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     In this essay, we will examine the depiction of euthanasia in the film Million Dollar Baby by analyzing the film’s reinforcement of the associations between disability and death. We will use this portrayal to open a philosophical dialogue about the reality of disability, how we know what we know about disability, and how misleading and dangerous it can be to turn the disability experience into an end-of-life issue. 

     Much praise and many accolades have been heaped upon Clint Eastwood’s film Million Dollar Baby, culminating in the acknowledgement of Best Picture of 2004 by the Academy of Motion Picture Arts and Sciences. The movie tells the story of boxer Maggie Fitzgerald who, notwithstanding her gender and a late start in the sport, trains diligently and gets a chance at a title fight. However, during this championship bout, she is viciously attacked from behind and sustains a career-ending spinal cord injury. The last section of the film portrays someone broken and defeated, struggling to end her life. With this surprising twist of story-telling, the movie wades into the murky philosophical waters of bioethics and the controversy surrounding the right to die. It also finds itself, whether by accident or by design, in the middle of a heated debate about what it means to live (or die) with a disability. 

What is Euthanasia?
     Discussions about bioethical issues have gained prominence in our modern world for several reasons. First, because modern medicine has advanced to the point of being able to eliminate many causes of disability and disease, and second, because certain technological advancements have made it possible to keep people alive when in the past they might have died. However, even though people are now living longer and disability becomes more common with advanced age, a disabled life is still devalued. Thus our thoughts turn, inevitably, to how we would deal with illness and disability should we find ourselves faced with such a situation in the future. One of the major dilemmas in our society is the issue of euthanasia; should a person have the legal and moral right to ask for assistance in ending his or her life?

     The word “euthanasia” is derived from the Greek root meaning “good death”. In the general sense, euthanasia is the practice of merciful killing in a relatively painless way in order to end one’s suffering, usually a result of an incurable illness or disability. Sometimes the words “active” and “passive” are used in conjunction with the term euthanasia. Active euthanasia involves actively taking some measure in order to cause someone’s death. Passive euthanasia is the withholding or withdrawing of treatment, in order to cause death. In addition, a number of other terms have been used to describe related concepts. The term “voluntary euthanasia” may highlight a situation where an individual has requested to be killed. “Non-voluntary euthanasia” means that an individual has been killed, notwithstanding the fact that there has been no request by the individual to have such action taken. When an individual is killed after expressing a wish to the contrary, this is termed “involuntary euthanasia” (a.k.a. murder). “Assisted suicide” is used to describe the actions of a person when providing the means for another individual to commit suicide. When a physician is the person providing this assistance, the act is known as “physician-assisted suicide”. 

     In the film Million Dollar Baby, only the voluntary type of euthanasia becomes its focus. Before we begin to discuss the portrayal of euthanasia in the film and what this means to people with disabilities and to the field of Disability Studies, we must first briefly review some of the major arguments in favor of and against allowing an individual to choose death. These arguments will give us a springboard for understanding the philosophical debates that will follow.

Arguments in Favour of Euthanasia

     As the meaning of the word “euthanasia” suggests, proponents advocate euthanasia as a means of ending an individual’s pain and suffering. These proponents assume that people who would choose to die are necessarily suffering and in pain, and that their only alternative is death.

     There is also a strong belief in our society in patient autonomy and the right of patients to make choices about their care. This conviction is now enshrined in the legal systems of both Canada and the United States, which allow patients to refuse medical treatments, even if such a choice might lead to their death (Derse, 2005). The watershed legal decision in these matters in the United States was the case of In re Quinlan, in which the New Jersey Supreme Court ruled that the Constitution of the United States provided a “right to privacy.” This right allowed a father to have ventilation support to his comatose daughter discontinued, culminating in her eventual death.
     Advocates in favour of euthanasia encourage the right to die “with dignity”. Indeed, the law in Oregon permitting physician-assisted suicide is actually called the Death with Dignity Act. The very name of the act implies that the right to choose death is a way of dignifying the end-of-life experience. “Some studies suggest that ‘loss of dignity’ is one of the most common reasons physicians cite when they agreed to their patients’ request for euthanasia or some form of assisted suicide” (Chochinov, et al., 2004, p. 134). 

     The right to die has generated much debate about the meaning of the phrase “quality of life”. When medical decisions are made concerning a course of treatment, the continuation of treatment, or whether to treat at all, quality of life discussions inevitably follow. When we can say that a person has little or no quality of life, we can take a certain comfort in our decision to end that life. But in doing so, we have to acknowledge that underlying these conversations are a) subjective values about what quality of life means and b) assumptions about the consistency of quality of life over time (Carr, Gibson & Robinson, 2001). 

