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1. Introduction
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ESSAY STRUCTURE: SOCIAL MODEL OF DISABILITY                       
The​‍​‌‍​‍‌​‍​‌‍​‍‌ Social Model of Disability considers the disabilities not as the lack of the individual, but a result of the society that has created various barriers for the impaired people and, thus, examples of such barriers are a wheelchair user being prevented from going up the stairs (the answer being a ramp) or a visually impaired person not being able to read a book (the answer being an audio recording) and, therefore, changing the whole idea of the problem from "making the person better" to "changing the environment and people’s ​‍​‌‍​‍‌​‍​‌‍​‍‌mindset.
                                                                                                                                                                                                                                                                                                                   
                                                                                                                                                                                                                                                                                                                       (Nurse Door,2022)
Examples of the Social Model in Action                                                                                                                                                                                                                                                                  
The Social Model of Disability
The Social Model of Disability highlights those societal structures, rather than individual impairments, create challenges for people with disabilities. The barriers can be categorized as follows: 
· Organisational Barriers: These occur when societal systems are inaccessible, such as a hospital audiology department that permits appointment booking only by phone, making it difficult for disabled individuals (Barnes & Mercer,2003).
· Physical Barriers: These include physical structures that hinder accessibility, like buildings with stairs but no ramps or lifts, preventing access for disabled individuals to public spaces (Oliver, M. 1996)
· Attitudinal Barriers: Negative attitudes towards disabled individuals lead to discrimination and a lack of respect. For instance, some people may address a disabled person’s assistant instead of the individual, creating a hostile environment.
· Workplace Adjustments.
Adjustments like flexible hours, accessible software, and workspace modifications are crucial for enabling disabled employees to thrive. The social model posits that it is the workplace that needs change, not the individual (Barnes & Mercer, 2003). They emphasize that rigid policies and poor design contribute to disabling conditions, and adjusting reflects a commitment to inclusivity.
· Captioning and Subtitles
Adding captions to videos and meetings removes communication barriers for Deaf and hard-of-hearing individuals, ensuring equal access. This modification enhances the communication environment rather than placing responsibility on the individual. According to Shakespeare (2013), many communication barriers arise from environmental factors, rather than the individuals themselves, and can be addressed through accessible formats like captioning.


Why the Social Model of Disability Is Important and Why We Need It.

The​‍​‌‍​‍‌​‍​‌‍​‍‌ social model of disability matter because it affects the way society comprehends disability. The model argues that disability should not be considered as a problem that results only from a person's physiological or psychological difference but rather that most difficulties arise due to social and environmental obstacles, i.e. those that include the lack of access to the buildings, the presence of negative attitudes, and the inflexibility of the systems. Such a change helps to support the principles of equality and inclusion as it is more likely that the society will be willing to get rid of the obstacles instead of demanding that individuals change themselves (Oliver, ​‍​‌‍​‍‌​‍​‌‍​‍‌1990).
We need​‍​‌‍​‍‌​ social model because, it is the model that underpins the concepts of equal rights and human rights. It points out that discriminations are largely attributed to the frameworks of societies rather than to the individuals. By acknowledging this, governments, schools, and workplaces can not only redesign their structures to be more inclusive, but also thereby, enable disabled people to have more independence, dignity, and participation (Shakespeare, 2013). Besides, the model is also a source of power for the disabled community as it lets them have a bigger say in the decisions that concern their lives (Barnes & Mercer, 2003). In brief, the social model is necessary to help build a society in which the disabled can participate as equals because the world is changing to suit them, not vice ​‍​‌‍​‍‌​‍​‌‍​‍‌versa.

2.Development of the Social Model of Disability​‍​‌‍​‍‌​‍​‌‍​‍‌ 
Individuals with varying capabilities began to challenge their existence in the 1960s and 1970s, significantly influenced by the major civil rights movements of the time. They questioned why so many of them ended up in institutions and faced exclusion. Disabled people began to share and analyse their experiences, which challenged societal stereotypes about their capabilities and how they should live. They confronted the exclusion, discrimination, and lack of choice and control that they observed in their daily lives, as well as the pervasive negative attitudes in society. This period marked the origin of the Disability People's Rights Movement (Inclusion London, 2015).

