Suicide Intervention for
People with Disabilities:
A Lesson in Inequality
Carol J. Gill, Ph.D.*
The American commitment to equality, which affirms the value of all individuals and their
entitlement to the pursuit of a good life, is by no means a “hands off” ethic. It is backed by a
determination to support and protect vulnerable individuals (and, as we have seen recently, even
nations) during hardship. America’s prominence in suicide prevention is certainly consistent with
this tradition.
A different belief system—one that weighs the value of human life in terms of its costs, that
idealizes mental and physical superiority, and that endorses termination of weak individuals in
the name of “mercy”—is one we tend to associate with other cultures in other places. In reality,
we know these beliefs, too, are part of America’s history. Some argue that social Darwinism and
the eugenics movement are becoming as influential in American thinking currently as when they
flourished early in this century.1
When a culture values human life conditionally, suicide intervention becomes selective.
Devalued populations fail to receive rigorous protection, assessment, and treatment.2 Already at
heightened risk from their oppressed status, devalued people are further endangered by
deprivation of psychological support. Current research indicates that unaddressed social stress
factors (not any inherent physiological or racial defect) account for high rates of depression and
suicide in certain minority groups in the United States.3
People with disabilities compose a minority group for which little suicide data have been
collected. A great deal is known, however, about the virulent social oppression endured by this
population. In employment, interpersonal acceptance, economic stability, freedom of mobility,
and community access—all variables thought to have a significant bearing on suicide
potential—people with disabilities are among the most disadvantaged.4 Moreover, current
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research indicates people with disabilities experience more environmentally induced depression
than average,5 suggesting an increased potential for preventable suicide.
Ironically, this population, on whose behalf so little suicide research has been conducted, is
subject to a burgeoning number of legal and medical decisions concerning the management of
intentions to die. Critical life and death precedents and policies are being established at alarming
speed, with little concern for the facts and gaps existing in our understanding of disability and
suicide.
Often in psychology, the precursor to sound research documentation is careful clinical
observation. In the area of disability and suicide, I have endeavored to make such observations on
the basis of specialized training and practice in psychological crisis-intervention (including suicide
treatment), thousands of therapy hours working with disabled people in rehabilitation and
individual practice, and more than three decades of personal experience living in the world as a
disabled person actively involved with other people with disabilities.
Over the years of my “continuing education” and clinical experience with disabled
individuals, I have heard their problems, fears, needs, and desires with growing force and clarity.
At the same time, I have become increasingly concerned by the dearth of resources available to
support their impressive efforts to pursue a good life in a frustrating, unwelcoming environment.
Particularly alarming is the current trend to deny basic suicide prevention services to individuals
who are severely disabled, those most exposed to high risk factors.
Identification
The discriminatory treatment of disabled people who express a desire to die begins with the
initial interpretation and labeling of that desire. When a nondisabled person reveals a desire to die,
ordinarily it is categorized as “suicidal,” and the individual is treated accordingly. For persons
with severe disabilities, however—particularly persons who use a respirator, feeding assistance,
or other life aids—the desire to die has acquired labels such as “refusal of treatment,” a wish to
avoid prolonged suffering or dying, a desire to let a terminal disease take its natural course (used
in cases of long-term disability lacking any evidence of terminal illness!), and “not committing
suicide.”6 The implication is that there is something natural, reasonable, or proper about a
disabled person’s dying as opposed to a nondisabled person’s dying.
Complicating matters is the fact that disabled persons’ communications of suicidal intent are
frequently confounded by their own negative statements regarding disability. The public
misunderstands “right to die” cases in which the troubled individual laments the disability itself
or the need for “life supports.” Lacking an informed perspective and harboring intense fears of
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becoming disabled, the public, including judges, ethicists, and media reporters, takes such
complaints at face value and looks no further for their significance. Such people readily conclude
that the disabled person’s wish to die is reasonable because it agrees with their own
preconception that the primary problem for such individuals is the unbearable experience of a
permanent disability (and/or dependence on life aids). If permanent disability is the problem,
death is the solution. In this analysis, the wish to die is transformed into a desire for freedom, not
suicide. If it is suicide at all, it is “rational” and, thereby, different from suicides resulting from
emotional disturbance or illogical despair.