     Finally, there is always a concern about financial cost. Health care is expensive and there are only so many dollars to go around. How many resources are available and how much money do we want to spend on people who are ill, disabled, suffering, dependent and a burden? Wouldn’t it be more prudent to spend those scarce resources on healthier, younger, and more able-bodied members of society? Euthanasia is far less expensive than continuing to support life at any cost.

Arguments Against Euthanasia

     Some members of society feel that there are significant religious reasons for rejecting euthanasia. If one believes in the sanctity of human life, there is no “good” reason to perform euthanasia no matter how mercifully. 

There are also doctors and health care professionals who feel that to kill or assist in killing a patient goes against the values of medicine. These include the “fundamental tenet of medicine: to heal and not to harm” (Steinbock, 2005, p. 236). 

     Cohn and Lynn (2002) present an interesting discussion of the pressures vulnerable people might feel toward choosing euthanasia. They say: 

For many, no reasonably desirable choices may exist. Then, physician-assisted suicide may not merely be a choice, one option among others; rather it may become a coercive offer... ending one’s own life could come to be perceived as an obligation, that is, a societally endorsed course of action that is the only way to avoid suffering, indignity, and impoverishment (p. 241). 

They go on to suggest that “personal circumstances and societal expectations do often shape individual desires, but what one believes he or she should do is not necessarily the same as what an individual really wants” (p. 241). 

     Finally, but perhaps most critically, studies have shown that opening the door to euthanasia can close the door to excellent end-of-life care (Chochinov, 2002; Chochinov, Hack, McClement, Kristjanson & Harlos, 2002; Cohn & Lynn, 2002; Curry, Schwartz, Gruman & Blank, 2002; Chochinov et al., 2004). It is much simpler to end a life than to plan for holistic, dignified, end-of-life scenarios that value each and every patient, regardless of societal values and prejudices. Tied to this notion is the acknowledgement that good end-of-life care is not practiced by the majority of physicians and health care professionals and is not adequately taught in the medical school curriculum (Curry et al., 2002). Therefore, doctors who have a deficiency in end-of-life care knowledge have a greater propensity to turn to euthanasia as an appropriate care solution (Curry et al., 2002, Hendin, 2004). On the other hand, doctors who are well-versed in end-of-life medicine are able to ease suffering and raise patient dignity through means other than death. “When the preservation of dignity becomes the clear goal of palliation, care options expand well beyond the symptom management paradigm...systematically broaching these issues within discussions of end-of-life care could allow patients to make more informed choices, achieve better palliation of symptoms, and have more opportunity to work on issues of closure” (Chochinov, 2002, p. 2254).  

The Portrayal of Euthanasia in Million Dollar Baby
     Maggie Fitzgerald is a thirty-one year old woman who aspires to be a boxer. She grows up, as the narrator of the film tells us, “knowing one thing. She was trash”. She describes how she feels about boxing. “The problem is, this is the only thing I ever felt good about doin’. If I’m too old for this then I got nothing.” In order to reach her goal, she seeks the help of an old trainer, Frankie Dunn, owner of the Hit Pit Gym. At first, he refuses to help Maggie because he doesn’t, as a rule, train “girls.” Eventually Maggie convinces Frankie to take her on, and she begins to advance through the boxing ranks and to win fights, ultimately earning a shot at the title fight with a million dollars on the line. Her opponent, Billie the Blue Bear, is known as unbeatable, tough and dirty. Part way through the bout, after the bell has rung and Maggie turns to go back to her corner, Blue Bear hits her from behind and Maggie falls against the stool that has been set out for her. In the process, she hits her neck with a sickening crack and is rushed to the hospital. There she learns that she has sustained an injury to her spinal cord and her future shifts from one of physical prowess to one of physical disability. 

     Maggie’s world as she has known it ends after her injury, and she is convinced that she does not want to live without boxing. It was boxing alone that defined her and made her whole. Maggie becomes determined to die. “I can’t be like this, Frankie. Not after what I done… People chanted my name… they were chantin’ for me. I was in magazines. You think I ever dreamed that would happen? ... Don’t let ‘em keep taking it away from me. Don’t let me lie here till I can’t hear those people chantin’ no more.” However, because she is paralyzed, she cannot end her own life, though she does try to do so at one point by biting her tongue in an effort to bleed to death. Undaunted in her mission, she asks Frankie to help her do what she herself cannot accomplish. And Frankie, out of love for Maggie, eventually agrees to help. “All right. I’m gonna disconnect your air machine and you’re gonna go to sleep. Then I’ll give you a shot and you’ll stay asleep.”

