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In his 1974 essay “The Indignity of ‘Death with Dignity,’”1 the theologian 

and ethicist Paul Ramsey writes: “A few years ago, I embraced what I char-

acterized as the oldest morality there is … concerning responsibility toward 

the dying; the acceptance of death, stopping our medical interventions for 

all sorts of good, human reasons, only companying with the dying in their 

final passage. Then suddenly it appeared that altogether too many people 

were agreeing with me.”

As a practitioner of palliative medicine, I also have embraced the “oldest 

morality” to which Ramsey refers. I have concluded, moreover, that with 

respect to the care of most dying patients, the contemporary social insti-

tutions of hospice and palliative medicine can help health professionals 

and laypeople to live this morality. Yet, much as Ramsey expresses dis-ease 

regarding a groundswell of societal enthusiasm for a “good death,” I wish 

to express a related dis-ease regarding a groundswell of enthusiasm for the 

present-day practices of hospice and palliative medicine.

Largely in reaction to and as an antidote for the excesses of technologi-

cal medicine, hospice and palliative medicine (HPM) has risen to promi-

nence as a social institution for ordering the care of patients at the end of 

life. Despite more than 40 years of criticism from all sides, the medicalized 

death (the use of life-sustaining technologies to extend life as long as is 

possible) remains the default for North Americans who die in health care 

institutions, as Lydia Dugdale suggests in chapter 1. HPM, however, pro-

vides an alternative to this unartful way of dying, and it contributes to the 

project of recovering the practices of the Ars moriendi by helping to create 

the conditions necessary for patients and their communities to participate 

in the tasks of dying well (and caring well for those who are dying).

Unfortunately, HPM is susceptible to confusing the death it has power 

to deliver—a death with minimal suffering and (at least the appearance of) 
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48 Curlin

maximal control—with the good death, with dying well. This confusion 

makes HPM vulnerable to temptations to do away with suffering too read-

ily by doing away with the conditions that make both suffering and dying 

well possible. Dying well is, in Ramsey’s terms, both “a gift and a task.” To 

be aware of the gift and to engage in the task, patients must be conscious 

of themselves, which means they will be conscious both of their symptoms 

and of their mortal condition. Such consciousness invariably includes some 

degree of suffering. When practitioners of HPM too quickly sacrifice con-

sciousness in order to end suffering, they frustrate the possibility of dying 

well. Moreover, when HPM usurps the roles of patients and their commu-

nities in the Ars moriendi, HPM thereby unwittingly undermines the social 

trust that makes HPM practices possible.

Many patients and their families don’t trust HPM and are resistant to it. 

I encounter such individuals in the hospital and in the community, among 

people of all walks of life and social strata but particularly among ethnic 

minorities and members of religious communities. These individuals tell 

stories about loved ones who declined slowly over time, fighting the good 

fight with the support and companionship of their family members and 

friends. When HPM professionals became involved in their care, their loved 

ones were put on powerful drugs, became unconscious and unresponsive, 

and were soon dead. These stories are clearly shared within communities 

and powerfully shape people’s perceptions of HPM, which many see as a 

sophisticated and seductive way of getting people to die. In fear that HPM 

will usurp the role of the patient and that of the community in dying well, 

these people choose to go without the palliation that could help the patient 

participate in dying well.

In this chapter I propose that HPM, in order to play its proper part in 

serving those who are living in the face of death and to do so without 

undermining the possibility of patients’ dying well, should locate its prac-

tices within medicine and subject to medicine’s traditional orientation to 

health. Within medicine, HPM has much to offer in preserving and restor-

ing those aspects of health that make it possible for patients to experience 

care and to engage in the tasks of dying well. However, when HPM is under-

stood as a rival form of professionalized care, whose goals of minimizing 

suffering and maximizing “quality of  life” have no necessary  relation  to 

health, the practices of HPM come to contradict the goals of both medicine 

(health) and the Ars moriendi (dying well). That will take more explaining.
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Hospice and Palliative Medicine’s Attempt at an Art of Dying 49

HPM’s Rise to Prominence

At least since the development of the ventilator, the ethical concern most 

often voiced regarding end-of-life care has been how to free dying patients 

from the unnecessary suffering and degradation caused by the overuse of 

life-sustaining technologies. Patients, physicians, ethicists, theologians, the 

religious, and the unreligious all have decried how the default pathway for 

those who die in health care institutions is to use life-sustaining technology 

to postpone death as long as is possible.

