
 

 

  

 
June 1, 2026 
 
Robert F. Kennedy, Jr. 
Secretary 
Centers for Medicare & Medicaid Services 
Department of Health and Human Services 
7500 Security Boulevard 
Baltimore, MD  21244-1850 

 
Re: Proposed Rule: CMS, “Medicare Program; FY 2027 Hospice Wage Index and Payment Rate Update 
and Hospice Quality Reporting Program Requirements,” RIN 0938-AV78, 91 Fed. Reg. 17338, (CMS-
1851-P) 
 
Dear Secretary Kennedy, 
 
Thank you for the opportunity to comment on the Centers for Medicare and Medicaid Services (CMS) 
proposed Rule, “Medicare Program: FY 2027 Hospice Wage Index and Payment Rate Update and Hospice 
Quality Reporting Program Requirements.” The National Catholic Bioethics Center (NCBC), National 
Catholic Partnership on Disability (NCPD), the Catholic Medical Association (CMA), and the National 
Association of Catholic Nurses, USA (NACN-USA), jointly submit this comment. Our commentary is related 
to the section titled, “Request for Information Regarding Medical Aid in Dying (MAID).” Assisted suicide is 
morally wrong, a violation of the Hippocratic tradition, and is directly counter to the sacred role of 
healthcare professionals in providing optimal health care. The potential support, even inadvertently, for 
assisted suicide by the federal government is antithetical to its responsibility to protect all American 
citizens.  
 
Consistency of Terminology within the Law 
 
Of paramount importance is the accurate and honest utilization of terminology: Medical aid in dying 
(MAiD) is a euphemism that attempts to lessen the reality of this intervention. It is not medical aid. It is 
assisting in an individual’s wish to end one’s life. Furthermore, the term “MAiD” is a poll-tested 
euphemism devised by proponents of assisted suicide which masks the real meaning of the practice.1 It 

 
1 Bryan Just, “Don't be fooled by support for 'medical-aid-in-dying.' You're not getting the full story,’” Chicago Sun Times (Mar 
31, 2024). https://chicago.suntimes.com/other-views/2024/03/29/medical-aid-in-dying-physician-assisted-suicide-poll-illinois-
legislation-bryan-just.  

https://chicago.suntimes.com/other-views/2024/03/29/medical-aid-in-dying-physician-assisted-suicide-poll-illinois-legislation-bryan-just
https://chicago.suntimes.com/other-views/2024/03/29/medical-aid-in-dying-physician-assisted-suicide-poll-illinois-legislation-bryan-just
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could describe any number of end-of-life practices from Hospice, to accompaniment of assisted suicide, to 
euthanasia. Thus, consistent designation of this as assisted suicide is accurate. The American Medical 
Association’s Council of Ethical and Judicial Affairs (CEJA) has supported this more accurate terminology, 
stating that “the term ‘physician assisted suicide’ describes the practice with the greatest precision.”2 
Assisted suicide is the most accurate terminology for the practice of a physician or other medical 
professional prescribing lethal drugs to cause the death of a patient.  
 
Federal statutes and regulations use the terms, “assisted suicide,” “euthanasia,” and “mercy killing.” It 
would be inconsistent with federal precedent to deviate from the established terms already in the law. 
Currently 13 states and the District of Columbia permit assisted suicide (the New York and Illinois laws will 
go into effect in August and September of 2026, respectively). In these fourteen American jurisdictions 
that currently allow this, the medical professional writes a prescription for a lethal drug cocktail, and the 
patient dies by suicide by administering the drugs themselves. Medical Aid in Dying is a euphemism that 
can conceal the real intent of the interventions used to kill a patient. Therefore, for the sake of clarity, 
consistency, and honest conversation on this issue, we cannot emphasize enough the importance of 
accurate terminology. 
 