     Wolfensberger (1998) writes about social devaluation and its link to societal perceptions about certain people and groups of people within society. He discusses the various influences on an observer that help shape perceptions and may, in turn, lead to social devaluation. These influences include a) the observer’s own characteristics and experiences, b) characteristics in the observer’s physical environment, c) characteristics of the observer’s social environment, including values and norms, and d) what is actually observed (i.e., the object of potential devaluation). How Maggie is portrayed during the period after the accident is very important. The imagery that director Clint Eastwood uses conveys a very specific message which links disability with death. 

     Our society’s values and norms often exclude and devalue differences, including the difference of disability. Therefore, the movie-goer’s perceptions about death and disability are only partially influenced by what he or she actually sees in the film. They are also influenced by other messages within society about the nature of disability. “Unfortunately, cure, death and tragedy have been a part of every era’s representations of disability in cinema and in culture in general” (Darke, 1997, p. 13). For example, images of disability revealed in the film such as Maggie’s grimly institutional room, her hospital bed, and her wheelchair are highly devalued in our society. It is likely that movie viewers would be either unconsciously or consciously aware of their own preconceived notions of a life “condemned” to living as Maggie will after the accident. Moviegoers may well put themselves in Maggie’s position, and dread the notion of being “confined” to a bed or wheelchair. 

     Characters with disabilities (the Hunchback of Notre Dame and the Phantom of the Opera) have often been portrayed in film as monsters (Longmore, 2003, p. 134). “The most obvious feature of ‘monster’ characterizations is their extremism...these visible traits express disfigurement of personality and deformity of soul” (Longmore, 2003, p. 135). Longmore (2003) suggests that these representations of disability “express to varying degrees the notion that disability involves the loss of an essential part of one’s humanity...the individual is perceived as more or less subhuman” (p. 135). 

     Like Million Dollar Baby, the movie, Whose Life Is It Anyway? also portrays an individual with a spinal cord injury, wanting to die. Longmore (2003) describes the “unacknowledged” theme of the movie,

 the horror of a presumed “vegetable-like” existence following severe disablement...Disability again means the loss of one’s humanity. The witty, combative central character in Whose Life Is It Anyway? refers to himself as a “vegetable” and says that he is “not a man anymore (p. 136). 

Similarly, how the pre-accident Maggie is juxtaposed against the post-accident Maggie feeds into societal perceptions and misconceptions about what it is like to have a disability and what disability actually is.

     There are a number of scenes in Million Dollar Baby that image Maggie as a professional fighter. When she is training, Maggie’s body is clearly portrayed as a lean, fit, conditioned machine. Her perfectly defined abdominal muscles are evident as she skips rope. Her muscled and toned limbs are clearly visible and impressive. When she boxes, her long hair is carefully braided, not a hair out of place. Her body glows with health and vitality, willing and able to take on all challengers. As she begins to mount win after win, we see her adoring fans and hear their roar of approval as she knocks out contender after contender. Maggie Fitzgerald is on top of the world.

     After the accident, Maggie is imaged in a very different way. First, she is in a hospital. When nothing more can be done for her there, she is moved to the Serenity Glen Rehabilitation Center. She is shown, primarily, lying in a hospital-style bed, in an institutional room, wearing a hospital gown. Only on two occasions is she sitting up in a wheelchair and dressed, but she is never taken outside her room. When we first see her out of bed as she is transferred into her wheelchair, Scrap says “It took several hours every day to get her ready for the wheelchair”, perhaps implying it was not time well spent. And if she was assisted into her chair daily, we see no evidence of it. 

     What we do see quite distinctly, however, is the image of her physical decay. Bed sores and the gangrene she develops result in the loss of her leg. After her operation, Maggie’s “deterioration” is plainly evident. She is never out of bed or dressed. She never smiles. Her hair is loose and tangled. Gone are the fancy braids of the beloved fighter. Her eyes are sunken, ringed in black. Her lips are chapped. Her skin looks white and pasty. In short, she is the image of death. Watching the film, we share her despondency. She can no longer fight. She has lost the will to live. Who would want to live a life of paralysis, relying on a respirator to take a breath? Of course she wants to die, we empathize. Who wouldn’t, in her situation? Life has nothing to offer her and she is competent to make the decision to die. If she were able, she could kill herself, no questions asked. Frankie is right to help her die because Maggie feels worthless and is convinced she has nothing to live for.

