
Conclusion: Toward a New Ethical Framework for the Art of 

Dying Well

Lydia S. Dugdale

The day I met Diana in the primary care clinic, I noticed that it took my 

medical assistant Jackie longer than usual to settle her in the examination 

room. When Jackie gave me the signal that Diana was ready, she whispered 

“There’s a lot going on with her.” I took a deep breath and braced myself; it 

was a Monday afternoon, I was running behind, and new patients with “a 

lot going on” typically don’t help me get back on schedule.

I had hardly opened the door when a sophisticated, well-groomed woman 

in her mid sixties blurted out “I’m dying. I know I’m dying. I need you to help 

me through this.” Diana hardly paused to inhale as she proceeded over the 

course of the next twenty minutes to tell me the story of her illness, of how 

just seven months earlier she had been the picture of health for a 66-year-old 

woman, of how in an instant she had found herself in the ICU on life sup-

port because of overwhelming sepsis, of how the doctors had found that the 

cause of the sepsis was a previously undiagnosed autoimmune condition run 

amok, of how she had been told that her disease was rapidly progressive and 

would soon be fatal, and of how she was “right this instant” making plans 

to hand over the reins of various academic projects she had been directing. 

After a split-second breath, during which I considered asking—on account 

of her unremitting speech—whether she had a history of overactive thyroid, 

she proceeded for another twenty minutes to deliver an account of her life 

story: of her grim upbringing, of her earlier failed marriage, of her current 

wonderful marriage, of those she considered her children, and of her various 

civic and professional involvements. All doctors know that there exists an art 

to interrupting the incessantly talking patient, and even though for the sake 

of my other waiting patients I should have plied that art, I did not; there is 

something sobering about meeting a self-consciously dying woman face-to-

face and being asked to accompany her in her dying.

9813.indb   173 3/3/15   1:43 PM

C
o
p
y
r
i
g
h
t
 
2
0
1
5
.
 
T
h
e
 
M
I
T
 
P
r
e
s
s
.

A
l
l
 
r
i
g
h
t
s
 
r
e
s
e
r
v
e
d
.
 
M
a
y
 
n
o
t
 
b
e
 
r
e
p
r
o
d
u
c
e
d
 
i
n
 
a
n
y
 
f
o
r
m
 
w
i
t
h
o
u
t
 
p
e
r
m
i
s
s
i
o
n
 
f
r
o
m
 
t
h
e
 
p
u
b
l
i
s
h
e
r
,
 
e
x
c
e
p
t
 
f
a
i
r
 
u
s
e
s
 
p
e
r
m
i
t
t
e
d
 
u
n
d
e
r
 
U
.
S
.
 
o
r
 
a
p
p
l
i
c
a
b
l
e
 
c
o
p
y
r
i
g
h
t
 
l
a
w
.

EBSCO Publishing : eBook Academic Collection (EBSCOhost) - printed on 2/25/2020 1:50 PM via UNIV OF CHICAGO
AN: 995882 ; Dugdale, Lydia S..; Dying in the Twenty-First Century : Toward a New Ethical Framework for the Art of Dying Well
Account: s8989984.main.ehost



174 Conclusion

What struck me that day about Diana, and what approaches the heart 

of the Ars moriendi, was her firm and clear recognition of human finitude, 

her acknowledgment that life is bounded. How can we begin to describe 

a framework for an art of dying well if we don’t first admit of limitation 

and death? We can’t talk about the art of dying without first accepting that 

we will die. Art invites careful attention to the possibility of beauty and of 

flourishing. We must attend wisely to death; we must consider its excesses 

in light of its deprivation, its beauty in light of its decay. Only those who 

accept human mortality can experience an art of dying.

Diana further impressed me that day by the way in which her acknowl-

edgment of finitude drove her to reflect on her life, which she largely sum-

marized in reference to community. Community helps us to recognize frail 

hopes and joys that surface in the midst of adversity. Relationships clarify 

the goods that we value and the ends to which we orient ourselves. Having 

spent much of the past three years thinking about what might constitute 

a contemporary Ars moriendi, I conclude—at least provisionally—that an 

art of dying cannot develop without two central components: clear recog-

nition of finitude and a strong sense of community. In the face of death, 

the calm acceptance of finitude and the embrace of community allows for 

flourishing even as the body fails.

Callahan’s prescription for a peaceful death, which Lysaught describes in 

chapter 5, includes four components: acceptance by the patient, minimal 

pain, maximal consciousness, and the presence of community. While my 

provisional proposal for a contemporary art of dying appears to include 

only the first and last of these, sufficiently broad conceptions of finitude 

and community can include but also go far beyond the medical aspects of 

dying. A nuanced understanding of finitude by patient and physician, for 

example, attends to the effects of medical and technological developments. 

Physicians who seek to honor their dying patients’ finitude necessarily aim 

to minimize  their  suffering;  and  in  seeking  to honor  the  patients’  com-

munities, they necessarily strive to maximize their patients’ consciousness. 

