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Introduction.
This essay will critically discuss the emergence and development of the Social Model of Disability, explore criticisms and responses to the concept, examine its application within health and social care policy and practice, and provide recommendations for improving person-centred approaches.
Person-centred care is a key principle within modern health and social care practice, focusing on respecting individuals as unique people with their own values, choices, experiences and support needs. It aims to ensure that individuals are actively involved in decisions about their care and that services are designed around their personal circumstances rather than focusing only on their health conditions. One concept that strongly supports person-centred care is the Social Model of Disability, which provides an alternative understanding of disability by highlighting the role of social, environmental and attitudinal barriers in limiting individuals’ participation and independence. (Oliver, 1990()
The Social Model of Disability emerged in the United Kingdom during the 1970s through the disability rights movement as a challenge to the traditional medical model of disability, which viewed disability mainly as an individual impairment requiring treatment or correction. The Social Model argues that people are disabled by barriers created within society, such as inaccessible environments, discrimination and negative attitudes, rather than by impairment alone (Oliver, 1990). This perspective has significantly influenced health and social care policy and practice by promoting equality, inclusion, empowerment and the rights of disabled people. (World Health Organization, 2001).
The concept has contributed to the development of important legislation and policies, including the Equality Act 2010 and the Care Act 2014, which aim to reduce discrimination and promote choice and control for individuals receiving support. However, despite its positive influence, the Social Model has faced criticism for potentially overlooking the personal experiences of impairment, illness and medical needs. Therefore, a critical examination of the model is important to understand both its contribution and its limitations within contemporary health and social care McCormack and McCance(, 2017).
Emergence and Development of the Social Model of Disability.
The Social Model of Disability emerged in the United Kingdom during the 1970s as a response to growing dissatisfaction with the traditional medical model of disability. The medical model viewed disability primarily as an individual problem caused by physical or medical impairments, where the focus was placed on diagnosis, treatment and rehabilitation. Although this approach contributed to medical support and interventions, disability activists argued that it failed to recognise the social, environmental and political barriers that limited disabled people’s participation in society.  (Equality Act, 2010).
The emergence of the Social Model was strongly influenced by the disability rights movement, particularly organisations such as the Union of the Physically Impaired Against Segregation (UPIAS). In 1976, UPIAS published Fundamental Principles of Disability, which introduced the distinction between impairment and disability. Impairment was described as a person’s physical or cognitive difference, while disability was understood as the disadvantage experienced due to barriers created by society. This represented a significant shift away from viewing disabled people as dependent individuals towards recognising them as equal citizens with rights. (Care Act, 2014).
The concept was further developed by disability scholar Mike Oliver, who introduced the term “Social Model of Disability” in the 1980s. Oliver (1990) argued that disability was produced through social organisation rather than being caused only by individual impairments. The model highlighted that inaccessible environments, negative attitudes, discrimination and exclusion were major factors restricting disabled people’s opportunities in education, employment, healthcare and social participation. (NICE, 2021
Over time, the Social Model has influenced international disability policy and person-centred approaches within health and social care. It contributed to a greater focus on equality, accessibility, independence and service-user involvement. For example, the principles of the model are reflected in UK legislation such as the Equality Act 2010, which requires organisations to prevent discrimination and make reasonable adjustments for disabled people. Within health and social care practice, the model encourages professionals to work collaboratively with individuals, recognise their strengths and remove barriers that prevent them from achieving their desired quality of life. (Equality Act, 2010; Care Act, 2014).
However, while the Social Model has transformed understanding of disability, it has also received criticism. Some academics argue that it may underestimate the personal impact of impairment, such as pain, fatigue and illness, by focusing mainly on social barriers. In response, contemporary approaches recognise that disability is influenced by both individual experiences and wider social factors, leading to more integrated perspectives such as the biopsychosocial model. Therefore, the Social Model remains an important foundation for person-centred care, while requiring adaptation to address the complex experiences of disabled individuals.  Oliver, M. (1990)
Application of the Social Model of Disability to Health and Social Care Policy and Practice and Associated Challenges
The Social Model of Disability has significantly influenced health and social care policy and practice by promoting a shift from viewing disabled people as individuals requiring treatment towards recognising the importance of removing social, environmental and attitudinal barriers. This approach supports person-centred care by emphasising equality, independence, choice and involvement of individuals in decisions about their own care. Within health and social care services, the model has contributed to policies and practices that aim to improve accessibility, reduce discrimination and promote the rights of disabled people. (Care Act, 2014).
