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Introduction
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The World Health Organization (“WHO”) has reported that approximately 16% of the global population, over 1.3 billion people worldwide, have some form of disability, and that an additional 190 million people (3.8% of people over 15 years of age) experience serious difficulties in functioning normally daily.​[1]  According to WHO and the UN Special Rapporteur on the Rights of Persons with Disabilities, the number of people with disabilities is increasing dramatically due to increases in chronic (i.e., noncommunicable) diseases and aging of the population, and rates of disability are higher in developing countries.​[2]  The Special Rapporteur has explained that the incidence of disability increases significantly as persons get older due to the increased prevalence of chronic diseases and physical and cognitive impairments, which in interaction with various barriers may result in disabilities, and has also noted that many persons who became disabled in their younger years are now able to live longer due to technological and medical advancements and socioeconomic developments.​[3]  It has also been observed that the number of people with disabilities has grown in recent decades due to war and other forms of violence, inadequate medical care, and natural and other disasters.​[4]  It is clear that “[t]he existence of a disability cuts across issues of race, gender and even class and level of education ... [and that] ... [t]omorrow, anyone may be the victim of an unforeseen accident that leaves them permanently disabled”.​[5]

Using the same data relied upon by WHO, but a different methodology, other researchers found a similar global figure of 14% as of 2014 and also found a higher percentage of disabilities: in low- and middle-income countries than in high-income countries; among persons aged 65 and over (39%) than among working age adults (12%); and among women (18.5%) than among men (12.1%).​[6]  Notably, the variation based on gender was more pronounced with aging as 44.2% of women aged 65 and over were disabled as opposed to 33.9% of the men in same age group.​​[7]  In 2017 UN Global Compact and the International Labour Organization reported that roughly one-third of all persons between the ages of 50 and 64 had “impairments” within the meaning of the UN Convention on the Rights of Persons with Disabilities (“CRPD”) discussed below, this number increases to 50% for people over the age of 65 and grows considerably for those beyond the age of 70 and 75 and the number of people with disabilities in the population is also affected by factors such as the presence of and exposure to conflict in the country and the number of returning military veterans.​[8]   According to a UN report on the world social situation as of 2018 “more than 46 per cent of older persons worldwide have an impairment (250 million experience moderate to severe impairments), and older persons represent the majority of the overall population of persons with disabilities”.​[9]  

While the number of persons with disabilities is large, their experiences are diverse and “not all people with disabilities are equally disadvantaged”.​[10]  In fact, a comprehensive guide on disability inclusion published in 2015 based on the evidence that was available at that time highlighted the then-current situation of people with disabilities and how the lives of persons with disabilities are likely impacted by both intersecting inequalities and personal factors​[11]: 


	Disability does not necessarily imply limited well-being and poverty; however, growing evidence confirms that disability and poverty are highly correlated, and that disability is both a cause and consequence of poverty and disability and poverty reinforce each other in ways that contribute to increased vulnerability and inclusion​[12]


	People with disabilities in low- and middle-income countries are poorer than their non-disabled peers in terms of access to education, healthcare, employment, income, justice, social support and civic involvement and encounter significant barriers in their day-to-day lives with respect to access to transportation, infrastructure and digital technology

	People with disabilities are disproportionately affected by conflicts and disasters, often unable to access humanitarian responses, yet they are often excluded from disaster management and risk reduction processes

	Children and adults with disabilities are at higher risk of physical, sexual and other forms of violence

	The losses in productivity and human potential due to the exclusion of people with disabilities has significant economic and social costs and evidence indicates that disability inclusion could lead to increased earnings and labor productivity, increased tax revenues, improved individual and family well-being and wide societal benefits​[13]


	Attention needs to be paid to the specific and unique experiences of subgroups of persons with disabilities, rather than assuming that all disabled persons are the same (e.g., women with disabilities often experience double discrimination that extends to all areas of their lives and older people with disabilities are disproportionately poor)​[14]




