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Introduction -Social Model of Disability
The Social Model of Disability is a central framework within contemporary health and social care, offering an alternative to the traditional medical model that views disability as an individual pathology. Emerging in the 1970s through the activism of disabled people’s organisations such as the Union of the Physically Impaired Against Segregation (UPIAS), the model reframed disability as a socially created form of exclusion. According to the social model, it is not impairment itself that disables individuals, but the structural, environmental and attitudinal barriers embedded within society (UPIAS, 1976; Oliver, 1990). This reconceptualization positioned disability as a matter of social justice rather than medical deficit and thus played a crucial role in advancing ideas of autonomy, rights, participation and equality.
The model is particularly important because it underpins contemporary approaches to person-centred care, which emphasise dignity, choice and empowerment. By shifting attention away from what individuals “cannot do” towards the societal barriers that restrict their participation, the social model aligns closely with policy commitments to equality, accessibility and user involvement in care planning (Shakespeare, 2013). It also provides the conceptual foundation for rights-based legislation and inclusive practices across health and social care services.
Since its emergence, the social model has undergone significant development. While foundational in disability activism and policy, the model has been subject to critique. Scholars have argued that its strict distinction between impairment and disability oversimplifies lived experiences, particularly for those with chronic illness, pain or mental health conditions (Thomas, 2004). Feminist disability theorists further argue that the model pays insufficient attention to embodiment, care relationships and dependency, which are significant aspects of many disabled people’s lives (Kittay, 1999). Additionally, critics from the global South argue that the model reflects Western assumptions about infrastructure and welfare provision, limiting its relevance in contexts shaped by poverty and limited resources (Grech, 2015).
Nevertheless, responses to these critiques have led to more nuanced versions of the model, such as relational and intersectional approaches, which integrate bodily experience with structural analysis. Despite its limitations, the social model remains a vital conceptual tool for understanding how health and social care environments can either enable or disable individuals and is fundamental to achieving person-centred and inclusive practice.





The development of the chosen concept 
The Social Model of Disability emerged in the 1970s as a direct challenge to the dominant medical model, which framed disability as an individual problem caused by physical or cognitive impairments. Its origins lie in the political activism of disabled people in the United Kingdom, particularly the Union of the Physically Impaired Against Segregation (UPIAS). In their influential 1976 document, UPIAS argued that disability is not an inevitable consequence of impairment but is instead created by social, environmental and attitudinal barriers that exclude and oppress disabled people (UPIAS, 1976). This marked a major conceptual shift, redefining disability as a form of structural disadvantage rather than a personal tragedy.
The sociologist Mike Oliver later formalised these ideas and coined the term social model of disability in the 1980s. Oliver (1990) transformed disability activism into a coherent theoretical framework, arguing that society must change to remove disabling barriers. His work helped establish disability studies as an academic field and supported broader campaigns for civil rights, independent living and anti-discrimination legislation.
Over time, the model has been influential in shaping policy and practice across the UK and internationally. It underpinned significant reforms, including accessibility standards, equality policies and the shift towards person-centred and rights-based approaches in health and social care (Shakespeare, 2013). Its emphasis on empowerment and participation aligns strongly with contemporary commitments to user involvement and autonomy.
Despite its impact, the social model has faced substantial critique. One major criticism concerns its strict distinction between impairment and disability, which some argue oversimplifies lived experiences. Scholars contend that the model underplays the role of the body, especially for people with chronic illness, pain or mental health conditions (Thomas, 2004; Shakespeare, 2013). Feminist disability theorists also highlight that the model neglects the relational and emotional dimensions of care, failing to acknowledge dependency and interdependence as significant aspects of disabled lives (Kittay, 1999). Furthermore, critics from the global South argue that the model is rooted in Western assumptions about welfare systems and accessible infrastructure, limiting its applicability in low-income contexts where poverty and lack of resources are central to disability (Grech, 2015).
In response to these critiques, more nuanced approaches have developed. The social relational model (Thomas, 2004) incorporates both structural oppression and embodied experience, offering a more holistic understanding. Intersectional and critical disability studies perspectives have expanded the model further to include considerations of race, gender, class and global inequality. Although the social model has evolved, its core principle that disability is socially constructed remains central to inclusive policy, equality legislation and person-centred health and social care practice.


