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[bookmark: _Toc226546967]Introduction 
The social model of disability has dramatically changed the way in which disability is construed in UK health and social care. As opposed to the individual body, the social model attributes other social barriers that the society produces as the main source of disadvantage in the face of the disabled people. In this essay I critically discuss how the social model has come into being and how it has been criticized as well as how the criticism has in turn led to the response. It then looks at the application of the model to UK health and social care policy and practice and found areas of continuing issues in the application. At the end of the essay, a set of recommendations regarding how to make policy and practice stronger will be brought out in a manner that does not compromise with the main principles of the model.

[bookmark: _Toc226546968]Historical Development of Social Model of Disability.
The social model of disability came about as a result of the movement of the disabled people in the United Kingdom in the 1970s. In 1976, the Union of the Physically Impaired Against Segregation (UPIAS) released its Fundamental Principles of Disability in which it made a distinct line between impairment and disability. UPIAS considered impairment to be the physical or functional difference in the body. It characterized disability as the deprivation or limitation of action brought about by a community that considers little of individuals with defects. This difference formed the basis of what became the social model.
The model was named by Mike Oliver, a disabled academic and activist, and was developed by him. Oliver (1983) asserted that disability is a social oppression, which is institutionally ingrained within institutions, buildings and culture. He drew on a materialist analysis to argue that capitalist societies exclude people whose bodies do not conform to the norm of the productive worker. This argument is subsequently expanded by Oliver (1990) in The Politics of Disablement, where the social model is viewed as a means of collective political action, and not as personal adaptation.
The social model superseded the prevailing medical model that had hitherto defined disability as individual deficit, illness, and functional impairment. The medical model placed disabled people as passive subjects of professional intervention. This framing was completely dismissed by the social model, which states that disabled individuals are experts in their lives, and that society needs to adapt to them. This change had far reaching policy, practice, and professional identity implications in the field of health and social care.
Colin Barnes (1991) built on the analysis of Oliver by recording how the UK institutions such as education, employment, housing and healthcare discriminated against the disabled systematically. His contribution brought empirical data to back up the theoretical statements of the social model. The model also saw greater international acceptance with the contributions of disability studies scholars in North America, Australia and Scandinavia, but the UK roots of the model remained central to its political nature.

[bookmark: _Toc226546969]Social Model Critiques and Responses.
The social model received much criticism on various fronts. The greatest criticism was directed at the disabled people themselves movement. Jenny Morris (1991) claimed that the social model based on external barriers overlooked the lived experience of impairment. She argued that suffering, exhaustion and the physical presence of chronic disease are important aspects of the life of disabled people and that a model that does not take these aspects into account is incomplete. Morris suggested that a feminist approach to disability should take into account both the personal and the political.
This criticism was further elaborated by Liz Crow (1996) who held that the rigid distinction between impairment and disability was theoretically convenient but practically constraining. She demanded a new social model that recognized impairment as part of experience of disabled people without falling into individualising logic of medical model. The intervention by Crow helped to encourage scholars of disability studies to come up with more detailed narratives of how the body and society are interconnected.
A more enduring attack on the social model was given by Tom Shakespeare and Nicholas Watson (2002), who posit that the social model was based on a false dichotomy between impairment and disability. Using phenomenological and post structure theory, they claimed that the two cannot be separated in practice and the political clarity of the model had cost them theoretical coherence. Shakespeare (2006) subsequently suggested a critical realist alternative, which he called the interactional approach, as he recognized the twofold nature of bodily differences as well as social barriers in the disadvantage of people with disabilities.
Advocates of the social model reacted to these criticisms in various manners. Oliver (2004) recognized the validity of the anxieties about impairment, but argued that the political role of the model demanded a strong emphasis on social obstacles. He contended that to appreciate the place of impairment in the lives of disabled individuals, there was no need to forego the fundamental message of the model that disability is a product of the society rather than an individual body. Barnes and Mercer (2010) also defended the analytical utility of the model, but stated that further theoretical development is required.
The discussion between the social model and critics has resulted in a more enriched and advanced view of disability in the academic and policy spheres. The main argument of the model that the society creates disabling barriers is still an accepted notion even by those who criticize the theoretical premises of the model.

