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To the Chairs, Co-Chairs, Ranking Members and Members of the Public Health Committee;

Thank you for the opportunity to testify, once again, against Medical Assisted Suicide. The
language and intent of SB 1076 does nothing to change my longstanding opposition to the
legalization of this practice. There are no safeguards that can be written down on paper that can
change the fact that it is an existential threat to those whose lives are already marginalized by our
larger medical system, especially the poor, elderly, and disabled.

Summary

“If assisted suicide is legal, some peoples’ lives will be ended without their consent through
mistakes and abuse. No safeguards have ever been enacted, or even proposed, that can prevent
this outcome, which can never be undone.”

These are the words of Marilyn Golden, who died last year at the age of 67, and who was the
senior policy analyst for the Disability Rights Education and Defense Fund.

My name is Joan Cavanagh. | am a member of Progressives Against Medical Assisted Suicide.’
We oppose any legislation or court edict that would make it legal for doctors to prescribe lethal
drugs to end patients’ lives.

We believe in universal, comprehensive, unrestricted, and fully accessible quality healthcare for
all. We agree on many other issues with those who favor these laws. Many of us advocate for
reproductive rights, disability justice, labor rights, the rights of LGBTQIA people, jobs for all,
and prison and police reform. Most of us have been lifelong peace activists and several worked
to help repeal the death penalty in our state.

We see MAS as a serious and frightening step backwards, a threat to the lives of the most
vulnerable in our population. Thus, we appeal to those who stand for all principles of equality
and economic and social justice to also stand with equal strength against this practice.
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In our society, a person’s financial status, insurance coverage, current health status (including
disability), gender, age, and race largely determine the help they are able to receive. This
includes medical treatments, mental health support, assistive equipment, improved palliative care
and pain management, home health care, and enhanced and vastly improved hospice care. It is
cheaper to send a patient off to die than it is to meet their needs to live. Why is this reality of our
broken and discriminatory medical system magically ignored when physician assisted suicide is
being promoted?

There are many talented, well-meaning, hardworking, self-sacrificing, and kind people in the
health care professions. But the larger medical system is driven by profit. We know that death is
cost-effective. We know that it’s cheaper for insurance companies to pay for lethal drugs than it
is to treat an illness. In addition, there is tremendous prejudice in our society against the elderly,
disabled, poor, Black and brown people. Unfortunately, these attitudes have been absorbed by
many health care providers.

Many of us have experienced fear and frustration and pain when the medical system decides that
one of our loved ones is costing them too much. And we have too often heard medical people
make judgements about the “quality of life” or lack thereof of a person they hardly know,
suggesting that they would, literally, be better off dead. I had to battle the twin evils of economic
discrimination and social prejudice to get treatment for my own mother, a Medicare / Medicaid
patient, as she went through the medical system in her last decade of life. "

You can hear these attitudes in the undertones of the oft repeated phrase “death with dignity,” a
mantra for the organizations which push for Medical Assisted Suicide. As if living with a need
for ongoing care, or assistance, is inherently undignified, as if the care required by many who are
disabled, elderly or seriously ill somehow demeans them and merely burdens caregivers and
society. This attitude is often absorbed by the patient and the caregiver as well as by medical
practitioners and hospital administrators. A 2020 study by Lisa lezzoni, Professor of Medicine at
Harvard Medical School, showed that 82.4% of physicians surveyed believed that people with
“significant” disabilities have a lower “quality of life” than the non-disabled."

These prejudicial attitudes and economic barriers go hand in hand to form a major reason why
assisted suicide laws are so dangerous. The coercion to make a decision to end one’s life may be
implicit or explicit or both. Either way, no safeguards written down on paper can ever prevent it.
SB 1076 does not change this one iota.

We all must work together to defeat this legislation on the basis of social justice and humanity.
We appeal to the members of the Public Health Committee and to the entire State Legislature to
vote against SB 1076.



Reasons to Oppose Medical Assisted Suicide

1. Asdiscussed above, in our monetized, for-profit, cost-cutting health care system, it
further encourages already existing rationing and in many cases the termination of
health care for the most “expensive” patients: the disabled, the elderly, the seriously
ill, and the poor.

In our society, a person’s finances and insurance coverage largely determine the help one is able
to receive. “Help” includes medical treatments, mental health support, assistive equipment,
improved palliative care and pain management, home health care, and enhanced and vastly
improved hospice care. It’s cheaper to send a patient off to die than it is to meet their needs to
live. How could this reality of our broken medical system be magically ignored where physician
assisted suicide comes into play?

2. Also discussed above, it subjects patients to overt and covert abuse, coercion, and
pressure that can never be adequately monitored.

