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Living and Dying
On August 16th, a stretch of ceiling collapsed in a subway station in New York City, spilling bricks onto the tracks below and disrupting service.  On August 19th, the Centers for Disease Control released a report indicating that life expectancy in the U.S. has reached an all-time high.  And throughout the month of August, assertions and counter-assertions about the implications of health care reform for end-of-life treatments have ranked among the more contentious elements in a generally cantankerous discourse.  Believe it or not, these dots connect.


Let’s start with life expectancy.  Using nationally representative data, the National Center for Health Statistics at the CDC reported that for 2007, life expectancy overall in the U.S. increased to the unprecedented high of 77.9 years.  As in the past, women do better than men with life expectancies of 80.4, and 75.3 years, respectively.  While still subject to a survival gap, African Americans also saw an increase in life expectancy, to a mean of 73.7 years.
All of this is ostensibly good news.  And yet, I receive it with cautious enthusiasm at best.  Because there is a big difference between not dying, and living- and an even bigger difference between not dying and living well.
The CDC report is limited to life expectancy.  It says something about when we die- but nothing about how, or why, we are living longer.  In both cases, I think I know the answer- and the news there is not nearly so good. 

The self-same CDC is among the sources of authoritative data indicating we have obesity, diabetes, and chronic disease rates at an all-time high in the U.S.   The math here is not very complicated.  If life expectancy and chronic disease rates are rising in tandem, it means we are living longer, but sicker. 

That implies that we owe our thanks for longer life NOT to the profound good we might do each day with our feet, forks, and fingers- but to the cutting edge of high-tech, high-cost medicine and its capacity to forestall death against seemingly long odds.  But when we hold death at bay despite a growing burden of chronic disease, we may be adding years to life while reducing the life and vitality in those years.  This is a very dubious bargain.  

 
And as the fractious health care reform debate is highlighting, dubious as well, and indeed ominous, for the health of our economy.  Which brings us to the second dot: the health care reform effort, and its implications for end-of-life care.  As far as I can tell through all the noise, the only pertinent thing included in the Obama Administration’s proposed legislation is end-of-life counseling.  In other words, doctors, patients, and families should discuss their options.  Through the lens of partisan rancor, this has turned into “death panels” that will dole out euthanasia.

Leaving aside both politics and any legitimate disagreements about death and dying, I find the need to address end-of-life options compelling at the personal, professional, and public levels.  Professionally, I have been in this thicket many times as a doctor.  Personally, too, on painful occasion as a member of the afflicted family.  These close encounters with death and dying make the need for counseling abundantly clear.  


Some families ask the system to “do everything,” with no understanding of what everything is, or how much more likely it may be to remove dignity than restore any semblance of living.  There are times when heroic measures are called for, and times when they are a futile charade.  Every family should get compassionate, professional, objective information on that topic.  Watching the sad futility of pointlessly desperate interventions on many occasions, and participating in them when compelled, I have long thought to have “do not resuscitate!” tattooed on my chest.


There is, as well, the public aspect of this- which leads us to our final dot, the subway station at 181st street in Manhattan.  This part is all about money.

The general consensus is that 25% of the entire Medicare budget is spent during the final year of life, and nearly half of that during the final month.  Before dealing with the dollars, let’s just deal with the obvious lack of sense in this.  At present, we are spending enormously in the final month of life, yet…it is nonetheless the final month of life!  So we have at our disposal the results of an enormous national experiment demonstrating that with no particular restrictions on desperate attempts to prolong life in its final month, we don’t do so- it remains the final month.   
Now, let’s consider the dollars.  We are not willing to have infinitely high taxes, or pay infinitely high health care premiums- so we are forced to admit that health care cannot be infinite, either.  If it is finite, it runs out- and that means at some level it MUST be rationed not because we choose that, but because it is unavoidable.  The only choice we have is to ration it rationally, or irrationally.  Money spent on futile end-of-life desperation that is not about providing comfort and fails to restore vitality may very well be at the expense of preventive care for younger people that would help them avoid the same desperate situation.  This is irrational rationing at its worst.
And the results of it are clear, not only in terms of misallocations of health care itself.  If enough of our tax dollars go to health care, we apparently don’t have enough left over to keep the ceilings in the subway from falling down.

There is more to living than simply not dying.  We want to live long, yes- but also to prosper! Modern medicine may help with the former, but at a dreadful cost to our economic vitality and without much benefit to our personal vitality or capacity to live well, perhaps the only prosperity that matters.  
If we don’t live well, we may live longer- or it may just seem that way.  To foster favorable trends in vitality, we must take matters into our own hands, and make health a priority in our daily lives.  To start mustering the motivation, I suggest connecting the dots.
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