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Disability has a profound impact, both on those who 
live with it and on society that responds to the needs 
of people experiencing disability. Society has a pri-
mary obligation to respond to the impact of disabi-
lity. Rehabilitation has an essential role to play here; 
but its relationship to disability embodies a broader 
social ambiguity about what it means to experience 
disability. On the one hand, disability is a mark of a 
minority group persons with disabilities, which has, 
historically, been socially disadvantaged. On the 
other, disability is a matter of how health conditions 
and associated impairments interact with the phy-
sical and social world to create limits on what people 
can do or become. However, just as health problems 
are universal over the life course, so too is disability. 
Everyone experiences disability. This paper explores 
the historical underpinnings of these two perspec-
tives on disability, in particular how they impact on 
rehabilitation practice and policy. After surveying 
the social consequences of these perspectives, the 
paper attempts to reconcile them in order to enhan-
ce the overall effectiveness and relevance of the so-
cial response to disability. 
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Disability has a profound impact, both on people 
who live with disability and for society that re-

sponds to their needs. For the individual with a health 
condition, the impairments of body function and struc-
ture they experience, in interaction with their environ-
ment, can lead to restrictions in performance of actions, 
tasks and social roles, both simple and complex. The 
person may be in pain, discomfort or experience bo-
dily limitations in their day-to-day environment, and 
these may then become restrictions on what he or she 
can do, which may then lead to social exclusion. For 
society, the impact involves not only the direct social 
costs in terms of health and social services, but, more 
importantly, the opportunity costs of underutilized 
human resources, creativity and productivity.

It is generally agreed that a primary obligation of 
any society is to respond to the impact of disability. 
The ethical obligation to do so has perhaps been best 
formulated by philosopher Norman Daniels, who 
argued that the state, as a matter of justice, is obliged 
to provide its citizens with the resources they need to 
secure opportunities to do and become what they wish 
in their lives (1). States also have an obligation to re-
move obstacles that hinder these opportunities. Since 
poor health limits opportunities, an effective societal 
response to population health needs is required as a 
matter of justice. A similar argument can be made in 
the language of human rights: each individual is endo-
wed with basic human rights to access essential social 
resources and opportunities on an equal basis (2, 3). 
Since 2007, these human rights have been reaffirmed 
specifically for persons with disabilities in the United 
Nations’ (UN’s) Convention on the Rights of Persons 
with Disabilities (CRPD) (4).

The case for society’s obligation to respond to 
the impact of disability can also be made in purely 
economic terms. Successfully addressing disability 
needs entails enhancing the capacity of individuals to 
participate fully in all domains of social life, and that 
invariably means contributing to the economic health 
of society. The social response to disability is thus an 
investment and not merely a cost. The potential for 
“returns on investment” will only increase in the fu-
ture because of demographic ageing and an increased 
prevalence of non-communicable diseases (5).

There are a wide range of social supports and servi-
ces that address disability and contribute to enhancing 
full participation, inclusion and fair opportunities, and, 
at the societal level, social and economic benefits. 
The range of rights in the CRPD shows that all of the 
agencies and institutions of the modern social state 
(health, social service, labour, education, transporta-
tion, communication, and others) will need to be fully 
engaged in order to fulfil the societal obligation to 
address disability.

That being said, health services will always consti-
tute a core social response. Of all these services, those 
provided by the rehabilitation health strategy most 
directly address the two aspects of the experience of 
disability: problems in biological health and the in-
trinsic capacity to perform actions, simple to complex, 
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and lived health, the experience of performing actions 
in one’s actual environment (5). Together, biological 
health and lived health constitute the complete lived 
experience of a health condition, operationalized in 
the World Health Organization (WHO)’s International 
Classification of Functioning, Disability and Health 
(ICF) (6) by the notion of “functioning” (7). As a health 
strategy, the objective of rehabilitation can therefore 
be understood as that of improving functioning at the 
body level, thereby optimizing the individual’s intrinsic 
capacity to perform actions and then to enhance the 
individual’s ability to interact with the environment 
through the provision of assistive technology and mo-
difications to the immediate environment. These inter-
ventions improve the individual’s actual performance 
of actions, and thus his or her actual lived experience 
of health (8–10).

