[image: Discover University of Wales Trinity Saint David]




Student name: Agnelo Marcus Caetano D’souza
Student ID: 2428696

Module name: Principles of Health and Social Care Practice
Module code: BMHP5016
Lecturer name: Mark Kane






Introduction……………………………………………………………….................2,3 & 4
Application of the concept in practice………………………………………...,….4 & 5
Recommendations for policy and practice……………………………………...…,….6
Conclusion…………………………………………………………………………….……..7
References……………………………………………………………………………….7 & 8
Introduction
In health and social care, theoretical frameworks play a central role in supporting effective, inclusive, and person-centred practice. This essay draws on Maslow’s Hierarchy of Needs (Maslow, 1943) in conjunction with the Social Model of Disability, which offers a valuable sociological lens and has significantly shaped contemporary care approaches. Maslow’s Hierarchy of Needs is a well-established theory of human motivation, presenting needs as a progression from basic to more complex levels. Human needs are often described as a hierarchy, beginning with basic physiological requirements like food, water, and shelter, followed by safety, then progressing to needs for love and belonging, esteem, and ultimately self-actualisation. A key strength of this model is its holistic view of wellbeing, proposing that individuals are unlikely to progress towards higher levels of personal fulfilment unless their basic needs are first satisfied. Within practice, the framework provides a structured approach for assessing service users’ needs, extending beyond physical health to incorporate emotional wellbeing, social inclusion, and a sense of self-worth (McLeod, 2020).
Maslow’s framework can also be understood as reinforcing the core ideas behind person-centred care, which form a key part of UK health and social care policy, including the Care Act 2014, which emphasises the importance of promoting wellbeing, preserving dignity, and supporting individuals to remain as independent or try to be independent as possible. It also places a clear responsibility on practitioners to involve people in decisions about their own care. These priorities link to Maslow’s higher-level needs, particularly esteem and self-actualisation, as care is not limited to meeting basic requirements but also focuses on helping individuals achieve personal aspirations and a sense of purpose (Department of Health and Social Care, 2014). Therefore, Maslow’s theory is still applicable in current practice, as it encourages professionals to adopt a broader, more person-focused approach rather than concentrating only on illness or dependency (Nolte et al., 2020).
In addition to psychological approaches such as Maslow’s, the Social Model of Disability provides a contrasting sociological viewpoint that has played a significant role in shaping contemporary health and social care practice. First developed in the 1970s by disabled activists and later examined within academic research (Oliver et al., 2012; Suarez-Balcazar, 2020), the model challenged earlier ways of understanding disability. It emerged in opposition to the medical model, which tended to define disability as an issue located within the individual and something requiring treatment or cure. By comparison, the social model shifts the focus outward, arguing that disability arises from barriers created by society rather than from a person’s impairment. These barriers may take the form of inaccessible physical environments, unhelpful attitudes, rigid organisational systems, or insufficient policies (Shakespeare, 2014).
This change in perspective represented a major turning point in disability studies and contributed significantly to the broader disability rights movement, particularly within the UK. The Social Model of Disability became closely associated with organisations such as the Union of the Physically Impaired Against Segregation (UPIAS), which helped to reframe disability as a social and political issue rather than solely a medical concern. Over time, the influence of this model extended into policy and legislation, most notably the The Equality Act 2010 It offers legal protection against discrimination and obliges organisations to make reasonable adjustments in areas such as education, employment, and access to public services(Gov.uk, 2010).
However, the Social Model of Disability is known to been highly influential in advancing equality and inclusion, there are ongoing concerns about how consistently these principles are applied in practice. In reality, many individuals still encounter barriers in their daily lives, suggesting that legal protections alone are not always sufficient. This highlights that, despite the progress driven by the model, continued efforts are necessary to ensure genuine accessibility and full inclusion across society.
While the Social Model of Disability has been highly influential, it has continued to evolve and has also been subject to criticism. Some researchers suggest that the model does not fully capture the lived experience of impairment, particularly in relation to factors such as chronic pain, long-term health conditions, and the ongoing need for medical treatment. In response to these limitations, more integrated approaches have been developed, including the biopsychosocial model introduced by the World Health Organization (WHO, 2001). This model adopts a more holistic perspective by acknowledging the interplay between biological, psychological, and social factors.
In practice, the Social Model of Disability is not always implemented consistently. While UK policies emphasise inclusion and accessibility, various barriers remain, including limited funding, insufficient professional awareness, and inconsistent application of accessibility standards. These issues point to a clear gap between the theoretical principles of the Social Model of Disability and how they are carried out in everyday practice (Shakespeare, 2014; Suarez-Balcazar, 2020).
Overall, both Maslow’s Hierarchy of Needs and the Social Model of Disability are important for understanding effective health and social care delivery. Maslow’s theory provides a framework for understanding human wellbeing in a holistic and developmental way, while the Social Model of Disability encourages practitioners to identify and challenge environmental and societal barriers to inclusion. Together, these frameworks support key values in care practice, such as dignity, autonomy, empowerment, and equality. They also highlight the ongoing challenge of turning policies and theories into consistent, person-centred practice in real settings (Maslow, 1943; Oliver et al., 2012).
Application of the concept in practice
The application of Maslow’s Hierarchy of Needs within the Social Model of Disability is reflected in contemporary UK health and social care policy and practice. Maslow’s theory promotes a holistic approach to care, recognising that individuals need support not only with basic physiological and safety needs but also with social inclusion, esteem, and self
fulfilment. This approach aligns with person-centred practice in UK policy, where wellbeing is understood in a broad sense to include dignity, control, and participation in society (Department of Health and Social Care, 2021).
Within this context, the Social Model of Disability is applied by focusing on removing environmental and social barriers rather than concentrating on individual impairments. This helps individuals access opportunities and support that enable them to meet higher-level needs and achieve better overall wellbeing.
In practice, this is evident through personalised care planning and integrated services promoted by NHS England (2023), which aim to empower individuals to make choices about their care and achieve greater independence. For example, accessible housing, inclusive community programmes, and assistive technologies enable individuals with disabilities to develop social connections and self-esteem, reflecting Maslow’s higher stages of belonging and esteem. Furthermore, guidance from Skills for Care (2022) emphasises the importance of recognising individuals’ strengths and promoting autonomy, reinforcing both person-centred care and the social model’s principles of empowerment. However, despite these policy intentions, evidence suggests ongoing challenges in implementation, including workforce pressures and funding constraints, which can limit the ability of services to fully meet individuals’ holistic needs (The King’s Fund, 2022). Therefore, while Maslow’s Hierarchy provides a useful framework for understanding the range of human needs, the social model of disability ensures that health and social care systems are held accountable for removing barriers, highlighting both progress and limitations in current UK practice.
                                                                                                                                              The application of Maslow’s Hierarchy of Needs within the Social Model of Disability provides a holistic framework for understanding how individuals with disabilities can be supported in health and social care. Maslow’s theory proposes that people need to satisfy their fundamental physiological and safety requirements before they can move on to higher-level needs like belonging, esteem, and self-actualisation. When applied in practice, this aligns with the social model’s focus on removing societal barriers so that individuals can fully participate in society. This is reflected in personalised care approaches that prioritise independence, dignity, and wellbeing, as outlined by NHS England (2023), which promotes integrated and person-centred care to support individuals beyond basic needs.
The guidance from Skills for Care (2022) highlights the importance of empowering individuals with disabilities by recognising their strengths and involving them in decision-making, which supports Maslow’s higher-level needs such as esteem and self-actualisation.
However, despite these positive developments, there are significant challenges in practice. The The King’s Fund (2022) reports that funding pressures, workforce shortages, and increasing demand for services limit the ability of care providers to consistently deliver personalised, holistic care. These issues can prevent individuals from fully accessing services that meet their emotional and social needs, which goes against the principles of the social model of disability. Barriers such as inaccessible environments and societal stigma continue to restrict participation, meaning that individuals may struggle to achieve higher-level needs such as social inclusion and self-esteem. Therefore, while Maslow’s Hierarchy of Needs provides a useful structure for understanding human motivation, its effectiveness in practice depends on the removal of social and structural barriers, as emphasised by the social model of disability.
Although the Social Model of Disability has been highly influential in promoting equality, it has also faced criticism. Some argue that it does not fully acknowledge the lived experience of impairment, including chronic pain, illness, and the need for medical intervention. This has helped shape more integrated approaches, such as the biopsychosocial model introduced by the World Health Organization (WHO, 2001), which brings together biological, psychological, and social factors.
In practice, barriers still exist despite legal frameworks such as the Equality Act 2010. These include inaccessible environments, inconsistent service provision, and negative societal attitudes. This demonstrates that while the Social Model has driven progress, full inclusion has not yet been fully achieved (Shakespeare, 2014; Suarez-Balcazar, 2020).

