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LAW vs EDUCATION: 
The New Medical Laws in Several States
(and why Washington doesn’t need one)

ENCOURAGING AN OPEN AND FEARLESS DISCUSSION ON THE OLYMPIC PENINSULA ABOUT DEATH AND DYING.

Several months ago, I spent ten days in retreat with members of medical and 
hospice communities from across North America and Australia. We commiser-
ated on how often it seems that patients are rarely ready for the end when it 

arrives. All of us have witnessed the downward spiral of a patient’s medical condi-
tion, watched the repeated hospital visits, and heard the blind chatter that our fellow 
medical professionals offer: “Continued treatment, looking good, see you in a few 
weeks”...and we are frustrated. Even the hospital staff, who see this same patient two 
or three times over the course of a few months, tiptoe around the issue. No one, it 
seems, stops for a moment to say to the patient, “Let’s talk about your options here.” 

Several states have decided they have the answer to this problem: They have 
passed laws requiring doctors and medical professionals to offer end of life coun-
seling, including the options for palliative or hospice care, when their patients 
have six months or less to live. California passed their law in 2009, followed by 
New York in 2010, and Massachusetts in 2012. 

Is passing a law the solution? Not necessarily.
We have to consider why these conversations aren’t taking place now – why 

this isn’t something that comes naturally in our current medical structure, and 
why three states have decided that passing laws is the only way to make it happen. 

To begin with, medical professionals will ask, “Whose responsibility is it to have 
this conversation?” The primary care physician isn’t the one treating the specific 
illness or diagnosis, so even though you may have known him for many years, he 
may feel it’s not his place to discuss options to your current treatment. Hospital-
ists (the physicians who see you during your stay in the 
hospital) will tell you that they may be stepping on toes 

The purpose of Death Over Coffee is to promote an open, healthy, and fearless 
discussion on death and dying; to educate the reader about death and dying 
through the years and across cultures; and to provide tools for the reader to 
use as talking points as they prepare for their own end of life. This newsletter 
supports the quarterly Death Cafe to be hosted in Sequim.

Continued on page 2

Law vs 
Education: New 
Medical Laws
page 1

Trending Now: 
Green Burials 
page 4

Preparing  
Your Way
page 5



Page 2 Death Over Coffee

if they attempt these discussions: “We believe we must heal or at least patch up and send out, and if we discuss 
death, we are admitting a failure of the system, so to speak,” says Dr. Lettie Doran, Inpatient Care Specialist at 
Novant Health Brunswick Medical Center, in Bolivia, North Carolina.  

So we presume, then, that the responsibility should fall upon the specialist – but which one? There may 
be multiple specialists treating the patient. It’s easy enough to say that the specialist who is handling the spe-
cific diagnosis should handle the discussion, but what happens when a patient has MS, cirrhosis of the liver, 
and stage 4 prostate cancer? Assuming you can get the physicians on a conference call together, do they draw 
straws? Debate statistical probabilities?

Even if they can decide on whose shoulders the responsibility falls, just getting a doctor to have this discus-
sion can be tricky as well: Doctors are human, and have the urge to “go for the win”. As a result, the patient can 
get caught up in the middle as the doctor and the illness (or general end of life issues) fight it out. “Is death a 
failure?” asks Doran. “Of course not. But sometimes fighting it off like Don Quixote tilting at windmills can make 
physicians feel more valiant. It’s like we are on the side of the patient and death is not.” Indeed, in a recent story 
in Pulse, where one patient discusses his fight against cancer, he describes his oncologist as saying, “We’re going 
for the cure, here,” even as that very oncologist had just described the patient’s cancer as “incurable.”

While discussing all this with a friend of mine over coffee (naturally), I blurted out, “Of course oncologists 
would never offer palliative care or hospice, because if they stop treating a patient it means they lose their pay-
check.” My friend, Dr. Heath Foxlee, Radiation Oncologist with Pacific Cancer Center (PCC), winced. “We’re not 
all like that, you know,” he said.

According to Foxlee, it is part of their protocol to review the patient’s preferences for his Advance Directives 
during their first visit. Foxlee adds that, when meeting a patient for the first time, they assess the situation care-

fully: Are they treating the patient for a cure, or treating 
them palliatively? If they choose a palliative approach, 
Foxlee says, “I need to be sure I have a pretty clear ap-
proach to helping the patient feel better, not worse.” He 
adds, “The first visit is just the start of the discussion, 
and then I keep checking.”

