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                             Topic: The Social Model of Disability

 Introduction 
According to Sense (2021), the social model of disability explains that disability is caused by the way society is organised, rather than by an individual’s impairment. Disabled people are restricted not by their impairments, but by barriers that prevent them from taking part in everyday life in the same way as non-disabled people. Although the Social Model of Disability is one of the most influential concepts in modern health and social care because it changes how disability is understood and addressed. Instead of viewing disability as a problem within the individual, the social model explains that people are disabled by the barriers created by society. These barriers include inaccessible environments, negative attitudes, poor communication, and systems that exclude disabled people from everyday life. The model is important because it shifts responsibility away from the person and onto society, encouraging fairness, equality and person‑centred care. It helps professionals recognise that disability is not simply about impairment, but about the obstacles that prevent people from participating fully in work, education, community life and social activities. We need the social model because it promotes independence, dignity and inclusion, and it challenges discrimination by showing that society must change not the person. This makes it a vital framework for improving health and social care practice and ensuring that disabled people receive support that respects their rights and choices.
Emergence and Development of the Social Model of Disability
According to HAD. Org.UK (2022) The Social Model of Disability emerged in the 1970s when disabled activists began challenging traditional views of disability. At the time, the medical model dominated thinking, and disability was seen as an individual problem caused by illness, injury or impairment. Disabled people were often expected to adapt to society rather than society adapting to them. The Union of the Physically Impaired Against Segregation (UPIAS) played a key role in changing this perspective. In 1976, UPIAS published the Fundamental Principles of Disability, arguing that disability is created by social barriers, not by impairment. They explained that people are disabled when environments, attitudes and systems exclude them, and that society must remove these barriers to achieve equality. The concept developed further through the work of academics such as Michael Oliver, who helped shape the social model into a clear theoretical framework. Oliver argued that disability should be understood as a form of social oppression, like racism or sexism, because it results from discrimination and exclusion. His work helped the model gain recognition in universities, policy development and professional training. Over time, the social model became central to disability rights movements, influencing major legislation such as the Equality Act 2010 and international frameworks like the United Nations Convention on the Rights of Persons with Disabilities. It also shaped public sector practice, encouraging organisations to adopt inclusive design, accessible communication and person‑centred approaches. As the model developed, it expanded to include different types of barriers, such as physical barriers, communication barriers, organisational barriers and attitudinal barriers. It also became linked to strengths‑based practice, cooproduction and rights‑based approaches. The social model helped shift thinking from “what is wrong with the person?” to “what needs to change in society to include everyone?” This shift has had a major impact on health and social care, education, employment and community services.
Critiques of the Social Model and Responses to These Critiques
According to Owen’s J (2014) Although the Social Model of Disability is widely used and has influenced modern thinking, it has faced several important critiques. One of the main criticisms is that the model does not fully acknowledge the impact of impairment. Many people argue that pain, illness and complex health conditions can still affect daily life, even when social and physical barriers are removed. Because the model separates impairment and disability very strictly, some feel it oversimplifies the lived experience of disability. Another critique is that the social model focuses mainly on physical and environmental barriers and does not always address wider social issues such as poverty, mental health, discrimination or intersectionality. These factors can significantly shape disabled people’s experiences, yet they are not fully explored within the original model. Critics also suggest that the social model can be too broad and does not always provide practical guidance for supporting people with complex or fluctuating conditions. In response to these critiques, many researchers and organisations have developed more balanced approaches that combine the social model with medical, psychological and biopsychosocial ideas. These approaches recognise that impairments can affect people’s lives but emphasise that society still has a responsibility to remove barriers and promote equality. Disability organisations continue to support the social model because it empowers disabled people, challenges discrimination and encourages inclusive design in services and communities. Modern practice uses the social model as a foundation for rights‑based, person‑centred and strengths‑based approaches, while also acknowledging the importance of health, wellbeing and individual experience.