Yet rehabilitation, from its beginnings (11) has 
always embodied an ambiguity in how disability is 
understood as an experience: does disability define 
a class of persons, persons with disabilities, or is it a 
universal experience that can, and typically does, affect 
everyone over the course of their lives? The impact of 
this ambiguity on the social response to disability could 
be found in almost any facet of modern social services 
and supports designed as a response to disability. This 
is evident in the political advocacy of disability per-
sons’ organizations, in debates about how best society 
can enhance opportunities for persons with disabilities, 
and even in scientific arguments over the actual preva-
lence of disability globally. Yet, recent developments 
at the WHO involving that agency’s perception of the 
relationship between disability and rehabilitation, will 
be the focus of this paper as they are emblematic of the 
underlying ambiguity in how we understand disability. 

In 2011, the WHO published a highly influential 
and agenda-setting World Report on Disability, in 
which the focus was on the lived experience of a 
discrete social minority of persons; namely, persons 
with disabilities (12). There it is argued that persons 
with disabilities can be defined, not in terms of health 
conditions, but rather in terms of historic social dis-
advantage caused by attitudes and practices, ranging 
from fear and hostility to benign neglect. These social 
disadvantages are now addressed by the CRPD, which 
although it includes rights to health and rehabilitation 
services, extends far beyond this to include all social 
opportunities, and further still to basic values of dig-
nity, respect, autonomy and equality. Because only a 
minority of individuals has been subjected to the social 
disadvantages associated with disability, disability 
identifies a specific minority group. 

The World Report on Disability assembled the 
evidence of this social neglect, and provided recom-

mendations that set the stage for a substantial WHO 
commitment to disability, in the WHO Global Disa-
bility Action Plan 2014–2021: Better health for all 
people with disability (13). The Action Plan explicitly 
identified persons with disabilities as its target group, 
characterized as a subpopulation of people (15% of 
the global population according the World Report on 
Disability) who “face widespread barriers to acces-
sing services, and experience poorer health outcomes, 
lower education achievement, less economic participa-
tion and higher rates of poverty than people without 
disabilities.”

More recently, the WHO has launched another 
agenda-setting initiative directed specifically to re-
habilitation, and the urgent worldwide need to scale 
up rehabilitation to address the population ageing and 
epidemiological trends toward increased prevalence of 
non-communicable diseases that will increase disability 
prevalence in the future. Rehabilitation 2030: A Call 
for Action (14) highlights the substantial and ever-
increasing unmet need for rehabilitation worldwide to 
address this increase prevalence of disability. As the 
objective of rehabilitation is to optimizing functioning 
and minimize disability for independence, full parti-
cipation, economic productivity, and meaningful life 
roles, rehabilitation should be at the centre of society’s 
response to disability. Unlike the World Report on Disa-
bility, however, this call for action points to the global 
need for rehabilitation services, not for some minority 
group, but for everyone who has rehabilitation needs. 
Here the focus is not a on a minority group, but on Ex-
periencing Disability itself. Since over the life course 
everyone experiences some level of health decline, and 
since everyone ages, this experience of disability is not 
merely conceptually, but epidemiologically universal. 

What we see in these WHO initiatives is a tension 
between two understandings of the experience of 
disability: one restricted to a minority group (persons 
with disabilities) and the other a universal feature of 
humanity (experiencing disability). The objective of 
this paper is to clarify these perspectives on disability, 
to express carefully how they differ and the tensions 
that result, and to explore the possibility of reconciling 
these perspectives for a more powerful and clarified 
social response to disability. To do so, we rely on the 
contrast between the defining objective of rehabilita-
tion as a health strategy, namely to optimize functio-
ning, and the broader social objective of inclusion that 
is at the heart of the current disability human rights 
movement and the long history of political activism by 
persons with disabilities. We argue that these objectives 
are not themselves in conflict, but are complementary.

This paper sets the stage of the second debate of 
the European Academy of Rehabilitation Medicine 
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545Perspectives on social response to disability

(EARM) in the “Debates in Rehabilitation Medicine” 
series published in collaboration with this journal (15). 
Readers of the journal are invited to join the debate by 
submitting letters to the editor.

UNDERSTANDING DISABILITY

There is broad consensus about the conceptualization 
of disability. For nearly 50 years, and across disciplines 
from the health sciences, sociology, politics and law, 
disability has been generally understood to be rooted 
in physiological and psychological functioning (that 
is, health states), but experienced in terms of activities, 
relationships and roles that are created, or strongly 
shaped, by the physical, human-built, attitudinal and 
social environment. Political debates about “models 
of disability” that occupied past decades have more or 
less resolved into this broad consensus, although there 
remain different versions of this “interactional model” of 
disability. Most prominent is the so-called “biopsycho-
social” model found in WHO’s ICF, but it is also reflec-
ted in the characterization of disability in the CRPD: “…
disability results from the interaction between persons 
with impairments and attitudinal and environmental 
barriers that hinders their full and effective participation 
in society on an equal basis with others.” 

