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O ver the last 6 decades, many pub-
lished commentaries, from both 
within and outside the medical 

community, have criticized medicine’s 
characterization and management of men-
tal illness and disability. These critiques 
have often referenced the “medical 
model,” a term that has multiple meanings 
but has almost always been used pejora-
tively. Prominent critics have included dis-
ability scholars and self-advocates, who 
attacked the so-called “medical model” 
and espoused an alternative “social 
model,” which characterizes disability as 
the product of an unaccommodating and 
oppressive society, rather than an individ-
ual and medical problem.

The terms “social model” and “medical 
model” have frequently been used to 
highlight opposing views of disability, but 
there has been little historical examina-
tion of their origins and evolving mean-
ings.1 As a result, clinicians have had lim-
ited access to information about what 
these concepts mean to patients, making 
it difficult to respond adequately to the 
concerns they raise. For physicians, fully 
embracing social-model views would 
require political engagement and a greater 
focus on societal, rather than individual, 
problems. Even if most physicians do not 
adopt these roles, increased awareness of 
disability perspectives and familiarity with 
critiques of the medical model may help 
them to identify new ways of improving 
care for their patients, while also enhan-
cing opportunities and support for clinical 
trainees and colleagues with disabilities.

The critique of the medical model origi-
nated in the psychiatry literature and has 
taken various forms since psychiatrist 
Thomas Szasz coined it in the mid-1950s.2 

One version, an antireductionist view, 
lamented the tendency of medicine to 
reduce disease and disability down to 
physiochemical factors. This genre of criti-
cism was popular among health profes-
sionals, who called for reforming medical 
practice to make clinicians more sensitive 
to the complex psychosocial aspects of 
health and illness. 

A second, exclusionist strain — initially 
espoused by Szasz — did not seek to 
reform medicine, but to exclude certain 
areas from medical oversight. Proponents 
of exclusionist views argued that medical 
intervention in specific realms — like men-
tal health and disability — was stigmatiz-
ing or oppressive. Some suggested that 
these issues required societal reform, not 
individual treatment.

Most physicians have found antireduc-
tionist critiques of medicine to be more 
palatable than calls for exclusion, because 
antireductionist reforms do not question 
the fundamental value of medicine in 
treating individuals with mental illness 
and disability. One prominent proponent 
of an antireductionist perspective in the 
1970s was psychiatrist George Engel. He 
took on the medical model, calling for a 
move away from reductive natural science 
approaches, in favour of an alternative 
“biopsychosocial model.” Engel distin-
guished his view from Szasz and other 
“exclusionists” (Engel’s term) by arguing 
that mental illness was a disease, and that 
its biological causes should not be dis-
missed.3 At the same time, Engel sug-
gested that medicine required a more 
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Disability self-advocates rally in San Francisco, California, in 1973 for improved governmental and 
social supports, and an end to the oppression of people with disabilities. This image is reprinted 
with permission from Anthony Tusler, AboutDisability.
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nuanced view of disease, which included 
recognition of psychosocial issues along 
with physiochemistry.4 Engel’s biopsycho-
social model retained a dominant role for 
physicians, while calling on them to look 
beyond laboratory findings to consider a 
patient’s social environment.

Although Engel did not specifically 
address disability, his biopsychosocial 
model was widely influential among clin-
icians who specialized in this area. An 
antireductionist form of medical model 
critique was prominently presented in the 
World Health Organization’s classification 
of disability, published in 1980 (since 
updated: www.who.int/classifications/ 
icf/en). Similar arguments were also 
espoused in other health-related books 
from this period, including Genetic Disor-
ders and Birth Defects in Families and 
Society (1984), which featured chapters on 
the medical, ethical and social aspects of 
disability, written by physicians, patient 
advocates and clergy. In these forums, 
physicians acknowledged critiques of the 
medical model and accepted outside 
advice on how to make medicine more 
sensitive to psychosocial aspects of dis-
ability. However, this was done without 
questioning the medical view of disability as 
a problem that could be clinically defined 
and treated.