Consistency with Provisions of Existing Law 
 
The U.S. Supreme Court has ruled that there is no constitutional right to physician “assisted suicide.”3 The 
Social Security Act contains a provision which states that federal regulations cannot ban the practice of 
assisted suicide, but federal funding can be restricted and monitored under normal compliance 
standards.4 For example, restriction of federal funds for this purpose in funding Hospice is contained in the 
Assisted Suicide Funding Restriction Act of 1997 (ASFRA).5 There have been no serious attempts to 
overturn ASFRA since its adoption. ASFRA is broad in scope: federal funds are strictly prohibited from 
being used to pay directly, in whole or in part, for any expenses related to causing the death of an 
individual, as with assisted suicide. This has historically been enforced in many contexts by your 
department and others, and we highly encourage you to enforce it to the full extent of its scope. Given 
the importance of Medicare-funded Hospice programs at the center of this rule, the restrictions imparted 
by ASFRA must be maintained and fully enforced.   
 
Multiple other actions support the continued opposition of CMS to the funding of assisted suicide: 
 
 42 CFR § 411.15(q) – CMS-codified exclusion of coverage for assisted suicide under Medicare 
coverage.6 

 
2 Jeremy A. Lazarus, MD, Chair, “Reconsidering Terminology to Describe Physician Assisted Suicide,” Opinion Of The Council 
On Ethical And Judicial Affairs, CEJA (Annual Meeting August 2025) https://www.ama-assn.org/system/files/a25-ceja-reports.pdf,.  
3 Vacco v. Quill | 521 U.S. 793 (1997); Washington v. Glucksberg | 521 U.S. 702 (1997). 
4 42 U.S. Code Chapter 138.  
5 ASFRA is the guiding legal principle regarding the prohibition of use of federal funds for assisted suicide.  Assisted suicide was 
not legal in any state until Oregon officially legalized in 1997, an action which prompted the truly bi-partisan passage of ASFRA 
that year by a 96% margin in Congress and signed into law by President Clinton.   
6 Code of Federal Regulations: Title 42 - PUBLIC HEALTH, Chapter IV, Part 411, Subpart K - Payment for Certain Excluded 
Services §§ 411.400−411.406. 3. https://www.govinfo.gov/content/pkg/CFR-2010-title42-vol2/pdf/CFR-2010-title42-vol2-
sec411-15.pdf.  

https://www.ama-assn.org/system/files/a25-ceja-reports.pdf
https://supreme.justia.com/cases/federal/us/521/793/
https://supreme.justia.com/cases/federal/us/521/793/
https://www.govinfo.gov/content/pkg/CFR-2010-title42-vol2/pdf/CFR-2010-title42-vol2-sec411-15.pdf
https://www.govinfo.gov/content/pkg/CFR-2010-title42-vol2/pdf/CFR-2010-title42-vol2-sec411-15.pdf
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 Section 1553 of the Affordable Care Act (ACA) – prohibits discrimination against individuals or 
health care entities refusing to participate in assisted suicide if Federal ACA funding is received by the 
entity.7 
 42 U.S.C. 14406 – ensures that federal advance directive requirements cannot be interpreted to 
mandate assisted suicide.8 
 
The history of healthcare in the United States, from the time of the founding of the Marine Hospital 
System in 1798, the foundation of the U.S. Public Health Service and the U.S. Centers for Disease Control 
and Prevention (CDC), until this day, federal support of healthcare has been committed to health, not 
death.9 Yet distortions of the mission of government’s role in maintaining the public health continue to 
escalate. Every effort to continue this legacy of true healthcare must continue, and fraudulent practices to 
subvert it must be rooted out. 
  
Covert Use of Federal Funds in States that Have Legalized Assisted Suicide 
 
Fraud potential rests in provisions in every state law legalizing assisted suicide, which requires the 
prescriber to list the underlying condition as the cause of death instead of overdose by lethal drugs. This 
falsification of the death certificate is designed to leave no paper trail, adding to the difficulty in 
prohibiting the use of federal funds for payment. Only a federal audit can confirm whether hospices, in 
states that have legalized assisted suicide, are utilizing federal funds to pay for the assisted suicides of 
some of their patients. Payment for the controlled drugs used in assisted suicide should be able to be 
monitored. Covered entities, however, are not required to clearly show that federal funds are not being 
used, even though hospices are receiving per diem from CMS for many patients; and according to state 
data, 79% of Oregon patients dying by assisted suicide in 2025 were on some form of government health 
insurance.10 The situation is further complicated by the joint use of federal and state funds to reimburse 
under Medicaid.  
 
