	
	
	



BMPH5016
PRINCIPLES OF HEALTH AND
SOCIAL PRACTICE

LECTURER:	FARAH WITTA

STUDENT: 	SOBIA HUSSAIN
ID: 	2409460



COMPONENT 2
ESSAY


Table Of Contents

1. Introduction……………………………………………………………...Page 3
2. Emergence and Development of the Social Model of Disability….Page 3-4
3. Critiques of the Social Model of Disability…………………………..Page 4-5
4. Application of the Social Model in Health and Social Care Policy..Page 5-6
5. Challenges in Applying the Social Model in Practice………………Page 6-7
6. Recommendations for Policy and Practice………………………….Page 7
7. Conclusion………………………………………………………………Page 8
8. References………………………………………………………………Page 9-11












The Social Model of Disability and Its Role in Person-Centered Health and Social Care
Introduction
Person-centered care has become a key principle within modern health and social care policy and practice. It emphasizes respecting individuals’ needs, preferences, values and autonomy when planning and delivering care. One of the most influential frameworks supporting person-centered care is the social model of disability, which challenges traditional medical perspectives on disability. Instead of viewing disability as a problem located within an individual’s impairment, the social model argues that disability arises from societal barriers that restrict participation and equality (Oliver, 1990; Barnes and Mercer, 2010).
The social model emerged from disability activism in the United Kingdom during the late twentieth century and has significantly influenced policy, legislation and professional practice in health and social care. However, despite its influence, the model has also faced criticism regarding its limitations in addressing lived experiences of impairment and the complexity of healthcare needs (Shakespeare, 2013).
This essay critically discusses the social model of disability, examining its origins, development and major critiques. It then explores how the model has been applied to health and social care policy and practice, including the challenges associated with its implementation. Finally, the essay proposes recommendations for strengthening person-centred care through a balanced application of the social model.
Emergence and Development of the Social Model of Disability
The social model of disability was developed in response to dissatisfaction with the medical model of disability, which traditionally defined disability as a personal tragedy or medical problem requiring treatment or rehabilitation (Shakespeare, 2013). Under the medical model, professionals such as doctors and therapists were considered responsible for diagnosing and “fixing” individuals’ impairments.
In contrast, the social model was introduced by the Union of the Physically Impaired Against Segregation (UPIAS) in the 1970s. UPIAS distinguished between impairment and disability, arguing that impairment refers to a physical, sensory or cognitive condition, while disability results from social, environmental and institutional barriers that prevent individuals from fully participating in society (UPIAS, 1976).
											
Sociologist Mike Oliver later developed and popularized the concept in academic literature, framing disability as a form of social oppression comparable to racism or sexism (Oliver, 1990). According to Oliver (1990), inaccessible buildings, discriminatory attitudes and exclusionary policies create disability by limiting opportunities for individuals with impairments.
The social model gained significant support from disability rights movements because it shifted responsibility away from individuals and towards society. Instead of focusing on “fixing” disabled people, the model encouraged removing barriers such as inaccessible transport, inadequate housing and discriminatory employment practices (Barnes and Mercer, 2010).
Over time, the social model has influenced many aspects of social policy. In the United Kingdom, legislation such as the Disability Discrimination Act 1995 and later the Equality Act 2010 reflects principles associated with the social model by requiring organizations to make reasonable adjustments for disabled people (Goodley, 2017).
Furthermore, the model aligns closely with the philosophy of independent living, which emphasizes autonomy, choice and control for disabled individuals. This perspective has influenced the development of personal budgets, direct payments and community-based services within health and social care systems (Barnes and Mercer, 2010; Priestley, 2003).
Despite its impact, the social model has evolved over time as scholars and practitioners have debated its strengths and limitations.
Critiques of the Social Model of Disability
Although the social model has been influential, it has faced several critiques from academics, healthcare professionals and disabled people themselves.
One of the main criticisms is that the model may underestimate the role of impairment and physical or psychological pain. Critics argue that focusing solely on social barriers risks ignoring the real medical and health needs experienced by individuals with disabilities (Shakespeare and Watson, 2001; Shakespeare, 2013). For example, individuals with chronic illnesses may require medical treatment, rehabilitation and ongoing healthcare support, which the social model may not adequately address.