Comprehensive conceptions of finitude and community—as I will show—

can also address many other aspects of dying, including the spiritual, the 

secular, the personal, and the political.

Since the goal of this volume is to articulate a bioethical framework for 

dying well, we must ask in this final chapter whether we still hold that bio-

ethics is well matched to the task. Concluding that only a broad conception 
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Toward a New Ethical Framework for the Art of Dying Well 175

of bioethics can encourage both the contemplation of finitude and the cul-

tivation of community, with its attendant goods and ends, I will address 

these two central components with a view to a bioethical framework. I will 

outline today’s unique obstacles to an art of dying, and will conclude by 

identifying those areas that remain to be explored.

A Task for Bioethics?

As I argued in chapter 1, bioethics provides for medicine a common moral 

language and structure for resolving complex quandaries. The contributors 

to this volume have articulated means by which bioethics might, in limited 

ways, contribute to a contemporary Ars moriendi, but Lysaught in particular 

expresses grave reservations about the ability of bioethics to do so in any 

meaningfully substantive manner. I argue in response that a sufficiently 

robust conception of bioethics could indeed contribute to the establish-

ment of a modern Ars moriendi.

Lysaught suggests that the methodology of bioethics is too limited to 

take on the project of articulating a contemporary art of dying. The best it 

can do, she says, is to “invent a generic and putatively neutral ‘art of dying 

in hospitals’ available to all patients,” or to “call for medicine simply to 

make a space for individual patients to draw on rituals from their own tra-

ditions or invent rituals of their own making.” Lysaught concludes, as does 

Callahan, that both of these options are insufficient. Instead, she proposes 

that bioethics consider the ethical framework of virtue ethics, an ethics that 

links practices with social ends; it is only within a virtue framework that the 

Ars moriendi can be grounded.

In fact, bioethics has seen in recent decades a revival of interest in a vir-

tue-based approach to medical ethics. The physician and ethicist Edmund 

Pellegrino is well known for his systematic defense of virtue ethics and its 

application to the practice of medicine.1 Additionally, other bioethicists 

operating under principle- or duty-based paradigms have taken on the vir-

tues within their own frameworks.2

If such work has already been done, then why does Lysaught insist that 

bioethics has yet to incorporate virtue into its methodology? A complete 

answer is beyond the scope of this chapter, but briefly, I would suggest 

that although a virtue-based approach to bioethics has repeatedly been pro-

posed, it hasn’t yet become a dominant model for solving ethical problems 
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176 Conclusion

in medicine. Neither has it featured prominently in how bioethics attends 

to dying and death. Some scholars find virtue ethics too complex for 

seamless application to bioethics, while others contend that it cannot rea-

sonably address all the problems posed by bioethics.3 Some argue that a 

virtue-based approach merely supplements other paradigms, and need not 

exist independently.4

And yet, since virtue ethics and bioethics do often overlap, Lysaught’s 

proposal is perhaps not as impossible as it might seem. She suggests that 

for bioethics to create a framework for a modern Ars moriendi, it must do 

the following:

•  incorporate  properly  a  virtue  methodology  into  its  conventional 

methodology

•  learn  how  to  facilitate  substantive  clinical  and  cultural  conversations 

about goods and ends

•  ask serious questions of economics, attending to the myriad and power-

ful ways in which contemporary economic systems and philosophies qui-

etly and often invisibly shape the patient, the clinical infrastructure, and 

biotechnology

•  return dying to its proper, non-medical location, namely, the home or at 

least the local community

•  make clear that practices at the deathbed must necessarily be related to a 

broader set of tradition-specific practices cultivated throughout life in the 

home, the congregation, and the community.

In other words, Lysaught is suggesting that in order for bioethics to be able 

to articulate a contemporary Ars moriendi, it must expand its methodology, 

generate substantive dialogue that challenges its own preconceptions, sup-

port efforts that expand home- or community-based dying, and support the 

role of specific communities in preparing their members for death.

Bioethics can surely rise to the challenges posed by the first four of these 

five tasks. However, one wonders whether it must falter at the fifth—which 

Lysaught associates with the Scottish philosopher Alasdair MacIntyre. Can 

bioethics create what she describes as community-specific and tradition-

specific lifelong practices that are carried out by community members for 

and with the healthy as well as the dying, with the aim of shaping commu-

nity members to die well? It is not clear whether bioethics on its own can 

achieve this; nor is it self-evident that bioethics has to go to this extreme 
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Toward a New Ethical Framework for the Art of Dying Well 177

in order to support an art of dying. But bioethics certainly can encour-

age individual communities to cultivate such practices; at the very least, it 

shouldn’t get in the way of attempts by communities to do so.

Furthermore, it is worth bearing in mind that for more than half a mil-

lennium the practices of the Ars moriendi adapted organically to various 

religions, cultures, societies, ethnic groups, and countries without any 

interference or direction by bioethicists. Rather, individual communities 

recognized that the model offered by the Ars moriendi contained rich con-

tent that could be adapted in accordance with the determined ends, goods, 

and needs of their own communities.

