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New regulations issued several days ago by the Centers for Medicare and Medicaid Services include 

the provisions to establish “separate payment and a payment rate for two advance care planning 

services” offered by physicians and other practitioners to Medicare beneficiaries. CMS credits 

support for these new advance care planning regulations to the American Medical Association and 

other stakeholders.  

 

CMS has been working on these new regulations for more than a year. The breakthrough came 

about when the AMA issued new billing codes that allow payment to a health care provider for a 

30-minute discussion with a patient, family members, or surrogate about advance care planning. A 

second payment for an additional 30 minutes is allowed under a different billing code. 

 

Advance care planning was raised when Obamacare was being debated in Congress but was cut out 

of that legislation. At that time, hard-line opponents insisted that such planning would lead to the 

establishment of “death panels.” Today that criticism has softened. Some refer to advance care 

planning as end-of-life counseling.   

 

Ezekiel Emanuel, a powerful supporter of Obamacare and a long-time advocate for advance care 

planning, insists that such discussions left in the hands of untrained clinicians may defeat the very 

purpose of advance care planning. He urges that clinicians must be properly trained to lead such 

discussions. His own words on this matter are: “It would be wise to invest in optimizing and 

disseminating such training before [financially] incentivizing low-quality discussions of unskilled 

providers.”  

 

When it comes to providing care for Medicare beneficiaries, Emanuel is concerned about other 

matters as well: “… more than 25% percent of Medicare dollars are still allocated to care for 

patients in their final year.” He knows full well that, depending on the accuracy of their cost 

estimates, the Medicare trustees project that the trust fund will be depleted by 2022 or 2030 and 

that payments must be reduced at that time to levels that can be covered by income tax and 

premium revenues. In other words, the money simply will not be there to provide the care that has 

been promised.  



 

For years, one remedy has been to reduce reimbursement to providers for health care services 

rendered that at times has dropped below one-half of what they are billing. As a consequence, some 

providers have refused to accept new patients with no other coverage than Medicare, thereby 

reducing access to care.     

 

A second remedy, one that Emanuel has championed for years and is implied in his reference to the 

Medicare dollars spent in the last year of life,  is to restrict care at the end of life. Costly aggressive 

interventions would be replaced by relatively inexpensive palliative care that makes the patient 

comfortable. 

 

A third remedy, already in place in California, Oregon, Vermont, Washington, and Montana, is 

physician-assisted suicide. Medicare spending can be “painlessly” reduced by helping patients 

choose death. Implied in this remedy is the proposition that there is a life not worth living. Thus, 

death is the answer. Could it be that the training programs for unskilled providers that Emanuel 

has been advocating would be constructed around that proposition?  

 

In much the same way that Americans have accepted access to abortion as a woman’s constitutional 

right and therefore morally good, more and more Americans are being conditioned to accept 

suicide as morally good. 

 

After more than 40 years of access to abortion services in which tens of millions of unborn babies 

have been killed, we see more clearly the unintended consequences of the Supreme Court’s decision 

in Roe v. Wade.  Today there is a insufficiency of working-age adults to support Medicare spending 

on the elderly, making physician-assisted suicide ever more acceptable.  

 

A culture of death doesn’t just happen. It has strong advocates who argue that abortion and 

physician-assisted suicide are morally good.  It is good for pregnant women to be freed of burdens 

they cannot bear. It is good that the elderly are freed of a life that is not worth living. Death is 

deliberately wrapped in a mantel of freedom assuring that it is accepted as good: freedom of choice, 

freedom to die. 

 

The next stage in the evolution of a culture of death will be to make dying a duty. 
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