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Introduction
There has been a greater understanding of disability, which is no longer perceived as a medical condition, but as a social and human rights issue. Traditionally, disability has been defined according to the medical paradigm that sees the disability as an individual's physical, sensory, intellectual or mental 'deficiency', which needs to be cured, rehabilitated or treated. The Social Model of Disability has proved to be one of the most significant concepts developed in health and social care. By focusing on 'fixing' the disability rather than changing the individual, the focus shifts to changing society to make it an inclusive place where everyone can have an equal share (Constantino, Campbell, and Simpson, 2022). This model has had an impact on international legislation, the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD), as well as national legislation and policies like the UK's Equality Act 2010. Although there have been some successes, disabled people still suffer inequalities. The Department for Work and Pensions (DWP) estimated that in the UK, an estimated 16.8 million people, which is 24% of the population, lived with a disability in 2023 – 2024. Additionally, the disability employment rate was around 54.2%, whereas the employment rate for people without disabilities was 82%, resulting in an employment gap of almost 28 percentage points (p.p.) (Mladenov, 2022). While policy has changed and there are indeed some barriers in practice, these figures suggest that there are still many.
This report critically reviews the Social Model of Disability; this will involve identifying the historical development, providing the theoretical basis, identifying the criticisms and applying this to health and social care in practice. It also assesses the challenges in the implementation of the model and offers recommendations to enhance policy and professional practice. 
[bookmark: _heading=h.luzknisg8jf7][bookmark: _Toc236835193]Development of the Social Model of Disability
The traditional medical model of disability became inadequate to the demands of the disability rights movement of the 1970s, and that's when the Social Model of Disability came along. Disabled activists challenged society and its practices that had been causing disabilities instead of the person's impairments by making buildings inaccessible, having discriminatory attitudes, excluding those with disabilities and providing inadequate services (Petasis, 2023). One of the first and most influential groups to advocate this view was the Union of the Physically Impaired Against Segregation (UPIAS), which claimed that disability was caused by social oppression and not biological factors. Based on these concepts, in 1983 Mike Oliver formally coined the term "Social Model of Disability", which helped to highlight the difference between a person's impairment (physical or mental) and the disability he suffers due to barriers that are created by society.
Oliver's work was a major paradigm shift in the field of health and social care, and he claimed that the key to tackling the barriers in place is to focus on the barriers rather than solely on diagnosis and treatment. This was a significant change in thinking about disability as it shifted from the personal to the governmental, the employer, health, education and the community (Newman-Griffis et al. 2023). The model also was in harmony with the principles of equality, citizenship, and human rights, with a focus on independent living and equal participation. The Social Model developed and continued to develop during the 1990s and early twenty-first century, which saw disability rights recognised internationally (Goldiner, 2022). An important step has been the UN Convention on the Rights of Persons with Disabilities (UNCRPD), adopted in 2006 and effective from 2008. The Convention saw disability as a "disability" when it was seen as a consequence of an interaction of impairments and societal barriers and called on the governments to take a proactive approach and remove discrimination, make things accessible and reduce unequal participation across all areas of life. Many countries went on to bolster disability legislation and requirements for accessibility based on these principles (Watson and Vehmas, 2022).
The model has also shaped public perceptions of disability, to promote inclusive education, accessible transport, reasonable adjustments in the workplace and universal design. The principles are exemplified by the development of assistive technologies, digital accessibility, and inclusive healthcare. For instance, the accessible use of communication technologies has provided opportunities for education and employment for many people with disabilities. Although the Social Model is powerful, there have been several criticisms of it (Hendren, 2023). A big downside is that it does not take into account the direct effects of pain, chronic illness and fatigue, or progressive medical conditions. Some impairments need constant health care, rehabilitation and clinical intervention which cannot be overcome by eliminating environmental barriers, the critics argue. Crawshaw and Reynolds (2022) argues that disability is not caused by social factors, but by an interaction between these and biological factors. For this reason, many scholars today prefer to employ a more holistic or ‘biopsychosocial' model that brings together the best of both the medical and social models, and that remains committed to equality of opportunity and human rights. 
[bookmark: _heading=h.rh9e3oentna1][bookmark: _Toc236835194]Application of the Social Model of Disability in Health and Social Care Policy and Practice
The Social Model of Disability has had a considerable impact on modern health and social care policy, and led governments and organisations to tackle inequalities in society that prevent disabled people from doing the same. The model is not concerned with the diagnosis or treatment of impairments, but is about equality, accessibility, inclusion and independent living (Koutsoklenis and Adam, 2024). As a result, the disability movement has emerged as a human rights issue and a major focus of many national and international policies, which call on healthcare providers, social care organisations, employers and education providers to ensure their environments are free from discrimination and accessible to people with a disability (Adam and Koutsoklenis, 2023) . The United Nations Convention on the Rights of Persons with Disabilities (UNCRPD) is one of the most important initiatives that has been based on the Social Model. The Convention acknowledges that disability is the result of an interaction between persons with impairments and environmental barriers, and asserts governments' obligation to ensure equal access to health, education, employment, transportation, housing, justice and political participation (United Nations, 2022). The Convention has been ratified by over 190 countries, and is one of the most accepted international human rights conventions. It has helped countries to revisit the laws on disability, upgrade accessibility requirements, and enhance anti-discrimination policies.
