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A Critical Analysis of the Social Model of Disability in Health and Social Care Practice
Introduction
Person-centred care is a fundamental principle underpinning health and social care practice within the United Kingdom. It emphasises dignity, autonomy, and the active involvement of individuals in decisions about their care. One of the most influential frameworks supporting this approach is the Social Model of Disability, which challenges traditional understandings of disability and promotes a more inclusive and rights-based perspective.
The Social Model emerged as a response to the dominance of the Medical Model, which views disability as an individual problem requiring treatment or cure. In contrast, the Social Model argues that disability is socially constructed through environmental, institutional, and attitudinal barriers that restrict participation (Oliver, 1990; Barnes, 2012). According to this perspective, individuals are not disabled by their impairments but by the way society is organised.
This essay critically analyses the Social Model of Disability by exploring its emergence, development, and key critiques, alongside responses to these criticisms. It then examines how the model has been applied within UK health and social care policy and practice, identifying key challenges. Finally, it offers recommendations for improving its effectiveness in contemporary care settings.

Emergence and Development of the Social Model of Disability
The Social Model of Disability originated in the 1970s through the work of the Union of the Physically Impaired Against Segregation (UPIAS), which distinguished between “impairment” and “disability.” Impairment refers to a physical or mental condition, while disability is defined as the social exclusion experienced by individuals with impairments (UPIAS, 1976).
This conceptual distinction was further developed by Mike Oliver (1990), who formally introduced the term “Social Model of Disability.” Oliver argued that disability should be understood as a form of social oppression, rooted in structural inequalities rather than individual deficits. The model was intended as a political and practical tool to challenge discrimination and promote social change, rather than a purely theoretical framework .
The Social Model gained significant influence within the UK, shaping both academic discourse and policy development. It contributed to the emergence of disability studies as an academic field and informed key legislation, including the Disability Discrimination Act 1995 and later the Equality Act 2010. These policies reflect the model’s emphasis on removing barriers and promoting equal access to services.
At its core, the Social Model reframes disability as a societal issue. It highlights barriers such as inaccessible buildings, discriminatory attitudes, and inadequate policies that prevent individuals from fully participating in society . This perspective aligns closely with the principles of person-centred care, which emphasise empowerment, inclusion, and respect for individual preferences.

Critiques of the Social Model of Disability
Despite its significant contributions, the Social Model has been widely critiqued. One of the most prominent criticisms is that it neglects the lived experience of impairment. Critics argue that by focusing primarily on social barriers, the model overlooks the physical and psychological realities of disability, such as pain, fatigue, and medical needs (Shakespeare, 2013). As Shakespeare notes, disability cannot be understood solely as a social construct, as impairments themselves can have a direct impact on quality of life .
Another critique is that the model can be overly simplistic. By attributing disability entirely to societal factors, it risks ignoring the complexity of individual experiences. Terzi (2004) argues that conceptualising disability as purely socially constructed fails to account for the interaction between biological and social factors .
Additionally, the Social Model has been criticised for lacking practical applicability in certain healthcare contexts. While the model is effective in highlighting social inequalities, healthcare professionals must still address medical needs through diagnosis and treatment. This creates tension between social and medical approaches, particularly in clinical settings where immediate medical intervention is required.
The model has also been criticised for failing to adequately address diversity and intersectionality. Experiences of disability vary depending on factors such as gender, ethnicity, and socioeconomic status. A one-size-fits-all approach may therefore overlook important differences in how individuals experience disability.
Finally, some scholars argue that the Social Model has been applied too rigidly. While it was originally intended as a flexible tool, its interpretation has sometimes become dogmatic, limiting its effectiveness in addressing complex real-world issues .

Responses to Critiques
In response to these criticisms, scholars and practitioners have sought to refine and expand the Social Model. One significant development is the emergence of the Biopsychosocial Model, which integrates biological, psychological, and social factors. This approach acknowledges that disability is shaped by both individual impairments and societal barriers, providing a more holistic understanding (WHO, 2001).
Supporters of the Social Model argue that it was never intended to deny the importance of impairment. Rather, its purpose is to challenge the dominance of the Medical Model and highlight the role of social injustice. Oliver himself emphasised that the model is a “tool for action” aimed at improving the lives of disabled people.
Another response has been the development of the Human Rights Model of Disability, which builds on the Social Model by emphasising dignity, equality, and legal rights. This model has gained prominence following the adoption of the UN Convention on the Rights of Persons with Disabilities (CRPD), which frames disability as a human rights issue.
Furthermore, contemporary approaches have increasingly incorporated intersectionality, recognising that disability interacts with other forms of inequality. This has led to more inclusive policies and practices that consider diverse experiences.
Overall, these developments demonstrate that the Social Model is not static but continues to evolve in response to criticism and changing societal needs.