In 1996 the American Medical Association’s Council on Scientific Affairs 

published a report titled Good Care of the Dying Patient.2 After noting that 

“most Americans have difficulty accepting death as a normal physiological 

process” (a statement at which Ramsey might have cringed), the report lays 

out usual concerns that have been voiced from all quarters for decades: “In 

the current system of care, many dying persons suffer needlessly, burden 

their families, and die isolated from family and community.” As the Coun-

cil’s words suggest, by trapping patients in a technologically driven social 

apparatus that imposes undue suffering and isolates them from their com-

munities, the default pathway poses formidable barriers to dying well (and 

to the recovery of any art of dying).

The conventional way to address this problem, and the only strategy 

the Council on Scientific Affairs identified with confidence, has been to 

expand and enhance hospice and palliative medicine. And so HPM has 

been expanded and enhanced all across American health care. Innumerable 

waves of outreach have exhorted and assisted patients to develop advance 

directives that will help them fend off unwanted life-sustaining technolo-

gies when they are mortally ill and will help to pry them free of the acute 

care hospital and deliver them to teams of palliating health care profes-

sionals who will support their dying at home. Meanwhile, a new clinical 

subspecialty for HPM has been established: palliative consultation services 

have been added to the standard array of clinical services available at major 

US hospitals, and the proportion of patients dying at home and under the 

care of hospice institutions has been increasing steadily.3

However reluctant they may have been at the outset of these develop-

ments, American physicians have come to embrace HPM as the best strat-

egy for caring for most patients at the end of life. Colleagues and I recently 

completed a national study of US physicians4 in which we found that 
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50 Curlin

virtually all US physicians who had cared for dying patients in the pre-

vious year had recommended that they consider hospice care. Moreover, 

more than 90 percent of physicians agreed with the statement “For most 

patients, hospice provides better care at the end of life than they would 

receive without hospice.” This is not to say that American medicine is past 

the problem of overzealous use of  life-sustaining  technology;  the default 

pathway remains. Yet HPM is now a strong rival.

How HPM Fosters Recovery of the Ars moriendi

As a rival to the default pathway of technological medicine, hospice and 

palliative medicine does much to create the conditions that would enable 

patients to participate in an Ars moriendi. First, HPM provides an alternative 

to the default pathway. Both patients and physicians have discerned that 

whatever dying well entails, surely it involves more (and less) than keeping 

one’s “matter in motion”5 as long as one can, isolated from one’s commu-

nity and under the control of machines and a system of processes that go 

on with relentless and unfeeling logic. The default pathway frustrates the 

Ars moriendi by putting off preparation for death through vain promises to 

extend life indefinitely. The overuse of life-sustaining technology absorbs 

time, energy, attention, and resources that could be devoted to other tasks 

that an art of dying might entail. For example, driving back and forth to 

a hospital for countless appointments leaves less time for reconciling with 

one’s neighbors, and it is difficult to pray or to write letters to one’s children 

while retching from chemotherapy. Moreover, the default pathway isolates 

patients from communities (religious communities in particular) that share 

a framework of meaning thick and strong enough to guide and support the 

patient in the tasks of dying. If nothing else, the growth of HPM has weak-

ened the grip of this socially established default way of dying.

HPM also creates a recognizable social space in which a patient can be 

described as dying and can  therefore  take on  the dying  role. One of  the 

refreshing aspects of my work as a hospice physician is that in my encoun-

ters with patients the pretense of fixing the problem is gone. Everyone 

involved, and the patient foremost, knows that I have no further tricks in 

my bag that might displace death to a point in the distant and hazy future. 