Application of the concept in practice
The Social Model of Disability has fundamentally shaped health and social care policy and practice by shifting the focus from individual impairments to the social, environmental, and institutional barriers that restrict participation. Its core principle that disability is socially constructed rather than solely caused by physical or cognitive impairments has influenced legislation, service design, and professional practice, promoting person-centred and rights-based approaches (Oliver, 1990; Shakespeare, 2013).
In the UK, the model has underpinned key legal frameworks, including the Disability Discrimination Act 1995 and the Equality Act 2010, which obligate organisations to remove barriers and make “reasonable adjustments” to enable disabled people to access services equally (Great Britain, 2010). These policies reflect the model’s emphasis on societal change rather than attempting to “fix” the individual, aligning with broader principles of inclusion, empowerment, and social justice. The social model has also informed the personalisation agenda, encouraging self-directed support and personal budgets that enable disabled people to control the design and delivery of their care (Glasby and Littlechild, 2009). This approach demonstrates the model’s relevance to person-centred care, as it prioritises autonomy, choice, and participation.
At the practice level, the model has influenced the adoption of inclusive policies, accessibility standards, user involvement in service planning, and co-production approaches. Health and social care practitioners are encouraged to assess how organisational routines, inaccessible environments, or discriminatory practices may impede participation, rather than solely focusing on individual deficits (Barnes and Mercer, 2010). Examples include modifications in clinical settings, the provision of accessible communication methods, and community-based initiatives aimed at inclusion.
However, several challenges have emerged in implementing the social model. One key issue is the policy–practice gap, where organisational constraints, resource limitations, and staff shortages prevent full realisation of inclusive policies (Shakespeare, 2013). Critics also argue that the model may insufficiently address the embodied experiences of people with chronic illness, pain, or fluctuating conditions, creating difficulties in balancing structural adaptations with individual health needs (Thomas, 2004). Furthermore, austerity and funding reductions have limited the effectiveness of personalisation initiatives, undermining service users’ ability to exercise choice and control (Briant et al., 2013). Despite these limitations, the social model continues to provide a vital conceptual foundation for inclusive practice, offering guidance for reducing systemic barriers and enhancing person-centred care.
In summary, the social model has been influential in shaping legislation, organisational policy, and professional practice. While challenges remain, particularly in implementation and addressing complex health needs, its emphasis on removing societal barriers and promoting autonomy remains central to inclusive health and social care.

Recommendations for policy and practice
The Social Model of Disability provides a framework for understanding disability because of social, environmental, and institutional barriers, rather than individual impairments. Applying this model in health and social care policy and practice highlights the need for structural change, inclusive service design, and person-centred approaches that prioritise autonomy, participation, and rights (Oliver, 1990; Shakespeare, 2013).
A key recommendation is that health and social care policy should embed rights-based approaches across all service provision. Legislation such as the Equality Act (2010) provides a legal framework to promote inclusion, but active enforcement and monitoring are essential to ensure organisations comply with accessibility standards. Policies should require the removal of physical, digital, and communication barriers, ensuring that services are usable by individuals with diverse impairments (Barnes and Mercer, 2010). Embedding inclusion in policy supports the creation of equitable systems that reflect the principles of the social model.
Workforce development is another critical recommendation. Health and social care professionals must receive ongoing training in disability awareness, inclusive practice, and the social model’s principles. Training should focus on recognising structural barriers, addressing unconscious biases, and promoting autonomy, interdependence, and person-centred care (Kittay, 1999; Thomas, 2004). By strengthening staff knowledge and skills, organisations can translate the social model from theory into everyday practice, ensuring that disabled people experience real improvements in access and empowerment.
The personalisation and co-production agenda should also be strengthened. Mechanisms such as personal budgets and self-directed support must be adequately resourced, giving disabled people genuine control over the design and delivery of their care (Glasby and Littlechild, 2009). Involving service users in planning, decision-making, and evaluation ensures that policies are responsive to lived experiences, promoting inclusion, autonomy, and social participation.
Cross-sector collaboration is vital to address broader systemic barriers. Health, social care, housing, education, and transport sectors must coordinate to remove obstacles that limit participation. Joint planning reduces service fragmentation, improves accessibility, and tackles social determinants of disability that extend beyond individual care provision (Shakespeare, 2013).
Finally, research and evaluation should guide ongoing improvement. Continuous assessment of accessibility initiatives, personalisation programmes, and anti-discrimination policies can identify gaps and inform policy adaptation, particularly for people with chronic illness or complex care needs (Thomas, 2004; Briant et al., 2013). Evidence-based evaluation ensures that interventions remain effective and responsive.
In summary, implementing these recommendations removing structural barriers, investing in workforce development, promoting personalisation, fostering collaboration, and monitoring outcomes ensures the social model of disability informs inclusive, equitable, and person-centred health and social care.

Conclusion
The Social Model of Disability represents a paradigm shift in understanding disability, framing it as a socially constructed phenomenon caused by environmental, institutional, and attitudinal barriers rather than individual impairments (Oliver, 1990; UPIAS, 1976). This perspective challenges the traditional medical model and underpins person-centred care, emphasising inclusion, autonomy, and empowerment for disabled individuals (Shakespeare, 2013). By highlighting the social factors that create disabling conditions, the model provides a framework for policy and practice that promotes equality and participation.
The development of the social model was driven by activism and academic scholarship, particularly the contributions of UPIAS and Mike Oliver, who formalised its principles into a coherent theoretical framework (Oliver, 1990). Critiques of the model have highlighted limitations, including its strict separation of impairment and disability, limited attention to embodiment and relational aspects of care, and its Western-centric assumptions that may not fully account for poverty or global inequalities (Kittay, 1999; Thomas, 2004; Grech, 2015). In response, more nuanced approaches such as the social relational model and intersectional frameworks have emerged, integrating lived experience and structural analysis while retaining a focus on removing social barriers.
In practice, the social model has informed legislation, accessibility standards, workforce development, personalisation initiatives, and co-production approaches, all aimed at promoting inclusive and rights-based care (Barnes and Mercer, 2010; Glasby and Littlechild, 2009). However, challenges persist, including resource limitations, organisational culture, and balancing individual health needs with structural change (Shakespeare, 2013; Briant et al., 2013).
Recommendations to enhance policy and practice include embedding rights-based approaches, improving workforce competence, strengthening personalisation, fostering cross-sector collaboration, and monitoring outcomes to ensure effectiveness. Overall, the social model remains a vital tool for shaping inclusive health and social care, guiding services toward the removal of barriers and the promotion of autonomy, participation, and equity for disabled people.
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