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TITLE: The social Model of Disability: A Critical Exploration of its influence on Health and Social Care Policy and Practice

Disability has historically been understood through different perspectives, with the Medical Model of Disability being one of the most influential approaches. The Medical Model views disability mainly as an individual problem caused by impairment, illness or physical limitation. As a result, responses have traditionally focused on treatment, rehabilitation and attempts to enable individuals to adapt to existing systems. While medical support remains important for many disabled people, this approach has been criticised for overlooking the social and environmental factors that contribute to exclusion.
In contrast, the social model of Disability argues that people are disabled not only by their impairments but by the barriers created within society. These barriers can include inaccessible environments, negative attitudes, inflexible services and organisational practices that prevent disabled people from participating equally. Developed through the disability rights movement, the Social Model shifted understanding away from individual limitations and towards the responsibility of society to remove barriers and promote inclusion (Oliver, 1990).
The Social Model particularly important within health and social care because it supports a move towards person - centred practice. Person centred care recognises that disabled people are individuals with their own values, Preferences and goals rather than being defined by their diagnosis or support needs. This approach requires professionals to listen to disabled people, involve them in making in decision making and respect their choices. However, meaningful person- centred care cannot be achieved if services remain inaccessible or if disabled people are excluded from decisions that affect their lives (Health Foundation, 2016). Therefore, the Social Model provides an important framework for understanding how health and social care system can promote autonomy, dignity and independence.
The relevance of the Social Model can also be seen in accessible transport. Transport plays a significant role in enabling disabled people to access employment, healthcare, education and social relationships. However, many disabled people continue Continue to experience barriers caused by unacceptable infrastructure, inadequate communication and inconsistent support. The Equality and Human Rights Commission (EHRC, 2026) highlights that accessible transport is essential for disabled and older people to participate fully in society and exercise their rights, Similarly, UK parliament Transport Committee (2025) identified ongoing concerns regarding inconsistent accessibility and weaknesses in implementation despite existing legal protections.
The assignment will critically explore the development of the Social Model of Disability, including its origins, influence and criticisms. It will then examine how the model has been applied within health and social care policy and practice, particularly through accessible transport and person-centred approaches. Finally, recommendations will be made to improve future policy and practice by strengthening inclusion, accountability and the involvement of disabled people in decision making.
The development of the chosen concept 
The Social Model of Disability emerged during the 1970s as Part of the wider disability rights movement in the United Kingdom. At the time, Disabled people were often viewed through a medical perspective, where disability was understood mainly as an individual condition requiring professional intervention. Disabled activists challenged this understanding by arguing that social structures, rather than impairments alone, were responsible for many experiences of exclusion.
A key influence in the development of the Social Model was the work of the Union of the Physically Impaired Against Segregation (UPIAS). In its publication Fundamental Principles of Disability, UPIAS (1976) distinguished between impairment and disability, arguing that disability was created by social arrangements that restricted the lives of people with impairments. This represented a significant change because it positioned disabled people as facing socially created barriers rather than being naturally dependent or unable to contribute to society.
Michael Oliver later developed these ideas and introduced the term “Social Model of Disability” in his work The Politics of Disablement (Oliver, 1990). Oliver argued that impairment refers to an individual’s physical, sensory or cognitive difference, whereas disability occurs when society fails to accommodate these differences. The model therefore challenged traditional assumptions by suggesting that the solution to inequality was not to “fix” disabled people but to change environments, attitudes and systems. 
The development of the Social Model has a major influence on disability rights, policy and professional practice. It contributed to a shift from seeing disabled people as passive recipients of care towards recognising them as individuals with rights and valuable lived experience. This approach influenced the development of equality legislation in the UK, including the Equality Act 2010, which places duties on organisations to prevent discrimination and make reasonable adjustments for disabled people (UK Government, 2010).