Although the interactional approach is the modern 
consensus, there nonetheless remains a deeper am-
biguity about the experience of disability and who 
experiences it.

The difference between being a person with disabili-
ties and experiencing disability might at first appear to 
be a linguistic variation, but it is deeply theoretical, has 
historical roots and far-reaching social consequences. 
The two perspectives effectively generate different 

connotations of the word “disability”, one linking it to 
a socially-constructed disadvantage or devalued social 
status, the other to the outcome of sub-optimal health 
states interacting with the physical and social environ-
ment. For a variety of reasons that will be described 
below, the nature of rehabilitation as a health strategy 
is at the heart of the tension. Specifics of the differences 
in perspective and the social consequences discussed in 
this paper are set out in Table I. First, this paper briefly 
explores the historical roots of both perspectives.

THE SOURCES OF DISABILITY AS SOCIAL 
IDENTITY: PERSONS WITH DISABILITIES

What is often termed “minority group analysis” of 
disability was an outgrowth of the scholarship and 
political activism in the 1960s and 1970s in North 
America and Europe, and eventually came to be called 
the “social model of disability”. Advocates in the USA 
used the civil rights movement as their model (16, 17), 
while in the UK the basis was the Marxist analysis of 
social oppression (18, 19). Both groups relied on earlier 
medical sociological accounts of the “sick role” in the 
context of rehabilitation (20–22) as well as deviance 
theory and the dynamics of social marginalization 
(23, 24). Some theorists directly blamed health and 
human service professionals, especially rehabilitation 
therapists, for devaluing people with disabilities and, 
in effect, creating the disvalued social role of “the 
disabled” (25–27).

Although this analysis of disability was closely 
linked to “identity politics” (28), which emphasized 
the rigid social dichotomy between those with and 
those without disability, it was political scientist Harlan 
Hahn, in a series of influential articles in the 1980s, 

Table I. The two perspectives compared: persons with disabilities and experiencing disability

Persons with disabilities Experiencing disability

PERSPECTIVE
Model Minority: disability as marker of social minority Universal: disability as universal feature of the human condition
Epidemiology Dichotomous

Severe decrement
Minority prevalence

Continuous
Continuum of severity
Cross-continuum, universal prevalence

Source of guiding principles Human rights Health sciences
Psychological dimension Self-identity Lived experience
Ontology Socially-constructed identity Outcome of interaction between intrinsic health state and environment
Social disadvantage Intrinsic and fundamental Contingent on extent of environmental accommodation and accessibility

SOCIAL RESPONSE
Primary strategy Inclusion through multi-sectorial and coordinated social 

action
Optimizing functioning through rehabilitation and other health strategies 

Goal of strategy Participation in social domains:
social goal of inclusion
accomplished primarily through environmental change 
(removing barriers, providing facilitators)

Functioning across domains:
biological health
lived health
transformation of capacity gains into performance gains in interaction 
with the environment

Approaches to strategies Advocacy for legal and social change: preventing 
discrimination and providing supports and 
accommodations

Enhancing participation through rehabilitation and other optimizing 
supports and services

Nature of social response Compensatory and remedial for equal opportunity Services and supports for equal opportunity
Role of rehabilitation Purely instrumental and secondary support; restricted to 

social/vocational rehabilitation
Intrinsic and primary strategy to optimize functioning

J Rehabil Med 49, 2017
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valued the persons with disabilities identity. This was 
manifested in discrimination, prejudice, lack of equal 
opportunity and other social disadvantages. These 
disadvantages, moreover, were neither accidental nor 
contingent, but intrinsic to the very ontological status 
of being (viewed as) persons with disabilities. Since 
these social disadvantages were based on persistent 
attitudes and misperceptions, the only effective remedy 
was to address the social structures that reinforced 
attitudes and misperceptions. The most effective po-
litical and legal basis for the social remedies needed 
was legally enforced human rights, a strategy which, 
by the late 1990s, was inextricably incorporated into 
the persons with disabilities perspective.