Everyone is agreed that the patient is dying, not necessarily within hours 

or days, but soon and for certain. This agreement has a way of focusing 
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Hospice and Palliative Medicine’s Attempt at an Art of Dying 51

attention on how to support the patient as he or she dies. For health pro-

fessionals: What can be done now to be helpful in the face of certain and 

imminent death? For the patient: How do I go on in the face of and in 

preparation for the death that I cannot avoid? For members of the patient’s 

community: What does it mean to keep faith with and company the dying 

person on this final part of his or her earthly journey? For patients to 

engage in the task of dying well, it helps for them to know and to have 

those around affirm that they are dying, not merely sick. HPM creates this 

social space, and clears it of much of the hubbub and interference that usu-

ally accompanies technological medicine.

Moreover, by locating the social space of dying within the geographical 

space of the home, and by opening the geographical space of the health care 

institution to accommodate the presence and participation of the patient’s 

neighbors, friends, and family members, HPM removes institutional barri-

ers that in the default pathway of technological medicine keep members 

of patients’ communities off balance and at arm’s length. The Ars moriendi 

requires the help of one’s community and focuses on relationships within 

that community. By locating its practices within the geographical spaces of 

the community, HPM helps to make the patient’s family members, friends, 

neighbors, and clergy feel welcomed and empowered to participate in the 

tasks of caring for the patient as the patient engages the remaining tasks of 

dying well.

In the social space it creates, HPM attends to the spiritual dimensions of 

patients’ experiences. The National Consensus Project for Quality Palliative 

Care identifies “spiritual, religious and existential aspects of care” as the 

fifth of eight “core domains” of palliative care.6 It is not alone. From the 

World Health Organization7 to the International Association for Hospice & 

Palliative Care8 to the Joint Commission,9 current notions of quality end-

of-life care universally include attention to the spiritual aspects of patients’ 

experiences.

Attending to spiritual concerns is the primary focus of the Ars moriendi 

tradition, and every evidence indicates both that spiritual concerns 

remain central to dying patients’ experiences and that patients still put 

great importance on fulfilling tasks related to these concerns.10 Michelle 

Harrington and Daniel Sulmasy address this subject in detail in chapter 6. 

Most patients today welcome and even long for their health care profes-

sionals to pay attention to their spiritual concerns, particularly when they 
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52 Curlin

are dying.11 When health care professionals do talk to patients about their 

spiritual concerns, patients report being more satisfied with the care they 

have received.12 Such findings suggest that today’s patients experience the 

same human longings that gave birth to the Ars moriendi more than 500 

years ago.13 Whereas the default pathway crowds out and diverts attention 

away from these longings, HPM makes attention to spiritual concerns part 

of standard care.

In summary, HPM seems to invite the Ars moriendi and to respect the 

space patients need to engage in it. By providing an alternative to the 

default pathway, by creating a social space in which a patient can take on 

the dying role and locating that space within the patient’s community, 

and by treating spiritual dimensions of dying as important and worthy of 

attention, HPM helps to create the conditions necessary for recovering an 

art of dying.

How HPM Can Undermine the Ars moriendi

Hospice and palliative medicine, however, can also undermine and con-

tradict the art of dying. In the first instance, with its aspiration to attend 

comprehensively to patients’ spiritual concerns, HPM risks usurping the 

roles that patient, family members, and community play in preparing for 

death. This is particularly true when HPM pretends to deliver, profession-

ally packaged, a form of spiritual care that substitutes for the part that a 

religious community would have played at the deathbed. In other words, 

HPM serves the Ars moriendi by acknowledging and attending to patients’ 

spiritual concerns and by respecting the space needed for patients do to 

the spiritual work involved in dying well; and HPM usurps the Ars moriendi 

when it pretends to offer a content-full and professionalized way of manag-

ing those concerns. This hubris has been described thoroughly by Jeffrey 

Bishop elsewhere.14

More to the present point, in its efforts to relieve suffering, HPM some-

times removes the conditions that are necessary for patients to participate 

in an art of dying. The medications that relieve symptoms have side effects. 

Narcotics, tranquilizers, and anti-psychotics can be very useful for relieving 

pain, anxiety, and restlessness, but they can also diminish consciousness. 