These assumptions betray a faulty understanding of both living with disability and
considering suicide. Addressing the latter, Edwin Shneidman, pioneering researcher and clinician
in American suicide prevention, has described suicide as “a multidimensional malaise in a needful
individual who defines an issue for which the suicide is seen as the best solution.”7 He explains
that any deliberate act of self-annihilation is suicide, even if effected through the acts of others
(e.g., when individuals ask to be killed by others) or coerced (e.g., when captives are forced to kill
themselves by the brutality of others). He emphasizes that all suicidal behavior is motivated by
need, not reason alone. Although the choice of dying seems logical to the suicidal individual, it is a
logic distorted by need, distress, and constricted perception. According to Shneidman and other
suicidologists, every suicide, no matter how calm and rational on the surface, involves emotional
distress or “perturbation.”8 By this definition, disabled people’s requests to die are, indeed,
suicidal. Furthermore, they are emotional. While some suicides seem to make more sense to us
than others, none is exclusively based on reason without an element of untidy, irrational, human
distress.
It is impossible to appreciate the suicidal aspect of many right to die cases unless one
understands not only suicide but the realities of living with a disability. The fact is, with
sufficient time and support, people generally adjust to disabilities. People of all kinds buck social
prejudice regarding disability and gradually change their perspectives on quality of life.9 They
learn to use human and technological assistance to enhance life, integrating the use of such things
as respirators, attendant services, urinary devices, and assisted feeding—all referred to in this
article as life aids—into their daily routines as gracefully as many people have adjusted to their
need for computers and fax machines. Social attitudes notwithstanding, people with disabilities
generally feel neither heroic nor tragic because they use life aids. They view such assistance as a
mundane aspect of their life-style.
When an individual with disabilities expresses intolerance of life aids or living with a
disability, then, it is symptomatic. Such distress may arise from a variety of factors. Often it
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represents an unresolved adjustment reaction to either a new disability or a change in an existing
disability. With appropriate support, information, and time, the distress usually diminishes.
Other times, the distress signals underlying emotional illness, particularly acute or chronic
depression. People who struggle to survive in a thwarting environment occasionally despair or
“burn out.” Before assisted suicide for people with disabilities became popular, severely disabled
Lynn Thompson carefully engineered her own death after learning she would lose her
independent living funding. Her recorded message left no doubts about the cause of her despair.
The threatened cut in her support funds was, she said, “the straw that broke the camel’s back.”10
For people with disabilities, as for anyone else, bouts of depression may lead to suicidal
impulses. Depression and psychopathology of long standing may also be expressed indirectly in
somatic complaints, including complaints about disability. Research on depression indicates a
tendency in troubled individuals toward global negative thinking and internalization.”11 For
people with disabilities, this suggests that when depressed for any reason, they are more likely to
“internalize” society’s rejection and devaluation of disability. More vulnerable, at such points, to
the negative regard they sustain on a daily basis, they express the depression as a global disdain
for the disabled self. Any features of the individual’s life that represent disability or
“abnormality,” e.g., life aids, become intolerable.
For some persons with disabilities, the distress they express regarding life aids is particularly
misleading because it is expressed in the service of a secondary goal. This occurs when an
individual selects discontinuance of life aids as a method of suicide precisely because it is likely,
these days, to elicit a cooperative response from the environment. For example, if I am a
respirator user and I have decided to commit suicide because of a romantic breakup, it would
make strategic sense for me to convince others that I can no longer tolerate the respirator. They
might not support my death over a romantic loss, but they might accept it—even assist in it—if I
present it as an escape from disability. If I receive approval or assistance to commit suicide, not
only is the result guaranteed, but I am also relieved of the usual tension of sole responsibility for
making the decision and implementing it. People with severe disabilities characteristically are
master survivalists. They learn by necessity how to influence others to assist them. It is an
essential, creative skill that, unfortunately, can also be applied consciously or unconsciously for
self-destruction.
