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Introduction
In the context of social and healthcare, the Social Model of Disability is an effective concept. It highlights that people are not disabled only because of their physical or mental conditions, but that disability is mainly caused by barriers in society like inaccessible buildings, lack of support, negative attitudes, and discrimination (Shamsabadipour, 2025). It argues to eliminate these barriers so that people with disabilities can live independently. It also argues that individuals with disabilities must take part in society equally. Compared to medical models, this is different. Medical models mainly consider treating or curing a person’s impairment. To offer person-centred care, the Social Model of Disability is important. This significantly encourages health and social care professionals to respect each person’s needs, choices and ability rather than focusing on their disability. It also promotes equality, inclusion and human rights by helping people with disabilities access the same opportunity as everyone. The model has influenced many health and social care policies and practices that aim to improve accessibility and reduce discrimination. The essay will discuss the Social Model of Disability, how it develops over time and main criticism of the model. It will also examine how the model is used in health and social care policy and practice. It will focus on the challenges of applying it and offer recommendations to improve person-centred care. 
The Development of the Social Model of Disability 
Before the popularity of this model, disability was mainly explained by the medical model. For example, disability in the medical models is discussed as a physical or mental impairment of a person (Zaks, 2024). It focused on rehabilitation, treatment and helping people to adjust to society. However, the Social Model of Disability was developed to challenge the traditional way of thinking about disability. Many disabled people believe that this approach ignores the real issues that they face in everyday life, like inaccessibility, negative attitude and discrimination. 
In the 1970s, the Social Model of Disability first emerged through the disability right movement in the UK. One of the most important organisations behind its development is the Union of the Physically Impaired Against Segregation (UPIAS). This organisation argued people are disabled by society rather than their impairments (Macmbinji, 2023). As per this view, barriers, like inaccessible buildings, limited transportation, unfair attitudes and poor communication prevent people with disabilities from participating fully in society. Later, sociologist Mike Oliver developed the Social Model of Disability term and promoted the model during the 1980s (Macmbinji, 2023). The term ‘Social Model of Disability' explains that society should remove barriers instead of expecting disabled people to change. Over time, the model became an important framework in health and social care, education and public policy. This significantly influences law and policies that promote equality, accessibility and inclusion. The model encouraged the government and organisation to improve public buildings, transport system and services, so people with disabilities could participate equally. It also strengthens disability rights movement by highlighting the importance of independence, dignity and equal opportunities. 
Although the model has brought many positive changes, it is also associated with several criticisms. One common criticism is that it focuses mainly on social barriers and ignores the effect of a person's impairment (Adam and Koutsoklenis, 2023). Some people argue that pain, illness and long-term health conditions can have a major impact on daily life events when social barriers are removed. Others believe that the model does not fully recognise the experiences of people with complex or multiple disabilities that require continuous medical care and support. The supporters of the Social Model of Disability responded by explaining that the model does not ignore impairment. It aims to show that many difficulties experienced by disabled people are created by society rather than their health conditions. Recently, researchers argued that organisations must combine the strengths of both medical and social models while delivering care services to the targeted people. Following this strategic approach allows meeting individual needs, providing personal support, developing an accessible environment, offering equal opportunities and protecting disabled people from discrimination. 
Some challenges are also identified in implementing the Social Model of Disability. For example, several public buildings, transport systems and digital services are still inappropriate for disabled people. Still, there are negative attitudes, limited funding and a lack of awareness of disability which have resulted in social barriers for disabled people. These highlight that despite the promotion of the Social Model of Disability concept and changes in policies; there are more improvements required to ensure inclusion and person-centred care for everyone.
Application of the concept in practice 
The Social Model of Disability influences health and social care policies and practices by shifting the attention from the individual impairment to that of the environmental, social and institutional barriers that often restrict participation. The approach is considered to be supporting the person-centred care by encouraging professionals to recognise different strengths, preferences and the rights of individuals rather than considering the medical condition alone (Molnar et al., 2024). In practice, the model promotes equality, inclusion and independent living with the help of accessible services, various collaborative decision-making processes and the respect for individual autonomy. 
One of the major applications for the Social Model of Disability is in the health and social care legislation and policy. In the UK, the Equality Act 2010 requires the health and social care organisations to eliminate any kind of discrimination and make some reasonable adjustments for people with disabilities (UK Government, 2020). These adjustments can include providing wheelchair-accessibility facilities, accessible communication, such as Braille or easy-read documents and a hearing loop system along with inclusion of flexible appointment arrangements. Such measures force the removal of barriers that prevent disabled individuals from accessing healthcare and the social support services on an equal basis with other people. Similarly, the Care Act 2014 promotes independence, well-being and personalised care by requiring local authorities for the improvement of individuals in the decisions regarding their respective care and support (Munson, 2025). It significantly focuses on understanding the strengths and considering the desired outcomes rather than focusing on the limitations. 