What about those unfortunate situations when the 
physician is going for the cure, and realizes that it’s not 
working? What about that discussion that is now required 
by law in three states? “You hate those discussions,” says 
Foxlee, “but patients really appreciate being told exactly 
what’s going on, and having help to sort out their options. 
Once I do that – once I can present all their options – we 
may decide that some of them aren’t any good.”

Yes, PCC has it figured out—but so does the rest of 
the state: In 2011, both the National Palliative Care Re-
search Center and the Center to Advance Palliative Care 
gave our state an “A” rating for the availability of pallia-
tive care services. Compassionate care and palliative care 
options are part of our culture here in Washington.

So, will forcing physicians to have these discussions 
solve the problem in California, New York and Massachu-
setts? Is passing a law a real solution to this situation? I 
stand by my original response, “Not necessarily.”

In the end, it seems that it all boils down to medi-
cal education: The reality is 
that physicians aren’t taught 
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True or false: Telling a loved one 
that he or she is going to die will 
only make them give up and die 
sooner.

False! It’s easy enough to say 
that no one else knows your loved 
one as well as you do, and that you 
know your loved one will become 
depressed or just give up and die 
sooner, but you have to trust the 
experts on this issue.

Many people who work with end 
of life clients find that the loved one 
typically knows he is dying, and the 
family members know he is dying, 
but no one wants to talk about it. 
Christine Longaker, in her book Facing 
Death and Finding Hope (Broadway 
Books, 1997), discusses the tragedy 
caused by a family’s unwillingness 
or inability to talk to their loved 
one at this time: “When we avoid 
speaking about the coming death, 
we unknowingly isolate the dying 
person during the greatest physical 
and emotional pain of his life. Even 
if he is surrounded by friends, when 
they cannot share the truth together 
the dying person will feel alone and 
abandoned.” She reiterates that tell-
ing a loved one that he is dying will 
not cause them to die sooner, but will 
instead bring relief to everyone.

No one is suggesting that we 
should deny our feelings at this time. 
If we break down and cry during the 
discussion, it will only serve to bring 
us closer, and will bring relief to us 
both. Let your love guide you. Rise 
above your fears, and place your 
loved one’s peace of mind above 
everything in your own mind. Speak 
from the heart. Speak from love. You 
will always be grateful for the oppor-
tunity to open in this way.  

how to discuss this subject – if they were, no one would be dancing 
around the issue, avoiding it, or waiting for someone else to have that 
conversation. There simply aren’t classes on how to talk about death 
and dying with patients – not in medical school, and not in continuing 
education courses. Physicians will tell you that they had to learn how 
to have these discussions during their years of working with patients, 
and that they had to rely on mentors and other physicians to help 
them find their way through these discussions. Additionally, they may 
struggle with their own issues and fears around death.

Foxlee sums it up best: “Making it a law doesn’t mean it’s going 
to be done well. If all you do is require it and not educate the physi-
cian about how to do it, you can really screw this up at a very vulner-
able time for the patient.”

“My personal view is that legislating good medical care is not 
a very effective way to improve medical care,” says J. Randall Cur-
tis, MD, MPH, and Director of UW Medicine’s Cambia Palliative 
Care Center of Excellence. “For example, there has been legisla-
tion around pain medication [ensuring that patients have access 
to adequate medication and dosages]. Does it improve the level of 
care with regards to pain medication? Not necessarily, but it raises 
awareness around the importance of the issue.”

Curtis has reviewed the law in New York, and, to a lesser extent, 
the law in California. He finds that they do have merit: “I’m not op-
posed to the laws as a way of saying to the general public and the 
physicians, ‘This old way of not talking to people about their progno-
sis and all treatment options – including palliative care – is not okay.’

“I do think that we have gotten ourselves into a crisis situation,” 
he continues, “in how we handle patients with chronic, life-limiting 
illness. We have for decades and decades not trained physicians on 
how to talk about palliative care, and at the same time developed 
increasingly advanced methods to sustain life and extend life – but 
oftentimes resulting in a limited quality of life.”

