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The Social Model of Disability is a key concept within health and social care that explains disability as being caused primarily by societal barriers rather than an individual's impairment or medical condition (Oliver, 1990). It emerged in reply to the limitations of the medical model, which focus on diagnosing and treating impairment instead of addressing the environmental and social barriers that restrict participation and independence (Shakespeare, 2018).
The Social Model is important because it underpins modern approaches to person-centred care, equality, and inclusion across health and social care services (Department of Health and Social Care, 2014). It encourages organisations to adapt their environments, policies, and practices to meet individual needs rather than expecting disabled people to adapt to inaccessible systems. This approach has influenced legislation such as the Equality Act 2010, which organisations are required to make practical alterations to reduce barriers and promote equal access. 
This assignment analytically examines the emergence and development of the Social Model of Disability, including the arguments made against it and how these have been addressed. It then analyses how the model has influenced health and social care policy and practice before presenting evidence-based recommendations for improving person-centred care and concluding with an evaluation of its continuing relevance.
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The Social Model of Disability emerged during the 1970s in the United Kingdom alongside the wider disability rights movement. It developed as disabled people and activists challenged the dominance of the medical model, which viewed disability as an issue centred on the individual and needful of medical care. In contrast, the Social Model claimed that disability is fashioned by societal barriers that restrict contribution and limit opportunities for participation and independence (Oliver, 1990). 
This movement gained momentum through the Union of the Physically Impaired Against Segregation (UPIAS) (1976), which argued that society, rather than impairment itself, disables people. This perspective was further developed by Finkelstein (1980), who highlighted how social and environmental structures often exclude people with impairments.
A crucial figure in the development of the model was Mike Oliver, who officially presented the term "Social Model of Disability" in 1983. Oliver viewed disability as a systematic oppression created by society rather than something caused solely by an individual’s impairment (Oliver, 1990). This represented a significant shift in thinking because it placed responsibility on society to remove barriers instead of expecting disabled people to adapt to inaccessible environments. As a result, disability became recognised as an issue of equality and human rights rather than solely a healthcare issue.
For many years, the medical model dominated health and social care practice by focusing on diagnosis, impairment, and treatment, often viewing disabled people as passive recipients of care. In contrast, the Social Model promotes equality, inclusion, and independence by identifying barriers such as inaccessible buildings, discriminatory attitudes, and exclusionary policies (Barnes, 2012). This shift encouraged organisations to consider how their own practices could either create or remove barriers to participation, helping to shape more person-centred approaches to care.
The Social Model also influenced major legislative developments in the UK. The Disability Discrimination Act 1995 was one of the first laws designed to reduce discrimination and improve access for disabled people. This was later strengthened by the Equality Act 2010, which shields disabled people from discrimination and places a legal duty on organisations to make reasonable adjustments where necessary to reduce barriers and promote equal access to services (HM Government, 2010).
The Care Act 2014 further reflects the principles of the Social Model by promoting wellbeing, independence, choice, and control, requiring care providers to involve individuals in decisions about their own support (HM Government, 2014). Together, these pieces of legislation demonstrate the influence of the Social Model by diverting accountability from changing the individual and in the direction to creating more inclusive systems that enable disabled people to participate fully in society. Legislation alone cannot guarantee equality. Its effectiveness depends on whether organisations have the resources, training, and commitment to implement these duties consistently in practice.
The model also contributed to the progression of person-centred care by encouraging individuals to be actively involved in choices about their treatment and provision (Department of Health and Social Care, 2014). This approach promotes dignity, independence, and choice while recognising that care should be tailored to each person's individual needs.
Despite its strengths, the social model has been criticised. Some researchers believe that it places too much emphasis on social and environmental obstructions while giving insufficient attention to the lived experience of impairment, pain, and illness (Shakespeare, 2018). Morris (1991) and Thomas (1999) also argued that the model overlooks the personal impact of disability, particularly for disabled women living with chronic pain. In response to these criticisms, the biopsychosocial model was advanced to combine medical, psychological, and social perspectives, offering a broader perspective on disability (World Health Organization, 2001).
Despite these criticisms, the Social Model remains a key concept in health and social care. Its influence continues to be seen in legislation, professional practice, and policies that promote equality, inclusion, and person-centred care. However, achieving these principles in practice requires more than legislation alone; it depends on consistent implementation across health and social care services.
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The Social Model of Disability has shaped the way disability is comprehended across the health and social care in the UK, influencing both policy and professional practice (Oliver, 1990). Particularly in relation to promoting equality, inclusion, and person-centred care. Its main contribution has been the shift away from viewing disability as an individual medical issue towards recognising how social, environmental, and organisational barriers can restrict an individual’s capability to participate fully in society (Oliver, 1990). This change has encouraged services to consider how systems and practices can be adapted to better support individual needs.
Within the NHS, the principles of the Social Model can be seen through person-centred approaches that encourage individuals to be involved in decisions about their treatment and support. This includes considering communication needs, accessibility requirements, and personal preferences when planning care (Department of Health and Social Care, 2014). 
For example, providing information presented in a way that people can easily understand and use, using communication support including interpreters, or adapting appointment systems can help reduce barriers experienced by disabled service users. NICE (2012) highlights the importance of tailored communication in improving patient experience, demonstrating that effective care involves more than providing treatment; it requires services to recognise and respond to individual circumstances.