Challenges Faced by the Social Model of Disability
According to Coleman C (2024) Despite its strengths, the Social Model of Disability faces several significant challenges in real‑world health and social care practice. One major challenge is that many practitioners still rely heavily on the medical model, focusing on deficits, symptoms and diagnoses rather than recognising the social and environmental barriers that restrict participation. This can lead to assessments that emphasise what a person cannot do instead of identifying the obstacles that could be removed or reduced. Another challenge is the difficulty many disabled people experience when trying to access services. Long waiting times, complicated referral processes and digital systems that are not user‑friendly can create organisational barriers that delay or prevent people from receiving timely support. Limited funding also presents a challenge, as improving accessibility, providing communication support and adapting environments require financial resources that are not always available. Attitudinal barriers remain widespread, including stereotypes, low expectations and a lack of awareness about disability, all of which can negatively influence how disabled people are treated and limit opportunities for independence and inclusion. Some policies still rely on medical definitions of disability, which can conflict with social‑model approaches and create confusion for both staff and service users. Additionally, the social model does not fully address the impact of pain, illness or complex health conditions, which can continue to affect daily life even when barriers are removed. These challenges show that applying the social model effectively requires ongoing training, adequate resources, cultural change and strong organisational commitment.  
According to Department for work and pension (2024) In 2022/23, almost one in four people in the UK around 16.1 million individuals were identified as having a disability, according to data from the Department for Work and Pensions’ Family Resources Survey.
Application of the Social Model in Health and Social Care Policy and Practice
The Social Model of Disability is widely applied in health and social care to make services more inclusive, accessible and person‑centred. It encourages professionals to identify and remove barriers that prevent disabled people from taking part in everyday life. This includes improving physical accessibility, providing clear communication, offering flexible appointments and challenging negative attitudes. In policy, the social model shapes equality legislation, service design and workforce training. It guides assessments and care planning by focusing on strengths, independence and what matters to the person. It also supports co‑production, where disabled people are involved in designing services and making decisions.
In practice, the social model is used to create accessible environments, promote positive attitudes, involve disabled people in decisions, provide accessible information and challenge discriminatory policies. It shapes national legislation such as the Equality Act 2010 and guides assessments, care planning and safeguarding. However, problems still occur. Some staff continue to use medical‑model thinking, focusing on limitations instead of strengths. Services may be hard to navigate, with long waiting times and rigid systems. Funding pressures can limit accessibility improvements. Attitudinal barriers and outdated policies can also reduce the effectiveness of social‑model approaches. These issues show that applying the social model requires consistent training, resources and leadership.
Recommendations for Health and Social Care Policy and Practice
According to improve outcomes in health and social care, several key recommendations are needed to strengthen the application of the Social Model of Disability. Staff across all services should receive regular, high‑quality training so they fully understand the social model and feel confident applying it in everyday practice. This includes recognising different types of barriers physical, communication, organisational and attitudinal and knowing how to remove or reduce them. Services must actively work to improve accessibility by adapting buildings, providing clear signage, offering communication support such as interpreters or easy‑read materials, and ensuring digital systems are simple and inclusive for all users. Disabled people should be involved in co‑producing services, policies and decision‑making processes so that support reflects real experiences and needs rather than assumptions. Better coordination between health, social care and community organisations is essential to reduce confusion, delays and gaps in support, especially for people with complex needs who rely on multiple services. Practitioners should adopt strengths‑based and person‑centred approaches that focus on what individuals can do, their goals, and the support they need to live independently, rather than emphasising limitations. Policies should be updated to use barrier‑focused definitions of disability instead of medical labels, helping to create systems that recognise social exclusion rather than individual deficits. Finally, accessible communication must be prioritised using interpreters, assistive technology, plain‑language information and flexible communication methods. Together, these recommendations support fairer, more inclusive and empowering care for disabled people
Conclusion
The Social Model of Disability has significantly reshaped how disability is understood within health and social care by shifting attention away from individual impairments and towards the social, physical and attitudinal barriers that restrict participation. It highlights that people are disabled not by their conditions, but by environments and systems that fail to accommodate diverse needs. Emerging from disabled people’s activism in the 1970s, the model has grown into a powerful framework that promotes equality, inclusion and person‑centred practice. Although it faces challenges—such as limited resources, organisational barriers, inconsistent staff understanding and the continued influence of medical‑model thinking—it remains central to modern approaches that value independence, dignity and rights. Responses to these challenges have strengthened the model by combining social, medical and psychological perspectives, creating more balanced and holistic ways of supporting disabled people. By investing in staff training, removing barriers, involving disabled people in decision‑making and updating policies to reflect barrier‑focused definitions, health and social care services can deliver more inclusive, accessible and empowering support. Overall, the Social Model of Disability provides a strong foundation for fair, effective and rights‑based care, ensuring that disabled people are recognised as equal citizens with the right to participate fully in society.
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