The principles of the social model are mainly reflecting the UN Convention on the Rights of Persons with Disabilities (UNCRPD), which recognises the rights of disabled people for accessing the healthcare facilities, education and employment along with community life without any discrimination (United Nations, 2020). Consequently, many of the organisations have also introduced inclusive practices, improved physical accessibility and adopted communication methods that meet the needs of individuals with different disabilities. The respective developments have strengthened the overall person-centred care by enabling individuals to exercise greater choice, dignity and the control over their lives. 
In everyday health and social care practice, the model significantly encourages a multidisciplinary team that includes nurses, doctors, physiotherapists, social workers and the occupational therapists for collaboratively working with different service users and their families. Care planning is majorly based on sharing various decision-making processes, respecting individual preferences and removal of any environmental barrier for managing the medical condition (Rosca et al., 2023). For instance, occupational therapists can recommend home adaptations while the social workers can arrange various community support, and the personal budget can be enabling individuals to maintain independence and a better quality of life. 
Despite various positive attributes, the application of the social model in practice also initiates some challenges. Many health and social care services continue to operate in the predominantly medical model where various diagnosis and treatment receive a greater priority than any social inclusion (Henderson et al., 2026). Limited funding and the shortage of employees along with inadequate disability awareness training can also restrict organisations from providing fully accessible and some personalised services. Additionally, the model places a greater emphasis on various social barriers while giving insufficient attention for the effect of pain, chronic illness and the complex impairment. 
Recommendations for policy and practice
Improving disability awareness and professional training is a key recommendation. Health and social care organisations should provide regular training to their employees related to the Social Model of Disability and person-centred care for all staff.  Training should help professionals to understand that disability is often caused by barriers in society rather than individuals' impairments. It should focus on improving communication skills and increasing awareness of equality and human rights. The recommendation argued to encourage staff to involve service users in decisions about their care. Continuous professional development can help to reduce negative attitudes and unconscious bias towards disabled people. Organisations should monitor the effectiveness of training through feedback from staff and service users. Better knowledge and understanding among professionals will help to improve the quality of care and promote inclusion. 
Another strategic recommendation is to improve accessibility and digital inclusion. Health and social care providers should continue to improve their accessibility of both physical and digital services. To meet the needs of disabled people, organisations can create lifts, accessible toilets and include clear signs (Tsami and Chrysikou, 2024). Digital health care services should be designed to meet the needs of people with different disabilities. They can offer information in accessible formats, such as Easy Read, Braille, Large print and others. The government should provide sufficient funding to help organisations make this improvement. Service users should also be involved in planning and evaluating accessibility so that changes reflect their real experiences and needs. Offering accessible and digital inclusion will reduce barriers, increase equal access to healthcare and support better patient-centred care.
Strengthening person-centred care can be possible with a greater involvement of different service users in planning, delivery and evaluating services. Disabled individuals can be recognised as experts in their own experiences and actively focus on participating in decisions regarding their care. Health and social care organisations need to establish consultation groups, advisory panels and a regular feedback system that allows service users to influence policy development and service improvement. Co-production ensures that services majorly designed around the actual needs of people rather than considered in professional assumptions which can result in effective and responsive care (Makey et al., 2023). Additionally, effective partnership working between the healthcare professionals, different local authorities, voluntary organisations and disability advocacy groups can also enable better coordinated and holistic support. Shared care planning, inclusion of communication systems and multidisciplinary teamwork can help in reducing service fragmentation while also ensuring that individuals receive appropriate support without any unnecessary delays or duplication. 
Policymakers are needed to strengthen monitoring and accountability mechanisms for ensuring that the disability legislation is properly implemented. Different laws such as the Equality Act 2010 provides important legal protections, compliance varies between various organisations. Regular inspections, accessibility audits and service evaluation is required to be conducted to identify various areas requiring improvement (Debevc et al., 2023). Organisation can publish measurable outcomes that are related to accessibility, quality and service user satisfaction for encouraging transparency and inclusion of continuous quality improvement. Health and social care policy needs to adopt a balanced approach that can combine the strengths of the social model and also the medical model. 
Conclusion 
The Social Model of Disability has transformed the overall understanding of disability by recognising that social, environmental and attitudinal barriers rather than any impairments alone that limit the participation of the disabled people. Unlike any other traditional medical model, it mainly focuses on promoting equality, inclusion and independence by encouraging society to remove barriers and creating an accessible environment. The essay has majorly examined the development of social model highlighting its respective origin with the disability rights movement and the influence on the health and social care policies and various practices. Despite various contributions the model faces challenges that include inconsistent implementation, limitation of resources and criticism for placing insufficient emphasis on the impact of impairments. Hence, inclusion of a balanced approach can combine the strengths of the social model with the appropriate medical support which is necessary. Strengthening of professional training, promoting partnership working and further enhancement of accountability along with health and social care services can deliver more inclusive, equitable and person-centred care for the individuals with disabilities by ensuring coordinated evidence-based practice, continuous learning, shared decision-making consistently.
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