In the special matter of requests by institutionalized disabled persons for discontinuance of
life aids, an element of self-destructive anger may be operating that is dangerously overlooked.12
The underlying psycho-logic of such requests may be: “If people won’t help me live my life the
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way I wish, at least I’ll make them help me die.” When disability activists and other supportive
individuals intervened to prevent quadriplegic Larry McAfee’s death, for example, it released his
considerable anger towards people and policies responsible for his institutionalization.13
The point is, whether a nonterminal disabled person’s request to discontinue life aids results
from a disability adjustment crisis, an internalized rejection of the disabled self during depression,
anger turned inward, or solely an attempt to solicit environmental assistance in performing the
suicidal act, such requests are clearly pathological and clearly suicidal. To view them otherwise is
to deny the dignity and value of ordinary life with disability and those who live it.
Disability and Suicide in Clinical Practice
The tendency on the part of the public and the legal system to deny the suicidal intent of
disabled persons requesting death assistance could possibly be attributed to lack of information.
It is more difficult to comprehend this behavior in medical and mental health professionals. Yet in
publicized right to die cases involving disabled people, medical experts have been guilty of a
striking denial of suicide risk and depressive disorder in the face of significant evidence of
psychopathology.
According to the Diagnostic and Statistical Manual of the American Psychiatric Association
(DSM-III-R), a major depressive episode is characterized by depressed mood, a loss of interest
in usual activities, or both. For definitive diagnosis, there must be a significant number of
symptoms from a list that includes appetite disturbance, sleep disturbance, psychomotor
agitation or retardation, loss of energy, feelings of worthlessness, difficulty thinking or
concentrating, and thoughts of dying. Additional features may include withdrawal from friends
and family, soft or slowed speech, guilt, suicide attempts, panic attacks, preoccupation with
physical problems, irritability, antisocial behavior, and abuse of drugs or alcohol. The average
onset is in early adulthood. There is interference in social and occupational functioning; in severe
cases the individual may be incapable of self-feeding, dressing, and personal hygiene.
Psychosocial stressors, such as the death of a loved one, marital separation, and childbirth, can
precipitate a major depressive episode. The manual alerts practitioners to suicide as the most
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serious complication in this disorder.14
A brief review of two famous cases exemplifies how professionals sometimes abandon
medical diagnostic guidelines, such as those just described, when confronted with disability. At
age twenty- six, Elizabeth Bouvia, a woman with cerebral palsy, expressed the wish to die after a
series of severe losses, including a miscarriage and marital separation. Essentially homeless and
impoverished, she voluntarily entered the hospital, anorexic and seeking narcotics. Her
verbalizations focused narrowly on somatic complaints and death. She had a plan to bring about
her death. She made demands for support and care from the hospital staff. She said she was
unable to feed herself, a fact that people who knew her disputed. In sum, she presented more
than the necessary number of signs to qualify for a diagnosis of depression with suicide risk of
moderate lethality. Yet, several professionals pronounced her free of disorder and labeled her plan
reasonable.15
In an interview videotaped before his death from respirator disconnection, David Rivlin, a
man with quadriplegia, presented classic symptoms of depression.16 He was tearful, his speech
slow and flat, his affect consistently depressed. He talked about being sad and fearful. He
expressed anger at society for its attitudes toward people with disabilities. He said he could no
longer tolerate life in an institution and asked the public to “reach out to others before they lose
hope.” Records indicate that Mr. Rivlin had been increasingly isolated in his last year and that he
had withdrawn from past interests.17 He indicated reluctance to die but said he saw no
alternative. In the face of this evidence, it is difficult to imagine how mental health professionals
could have overlooked his depression and suicide potential. Mr. Rivlin died with the assistance of
a physician he barely knew following a farewell party in which he saw friends and family who
had failed to visit him for years.18 The assisting physician lauded his death as “a beautiful event”
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and “good medicine.”19
Discriminatory Treatment of Suicidal Persons
with Disabilities
Suicide treatment involves several activities or strategies that are thought to be crucial steps
in helping individuals at risk.20 They can be summarized as follows:
1. Conceptualizing the problem for which the individual has chosen death as the solution.
2. Identifying and treating the individual’s urgent needs.
3. Offering alternate solutions to break through the individual’s constrictive thinking.
4. Supporting and reinforcing the life preserving side of the suicidal ambivalence.
5. Preventing death.
Examining each step in the treatment process while referring to recent right to die cases will,
hopefully, illustrate the problems of discriminatory suicide intervention for people with
disabilities.