However, as cited earlier, under ASFRA, no federal funds, including Hospice payments, can be used to 
facilitate any part of assisted suicide, including physician consults, prescribing of lethal drugs, or assisting 
with the administration of the drugs. In Oregon, almost 92% of assisted suicide requesters are enrolled in 
hospice care.11 Some hospice programs offer assisted suicide as one of the menu options. This situation 
creates the rationale for an in-depth examination of how hospice programs in assisted suicide-legal states 
are funded. We strongly recommend an historical audit of all hospices in assisted suicide-legal states since 
legalization occurred, showing all patients covered by Medicare who received any services related to 
assisted suicide. If the hospices cannot substantiate proof that they paid for assisted suicide services and 
expenses separately from Medicare funds, CMS should recoup those dollars. We further recommend that 

 
7 Section 1553 of the Patient Protection and Affordable Care Act (ACA), codified at 42 U.S.C. 18113. https://www.hhs.gov/civil-
rights/for-individuals/refusal-provide-assisted-suicide-services/index.html.  
8 Title 42 - The Public Health And Welfare Chapter 138 - Assisted Suicide Funding Restriction Sec. 14406 - Clarification with 
respect to advance directives. https://www.govinfo.gov/app/details/USCODE-2009-title42/USCODE-2009-title42-chap138-
sec14406.  
9 CDC, “The Roots of Public Health and CDC,” The David J. Sencer CDC Museum in Association with the Smithsonian Institute 
(last reviewed: July 6, 2021).  https://www.cdc.gov/museum/online/story-of-cdc/roots/index.html.  
10 Public Health Division Center for Health Statistics, Oregon Death with Dignity Act 2025 Data Summary, Oregon State Health 
Authority (April 1, 2026) www.healthoregon.org/dwd.  
11 Ibid. 

https://uscode.house.gov/view.xhtml?req=(title:42%20section:18113%20edition:prelim)
https://www.hhs.gov/civil-rights/for-individuals/refusal-provide-assisted-suicide-services/index.html
https://www.hhs.gov/civil-rights/for-individuals/refusal-provide-assisted-suicide-services/index.html
https://www.govinfo.gov/app/details/USCODE-2009-title42/USCODE-2009-title42-chap138-sec14406
https://www.govinfo.gov/app/details/USCODE-2009-title42/USCODE-2009-title42-chap138-sec14406
https://www.cdc.gov/museum/online/story-of-cdc/roots/index.html
http://www.healthoregon.org/dwd
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regulations should be promulgated that would require as a condition to participation that annual reports 
be submitted to CMS similarly demonstrating that no federal funds were used in any way related to 
assisted suicide.  
 
In addition, medical schools which receive federal funds should be audited to determine if they are being 
used to instruct students in palliative care and hospice curricula in violation of ASFRA. There is evidence of 
medical residences being offered in physician assisted suicide in California.12 Medicare is the largest 
funder of graduate medical education. It paid an estimated $21.2 billion in FY2023.13 There needs to be an 
audit to determine if such assisted suicide residencies are being funded by Medicare. 
 
Discrimination Against Persons with Disabilities 
 
Section 504 of the Rehabilitation Act of 197314 prohibits discrimination based on disability in programs 
that qualify for federal funds. A person who is eligible for assisted suicide under the six-month or less to 
live prognosis is, by definition, disabled. However, that person is the subject of discrimination in violation 
of the federal law if he/she requests suicide assistance and is not referred for suicide prevention 
treatment.15 A person with suicidal ideation without a disability would, as standard practice, be referred 
for suicide prevention treatment. Simply stated, a person with a disability receives suicide assistance while 
one without a disability receives suicide prevention, creating a discriminatory double standard. This 
situation should not be tolerated, including if the patient is at the end of life and/or has life-threatening 
disabilities. 
 