Recommendations for policy and practice
Based on Maslow’s Hierarchy of Needs theory, and its application within the Social Model of Disability, several recommendations can be made to improve health and social care outcomes in the UK. A key recommendation is to further strengthen person-centred care planning, ensuring that individuals are actively involved in decisions about their support and that care addresses not only basic needs but also emotional wellbeing, social inclusion, and personal development. This aligns with the approach promoted by NHS England (2023), which emphasises personalised care as a way of improving independence, dignity, and overall wellbeing.
In addition, there should be a stronger focus on removing environmental and social barriers in line with the social model of disability. This includes improving accessibility in housing, transport, education, and community services so that individuals can fully participate in society. Such changes support Maslow’s higher-level needs, particularly belonging, esteem, and self-actualisation. Policy enforcement around accessibility and equality should also be strengthened to reduce ongoing inequalities in care provision.
Another important recommendation is increased investment in the health and social care workforce. According to Skills for Care (2022), staffing shortages and high turnover significantly impact the quality and continuity of care. Improving recruitment, training, and retention would enable care workers to deliver more consistent, holistic support that meets both physical and psychological needs.
Furthermore, greater integration between health, social care, and community services is needed to ensure continuity of care for individuals with complex needs. Integrated care systems can reduce fragmentation and improve coordination, helping individuals achieve better overall outcomes. Finally, efforts should be made to reduce stigma and promote social inclusion, as societal attitudes remain a significant barrier to achieving higher-level needs such as self-esteem and independence. Public awareness campaigns and inclusive policies are essential to challenge discrimination and support equality in practice.



Conclusion
In conclusion, Maslow’s Hierarchy of Needs and the Social Model of Disability both provide valuable but distinct perspectives that improve understanding of health and social care practice. Maslow’s theory offers a structured framework for understanding human motivation and wellbeing, highlighting the importance of meeting both basic and psychological needs before individuals can achieve self-fulfilment. By contrast, the Social Model of Disability redirects the focus from individual impairment to the ways in which society creates barriers to inclusion.
When combined, these frameworks offer a comprehensive approach to care that supports both individual wellbeing and social equality. They reinforce key principles such as dignity, autonomy, empowerment, and inclusion, which are central to UK health and social care policy. However, despite strong theoretical foundations and supportive legislation, significant challenges remain in practice, particularly in relation to funding, workforce pressures, and inconsistent accessibility.
Overall, this analysis demonstrates that while policy and theory provide a strong foundation for person-centred and inclusive care, continued effort is required to ensure these principles are consistently applied in real-world settings. Achieving this balance is essential for promoting true equality and enabling all individuals to reach their full potential.
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