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Introduction
The social model of disability is one of the most influential ideas in contemporary health and social care. It challenged older assumptions that disability exists mainly because of an individual impairment and therefore requires treatment, supervision or cure. Instead, the social model argues that people are disabled primarily by environmental barriers, discriminatory attitudes and social structures that restrict participation in everyday life (Oliver, 1990). This shift matters because it moves attention away from what is supposedly wrong with the individual and towards the way society is organised. It has therefore played a major role in reshaping debates about equality, citizenship and rights.
The model is especially relevant to person-centred care. Person-centred care aims to respect individual preferences, promote dignity, involve people in decisions and recognise them as experts in their own lives. The social model supports these goals by opposing paternalistic assumptions and demanding that services adapt to people, rather than forcing people to adapt to services. However, the model has also attracted important criticism. Some writers argue that it underestimates pain, illness and impairment, while others suggest that it does not fully account for gender, race, class or caring relationships. This essay critically discusses the emergence and development of the social model of disability, examines the critiques levelled at it and the responses to those critiques, analyses its application to health and social care policy and practice, and presents recommendations for improving policy and practice. The argument advanced here is that, although the social model is not a complete explanation of disability, it remains a vital foundation for person-centred and rights-based care.





Emergence and development of the social model
The social model emerged from disabled people’s activism in the 1970s, particularly in the United Kingdom. The Union of the Physically Impaired Against Segregation argued that disability should be understood as a form of social oppression rather than as an inevitable consequence of bodily difference (UPIAS, 1976). This challenged charitable and medical approaches that presented disabled people as dependent, tragic or in need of expert control. The distinction between impairment and disability was central. Impairment referred to a physical, sensory, cognitive or mental difference, whereas disability referred to the restrictions imposed by social organisation, including inaccessible housing, education, transport and employment.
Mike Oliver later named and popularised the social model of disability. Oliver (1990) argued that the dominant medical model individualised disability by treating it as a personal defect to be fixed or managed. Such an approach gave significant power to professionals and institutions, while the voice of disabled people themselves was marginalised. The social model reversed that emphasis. It insisted that the real problem lay not in impaired bodies but in a society designed around narrow assumptions of normality.
The model influenced disability studies and campaigns for anti-discrimination legislation, independent living and community inclusion (Barnes and Mercer, 2010). It also reshaped policy language, moving discussion from charity and dependency to rights and citizenship. This was significant for health and social care because it challenged professional paternalism and supported a more participatory approach to assessment, planning and support.
Critiques of the social model and responses
Despite its importance, the social model has never been without critics. One of the most common criticisms is that early versions of the model appear to underplay the significance of impairment itself. Shakespeare (2014) argues that chronic pain, fatigue, degenerative conditions and fluctuating illness cannot always be explained by social barriers alone. Even in a fully accessible environment, some people may still experience severe limitations or distress. This criticism is highly relevant in health and social care because practitioners must respond to pain, illness, mental distress and therapeutic need as well as discrimination. If impairment is ignored completely, practice may become politically attractive but personally inadequate.
A second critique concerns care and dependency. Feminist writers such as Morris (1991) argue that the social model, in reacting against paternalism, sometimes underestimates the reality that many people need intimate and ongoing support. Human beings are relational and interdependent, not fully autonomous at all times. Some disabled people may require assistance with communication, mobility, eating or personal care. If dependency is presented only as oppression, the emotional and ethical importance of caring relationships may be overlooked. This is a serious issue for person-centred care, which must balance autonomy with support, and independence with interdependence.
A third critique is that the model did not initially pay enough attention to intersectionality. Disabled people are not a single, uniform group. Experiences of disability are shaped by class, gender, race, sexuality, migration status and age. Goodley (2017) notes that a disabled person living in poverty or experiencing racism may face multiple and interacting forms of inequality that are not fully captured by a broad theory of barriers. As a result, generic disability policy may fail to account for very different experiences across disabled communities.
Another criticism is that the distinction between impairment and disability, while politically useful, can become too rigid. In real life, body and society interact continuously. A person with arthritis may be affected by pain arising from impairment and by inaccessible transport or employment practices. Separating the two too sharply can oversimplify complex lived experience.