One important application of the Social Model can be seen through the Equality Act 2010, which provides legal protection against discrimination and places a duty on organisations to make reasonable adjustments for disabled individuals. Within health and social care settings, this has encouraged services to identify and remove barriers that may prevent equal access to care. For example, healthcare providers may provide accessible facilities, communication support such as interpreters, longer appointment times, or information in alternative formats. These adjustments reflect the principles of the Social Model by recognising that difficulties experienced by disabled people are often created by inaccessible systems rather than by impairment alone. (Shakespeare, 2013)
The Social Model has also influenced the development of person-centred approaches within the NHS and social care. Current practice encourages professionals to involve service users in care planning, respect individual preferences and support people to maintain independence. Rather than focusing only on a person’s limitations, practitioners are encouraged to identify strengths, abilities and personal goals. For example, social care assessments increasingly focus on supporting individuals to achieve desired outcomes, such as maintaining relationships, participating in community activities and having control over daily decisions. (UPIAS, 1976)
Furthermore, the model has contributed to the development of inclusive policies such as the Care Act 2014, which promotes wellbeing, choice and control for adults receiving social care support. The Act highlights the importance of involving individuals in assessments and ensuring that care is personalised according to their needs and wishes. This reflects the Social Model’s emphasis on empowerment and reducing barriers that restrict participation in society.  (Manley et al., 2011)
Despite these positive influences, there are several challenges involved in applying the Social Model within health and social care practice. One major issue is the gap between policy intentions and practical implementation. Although legislation promotes equality and inclusion, many disabled people continue to experience barriers when accessing services. These barriers may include inaccessible buildings, limited availability of support services, communication difficulties and negative attitudes among some healthcare professionals. As a result, the principles of the Social Model may not always be fully achieved in everyday practice. (Kitwood, 1997)
Another challenge is that the Social Model has been criticised for giving insufficient attention to the personal experiences of impairment. Some individuals living with disabilities experience pain, fatigue, chronic illness or psychological impacts that cannot be explained only by social barriers. Critics argue that focusing mainly on society’s responsibility may overlook the importance of medical support, treatment and rehabilitation. In response, many professionals now support a more balanced approach that considers both social barriers and individual health needs. (Kitwood, 1997)
Additionally, resource limitations within health and social care can restrict the effective application of the Social Model. Financial pressures, staff shortages and increasing demand for services may make it difficult for organisations to provide all necessary adjustments and personalised support. For example, although reasonable adjustments are required by law, some services may struggle to provide specialist equipment, accessible environments or sufficient staff training. (Manley et al., 2011)
Overall, the Social Model of Disability has had a significant impact on health and social care policy and practice by encouraging inclusive, rights-based and person-centred approaches. However, successful implementation requires more than legislation; it requires changes in professional attitudes, adequate resources and recognition of the complex experiences of disabled people. Combining the strengths of the Social Model with consideration of individual health needs can support more effective and holistic care. (The Health Foundation, 2016)


Recommendations for Health and Social Care Policy and Practice
To strengthen the application of the Social Model of Disability within health and social care, several recommendations can be considered to ensure services remain inclusive, accessible and genuinely person-centred. Firstly, health and social care organisations should provide ongoing disability awareness and equality training for all staff. Although policies such as the Equality Act 2010 provide legal protection, negative attitudes and lack of understanding among professionals can continue to create barriers for disabled people. Regular training can help practitioners recognise unconscious bias, promote respectful communication and develop approaches that focus on individuals’ abilities, rights and personal goals.
(Barnes, 1991)
Secondly, health and social care services should increase the involvement of disabled people in decision-making processes through co-production approaches. Service users should not only receive care but should actively participate in designing and evaluating services. Involving people with lived experience can help organisations identify barriers that may not be recognised by professionals and develop solutions that better reflect individual needs. This supports the principles of person-centred care by ensuring that services are shaped around the preferences and experiences of those who use them.
Thirdly, greater investment is needed to improve accessibility within health and social care environments. Organisations should ensure that physical spaces, digital services and communication methods are accessible to everyone. This includes providing accessible buildings, assistive technology, easy-read information and appropriate communication support. Removing these barriers would enable disabled people to access services more independently and equally. Health Foundation. (2016)
Finally, stronger partnership working between healthcare professionals, social care providers, voluntary organisations and disabled people’s groups should be encouraged. Collaborative working can improve continuity of care and ensure that individuals receive holistic support addressing their physical, social and emotional needs. Health and social care policies should continue to focus on reducing inequalities and promoting inclusion across all services. (Goodley, 2017)










Conclusion
The Social Model of Disability has played an important role in transforming understanding of disability and influencing the development of person-centred approaches within health and social care. By shifting attention away from individual impairment towards social, environmental and attitudinal barriers, the model has promoted equality, empowerment and greater involvement of disabled people in decisions affecting their lives. Its influence can be seen in key policies such as the Equality Act 2010 and the Care Act 2014, which aim to protect rights, prevent discrimination and support independence. ((NHS England, 2019)
However, the application of the Social Model also presents challenges. Barriers remain within health and social care services due to limited resources, inconsistent implementation of policies and continuing negative attitudes. Furthermore, critics argue that the model may not fully recognise the personal experiences of impairment, illness and medical needs. Therefore, a balanced approach that combines the principles of the Social Model with recognition of individual health experiences is necessary. (Needham and Carr, 2009)
Overall, effective person-centred care requires health and social care organisations to go beyond policies and actively remove barriers through inclusive practice, staff education, service-user involvement and partnership working. By continuing to apply the principles of the Social Model, health and social care services can move closer towards providing equitable, empowering and personalised support for all individuals.
Health Foundation (2016)
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