Yet Lysaught insists that if bioethics doesn’t create a MacIntyrean art of 

dying, “a good death will remain extraordinarily difficult to accomplish in 

the clinical context.” And so she offers a second-tier approach to a good 

death, or to “a less medically malformed dying process.” According to this 

approach, bioethics must seek to do the following:

•  make the dying the principal directors of their own dying processes

•  ensure that the dying know that they are dying

•  enable the dying to take stock of their life, to express gratitude for life’s 

goods as well as sorrow for its closure

•  integrate  practices  of  reconciliation,  or  “mutual  forgiveness”  among 

patients, family members, friends, and health care practitioners

•  incorporate patients’ communities integrally into the dying process

•  acknowledge and attend to the wounds inflicted by death on patients’ 

communities.

The content of these bioethical approaches to dying well—either the first-

tier or the second-tier model—is surely more substantive than either the 

“generic and putatively neutral ‘art of dying in hospitals’ available to all 

patients” or the do-it-yourself approach to dying rituals that Lysaught and 

Callahan describe.

Even though this second-tier art of dying might seem to fall within the 

purview of contemporary bioethics, Lysaught remains unsure whether it 

is possible within the constraints of modern medicine. Palliative care, for 

example, attempts to accomplish these second-tier tasks; yet Lysaught asks 

whether palliative care, to use Callahan’s term, may be “deforming” dying 

in new ways (a point Curlin raises in chapter 4). Lysaught also asks whether 

bioethics can persuasively address questions of ends and goods, and notes 
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178 Conclusion

that different roles within the health care setting (patient versus hospital 

administrator, for example), will tend to predispose their protagonists to 

conceptions of ends and goods that are starkly different and even at odds. 

Can bioethics help to identify those goods and ends that are worth pursu-

ing? Surely the answer is in the affirmative: bioethics can facilitate a deeper 

understanding; but whether it will is difficult to predict. Certainly success 

will not be readily or easily achieved.

Lysaught’s remaining doubts can, I believe, be addressed by bioethicists, 

philosophers, and theologians, together with physicians, as long as their 

conceptions of bioethics are robust enough to allow for the integration of 

virtue ethics. Her concern that new approaches to death will “deform” the 

dying process in new ways renders it all the more important that bioethi-

cists continue to engage, deeply and tenaciously, with questions pertaining 

to dying and death. Recently, the sponsors for an end-of-life ethics lecture 

series at a well-regarded university pulled their funding, purportedly claim-

ing that “there is nothing new with end-of-life issues.” The concerns raised 

by Lysaught, along with the ongoing temptation to medicalize further all 

aspects of life and death, reveal just how critical it is to maintain a rigorous 

bioethical discourse.

Having argued that bioethics, generally and generously considered, has 

the capacity to articulate a contemporary Ars moriendi, I next turn to con-

tent. As stated above, the art of dying cannot develop without two central 

components: recognition of finitude and development of community. I will 

consider these in turn.

Three Levels of Finitude

The threat of death has always prompted both individuals and their wider 

communities to contemplate finitude; but only recently has there arisen 

a need to consider a medical-scientific finitude. Any art of dying for the 

twenty-first century thus requires the admission of finitude on three levels: 

societal, individual, and medical-scientific.

Societal Contemplation of Finitude

First, a societal recovery of an Ars moriendi requires widespread recogni-

tion and examination of death, along the lines noted in chapter 1, which 

considered the Bubonic Plague, the American Civil War, the advent of 
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Toward a New Ethical Framework for the Art of Dying Well 179

cardiopulmonary resuscitation and mechanical ventilation, the death and 

dying movement, and the AIDS crisis. Each of these historical moments 

provoked widespread discussion of human finitude, either because a sub-

stantial portion of the population died suddenly (as with the Plague, Civil 

War, and AIDS), or because much of the population was affected by new 

biomedical developments, whether technological (life support) or theoreti-

cal (death and dying movement). After the Plague, the Catholic Church 

initiated the conversation by introducing the Ars moriendi texts, and by the 

time of the Civil War, preparation for death was considered part of a good 

upbringing, regardless of religious affiliation.

Is it possible to reinvigorate today the contemplation of finitude at a 

societal level without pestilence or war, and without revolutionary technol-

ogy? The most viable scenario is perhaps that of a widespread campaign, 

probably driven (in the United States at least) by a combination of fed-

eral  and  local  governments. Other  efforts  to  raise  societal  awareness—as 

with breast or colon cancer screening,5 or AIDS prevention6—have indeed 

been effective, and have had long-lasting positive consequences on public 

health. Although it might be difficult to imagine the launching in the near 

future of a national “Death: Think About It” campaign, it is more than pos-

sible that the costs incurred by end-of-life hospital care will soon become 

so burdensome that the federal government will be prompted to push the 

question of how one wants to die—or even should die—to the forefront of 

public discourse. Economic constraints will force the government either 

to encourage citizens to ponder their finitude as a matter of civic duty, or 

to implement rationing systems in order to curb the use of life-sustaining 

technology in medically futile situations. It is not unimaginable that the 

government would call upon professional bioethicists for help in crafting 

such a campaign.