Conceptualizing the Problem
It is in the identification of the problem, perhaps, where the unequal treatment of people
with disabilities is most blatant. In all the public right to die cases involving conscious
nonterminal disabled persons, there is scant evidence of anyone looking beyond the obvious, the
disability, as the cause of distress. In fact, there has been a tendency to discount readily available
clues leading to other suicide precipitants. Dismissed have been predisposing historical factors
such as multiple losses, family dysfunction, childhood abuse or neglect, current stresses (e.g.,
work, finances, housing, romance), alcohol or drug problems, isolation, loss of control over lifestyle, and low self-regard.
David Rivlin repeatedly expressed despair and anger over his confinement to a nursing
facility. He talked about his death as the only avenue to freedom from the imprisonment of
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institutionalization. Apparently, his signals of distress were in vain. No professional ever
identified his institutionalization as the problem to be addressed. No one helped him find a way
to live independently with assistance (as many with similar disabilities do) or to live at all.
Kenneth Bergstedt stated his problem so clearly that no one could miss it.21 Physicians,
reporters, and judges all agreed that Bergstedt wanted to die because he was afraid—afraid of
losing his ill father, afraid no one would look after his needs.22 No one treated Bergstedt’s fear or
despair. No professional even suggested helping him accomplish a healthy separation from his
father or teaching him the skills of living he needed to survive. Professionals trained to help and
heal allowed Kenneth Bergstedt to be suffocated by his father, as if assenting to a primitive right
of filicide.
Physicians and mental health practitioners who hastily conclude in such cases that disability
itself is the problem violate their most basic responsibility to conduct a thorough examination.
They allow personal bias to distort their grasp of the problem, thereby precluding the quality of
assessment required for appropriate intervention.
Addressing Needs
Without an accurate view of the problem, it is impossible for helping professionals to guide
desperate persons with disabilities in fulfilling critical needs. A person exhausted by the struggle
to live in a world of frustrating barriers may need a variety of things, some concrete, others more
spiritual: money, equipment, a place to live, an attendant, nurturance, control over life-style,
outside stimulation, creative outlets, love, work, or validation of personal worth. However, if
permanent disability itself is the only problem acknowledged, the need to escape the disability
receives undue emphasis. A therapeutic response that focuses on one impossible need while
neglecting all others maybe more detrimental than no response at all. It reinforces the individual’s
own sense of hopelessness that life can be fulfilling enough to justify living. Rivlin and McAfee
needed a way to conduct their lives outside an institution. Kenneth Bergstedt needed to secure
quality attendant services as well as support to cope without his father. Elizabeth Bouvia needed
many things, but, perhaps above all, she needed time—time to heal and re-emerge as she had
during past crises in her life.
Offering Alternative Solutions
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One of the most dangerous aspects of despair is the development of rigid, constrictive
thinking, sometimes referred to as tunneling. When death seems like the only solution, death is
likely to follow. Here, the task of the therapist is to present as many alternatives as possible,
seeking help and information as needed from family members, agencies, and other professionals.
All too often, however, persons with disabilities are offered few viable alternatives to
death. The professionals assigned to help them are frequently as afflicted by tunnel vision
regarding disability as their clients! Unfortunately, most physicians, nurses, psychologists, and
even rehabilitation staff know little beyond the medical facts about living day to day with a
disability.23 Disability and quality living seem antithetical to many. This bias prevents many
professionals from realizing they lack information that their clients deserve. The fatal error,
literally, is their failure to consult disability advocates for advice and resource information, thus
cutting their clients off from a world of possible solutions.