The report included a comprehensive list of barriers to disability inclusion including attitudinal barriers (e.g., stereotypes, prejudices, other forms of paternalistic and patronizing treatment, discrimination, fear, bullying and low expectations of people with disabilities); institutional barriers (i.e., laws, policies, strategies or practices that discriminate against people with disabilities including lack of enforcement and political support for policies); “internalized” barriers (i.e., due to stigma and stereotyping, disabled persons refrain from pro-active behavior in expressing their opinions and claiming their rights); lack of participation including lack of consultation and involvement of people with disabilities in decision making; inadequate data, statistics and evidence on what works; and inaccurate concerns over the costs and difficulties of disability inclusion (e.g., concerns that disability inclusion is too difficult and requires specialist knowledge or require special programs that would unduly burden existing resources).​[15]

In the US, selected data from various sources on disabled persons and their day-to-day lives includes the following​[16]:


	According to the Centers for Disease Control and Prevention, 61 million, or 26% of, adult Americans have some form of disability, with most common disabilities being mobility with serious difficulty walking or climbing stairs (13.7%), cognition with serious difficulty concentrating, remembering or making decisions (10.8%) and independent living with difficulty doing errands alone (6.8%).​[17]  

	2 in 5 adults over the age of 65 have a disability, which makes it the largest disabled age group in the US (half of all persons with a disability are age 65 and over).  1 in 4 women have a disability and women are somewhat more likely to have a disability than men, partly reflecting the greater life expectancy of women.​[18]  Disability tends to be higher among Black and Whites than among Hispanics and Asians, and 2 in 5 non-Hispanic American Indians/Alaska Natives have a disability.​[19]


	Adults living with disabilities are more likely to be obese, smoke, have heart disease and diabetes than adults without a disability and significant number of disabled persons face serious health care access barriers including lack of a usual health care provider, unmet health care needs due to cost and failure to have routine health check-ups on a regular basis (at least once a year).​[20]


	According to the Bureau of Labor Statistics (“BLS”), 19.3% of Americans with a disability were employed in 2019 (compared to 66.3% of persons without a disability), and 22.5% of men and 16.5% of women with a disability had a job.  7.6% of disabled persons aged 65 and over were employed, compared to 43.5% of disabled persons between 25 to 34 years old.​[21]


	According to the BLS, the unemployment rates for disabled women and men for 2019 year were 7.3% and 7.4%, respectively.  Unemployment rates were highest among 16–19-year-olds (21.7%) and lowest among 65+ years old (4.3%).  11.8% of the unemployed individuals with a disability were Black and African Americans, Hispanic or Latino (8.6%), Asian (6.7%), and white (6.6%).​[22]


	The Covid-19 pandemic took a toll on employment of disabled persons, with data showing that about 1 million workers with disabilities (1 in 5 of the workers with disabilities) lost their job between March 2020 and the summer of 2021 (the general average for healthy workers was 1 in 7).​[23]




  According to a report in The Washington Post, only 21% of the 252,599 complaints filed with the government during the seven years beginning in 2010 regarding disability-related discrimination in the workplace resulted in some relief.​[24]



	As of 2020, 89.6% of people with disabilities had health insurance, compared to 86.9% of people with no disabilities; however, only 46% of people with disabilities had private health insurance, compared to 75.8% of people with no disabilities.​[25]


	According to the Social Security Administration, almost half of the persons receiving OASDI benefits in 2019 were between 65 and 74, 24% were between 75 and 84 and 9% were older than 85.​[26]




IT HAS BEEN REPORTED that close to half of all persons over the age of 65 in the European Union (“EU”) have some form of disability, putting them at increased risk of neglect, loss of supports, abuse and poverty.​[27]  In its Green Paper on Ageing released in January 2021, the European Commission noted: “Older people with disabilities can face particular problems. Working-age people who develop a disability often benefit from labour market-related support to compensate for loss of income and extra expenditure. While this is insufficient in many cases, people acquiring a disability after retirement are often ineligible for these benefits.”  McKenna explained that “[o]lder people with disabilities face greater difficulties in accessing AT [Assistive Technology] as persons with disabilities over the age of 65 within the EU often lose access to state disability benefits and entitlements, mobility allowances, medical rehabilitation support services, personal care assistance, as well as funding and grants for the provision of AT such as adjusted cars amongst other essential supports”.​[28]  McKenna also pointed out that caregivers for older persons with disabilities have few supports and rights than their counterparts who provide care for younger disabled persons.  According to McKenna, the EU has failed to adopt the human rights-based approach recommended in Section 93 of the Report of the Independent Expert on the Enjoyment of all Human Rights by Older Persons: To ensure universal access, States should integrate assistive technology in health and social protection schemes, making it available at affordable prices and offering financial assistance to those who need it. Conditions of access must not be based on age alone.” 