The movement's first phase included significant events, such as the rise of the Union of the Physically Impaired Against Segregation (UPIAS) and the Liberation Network of People with Disabilities. Crucially, these organizations were run by and for disabled people, providing them with opportunities to expand their political awareness and participate directly in campaigns for radical change. Many founding members of UPIAS were individuals living in institutional care homes who wanted to escape these settings to live as other citizens, enjoying freedom and control over their lives and relationships. They began to redefine disability as a human rights and equality issue rather than a medical or charitable one. These organizations demanded freedom and control over their lives and actively organized societal changes necessary for disabled people to have the same rights and opportunities as others (for instance, the evolution of the "pillars of independent living").

The model that explains how society disables people is known as the Social Model of Disability. Over the past 40 years, the Social Model has been developed, challenged, and improved, but it remains the primary theory of disability and the most effective framework for achieving equal rights and genuine social change for disabled individuals.

The Social Model of Disability was created by disabled people as a tool to recognize and combat their oppression and exclusion. It emerged as a response to prevailing models at the time, which regarded disability as an individual medical problem that needed to be cured or limited. These traditional models portrayed disabled individuals as "unfortunates" in need of pity and care provided by segregated charitable services. 

A diagram depicting the Medical Model of Disability, along with its concepts and assumptions, is presented below.
[image: ]
The medical model categorizes symptoms, differences in mechanisms, below-average functioning based on standardized measures, and the resulting challenges in life using terms such as "Disability," "Disease," "Dysfunction," and "Disorder." 
This approach focuses on identifying the "problems" within individuals but often overlooks their needs. We believe that it sets expectations too low, which may lead individuals to gradually lose their independence, freedom of choice, and control over their lives.[image: ]
The Social Model of Disability
The Social Model of Disability emerged from the Disability Rights Movement of the 1960s and 1970s, which was led by disabled individuals, such as the Union of the Physically Impaired Against Segregation (UPIAS) in the UK. This model asserts that disability is not defined by the impairment itself, but rather by the barriers—physical, attitudinal, and systemic—created by society that exclude people with disabilities. The Social Model stands in opposition to the Medical Model, which views the issue as being inherent to the person. Instead, the Social Model focuses on changing the environment, such as adding ramps, providing accessible information, and shifting attitudes, to achieve equality. The term "Social Model" was coined by academic Mike Oliver in 1983, marking a foundational moment for Disability Studies.
Barriers can manifest in various ways. Organizational barriers occur when societal structures create challenges for disabled individuals. For example, a hospital's audiology department may only allow appointments to be scheduled over the phone, while an optometry department sends letters to patients only in standard print. Such inaccessible systems make everyday tasks, like arranging appointments, significantly more difficult for disabled people. 
Physical barriers refer to aspects of our environment that are not accessible to everyone. For example, buildings that have steps but lack ramps or elevators pose challenges for individuals with disabilities. Additionally, some buildings may have an accessible ground floor but make the upper floors inaccessible. Consequently, disabled individuals are physically unable to access certain public buildings and spaces within our communities. 
Attitudinal barriers refer to the negative perceptions that people may hold towards individuals with disabilities. These barriers often manifest in the form of underestimating the abilities or intelligence of disabled individuals, leading to discriminatory attitudes, bullying, lack of respect, and unequal treatment. For instance, it is common for some individuals to address a disabled person's assistant or companion instead of speaking directly to the disabled person themselves. Such attitudes contribute to a hostile environment for individuals with disabilities, where discrimination is prevalent. ​‍​‌‍​‍‌​‍​‌‍​‍‌
The model played a central role in the global movements advocating for the rights of individuals with disabilities during the 1990s and 2000s. As a result, it significantly influenced various legislative frameworks, including the UK's Disability Discrimination Act of 1995 and the subsequent UN Convention on the Rights of Persons with Disabilities established in 2006.
Application of the concept in practice
The social model of disability argues that people are disabled not by their impairments but by their barriers in society physical altitudinal organisational and cultural. Since the 1990s this model has increasingly shaped UK health and social care policy and everyday practice. 
1. Legislation and policy influenced by the social model 
Equality act 2010 
· This requires service to remove or reduce barriers for instance ramps wider doorways accessible toilets (Equality act 2010)
· Encourages reasonable adjustments such as sign language interpreters’ accessible appointment systems or adapted equipment
· Moves responsibility from the individual to the organisation reflecting the social model of disability (Shakespear T,2013)
Care act 2014 
· Promotes independence choice and control for disabled adults (UK government,2014) 
· Introduced personal budgets so people can fund care that suits their lifestyle rather than being restricted to standardised services (Care Act 2014)
· Encourages social inclusion and community participation aligning with removing social barriers (Shakespear T 2013) 
NHS long term plan (2019)
· Encourages UK health and social care sectors to adopt rights based barrier removal approaches 
· Reinforces the idea that disability is a social justice issue not a medical failure 