Siding with Life
In the management of suicidal ambivalence, people with disabilities have been treated with
striking discrimination. Suicide experts explain that in despairing individuals the desire to die and
the desire to find life worth living teeter in balanced opposition until something tilts the
equilibrium. A central tenet of suicide treatment is that the helping person must ally with the lifedesiring side of the dilemma.24 Quite the opposite occurred for Bouvia, Rivlin, McAfee, and
Bergstedt. Ambivalence went unrecognized. Doctors, judges, and family members agreed with the
self-destructive impulse, calling it “rational,” “courageous,” and “the solution.” Clearly, people
with disabilities find the scale of ambivalence heavily weighted on the side of death.
People with disabilities who have been suicidal often tell us how important it was in their
recovery to receive unwavering opposition to their death wishes from key people in the
environment. In her account of how she coped with suddenly acquiring quadriplegia, “Tough
Love” co-founder Phyllis York describes her battle with initial depression. Her husband and close
friends adamantly protested her desire to die. She writes:
People who tell me they understand my wanting to commit suicide
are not helpful. They say that they have been in bad places, too, and
can understand my desire. But I hear them silently telling me to do it—that
I’m such a mess I shouldn’t want to live. People who tell me to shut up make
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me angry, but at least they don’t sanction my death.25
Preventing Death
The most basic policy of suicide prevention is to protect the client from dying. Not only are
disabled individuals often denied this protection, increasingly they are given assistance in
committing the act. In the Bouvia case, the ACLU (American Civil Liberties Union) actually
intervened to restrain Riverside General Hospital from treating Ms. Bouvia as it would a
nondisabled person in similar circumstances.26 In the cases of Rivlin,27 McAfee,28 and
Bergstedt,29 courts sanctioned their deaths without even ordering suicide assessment or treatment
from professionals qualified to work with disabled clients.
The Signs of Suicide in People with Disabilities
If stereotypes can be surmounted, it is possible to learn the signs— the red flags—of
treatable suicidality in people with disabilities. Dynamically, disabled people who are suicidal
present a contextual and symptomatic picture much like that of nondisabled people who are
suicidal. Contributing historical features, current correlates or hazards, and immediate
precipitants are often similar for both groups. The major difference lies in the significance for
people with disabilities of social stress factors associated with their minority status, many of
which may not be apparent to observers lacking disability sophistication. Any professional
working in suicide assessment should learn the predisposing factors and signs of risk for people
with disabilities, including the following:
Family History
Neglect or abuse in childhood
Loss of parent through death or divorce
Suicide of a family member
Family dysfunction (including mental illness or substance abuse in a parent)
Childhood separation from family
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Personal Dynamics
History of depression
Previous suicide attempts
History of drug or alcohol use
Low frustration tolerance, poor coping skills, masked dependency
Intense need for control, rigidity
Low self-esteem, unstable sense of identity
Stressors, Contributing Factors
Relationship loss or threatened loss (death, separation)
Abusive relationship
Loss of role or self-esteem, failure
Loss of control over life (due to confinement, restriction, domination)
Social isolation
Health problems, physical losses, pain
Work problems
Housing problems
Financial problems
Legal problems
Major life changes (such as moving, childbirth, job change)

Disability-Specific Risk Factors
New disability, changes in existing disability
Difficulties with “the system” (e.g., financial support programs, government agencies, vocational
rehabilitation; includes legal problems—many disabled people resort to the concealment or
misrepresentation of reported facts in order to obtain adequate funding for health care and
independent living; consequently, they live under threat of exposure)
Difficulty obtaining personal assistance services, assistive technology, equipment, and other life
aids
Stresses of chronic poverty
Stress of chronic social devaluation, stigma (may be internalized as hatred of the disabled self)
Loss of primary relationships due to the economic and social stresses of disability (e.g., the
spouse exhausted by providing personal care when there is insufficient funding for an
attendant; the parent who distances himself or herself from a child with a stigmatizing
disability)
Loss or threatened loss of independent living; feared loss of self-determination and control of
one’s own home and life-style (deriving not from the disability itself but from loss of
resources)

Institutionalization or hospitalization (this involves the stress of confinement/restriction, loss of
privacy, loss of sexual expression, social and sensory isolation, loss of control over lifestyle,
loss of identity, infantilization, loss of own home)30
Discrimination experiences (in work, housing, education, relationships, health care,
transportation, community participation, environmental access, recreation, cultural pursuits)
Experiences of disability-related abuse, defamation, hate, violence (people with disabilities
experience a significantly higher incidence of abuse than average)31
In short, people with disabilities turn to suicide in response to the usual factors, with the
addition of risks specific to living with a disability in our culture. There is nothing about any of
the signs and factors on this list that renders them untreatable. As far as we know, people with
disabilities benefit from appropriate emotional support and suicide intervention as much as any
other group.