In its November 2020 contribution to the call for public consultation on the EU Disability Rights Strategy for the coming decade, AGE Platform Europe noted that “[i]t ... [was] ... crucial that the next Disability Strategy addresses the intersectionality between disability and ageing, as well as that of ageism and ableism, across different domains, such as accessibility, participation, equality, employment, education and training, social protection, health and external action”.​[29]  AGE Platform Europe called on the EU “to continue efforts for the adoption of a horizontal non-discrimination directive covering discrimination on the basis of age and disability–among other grounds–beyond the field of employment” and make additional efforts “to adequately address the intersection of ageing and disability”.​[30]  Other recommendations from AGE Platform Europe included reforms to States’ policies to ensure the availability of sustainable, adequate, accessible and person-centered health care and support services for people with disabilities of all ages across the EU; equal consultation with older persons with disabilities, through their representative organizations, on the development and implementation of disability policies and programs; and improvements to the statistics and data collection processes on aging and disability.​[31]

According to WHO: “Disability is part of the human condition. Almost everyone will be temporarily or permanently impaired at some point in life, and those who survive to old age will experience increasing difficulties in functioning. Most extended families have a disabled member, and many non-disabled people take responsibility for supporting and caring for their relatives and friends with disabilities”.​[32] In 2011 WHO noted that “[r]esponses to disability have changed since the 1970s, prompted largely by the self-organization of people with disabilities, and by the growing tendency to see disability as a human rights issue”.​[33]  As a result, the historical solution of segregating disabled persons into residential institutions and special schools has given way to policies supporting community and educational inclusion.  At the same time, the focus on medical solutions to the impairments found among disabled persons began to shift toward addressing the environmental, as well as physical factors, which cause persons to be handicapped in their efforts to achieve equality in society.  In other words, the role of social and physical barriers in disability has been recognized and the greater weight has been given to the social model of disability which views people as “being disabled by society rather than by their bodies”.​[34]

WHO called out the importance of recognizing the “diversity of disability” and remembering that “[t]he disability experience resulting from the interaction of health conditions, personal factors and environmental factors varies greatly”, which means that stereotypical views of disabled persons as “wheelchair users ... [and] ... blind people and deaf people” need to be set aside.​[35]  In fact, according to WHO, disabled persons are impacted by health conditions that “can be visible or invisible; temporary or long term; static, episodic, or degenerating; painful or inconsequential” and many people with disabilities do not consider themselves to be “unhealthy”.​[36]  WHO also pointed out that “[p]ersons with disabilities have diverse personal factors with differences in gender, age, socioeconomic status, sexuality, ethnicity, or cultural heritage” and that each person with a disability “has his or her personal preferences and responses to disability”.​[37]  WHO cataloged some of the ways that people with disabilities are unequally disadvantaged: women must cope with the combined disadvantages of disability and gender, and may be less likely to marry than non-disabled women; there is evidence that people with mental health conditions or intellectual impairments are often more disadvantaged than people who are burdened with physical or sensory impairments; severity of impairment is positively correlated to disadvantage in various contexts including poorer rural areas and the workplace; and, not surprisingly, higher wealth and socioeconomic status each help to overcome limitations on activities and restrictions on participation.​[38] 

WHO has also argued that “[d]isability is a development issue, because of its bidirectional link to poverty: disability may increase the risk of poverty, and poverty may increase the risk of disability”.​[39]  According to WHO, there is “[a] growing body of evidence from across the world [that] indicates that people with disabilities and their families are more likely to experience economic and social disadvantage than those without disability” and “[t]he onset of disability may lead to the worsening of social and economic wellbeing and poverty through a multitude of channels including the adverse impact on education, employment, earnings, and increased expenditures relating to disability”.​[40]  The response has been a push for “disability inclusive development”, which has been described as seeking “to ensure the full participation of people with disabilities as empowered self-advocates in development processes and emergency responses and works to address the barriers which hinder their access and participation”.​[41]  