Individual Contemplation of Finitude

The second level at which we must grapple with finitude is at the level of 

the individual, and here we might best be served by thinking of finitude as 

having at least three types: future, present, and conditional. Most people 

acknowledge at some point a future finitude, characterized by the statement 

“I will die.” Such finitude rarely disrupts or threatens daily life; it remains 

distant, even theoretical. Fewer, perhaps, recognize a present finitude—an 

acute awareness of life’s limits. The phrase “I am dying” describes this 
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180 Conclusion

type. Such people may have confronted profound illness or may even have 

brushed with death. Even fewer still acknowledge a conditional finitude. 

The conditional type depends upon the state of one’s health and requires at 

least one prior admission of present finitude. It pertains to individuals who 

are continuously reassessing themselves in light of new limitations or even 

temporary improvements in the context of chronic, progressive, and ulti-

mately fatal disease. Such finitude might be characterized by the statement 

“I would be dying if … .” It requires individuals to make sense of themselves 

as beings who are not yet dead. Selwyn approximates this type in chapter 

10; the transformation of AIDS from an acute, lethal illness to a chronic 

disease challenged patients and their caregivers to contemplate conditional 

finitude: “how to age with (as opposed to how to die with) the disease.”

Note here that I am not proposing that these three types of individ-

ual finitude necessarily coexist. Though it is highly likely that for many 

patients death is at first hardly a reality (at best, a distant future finitude), 

and then becomes an increasing reality (approaching present finitude), I am 

less convinced that patients universally ponder their conditional finitude; 

how can one reassess oneself in light of new impairments or improvements 

if one has never first acknowledged a present finitude? These categories are 

meant to be descriptive and not proscriptive.

My patient Diana illustrates these different types of individual fini-

tude. Before she became sick, she rarely contemplated her future finitude; 

busy and high-powered, she immersed herself fully in her present reality. 

Although her religious background did create some space for a general 

acknowledgment of mortality, this was for her, if anything, a distant future 

finitude. But, as Harrington and Sulmasy note in chapter 6, it is insuffi-

cient to hold, with Heidegger, that death is “an indeterminate something 

which first has to show up from somewhere, but right now is not yet pres-

ent for oneself, and is thus no threat.”7 Death always delivers on mortality, 

whether one acknowledges that reality or not. After six months of illness, at 

about the time of our first meeting, Diana confronted death.

My second meeting with Diana was considerably calmer than my first. 

She had found the wherewithal in the interim to reflect on what it had 

been like to come face-to-face with her present finitude. She had come 

to the conclusion that during our first visit, she had been experiencing 

something of a catharsis. The shift from future to present finitude caused 

a thorough rearrangement of her inner life. Squarely facing her mortality 
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compelled her to take stock of all she valued and to reorder her life in order 

to maximize remaining time and energy, doing what she loved, together 

with those she loved. According to the terms described by Latham in chap-

ter 3, she began to seek after higher values while not dismissing strong 

values. Death’s urgency began to lose its sway. A cathartic reordering of her 

life had fortified her against death.

But she wasn’t dead. In fact, she was still quite alive and not worse than 

when I first met her. She couldn’t walk long distances, and she required reg-

ular infusions of chemotherapy, a personal pharmacy of medications, and 

oxygen 24 hours of each day, but after nine months of illness she was prob-

ably even doing slightly better than when we first met. While the prospect 

of improvement was of course encouraging, it was also perplexing for both 

of us. According to her specialists’ earlier advice, she should no longer be 

alive. Tempted as she was to pick up projects she had passed off to others 

and to rejoin committees from which she had resigned, Diana nevertheless 

remained conscious of death’s shadow, of her present finitude, while attempt-

ing to make sense of her new limitations, her conditional finitude. I will never 

forget her words at our third meeting, which, I think, aptly characterize con-

ditional finitude: “It’s not the dying that’s difficult; it’s the trying to live.”

The authors represented in this book have repeatedly pointed to the con-

cepts of humility and vulnerability in the face of death. In Bishop’s words, 

“What is needed, then, for existential meaning and purpose is not a better 

understanding of how we die. … Nor is it better mastery of the dying body, as 

is suggested by medicine’s never-ending quest to sustain human life. What 

is needed in the face of finitude is a kind of humility before that which must 

remain enigmatic for us mortals.” Although humility might commonly be 

understood to imply meekness or low self-esteem, a better definition, and 

perhaps one which accords with virtue ethics, might be “having a clear per-

spective, and therefore respect, for one’s place in context.”8 Recognition of 

finitude, then, is humility; it is the acknowledgment of and respect for the 

finite nature of one’s existence. Humility goes hand-in-hand with vulner-

ability, or (literally) the possibility of being wounded. The blow of death 

inflicts a wound on life that is ultimately fatal. Once Diana had arrived at her 

present finitude, she never returned to a future finitude, but rather oscillated 

back and forth between a present and conditional finitude. Throughout she 

retained a clear perspective and healthy respect for her mortality, acknowl-

edging all the while her susceptibility to the ultimate wounding.
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Medical-Scientific Contemplation of Finitude

The third level at which finitude demands recognition, if there is to be any 

reinvigoration of the Ars moriendi, is at the level of scientists and physicians. 