Proponents like to speak glowingly of built-in “safeguards” and to claim that there have been no
documented cases of “misuse” in states where MAS is already legal. That is not true. The Disability
Rights Education and Defense Fund, for example, provides documentation of several cases that
were problematic in “Some Oregon and Washington State Assisted Suicide Abuses and
Complications,” a section on their website that begins with a telling statement by Dr. Katrina
Hedwig of the Oregon Department of Human Services:

“We are not given the resources to investigate [assisted-suicide cases] and not only do we not
have the resources to do it, but we do not have any legal authority to insert ourselves.” "

Further, how can you document psychological pressure on a patient to make the decision to avail
themselves of Medical Assisted Suicide? How do you document the intervention of a duplicitous
caregiver or prejudiced medical provider when the only person with a motive to attest to it will be
dead if they follow the process to its conclusion?

There is no provision in these laws, including SB 1076, for example, for any oversight at the final
ingestion stage. There’s no way to prove that the person self-ingesting the drugs hasn’t been forced
to do so. There is no requirement in any of the current laws or in this proposed bill that the attending
or prescribing physicians- or indeed, any medical doctor or disinterested third party- be present
when the lethal drugs are ingested to certify that the patient has not been forced to take them, or
indeed to deal with any unforeseen medical complications that may arise.

As noted above, there’s an equally significant type of coercion that is no less real: the well-
publicized idea that a person needing care is a “burden” to their caregivers, families, loved ones.
You hear this in the oft-repeated phrase “death with dignity,” as if life with a need for ongoing
care or assistance is inherently undignified, as if the care required by many who are disabled,
elderly, or seriously ill somehow demeans them and unduly burdens caregivers and society. This
is an attitude that can be absorbed by the patient and the caregiver as well as the practitioner and



the administrator. And it is a profound insult to the disabled, or to anyone who requires personal
care in order to continue to live.

3. Societal and Medical Attitudes toward people with disabilities and the elderly are a
huge part of the danger, as are poverty, race, and class.

Tremendous prejudice exists against the disabled and elderly. There is deep fear of both
conditions among many people, and it is stoked by the popular media. My disabled friends tell
me all the time that they’ve actually had people say to them directly, “I would rather die than be
like you.” Usually, the attitude is couched in niceties like “death with dignity” (as if being
vulnerable and needing care is somehow “undignified”) and it obviously is applied to the old as
well. If you live long enough, you will become disabled in some way.

The 2020 study by Lisa lezzoni, professor of Medicine at Harvard Medical School, et al., tried to
determine the extent to which physicians’ attitudes might impact the disparities in health care
experienced by 61 million disabled Americans. In their survey of 714 practicing physicians, a
staggering 82.4 % reported that they believed that people with “significant” disabilities have
lower “quality of life” than the non-disabled. Y(There was a recent article in the New York
Times, reprinted in the New Haven Register, about Iezzoni’s findings as well.) It is a very short
step from dismissing somebody’s quality of life to advocating that they would be better off dead.

This attitude extends to the elderly. | experienced it with my own mother, an elderly
Medicare/Medicaid patient with dementia at Yale New Haven Hospital in 2011. Not only did |
have to fight to get her the treatment she needed to survive (because she could no longer swallow
adequately and required frequent suctioning), I also had to fight constantly as they insisted I
should send her off to hospice where they would give her large quantities of Morphine to help
her die “peacefully” and “with dignity” - and quickly. She was costing them too much as a
Medicare/Medicaid patient, but aside from a few administrators who admitted that, the medical
people — doctors, nurses, even technicians — who constantly harassed me repeatedly used the
“quality of life” “death with dignity” mantras to justify their positions. They were people who
had little or no knowledge of my mother, yet they felt free to comment and to thrust their views
aggressively and sometimes threateningly in my face, based on very little observation or
understanding of her.

These attitudes also intersect with racism. COVID revealed this starkly if you didn’t already
know it. In a program which aired on July 31 of 2020, National Public Radio reported on a case
in which the intersection of race and disability prejudices in medical care came into focus in the
death of Michael Hickson in Austin, Texas, that previous month. Hickson, a Black man and a
quadriplegic who contracted COVID was hospitalized on June 3. On June 5, 2020, his wife was
informed by a doctor in the Intensive Care Unit that the hospital and the state had decided he
would not receive treatment but would be removed from ICU, taken off the ventilator, and sent
to Hospice. She recorded the conversation, with the doctor telling her, "As of right now, his
quality of life — he doesn't have much of one." The hospital ignored her calls; seven days passed
and on June 12", the hospital called to tell her he had died the previous night. “!



