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This essay critically examines the Social Model of Disability as a framework that supports person-centred health and social care. The discussion outlines the model’s development, explores key criticisms and responses, and considers its application in both policy and professional practice. Finally, recommendations are made for improving outcomes for disabled people. Health and social care practice is informed by a range of theories, concepts, and models that help professionals understand needs, shape services, and improve outcomes. These frameworks are important because they guide responses to inequality, promote ethical practice, and support person-centred care. Person-centred care has become a central principle within modern services, emphasising dignity, autonomy, partnership, and tailoring support to the needs of each individual. 
The Social Model of Disability is a particularly important framework among those that inform person-centred practice. It argues that social barriers, rather than impairment alone, are what disable people. The Social Model is needed because traditional medical approaches often individualise disability rather than addressing discrimination and inaccessible systems. This viewpoint has profoundly shaped disability rights, legislation, policy reforms, and professional practice.
[bookmark: _Toc228275494]The Emergence and Evolution of the Social Model of Disability
The Social Model of Disability emerged in the United Kingdom during the 1970s through activism led by disabled people who were dissatisfied with being viewed as passive recipients of welfare, charity, or medical care. A key organisation in its development was the Union of the Physically Impaired Against Segregation (UPIAS), which argued that disabled people were disadvantaged not because of their bodies, but because society excluded them through inaccessible environments, segregation, and prejudice (UPIAS, 1976).
UPIAS introduced an important distinction between impairment and disability. Impairment referred to a physical, sensory, cognitive, or mental condition, whereas disability referred to the restrictions imposed by society. This marked a major shift because it transferred responsibility from the individual to institutions, governments, and wider social attitudes.
The concept was later refined academically by Mike Oliver, who formally coined the term "Social Model of Disability" (Oliver, 2013). He argued that disability constitutes a form of oppression, as disabled people are barred from equal participation in employment, education, transport, housing, and healthcare. The model challenged the traditional medical model, which focused on diagnosis, treatment, rehabilitation, and cure.
Within the medical model, disabled people were often viewed as abnormal or dependent, while healthcare professionals were positioned as experts. In contrast, the Social Model promoted citizenship, rights, self-determination, and accessibility. This was significant because it empowered disabled people to advocate for themselves and demand systemic change. Over time, the Social Model has influenced inclusive education, independent living movements, accessible design, and anti-discrimination legislation. It has also shaped global policies, such as the United Nations Convention on the Rights of Persons with Disabilities, which defines disability as arising from the interaction between impairments and environmental barriers (United Nations, 2006).
Nonetheless, the model has continued to evolve. According to Watson, Roulstone and Thomas (2019), contemporary disability studies increasingly consider identity, intersectionality, care, and embodiment alongside structural barriers. This demonstrates that although the Social Model remains relevant, it has adapted to reflect new understandings of inequality.
[bookmark: _Toc228275495]Critiques of the Social Model and Responses
Despite its influence, the Social Model has been criticised in several respects. One common criticism is that it may understate the lived reality of pain, illness, fatigue, or degenerative conditions. Certain limitations arise directly from impairment and cannot be removed solely through social change. According to Tom Shakespeare (2018), disability is better understood as an interaction between bodily realities and social restrictions.
The biopsychosocial model offers an alternative perspective, suggesting that disability emerges through the interaction of biological impairment, psychological wellbeing, and social environment (Shakespeare, 2018). This approach is particularly relevant for individuals with complex or fluctuating conditions such as chronic pain, multiple sclerosis, or severe anxiety, where barriers may result from both symptoms and inaccessible services. It recognises that effective support may require medical treatment, emotional support, and environmental adaptation simultaneously.
However, some critics argue that the biopsychosocial model can become overly individualised if it focuses on coping strategies without sufficiently challenging discrimination or structural inequality (Adam, Vehmas and Teittinen, 2023). For this reason, many scholars maintain that the Social Model remains essential because it foregrounds rights, citizenship, and collective responsibility, while the biopsychosocial model can complement it by addressing embodied health needs. For example, even within a fully accessible environment, a person experiencing chronic pain may still require medical treatment, medication, or practical support. As a result, some scholars argue that the original distinction between impairment and disability may be too rigid.
A second criticism is that early versions of the Social Model did not always fully reflect the experiences of people with learning disabilities, autism, dementia, or mental health conditions, as it was initially shaped largely by physically disabled activists. Later developments, such as the cultural model of disability, have attempted to incorporate these diverse experiences by emphasising identity and relational factors alongside structural barriers (Goodley, 2017). These groups may experience dependency, stigma, communication barriers, or changing support needs that require more nuanced understandings of disability (Thorneycroft, 2024).
A third criticism concerns implementation. Some organisations adopt the language of empowerment, inclusion, and accessibility while failing to make meaningful structural changes. Although policies may appear progressive, services may remain inaccessible, underfunded, or professionally dominated. Responses to these criticisms emphasise that the Social Model was never intended to explain every aspect of illness or embodiment. According to Oliver (2013), it was primarily a political tool designed to expose oppression and redirect attention toward removing barriers. Recent research suggests that the model remains highly valuable when combined with more relational approaches that acknowledge inequality, identity, and care needs (Adam, Vehmas and Teittinen, 2023). Therefore, many scholars argue that the Social Model should be modernised rather than rejected, while retaining its core principle that society plays a major role in disabling people.