Medical science and its practitioners are, as Bishop relays in chapter 2, neces-

sarily fallible.9 Knowledge itself admits of finitude. Bishop’s vivid description 

of the untimely death of a young mother owing to misdiagnosis underscores 

the finitude of medical-scientific knowledge. But such finitude is hard to 

accept given the Babelic achievements of biomedicine over the last century: 

a near doubling of expected lifespan, development of life-saving antibiotics 

and chemotherapies, and successful transplantation of organs. For many, it 

seems unfathomable that medical science could face limitations.

Physicians in particular have a moral responsibility to be clear with their 

patients about medicine’s limits, and bioethicists would do a service both to 

physicians and to patients by underscoring this fact. As leaders of medical 

teams and translators of medical science, doctors have unique responsi-

bilities to patients—responsibilities they have because of their lengthy and 

highly technical training. I have been the primary care doctor for several 

patients with widely metastatic cancer, for example, whose oncologists 

never directly informed them that medicine had nothing left to offer and 

that they were dying. I recall two middle-aged women, both relatively new 

to me, and both diagnosed with widespread cancer refractory to treatment, 

who were completely unaware, until I told them, that they were nearing 

the “end of life.” Neither had heard of advance directives, palliative care, 

or hospice. This is not an indictment of oncologists alone; such stories per-

vade all branches of medicine. No doubt their doctors had the best pos-

sible intentions despite not being forthright about their prognoses; indeed, 

instilling hope in the face of death is a difficult task. But avoiding direct 

conversation about the immediacy of death doesn’t help patients to antici-

pate or prepare for death. If the doctor knows that a patient is dying and 

doesn’t inform the patient, how can she make sense of herself, her remain-

ing time, her relationships, her purpose? Even if bioethics can’t deliver on 

the MacIntyrean model for dying, doctors shouldn’t prevent their patients 

from immersing themselves in communities that have supported them 

throughout their lives, and could continue to support them in their dying.

Doctors, by virtue of their role as healers, want to cure their patients, 

but I would suggest that doctors should take a much more robust view 

of healing that includes, but is not limited to, curing. If medical science 
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has no further treatments for a dying patient, the physician can pave the 

way toward the possibility of flourishing even in the face of death through 

a clear communication of medical-scientific finitude which leads in turn 

to the subject of the patient’s finitude. Both Lantos and Callahan suggest 

a guiding principle, which Callahan articulates clearly: Patients shouldn’t 

be forced to live longer than they might have lived in a pre-technological 

era. And Curlin underscores that hospice and palliative medicine—when 

practiced within the context of the goals of medicine—can instead help to 

achieve a recognition of finitude and an art of dying. It is recognition of 

finitude that helps bring into relief that which we most value. My patients 

who are cognizant of their dying are able to throw themselves into mend-

ing and strengthening relationships, cultivating memories with those who 

will survive them, putting their spiritual houses in order, and attending to 

the business aspects of life and death, such as dispensing with unneeded 

possessions and writing their wills. All of these activities lead to flourishing 

and a kind of beauty in the face of death; none of these activities may be 

achieved if the doctor doesn’t make it clear that the patient is near death.

Three Levels of Community

Community, like finitude, helps us to make sense of what we most value—

our goods and our ends—especially as our grasp loosens on the world 

around us. Community clarifies our sense of self, upholds us in our weak-

ness, and facilitates the achievement of an art of dying. Indeed, I am aware 

of no proposal for a good death that excludes the role of community. In 

seeking to define a bioethical framework for a contemporary art of dying, 

no one expects that bioethics should provide that community. But, build-

ing from Lysaught’s analysis, bioethics might facilitate substantive conver-

sations about the integration of the dying person’s community, practices, 

ends, and goods. I suggest here that community, like finitude, exists on 

three levels: familial, societal, and biomedical.

Familial Community

All of us stand to benefit from close relationships with friends or fam-

ily members, in whose presence we can rest and unwind. This is even 

truer when we are sick. Just as women in childbirth don’t typically invite 

their broader communities into the birthing chamber until the baby has 
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appeared and the room has been cleaned, so too most dying patients share 

the messiness of death with only a select few. Often these intimate relation-

ships are with those related by birth or marriage, but they can, of course, 

include relationships that might best be labeled “familial” even if no formal 

or genetic association exists. Latham tells the story of Mrs. M, who, while 

dying in the presence of her children, graciously handled an enthusiastic 

“get well” phone call from an acquaintance. Mrs. M felt no need to inform 

the caller that she was in her last hours of life; some information is worth 

sharing only within our closest community.