In the Ars moriendi tradition, the dying person was the director of and the 

lead actor in a deathbed drama. But current palliating treatments render 
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Hospice and Palliative Medicine’s Attempt at an Art of Dying 53

patients passive to the process of dying and therefore incapable of partici-

pating in the dramas of their own deaths.

By diminishing consciousness, these treatments also put patients exis-

tentially out of touch with their communities and their clinicians. Within 

the context of an art of dying, clergy, lay counselors, family members, 

friends, and even physicians can keep company with and be present to the 

suffering patient. This practice of presence is the heart of medicine. It is 

expressed in the term “attending physician,” indicating one who attends 

and makes herself present to the one who is ill. Yet a patient with dimin-

ished consciousness can’t experience that presence. There can be no com-

munication, no receptivity or response, no self-conscious communion or 

collaboration. This is not to say that communities and clinicians can no 

longer care for such patients; they can and do. Yet diminished conscious-

ness renders a patient not only passive but also dispassionate with respect 

to the care received. That caregivers experience such patients to be existen-

tially out of reach is shown when caregivers comment that the patient is 

“not there anymore.”

How are HPM practitioners to handle this tension between relieving 

unwanted suffering and diminishing the conditions needed for patients to 

die well? They cannot strictly avoid adverse side effects of palliating treat-

ments. In attempting to do so they would fail to relieve the symptoms that 

not only burden patients unduly but also prevent them from engaging in 

the tasks of the Ars moriendi. The right approach, I propose, begins with 

recognizing  that  this  tension  results  from  a  conflict  between  sometimes 

irreconcilable goods: the good of relieved suffering and the good of the 

capacity to engage self-consciously in the tasks of dying well.

Put another way, dealing with this tension begins with recognizing that 

relieving suffering is not the only good at stake, and that when a patient 

is rendered unable to participate consciously in the activities of preparing 

for death he or she has suffered a loss of something valuable and has failed 

to achieve what Latham, in chapter 3, calls a “strong” value. Indeed, con-

sciousness, as a strong value, makes it possible for patients to achieve other 

high values. HPM practitioners are often in danger of not recognizing these 

effects of their treatments as losses, as adverse side effects. Indeed, it some-

times seems as if the goal of “comfort” comes to displace all other goals, and 

in so doing trivializes consciousness and the patient’s further participation 

in the dying process. Indeed, some practices, such as “palliative sedation 
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54 Curlin

to unconsciousness,”15 don’t merely accept diminished consciousness as a 

foreseen if unintended side effect; they aim intentionally to make patients 

unconscious and keep them so until they die.

HPM as a Part of Medicine Rather than a Rival Form of Professionalized 

Care

I propose that, in order to allow for an Ars moriendi without usurping or 

undermining it, hospice and palliative medicine should be understood as 

a set of practices internal to medicine rather than as a rival form of profes-

sionalized care. As such, it should take health as its constitutive goal, with 

the aim of relieving suffering just insofar as suffering is related to health.

Before making a brief case for this proposal, I concede that its plausibility 

depends on the premise that medicine has a rational and discernible end, 

namely health. In some times and in some places it was axiomatic that the 

end of medicine was health. Aristotle wrote “Now since there are many 

actions, arts, and sciences, their ends also are many; the end of the medical 

art is health, that of shipbuilding a vessel, that of strategy victory, that of 

economics wealth.”16 He took these claims as starting points for philosophi-

cal reasoning, as properly basic, as things known immediately by both the 

many and the wise. That is no longer true. The deep cultural shifts to which 

Ramsey was responding have also resulted in widespread skepticism of any 

claims regarding the proper ends of human identities and activities, includ-

ing the ends of medicine.

Despite this widespread skepticism, I will not defend here the premise 

that the constitutive end of medicine is health. Rather, I will attempt to 

show the implications of that premise for the practices of HPM. If the end 

of medicine is health, then palliative medicine practiced as one branch or 

specialty of medicine will look different than “palliative care” practiced as 

a broader and alternative form of professionalized caring. Within a medi-

cine aimed at health, HPM practitioners have a rational basis for engag-

ing in activities that preserve and restore health and for avoiding activities 

that diminish health or undermine the conditions necessary for patients 

to entrust themselves to physicians when their health is threatened or 

diminished.