It is also concerning that while patients are qualified for Hospice based on a six-month or less to live 
prognosis, 14% - 15% of Hospice patients recover and are removed from the program.16 In addition, many 
Hospice patients, who qualify as “disabled” under the Americans with Disabilities Act,17are not receiving 
equal suicide prevention care services as required by law. For this reason, the Institute for Patients’ Rights, 
national and local disability organizations, and individual patients are now plaintiffs in federal lawsuits 
filed in California, Colorado, and Delaware (and vowing that there are more to come), requesting that the 
laws be overturned as inherently discriminatory violations of the Americans with Disabilities Act.18 
 
We are aware that the Department of Health and Human Services (HHS) in 2021, in a call for comment, 
“Discrimination on the Basis of Disability in Critical Health and Human Service Programs or Activities,” 

 
12 Wesley J. Smith, “Association of American Medical Colleges Journal Pushes for Residencies in Assisted Suicide,’ National 
Review (August 17, 2024) https://www.nationalreview.com/corner/association-of-american-medical-colleges-journal-pushes-
for-residencies-in-assisted-suicide/.  
13 Marco A. Villagrana, “Graduate Medical Education, 2025,” Conress.gov (August 20, 2025) https://www.congress.gov/crs-
product/IF13088.  
14 Public Law 93–112, Approved September 26, 1973, 87 Stat. 355; As Amended Through P.L. 117–286, Enacted December 27, 
2022. 
15 Dr. Neal Swartz, “Is Depression a Disability? Knowing Your Rights and Where to Seek Help,” REACH Behavioral Health (Feb. 3, 
2025). https://reachbh.org/is-depression-a-disability/.   
16 Stephanie P Wladkowski, et al., “Live Discharge of Hospice Patients with Alzheimer’s Disease and Related Dementias: A 
Systematic Review,” Am J Hosp Palliat Care (Feb. 16, 2024). https://pmc.ncbi.nlm.nih.gov/articles/PMC10763573/.   
17 42 U.S.C. §§ 12101 et seq. 
18 PR Newswire, “Disability and Patient Advocacy Groups File Federal Lawsuit Challenging Constitutionality of Colorado's 
Assisted Suicide Law” (June 30, 2025) https://finance.yahoo.com/news/disability-patient-advocacy-groups-file-
180100438.html.  

https://www.nationalreview.com/corner/association-of-american-medical-colleges-journal-pushes-for-residencies-in-assisted-suicide/
https://www.nationalreview.com/corner/association-of-american-medical-colleges-journal-pushes-for-residencies-in-assisted-suicide/
https://www.congress.gov/crs-product/IF13088
https://www.congress.gov/crs-product/IF13088
https://reachbh.org/is-depression-a-disability/
https://pubmed.ncbi.nlm.nih.gov/?term=%22Wladkowski%20SP%22%5bAuthor%5d
https://pmc.ncbi.nlm.nih.gov/articles/PMC10763573/
https://finance.yahoo.com/news/disability-patient-advocacy-groups-file-180100438.html
https://finance.yahoo.com/news/disability-patient-advocacy-groups-file-180100438.html
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expressed concern over the two-tiered system of suicide prevention care in a request for information: 
“The Department is concerned that there may be a double standard in which doctors disproportionately 
facilitate assisted suicide for individuals with disabilities and refer for suicide prevention or psychological 
treatment for patients without disabilities.”19 This concern was precipitated by a 2019 report published by 
the bi-partisan federal agency, the National Council on Disability (NCD) on this issue. Their 
recommendations to the Department were as follows: 
 
 [HHS] OCR should issue a regulation specifically requiring nondiscrimination in suicide 
 prevention services, which states that physicians must treat a request for  assisted suicide or any 
 other form of hastened death the same, regardless of whether or not the patient has a disability; 
 an individual’s expression of wanting to die should not be explored any less rigorously or fully 
 solely because the individual has a disability or a chronic or terminal condition.20 
 
It had been hoped that equality in suicide prevention care and services, even in the context of an assisted 
suicide-legal state, would become a condition of participation in HHS programs and activities addressing 
disability pursuant to Sec. 504 of the Rehabilitation Act in the HHS Final Rule: Discrimination Based on 
Disability in Health and Human Service Programs or Activities.21 This Final Rule very noticeably left out the 
NCD recommendation and any mention of the concerns with the relevant assisted suicide practice 
concerns. 
 