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UK health and social care policies have been profoundly shaped by the Social Model. A prime example is the Equality Act 2010, which mandates that organisations make reasonable adjustments for disabled people. In healthcare, this may include wheelchair access, hearing loops, communication support, longer appointments, and information in alternative formats.
According to the Department of Health and Social Care (2021), the National Health Service Constitution promotes patient involvement, dignity, respect, and the reduction of inequality. These principles reflect both the Social Model and person-centred care because they require services to respond to individual needs. The Care Act 2014 promotes wellbeing, prevention, independence, and personal choice in adult social care. Personal budgets and direct payments empower disabled people with greater control over daily living decisions and support arrangements (Disability Rights UK, 2023).
At a global level, the World Health Organization has highlighted continuing inequalities in healthcare outcomes, treatment, and access experienced by disabled people (World Health Organization, 2022). This demonstrates that although policy progress has been substantial, it remains incomplete. It embodies the social model’s focus on barrier removal, while underscoring enduring environmental and attitudinal challenges—especially in resource-limited settings.
[bookmark: _Toc228275497]Application to Health and Social Care Practice
Rather than viewing disability as an individual problem, the Social Model encourages professionals to focus on barriers within everyday practice. For example, if a wheelchair user misses appointments, the issue may not be non-engagement but inaccessible buildings or transport. If a person with learning disabilities struggles to understand treatment options, the barrier may be inaccessible communication rather than incapacity.
Examples of Social Model practice include easy read information, Braille or audio materials, sign language interpreters, assistive technology, home adaptations, advocacy, and collaborative care planning. These approaches enable individuals to take a more active role in decisions affecting their health and wellbeing.
Additional barriers may be less visible but equally significant. Digital exclusion can occur when online booking systems are incompatible with screen readers or use inaccessible layouts. Autistic people may experience distress in crowded or overstimulating waiting areas, while people with mobility impairments may be unable to access examination equipment that is not height-adjustable. Communication barriers may also arise when appointments are rushed or professionals fail to use plain language. These examples demonstrate that disability is often produced through organisational design rather than impairment alone (NHS England, 2023). Because it recognises disabled people as experts in their own lives, such practice strongly reflects person-centred principles. According to Cree and McCulloch (2023), anti-oppressive practice, collaboration, and service-user empowerment are increasingly central to contemporary social work.
Implementation, however, remains uneven. According to Gooderham et al. (2025), some disabled people report poor communication, low expectations, or dismissal of concerns, suggesting that ableist attitudes continue to shape healthcare experiences. Another issue is diagnostic overshadowing, where symptoms are wrongly attributed to disability rather than being properly investigated. For example, studies show that people with learning disabilities are significantly more likely to die prematurely because unmet health needs may go unrecognised (Office for National Statistics, 2024). Financial pressures create further barriers. Staff shortages reduced local authority funding, and time-limited appointments can make genuinely individualised care more difficult to provide (House of Commons Library, 2024). Consequently, policy ambitions do not always translate into practice.
[bookmark: _Toc228275498]Recommendations for Policy and Practice
Several recommendations emerge from this discussion. First, all health and social care providers should receive mandatory disability equality training. This should include communication needs, unconscious bias, legal duties, and co-produced learning led by disabled people. Second, stricter accessibility standards should apply to buildings, transport, websites, and appointment systems. Digital inclusion is now just as important as physical accessibility (NHS England, 2023).
Third, co-production should become standard practice. Disabled people should be actively involved in designing, monitoring, and evaluating services to ensure policies authentically reflect lived experiences. Co-production should also include diverse disabled voices, particularly those from minority ethnic communities, lower-income groups, and other marginalised populations who may experience multiple disadvantages. An intersectional approach can help services recognise that disability inequality is not experienced uniformly and may be intensified by poverty, racism, age, or gender (Watson, Roulstone and Thomas, 2019). Fourth, social care funding should better support independent living through community services, preventative support, personal assistance, and respite care.
Fifth, medical and social approaches should be integrated within healthcare through a biopsychosocial framework. Alongside meeting treatment needs through clinical interventions, services must also remove barriers to inclusion and participation through measures such as flexible scheduling, peer support, and accessible communication.
Finally, targeted action is needed to reduce the inequalities faced by disabled people, particularly those who experience multiple forms of disadvantage.
[bookmark: _Toc228275499]Conclusion
The Social Model of Disability continues to serve as one of the most influential frameworks underpinning person-centred health and social care. Emerging from activism in the 1970s, it challenged deficit-based understandings of disability by demonstrating that many disadvantages arise from discriminatory attitudes and inaccessible systems rather than impairment alone. The model has influenced legislation, policy, independent living movements, and professional practice. It has promoted autonomy, dignity, accessibility, and participation in decision-making.
Critiques concerning pain, embodiment, and diversity of experience are valid, but they have also strengthened the model by encouraging more nuanced interpretations. Despite notable progress, disabled people still face persistent health inequalities and structural barriers. This highlights that the Social Model's principles have yet to be fully realised in practice. Overall, the Social Model remains a powerful guide for creating fairer and more inclusive services. When combined with adequate resources, co-production, and recognition of health needs, it can continue to support genuinely person-centred care.
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