Another critique concerns the over-simplification of disability experiences. Disability is a complex and diverse phenomenon influenced by multiple factors including biology, environment, culture and socio-economic status. Some scholars argue that the social model presents an overly rigid distinction between impairment and disability (Thomas, 2007).
Additionally, critics highlight that the model may not sufficiently account for intersectionality, meaning the ways in which disability interacts with other forms of inequality such as gender, race and poverty (Goodley, 2017). Individuals with disabilities often experience multiple forms of disadvantage simultaneously, which may not be fully captured within the original framework of the social model.
In response to these critiques, scholars have proposed updated or hybrid models, such as the biopsychosocial model, which attempts to integrate medical and social perspectives. The World Health Organization’s International Classification of Functioning, Disability and Health (ICF) also reflect this approach by recognizing that disability results from interactions between health conditions and environmental factors (World Health Organization, 2001).
These developments demonstrate that while the social model remains influential, it is increasingly understood as part of a broader framework for understanding disability.
Application of the Social Model in Healh and Social Care Policy
The social model has significantly shaped health and social care policy, particularly within the United Kingdom. Many contemporary policies emphasise equality, inclusion and accessibility, which are core principles of the model.
One major policy influenced by the social model is the Equality Act 2010, which legally protects disabled individuals from discrimination in employment, education, housing and public services. The Act requires organisations to make reasonable adjustments to ensure equal access for disabled people (Goodley, 2017).
In health and social care services, the social model has contributed to the development of person-centred care approaches. Person-centred care recognises individuals as active participants in decisions about their health and wellbeing rather than passive recipients of treatment (Department of Health, 2012).
For example, the Care Act 2014 emphasises wellbeing, independence and choice for individuals receiving social care services in England. It promotes personalised care planning and encourages services to focus on enabling people to live independently within their communities (Department of Health and Social Care, 2014).
The social model has also influenced the design of accessible environments and services. Healthcare organisations increasingly recognise the importance of removing physical barriers, providing accessible information and ensuring inclusive communication methods for individuals with disabilities (Barnes and Mercer, 2010).
Furthermore, the model supports the development of community-based care services rather than institutional care. By promoting independence and participation, the social model encourages policies that enable individuals to remain within their communities with appropriate support (Priestley, 2003).
Challenges in Applying the Social Model in Practice
Despite its strong influence on policy, implementing the social model in practice presents several challenges.
One challenge involves resource limitations within health and social care systems. Providing accessible infrastructure, personalised care services and adequate support often require significant financial investment. Budget constraints may limit the ability of organisations to fully implement inclusive policies (Goodley, 2017).
Another issue relates to professional attitudes and organisational culture. Some healthcare professionals continue to operate within a medicalised framework that prioritises diagnosis and treatment over social inclusion (Barnes and Mercer, 2010). This can lead to tensions between medical approaches and the principles of the social model.
Communication barriers also present difficulties. Disabled individuals may experience challenges in accessing information or participating in decision-making processes if services do not provide accessible communication methods such as sign language interpretation, easy-read materials or assistive technology (Morris, 2001).
Additionally, the social model may not always provide clear guidance for healthcare professionals dealing with complex medical conditions. In situations involving severe illness or pain, medical interventions remain essential, highlighting the need for a balanced approach that integrates both social and medical perspectives (Shakespeare, 2013).
Finally, structural inequalities such as poverty, housing insecurity and limited employment opportunities can reinforce disability-related disadvantages. Addressing these broader social determinants of health requires coordinated policy efforts beyond the healthcare system (Thomas, 2007).
Recommendations for Policy and Practice
To strengthen the impact of the social model within health and social care, several improvements can be made.
First, policymakers should promote greater integration between social and medical approaches to disability. Combining the strengths of the social model with clinical expertise can ensure that both environmental barriers and health needs are addressed effectively (Shakespeare, 2013).
Second, training and education for healthcare professionals should emphasise disability awareness and person-centred practice. This can help professionals understand the importance of removing barriers and supporting individuals’ autonomy and independence (Goodley, 2017).
Third, health and social care organisations should increase investment in accessible infrastructure and technology. Accessible buildings, digital services and communication tools are essential for ensuring equal access to healthcare services (Barnes and Mercer, 2010).
Fourth, policymakers should encourage greater involvement of disabled people in decision-making processes. Participation in policy development, service design and evaluation ensures that services reflect the real needs and experiences of individuals with disabilities (Priestley, 2003).
Finally, addressing wider social determinants of disability, such as employment opportunities, education access and housing conditions, is crucial for achieving meaningful inclusion (Thomas, 2007).



Conclusion
The social model of disability has played a transformative role in shaping contemporary understandings of disability and promoting person-centred care. By shifting the focus from individual impairments to societal barriers, the model has influenced disability rights movements, legislation and health and social care policies (Oliver, 1990; Barnes and Mercer, 2010).
However, the model has also faced criticism for potentially overlooking the lived experiences of impairment and the importance of medical care (Shakespeare, 2013). As a result, many scholars advocate for more integrated frameworks that combine social and medical perspectives.
Despite these debates, the social model remains a valuable tool for promoting equality, accessibility and inclusion within health and social care systems. By addressing environmental barriers, empowering disabled individuals and improving policy implementation, health and social care services can better support person-centred care and enhance the wellbeing of people with disabilities.
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