WHO expressed concern that “[d]espite the widely acknowledged interconnection between disability and poverty, efforts to promote development and poverty reduction have not always adequately included disability”, noting that disability was not explicitly mentioned in the eight Millennium Development Goals (“MDGs”), or the 21 targets, or the 60 indicators for achieving those goals.​[42]  Calling for the involvement of people with disabilities in development efforts, WHO was clear in its conviction that disability was a development issue and that “it will be hard to improve the lives of the most disadvantaged people in the world without addressing the specific needs of persons with disabilities”.​[43]  The shortcomings relating to disability inclusion in the MDGs led to pressure from disabled people’s organizations and NGOs to specifically address disability in the Sustainable Development Goals (“SDGs”).  Ultimately, the 2030 Agenda for Sustainable Development included eleven explicit references to people with disabilities in five of the 17 SDGs relating to education, growth, and employment, reducing inequality, safe and inclusive human settlements, and data collection and monitoring of the SDGs.​[44]  
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Definitions and Models of Disability
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The UN Department of Economic and Social Affairs (“UNDESA”) has noted that disabled persons “are entitled to the same rights as all other human beings and to equal opportunities ... [and too] ... often their lives are handicapped by physical and social barriers in society which hamper their full participation”.​[45]  There is no single definition of disability, and WHO noted that defining disability is complicated since it is “complex, dynamic, multidimensional and contested”.​[46]   When defining disability, the UNDESA referred to the distinctions that had been made by WHO between the following concepts in its International Classification of Impairments, Disabilities and Handicaps released in 1980​[47]: 


	Impairment: Any loss or abnormality of psychological, physiological, or anatomical structure or function.

	Disability: Any restriction or lack (resulting from an impairment) of ability to perform an activity in the manner or within the range considered normal for a human being.

	Handicap: A disadvantage for a given individual, resulting from an impairment or disability, that limits or prevents the fulfillment of a role that is normal, depending on age, sex, social and cultural factors, for that individual.



According to the UNDESA, the focus of analysis should be on “handicaps”, which are “a function of the relationship between disabled persons and their environment...[that occur]...when they encounter cultural, physical or social barriers which prevent their access to the various systems of society that are available to other citizens”.  It is these barriers, which can include socially imposed value judgments about a different or a lack of ability (which may also be a judgment)​[48], that result in “the loss or limitation of opportunities to take part in the life of the community on an equal level with others”.​[49]  As for what constitutes “equalization of opportunities”, the UN’s World Programme of Action Concerning Disabled People (1982)​[50] explained that to include the process through which the general system of society, such as the physical and cultural environment, housing and transportation, social and health services, educational and work opportunities, cultural and social life, including sports and recreational facilities, are made accessible to all.

Twenty years later, WHO updated its thinking on the understanding and measurement of disability in its release of the International Classification of Functioning, Disability and Health (“ICF”) by categorizing problems with human functioning into the following three interconnected areas​[51]:


	Impairments are problems in body function or alterations in body structure (e.g., paralysis, blindness, loss of a limb or memory loss)

	Activity limitations are difficulties in executing activities (e.g., walking, eating, difficulty seeing, hearing or problem solving)

	Participation restrictions are problems with involvement in any area of life (e.g., facing discrimination in employment, transportation, engaging in social and recreational activities and obtaining health care and preventative services)



WHO explained that “[d]isability refers to difficulties encountered in any or all three areas of functioning” and “[d]isability arises from the interaction of health conditions with contextual factors–environmental and personal factors”.​[52]  Environmental factors mentioned by WHO included products and technology, the natural and built environment, support and relationships, attitudes (e.g., negative imagery and language, stereotypes and stigma) and services, systems, and policies, while personal factors included factors, such as motivation and self-esteem, that could influence how much a person participates in society.

In the ICF framework, an “activity” is the execution of a task or action by an individual and “participation” refers to a person’s involvement in a life situation, and both activities and participation can be made easier or more difficult as a result of environmental factors.  Some of the categories of activities and participation recognized by the ICF included: learning and applying knowledge; managing tasks and demands; mobility (moving and maintaining body positions, handling and moving objects, moving around in the environment, moving around using transportation); managing self-care tasks; managing domestic life; establishing and managing interpersonal relationships and interactions; engaging in major life areas (education, employment, managing money or finances); and engaging in community, social, and civic life.​[53]  The Centers for Disease Control and Prevention has declared the importance of “improv[ing] the conditions in communities by providing accommodations that decrease or eliminate activity limitations and participation restrictions for people with disabilities, so they can participate in the roles and activities of everyday life”.​[54]

The definition of disability for purposes of the Americans with Disabilities Act (“ADA”) can be found in Title 42, Chapter 126 of the United States Code, at Section 12102(1): “The term “disability” means, with respect to an individual (A) a physical or mental impairment that substantially limits one or more major life activities of such individual; (B) a record of such an impairment; or (C) being regarded as having such an impairment ...”  Section 12102(3) describes an individual who meets the requirement of “being regarded as having such an impairment for purposes of (C) above as someone who “establishes that he or she has been subjected to an action prohibited under [the ADA] because of an actual or perceived physical or mental impairment whether or not the impairment limits or is perceived to limit a major life activity”.  