Recently, UW Medicine’s Palliative Care Center of Excellence was 
awarded a $10 million grant from the Cambia Foundation (the Cen-
ter has since been renamed the Cambia Palliative Care Center of Ex-
cellence). In addition to furthering research and clinical leadership, 
part of this grant will be used in education – not just at the student 
level, but ongoing education for physicians and other staff as well. 
This grant will ensure that the Center can continue to deliver pal-
liative care training, in addition to training around thoughtful and 
compassionate discussions, and will place Washington State, and 
UW Medicine, at the forefront of this global issue. 

While we’re ahead of the curve, we always have more work to 
do. Says Curtis, “I think we need to be careful not to say we’ve got 
this all solved, because I don’t think we’re quite there.”

We are discussing it, however, and this can only serve to drive 
awareness of the issue. As patients – as consumers of medical 
treatment and care – we do have a right to be fully educated with 
regards to our treatment and care options. Let’s keep the discus-
sion flowing.  

TRUE or FALSE
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TRENDING NOW: Green Burials

Born in the U.S.A.
During the Civil War, President Lincoln instructed his Army surgeons to embalm the bodies of soldiers 

so they could be preserved for the trip home for burial, but the practice was not widely accepted. Even af-
ter President Lincoln himself was embalmed (after he was shot, of course, and died – I suppose I should clarify 
that part?) the practice still did not become an automatic part of the burial process. Religious leaders decried 
the practice, and today several religions continue to forbid embalming of the deceased.

Our lifestyles have changed in the last 80 or so years; when a loved one passes these days, we want to wait 
for family and friends to travel from out of town in order to view the body before it’s placed in the ground. 
Keeping our loved one in refrigeration for those days won’t keep her looking life-like, which is what our society 
demands these days. We want to sit in the funeral parlor and whisper about “how good she looks,” and even tell 
our children, “See? It just looks like she’s sleeping.” We want to protect ourselves from the reality of death, and 
embalming helps us accomplish this goal.

In our modern society, embalming isn’t given a second thought. More widespread in Canada and the United 
States than the rest of the world, we are convinced that a decent burial can’t and shouldn’t take place without the 
body first being filled with formaldehyde and phenol (or formaldehyde and glutaraldehyde, a newer combination). 

Any funeral director or mortician will tell you that embalming doesn’t preserve the body; it merely slows 
down the natural decomposition process, and that this process can vary wildly based on numerous factors. 
Press them for a more precise answer and the fact emerges: it could be a few days, weeks, months – or in some 
odd cases, years – but that there really is no set timeline. 

Compound the issue with synthetic fiber clothing and materials inside coffins that seal up very well, and 
add in the required cement vault in which we are buried, and – guess what? – we aren’t returning to the earth 
nearly as gracefully (or as much) as poetry and ancient prose would have us believe.

Returning to the old ways
As the old phrase goes, what’s old is new again: The latest trend is a return to natural burials, without em-

balming, and with natural fibers surrounding the deceased. In some instances, the loved one is simply dressed 
in comfortable, natural fiber clothing, wrapped in a cotton sheet or wool blanket, and then placed in an eas-
ily biodegradable wicker basket before being lowered into the ground. In other instances, the loved one is 
wrapped appropriately, and then placed directly into the earth. In a true green burial, no synthetic fibers are 
used, no embalming is allowed, and no cement vault is used. In other words, we are allowed to truly return to 
the earth, ashes to ashes, dust to dust.

The goal with a green burial cemetery is to keep the ground preserved in its natural state, and to allow the 
surrounding areas to become, or continue to be, a natural habitat for local plants and 
animals. Our current cemeteries are for-profit businesses; burial plots are lined up one Continued on page 6
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THE EDITOR’S ORDER: 16 oz decaf latte with foam

PREPARING YOUR WAY: 
Why is it important to have time to prepare?

Did you cringe when you first saw the masthead?
A client of mine, who is approaching the end of his life, has de-

cided to stop taking most of his meds. He picks his heart medica-
tion out of the pile of pills he’s supposed to take each day, and leaves 
the rest. “I don’t want to take the others,” he tells me. “That’s the most 
important pill, and that’s all I want to take.”

His family has argued, pleaded, and even threatened to grind up 
the pills and put them in his food; they don’t understand why he’s mak-
ing this choice.

As mature adults, with full capacity to think clearly and 
make intelligent decisions, we naturally and rightfully believe 
we should be able to live the way we choose to – eat what 
we want, smoke or not smoke, take piles of pills or herbal 
remedies or nothing at all, continue running with bad knees, 
etc. Should we not, then, also have the right to approach our 
death the way we choose to? If we are not living the way we 
want, are we truly living? And doesn’t this also apply to how 
we choose to approach the end of our life – don’t we stop liv-
ing if we do not have the freedom to live as we wish in those 
final months?