In the UK, the principles of the Social Model are incorporated into the provisions of the Equality Act 2010, which makes a requirement for organisations to make reasonable adjustments so that disabled persons can access services and employment in the same way as others. By providing services to be accessible, healthcare providers need to provide interpreters, accessible information, adapted facilities, and flexible appointment times (Robertson and Jaswal, 2024). Social care providers are also expected to support the individual to be independent and to make choices and provide person-centred support, not dependent. These legal rights have raised awareness about disability rights among both the public and private sector. The Care Act 2014 is another example of how the Social Model is being put into practice, as it focuses on wellbeing, independence and personal choice as the key priorities of adult social care in England. Rather than just focusing on medical requirements, local authorities must consider how people will maintain independence, be able to engage with the community and achieve their outcomes (Adam and Koutsoklenis, 2023). This is a clear change from the more traditional models of disability that focused primarily on the provision of care to disabled people. The Act also prioritises individualised care planning, where people are considered experts in their own care, and have a voice in their decisions for wellbeing.
The Social Model has also had an impact on professional practice by prompting health care professionals to recognise issues within the health care systems. For instance, disabled people can be denied care due to inaccessible appointment systems, poor communication and poorly-designed clinical environments (Forstner, 2022). Professionals are expected to take steps to eliminate these barriers by presenting information in a variety of ways through print and various communication supports; providing physical access to information; and utilising members of the family or advocates when suitable. These practices promote equity in health service provision and enhance patient experiences. Although all these changes have been introduced, there are still many disparities. The World Health Organisation (2023) states that people with disabilities have significantly poorer health outcomes compared to the general population. They are more likely to experience suboptimal skills on the part of health care providers, more likely to be denied health care services, and more likely to experience poor care within the health care systems. These statistics show that 'the law' has failed to eradicate discriminatory practices or structural barriers.
Issues of accessibility to healthcare remain a huge hurdle, too. NHS England has published that disparities in access to screening programmes, prevention and specialist services for disabled people have remained the same. The health inequalities and lower life expectancy for people with learning disabilities are still avoidable and are worse than the general population. Many avoidable deaths have been linked to the factors of delayed diagnosis, poor communication and inequitable access to the right type of health service in annual reports from NHS England. The results suggest inconsistencies in the implementation of the Social Model in the health care sector (Newman-Griffis et al. 2022). Other challenges are still current with regard to employment. While there has been a significant improvement in access to the workplace for disabled people, there remain significant inequalities. The Office for National Statistics (2024) found that the employment rate for disabled adults was around 54.2% compared with 82% for their non-disabled counterparts. The 27.6 percentage point difference in employment rates between those with and without a disability continues to be due to a variety of factors that prevent women and men with disabilities from accessing work or holding onto their jobs, such as inaccessible workplaces, employer discrimination, limited flexible working opportunities, and limited understanding about productivity. These inequalities have a direct impact on the poverty rates of disabled households, and also limit their opportunities to participate in society and enjoy independent living.
[bookmark: _heading=h.fehqvnb8oxgy][bookmark: _Toc236835195]Recommendations for Health and Social Care Policy and Practice
One of the first ideas is to increase the level of disability awareness and inclusive practice training for all health and social care professionals. While there are existing laws, there is still a significant lack of awareness among healthcare personnel regarding disability rights, accessible communication tools and reasonable adjustments. The World Health Organisation (2023) found that persons with disabilities are twice as likely to see health workers who lack the necessary skills to address their disabilities. Disability equality training, communication techniques, cultural competence and person-centred care, therefore, should be compulsory elements of the mandatory continuing professional development programmes. This would have the benefit of improving professional attitudes, minimising unconscious bias and improving the quality of care for disabled people.
The other recommendation is that access should be enhanced in all health and social care services. Accessibility should not be limited to physical structures but should also be available in transportation, digital services and communication systems, medical equipment and information formats (Koutsoklenis and Adam, 2024). Many disabled people still find it hard to make appointments as online booking systems and websites or health information are not accessible. All healthcare providers and organisations should be subject to standards, such as Web Content Accessibility Guidelines (WCAG), and their facilities should be regularly tested by accessibility audits. The provision of assistive technology, hearing loops, accessible signage and provision of alternative communication materials (braille, easy read, British sign language (BSL) and/or audio materials) would greatly enhance the accessibility of services.
Third, more needs to be done to ensure the implementation and monitoring of disability laws. There are laws in place, the Equality Act 2010, that protect from discrimination, but there is a lack of consistency in implementation between sectors. Regular checks should be carried out to determine if healthcare providers, local authorities and employers are compliant with accessibility requirements and implementing reasonable adjustments (United Nations, 2022). Those organisations that have a history of non-compliance should be subject to more robust regulatory measures and good practice should be recognised and shared nationally. There would also be added benefit in having measurable performance indicators that relate to disability inclusion, which would enhance organisational accountability.
A further key recommendation is to make disabled people more involved in policy making, planning of services and decision making. The Social Model puts the emphasis on disabled people as experts in their lives, and the importance of their active involvement in the design of services that impact their lives. Healthcare organisations should have disability advisory committees, and include service users to assess healthcare quality, design disability accessible facilities, and create organisational policies. Co-production benefits the quality of service, builds a sense of trust between service users and providers and helps to create services which are truly reflective of the needs of the users.
[bookmark: _heading=h.chuq08lxfqb3][bookmark: _Toc236835196]Conclusion
The Social Model of Disability has shifted the paradigm of disability by highlighting that the barriers to access to society for individuals are not just a result of their impairments but of social, environmental and institutional barriers. It has had an impact on national legislation, health and social care practices and international conventions, all of which have underpinned equality, access and person-centred care. But the fact that there are still inequalities across access to health services, employment, education and community inclusion illustrates that there are still a range of issues to address in its implementation. Enhancing professional training and skills, making health and social care more accessible, investment and engaging disabled people in policy-making will ensure greater inclusive, equitable and effective outcomes for all from health and social care systems. 
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