For Diana, her husband John provided just such a relationship, and 

during our second appointment, she brought him into the room so that 

we could meet. Even though the months accompanying his wife on her 

decline had for him been disconcerting, he was committed to seeing her 

through her illness and all the ugliness associated with it. Callahan’s doubts 

expressed in chapter 9, about the typical seriousness of the vow to care for 

one another “in sickness and in health” are not borne out in this instance; 

John had no intention of offering anything less than his full support. In 

fact, John provided precisely the type of community that facilitates some 

of the charges spelled out by Lysaught. He could help Diana become the 

principal director of her dying process, could assist her in taking stock of 

her life and their life together, could aid her in the expression of gratitude 

for the goods of life as well as sorrow for its closure, could initiate practices 

of reconciliation and mutual forgiveness, and could attend to the wounds 

inflicted by death. John could even support deathbed practices related to 

the broader set of traditions cultivated by Diana throughout her life.

Not everyone recognizes this need for “familial community,” even at the 

end of life. Yet the contributors to this book would uniformly view a lonely 

death as a failure of the Ars moriendi. Harrington and Sulmasy’s account of 

the death of Susan Sontag illustrates clearly the nature of a death that lacks 

close community. They write:

Upon learning that her bone marrow transplant had failed, she screamed at the 

medical staff, at members of her family, and presumably at the universe itself, “But 

this means I’m going to die!” She went on to seek and receive further experimental 

chemotherapy, which also failed. She spent her last weeks in a state that a psychia-

trist called “protective isolation,” almost unable to express herself. She kept taking 

the chemotherapy pills until she could no longer swallow them, then died in a hos-

pital bed, wasted, delirious, septic, and in shock.
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Even if, as Sontag’s son suggested, she had died a death that was “authen-

tically hers” (by which he means that she went to the grave fighting for 

human progress), many would agree that such a death was less than “good” 

because Sontag ultimately failed to achieve in her dying the “high” values 

that Latham describes. In a state of “protective isolation” she could nei-

ther celebrate the successes of human progress nor permit her “community 

of care” to supplement her declining capacities (see Ridenour and Cahill, 

chapter 7). She didn’t cultivate an Ars moriendi.

I would venture that such dying represents an extreme form of auton-

omy. What is needed instead, Ridenour and Cahill argue, is the retrieval of 

a Kantian understanding of autonomy. They begin by turning to Augustine, 

Aquinas, and Barth to make the case that human beings are by definition 

beings in relationship—“in a context of embedded vertical and horizontal 

community relations.” They go on to assert that Kant’s notion of auton-

omy “includes an implicit communal dimension … that treats all people 

as ends.” Kantian autonomy is best understood not as  libertarian, but as 

“moral agency directed by universal laws that serve a community of shared 

ends.” Such a view of autonomy is implicitly relational.

Bioethics clearly cannot fabricate intimate relationships; however, by 

drawing on the work of philosophers and theologians, bioethicists can 

certainly make a case for, and support, the cultivation of intimate com-

munity—community that facilitates the achieving of high values even in 

death. And family members at the bedside can be empowered to carry out 

the tasks of an Ars moriendi. But, as Callahan describes, the burden on a 

solitary caretaker at the bedside can be enormous; for this reason, an art of 

dying requires the assistance of an even wider community.

Societal Community

For more than 500 years the Ars moriendi was practiced and experienced 

within the context of community; as Lantos puts it in chapter 8, “dying is 

a community affair.” According to Ridenour and Cahill, “the human reality 

of death brings with it basic human needs, threats of suffering, and moral 

responsibilities that are shared across traditions and that require a commu-

nal response of ‘accompanying’ the dying.” They suggest that “all ethical 

treatments of dying”—both spiritual and otherwise—should consider the 

basic human need for “‘accompaniment’ in the face of death.”
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The authors represented in this book consider different aspects of that 

broader community, many of which are essential to the articulation of a 

contemporary Ars moriendi. In showing how our collective care for critically 

ill children and their parents reflects how a society values its most vul-

nerable members, Lantos demonstrates that any ethical art of dying must 

pay particular attention to them; Callahan echoes that sentiment in regard 

to the most aged. Ridenour and Cahill suggest that the local community 

redouble its efforts to provide care to the dying, neighbors and volunteers 

providing respite for caretakers and local communities offering counseling. 

Callahan further broadens the definition of community by calling for fed-

eral economic support for elder care, with provisions for part-time caretak-

ers. In describing the role of spirituality in an art of dying, Harrington and 

Sulmasy argue, through a narrative account of the life of Francis of Assisi, 

that true freedom in dying stems from choosing how to live in such a way 

that one may die well. And religious communities can provide the content 

their members need in order to live such that they die well. Thus, commu-

nity—broadly considered—addresses the spiritual as well as the secular, and 

the political as well as the personal; taken together, these aspects of com-

munity can help to facilitate a contemporary art of dying.

