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Introduction
The social model of disability is an approach that explains disability as the result of barriers in society rather than a person’s impairment. It was developed by disabled activists who argued that people are disabled by inaccessible environments, negative attitudes, and unfair systems, not by their physical or mental conditions (Oliver, 1996). This model challenges the older medical model, which focuses on fixing the individual. Instead, the social model encourages society to remove barriers so that disabled people can participate fully and equally.
In health and social care, the social model is important because it promotes person‑centred, inclusive, and rights‑based practice. It encourages professionals to look beyond a person’s diagnosis and understand the environmental and social factors that limit their independence. For example, a person using a wheelchair is not disabled by their impairment but by inaccessible buildings or services (Shakespeare, 2013). This perspective helps workers focus on adapting services, improving communication, and challenging discrimination.
The social model also shapes policy. Modern health and social care policies emphasise equality, dignity, and participation, which reflect the principles of the social model. Policies influenced by this model encourage organisations to remove physical, organisational, and attitudinal barriers so that disabled people can make choices and have control over their lives (Barnes & Mercer, 2010). It also supports co‑production, where disabled people are involved in designing services and making decisions about their care.
In general, the social model of disability plays a crucial role in health and social care as it redirects the emphasis from “what issues the individual has” to “what societal changes are necessary.” This approach results in more equitable policies, improved accessibility of services, and enhanced outcomes for individuals with disabilities.
The development of the social model of disability. 
In reaction to the shortcomings of the medical model, which saw disability as a personal issue, the social model of disability arose in the 1970s. Disabled activists contended that this strategy disregarded the actual social impediments. The most influential early contribution came from the Union of the Physically Impaired Against Segregation (UPIAS), whose 1976 document defined impairment as a physical condition and disability as the social restrictions placed on people because of inaccessible environments and discriminatory attitudes (UPIAS, 1976). This marked the beginning of a new way of understanding disability as a form of social oppression rather than personal tragedy.

In the 1980s, Mike Oliver, a disabled sociologist, developed and named the “social model of disability.” Oliver (1983) translated UPIAS ideas into a clear framework that could be used by professionals, policymakers, and academics. He argued that disability is created by society through barriers such as inaccessible buildings, lack of support, and negative attitudes. Oliver’s work helped the model spread into universities, disability rights movements, and later into health and social care policy.
Over time, the social model has developed and expanded. It became central to disability studies and influenced major policies, including anti‑discrimination laws and inclusive practice guidelines. Organisations such as Scope and Action on Disability continue to promote the model, emphasising that society must remove barriers to ensure equal participation. However, scholars such as Shakespeare (2013) argue that the model has evolved because it originally did not fully address the lived experience of pain, fatigue, or mental health conditions. As a result, many modern thinkers use a more flexible version that combines social and individual perspectives.
Despite its influence, implementing the social model in health and social care has faced challenges. One problem is that services often remain medically focused, prioritising diagnosis and treatment rather than removing social barriers. Staff may lack training in disability rights or may unintentionally hold negative attitudes that limit person‑centred practice. Policies may support inclusion, but practical barriers such as inaccessible buildings, limited funding, or rigid organisational procedures can prevent full implementation. Additionally, some critics argue that the model does not always address intersectional issues such as race, gender, or poverty, which can shape disabled people’s experiences.
In health and social care policy, the social model is important because it promotes equality, independence, and participation. It encourages professionals to focus on adapting environments, improving communication, and involving disabled people in decisions about their care. It also supports co‑production, where disabled people help design services. However, achieving these goals requires ongoing commitment, resources, and cultural change within organisations.
Overall, the social model of disability emerged from activism, developed through academic work, and continues to evolve. It remains a powerful tool for challenging discrimination, shaping policy, and improving practice, even though barriers to full implementation still exist.
Application of the social model of disability.
In order to further inclusion, independence, and equality, the social model of disability is frequently applied in the health and social care sectors. It contends that social impediments including inaccessible settings, unfavourable attitudes, and rigid services are what cause individuals to be disabled rather than their own disabilities (Oliver, 1996). In practice, this model encourages professionals to focus on removing barriers rather than “fixing” the individual.
In health and social care settings, the social model is applied through person‑centred care, reasonable adjustments, and inclusive communication. For example, services may provide accessible buildings, adapted equipment, or alternative communication formats such as Easy Read or British Sign Language. Policies such as the Equality Act 2010 require organisations to remove discrimination and promote equal access, which reflects the principles of the social model (Scope, 2024). Professionals are also encouraged to involve disabled people in decisions about their care, supporting autonomy and choice.
The model also influences policy development. Many national guidelines emphasise dignity, participation, and co‑production, meaning disabled people help design and evaluate services. This approach is supported by disability rights organisations, which argue that involving disabled people leads to better, fairer services (Barnes & Mercer, 2010). In education and training, the social model helps staff understand how social and environmental barriers affect wellbeing, encouraging more respectful and empowering practice.