Recommendations
To address the problem of discrimination in suicide prevention for people with disabilities,
the following recommendations are offered. They are not intended to be complete. They are listed
in the hope that they will underscore the urgency of this problem and stimulate concern,
discussion, and action from other quarters.
Better Scrutiny of Disabled Persons’ Intentions to Die.
When a person with disabilities wants to die, the most appropriate response (and, sadly,
these days, the most neglected) is, “Why?” The death request of a person with disabilities should
be explored as rigorously and objectively as it would be for anyone else, including the specific
reasons behind it and possible solutions. Mental health professionals who work with people in
crisis are trained to be meticulous sleuths. They are taught not only to hear their clients’ obvious
complaints but also to look further in order to uncover latent problems. Unfortunately, this
process is commonly abbreviated or bypassed when the client is severely disabled, with dire
results.
Millions of people live with disabilities. Disability is no more a sufficient or acceptable
reason for wanting to die than romantic failure would be for an adolescent. Both losses may seem,
at times, like the end of the world to those who experience them; but if important people in the
30
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environment address this sense of hopelessness rather than acquiesce to it, the individual has a
fighting chance of mastering despair.
The Evaluation and Treatment of Disabled Persons Who Wish to Die Should Be Conducted by
Professionals with Disability Expertise
Standards of practice in mental health enjoin professionals from practicing beyond the limits
of their training and experience. Particularly, practitioners are cautioned against treating minority
clients before obtaining adequate education regarding their clients’ minority cultural experience.
This dictum has been egregiously violated in the treatment of people with disabilities. Basic
medical training by itself is grossly insufficient for dealing with the daily social/economic/political
problems of disability. Professionals with little appreciation of the complexities of the disability
life-style mishandle the needs of disabled clients in despair. Disabled people who want to die
deserve to be seen by therapists who speak their language and understand their experience.
Persons Reacting to New or Changing Disabilities Should Be Given Sufficient Time and Support
for Adjustment
When the suicidal wish derives from a troubled adjustment to disability, it should be treated
as aggressively as any other kind of crisis. Suicide prevention should be implemented.
Additionally, the support of family, friends, and community organizations should be enlisted for
problem-solving to enhance life quality. This may ultimately require education and treatment for
the family to correct prejudices that could sabotage the adjustment of the disabled individual.
Persons Experiencing “Disability Burn-out” Should Be Treated for Stress
Disabled individuals who are exhausted by their struggles with economic, social, and
structural barriers in the environment need protection and time to recover. They need guidance to
comprehend and rechannel their feelings and an astute counselor who neither downplays their
struggle nor shares their temporary loss of hope. They also need to connect with disability
advocates to help them through the barriers ahead.
Psychological Disorder Contributing to Suicidality in Persons with Disabilities Should Be Treated
This recommendation may seem too obvious to warrant listing. It should be beyond question that
a person with disabilities who is suffering from depression, situational crisis, panic, and other
disorders is as entitled to the full range of therapeutic interventions as a nondisabled person in
distress. However, the personalities and emotional problems of people with disabilities are often
overlooked when helpers fixate on their physical status. Equal treatment includes not only
suicide prevention and, when needed, psychiatric hospitalization, but also the option of
continuing long-term treatment for any remaining disorder or life problems once the crisis phase
has passed.