It has been observed that the definition of disability in the ADA “reflects a recognition of the social construction of disability—by including coverage for persons who are "perceived by others" as having a disability”.​[55]  The US Equal Employment Opportunity Commission's ADA Title I Technical Assistance Manual included the following explanations of what might constitute being “perceived” as having a physical or mental impairment: (1) the individual may have an impairment which is not substantially limiting, but is treated by the employer as having such an impairment; (2) the individual has an impairment that is substantially limiting because of attitudes of others toward the condition; and (3) the individual may have no impairment at all, but is regarded by an employer as having a substantially limiting impairment.​[56]  The Center for an Accessible Society explained that the ADA’s inclusion of perceptions in the definition of disability was intended to provide protections against decisions that are based on stereotypes, fears and misconceptions and unsubstantiated concerns regarding “productivity, safety, insurance, liability, attendance, costs of accommodation, accessibility, workers’ compensation costs or acceptance by co-workers and customers”.​[57]

WHO has observed that “[d]isability is complex, dynamic, multidimensional, and contested”.​[58]  It is common to refer to two social structure models—medical and social—when discussing disability and each of them in their own way provides a framework for the existence of ableism.​[59]  The “medical” model sees disability as a “problem” that must be “fixed” by medical science through cure or rehabilitation in order for the person to be able to fit into world as it should be in the eyes of persons without disabilities.  If cure or rehabilitation is not possible, then the person “should be shut away in a specialized institution or isolated at home, where only their most basic needs are met”.​[60]  The medical model turns the lives of disabled persons into passive receipt of services from a whole host of medical and associated professions aimed at cure or management, and “the emphasis is on dependence, backed up by the stereotypes of disability that bring out pity, fear and patronizing attitudes”.​[61]  As discussed below, the medical model has been criticized for its basic assumption that disabled persons should be considered “patients”, with critics arguing that “people with disabilities, for the most part, are not sick; they just happen to have a disability”.​[62]  

While the impairments of disabled persons are the problem in the medical model, the problem in the “social” model is not so much the impairment, but rather society’s tendency to view “those who do not exhibit normalized characteristics and/or norms ... as the ‘other’” and then place them on the lowest levels of the social hierarchy based on observable differences and segregate them from society rather than valuing those differences.​[63]  According to Berridge and Martinson the social model of disability was “developed ... on the heels of the Civil Rights Movement as a critique and corrective to the medical mode” and is based on the premise that “[a] person becomes disabled not because of an impairment (a medical model viewpoint), but because the social and physical environments make living with the impairment challenging” and that change requires a focus on institutional norms, discriminatory attitudes and physical structures that create disability and strategies that decrease barriers to participation such as “universal design, employment accommodations, education, and legislation to decrease discrimination and social stigma against disabled people, as well as adequate funding for financial and service supports, including access to respectful, quality healthcare”.​[64]

According to van der Horst and Vickerstaff, the medical model “has been related to the medicalization of disability; disabled people ‘have something wrong with them’ and ‘need to be fixed’”.​[65]  In contrast, the social model “separates having an impairment from being disabled, with people with an impairment being disabled by society”.​[66]  Under the social model, “disability expresses an unequal social relationship between those who are impaired and those who are non-impaired, or ‘normal’, in society” and this inequality is manifested through “disablism”, which has been described as “exclusionary and oppressive practices ... at the interpersonal, organizational, cultural and socio-structural levels in particular societal contexts”.​[67]  

The two models converge in overall perceptions of persons with disabilities.  An article posted on the website of The Center for an Accessible Society vividly described this as follows, referring to the writings of Hugh Gallagher, a noted historian and disability rights advocate​[68]:


“Historically, as author Hugh Gallagher notes, people with disabilities have been viewed as sick people who somehow never get better. They are medical failures. Disability is seen as a fate worse than death. Persons with disabilities have been hidden away in attics or institutions of confinement, or, in the worst case, killed. There is almost a primal fear of becoming disabled in this and other cultures, the fear of becoming part of the "other," the fear of loss, the fear of losing power, control and function.  This fear, mostly never articulated, leads people to feel uncomfortable around people with disabilities. Non-disabled people find ways to pity those with disabilities, to treat them as "special" or as extraordinary "overcomers." Or even to somehow find ways to deny a disability exists.