Within health and social care, the Social Model encouraged professionals to consider whether barriers were created by services rather than by the person’s impairment. For example, a disabled person may experience difficulty accessing healthcare not because of their condition, but because information is unavailable is accessible formats, buildings are unsuitable or appointment systems lack flexibility. This perspective supports person centred care by encouraging services to adapt around people’s needs rather than expecting individuals to adjust to unsuitable systems.
The Social Model has also influenced international approaches to disability. The United Nations Convention on the Rights of Persons with Disabilities (UNCRPD) recognises disability as resulting from the interaction between individuals and societal barriers, emphasising equality, accessibility and participation (United Nations, 2006). Similarly, the World Health Organization’s International Classification of Functioning, Disability of Health (ICF) acknowledges that disability involves an interaction between health conditions, personal factors and environmental influences (WHO, 2001). These approaches demonstrate how disability understanding has developed beyond purely medical explanations.
However, although the Social Model has been highly influential, it has also received criticism. One major Criticism is that it may underestimate the personal experience of impairment. Shakespeare (2013) argues that while social barriers are important, disability cannot always be explained only through social oppression. some disabled people experience pain, fatigue, illnesses or emotional challenges that require medical support and personal assistance. Therefore, focusing only on social barriers may risk ignoring individual experiences and healthcare needs.
Another criticism is that the Social Model may not fully recognise the diversity of disabled people’s experiences. Disability is influenced by factors such as age, gender, ethnicity, socioeconomic background and access to resources. Two people with similar impairments may experience disability differently depending on their social circumstances. As a result, contemporary disability approaches increasingly recognise that both individual experiences and social barriers must be considered.
 In response to these criticisms, modern approaches often combine the strengths of the Social Model with human rights and person-centred care perspectives. Rather than rejecting medical support completely, contemporary approaches argue that healthcare, accessibility and social inclusion should work together. The continuing relevance of the Social Model can be seen in current debates around accessible transport, where disabled people continue to highlight that exclusion often results from inaccessible systems rather than disability itself.

Application of the concept in practice
The Social Model of Disability has significantly influenced health and social care policy and practice by encouraging organisations to identify and remove barriers that restrict disabled people’s independence and participation. Rather than focusing only on an individual’s impairment, the model requires services to consider how environments, policies, communication system and professional practice may contribute to exclusion. This approach supports person - centred care because it places disabled people’s experiences, choices and rights at the centre of decision-making.
Within health and social care, person – centred practice reflects many principles of the Social Model. The Care Quality Commission (CQC, 2023) highlights that high-quality care should involve people in decisions, respect their dignity and promote independence. This challenges traditional approaches where professionals were viewed as the main decision-makers and disabled people were positioned as passive recipients of support. Instead, the Social Model encourages professionals to work collaboratively with disabled people, recognising their lived experience as valuable knowledge when designing and delivering services.
The principles of the Social Model are also reflected in the Care Act 2014, which places wellbeing, choice, control and involvement at the centre of adult social care practice (UK Government, 2014). The Act requires local authorities to consider the person’s individual needs and circumstances rather than focusing only on their impairment. This demonstrates how disability policy has moved towards approaches that recognise disabled people as individuals with rights rather than simply people requiring care.
However, applying the Social Model in practice remains challenging because many systems Continue to contain barriers that limit equal access. Accessible transport provides an important example of this issue. Although transport is not traditionally viewed as a health and social care service, it directly effects disabled people's ability to access healthcare, employment, education and community participation. The UK Parliament Transport Committee (2025) identified that many disabled passengers continue to experience difficulties due to inaccessible infrastructure, inconsistent assistance and unclear responsibilities between organisations.
From a social model perspective, these difficulties demonstrate that disability is often created by social and organisational barriers rather than impaired alone. For example, a wheelchair user may experience exclusion not because they use a wheelchair, but because a station has no step-free access. Similarly, a person with sensory impairment may face barriers because travel information is not available in accessible formats. In these situations, the problem is not the individual's impairment but the failure of systems to anticipate and respond to diverse needs.
