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Assessment 1: Critically evaluate two models of disability and their relation to inclusive practice in contemporary society.
The purpose of this assessment is to critically evaluate two models of disability and demonstrate how they relate to inclusive practice within contemporary society. The two chosen models that shall be explored throughout this assignment will be the medical model of disability alongside the biopsychosocial model, specifically in relation to the treatment and experiences of people with neurodiverse conditions in workplace settings. This assignment will open by establishing the definition of what a model of disability entails. Then, it will move on to examine the meaning of, and differences between disability, impairment, and neurodiversity so that a clear foundation for exploration is set. Through critical analysis of each model, it will uncover what each embodies in terms of their perspective surrounding neurodiversity whilst highlighting the strengths and weaknesses of each. Thus, it will reach a conclusion on which model best represents and assists those who are neurodiverse in relation to employability, inclusivity, and fair treatment in the workplace.
To begin, according to the Parliamentary and Health Service Ombudsman (no date, p.1), a model of disability typically refers to the attitudes and behaviours of people with a disability, which in turn influences how people with a disability are not only treated, but also how they participate in society. Based on this, it seems that models of disability, in whatever capacity, can alter the outcomes surrounding a plethora of factors relating to the lives of individuals with impairments and disabilities. In the guide produced by the American Medical Association [AMA], an impairment is defined as the ‘loss, loss of use, or derangement of any body part, organ system, or organ function’ (Cocchiarella and Andersson, 2001, p.3). A disability on the other hand is described as ‘an alteration of an individual’s capacity to meet personal, social, or occupational demands because of an impairment’ (Cocchiarella and Andersson, 2001, p.3). This highlights a clear distinction between the two and demonstrates that a person with an impairment may not necessarily be disabled unless their impairment already limits their ability to function conventionally. The organisation Prospect (2023, np) defines neurodiversity as a difference in the anatomy of a person’s brain which is often the term used to describe conditions such as Autism, Aspergers, and Attention Deficit Hyperactivity Disorder [ADHD], to name a few.  Relative to this, neurodiversity is described as a helpful way to refer to people who may have characteristics and mannerisms due to a neurodevelopmental condition that strays from the neurotypical majority in society, in a way that is not prejudice (ADHD Aware, 2024, np). This therefore suggests that some people with neurodiverse conditions may not consider their condition an impairment or a disability, but that is not to say that these conditions do not create barriers for some in society and therefore, depending on the severity of their condition, may be recognised by some as a disability. Considering this and the definition of disability provided by the AMA (Cocchiarella and Andersson, 2001, p.3), neurodiversity will at times be explored through a lens of disability within this assignment to draw attention to the issues that neurodiverse individuals may face because of preconceptions surrounding these cognitive conditions. 
Historically, due to extensive medical advances in the 1800s, the medical model of disability became a strong contender in how disability was being viewed in society and so began to surpass the moral model of disability (Retief and Letšosa, 2018, p.2). In contemporary research, Olkin (2002, p.133) investigates the medical model, where it is described as a ‘defect’ or ‘failure’ within the body that under this model, must then be cured or at least improved in some way (Olkin, 2002, p.133). A more modern definition is proposed by Shan and Mountain (2007, p.375) where they suggest that the medical model simply combines the fundamental ideals of medicine whereby based on the best knowledge and evidence available, interventions are delivered to improve the health of the individual. This fixation on the need to mend or rehabilitate those with impairments is what Ma and Mak (2023, p.3) believe is what feeds into ableist ideology and in turn, marginalises those with impairments. For context, ableism is the term used to summarise the type of discrimination or prejudice aimed towards people with disabilities, often marking them out as lesser or incapable than non-disabled people (Dunn, 2021, np). These preconceptions surrounding disability demonstrate that often, people view disability as something that is negative and largely focuses on what an individual cannot do, instead of what they can do. In accordance with this, it seems that the medical model can at times be guilty of making the assumption that people with disabilities are not content with who they are and are therefore in need of medical intervention that aims to rehabilitate or cure them, which may not be the case. 
In contrast, Casanova and Widman (2021, p.367) make the point that in some instances, the medical model has proved itself to be worthy in understanding human illness and has also played a role in disability policy in the form of objective evidence and the categorisation of individuals. Initially, the categorisation of any condition could be associated with negative connotations, however, one could argue that categorisation is sometimes necessary to ensure that those with a disability or health condition for instance, have sufficient access to appropriate resources or financial support that will help them. For instance, as stated under section 20 of the Equality Act 2010, reasonable adjustments must be made for individuals with mental or physical health conditions, or a disability, with the aim of providing an equitable working environment for employees. Drawing on a point made previously, although not all neurodivergent people would necessarily view themselves as disabled, they are still protected against discrimination under the Equality Act 2010 (Turner and Andrew, 2018, p.22). This demonstrates that categorisation of disability may not always be negative as it may help to support the individual who is in need. However, as pointed out by the organisation Disability Wales (2023, np) and Haegele and Hodge (2016, p.195), the medical model is heavily dependent on the advice and influence of a medical practitioner, particularly surrounding proof of diagnosis and treatment which is often required when trying to access support, and in turn, can neglect and overlook the wishes of the person who is disabled in the process. 