THE ORIGINS OF DISABILITY AS 
UNIVERSAL EXPERIENCE: EXPERIENCING 

DISABILITY

The other perspective on the experience of disability 
follows from the fact that people are biological entities 
that experience diseases and injuries that affect their 
biological functioning. These assaults on health, in 
turn, impact on the things people can do in their lives, 
from reading a book, to going to school, doing a job, 
and being a parent, neighbour, community member or 
citizen. Human beings break down, fall apart and even-
tually die. This is not social construction; impairments 
are universal facts. Importantly, impairments are also 
variable in severity; the basic body function of visual 
acuity ranges from some statistically determined level 
of normality to a mild and moderate impairment, to 
a serious degree of limitation to, finally, blindness or 
a total loss of visual acuity. All body functions (and 
structures) follow this pattern; they are experienced, 
and assessed, on a continuum. We can prevent some 
health problems that lead to impairments, and slow 
the progress of decline, but in the end, impairments 
of some level of severity, like death itself, are simply 
unavoidable.

It is fair to say that this perspective on disability 
has always been (and associated with) the medical 
understanding of disability (historically replacing the 
more ancient and moralistic view of inferiority, im-
morality or a pitiable existence) (34). Yet this basic 
view is not monopolized by health professionals. For 
example, American sociologist Irving Zola in his paper 
“Toward the necessary universalizing of a disability 
policy” (35), argued that the minority approach to 
disability, although a productive short-term political 
strategy, simply could not be sustainable for the long 
term. It is a mistake, he argued, to think that disability 
is a dichotomous notion, applicable only to those with 
permanent and severe impairments. Disability is a near 

who had firmly aligned disability with the social dy-
namics of racial activism (29, 30), underscoring the 
crucial role of political advocacy to secure equal rights. 
The analysis in the US paved the way to the passage 
of The Americans with Disabilities Act, 1991 (ADA), 
the preamble of which directly borrows from The Civil 
Rights Act, 1960: “Individuals with disabilities are a 
discrete and insular minority who have been faced with 
restrictions and limitations, subjected to a history of 
purposeful unequal treatment and relegated to a posi-
tion of political powerlessness in our society….’’ (31).

Like all rights-based political movements, the mi-
nority group or social identity analysis of persons with 
disabilities put full participation and social inclusion at 
the top of its advocacy agenda. As a political strategy 
and social movement calling for rights and remedies 
against discrimination, it was highly successful, if 
measured by the political attention the movement 
drew to the situation of persons with disabilities (32). 
Indeed, this perspective of disability can be credited 
with nearly every change in attitude and treatment of 
people with disabilities in the past 40 years, leading 
to the passage of the UN’s Convention on the Rights 
of Persons with Disabilities. Along the way, scholars 
such as Tom Shakespeare began to overlay the psy-
chological dimension of disability self-identity (33) 
that addressed the stigma of biological inferiority by 
valorizing the identity, and further underscoring the 
separateness of persons with disabilities.

Given its very self-conscious, academic and politi-
cal-activist provenance, the persons with disabilities 
perspective has clearly articulated features. Being 
modelled on the American civil rights experience, it 
was essential that people with disabilities be a “discrete 
and insular minority”, which in effect meant that, epi-
demiologically, disability needed to be a dichotomous 
notion: one is either a person with disabilities or not. 
To make sense of this, only those with long-term, se-
rious and severe impairments (people who are blind 
or severely visually impaired, deaf or substantially 
hearing impaired, etc.) could be thought to be “disab-
led”. As the lives of people with severe impairments 
were more profoundly changed by the experience, 
the plausibility of being socially disadvantaged and 
adopting a self-identity of person with disabilities was 
plausible. Indeed, some disability advocates strongly 
objected to people with temporary health problems, 
however incapacitated (or discriminated against), or 
those whose impairments were seen as self-created 
(obese people or substance abusers) to be viewed as 
persons with disabilities (17).

The minority status of persons with disabilities was 
consequence of the fact that this status was “socially 
constructed” by social and economic forces that under-

www.medicaljournals.se/jrm
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social role that undermines their independence (27, 39, 
40). This view appears to be reinforced by frequent 
studies suggesting a “zero concordance” between 
disabled people and rehabilitation professions about 
unmet rehabilitation needs (41). The unstated assump-
tion seems to be that rehabilitation professionals seek 
to mould the person to an environment that is a given 
and cannot be changed, and, when this is impossible, to 
relegate the individual to the social sidelines. Although 
frequently hinted at in the disability studies literature 
(42), this assumption profoundly misunderstands the 
objective of rehabilitation and the self-perception of 
rehabilitation professionals themselves. 