It may seem counterintuitive to think of HPM as aiming at health. HPM, 

it seems, is mobilized precisely when health can no longer be restored. Yet 

9813.indb   54 3/3/15   1:43 PM

 EBSCOhost - printed on 2/25/2020 1:46 PM via UNIV OF CHICAGO. All use subject to https://www.ebsco.com/terms-of-use



Hospice and Palliative Medicine’s Attempt at an Art of Dying 55

that way of thinking misunderstands both health and the practices of HPM. 

Health is a positive capacity, not merely the absence of disease. Health is 

the “well-working of the organism as a whole,” as Leon Kass memorably 

put it in his 1972 essay “Regarding the End of Medicine and the Pursuit of 

Health.”17 Health, Kass continued, is an “activity of the body in accord with 

its specific excellences.” The health of a squirrel, for example, is displayed 

in the characteristic activities of squirrels, such as burying nuts, chattering, 

and climbing trees. Because the characteristic activities of humans are more 

varied, so are their expressions of health, but such expressions include the 

capacities to move one’s bowels, to eat and digest food without vomiting, 

to sit or lie or walk without wracking pain, and to stay awake and to fall 

asleep at the proper times.

Health is also a matter of degree. HPM cannot return a cancer patient to 

the state of health he had before his diagnosis, but if it helps the patient 

go from a state of nausea, constipation, insomnia, and wracking pain to 

tolerating food, moving his bowels, sleeping six hours a night, and moving 

around free of debilitating pain, then HPM has contributed to the patient’s 

health.

It is just these sorts of contributions to health that make it possible for 

patients to engage in the Ars moriendi, to engage the tasks of living well in 

the face of death. The typical tasks of the Ars moriendi are not physically 

demanding in the usual sense. They rarely involve climbing mountains or 

running marathons.18 But an art of dying does require some attention, some 

thought, often some communication through voice or writing, and often 

being present relationally to others. These tasks are made extraordinarily 

difficult by wracking pain, breathlessness, vomiting, constipation, insom-

nia, and delirium. By treating and relieving these disabling symptoms, pal-

liative medicine helps to restore the measure of health that a patient needs 

in order to participate actively in the task of dying well.

Here an important distinction comes into view. It is one thing for health 

professionals to palliate disabling symptoms with an eye to preserving and 

restoring a measure of health—a measure, again, that makes it possible 

for the patient to participate in dying well. It is another thing for health 

care professionals to palliate symptoms without respect to whether doing 

so restores health. I propose that hospice and palliative medicine should 

respect this distinction, embracing the former practices of palliation and 

resisting the latter.
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HPM practitioners, however, are tempted to elide this distinction or to 

regard it as having no moral significance. To understand how and why 

they are tempted to do so, it helps to return to the cultural dynamics to 

which Ramsey was responding—dynamics that have only strengthened in 

the ensuing decades. Ramsey observed that the modern era is characterized 

by “increasingly mundane, naturalistic, antihumanistic” philosophies of 

life, in which death can be received with sanguine acceptance, but only by 

denying the dignity and worth of the human individual. These naturalistic 

philosophies don’t provide frameworks of meaning strong enough to nar-

rate suffering, death, and loss of control as something other than meaning-

less burdens, much less to receive these burdens as invitations to the tasks 

of the Ars moriendi.

When the meaning is gone, the suffering remains. Without a framework 

in which suffering, loss of control, and even dying can be received with 

gratitude and can disclose to the sufferer new and worthwhile tasks, the 

putative goal of medicine—to preserve and restore health—seems beside 

the point. Health for what? If no morally significant tasks remain, it seems 

that the minims of health that HPM might secure are goods in some abstract 

sense, but they are good for nothing. In these naturalistic philosophies of 

life, the only reasonable response to unwanted suffering is to be rid of it. In 

this context, compassion compels those who are able to relieve the suffer-

ing of their neighbors using the tools at hand. If doing so means breaking 

free of the traditional constraints of medicine, so be it.