[bookmark: _Toc226546970]Relevance to Health and Social Care Policy and Practice.
Since the 1990s, the social model has had a significant impact on the policy of UK health and social care. The Disability Discrimination Act 1995 was the first legislation to acknowledge that disabled individuals are not simply restricted by their own ability, but that structural factors prevent them. The Act put responsibilities on employers, service providers and public bodies to make reasonable changes to eliminate such barriers. These provisions were reinforced and consolidated by the Equality Act 2010 and made the duty to make reasonable adjustments apply to a broader range of settings and proposed the notion of indirect discrimination.
The Care Act 2014 incorporated principles in line with the social model into social care legislation. It put individual wellbeing at the heart of assessment and care planning, mandated local authorities to have regard to the consequences that are significant to the individual, and established a responsibility towards social participation and integration into the community. These provisions indicate the insistence of the social model that the care should enable disabled people to live as full members of society as opposed to living with the impairment on their own.
The introduction of integrated care systems under the Health and Care Act 2022 in England has seen NHS bodies, local authorities, and other partners join forces to coordinate services to populations. The principle of integration is generally consistent with the social model of fragmented services that are dominated by the professions. The purpose of integrated care system is to treat the social determinants of health and eliminate the barriers that disabled people have faced in the past between services.
The ratified international framework explicitly based on the social model is the United Nations Convention on the Rights of Persons with Disabilities (CRPD) of which the UK is a signatory, as of 2009. Article 19 of the CRPD claims the right of disabled individuals to live independently and be part of the community. Article 26 deals with habitation and rehabilitation, and states have to empower disabled individuals to achieve the greatest independence and participation. These clauses have shaped the personalisation policy in England, such as the provision of personal budgets and direct payments under the Care Act 2014.
The practice of this policy has been challenged even though the social model has continued to be utilized effectively. Hudson (2016) states that health and social care professionals who were trained in a medical model paradigm have a hard time embracing a truly social model orientation. Diagnosis, treatment, and management of impairment have long been the priorities of professional education in medicine, nursing, and allied health disciplines. This is a hard orientation to dislodge by policy alone.
According to research by Beresford (2016), disabled individuals still report receiving services in a more passive manner as opposed to being active participants. Personal budgets and direct payments were supposed to provide disabled individuals with the ability to control their own support, yet evidence has indicated that bureaucratic assessment procedures and scarcity of resources restrict their efficacy in practice. The Association of Directors of Adult Social Services (2020) documented that the social care expenditure of local authorities in England had reduced in real terms since 2010 and limited the role of services in practising personalised, barrier-removing strategies.
The NHS Long Term Plan (NHS England, 2019) was dedicated to decreasing health disparities and enhancing the health outcomes of people with disabilities and long-term conditions. It acknowledged that disabled individuals experience considerable obstacles in accessing primary and secondary care, such as physical inaccessibility, communication obstacles and attitudinal discrimination. It is these barriers specifically that the social model has pinpointed and the fact that they have not gone away in the NHS itself proves the disjuncture between the aspirations of policy and the reality of practice.
This gap was revealed during the COVID-19 pandemic. The disabled made a disproportionately large share of those who were affected by the virus, and by the service disruptions that ensued (Office for National Statistics, 2021). The barriers to social model-informed practice that had started to be overcome by shielding policies, suspension of care packages and withdrawal of community services were all eliminated. The pandemic revealed the frailty of the structural changes that the social model needs as it can be reversed with pressure.

[bookmark: _Toc226546971]Recommendations for Policy and Practice
Co-production with disabled people should be developed into enforceable standards in health and social care policy in the design of services, in commissioning services and in evaluation. The principles of the social model are directly reflected in co-production where disabled people are the equal partners in defining the services they consume. Social Care Institute of Excellence (2015) describes co-production as a relationship that involves the sharing of power and responsibility between professionals and citizens. The existing policy promotes co-production in principle but seldom requires it with accountability mechanisms.
The social model ought to be a substantive and assessed part of training in professional education in health and social care disciplines. Allied health, nursing, and medical curricula must implement instruction to have students critically reflect on the social model and how it affects professional practice. Both the Nursing and Midwifery Council (2018) and the Health and Care Profession Council (2016) explicitly mention respect towards service user autonomy which aligns with the social model, but they do not specifically mention the model in their standards. This gap should be filled by regulatory bodies.
Social care funding needs to be considered as structure investment in the elimination of disabling barriers as opposed to a cost to be minimised. The inadequate investment reported by the Association of Directors of Adult Social Services (2020) is a direct challenge to the social model principles in practice. The resourcing of the government promises and commitments in the Health and Care Act 2022 to integrate services and to deal with health inequalities must be adequately resourced.
Health and social care organisations need to regularly undertake accessibility audits of their physical surroundings, communication and booking processes. Equality Act 2010 stipulates reasonable adjustments, although it is not always followed. The results of the audits must be published and connected to quantifiable improvement goals. Where feasible, disabled persons must head such audits and use their professional understanding of the impediments they face.
The reporting requirements of the CRPD should be integrated by NHS England and the local authorities into their equality monitoring models. The UK government provides periodic reports to the UN Committee on the Rights of Persons with Disabilities but these reports are prepared by central government and are often challenged by disabled people organisations. Local health and care systems are advised to devise their own systems of tracking their progress against CRPD commitments and reporting in a transparent manner on the outcomes of disabled people.

[bookmark: _Toc226546972]Concluding Observations
The social model of disability has made a significant and permanent impact on the way disability is perceived and dealt with in health and social care in the UK. Its essence, that society creates disabling barriers with its structures, attitudes, and environments, has been internalized into legislation, policy and professional standards to an important extent. The criticisms leveled against the model, especially that which relates to the omission of the impairment experience, have yielded valuable theoretical clarifications without derailing its practical and political applicability.
The practice of the social model is still unbalanced and unsatisfactory. The nature of professional cultures that are conditioned by the assumptions of medical models, resource availability, and fragmented accountability systems constrain the range of policy ambitions being achieved as lived experience by disabled individuals. The solutions to these gaps presented in this essay include enhanced co-production conditions, professional education, funding, systematic accessibility auditing, and international human rights norms. These measures are needed in case the promise of the social model is to be fulfilled in practice.
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