In social care settings, the Social Model has influenced approaches that promote independence, dignity, and choice. Care providers are expected to support individuals in maintaining control over their daily lives, including decisions about personal care, activities, and community involvement. This reflects the principles of person-centred care, where clients are actively encouraged to be involved in decisions about their care and support (Skills for Care, 2022). However, achieving this approach consistently can be challenging when services face limitations such as staff shortages, time pressures, and financial constraints.
The influence of the Social Model is also evident across wider public services, including education, housing, and employment, where efforts have been made to reduce barriers and promote greater inclusion for the disabled. The Equality Act 2010 requires organisations to make reasonable adjustments to reduce disadvantage and promote equal opportunities for disabled people (HM Government, 2010). While this legislation provides an important framework for reducing discrimination, the existence of legal duties does not always result in equal experiences. The effectiveness of reasonable adjustments often depends on organisational commitment, available resources, and staff understanding.
Despite the positive impact of the Social Model, there are ongoing challenges in applying its principles within health and social care practice. A significant issue is the gap between policy intentions and frontline implementation. Although legislation promotes inclusion, differences in funding, workforce capacity, and organisational culture can affect whether disabled people receive genuinely person-centred care (The King's Fund, 2022). This demonstrates that equality cannot be achieved through policies alone; it requires sustained investment and changes in everyday practice.
Workforce pressures also create barriers to delivering personalised support. High staff turnover, recruitment difficulties, and limited opportunities for training can result in care becoming focused on completing tasks rather than understanding the individual needs of service users (The King's Fund, 2022). This can undermine the principles of the Social Model because barriers may continue to exist within services themselves, even where inclusive policies are in place.
Furthermore, attitudinal barriers remain a significant concern. Although legal protections exist, disabled people may still experience discrimination, assumptions, or low expectations from professionals. Barnes (2012) argues that social attitudes can be as restrictive as physical barriers, meaning that cultural change is essential alongside policy development. This highlights that person-centred care requires professionals to recognise individuals as people with their own experiences, preferences, and strengths rather than defining them by their impairment.
The Social Model also has limitations when applied in practice. While it effectively highlights the role of society in creating barriers, it does not always fully consider the physical and emotional impact of impairment, pain, and illness. Some individuals may require medical intervention alongside social support, meaning that a combined approach may be more appropriate. The biopsychosocial model addresses this by recognising the interaction between medical, psychological, and social factors in understanding disability (World Health Organization, 2001).
Overall, the Social Model has significantly improved approaches to inclusion and person-centred care within health and social care. However, its effectiveness depends on whether organisations can translate its principles into everyday practice through accessible services, supportive cultures, and meaningful involvement of disabled people in decisions about their care.
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The Social Model of Disability has made a valuable contribution to health and social care by encouraging organisations to remove barriers and promote person-centred care. However, challenges such as inconsistent implementation, workforce pressures, limited accessibility, and negative attitudes continue to affect practice. Addressing these issues requires both policy improvements and organisational commitment.
One recommendation is to strengthen training for health and social care professionals that promotes disability awareness, equality and inclusive practice. Training should help staff understand the principles of the Social Model, recognise unconscious bias, and develop practical skills for delivering person-centred care. Improving staff knowledge could reduce discriminatory attitudes and improve communication with service users (Shakespeare, 2018). Regular training supported by management is essential to ensure lasting improvements in practice.
A second recommendation is to improve accessibility across health and social care services. This includes ensuring that buildings, digital services, and communication methods meet the needs of disabled people. Organisations should also review whether reasonable adjustments are being implemented consistently, as required under the Equality Act 2010 (HM Government, 2010). Although accessibility improvements may require investment, they can reduce inequalities and improve service user experiences.
Greater involvement of service users in care preparation and service expansion is also vital. Person-centred care is most effective when individuals are actively involved in decisions about their own care and when their experiences influence service improvement (Department of Health and Social Care, 2014). Co-production requires service users to be recognised as equal partners rather than passive recipients of support (Beresford, 2016). This approach aligns with Social Care Institute for Excellence (SCIE) (2022) guidance on meaningful participation.
Finally, policymakers should continue to invest in the health and social care workforce by addressing staff shortages and improving professional development. A well-supported workforce is more prepared to deliver effective, person-centred care that reflects the principles of the Social Model of Disability (The King's Fund, 2022).
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In essence, the Social Model of Disability has considerable influence on modern health and social care practice in the UK, by redirecting attention aside beyond individual impairment and towards the social, environmental, and organisational barriers that restrict participation. This change has supported the implementation of more inclusive practices and legislation, such as the Equality Act 2010 and the Care Act 2014, which promote equality, reasonable adjustments, independence, and person-centred care.
However, although the Social Model has improved understanding of disability, challenges remain in applying its principles consistently within everyday practice. Workforce pressures, limited resources, and organisational barriers can prevent disabled people from experiencing truly inclusive care. Furthermore, while the model effectively highlights the impact of social barriers, it should be considered alongside approaches that recognise the personal and physical experiences of impairment.
Ultimately, achieving meaningful equality requires more than policies alone. Health and social care services must continue to invest in staff training, accessibility, and meaningful involvement of disabled people in decisions about their care. True person-centred practice depends on creating systems that adapt to individuals rather than expecting individuals to adapt to unsuitable environments.
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