In our society, people with disabilities are mostly on the margins. They are perceived as individuals with a problem, a "victim" who has "suffered" a "tragedy." Individuals with disabilities are considered objects of pity and charity, persons (barely) who cannot work or be expected to take a full role in society. They are a burden (often resented) to be carried by their families or on public welfare assistance.”



WHO noted that “[t]he medical model and the social model are often presented as dichotomous, but disability should be viewed neither as purely medical not as purely social: persons with disabilities can often experience problems arising from their health condition”.​[69]  WHO believed that “[a] balanced approach is needed, giving appropriate weight to the different aspects of disability”, and selected the “bi-psycho-social model” of the ICF as the conceptual framework for its 2011 World Report on Disability in order to give appropriate acknowledgement to the dynamic interaction between health conditions and contextual factors, both personal and environmental, that determine functioning and disability.​[70]

Kaplan described four different historical and social models of disability​[71]:


	A moral model of disability which regards disability as the result of sin

	A medical model of disability which regards disability as a defect or sickness which must be cured through medical intervention

	A rehabilitation model, described as an offshoot of the medical model, which regards the disability as a deficiency that must be fixed by a rehabilitation professional or other helping professional

	The disability model, under which "the problem is defined as a dominating attitude by professionals and others, inadequate support services when compared with society generally, as well as attitudinal, architectural, sensory, cognitive, and economic barriers, and the strong tendency for people to generalize about all persons with disabilities overlooking the large variations within the disability community."​[72] 



Kaplan noted that the disability model, which is essentially the social model described above, “has taken hold as the disability rights and independent living movements have gained strength” and that it “regards disability as a normal aspect of life, not as a deviance” and “recognizes social discrimination as the most significant problem experienced by persons with disabilities and as the cause of many of the problems that are regarded as intrinsic to the disability under the other models”.​[73]  In fact, as discussed below, the disability rights movement is based on no longer seeing people with disabilities as medical cases, but rather as a minority group in the civil rights sense, once that was composed of a minority attempting to function in a non-disabled society through accessibility and equal opportunities, rights and responsibilities.  As the movement grew and strengthened, people with disabilities began to move into mainstream society as lawyers, teachers, journalists and doctors and students with disabilities were no longer pushed into “special” education but instead began enjoying the same educational opportunities as everyone else.​[74]

Rohwerder identified and explained five different models of disability​[75]:


	A charity model which focuses on the individual and tends to view people with disabilities as passive victims—objects of pity who need care, and whose impairment is their main identifier

	A medical model that consider disability to be an individual problem directly caused by a disease, an injury or some other health condition and thus requires medical care—treatment and rehabilitation—to “solve the problem”

	A social model that sees disability as created by the social environment, in contrast to the individualist focuses of the charity and medical models, which excludes people with “impairments” (rather than disabilities) from full participation in society as a result of attitudinal, environmental and institutional barriers (i.e., handicaps)

	A human rights model that is based on the social model and takes the UN Convention on the Rights of Persons with Disabilities (discussed below) as its main reference point and recognizes persons with disabilities as rights holders and central actors in their own lives as decision makes and citizens and seeks to transform unjust systems and practices

	
Interactional models are based on the belief that disability should not be seen as purely medical or social, but instead should be based on the recognition that people with disabilities experience problems as a result of the interaction between their health condition (i.e., their “impairments”) and the context (i.e., environmental factors, such as products and technology, the natural and build environment, support and relationships, attitudes, services, systems and policies; and personal factors, such as age, sex, motivation and self-esteem).  Rohwerder noted that the most used interactional model is the ICF framework described above.