Thus, HPM has come to understand itself as a broader, more holistic, more 

comprehensive form of professionalized care than medicine can offer. HPM 

has become an alternative and a rival to medicine rather than a renewal or 

reform movement within it. Loosed from the constraints imposed by aim-

ing only at health, HPM has expanded its goals. For example, the World 

Health Organization defines “palliative care” as “an approach that improves 

the quality of life of patients and their families facing the problems associ-

ated with life-threatening illness, through the prevention and relief of suffering 

by means of early identification and impeccable assessment and treatment 

of pain and other problems, physical, psychosocial and spiritual.”19 Note how 

this formulation gives HPM a seemingly boundless scope of activity. What 

problems, after all, are excluded from the categories of physical, psychoso-

cial, and spiritual? Note also that in this formulation the goal is not restor-

ing health per se, but rather relieving suffering and improving “quality of 
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life.” These goals are to be achieved through “impeccable assessment and 

treatment”—concepts that resonate with the vocabulary of medicine—yet 

neither the suffering to be relieved nor the quality of life to be maximized 

is necessarily related to health.

When efforts to relieve suffering and to improve quality of life are decou-

pled from the goal of preserving and restoring health, HPM practitioners 

begin to see all forms of suffering, including existential and spiritual suf-

fering, as conditions that call for treatment. Judgments about how and to 

what extent each form of suffering should be relieved become loosed from 

traditional medical norms of proportionality that require physicians to use 

clinical judgment regarding what is needed and what is fitting. Because 

HPM is committed to maximizing patient autonomy, and because suffering 

and quality of life can be assessed authoritatively only by the sufferer, HPM 

practitioners trade clinical judgment for the direction given by “patient 

preferences.”

The vocabulary of “patient preferences” links together the goal of con-

trol and the goal of freedom from unwanted suffering. The American Asso-

ciation of Hospice and Palliative Medicine makes this link explicit: “The 

goal of palliative care is to prevent and relieve suffering, and to support the 

best possible quality of life for patients and their families, regardless of their 

stage of disease or the need for other therapies, in accordance with their values 

and preferences.”20 When the activities of HPM practitioners are so closely 

guided by “patient preferences,” it makes less sense for such practitioners 

to limit their palliating interventions to those they believe will restore a 

measure of health. Indeed, many leaders within HPM now encourage HPM 

professionals to relieve conditions that the patient considers “unaccept-

able” or “intolerable.”21 No mention is made of whether the suffering is 

related to health.

When patients find being alive itself intolerable, then the commitment 

to minimize suffering and maximize quality of life, and to do so according 

to patients’ values, can lead HPM practitioners to aim at death itself. Here 

I do not refer to euthanasia or physician-assisted suicide, two practices the 

great majority of HPM practitioners in North America still oppose. Rather, 

I note a shift in emphasis: HPM speaks less about relieving disabling symp-

toms so that patients can live as well as is possible in the face of death 

than it speaks about treating unwanted symptoms so that patients can die, 

comfortably. To give one prominent example, the National Hospice and 
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Palliative Care Organization describes hospice as follows: “Hospice affirms 

the concept of palliative care as an intensive program that enhances com-

fort and promotes the quality of life for individuals and their families. 

When  cure  is  no  longer  possible,  hospice  recognizes  that  a peaceful and 

comfortable death is an essential goal of health care.”22

When the goal of HPM shifts from helping patients who are dying 

to helping patients to die, practices that render patients unconscious or 

hasten their death no longer seem to be last-resort options. Indeed, such 

practices, including palliative sedation to unconsciousness, seem to follow 

ineluctably from making the relief of suffering palliative care’s first princi-

ple. Note the logic: HPM exists to decrease suffering and increase quality of 

life according to the judgment and values of the patient. A patient is suffer-

ing and experiences poor quality of life. The patient doesn’t inhabit a nar-

rative in which the suffering has meaning. The HPM practitioner has the 

tools to make the suffering go away by making the condition that makes 

the suffering possible—consciousness—go away. Although intentionally 

and permanently ending consciousness contradicts the goal of preserving 

and restoring health, HPM is an alternative and more comprehensive form 

of care that is not constrained by such goals. Therefore, it is permissible and 

perhaps morally obligatory for the HPM practitioner to sedate the patient 

to unconsciousness until he dies.