In relation to neurodiversity, the medical model is often associated with what Dwyer (2021, p.73) states as the aspiration of ‘normalization’ of individuals who are neurodiverse to fit in with the rest of society and to become more ‘neurotypical’ (Dwyer, 2021, p.73). Research indicates that in turn, this desire to be more neurotypical comes in the form of masking or camouflaging, particularly in people who are autistic, whereby the individual will maintain a state of ‘hyper vigilance’ to adapt to the environment around them and adjust certain mannerisms or characteristics to fit in (National Autistic Society, 2024, np; Attwood, 2006, p.46). The implications of this in a recent study demonstrated that people who mask often experience increased levels of stress, anxiety, and exhaustion (Hull, 2019, p.2527), which in a workplace setting, highlights the intrinsic need for inclusive practice to ensure individuals feel supported and heard. When considering how neurodiversity is accommodated in the workplace, Volpone and Avery (2022, p.20) put forward the notion that the medical model has only seemingly supported the efforts of employers to improve the working environment for neurodiverse employees because these workplaces have preexisting frameworks in place surrounding disabilities and therefore consider themselves ‘diversity-supportive organizations’ (Volpone, Avery and Wayne, 2022, p.20). The key issue argued here is that classing neurodiversity in the same category as disability allows organisations to avoid making too many changes since they already have disability policies in place (Volpone, Avery and Wayne, 2022, p.20).  This ultimately contradicts the previous point made by Casanova and Widman (2021, p.367) whereby the consensus was that the medical model assists in the development of policy surrounding disability and is seen as a positive. However, as further stated by Volpone, Avery and Wayne (2022, p.20), this overarching categorisation of disability can be extremely harmful to the neurodiversity community, as they may feel that preexisting workplace procedures surrounding disability are not a true representation of the support they may require. Therefore, making the assumption that neurodiversity is automatically the same as disability can be damaging in some cases. This view is strengthened by findings in a report published by Birkbeck, University of London (McDowall, Doyle and Kiseleva, 2023, p.44) where although 92.1% testified that their workplace had an Equality, Diversity, and Inclusion policy in place, only 22% of participants felt that it related to neurodivergence in comparison to 47.2% in agreement that it related to disability. This suggests that although the medical model may have a role to play through utilising medical knowledge into creating valuable policies relating to disability in the workplace (Doyle, 2020, p.119), it may not necessarily cover all bases and suggests that when applied in practice, people who are neurodiverse can feel misunderstood and underrepresented, highlighting a gap in knowledge surrounding neurodiversity and inclusive practice. 
In a recent article, Zaks (2022, p.9) gives voice to the idea that often, biological and social factors are difficult to contend with when looking at the experiences of people with disability and that ultimately, it is worthwhile to consider the role of medical intervention and healthcare in relation to disability, and in this case, neurodiverse conditions also. Thus, this is where the concept of the biopsychosocial model [BPS] comes into play.  
First coined in 1977, Engel (2012, pp. 377–396) challenged the concept of the biomedical model in his article titled ‘The Need for a New Medical Model: A Challenge for Biomedicine’ and proposed that in order to understand and provide suitable treatments to patients in line with the complex system of health care, three main components must be considered by the practitioner, including the social and psychological factors of the patient, and not merely the biological factors. Thus, stemming from the recognition of the advances in biomedicine, collectively, these three components are what formed the BPS at its most basic level (Bolton and Gillett, 2019, p.2; Borrell-Carrió, Suchman and Epstein, 2004, p.576). Yet, this model has widened its scope over the years and has been applied to various circumstances and conditions, not only relating to illness and disease. This is highlighted in a recent study where Whelpley et al (2023, p.27, fig.1) illustrates the BPS model on a much broader scale and shows that three key factors split into three segments can further expand into a plethora of other aspects which can also overlap and are often interconnected. For example, in relation to neurodiversity and inclusivity in the workplace, Whelpley et al (2023, p.26) draws attention to the psychological domain of the BPS whereby using the autism spectrum as an example, states that depending 
Figure 1: Autism and the BPS Model at Work
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(Whelpley et al, 2023, p.27)
on the positioning of the individual on the spectrum, the psychological circumstances of that individual will vary from person to person and impact them in different ways depending on the social and biological elements, therefore meaning their needs will also differ. Thus, placing employees who are autistic under a single neurodiverse category may prove beneficial to some, but not to others (Whelpley, et al, 2023, p.26). This indicates that when incorporating inclusive practice into workplace policy, it is important to look at the needs of each individual to better understand neurodiversity and what works for them by considering all domains in the BPS model.  
