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The Social Model of Disability in Health and Social Care

Introduction
The Social Model of Disability remains a central framework in contemporary health and social care, shaping how disability, including and equality are understood and addressed. Developed as a challenge to traditional, medicalised interpretations, the model frames disability as a product of social, and attitudinal barriers rather than an inherent problem within the individual (Oliver, 1990). This perspective has significantly influenced UK legislation, policy development, and professional practice. This essay critically explores the origins and evolutions of the Social Model, examine key critique and responses, and analyses how the model is applied within health and social care policy and practice. It also evaluates the challenges associated with implementing the model, particularly in relation to partnership working, before offering recommendation for strengthening policy and practice. However, the Biopsychosocial Model provides a more holistic perspective by recognising the interaction between biological, psychological, and social factors. While this model addresses limitations of the Social Model particularly its limited focus on impairing it has been criticised for diluting the political focus in disability rights. This highlights an ongoing tension between holistic care and social justice approaches within health and social care. 
The Social Model of Disability emerged in the 1970s and 1980s through the activism of disabled people’s organisations, most notably the Union of the Physically Impaired Against Segregation (UPIAS, 1976). These groups challenged the dominance of the Medical Model, which positioned disability as an individual deficit requiring treatment or cure. Instead, they argued that disability is created by societal barriers such as inaccessible environments, discriminatory attitudes, and exclusionary policies that restrict participants and independence. 
Michael Oliver (1990) later formalised this distinction between impairment (a physical sensory or cognitive difference) and disability (the social oppression experience by people impairments). This conceptual shift aligned with broader civil rights movements and helped prove disability as a matter of social justice rather than personal tragedy.
Over time, the Social Model has evolved in response to critiques and changing social contexts. While the core principles remain influential, contemporary scholarship has emphasised the need for more nuanced understandings of lived experience, intersectionality, and the relationship between impairment and disability. Recent policy discussions continue to draw on the Social Model’s emphasis on rights, autonomy, and participation, demonstrating its ongoing relevance in shaping inclusive health and social care systems. 
The development of the chosen concept (or theory or model) 
Although widely adopted, the Social Model has faced several critiques. One common critic is that it underplays the significance of impairing. Critics argues that while social barriers are important, many disabled people also experience pain, fatigue or fluctuating conditions that cannot be explained solely through social oppression. This highlights the relevance of the Biopsychosocial Model, which provides a more comprehensive understanding of disability by integrating physical, emotional, and social dimensions. This critique has gained renewed attention in recent years, particularly in discussions about long-term conditions and fluctuating disabilities. 
This critique is strongly supported by Tom Shakespeare (2006, 2014) who argues that the original Social Model created a false binary between impairment and disability. He suggests that this separation is too rigid and fails to reflect the complexity of disability as both a biological and social experiences. Shakespeare instead advocates a more relational understanding of disability where impairment and society interact rather than exists as separate categories. 
Another critique concerns the model’s limited attention to intersectionality. Early formulations did not fully consider how disability interacts with gender, ethnicity, age, or socioeconomic status, potentially overlooking the diverse experiences of disabled people (Thomas, 2004). this can be further understood through the concept of the social determinants of health, while emphasise how factors such as income, housing, and education influence health outcomes. Disabled people are disproportionately affected by these determinants, suggesting that disability cannot be understood in isolation from broader structural inequalities. Recent research highlights that recognising multiple, overlapping forms of disadvantage (Heaton, 2024). 
Additionally, some scholars argue that the Social Model is less applicable to certain groups, such as people with learning disabilities, mental health conditions or neurodivergence. These groups may require forms of support that involve both social and medical interventions, challenging the model’s strict separation between impairment and disability (SCIE, 2022).
In response, contemporary disability studies have moved towards more integrated approaches. While the Social Model remains foundational, newer frameworks such as the human rights model and the biopsychosocial model seek to combine the strengths of social and medical perspectives. These developments do not replace the Social Model but build upon it, acknowledging its political importance while addressing its limitations (Beeresford, 2021). 
    



