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Introduction
	The conceptual framework through which society views disability has long been a battleground between clinical diagnosis and social justice, for decades, the Medical Model of Disability dominated. The landscape, positioning disability as an individual pathology a “problem” to be cured or managed by medical experts. However, as the limitations of this deficit-based perspective became clear, scholars and activists began searching for a more nuanced approach. Zaks (2023) contends that neither the purely medical nor purely social models fully capture the lived experience of disabled individuals. Instead, Zaks proposes the normalisation model, which seeks to reconcile the biological realities of impairment with a societal mandate for total inclusion. By re-examining the history of disability frameworks, it aims to move beyond the “tragedy” narrative of the medical past toward a future where disability is viewed as a natural, expected variation of the human condition. This will explore Zaks’ critique of traditional models and evaluate how the proposed normalisation model offers a more holistic path forward for policy, practice, and identity. It is important because it acts as a ”course correction” for how we treat human difference. It moves us away from viewing disability as a tragedy and toward viewing it as a standard feature of a functioning society. This model is vital because it champions agency. It empowers disabled individuals to lead their lives based on their own goals rather than the goals set for them by medical professionals. It transforms the role of a doctor from ‘gatekeeper’ to a “supporter.’
Global Care Chains and the Medical Model of disability
	The phenomenon of Global Care Chains (GCCs) illustrates the international migration of labour, where workers from the Global South move to the Global North to address care shortages. When analysed through the Medical Model of Disability, this process is framed as a clinical necessity to manage individuals viewed as biologically “deficient” (Shakespeare, 2017). In this context, the disabled body is treated as a site of pathology requiring professional intervention to achieve a semblance of “normalcy.” Consequently, the care worker’s role is narrowed to a medicalised function-performing technical tasks to mitigate the “problem” of the individual’s impairment.
However, this medicalised focus often masks the systemic inequalities inherent in global labour shifts. By prioritising the clinical outcomes of a disabled person in a wealthy nation, the model frequently ignores the “care drain” and socio-economic exploitation affecting the migrant workers home country. Ultimately, the medical model is emphasis on individual deficit obscures the broader social structures that commodify both the provider and recipient within a globalised care market (Yeates, 2012).
	While the social model addresses systemic barriers, the medical model remains essential for accessing clinical care and life-saving interventions. It provides a structured framework for diagnosis and prognosis, which is necessary for individuals to receive specific medical treatments, rehabilitation services, and pharmacological support that improve physical well-being and alleviate pain. Without this clinical lens, the biological realities of chronic illness might be overlooked (Shakespeare, 2013).
Ethics of care for medical model of disability
	The ethics of care serves as a necessary intervention to the medical model, which often reduces disabled individuals to passive objects of clinical study. Rather than viewing disability strictly as a functional deficit to be corrected, care ethics emphasises interdependence and the moral significance of the relationship between the provider and patient (Kittay, 2011).
This framework mandates that practitioners recognise vulnerability as a universal human trait rather than a “problem” to be eliminated, ensuring that medical decisions prioritise a person’s dignity and social participation over purely curative biological outcomes (Morris, 2001). By centering the lived experience, care ethics ensures that medical interventions are supportive rather than purely corrective.

The development of the chosen concept 
The Medical Model of Disability emerged during the Enlightenment, as biological sciences began to replace religious or moral explanations for human differences. It views disability as a physical or mental impairment residing within the individual, requiring professional medical intervention to fix or normalise the person (Barnes, 2012). Under this framework, the focus is strictly on the functional limitations of the body, positioning the doctor as the expert and the disabled person as a patient in need of a cure.
The core critique
Beginning in the 1970s, disability rights advocates-most notably the Union of the Physically Impaired Against Segregation (UPIAS)- levelled a transformative critique against this model. They argued that the medical model conflates impairment (a biological condition) with disability (a social exclusion). Critics suggests that the medical model pathologises difference, leading to social marginalisation and a loss of agency for disabled individuals (Oliver, 2013). This sparked the “Social model”, which asserts that people are disabled by systemic barriers and prejudice rather than their biological traits.
Response to critique
In response to these critiques, the medical community and international bodies have attempted to evolve. The most significant response was the development of the Biopsychosocial Model, adopted bt the World Health Organization. This framework acknowledges that while biological factors exist, they interact with personal and social environments (Shakespeare, 2013). While this seeks a middle ground, many activists remain sceptical, arguing that the medicalised gaze still dominates clinical. Practice and funding structures. 


Application of the concept in practice
According to the medical model, a person’s disability is the primary factor that prevents them from accessing goods and services or from fully engaging in society. People are influenced by the medical paradigm of disability when they say things like ‘he can’t read that newspaper because he’s blind.” The legislation’s structure and development have been influenced by this medical model, which is also reflected in people’s views and the unfavourable consequences that follow. In terms of disability discrimination, elements of the Equality Act 2010 (the Act) adhere to the medical model of disability by emphasising an individual’s limitations. The Act also lays forth the requirements that must be fulfilled for a person to be protected by the law (Ombudsman.org.uk)
The figure below illustrates how the medical model concentrates on the disability and what may be done to “fix” the disabled person or give them special care. The picture is meant to illustrate how the medical paradigm concentrates on the individual as the problem rather than taking a broader look at society, not to imply that medical intervention and support for disabled individuals are inherently bad.
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	In health and social care, the medical model has historically been the primary framework for policy, defining disability as a biological deficit within the individual. This application shifts the focus of practice toward clinical assessment, diagnosis, and the provision of care aimed at normalising the individual or compensating for their perceived functional limitations (Devon County Council, 2024).