Subtle but Lethal Withholding of Proportionately Beneficial Health Care in Hospice is a Form of Passive 
Euthanasia 
 
A more difficult trend to document is the deliberate withholding of treatments that are not 
disproportionately burdensome to the patient, while knowing their withholding will hasten death. Often 
we hear reported that hospice patients are being denied antibiotics, heart medicines, and assisted 
nutrition and hydration when there is no medical contraindication. Since the American Academy of 
Hospice and Palliative Medicine (AAHPM) holds the position of “studied neutrality” in terms of assisted 
suicide, this leads to less doubt the legitimacy of such claims.22 Furthermore nurses report to us of the 
overuse of morphine, beyond pain control, for the dying patient. The patient is therefore unable to safely 
ingest nutrition or hydration. While the morphine dosage is not what kills the patient, the resulting 
dehydration is the actual cause of death.  New phenomenon, allowed even by the American Nurses 
Association (ANA) is Voluntary Stopping of Eating and Drinking to precipitate death, not because the 
nutrition and hydration are no longer beneficial.23 All of these practices by CMS-funded programs need to 
be identified and prohibited. 

 
19 HHS, “Discrimination on the Basis of Disability in Critical Health and Human Service Programs or Activities” [Docket No.: HHS-
OCR-2021-0004] RIN: 0945-AA15, 45 CFR Part 84. https://www.hhs.gov/sites/default/files/504-rfi.pdf.  
20 National Council on Disability, The Danger of Assisted Suicide Laws Part of the Bioethics and Disability Series (October 9, 
2019). https://new.patientsrightsaction.org/wp-content/uploads/2021/01/NCD_Assisted_Suicide_Report_508.pdf.  
21 HHS, Final Rule: Discrimination Based on Disability in Health and Human Service Programs or Activities. RIN 0945-AA15 (45 
CFR Part 84). (May 9, 2024). https://www.federalregister.gov/documents/2024/05/09/2024-09237/nondiscrimination-on-the-
basis-of-disability-in-programs-or-activities-receiving-federal-financial.  
22 American Academy of Hospice and Palliative Medicine, “Position statement on physician-assisted death,” J Pain Palliat Care 
21:4 (2007) 55-7. https://pubmed.ncbi.nlm.nih.gov/18032319/.  
23 ANA Center for Ethics and Human Rights “Nutrition and Hydration at the End of Life: Revised Position Statement” Adopted 
by the ANA Board of Directors (June 2017). https://www.nursingworld.org/globalassets/docs/ana/ethics/ps_nutrition-and-
hydration-at-the-end-of-life_2017june7.pdf   

https://www.hhs.gov/sites/default/files/504-rfi.pdf
https://new.patientsrightsaction.org/wp-content/uploads/2021/01/NCD_Assisted_Suicide_Report_508.pdf
https://www.federalregister.gov/documents/2024/05/09/2024-09237/nondiscrimination-on-the-basis-of-disability-in-programs-or-activities-receiving-federal-financial
https://www.federalregister.gov/documents/2024/05/09/2024-09237/nondiscrimination-on-the-basis-of-disability-in-programs-or-activities-receiving-federal-financial
https://pubmed.ncbi.nlm.nih.gov/18032319/
https://www.nursingworld.org/globalassets/docs/ana/ethics/ps_nutrition-and-hydration-at-the-end-of-life_2017june7.pdf
https://www.nursingworld.org/globalassets/docs/ana/ethics/ps_nutrition-and-hydration-at-the-end-of-life_2017june7.pdf
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Federal Monitoring that is Needed  
 
There are also multiple avenues available to CMS that can verify the absence of federal funds being used 
for assisted suicide-related purposes. Private insurance companies that cover assisted suicide should 
provide reports confirming that no federal funds were used for those they insure who choose that 
procedure. In addition, accreditation agencies for Hospice care programs could be helpful in confirming 
such funds are not used for assisted suicide. Importantly, CMS should openly promote its interest in 
identifying cases if an individual is aware that a Hospice program is violating restrictions on federal 
funding for assisted suicide. Communication and cooperation between CMS and the HHS Office of Civil 
Rights (OCR) remains very important in the oversight and compliance related to these concerns. 
 