We must ask ourselves, what is it that we fear about death? If 
you, dear reader, cringed when you first saw this masthead, perhaps 
it’s time to pause for reflection and ask, “Why did the image bother me?” Exploring how we feel about the topic 
of death and dying, and coming to terms with it, will help us live more freely…and isn’t that what we all truly 
desire in life?

- Alicia Jean Demetropolis, Editor in Chief

Why can’t we just bury our head in the sand until the last moment possible? When our physician tries to 
tell us what we perceive to be bad news, why shouldn’t we just stick our fingers in our ears and yell, “I 
can’t hear you!”? 

Because a healthy grieving process should begin long before death – coming to terms with the loss of our 
loved one from this physical world, closing out unfinished business, saying those words – “I’m sorry,” “I forgive 
you,” “I love you,” and “Thank you.” If we don’t take the time to prepare, even to communicate our final wishes, 
the stress and grief is compounded for our loved ones. Not only are they grieving our loss, and experiencing 
anguish over not being able to express their heart to us, but they are trying to figure out what we may have 
wanted in those final hours, or even after we are gone. 

As Stephen Levine tells us in his book, A Year to Live (Three Rivers Press, 1997), “Preparing for death is one 
of the most profoundly healing acts of a lifetime.” While we could avoid this step and tell our physicians and our 
loved ones that we don’t want to talk about it, it’s not healthy for any of us, and may leave you with regret as 
you depart from this world.  
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next to the other, and trees are a rare commodity in some instances. 
Green cemeteries contain far more open space, and are likened to the 
peaceful, green meadow we all envision as the ideal resting place for 
ourselves and our loved ones, with butterflies and birds and bunnies 
hopping around.

But, back to reality: Green burials, if you stay true to the concept, 
are expensive. Fewer plots and continued certification as a green 
cemetery equate to a slightly higher price tag for the burial. Let’s not 
kid ourselves, here – green cemeteries need to make money just as 
much as any other cemetery. Here on the peninsula, several cemeter-
ies are researching the possibility of setting aside sections of their 
grounds to be used as green burial areas, but the process can take a 
while. As a result, there are no truly green burials taking place locally. 
Additionally, while people appreciate the concept – especially for the 
environmental aspects of it – they balk when faced with the price tag.

We have options, of course, but we simply don’t realize it at the 
time a loved one passes. We are shell-shocked, grieving, and over-
whelmed on many levels. When we sit with the funeral director, he runs 
down the list of things to do and embalming is right up there at the top 
of the list. Do your research and go the official Washington State web 
site to understand when embalming may be required by law and when 
it may not be (in most instances, it isn’t required). There are “green” 
options to the chemicals used for embalming, but not many funeral 
parlors out here offer those choices, so you need to ask questions. Also 
ask about natural options for the burial and for the casket. The funeral 
director will walk you in to a large, softly lit room with lots of beautiful, 
expensive, heavy caskets – of course we want our loved one to feel as if 
she is resting on a cloud as she lies there – but the funeral parlor may 
also have brochures and catalogs with more natural products.

The downside? Ordering from a brochure or catalog takes time, 
as does waiting for loved ones to travel from out of the area. We are 
left with what appears to be our only option: Embalming and a not-
so-natural resting place.

The solution? Plan ahead. (This is the part where you, dear read-
er, probably shudder a bit.) We’ll discuss that more in the next issue 
of Death Over Coffee. For now, go hug and kiss your loved ones.  

How does our current 
embalming process compare 
to the process used in ancient 
Egypt? Well, it’s quite different.

In ancient Egypt, the body 
would be taken to a special 
tent, where it was washed with 
palm wine and rinsed with wa-
ter from the Nile before several 
internal organs were removed, 
including the liver, lungs, 
stomach and intestines. These 
organs were washed and then 
packed in a salt called natron, 
which would dehydrate them. 
The brain was also removed 
but not preserved. The heart 
was not removed.

The body was next covered 
and stuffed with natron so 
that it would dry out, and left 
for forty days.  At that point, 
the body would once again 
be washed and then have oil 
smoothed over the skin to keep 
it from drying out.