Application in Policy and Practice
	Policies rooted in this model, such as the UK’s Equality Act 2010, often use medical criteria to. Determine eligibility for support and benefits. In practice, this places medical professionals as “gatekeepers” to social services. For example, access to specialised equipment or housing adaptations is frequently contingent on a medical diagnosis rather than an individual’s self-identified social barriers (StatPearls, 2025).
Problems involve
	The persistent use of this model in social care creates several systemic issues. First, Paternalism-it encourages a “top-down” approach where practitioners make decisions for the service user, undermining their autonomy. Second, marginalisation, by focusing on “fixing” the body, policies often ignore environmental barriers, such as inaccessible transport or discriminatory hiring practices. Lastly, Stigmatisation, viewing disability as a “personal tragedy” can lead to lower self-esteem for the individual and foster a culture of dependency rather than empowerment (StatPearls, 2025).


Recommendations for policy and practice
	To improve or maintain outcomes within the medical model of disability, policy and practice must prioritise the refinement of clinical interventions, diagnostic accuracy, and specialised rehabilitative technology. This model traditionally views disability as a biological pathology residing within the individual, meaning that success is measured by the degree to which an impairment is treated, cured, or biologically managed (Smith, 2018).
Strategic Recommendations
	First, practitioners must implement Comprehensive Medical Evaluation that move beyond simple diagnosis to include the assessment of comorbidities and glycaemic status where applicable (American Diabetes Association, 2026). Standardising these measures ensures that clinicians can track functional limitations objectively over time, which is essential for evaluating the effectiveness of specific “corrective” treatments (StatPearls, 2025).
	Second, improving outcomes requires Clinical Coordination to prevent fragmented care. Because the medical model centres on the physician as the expert, high-quality outcomes depend on seamless links between multidisciplinary specialists to maximise patient safety and technical accuracy (Lawthers, 2003). Policy should therefore fund specialised “centres of excellence” rather than generalist units to ensure the highest level of pathological expertise is applied to complex impairments. Therefore, the medical model of disability primarily as a condition located within, he individual, caused by physical or mental impairment, and requiring treatments or intervention from healthcare professionals. Within health and social care, this perspective continues to shape policy and practice, particularly in clinical settings where diagnosis, treatment, and rehabilitation are prioritised. While often critiqued, the model still provides a framework for developing targeted healthcare responses. A central recommendation is the prioritisation of early diagnosis and clinical assessment. Policies should ensure that individuals can access timely and accurate diagnostic services, enabling appropriate medical intervention at the earliest stage. Early identification of conditions allows professionals to implement treatment plans that may prevent deterioration and improve long-term health outcomes. This approach reflects the medical model’s focus on identifying impairment and managing it through clinical expertise (World Health Organisation, 2023).
	Another important recommendation is increased investment in medical treatments and assistive technologies. Policy frameworks should allocate sufficient funding for interventions such as surgery, medication, and equipment including mobility aids or prosthetics. These resources can help individuals manage or compensate for impairments, enabling greater participation in daily activities. Access to such technologies should be equitable to avoid reinforcing health inequalities (World Health Organisation, 2022).
	Also, Rothman thinks how disability is understood by challenging the dominance of the traditional medical model, which frames disability primarily as an individual problem to be treated or fixed. Instead, it argues for a broder perspective that rcognises how social, environmental, and structural barriers play a central role in limiting access and participation. By reconceptualising the medical model, the discussion suggests it should not be discarded entirely but integrated with social approaches, allowing for both medical support and societal change. This combined view emphasises that improving accessibility and inclusion requires not only healthcare interventions but also transforming public attitudes, policies and built environments (Rothman, 2014).

Conclusion
	To conclude, the medical model of disability continues to influence health and social care policy and practice by prioritising diagnosis, treatment, and professional intervention. Recommendations such as improving early diagnosis, strengthening rehabilitation services, and enhancing data collection can support more effective care delivery. However, while these approaches contribute to improved health outcomes, they should ideally be balanced with broader perspectives that consider social and environmental factors affecting disabled individuals. While the advancements in healthcare birthed by this model are indispensable, a truly inclusive society requires moving beyond a purely clinical lens. Ultimately, the medical model should serve as a supportive tool rather than a defining narrative; by integrating its scientific strengths with the social model’s emphasis on rights and accessibility, we can shift the focus from “fixing” individuals to fostering an environment where everyone, regardless of physical or mental variation, can participate fully and with dignity. Also, by framing disability as an individual pathology to be cured or corrected, it often overlooks the profound impact of societal barriers, such as inaccessible infrastructure and systemic prejudice.
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