     But wait a minute! She is paralyzed and does need help to breathe. In fact, she has significant and complex needs. But is she near death? Is she suffering and in pain, with an incurable illness? Must we assume she has lost all dignity and has no quality of life? Is she merely a worthless, dependent burden on society? Now let’s look at Maggie again, through a new lens.

The “Reality” of Disability 

     We argue that people with and without disabilities view and experience the world differently. One reality may be to wake up every day, walk the dog, and drive the car to work, with no thought at all to the effort of travelling through time and space. Another reality may be to rely on others to provide transport, walk with the aid of a cane, and require considerable time and effort to move through space. The two realities are diverse, but each describes an everyday lived experience. When it comes to ethical issues of life and death, the difficulty begins when those having little knowledge or understanding of the disability experience make decisions, assumptions and judgements about quality of life, life worth living, pain and suffering, dignity and death.

     In North American society, disability has traditionally been defined as a deficit, defect or problem that resides within an individual. It is treated as a condition in need of a remedy or cure, placing it within the realm of medical and rehabilitation professionals to manage. And if remedy or cure cannot be realized, rehabilitation management will 

enable the individual to be made to fit into society - the able-bodied and able-minded world (Longmore, 2003). Disability has not generally been understood as a difference that society can, in fact, accommodate. We have built stairs, designed narrow doorways, placed sinks and light switches too high, demanded doors be pulled open, often with rounded knobs. Our kids stare at difference, trying to understand it. Yet when they ask us why, we hush their questions, ignore their curiosity and in doing so, we attach a shame to difference. We fail to explain that people can be different but still have value. 

     Our society defines disability in a number of ways. These definitions allow us to treat people with disabilities accordingly. Disability is a tragedy and those with disabilities carry the stigma of inferiority. We see people with disabilities as burdensome, lacking in autonomy and dignity. We pity the disabled and fear that we, too, might become afflicted. In our fear and ignorance, we discriminate and isolate, resentful of those who dare challenge our comfortable norms and ways of being. As a result of our ingrained feelings and beliefs, we devalue people with disabilities. Wolfensberger (1998) says that such devaluation can and does lead to the casting of devalued people into undesirable roles such as a) the “alien” or “other”, b) the sub-human or non-human (especially with the use of the term “vegetative” to describe certain mental states of being), c) the “sick, ill or diseased organism”, and d) those related to death or death imaging (pp. 14-16). The portrayal of Maggie Fitzgerald in the film Million Dollar Baby is a good example of imaging a person with a disability as someone near death or embodying death. 

How Do We Know What We Know about Disability?
     The next question that we must look at is, “how do we know what we know about disability?” All of these descriptions and characterizations paint a pretty grim picture of living life with a disability. How has this reality been created and perpetuated? The answer is multi-faceted and involves, in part, the coming together of a number of beliefs, ideas and theories over the course of history. 

     From the earliest periods, disability was seen as the result of an act of God, a punishment for wrongdoing. Deuteronomy 28:15 warns that “if you do not carefully follow His commands and decrees...all these curses will come upon you and overtake you: the Lord will afflict you with madness, blindness and confusion of mind (28-29). Barnes (1997) argues that “biblical text is replete with references to impairment as the consequences of wrongdoing” (p. 15). 

     Wilson (2000) traces this back to classical Greece and Aristotle’s conception of the “normal/abnormal” dichotomy: 

In Nicomachean Ethics Aristotle takes his argument to its (il)logical conclusion, identifying the norm (or mean) with moral virtue and the abnormal with vice. Thus physical ‘deformity’ becomes moral flaw, exposing Aristotle’s binary configuration for what it really is – a social hierarchy” (p. 153).

Barnes (1997) notes that St. Augustine claimed, “impairment was ‘a punishment for the fall of Adam and other sins’” (p. 17). Similarly, Martin Luther “proclaimed he saw the Devil in a disabled child; he recommended killing them” (Barnes, 1997, p. 17). 

By the mid-19th century, disability had become inexorably intertwined with medicine. Longmore (2003) says: 

The emergence of a medical model in the modern era redefined disability as a biological insufficiency that could be ameliorated by what we now call professional intervention. It came to be believed that treatment could cure, or at least correct, most disabilities or their functional concomitants enough for handicapped individuals to conduct themselves in a socially acceptable manner (p. 150). 

In addition, early and misinformed research in genetics and heredity led to charges that disability was genetically created (Goddard, 1912).