The Department for Transport (2018) recognised these challenges through the Inclusive Transport Strategy, which aimed to create a transport system where disabled people can travel confidently and independently. The strategy emphasised improving staff training, Involving disabled people in transport planning and ensuring accessibility is considered from the beginning of the service design. However, the continued concerns identified by the parliamentary Transport Committee (2025) suggests that there remains a gap between policy intentions and practical implementation.
The Equality and Human Rights Commission (EHRC,2026) further supports a Social Model approach through its guiding principles for accessible transport. These principles emphasise active involvement of disabled people, accessible communication, effective complaints processes, continuous improvement, accessible design, responsible procurement and a supported workforce. These areas demonstrate that accessibility should not be treated as an additional adjustment made after problems occur but as a fundamental part of service planning.
Despite progress, one significant challenge is that disabled people are often required to identify and challenge barriers themselves. The Parliamentary Transport Committee (2025) highlighted that complaints processes can place an unfair burden on disabled passengers, who may have to repeatedly explain their needs or challenge failures in accessibility. This conflicts with the principles of person-centred care because responsibility for improving services is shifted towards the individual rather than the organisation providing the service. 
Another challenge is inconsistent Interpretation of reasonable adjustments under the Equality Act 2010. Although the legislation provides important protection against discrimination, organisations may differ in how they understood and implement accessibility responsibilities. A stronger Social Model approach requires proactive planning, clear standards and effective monitoring to ensure accessibility becomes part of normal practice rather than something dependent on individual requests.
Recommendations for policy and practice
Based on the discussion above, several recommendations can be made to strengthen the application of the Social Model of Disability within health and social care policy and practice.
Firstly, disabled people should be meaningfully involved in the development, delivery and evaluation of services. Co-production should become a standard approach rather than a limited consultation exercise. Disabled people have valuable lived experience that can identify barriers professionals may not recognise. This reflects the EHRC (2026) principle of active involvement and supports person-centred care by ensuring services are designed around people’s real experiences.
Secondly, organisations should move from a reactive approach to accessibility towards proactive inclusion. Under the Equality Act 2010, the service providers have responsibilities to make reasonable adjustments, but accessibility should not depend on individuals requesting changes after experiencing difficulties. Services should anticipate different needs during planning commissioning and evaluation. This would reduce exclusion and support equal access.
Thirdly, stronger monitoring and accountability mechanisms are required. The example of accessible transport demonstrates that legislation alone does not guarantee equality. Regulators and organisations should collect and analyse equality data, monitor accessibility outcomes and use complaints as opportunities for improvement rather than simply responding to individual concerns. The approach aligns with the EHRC’s (2026) principle of continuous improvement.
Fourthly, staff training should focus on practical inclusion and rights-based support. Disability awareness training should move beyond basic understanding of impairments and focus on how barriers are created and how professionals can remove them. Training should involve disabled people to ensure that staff develop a realistic understanding of the challenges faced in everyday life.
Finally, health and social care organisations should continue to strengthen personalised support and independence. The Department of Health and Social Care (2021) emphasises the importance of personalised care, choice and control within adult social care reform. Embedding these principles alongside the Social Model can help ensure that disabled people receive support that enables participation rather than creating dependence. 
The Social Model of Disability has transformed understanding of disability by challenging the idea that exclusion is caused only by individual impairment. Instead, it highlights the role of social, environmental and organisational barriers in limiting disabled people's participation and independence. This has had a significant influence on health and social care by supporting person-centred approaches, equality legislation and rights-based practice.
However, the application of the Social Model remains complex. While it has encouraged important changes in policy and professional practice, disabled people continue to experience barriers caused by inaccessible systems, inconsistent implementation and limited involvement in decision making. The example of accessible transport demonstrates that legal protection alone is insufficient without effective enforcement, accountability and genuine partnership with disabled people.
To improve outcomes, health and social care organisations must continue moving towards inclusive approaches that anticipate people’s needs, promote independence and value lived experience. Ultimately, the Social Model remains an important framework because it remains policymakers and professionals that disability is not only about individual impairments but also about the responsibilities of society to remove barriers and create equal opportunities for everyone.
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