THE TWO PERSPECTIVES AND SOCIAL 
RESPONSE

It may be that part of this distrust of rehabilitation 
professionals is the result of the belief that, given 
their objective of optimizing functioning, they are 
somehow at odds with the broader political objective 
of disability advocates, namely full participation and 
social inclusion. We will return to this issue below, 
but first it is important briefly to describe how these 
perspectives create strategies of policy development 
that often reflect an ambiguity of purpose (once again, 
summarized in Table I).

Strategically, the persons with disabilities perspec-
tive argues that the social disadvantage of disability 
are caused by society; either through ignorance, benign 
neglect or, more rarely, by design and overt discrimina-
tion. Because of this, the appropriate social response 
must be to ensure social inclusion at the individual 
level by means of political advocacy towards legal 
and policy change. The focus of this legal and policy 
change must be both negative (to prevent and compen-
sate for discrimination and prejudice) and positive (to 
provide the accommodations and supports needed for 
enhanced participation). 

The experiencing disability perspective argues that 
the social disadvantages the individual experiences are 
jointly determined by underlying health conditions, and 
resulting impairments, as well as by environmental 
barriers (or the absence of environmental facilitators). 
Thus, the social response must be more nuanced. As 
the underlying health condition creates functioning 
problems that cause disadvantage, some form of 
health intervention must be provided to improve and 
optimize a person’s capacity. Improving capacity, ho-
wever, may not be enough (or may not be possible), in 
which case some form of environmental adjustment or 
modification will be required. This can take the form 
of the provision of appropriate assistive devices (eye 
glasses, hearing aids, wheelchairs, and communica-

universal phenomenon, part of the human condition. 
Optimally, therefore, social policy should also be 
universal, applicable to everyone experiencing or at 
risk of experiencing disability of any level of severity. 
A universal policy would match the level of resource, 
service, or support to the level of need, recognizing 
that impairments, though dynamic over the life course 
tend, given ageing, to be increasing in both number 
and severity.

DISABILITY, REHABILITATION AND THE ICF

Zola’s views might have been radical to sociologists 
and disability advocates, but it was the unspoken con-
sensus amongst rehabilitation professionals, especially 
occupational therapists (36), for whom disability was 
an infinitely various, yet universal feature of huma-
nity. Since no one could claim to possess a complete 
repertoire of capacities, suitable for all permutations 
of the physical and social environment, both epidemio-
logically and clinically people exhibit a spectrum of 
abilities, changeable over time. As Zola himself later 
stated, “having a disability was not a fixed status, but 
rather a continually changing, evolving and interactive 
process’’ (37).

Recent work by rehabilitation professionals, parti-
cularly under the auspices of the International Society 
for Physical Medicine and Rehabilitation (ISPRM) 
have used the ICF, and specifically the key notion of 
functioning, as the basis for conceptually characteri-
zing rehabilitation and its objectives (38). As a health 
strategy, rehabilitation aims to optimize a person’s 
functioning by improving both his or her biological 
health and lived health in concert, and achieves this 
through the provision of treatment for health conditions 
to optimize intrinsic health capacity, by strengthening 
a person’s psychological resources and assets and 
facilitating the person’s immediate environment, so 
that this is translated into enhanced performance and 
improved lived health (5, 7).

Activities and interventions towards optimizing 
functioning and reducing disability constitute the social 
response to disability. But here the underlying tension 
between the two perspectives on disability has taken its 
toll. One of the persistent themes of the persons with 
disabilities perspective has been the distrust of profes-
sionals, especially health professionals and, within this 
group, most particularly rehabilitation professionals. 
Few health professions have experienced the kind of 
criticism and depth of animosity directed to them by 
disability advocates, who, firmly wedded to the per-
sons with disabilities perspective, have claimed that 
rehabilitation professionals have essentially colonized 
persons with disabilities forcing them into a dependent 

J Rehabil Med 49, 2017
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tion devices), personal assistance, or the removal of 
unnecessary environmental obstacles (providing ramps 
or widening doors for persons in wheelchairs) or both. 
As these services and supports are socially-provided, 
it is inevitable that facilitating laws and policies will 
also be required.