My patient Diana had a vibrant community. Multi-generational and 

multi-disciplinary, it included colleagues from work and from professional 

organizations,  fellow bird watchers,  and members  of her  church. As  she 

became ill, her broader community came to include those whom she called 

upon to assist her in her home. Diana had always been an extraordinary 

multitasker, and she excelled at cultivating deep and diverse relationships. 

From our first meeting, I had no doubt that her community would prove 

a source of strength even as she became increasingly debilitated. And as I 

cared for her over time, I witnessed firsthand just how integral her commu-

nity was to her flourishing.

Biomedical Community

Intentionally or not, doctors often find themselves mulling over the con-

cerns of their patients long after a clinic session has ended. Furthermore, 

some practice environments, such as small towns or close-knit university 

communities, lend themselves to doctors’ and patients’ seeing one another 

regularly. Certain other contexts also create opportunities for clinicians and 

patients to form tight communities—for example, Selwyn notes that during 
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the early years of the AIDS crisis physicians viewed their patients as allies 

and attended their funerals, while broader society, in fear and ignorance, 

shunned both the doctors and the patients. In such contexts, it might 

not be surprising for physicians to consider patients as members of their 

broader community. My patient Diana was much on my mind as I com-

posed this chapter, and I was amused to receive a note from her late one 

night while I was writing this section. I replied, told her what I had been 

writing, and asked “To what extent do patients view doctors as part of their 

broader community?”

It is undoubtedly fair to say that many patients do view members of 

their health care team as members of their broader community, especially 

within the context of a long-standing doctor-patient relationship or of 

acute decline of a patient with a chronic illness. The medical-team model 

has done much to add to the number of patients who hold this view; even 

if a patient doesn’t care for his or her physician’s bedside manner, the 

patient’s relationships with other members of a medical team, such as a 

social worker or a mid-level provider, may offer the emotional connections 

the patient needs. In chapter 7, Ridenour and Cahill tell the story of the 

bioethicist Marilyn Martone’s experience in the hospital as her daughter 

faced death. Martone recounts the importance of “practicing community” 

with other patients’ families, medical professionals, and hospital staff. For 

Martone, that tangible solidarity within the hospital seemed as important 

as the community offered by friends and family members.

The momentum within medical practice is toward accomplishing a task. 

As Jeffrey Bishop writes in The Anticipatory Corpse, “medicine is about doing 

and not about thinking.”10 But bioethicists can help members of a medi-

cal team to think about how they can serve dying patients better. Bioethics 

can help physicians recognize that they can provide more than pain relief 

and technical management of death. Doctors may assist their patients in 

achieving an art of dying by encouraging them to take stock of their lives, 

to integrate practices of reconciliation, and to acknowledge the wounds of 

death.

Obstacles to a Contemporary Art of Dying

In addition to the bioethical constraints described above, other obstacles to 

a contemporary Ars moriendi will persist.
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First, there will always be people who lack the willingness to confront 

finitude, whether because of deeply held beliefs (as in the case of Susan 

Sontag) or because of fear, ignorance, discomfort, or inability to compre-

hend the incomprehensible. Bishop, drawing on Hegel, suggests in chapter 

2 that it is impossible to think of death in the first person, since “death 

is a concept  for which we have no  image or representation.” Yet human 

beings possess the ability to reason about what is at present unfamiliar, 

even without knowing, for example, precisely what death entails. Indeed, 

this sort of anticipation characterizes much of life, as when a child thinks 

of kindergarten without a concrete representation or when an expectant 

mother anticipates the birth of her own baby. The child has heard about 

school and the expectant mother has seen newborns, but they don’t know 

for themselves what the experiences will be like.

Second, even among those who admit of life’s limits, there will continue 

to be many who nevertheless become incapacitated once the subject of 

death actually presents itself. It is especially problematic when doctors are 

unable to handle death. Selwyn juxtaposes his early years as an AIDS doc-

tor—when death was “not a stranger to anyone”—with the “newer genera-

tions of AIDS care providers” who “often don’t dwell on end-of-life care or 

the anticipation of death” but rather “pay more attention to treating the 

acute complications and monitoring the exacerbations and remissions of a 

slowly progressive illness.” Selwyn notes that this inhibits a doctor’s ability 

to “accompany patients through these phases when they do occur, as they 

inevitably do for all of us.”

Third, community at all three levels described (familial, societal, and 

biomedical) will be difficult for many to achieve. Fragmentation of soci-

etal and familial relationships is nothing new, but globalization, increased 

mobility, and the shift to electronically maintained relationships probably 

will weaken the foundations of community still further. Medicine’s increas-

ing experimentation with virtual office visits (“e-visits”) also challenges 

the integrity of the medical profession’s contribution to community. As 

has been emphasized repeatedly, an Ars moriendi is not possible without a 

strong community.