Outside of medicine in the 1970s, clin-
ical psychologists and sociologists — 
influenced by Szasz — took up and 
expanded exclusionist perspectives, 
applying this strain of medical model cri-
tique to mental illness, behaviour and 
intellectual disabil ities. Clinical psychol-
ogist George Albee was a vocal critic of 
psychiatric approaches to mental health, 
which he argued inappropriately pathol-
ogized people’s “problems of living.”5 
Similarly, clinical psychologist Wolf 
Wolfensberger criticized the application 
of the medical model to intelligence and 
behaviour. Albee and Wolfensberger 
called for alternative approaches, which 
removed these issues from medical over-
sight and focused on reforming social 
institutions to be more supportive of 
individual differences. Unfortunately, 
both men’s views were met with derision 
by many of their medical colleagues, and 
their perspectives remained little known 
by physicians.

Sociologists Erving Goffman and 
Kenneth Irving Zola also adopted an exclu-
sionist strain of medical model critique, 
highlighting the isolation, stigmatization 
and medicalization of deviant behaviour.6,7 
Zola also helped to adapt Szasz’s exclu-
sionist view of mental illness to encourage 
new perspectives on physical disabilities 
as a social rather than a medical issue. In 
doing so, Zola — who identified as having a 
physical disability — contributed in the 
1980s to the burgeoning American disabil-
ity self-advocacy movement.7 

At the same time, British scholar 
Michael Oliver adopted an exclusionist 
strain of the medical model critique in his 
formulation of the social model of disabil-
ity.8 The social model argued that disability 
was a status imposed on people with vari-
ous forms of impairment, and therefore 
that disability was a political, not a 
health, issue. Social model proponents 
held that the medical model viewed per-
sonal impairment as the sole cause of dis-
ability, making an individual’s body the 
appropriate target for intervention. Oliver 
argued that disability was distinct from 
impairment, and instead was the product 
of an unaccommodating society. From a 

social model perspective, medicine’s 
focus on treating impairment reified the 
widespread conception of disability as an 
individual tragedy, rather than the out-
come of oppressive social perceptions 
and arrangements. One way to combat 
oppression, social model advocates 
suggested, was to exclude disability from 
medical oversight.

Of course, everyone occasionally 
requires medical care, and for people with 
certain disabilities — especially progres-
sive, chronic or painful conditions — med-
ical interventions may be necessary to 
maintain well-being and livelihood.9 
Although the social model was an empow-

ering new perspective for many people 
with disabilities, some struggled with the 
implication that their disability was 
entirely the result of social oppression, 
because this seemed to suggest that their 
individual impairments should be ignored. 

During the 1990s, feminist disability 
scholars and self-advocates, including 
Jenny Morris and Liz Crow, called for a 
“renewed social model of disability,” one 
that largely retained an exclusionist per-
spective, but acknowledged that even in 
a world without disability discrimination, 
impairment would have negative indi-
vidual impacts.10 Crow argued that the 
negative effects of impairment, like 
chronic pain, can on their own interfere 
with one’s social engagement, and may 
be beneficially mitigated by medical 
intervention.10

Since the 1990s, proponents of the 
social model of disability have widely 
embraced the view that impairment and 
disability interact, and that the individual 
challenges of impairment should not be 
 disregarded. Nonetheless, many disability 
self-advocates continue to express sub-
stantial distrust in the medical community 
and its approaches. 

How then can physicians, as helping 
professionals, enhance their care and sup-
port for people with disabilities? One 
option is greater political engagement: pro-
moting the view that disability should be 
seen as a valued form of human diversity, 
rather than an individual and tragic prob-
lem to be lamented and solved.

Many physicians may believe that 
their strengths for fomenting change 
would be best realized working with indi-
viduals in the clinic, rather than in the 
political  arena; and indeed, there 
remains plenty of work to be done within 
the clinical professions. One key area is 
mentorship: teaching trainees about 
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 disability perspectives, and why many 
self-advocates have adopted and main-
tained an exclusionist form of medical 
model critique. 

Another very important avenue is in 
recruiting and supporting people with dis-
abilities to join and thrive in the clinical pro-
fessions.11 Physicians have an important role 
to play in recognizing the unique strengths 
and equal competency of people with dis-
abilities as clinical professionals. Many of 
these qualified individuals have recounted 
being made to feel out of place in medical 
culture. Fundamental changes to medical 
training programs and institutions that nor-
malize disability accommodations for stu-
dents, residents, fellows and practitioners 
have yet to be made.12 

If physicians want to take an important 
step in the evolution and renewal of their 
profession, to show that medicine is more 
supportive and accepting than many peo-

ple with disabilities have, understandably, 
come to believe, then embracing a much 
more nationally representative group of 
people with disabilities to become full par-
ticipants and respected members of the 
clinical professions would be an important 
and welcomed start.
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