     The rise of statistics and its application to human populations helped create the categories of “normal” and “abnormal”, labels we are very familiar today. As Davis (1997) says, “an important consequence of the idea of the norm is that it divides the total population into standard and non-standard subpopulations” (p. 14). He goes on to suggest that “normalcy is constructed to create the ‘problem’ of the disabled person” (p.9). Thus “when we think of bodies, in a society where the concept of the norm is operative, then people with disabilities will be thought of as deviants (Davis, 1997, p. 13). 

Disability Studies - Challenging the Discourse

     How can we challenge this traditional discourse of disability? The first step is to acknowledge that disability needn’t be and isn’t what it has traditionally been. Darke (1997), who writes about disability and cinema, says: 

It is, in reality, a misnomer to talk of the stereotypes of disability imagery; the stranglehold that able-bodied people have over the definition of disability makes their representations of us, ‘the disabled’, more akin to being archetypal in conception. Disability, to the non-disabled society and image maker, is a world-wide and eternal truth that is for them so obviously correct that it cannot be challenged (p. 13).

     Let’s look for a moment at the “other” reality – life for people with disabilities. Let’s examine some societal stereotypes or misconceptions about disability and how these feed into the notion 

that disability reduces quality of life to a degree that justifies an exceptional response – that compels medical and mental health professionals, when confronted by disabled persons requesting suicide assistance, to deviate from the conventional standard of suicide prevention applied to physically unimpaired suicidal individuals (Gill, 2000, p. 528).  

     One of the original premises of the right to die debate is the notion that bringing about death will end pain and suffering. In the general end-of-life context, it has been recognized that doctors have not been successful in managing pain in terminally ill patients (Derse, 2005; Arnold, 2004; Curry et al., 2002). However, are people with disabilities suffering and in pain solely as a result of having a disability? Although societal perceptions of disability include pain and suffering, this is not necessarily the disability experience. “Society often identifies the cause of suffering as a permanent sickness, creating only a semblance of life within the individual, or as an imprisonment from which the individual seeks to be freed at any cost” (Miller, 1993, p. 50). Although some people may be in pain, we cannot assume that this is always the case. The film Million Dollar Baby portrays Maggie as suffering and she clearly looks sick with her pale skin, dark, sunken eyes and parched lips. However, she is not ill. This depiction is sending us a message, not so much about Maggie, but about disability, one that reinforces the traditional disability discourse but not the disability experience. Many people who are quadriplegics like Maggie lead full lives and are contributing members of society. They do not see themselves as sick, nor do they conceptualize themselves to be at end-of-life. 

     Another issue in the argument favoring voluntary euthanasia is the supposed right to choose. Some would argue that Maggie is simply making the choice to die and she has every right to make this voluntary decision. However, we suggest that there are a number of things that are preventing her from making an informed choice. Depression is a common issue for people in Maggie’s situation. Good care would ensure that individuals going through this difficult time would have access to psychiatric counselling, physical and occupational therapies, and information about the services and supports available in the community to help in this complex transition process. So too would talking with others who have lived through these types of experiences. “Without being offered the choice of independent living alternatives and counselling, with special emphasis on psychological issues facing persons with disabilities, the right to assisted suicide is no right at all; it is the inevitable manifestation of society’s prejudice” (Miller, 1993, p. 55). Unfortunately, the film only shows Maggie lying in bed, her impersonal room at the rehabilitation center bereft of music, television, or personal touches of any kind. The closest she gets to the outside world is looking though a window. She is the embodiment of the disability stereotype. She would be far better served by being informed of alternatives to death. In this way, she could become truly autonomous. 

     The notion of dignity is another theme that is presented as a leading concern in favour of euthanasia. Society’s basic presumption is that people like Maggie cannot possibly have any dignity in life and therefore dignity can only be achieved by choosing death. This presumption of loss of dignity comes from a perceived loss of control and from being dependent upon others, especially in matters of personal care. In our society, to be unable to independently deal with issues such as personal hygiene is seen as the ultimate form of degradation and humiliation. Longmore quotes Stephen Drake on these “devaluating attitudes of our society that tell sick or disabled people they lack dignity because they need assistance with basic activities of daily living, and would be better off dead” (Longmore, 2003, p. 189). Indeed, “disability is considered antithetical to dignity” (Miller, 1993, p. 50). However, if we saw dependence as a fact of life that most of us will have to face at some point, and realized that people have an inherent dignity in their “humanness” (Taylor & Bogdan, 1998, pp. 242-261) that supersedes their inability to shower or use the washroom without assistance, we would come to understand that dependence bears no relation to dignity at all. We suggest that Maggie would be much more dignified if she were dressed, in her chair and engaging in some sort of meaningful activity, rather than simply lying in bed. It is not the disability that takes away Maggie’s dignity; it is the way in which her image is treated in the film.