Why turn back? Why circumscribe HPM practices to those that preserve 

and restore patients’ health, particularly when doing so seems an affront to 

compassionate efforts to relieve suffering? To begin, boundaries help keep 

a practice from going astray. They guard against the temptations to which 

certain practices are susceptible. With respect to HPM, the health-directed 

aims of medicine guard against the pretense of delivering a good death 

and against the temptation to relieve suffering by removing capacities that 

display health.

By limiting a practice, boundaries also license that practice to act with 

energy and freedom within those limits. Consider one of the boundaries 

expressed  in  the Hippocratic Oath:  “I will  neither  give  a  deadly drug  to 

anybody if asked for it, nor will I make a suggestion to this effect.” In a 

way, this oath functions as a sort of Ulysses contract. Physicians who care 

for suffering patients know that both they and their patients will at times 

be tempted to escape suffering by intentionally ending a patient’s life. It is 
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an understandable temptation, one that can be felt very strongly. (“Surely, 

doctor, you are not going to abandon me to my suffering?”) In taking the 

Hippocratic Oath, physicians have for centuries “bound themselves to the 

mast” by swearing never to give a deadly drug to a patient for the purpose 

of ending life, no matter how much the patient implores.

Physicians do not thereby abandon patients. Rather, they establish 

boundaries within which patients can entrust themselves to the deadly 

power of physicians, and within which physicians can give themselves the 

necessary freedom to work aggressively to restore some small measure of 

health to those who are dying—especially when that measure of health is 

just rest and relief from wracking pain or other symptoms. Physicians can 

give themselves freedom because they know, and their patients know, that 

they will not intentionally hasten the death of their patients. By keeping 

palliation within the boundaries set by the goals of medicine (both the 

prescription to aim at preserving and restoring health and the proscrip-

tion against intentionally diminishing the patient’s health or hastening the 

patient’s death), HPM practitioners gain a similar freedom. They are free to 

work aggressively to relieve the symptoms that diminish a patient’s health.

The question of trust is paramount. In our plural culture, people have 

trusted institutional medicine in no small part because the constitutive 

goal of medicine—to preserve and restore health—is a goal shared broadly 

across diverse moral traditions and communities. Assisting patients to die 

is not a goal shared in the same way. How and to what extent suffering 

should be treated is also a subject of widespread disagreements, particularly 

when that suffering is not obviously related to health. Already the work 

of HPM is inhibited by the fact that many Americans, particularly among 

minorities and in some religious communities, are suspicious that HPM 

has unmoored itself from the constraints of the rest of medicine, moving 

from proportionate palliation to rationalized processes of making people 

dead. HPM professionals erode the public trust needed for physicians to 

provide appropriate palliation when those professionals too easily dimin-

ish the capacities that allow patients to engage in the tasks of dying well, 

when they set themselves outside the traditional constraints and goals of 

medicine, and when they fail to recognize and respect the value of what 

was once called the Ars moriendi. To the extent that patients distrust HPM, 

they will go without all of the good HPM can do to contribute to the condi-

tions necessary for dying well.
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Conclusion

When hospice and palliative medicine seeks to end rather than to mitigate 

suffering, it frustrates and even circumvents the possibility of dying well 

and prevents the achievement of the higher values discussed by Latham in 

the preceding chapter. This error can be avoided with a form of humility—

not resignation or passivity in the face of suffering, but rather the humil-

ity  that  recognizes  that  dying well  is  an  activity  for  the  patient  and  for 

his or her community. HPM contributes to dying well insofar as it helps 

to make the activity possible (by mitigating distressing symptoms, main-

taining function, locating dying within the community, providing realistic 

information, and reassuring presence); it subverts dying well insofar as it 

presumes to deliver a good death by removing the capacities that make 

suffering possible. By setting palliation within and under the constraints 

of medicine, rather than as an alternative and more expansive form of pro-

fessionalized care, HPM can sustain a proper humility and can focus on a 

limited but very important role. Rather than usurping or undermining the 

Ars moriendi, it would serve to create the conditions needed for patients to 

engage in the tasks of dying well.
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