Berridge and Martinson argued that the popular “successful aging” movement is based on the medical model of disability since it “conceptualizes and measures disability within the individual and not by the broader contexts named by the [alternative social model of disability]”.​[76]  Successful aging was first introduced in 1987 by Rowe and Kahn and, along with several other well-known models such as “active aging” and “productive aging”, has become the foundation of the “positive aging” movement that has focused on breaking down stereotypes of aging as an inevitable process of decline and loss.  In 1997 Rowe and Kahn refined their original concept of successful aging to frame it as a multidimensional concept encompassing the avoidance of disease and disability, the maintenance of high physical and cognitive function and sustained engagement in social and productive activities.​[77]  Rowe and Kahn revised the three principal components of their model in 2015 to include low risk of disease and disease-related disability; maintenance of high mental and physical function; and continued engagement with life, which includes relations with others and productive activity, either paid or volunteered.​[78] 

Berridge and Martinson expressed concern that “[t]hrough its criteria of the avoidance of disability and the maintenance of mental and physical function, successful aging has disqualified people based on medicalized views of disability and function”.​[79]  They and others have argued that the criteria for “success” is simply too narrow and, in fact, “sets up the majority of the population, especially women, for failure”.​[80]  Specifically, they noted that “[t]wo key criteria—the avoidance of disease and disability, and the maintenance of physical and cognitive function—prove to be particularly rare occurrences among American older adults ... [and that] ... [w]hile people may be living longer and healthier than previous generations as a whole, those who live without some kind of impairment or chronic illness are in the minority”.​[81]  

Berridge and Martinson cited a study published by McLaughlin et al. in 2010 that found that no greater than 11.9% of people aged 65 and older were “aging successfully” based on Rowe and Kahn’s criteria and other research on Americans older than the age of 64 that has found that approximately 80% have at least one chronic condition (68% have at least two) and about half could be expected to either experience severe cognitive impairment or require long-term care at some point in order to provide them with support with carrying out two activities of daily living.​[82]  They also reported that “[w]omen are particularly impacted by disability ... [and] ... are more likely than men to have non-fatal chronic conditions and disabilities and to live more years disabled”.​[83]  In the US, significantly higher prevalence of disability has also been found among people of color, notably Black and Mexican-American women, and American Indians and Alaska Natives.​[84]

Berridge and Martinson aptly described the “successful aging narrative” as representing older adults as “healthy, disability-free, financially self-sufficient, and well-integrated into social life”​[85], and there is ample commercial promotion of this special place across all forms of media and in a multi-billion-dollar consultancy industry.  The reality is that most older persons lack the financial resources and other support to even come close to aging successfully on their own and governments and private donors, buying into the argument that older persons can control their own destiny by making the “right” behavioral and lifestyle choices, have “de-prioritized older adults in favor of other age groups that are deemed needier”.​[86]  The resources that are allocated to disability are heavily weighted toward finding elusive “cures” for the impairments associated with disability rather than investing in fixing hostile environments and attitudes that make life so challenging for the persons attempting to live with these impairments.​[87]

Berridge and Martinson believed that the medicalized focus of successful aging “leaves unattended strategies to protect the critical supports that can make society less disabling and other challenging for many adults” and provides no reasonable solutions for the millions of children and adults of all ages that rely on Medicaid funding that is continuously in peril during congressional debates.​[88]  They argued for “integrating elements of the social model of disability in our thinking on aging” in order to gain a better understanding of the experiences of disability and diseases in all their complexity and “[de-pathologize] disability so that it can be seen for what it is—an essential element of human diversity represented by at least 20 percent of the general population at any given point in time, and in a larger percentage in older ages”.​[89]  They eloquently summed up their call for shifting the lens that society uses for disability as follows​[90]:


“Presuming that we live long enough, we will all, eventually, be impaired in one way or another, if we are not already. Learning to accept this fact will not only perhaps help to eliminate the us/them divide that continues to segregate many people with disabilities in social life, but could be used to diminish the desperation with which many people seek the elusive state of perfect health. Reducing our fear does not mean that we cannot take measures to prevent impairment, only that we recognize how we can learn to live with them when they inevitably come, and how making social accommodations now will be beneficial to all of us in the long term.”
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The international human rights community, including the UN, essentially ignored people with disabilities during the first two decades following the creation of international human rights framework at the end of the Second World War with the adoption of the Universal Declaration of Human Rights (“UDHR”) in 1948.​[91]
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