     The final issue to address is the notion of quality of life. A number of authors have provided excellent examples that highlight the importance of viewing disability from a disabled perspective, rather than from the traditional, non-disabled perspective. One story (Kaufert & Koch, 2003) tells of two clinicians who were presenting a case study on end-of-life decision making for a man with ALS who had decided to discontinue using his ventilator. The presentation “emphasized their presumption that the course of his illness necessarily would result in a deteriorating life quality that was progressively bleak” (Kaufert & Koch, 2003, pp. 2-3). Some audience members, themselves users of mechanical ventilation, strongly disagreed with the assumption that “life on ventilation, that life with disability necessarily reflected a diminished quality and minimal sustainability.” Thus, “what to the clinicians was a textbook case of ‘end-of-life’ decision making was, for their audience, a story in which a life was ended as a result of failures of information and assistance…” (Kaufert & Koch, 2003, p.4). Similarly, Maggie’s disability ought not to be an end-of-life issue. Rather, it ought to be an exploration of a different kind of life and a re-affirmation of her value and worth.

     Toombs (2004) writes from the experiences of someone living with multiple sclerosis. She discusses the “prevailing cultural attitudes” of “health, independence, physical appearance” and the “strong cultural message that we should be able to stand on our own two feet, look after ourselves. Dependence on others is perceived as weakness” (Toombs, 2004, p. 193). She emphasizes feelings of shame at being a “burden” on other people, and says that “so ingrained are these societal attitudes that the incurably ill may unwittingly feel that, by killing themselves, they are acting unselfishly, in the best interests of others and, furthermore, that they are, in some sense, obligated to do so” (Toombs, 2004, p. 194). After her accident, Maggie reassures Frankie that when her family finally arrives to see her, it will relieve some of the burden he shoulders. 

     A number of studies (Nantais & Kuczewski, 2004; Wolbring, quoting sources at p. 3) have shown that caregivers and other third parties often believe that an individual with a disability’s quality of life is much lower than the individual him or herself believes. Other studies have indicated that when non-disabled people imagine life with a spinal cord injury, they see themselves as significantly worse off than do people who actually have a spinal cord injury. In response to the statement “I feel that I am a person of worth”, 95% of disabled respondents answered in the affirmative whereas only 55% of non-disabled respondents imagining life with a disability agreed (Wolbring, p.3) 

     The term “quality of life” is value-laden and highly subjective. Yet we continue to cling to the notion that others know better than people with disabilities themselves about how valuable or worthwhile their lives actually are. Through its imagery, Million Dollar Baby reinforces the societal perception that people who are disabled have no quality of life. In portraying Maggie’s life as worthless, the film ignores any positive steps she might have taken towards adapting to her new life. 

Conclusion

     To conclude, the traditional disability discourse has been built upon largely medicalized notions of disability as a defect or deficit that lies within the person. Furthermore, this discourse reinforces the shared belief that the individual has an obligation to attempt to remedy this defect or deficit or at least to ameliorate the condition so as to be able to fit into the non-disabled world. 

     In order to begin a new discourse on disability it is necessary to bring out the voices and experiences of people with disabilities. Foucault calls these voices “subjugated knowledge”. He says, “it is through the re-emergence of these low-ranking knowledges, these unqualified, even directly disqualified knowledges … that criticism performs its work” (Foucault, 1980, pp. 80-82). The first step, however, is recognizing the importance of listening to and accepting a type of knowledge that is different from the one we’ve always known. We look forward to the time when society hears the voices of people with disabilities and pauses before assuming that disability is, in and of itself, an end-of-life issue. And while negative imaging of disability and the issue of euthanasia in the film Million Dollar Baby are disappointing, the film becomes a useful tool in opening up the dialogue we need to have in order to recognize, once and for all, that disability is not a fate worse than death.
Questions for further reflection and discussion:

1. What role do you think imagery plays in shaping and communicating already held assumptions and/or beliefs? 
2. If imagery has relevance, what are some ways in which people with different disabilities are portrayed?

3. What affect might this have on the treatment they receive, how people interact with them and on creating and/or maintaining assumptions/beliefs and/or stereotypes?
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