Although the BPS model seems like a strong alternative to the medical model where it encompasses a range of factors, research shows that it is often criticised for its lack of clarity when applied in practice and is therefore considered a model that is too vague in its approach (Bolton and Gillett, 2019, p.6; Pilgrim, 2015, p.166). This argument is further proposed by Ghaemi (2009, p.3) who draws on the concept of eclecticism stating:
This eclectic freedom borders on anarchy: one can emphasise the ‘bio’ if one wishes, or the ‘psycho’ (which is usually psychoanalytical among many biopsychosocial advocates), or the ‘social’. But there is no rationale why one heads in one direction or the other: by going to a restaurant and getting a list of ingredients, rather than a recipe, one can put it all together however one likes. This results in the ultimate paradox: free to do whatever one chooses, one enacts one’s own dogmas (conscious or unconscious). (Ghaemi, 2009, p.3)

What this seems to indicate is that the BPS model is not absolute in its approach and leaves the playing field too open to the extent that decisive decisions may not be made. Although this may ring true in practice, when using the BPS model as a theoretical framework to strengthen inclusive practice in the workplace, it still resembles a wider method of analysis (Engel, 2012, pp. 377–396; Whelpley et al, 2023, p.27, fig.1) by looking at the individual and their surroundings as a whole, and not solely at a person’s condition, so that they feel listened to and understood. Comparatively, this therefore places it as a strong contender with the medical model which typically only concerns itself with mending or improving health conditions (Olkin, 2002, p.133; Shan and Mountain, 2007, p.375), and not necessarily the act of acceptance. In conjunction with this, a research report conducted by the CIPD (2019, p.23) draws attention to the meaning of inclusion in the workplace and states that true inclusion is associated with having a sense of belonging whereby people do not feel the need to conform to typical norms and that difference is respected and not doubted. Applying this in practice can be channelled through different areas including building a good rapport between employees and senior staff so that staff are actively listened to and involved with decision making, senior leaders championing inclusion to set the example for what values are expected in the workplace and finally, incorporating reasonable adjustments for those who require it (CIPD, 2019, pp.17-18). These methods of workplace inclusivity further support the principles of the BPS model as it looks beyond the person’s condition and instead, looks to adapt the setting to make it more suitable for the individual. 
Despite the principles of the BPS sounding largely positive in theory, research shows that there are still barriers surrounding the implementation of inclusive practice, particularly surrounding the disclosure of neurodiverse conditions to employers. In fact, according to a study carried out by the organisation AchieveAbility (Hewlett, Cooper and Jameson, 2018, p.18), 73% of participants said that they did not disclose their condition out of fear of being discriminated against. Moreover, only 3% of participants said that they felt employers were happy to make reasonable adjustments in the workplace, alluding back to the medical model where the problem lays solely with the individual (Hewlett, Cooper and Jameson, 2018, p.26). This draws attention to the idea that too much emphasis is being placed on the condition of the individual, with a lack of thought to the social and psychological factors which under the BPS model, also have a large role to play in how that person manages their condition. It seems fair to suggest that if employers had a better understanding of these cognitive conditions and were more approachable, people would feel happier disclosing their condition knowing that they would receive the right support to accommodate them. 
To summarise, this assignment has demonstrated that although there are discrepancies in differentiating between disability and neurodiversity, nevertheless, models of disability weigh heavy in the way that they are perceived and treated in society, including workplace environments (Cocchiarella and Andersson, 2001; Prospect, 2023; Retief and Letšosa, 2018). Although there is research to suggest that the medical model has proved helpful in shaping disability policy through employing its medical knowledge, often through the categorisation of disability under the Equality Act 2010  (Casanova and Widman; 2021; Turner and Andrew, 2018; Doyle, 2020), there seems to be a growing theme of criticism surrounding it based on its fundamental ideals of curing or improving conditions (Olkin, 2002; Shan and Mountain, 2007) and thus, creating a sense of abnormality placed on people with disability and neurodiverse conditions (Ma and Mak, 2023; Dunn, 2021; Disability Wales, 2023; Haegele and Hodge, 2016). This therefore promotes the possibility that a medical model lens is too narrow but it’s knowledge and input into improving or maintaining disability or neurodiverse conditions, in whatever capacity, should not be entirely neglected (Zaks, 2022). This ultimately places the BPS model as a strong alternative, as despite reservations in literature regarding the BPS model seeming too vague in its approach (Bolton and Gillett, 2019; Pilgrim, 2015; Ghaemi, 2009), it still allows for a broader level of analysis in comparison with the medical model. In spite of this however, when looking in practice at inclusivity in workplace settings, quantitative data highlights the fact that people feel as though neurodiversity is underrepresented in their workplace (McDowall, Doyle and Kiseleva, 2023) and moreover, people who are neurodiverse do not disclose their condition to their employer out of fear of discrimination and if or when they do, ultimately, do not feel supported (Hewlett, Cooper and Jameson, 2018). This places a large emphasis on the necessity of employers to better their understanding of neurodiversity and to utilise the fundamentals of the BPS model so that above all else, people who are neurodiverse feel supported, understood and included when they go to work. 
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