Fourth, to the extent that physicians are relied upon for guidance in 

an art of dying, time pressures will hinder effective communication. After 

my first visit with Diana, which pushed me hopelessly behind schedule, 

I scheduled her next two visits at my customary lunch break in order to 
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ensure that we would have enough time to address her existential ponder-

ings. But by our sixth visit, she was nestled into my schedule in a standard 

“return patient” slot, surrounded by 26 others. I remember thinking how 

much deeper our conversations had been at our first few appointments. 

Though I didn’t sense that I was conveniently ignoring a need on the day 

of that sixth visit, I regretted that I couldn’t simply “be present,” as Selwyn 

was with his patients in the early years of the AIDS crisis. Selwyn notes that 

as treatments became more effective, care of patients with AIDS became 

more reductionist. Whereas in the early days of AIDS “it felt as if the doctor 

and the patient were allied against the disease,” he writes, “it now some-

times feels as if the doctor and the therapy are allied against the patient.” 

The obstacle of time encourages a reductionist approach to medicine, and 

reductionist approaches don’t foster an art of dying.

One of the most powerful features of the Ars moriendi was its incorpo-

ration into the routines of daily life. This leads to a fifth challenge: daily 

discipline. In the absence of the ravages of plague or war, the only way to 

cultivate the practices of an art of dying is through personal and commu-

nity-wide discipline. But daily discipline may not have the cultural pur-

chase that it once did. In the clinic I attempt to initiate such conversations 

by taking my end-of-life discussions with patients beyond simple questions 

of advance directives. In the community I have taken these concerns to my 

congregation, and its leaders have begun to talk openly and actively about 

an art of dying well and its relationship to the art of living well. Beyond 

such efforts and my own commitment to speaking openly about death, the 

incorporation of an Ars moriendi into daily life remains elusive.

Further Work

The demands of a project to frame a contemporary art of dying seem limit-

less. The more I read and write and speak on this subject, the more ques-

tions present themselves for analysis. I will conclude by mentioning two 

concrete areas that deserve further attention.

First, it is worth questioning the extent to which the cultural shift 

from viewing illness and death as inevitable to seeing them as aberrations 

affects the possibility of a retrieval of the Ars moriendi. Selwyn describes 

the problem in the context of caring for patients with AIDS, but he offers 

no solution: “Before treatment existed, when death was inevitable and the 
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trajectory was swift and uniform, it seemed almost that dying was a matter 

of  ‘fate’—that  is,  something unavoidable,  universal,  and  expected. Once 

effective disease-modifying treatments became available, ‘fate’ was some-

how transformed into ‘tragedy,’ a separation between what was happening 

and what might have been, a terrain of ‘what ifs,’ choices taken and not 

taken, and more a function of individual responsibility and agency.” But 

society, doctors, and patients don’t merely view illness as a deviation from 

normal; aging itself has become problematic. Not long ago, when I was the 

primary care doctor on call for a group of internists, a young medical trainee 

paged me from the emergency room. He just wanted me to know, he said, 

that one of my colleague’s “very high risk” patients was being discharged 

from the emergency room because the medical work-up hadn’t revealed a 

cause for his now-resolved 20-minute dizzy spell. I asked “What makes the 

patient ‘high risk’?” “Well,” the trainee replied, “he doesn’t have any medi-

cal problems, but he is 95.” If, in addition to illness, aging itself has become 

an aberration, how will this affect the recovery of an art of dying?

Also to be explored is the possibility of a retrieval of the Ars moriendi in 

an era in which the demographics of living and dying differ so markedly 

from those that obtained during the half-millennium when the Ars moriendi 

was at its peak. Until the twentieth century, people lived shorter lives, and 

the intervals between birth, witnessing the death of others, and one’s own 

death were much shorter. It is no wonder then that young healthy people 

would contemplate their finitude and prepare for death. But we age differ-

ently today. My 70-year-old patients often claim that they don’t “feel their 

age”—that is, they feel younger than they had expected to feel at 70. Since 

they fail to recognize their own aging, and since medicine excels at delay-

ing death, it remains to be investigated how the substance of a contempo-

rary Ars moriendi will continue to change as the needs of successive dying 

generations change.

Grounded in bioethics, this book seeks to articulate a preliminary theoreti-

cal framework for an art of dying in the twenty-first century. After nearly 

four years of concerted effort, we are conscious that the work isn’t com-

plete. Rather than delay completion of the book, I choose to recognize the 

finitude of the project; out of respect for the community of contributing 

writers, I bring the book to a timely end.
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But the larger project continues, much like the experiences of those, like 

Diana, who have provided impetus to the process. I opened this chapter 

with her story because I continue to be amazed at how clearly and consis-

tently she lives out the substance of the Ars moriendi. The art of her dying 

seems to reflect the fullness of the art of her living. And she is actively struc-

turing her days such that she is flourishing even in her dying.
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