In the earliest days, the 
organs would be placed in 
canopic jars and placed in 
the tomb with the body dur-
ing burial; later years found 
the embalmer returning the 
dried out organs to the body 
for burial. The body was then 
stuffed with leaves and linen 
to help it fill out, before being 
wrapped in linen.  

Source: The British Museum 
web site

Walk Like An 
Egyptian

Green Burials: continued

We all know it’s there, we all know death is there, but we kind of push 
it away, like we push it down the basement stairs or something. But 
when you’re faced with it, when it’s unavoidable and you’re faced with 
it, there’s no fear. I mean, I’m not afraid. I just want to know what’s 
next. I just want to see what’s there.

– Dan S., 70 years old, staring down his own diagnosis

What you have to say...
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DEATH’s Word of the Quarter
dignity
noun \ dig-n  -tē\
:  a way of appearing or behaving that suggests  

seriousness and self-control
: the quality of being worthy of honor or respect

- from Merriam Webster’s Oxford English Dictionary

When we discuss the topics of end of life care, death, 
and dying we often find ourselves using the word “dig-
nity”, and – more often than not – it revolves around 
needing to have someone help us with toileting and 
wiping our backside. When people tell me they don’t 
want to “lose their dignity”, I tell them it’s all a matter of 
perspective and then tell them the story about Sam. 

Sam wears diapers because he can’t control his 
bowels. He’s not fond of clothes, and when he knows the 
staff isn’t looking, he finds a peculiar joy in tearing off 
his diaper, hiding it and racing around butt-naked with 
all his jiggly parts just jiggling freely. The staff laugh it 
all off and take it in stride, though, and they all tend to 
be good-natured about it because Sam has such a good 
attitude. So is Sam undignified because he can’t control 
his bowels? What if I told you that Sam is two years old?

Suddenly the perspective changes a bit, doesn’t it?
If dignity is in how we behave – in how we carry 

ourselves and in how we command respect – then what 
do our bowels have to do with it? If we were to lose the 
use of our legs, or even lose a leg entirely, would we 
become less dignified somehow? Our culture says it’s 
perfectly fine for someone at the start of their life to not 
have control over their bowels, but somehow it’s undig-
nified for someone at the end of their life to be in the 
same situation. We are our culture, and we can change 
that attitude.

Perhaps we should instead focus on the fact that 
these bodies are temporary and are meant to break 
down at an unpredictable time in each person’s life. Per-
haps we should instead consider that this body’s break-
ing down is a part of life, and that, while these bodies 
will cease to function one day, our dignity – how we 
carried ourselves and handled the end of our life – will 
live on long after.  

e

Libby Sweetser,  
Host at 7 
Cedars Casino
Do you think you 
have a healthy 
attitude towards 
death and dying?

I don’t know if I 
have an unhealthy attitude towards 
it, but I try not to think about it. The 
older I get, the more it becomes a 
reality. When I was younger, I didn’t 
have to think about it; but now I have 
grandkids to think about. I’m closing 
in on 50 and suddenly I know it’s 
inevitable. 

Did your family openly talk about 
death when you were young?

No! My mother was terrified of it. 
Even when my grandfather was 
dying in the hospital – I mean, days 
away from dying – she would still 
go in and fight with the doctors and 
nurses to keep him alive. We didn’t 
talk about it.

Do you openly talk about death 
and dying with your family?

No. It doesn’t come up. 
Sometimes, I think that if I 
thought about it more, it might 
be easier to relate to it...but then 
I think if I talk about it, it may 
become more of a reality, and it 
may happen sooner. I guess I’m 
kind of superstitious that way.

Es
presso-to-go

Es
presso-to-go
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What is a Death Cafe? 

Please plan to join us for our first 

Death Cafe (an open forum discussion 

on the topic of death and dying), to 

be held on Saturday, February 21, 

2015, at Rainshadow Coffee on Cedar 

Street, just west of Sequim Avenue. 

We will begin promptly at 8:30 a.m., 

so please arrive by 8:15 a.m. to 

purchase your drink and/or a snack 

before the discussion group begins. 

Space is limited, so please email 

DeathOverCoffee@gmail.com if you 

plan to attend. For more information 

on the history and purpose of a Death 

Cafe, go to http://deathcafe.com.

The sun sets,
the moon wanes,
the spring passes,
the year ends.

I asked of life,
“Tell me, how long
will you continue to be?”

Then said life,
“I shall live forever.”

– Vadan