However, supporters of the social model have offered several responses. First, they argue that the model was never intended to deny impairment but to challenge the assumption that impairment alone explains oppression. Its primary purpose was political: to expose avoidable barriers and redistribute responsibility towards society. Second, later developments have made the model more nuanced. Thomas (2007), for example, proposes a social relational approach that retains the focus on barriers while recognising psycho-emotional impacts and embodied experience. Third, the rise of rights-based approaches, especially through the United Nations Convention on the Rights of Persons with Disabilities, has extended rather than replaced the social model by linking barrier removal to equality, dignity and participation (United Nations, 2006). In this sense, critiques have not destroyed the model; they have encouraged its development into a more sophisticated framework for analysing disability and care.
Application to health and social care policy and practice
The social model has had a substantial impact on health and social care policy. In the United Kingdom, the Equality Act 2010 requires organisations to avoid discrimination and make reasonable adjustments so that disabled people can access employment, education and services on an equal basis (Equality Act, 2010). In health and social care settings, this can include accessible buildings, longer appointments, communication aids, interpreters, easy-read information and flexible procedures.
Problems involved in applying the model
Although the social model has influenced policy and professional discourse, applying it in practice is not straightforward. Many disabled people still face inaccessible housing, transport, digital services and healthcare environments. Legal duties to make reasonable adjustments do not always translate into consistent practice, especially when organisations are under financial pressure or lack disability awareness.
Resource constraints present another serious challenge. The King’s Fund (2022) highlights the ongoing pressure on adult social care, including unmet need, workforce shortages and limited preventive provision. Under such conditions, person-centred support can be difficult to deliver. Staff may have little time to build relationships, explore preferences or coordinate tailored packages of care.
Professional culture can also limit implementation. Although policy increasingly promotes empowerment, some services remain risk averse and paternalistic. Decisions may still be made for people rather than with them. There is also the issue of tokenism. Co-production and participation are often celebrated in policy, but disabled people may still have limited influence over commissioning, recruitment, governance or service design (Beresford, 2013).
Recommendations for policy and practice
Several recommendations follow from this discussion. First, health and social care organisations should embed accessibility by design. Buildings, appointment systems, websites, information and transport planning should be accessible from the outset rather than altered only after complaints arise. This is more consistent with the social model and often more efficient in the long term.
Second, workforce development should include meaningful disability equality education delivered with disabled people, not simply about them. Training should challenge stereotypes, develop communication skills and strengthen understanding of co-production, shared decision making and rights-based practice. This would help translate policy principles into daily interactions.
Third, co-production should become a core principle of service governance. Disabled people should be involved in recruitment, commissioning, evaluation and strategic planning. Their participation must be accessible, paid where appropriate and capable of influencing outcomes. Without a real shift in power, person-centred care risks becoming rhetorical.
Fourth, policy must address wider determinants of wellbeing. Housing, income, employment, community participation and transport all affect whether someone can exercise autonomy and choice. Marmot (2020) shows that health inequalities are deeply shaped by social conditions. A person-centred system cannot ignore these structural factors.
Fifth, governments should protect investment in social care, advocacy, peer support and independent living. Choice is meaningful only when there are real options. Preventive, community-based support often improves wellbeing and reduces the likelihood of crisis or institutional care. Finally, monitoring and accountability should be strengthened. Organisations should review disability outcomes, accessibility, complaints and involvement in decision making so that commitments to inclusion can be tested in practice. A further recommendation is that services should collect and use feedback in accessible ways. Complaints procedures, surveys and reviews should be available in multiple formats so that disabled people can report barriers without additional difficulty. Data should then be used to identify patterns of exclusion and to improve services. In addition, partnership working across health, social care, housing and employment support is essential. Person-centred care is weakened when individuals have to navigate fragmented systems repeatedly explaining their circumstances. Better coordination would reduce stress and support more holistic planning.
Conclusion
The social model of disability transformed health and social care thinking by locating disability primarily in social barriers rather than personal deficit. In doing so, it challenged paternalistic assumptions, supported anti-discrimination law and provided a strong foundation for person-centred care. Its emphasis on rights, autonomy, participation and environmental change remains highly relevant. At the same time, critiques concerning impairment, intersectionality and care relationships are important. They show that disability cannot be understood through a single lens and that practice must respond to both social barriers and embodied realities.
Overall, however, these critiques have refined rather than invalidated the social model. The model still provides an essential reminder that many of the disadvantages experienced by disabled people are socially produced and therefore socially changeable. For health and social care policy and practice, the implication is clear: genuinely person-centred care requires not only compassion and individual support, but also active commitment to accessibility, co-production, equality and social justice. In this sense, the social model should not be treated as a rigid doctrine but as a critical guide for reform. Its continuing value lies in pushing practitioners and policy makers to ask whether barriers are being removed, whether power is being shared and whether disabled people are able to live with dignity, choice and full participation.
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