It’s no coincidence that most of the people who are promoting this are from the white
upper classes. They fear the loss of the control they’ve been used to all of their lives. And
because they’ve never experienced it, they can’t imagine that medical providers or
insurance companies would ever coerce a patient, directly or indirectly, or try to deny them
treatment.

4. MAS laws in this country state that MAS is “only” for terminally ill patients with
six months or less to live. But what is the definition of terminal illness anyway?

Most doctors will acknowledge that this prognosis is only a best guess. Many patients outlive it,
and in other situations, the diagnosis or prognosis was simply wrong. We all know of people who
have outlived their prognosis, sometimes by decades.

Built into these laws, it’s already implicit that people who are refused treatment or who
refuse treatment for conditions that can be medically managed but will become terminal if
left unaddressed are eligible candidates for MAS.

A person who is denied coverage for treatment or refuses it automatically becomes “terminally
ill.” A patient without diabetes medication or dialysis treatment, for example, will quickly die.
And a person who needs life support in the way that many disabled people do- ranging from
tracheostomies, feeding tubes, ventilators, and other supportive equipment, as well as in home
caregivers- may live long and productive lives. But once you remove or withhold those supports,
they become “terminal.” And they are then eligible for Medical Assisted Suicide.

A series of emails between Swedish researcher Fabian Stahl and Oregon Health Division
Research Analyst Craig New in December of 2017 confirmed the fact that, under that law, a
patient who either refused lifesaving treatment themselves or whose insurance would not
pay for that treatment would be classified as terminally ill (even though, if treated, the illness
might not be fatal) and thus be eligible for assisted suicide drugs.""

In a 2018 article, Kevin Yuill, Associate Professor of American Studies at the University of
Sunderland in Tyne and Wear, England, the author of Assisted Suicide: The Liberal Humanist
Case Against Legalisation, describes a case noted by an Oregon oncologist, Dr Charles Blanke,
regarding a young woman with Hodgkin’s lymphoma who refused treatment despite the fact that
she had a 90 per cent chance of long-term survival with treatment. The doctor gave her the
prescription for the lethal drugs. “Opportunities for self-induced terminal illness are numerous,”
Yuill writes. V1!

Three anorexia cases in Colorado came to light in March of 2022 because of a paper published in
February of that year by the doctor who prescribed the lethal drugs for them. Reported by

the Colorado Sun, these patients were not living in Colorado, where MAS became legal in 2016,
when they died, but the Colorado doctor, Jennifer Gaudiani is licensed in 32 states and has a
“robust telehealth practice.” Gaudiani claimed that the serious physical problems caused by
anorexia rendered the patients terminally ill. But prominent psychologists who treat anorexia
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patients disputed the claim, arguing that it is a mental health issue which becomes terminal only
when the patient refuses treatment.”

The only reason any of this became public was that the prescribing doctor published a
paper about it.

5. MAS contradicts the premise of suicide prevention which is public policy in
Connecticut. Suicide was the second leading cause of death in Connecticut in persons 10
to 34 in 2020, according to the Connecticut Suicide Advisory Board. In its 2020-2026
Suicide Prevention Plan, the Board wrote “Discussions about medical assisted suicide for
those with terminal illness intersect in important ways with suicide prevention. There
may be unintended consequences of assisted suicide legislation on people with
disabilities.”

The proponents don’t like the fact that we call this legislation what it is. Medical Assisted
Suicide makes it legal for a medical doctor to prescribe drugs to a patient for the sole purpose of
helping them to kill themselves (to die by suicide) and for a pharmacist to dispense those drugs.
MAS supporters don’t like us to use this term for obvious reasons. In fact, they always make sure
the legislation that passes explicitly states that it is not what it clearly is. SB 1076 section 14,
parts c. and d., engages in this linguistic mystification:

c. Any actions taken in accordance with sections 1 to 25, inclusive, of this act, do not, for any
purposes, constitute suicide, assisted suicide, euthanasia, mercy killing, homicide, murder,
manslaughter, elder abuse or neglect or any other civil or criminal violation under the general
statutes. (d) No action taken in accordance with sections 1 to 25, inclusive, of this act shall
constitute causing or assisting another person to commit suicide in violation of section 53a-54a
or 53a-56 of the general statutes.