The differences are subtle, but have an impact on 
how policy is designed. The persons with disabilities 
perspective insists that the appropriate social response 
to the injustice experienced by persons with disabilities 
is essentially compensatory or remedial, given that 
most environmental barriers (or failures to provide 
facilitators) are a feature of social design and thus are 
changeable. To make this case, however, advocates 
tend to downplay the essential need for health inter-
ventions to enhance intrinsic capacity (medical, phar-
maceutical and rehabilitative), turning their attention 
to the goal of inclusion and emphasizing the unfairness 
of forcing people with “physical differences” to make 
their way in a human-built environment designed for 
people without impairments. 

The experiencing disability perspective tends to fo-
cus on interventions that directly address health status 
and changes to the immediate environment. Supports 
and services are provided, not as compensation for 
past discrimination, but as part of a general social 
obligation to ensure equal opportunity for all citizens 
by optimizing functioning, through the provision of 
rehabilitation and other health services. For their part, 
health professionals may inadvertently downplay the 
importance of broader social change for inclusion, 
completely outside of the health sector, especially if 
social resources are drawn away from the health sector 
to address social change.

CONCLUSION
The two perspectives on disability have different linea-
ges and strategically impact social policy in different 
ways. Each has strengths and weaknesses: although, 
epidemiologically, limitations in functioning are a uni-
versal human experience, it is obvious that more severe 
impairments impact individuals more profoundly than 
milder ones and those impairments have very different 
impacts on the lived experience in different social en-
vironments. These realities could justify highlighting, 
however artificially, the needs of a minority group of 
persons with disabilities for advocacy purposes. At the 
same time, given the ageing population and increasing 
prevalence of chronic, non-communicable diseases, it is 
essential that society prepares itself to respond, not only 
to the obvious needs created by severe impairments, but 
also to the needs created by mild and moderately severe 
impairments. For these impairments are experienced 

by a much larger population for whom prevention and 
rehabilitation efforts can have the greatest benefit (43). 

Disability advocates are undoubtedly correct that 
persons with disabilities have historically been, and 
continue to be, denied basic human rights, which li-
mits their opportunities to participate fully in society. 
Nonetheless, the long-term social goal of inclusion 
is simply unachievable without access to health and 
rehabilitation services to optimize functioning. This 
said, although optimizing functioning is a necessary 
condition for social inclusion, it is not sufficient. Health 
professionals need to appreciate that, though theirs is 
a necessary contribution to that broader social goal, 
much more needs to be done, and many more social 
agents need to be involved. 

This suggests a potential resolution to the tension 
of the two “disabilities”: the strength of the persons 
with disabilities perspective is its capacity for political 
advocacy, and this, in part, is a function of artificially 
restricting its constituency to a minority of people 
with severe impairments. However, this is also its 
fundamental weakness. In order to meet the challen-
ges of demographic and epidemiological trends, the 
growing population of persons experiencing mild or 
moderate levels of impairment must also have a call 
on our social resources, since interventions will be 
needed to prevent these impairments from producing, 
in interaction with the environment, more disability in 
the world. The interests of this much larger group (i.e. 
in effect, everyone over the life course) should not be 
ignored. The strength of the experiencing disability 
perspective is that it emphasizes the universality, and 
therefore the normality, of disability and the need to 
effectively address it through basic health and rehabi-
litation services. At the same time, the political goal of 
inclusion is unachievable without a coordinated effort 
by many agents of the state across many, perhaps all, 
areas of state action. 

Perhaps then, the tensions between the perspectives 
can be addressed by a clearer division of labour. The 
objective of health professionals in general, and reha-
bilitation professionals in particular, is to effectively 
and efficiently optimize functioning and minimize the 
impact of disability, or its risk. This should be viewed 
as an essential component of the broader social goal 
of inclusion. At the same time, this contribution of 
rehabilitation to inclusion should be appreciated as 
such by those who have chosen to represent a subset 
of the population who, perhaps, has been the most 
highly impacted by disability in their lives. For their 
part, health professionals should also appreciate their 
role in the context of, and answerable to, the broader 
social goal of inclusion, which requires cooperation 
across social agents. In other words, when the WHO 
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produced the World Report on Disability they were 
contributing to the wider social agenda, doing their 
part as the UN agency for health to give a full, 360° 
picture, of disability in terms of the lived experience 
of health. The World Report on Disability made it clear 
that there are many social agents that need to join forces 
to bring about inclusion, agents that include, but go far 
beyond, the sphere of health. The Rehabilitation 2030: 
A Call for Action, on the other hand, is WHO’s more 
focused contribution to social inclusion: turning back 
to the area it knows best, health, and showing how 
rehabilitation is a necessary condition for inclusion 
for those experiencing disability.
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