However, applying the social model in real‑world health and social care can be challenging. One major problem is that many services still rely heavily on the medical model, which focuses on diagnosis, treatment, and individual deficits. This can lead to professionals overlooking social barriers and failing to make necessary adjustments. Shakespeare (2013) argues that some organisations adopt the social model in theory but continue to operate in ways that limit independence, such as rigid appointment systems or inaccessible communication.
Another problem is limited resources. Making buildings accessible, providing specialist equipment, or offering personalised support can be expensive. When budgets are tight, organisations may struggle to fully implement social‑model principles. Staff shortages and time pressures can also reduce opportunities for meaningful person‑centred practice.
Attitudinal barriers remain a significant issue. Some professionals may unintentionally hold stereotypes about disabled people, assuming they are dependent or unable to make decisions. These attitudes can reduce autonomy and lead to unequal treatment. Training on disability rights is improving, but gaps still exist across the sector.
There are also challenges in applying the social model to invisible impairments, long‑term illness, or mental health conditions. Some critics argue that the original model did not fully address the lived experience of pain, fatigue, or fluctuating conditions (Shakespeare, 2013).
As a result, modern practice often uses a more flexible approach that combines social and individual perspectives.
All in all, the social model of disability has shaped more inclusive and rights‑based health and social care. However, full implementation requires ongoing cultural change, better training, and stronger commitment to removing barriers in both policy and everyday practice. 
Recommendations for social model of disability policy and practice.
According to the social model of disability, people's disabilities are not caused by their impairments but rather by social and environmental constraints. To improve outcomes in health and social care, organisations must strengthen how this model is applied in everyday practice and policy. Evidence shows that when services remove barriers and value lived experience, disabled people have better access, feel respected, and experience more independence.
· Strengthen Co‑Production and Involvement of Disabled People
A key recommendation is to ensure disabled people are fully involved in designing, planning, and evaluating services. Research from The King’s Fund highlights that disabled people’s voices must be central to health and care decisions, as their lived experience provides essential expertise.
This means involving Disabled People’s Organisations (DPOs), consulting service users regularly, and ensuring representation in leadership roles.
· Improve Accessibility Across All Services
Accessibility must be prioritised in buildings, digital systems, communication, and service pathways. Evidence shows that automated or confusing systems can prevent disabled people from accessing support.
Recommendations include:
Providing Easy Read, BSL, and alternative communication formats
Ensuring physical spaces meet accessibility standards
Reducing bureaucratic processes that create delays or confusion
These changes help remove structural barriers that limit independence.



· Provide Better Training for Health and Social Care Staff
Attitudinal barriers remain a major challenge. Staff may unintentionally stereotype disabled people or rely too heavily on the medical model. Training should focus on:
Disability rights and equality
The principles of the social model
Professional curiosity questioning assumptions and understanding each person’s situation
This helps staff deliver respectful, person‑centred care.
· Integrate Services More Effectively
Disabled people often feel “bounced” between different services and organisations.
Better integration such as shared assessments, joint planning, and coordinated support reduces delays and improves continuity of care. Policies should encourage collaboration between health, social care, housing, and community services.
· Improve Data Collection Based on the Social Model
The Welsh Government’s Social Model of Disability Final Report recommends developing better survey questions that measure barriers rather than impairments.
Improved data helps organisations understand where inequalities exist and how to remove them.
· Support Disabled Leadership and DPOs
Organisations like Action on Disability emphasise the importance of disabled leadership and community‑led change. Supporting DPOs through funding and partnership working ensures that policies reflect real needs and experiences. 
Conclusion
The social model of disability offers a transformative way of understanding and responding to disability by shifting attention from individual impairments to the barriers created by society. This report explains, disability arises from inaccessible environments, negative attitudes, and unfair systems, rather than from a person’s condition. This perspective has reshaped health and social care by promoting person‑centred, rights‑based practice and encouraging professionals to focus on removing obstacles that limit independence. The development of the model from UPIAS in 1976 to Oliver’s work in the 1980s shows how activism and academic thought combined to challenge traditional medical approaches and influence modern policy. However, the document also highlights ongoing challenges, including attitudinal barriers, limited resources, and the persistence of medically driven systems. Applying the model effectively requires cultural change, better training, and stronger involvement of disabled people in decision‑making. Recommendations such as improving accessibility, strengthening co‑production, supporting Disabled People’s Organisations, and integrating services demonstrate how organisations can embed the model more fully. Overall, the social model remains a powerful framework for promoting equality, dignity, and participation, and its continued development is essential for creating inclusive, barrier‑free health and social care. 
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