The proponents have to cover this, because, while the act of suicide itself is not illegal, under
state and federal law, helping someone do it, is. And it is also against the medical code of ethics
for a doctor to do it, a fact that the American Medical Association continues to recognize, despite
the linguistic contrivances in the laws that currently are on the books in eleven states in this
country. Opinion 5.7 in the American Medical Association Code of Ethics states that

Physician Assisted Suicide is fundamentally incompatible with the physicians’ role as healer,
would be difficult or impossible to control, and would pose serious societal risks. Instead of
engaging in assisted suicide, physicians must respond to the needs of patients at the end of life.*

Most of us have experienced the death by suicide of at least one person close to us. | have, more
than once and within the last several years. We don’t stigmatize them; we love them, and we
grieve for them. And we want quality suicide prevention and early intervention to be a health
care priority, not the mixed message that is sent when physicians are empowered to prescribe
drugs whose only purpose is to kill the patient.



6. There is no direct mandate in any of these laws that “assisted suicide” (or medical
aid in dying, as its proponents like to call it) must be listed as a cause of death for a
patient who uses it, only the underlying illness.

Thus far, the only requirement is that the doctor who certifies the death need only cite the
original illness as cause of death.

7. “Mission Creep”

Disability justice activist and cultural worker Elaine Kolb says that “Medical Assisted Suicide is
not a slippery slope. It’s a juggernaut.” Merriam Webster defines juggernaut as: “a massive,
inexorable force, campaign, movement, or object that crushes whatever is in its path.”

It may be hard for the mainstream proponents of what they view as compassionate legislation to
see Medical Aid in Dying this way, but that is the form it has taken internationally and
nationally. In many countries in the world that have adopted the concept of medical intervention
to directly end life, the aid in dying concept already means active euthanasia. These laws
variously include patients with dementia (at which point this becomes involuntary euthanasia);
depression and other psychiatric illnesses; and even children as young as 12 in some countries
(Belgium and the Netherlands). The nightmare that these laws have produced in the society of
our nearest neighbor, Canada, is being increasingly documented by media in this country, which
is now sharing the news that some Canadians are choosing euthanasia blatantly because they are
not offered the social supports to help them live. The categories of patients eligible under law in
Canada were scheduled to expand to include patients with long-term depression, beginning next
month, although that is now pending “review” until 2024.

If you think this cannot happen here, closer to home, Barbara Coombs Lee, former President of
Compassion and Choices, assured the audience at a forum in Hartford in 2014 that the Medical
Assisted Suicide bill being proposed in the upcoming 2015 Connecticut legislative session would
not include people with dementia or cognitive decline among those eligible, but added that “it is
an issue for another day, but no less compelling.” The clear national agenda of this well-
funded organization is to first get these laws passed, then try to expand their scope in every
direction. You can see them at work on this in states where MAS is legal by promoting
incremental changes to expand who is eligible (what category of patient), how they can get
access, how long it takes to qualify, how they access qualifying physicians, and even method of
ingestion. It’s easier to get a bill passed and then to make amendments.

In Connecticut, Compassion and Choices currently accepts the residency requirement
restrictions, while at the same time filing lawsuits in Oregon and Washington to relax or overturn
them, claiming that they are a restriction on the “right” of others from states where it’s not legal.

And it has already been publicly discussed by proponents that some patients, such as those with
ALS in the final stages, cannot self-ingest the drugs, and thus are excluded from MAS as it



stands, which proponents argue is “unfair.” The only “fair” thing for them, in that case, becomes
active euthanasia.

CONCLUSION: CHOICE- WHOSE CHOICE?

The New York Times Magazine reported on May 3, 2020, on a super-spreader event held that
spring in Austin, Texas for Trump supporters, its theme being “You can’t close America!” One
of the signs in the crowd read: “My life, my death, my choice.” That happens to be the slogan of
Compassion and Choices and other proponents of Assisted Suicide, although the article didn’t
mention that and perhaps the author was unaware of it. While you might think there is no
commonality between the right-wing libertarian approach of “I, myself and me,” and the
arguments in favor of the so-called “choice” of Medical Assisted Suicide, the underlying
assumption is the same: that individual decisions are made in a vacuum without impact on the
larger community. While it may offer “choice” for the few, legalized medical assisted suicide
remains an existential threat to the many.

To believe that MAS laws will somehow exist in a vacuum is to ignore the realities of this
already biased medical and social system under which we live. To introduce Medical Assisted
Suicide into this system is an existential threat to most of us. Just as it is poor women who will
suffer disproportionately since Roe v. Wade has been overturned and current abortion
restrictions and liabilities are increased, it is those who are not wealthy who will suffer most
from MAS. For the poor, and for the disabled and elderly, it will not be our “choice.” It will be
the mandate we face — subtle or direct.

We are each responsible for balancing our own needs and preferences against the common good.
This is not merely an individual, personal issue. It is not the simple question of personal
autonomy Compassion and Choices would have you believe. Passage of these laws in the face
of current political and socio-economic realities including a broken medical system that is
steeped in those realities works against the common good.

Please defeat SB 1076.
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