Application of the concept in practice
The Social Model has significantly shaped UK health and social care policy, particularly in relation to equality, accessibility, and person-centred care. The Equality act 2010 remains a key legislation framework, requiring organisations to make reasonable adjustments to ensure disabled people can access services on an equal basis with others. Recent updates to statutory guidance continue to emphasise the importance of removing barriers and promoting inclusion (EHRC, 2021).
Recent strategies reinforce these principles. The NHS Long Term Plan (2023-2024) highlights the need to reduce health inequalities, improve personalised care and strengthen integrated care system. The Build Back Better: Health and Social Care Plan (2024) emphasise independence, community-based support and reducing barriers for disabled people. The SEND Code of Practice (2024) reinforces inclusion, reasonable adjustments and multi-agency working. 
However, implementing challenges persist, statistics shows that 42% of disabled adults report difficulties accessing healthcare (EHRS,2023), and only 52% feels their health needs are consistently met in primary care (NHS, 2024). Disabled people are also disproportionately affected by poverty, with 27% living in households below the poverty line. These figures highlight gaps between policy intentions and lived experience. 
The Care Act 2014 also reflects Social Model principles through its focus on wellbeing, independence, and personalised care. Recent policy documents such as Build Back Better: Our Plan for Health and Social Care (HM Government, 2024), reinforce the importance of supporting disabled people to live independently and take part fully in society. These politicise highlight the need for integrated, person-centred approached that recognise the role of social determinants of health. 
However, implementation challenges persist. Reports from Equality and Human Rights Commission (2023) write down that disabled people continue to face barriers in accessing healthcare, employment, and community services. Inconsistent application of reasonable adjustments, limited resources and workforce pressure contribute to ongoing inequalities. These issues prove that while policy frameworks reflect Social Model principles, practical implementation of then falls short.
In practice, the Social Model encourages professionals to name and remove barriers that restrict disabled people’s participation. This includes addressing physical barriers (e.g., inaccessible buildings), attitudinal barriers (stigma or low expectations), and organisational barriers (rigid service structure). Applying the model requires practitioners to adopt a strengths-based, person-centred approach that prioritises autonomy, choices, and control. (WHO, 2025)
Partnership working is essential for effective implementation. Health and social care professionals must collaborate with disabled individuals, families, carers, and other agencies to develop holistic support plans. Recent guidance emphasises the importance of co-production, where disabled people are actively involved in designing and evaluating services (SCIE,2023). This aligns with the module learning outcome on partnership working and supports more inclusive, responsive practice. 
However, challenges are still, workforce shortages, time pressures and bureaucratic processes can limit practitioners’ ability to implement Social Model principles consistently. Statistics shows that accessibility complaints increased by 19% between 2021 and 2024 (EHRC, 2024). Additionally, some practitioners may lack training in disability rights or may hold unconscious biases that influences their practice. These issues highlight the need for ongoing professional development and organisational commitment to cultural change. 
Despite its strengths, applying Social Model in practice is not without difficulties. One major challenge is balancing the model’s emphasis on social barriers with the need to address impairment-related needs. For individuals with complex or fluctuating conditions, medical support is essential and an overly rigid application of the Social Model may not acknowledge this reality (Beresford, 2021).
Another limitation concerns the variability of partnership working. Effective collaboration requires clear communication, shared goals, and mutual respect but these conditions are not always present. Differences in professional cultures, priorities, and power dynamics can hinder joint working, leading to fragmented or inconsistent support (NHS, 2024). Disabled people may also feel excluded from decision-making processes if professionals dominate discussions or do not recognise their ability. 
Structural inequalities further complicate implementation. Disabled people are disproportionately affected by poverty, unemployment, and social exclusion, which can limit their ability to access services or advocate for their rights (EHRC, 2023). These broader social determinants of health must be addressed alongside individuals support needs to ensure meaningful inclusion. 






Recommendations for policy and practice
 To strengthen the application of the Social Model within health and social care, several recommendations can be made. First, organisations should invest in comprehensive training for professionals on disability rights, equality legislation, and person-centred practice. This would help challenge discriminatory attitudes and promote a shared understanding of the Social Model’s principles (NHS, 2023)
Second, there is a need to strengthen regulatory enforcement and accountability mechanism. While the Equality Act 2010 set up a robust legal framework, its reliance on individual enforcement places an unequal burden on disabled people to challenge discrimination. A more effective approach would involve proactive monitoring by regular audits, service user feedback, enforceable penalties for non-compliance. Equality impact assessments can help ensure that reasonable adjustments are consistently applied and that services stay accessible (GOV,2024).
Third, partnership working should be enhanced though clearer communication pathways, shared decision-making frameworks and co-production with disabled people. Co-production must be redefined as a non-negotiable standard of practice rather than a policy aspiration. This aligns with the module learning outcomes and support more holistic, integrated care (NHS,2023)
Fourth, policy must be more explicitly address the structural determinants of disability-related inequality. Organisations should adopt more intersectional approach, recognising how disability interacts with other forms of disadvantage. This would help ensure that support is tailored to the diverse needs of disabled people.
Sustainable resources allocation is critical, chronic underfunding within health and social care undermines the practical realisation of Social Model principles, limitation service accessibility, and workforce capacity. Without long-term investment in community-based services, accessible infrastructure and workforce development, policy commitments to inclusion and independence risk staying rhetorical. 
Finally, there is a need for more theoretically integrated approach to practice. While the Social Model provides a vital political and ethical foundation, its effectiveness is enhanced when combined with the Biopsychosocial Model. This allows for a more nuanced response to disability that acknowledges both structural barriers and impairment related needs. However, such integration must be carefully balanced to ensure that Social Model`s emphasis on rights, equality and social justice is not diluted.  






Conclusion
In conclusion, the Social Model of Disability has fundamentally reshaped understanding of disability within health and social care, shifting the focus from individual impairment to the societal structures that produce exclusion and inequality. Its influence is clearly reflected in contemporary legislation, policy frameworks, and professional discourse, particularly in its emphasis on rights, inclusion, and participation. 
However, critical examination proves that the transformative potential of the Social Model has been fully realised in practice. Despite the presence of progressive legislation such as Equality Act 2010 and the Care Act 2014, implementation is still uneven and often constrained by systemic factors, including resources limitations and organisational cultures. This reveals a significant disjunction between policy intention and lived experiences, raising questions about the overall effectiveness of current approaches. 
Furthermore, while partnership working and co-production are positioned as central to inclusive practice, their application is often limited by professional dominance. This undermined the Social Model`s emphasis on empowerment and challenges the extent to which health and social care systems can be considered genuinely person-centred. Including the Biopsychosocial Model, the human rights approach, empowerment theory, the ethics of care and the social determinants of health. Achieving the vision of the Social Model therefore requires more than legislative commitment it demands sustained investment, redistribution of power and a fundamental reorientation of health and social care towards equity and inclusion. Without such systemic change, the Social Model risk staying a powerful but only partially realised ideal.
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