2. Practice in health and social care settings
· Accessible environments such as ramps, lifts, tactile signage, hearing loops and accessible transports for appointments 
· Inclusive communication: easy read documents, BSL interpreters, Staff trained in alternative communication methods and adjusted appointments lengths for people with learning disabilities 
· Person centred care planning: focusing on what the individual wants not just their diagnosis, collaboration with families’ carers and advocates and encouraging that individuals’ independence and autonomy
· Employment and workforce inclusion; reasonable adjustments for disabled employees in health and social care and policies aimed at reducing discrimination and improving representation

3. Challenges in Implementing the Social Model
The application of the social model of disability in health and social care faces significant challenges. One major issue is the continued dominance of the medical model in clinical settings, where professionals prioritize diagnosing and treating impairments over addressing broader social barriers. This results in inconsistent support, with some services making proactive adjustments while others offer minimal assistance.
Funding limitations further complicate the situation, as many organizations struggle to provide accessible facilities, specialized equipment, and necessary staff training. Critics also argue that the social model can overlook the real effects of certain impairments, such as chronic pain or complex health conditions, suggesting that individuals may still require medical support along with social changes. Thus, despite its influence, the social model's application is often uneven and constrained by financial, cultural, and organizational factors (Shakespeare, 2013).
Recommendations for policy and practice	
Based on the issues raised, the following recommendations have the potential to enhance outcomes in the health and social care sectors:
1. Strengthen Integration Between Social and Medical Models
It is essential for services to adopt the biopsychosocial model, which not only recognizes the impact of impairments but also maintains a strong commitment to anti-discrimination (Shakespeare, 2013). This approach helps to overcome the limitations associated with relying solely on one model.
2. Increase Funding for Accessibility and Reasonable Adjustments
Financial resources are crucial for ensuring access to buildings, education, and the communication of rights for individuals with disabilities. This includes providing the necessary equipment and ongoing awareness training. A consistent funding source would enable organizations to comply with their legal obligations more effectively under the Equality Act 2010.
3. Enhance Employee Training on Disability Equality 	
Health and social care professionals should participate in a mandatory training program that encompasses both theoretical knowledge and practical applications of the social model. This initiative aims to reduce barriers stemming from attitudes and ensure that staff members are equipped with the tools to foster inclusivity (Barnes & Mercer, 2010).
4. Enhancing the Involvement of Disabled Individuals in the Co-Production Process
The development of policies and services should stem from a partnership between organizations representing disabled individuals and the designers. This collaboration ensures that lived experiences serve as the primary foundation for decision-making and service design (Oliver & Barnes, 2012). 

Conclusion: 
The social model of disability has been crucial in changing the perception of disability policy, emphasizing societal barriers over individual conditions. However, its application in health and social care is often restricted by the dominant medical model, funding challenges, and the complexities of certain impairments. Enhancing practice could stem from better integration of these models, improved training, increased accessibility, and more collaboration with disabled individuals.
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