Application in Health and Social Care Policy and Practice
The Social Model has had a profound impact on UK health and social care policy. Legislation such as the Equality Act 2010 requires organisations to make “reasonable adjustments” to ensure accessibility and prevent discrimination. This reflects the model’s emphasis on removing barriers rather than focusing solely on individual impairments.
The Care Act 2014 further reinforces these principles by promoting wellbeing, independence, and person-centred care. It emphasises the importance of involving individuals in decisions about their care and ensuring that services are tailored to their needs.
In practice, the Social Model underpins key aspects of care delivery. For example, person-centred care planning involves working collaboratively with service users to develop personalised care plans. This approach recognises individuals as active participants rather than passive recipients of care.
The model has also influenced the design of services and environments. Accessible housing, inclusive education, and community-based support services all reflect the principles of the Social Model. These initiatives aim to remove barriers and enable individuals to live independently.
Research on social care in the UK highlights the importance of listening to the lived experiences of disabled people and incorporating their perspectives into policy development. This aligns with the Social Model’s emphasis on empowerment and participation.

Problems in Application
Despite its influence, the implementation of the Social Model in practice remains inconsistent. One major challenge is resource constraints. Providing accessible services and personalised care requires significant investment, which is often limited within the NHS and social care systems.
Another issue is the gap between policy and practice. While legislation promotes the principles of the Social Model, not all professionals fully understand or apply them. This can result in care that remains medicalised and task-focused rather than person-centred.
Organisational culture also plays a role. In many healthcare settings, the Medical Model continues to dominate, particularly in hospitals where clinical priorities take precedence. This can limit the extent to which the Social Model is integrated into everyday practice.
Additionally, balancing social and medical approaches can be challenging. For individuals with complex conditions, medical intervention is essential, and a purely social approach may not be sufficient. This highlights the need for more integrated models of care.

Recommendations for Policy and Practice
To enhance the effectiveness of the Social Model in health and social care, several recommendations can be made.
Firstly, there should be greater emphasis on education and training. Healthcare professionals need a clear understanding of the Social Model and how to apply it in practice. This would help bridge the gap between theory and practice.
Secondly, increased funding is essential to support accessibility and person-centred care. Without adequate resources, the principles of the Social Model cannot be fully realised.
Thirdly, policymakers should promote integrated approaches that combine social and medical perspectives. The Biopsychosocial Model offers a useful framework for achieving this balance.
Additionally, service users should be actively involved in the design and evaluation of services. Their lived experiences can provide valuable insights and improve the quality of care.
Finally, organisations should work towards cultural change by embedding values of inclusion, equality, and respect. This requires strong leadership and a commitment to continuous improvement.

Conclusion
The Social Model of Disability represents a transformative approach to understanding disability within health and social care. By shifting the focus from individual impairments to societal barriers, it has played a crucial role in promoting equality, inclusion, and person-centred care.
However, the model is not without limitations. Criticisms regarding its neglect of impairment and challenges in practical application highlight the need for more nuanced approaches. The development of integrated frameworks, such as the Biopsychosocial and Human Rights Models, demonstrates the ongoing evolution of disability theory. The Social Model of Disability has significantly reshaped how disability is understood within health and social care, shifting the focus away from individual limitations towards the role of societal structures in creating disadvantage. This shift has been central to the development of more inclusive policies and the promotion of person-centred care, where individuals are recognised as active participants in their own care rather than passive recipients.
Despite these strengths, the model is not without its limitations. Its reduced focus on the lived experience of impairment means it cannot fully capture the complexity of disability, particularly in cases where medical needs are significant. This highlights the importance of adopting more integrated approaches that recognise both social barriers and individual health conditions.
What remains particularly valuable about the Social Model is its role in driving critical thinking and challenging traditional practices within health and social care. It encourages professionals to question whether systems, environments, and attitudes are enabling or restricting individuals. This perspective is essential in identifying inequalities that may otherwise go unnoticed.
Looking ahead, the continued relevance of the Social Model depends on its ability to adapt alongside evolving healthcare demands. Greater emphasis should be placed on collaboration between service users and professionals, ensuring that care is shaped by real experiences rather than assumptions. At the same time, embedding its principles into everyday practice requires not only policy support but consistent implementation across all levels of care.
In conclusion, while the Social Model alone may not provide a complete explanation of disability, it remains a powerful framework for promoting fairness, accessibility, and dignity. Its ongoing influence lies in its ability to challenge systems and inspire improvements that lead to more equitable health and social care outcomes.

Ultimately, the effectiveness of the Social Model depends on how well it is implemented in practice. While it has significantly influenced policy, challenges remain in translating its principles into everyday care. Addressing these challenges will be essential in ensuring that health and social care systems meet the needs of all individuals.
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