Douglass, Twain,
Truth, Addams, Joseph, Peltier, Tan,
Cisneros, King, and on, but to what end?
The Indian benediction is bent
Backwards, blessing made curse,

Love made hate, again and again, a wheeling
Known all too well. Wheel, whorl, Blake-Dante
Vortex, spirit-world spinning on,
Esti, asti, ist, is… This then: add four
More arms, close the figure, window it. More
Pinwheel, if you will. Still.

ROD KLEBER
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