To provide similar protections in the future, attention to American medical schools should be given to 
ensure compliance with ASFRA.  The Act requires compliance in the use of federal funding for curricula 
related to palliative medicine and hospice care, and not for the promotion of or training in the provision of 
assisted suicide. 
 
In summary, it is our recommendation that CMS remain diligent and consistent in its stated mission to 
promote “better care,” “healthier people,” and “smarter spending.” To do so, the avoidance of 
euphemisms such as MAiD is necessary. Identification of assisted suicide as what it truly is must be 
consistent, i.e., the assistance of medical personnel in ending someone’s life, which is fully contrary to the 
practice of ethical medicine and the Hippocratic tradition. Thorough oversight of federally funded 
programs is indicated, with audits confirming that such funds are not used for assisted suicide, or its 
education. Such mandatory reports are particularly important from Hospice programs. Of significant 
importance is protection from discrimination among those with disabilities, the elderly, the poor, and 
other marginalized populations. These groups are at greatest risk of assisted suicide, and therefore require 
the strongest protections. 
 
Conclusions 
 
We respectfully recommend the following actions: 
 

1. To further ensure compliance by Hospice programs, CMS institute an annual reporting 
requirement, documenting that no federal funds have been used related to assisted suicide. This 
requirement would be universal to all states, to also include states where assisted suicide has been 
legalized. 

2. Federal agencies apply consistent terminology to programs and regulations using assisted suicide 
instead of euphemisms which hide the real meaning of the practice.  

3. CMS develop conditions of participation within federally funded programs requiring compliance 
with ASFRA, documented through a full audit of all covered entities to prove they have not used 
federal dollars in any way related to assisted suicide since implementation in their state. 

4. Require mandatory annual reporting of assisted suicide data by Hospice programs, with 
documentary proof of compliance with state legal parameters, and adherence to ASFRA. 

5. HHS audit medical schools and graduate medical education to review for compliance with ASFRA 
regarding palliative and hospice curricula. 
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6. HHS issue a regulation pursuant to Sec. 504 of the Rehabilitation Act as previously requested by 
the National Council on Disability: specifically requiring nondiscrimination in suicide prevention 
services, for persons with disabilities.24  

7. HHS monitor assisted suicide practices to identify discrimination against older people, people with 
disabilities and other vulnerable populations. 

 
Our organizations are very grateful for this opportunity to provide comments and recommendations 
regarding this timely and morally important topic. If any questions arise in your considerations, please 
know that we are very happy to help in any way we can, with a shared commitment to the protection of 
our fellow Americans’ rights and dignity. 
 
Respectfully submitted, 

 
John A. Di Camillo, PhD, BeL   
President       
The National Catholic Bioethics Center  
600 Reed Road, Suite 102 
Broomall, PA 19008 
 

 
Greg F. Burke, MD 
Vice-President 
The Catholic Medical Association 
550 Pinetown Road, Suite 205 
Fort Washington, PA 19034 

215-877-2660      484-270-8002 

  
Mary O’Callaghan, Ph.D     Bonnie Blachly, MN, RN 
Board Liaison       President     
Ethics and Public Policy Committee   The National Association of Catholic 
National Catholic Partnership on Disability  Nurses, USA 
415 Michigan Avenue, N.E, Suite 95   450 State Road 13 North, Suite 106-Box124 
Washington, D.C. 20017    St. Johns, Florida 32259 
771-203-4477      https://nacn-usa.org/    

 
24 NCD, supra note 20. 