Legal Protections Must Remain in Place
In a society that fears and rejects life with disability, people with disabilities need laws and
the courts to safeguard their equal access to suicide prevention. In cases such as Bouvia’s and
McAfee’s, the time delays and argument inherent in the court process itself may have permitted
their change of heart. Many right to die proponents argue for the private right of families (with
physicians’ consultation) to make expedient life and death decisions for incompetent loved ones.
This is a misguided position. Any therapist who has worked with disabled people has heard
tragic stories of harm inflicted by loving, well-meaning family members making decisions on their
behalf. The commonness of such recollections reminds us that loving someone with a disability
does not naturally confer insight or even immunity from prejudice. Moreover, society does little
to encourage families in their efforts to support the lives of relatives with disabilities.
Consequently, families of people with disabilities often function under considerable economic
and emotional strain. They are bombarded with dim assessments of potential life quality from
others, including the media and the medical professionals who advise them. Unquestionably, the
most caring families can make mistakes. Their authority in life and death decisions must remain
amenable to the checks and balances of the legal process.
Disability Experts Must Be Involved
The views of many parties—physicians, family members, attorneys, religious advocates,
politicians, ethicists, civil libertarians, right to die proponents, and journalists—have been well
represented in court and in the media when persons with disabilities have asked to die. Less often
heard and rarely heeded has been the voice of the disability community. Briefs filed by disability
advocacy groups have been virtually unacknowledged in court proceedings. Views of experts who
are disabled are rarely sought or recognized by the legal system, medical establishment, or media.
One might wonder if people with disabilities have credibility only when asking to die! An
extreme example of the neglect of the disability perspective is the Bergstedt case, in which the
court sanctioned the death of a conscious, nonterminal adult without even speaking directly with
him. He was represented, in part, by a parent in questionable mental health and by a doctor who
acknowledged but saw no need to treat Bergstedt’s depression.32 Disability advocates were
allowed no opportunity to intervene. The only instance in which disability activists and others
familiar with disability issues managed to intervene was in the McAfee case. Here the disability
perspective dramatically altered the course of events, and a life was saved.
To guarantee nondiscriminatory treatment of disabled persons who are suicidal, right to die
proceedings must be informed by disability awareness. No assistance in dying should ever be
considered without evaluation and intervention by qualified professionals and advocates who
either have personal disability experience or extensive familiarity with disabled people and their
life issues. Competency training for professionals should be developed incorporating key
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contributions and monitoring by disabled professionals, consumers, and advocates. Physicians,
allied medical personnel, suicide prevention staff, hotline workers, and psychiatric intake workers
should receive such training to sensitize them to the social dynamics of disabled people’s despair.
Last Words
For a country that purports to embrace human diversity, citizens with disabilities
constitute the acid test. Our integration into American culture would involve radical changes in
such concepts as independence, normality, and quality of life. The belief that life with a severe
disability, including the use of life aids, is untenable rudely rejects the culture—the customs and
ways of living—of people with disabilities. Reminiscent of the days when many people
preferred to “be dead than Red,” current opinion reflects an overwhelming public preference for
death to disability.33 Tragically, this sentiment is only too apparent in the lack of suicide
prevention services offered to people with disabilities.
As long as society supports suicide prevention services for anyone, it is morally and legally
obligated to extend these services to people who are disabled. To accept a suicide is to encourage
it. Encouraging the self-destructive urges of persons with disabilities who despair is not merciful
or compassionate. It is dangerous for those individuals, for all disabled people as a devalued
group, and ultimately for a society founded on equality. Persons with disabilities demonstrate
that they value their lives a great deal more than others do.34 Those who give up on life do so
only after struggling with the very human pain of unmet needs. Society must not silence those
needs by death but by assisting in their fulfillment. That is the authentic compassionate
response.
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