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Social Model of Disability 
Introduction
The way disability is understood has changed significantly over time. In the past, disability was mainly viewed through the medical model, which focused on an individual’s impairment and considered disability as something that needed to be treated or cured. However, this approach has been criticised for placing responsibility on the individual rather than recognising the barriers created by society. As a result, the Social Model of Disability emerged as an alternative way of understanding of disability. Instead of seeing disability as a personal problem, the social model argues that people are disabled by physical, social and attitudinal barriers that prevent them from participating fully in society (Oliver, 1990). 
The Social Model of Disability has had a major influence on health and social care practise, legislation and public policy in the United Kingdom. It has encouraged professionals to focus on removing barriers, promoting equality and supporting independence rather than concentrating only on a person’s medical condition. We call this a strength-based approach rather than a deficit-based approach.This shift has also strengthened the principles of person-centred care by recognising the abilities, preferences and rights of individuals rather than defining them by their disabilities (Shakespeare, 2018). 
This assignment will critically discuss the development of the Social Model of Disability, examine its influence on health and social care policy and practice, and evaluate both its strengths and limitations. It will also provide recommendations for improving policy and practise to promote greater inclusion, equality and independence for people living with disabilities. 
The development of the Social Model of Disability  
The Social Model of Disability was developed during the disability rights movement in the 1970s. Before this period, disability was almost entirely explained through the medical model, which suggested that the person’s impairment was the main cause of their difficulties. Health professionals often focused on diagnosis, treatment and rehabilitation, while little attention was given to the social barriers that prevented disabled people from participating equally in everyday life. Many disabled people felt excluded from education, employment, transport and public life because society had been designed without considering their needs. 
One of the organisations that challenged this traditional view was the Union of the Physically Impaired Against Segregation (UPIAS). The organisation argued that people were not disabled by their impairments alone but by inaccessible environments, discrimination and negative attitudes. This was a significant change in thinking because it shifted responsibility from the individual to society. The work of UPIAS later influenced Mike Oliver, who formally introduced the term “Social Model of Disability” in the early 1980s (Oliver, 1990). 
Oliver argued that disability should be understood as a social issue rather than a medical problem. According to the social model, impairments are physical, sensory or mental differences, while disability is created by barriers within society. For example, a wheelchair user is not disabled because they cannot walk; they became disabled when buildings have stairs instead of ramps and lifts. Similarly, a person with hearing loss I disadvantaged when information is only provided verbally without the subtitles or sign language interpretation. These examples demonstrate that disability often results from environmental and organisational barriers rather than the impairment itself. 
The development of the social model was closely linked to the wider movement for human rights and equality. It encouraged disabled people to become active participants in decisions affecting their own lives rather than passive recipients of care. This change influenced governments to introduce legislation aimed at reducing discrimination and improving accessibility. In the UK, law such as the Equality Act 2010 require organisations to make reasonable adjustments so disabled people can access employment, education and services on an equal basis (Equality Act, 2010). These legal developments reflect the principles of the social model by recognising that society has a responsibility to remove barriers rather than expecting individuals to adapt. 
Although the Social Model of Disability has transformed health and social care, it has also received criticism, so it means that the social model does not always reflect the experiences of people with complex or multiple disabilities. Some research argues that focusing solely on social barriers may overlook the importance of healthcare, emotional support and individual needs (Crow, 1996; Shakespeare and Watson, 2002).  As a result, many professionals now support a more balanced approach that combines the strengths of both the medical and social models. This approach recognises the importance of medical care while continuing to challenge discrimination and promote inclusion. 
Application of the Social Model of Disability to Health and Social Care Policy and Practise 
The Social Model of Disability has had a significant impact on the way health and social care services are planned and delivered within the United Kingdom. It has encouraged professionals to move away from focusing solely on person’s impairment and instead consider how services, environments and attitudes can either enable or restrict individuals. This approach supports the principle that every person has the right to participate fully in society regardless of their disability (Oliver, 1990). As a result, health and social care professionals are expected to promote equality, independence and inclusion while recognising the unique strengths and references of everyone. 
One of the most important ways the Social Model of Disability has influenced practise is through the development of person-centred care. Person-centred care focuses on understanding the individual rather than concentrating only on their medical condition. It encourages professionals to involve people in decisions about their own care, respect their choices and support them to achieve their personal goals (NICE, 2021). This approach reflects the principles of the social model because it values independence and recognises that individuals are experts in their own lives. 
The Social Model of Disability has also influenced important legislation that protects the rights of disabled people. One of the most significant pieces of legislations is the Equality Act 2010, which protects individuals from discrimination because of disability. Under the Act, employers, educational institutions and health and social care organisations have a legal responsibility to make reasonable adjustments to ensure disabled people have equal access to services and opportunities (Equality Act, 2010). This legislation is landmark because it brought together over a decade of piecemeal anti-discrimination laws- such as the Disability Discrimination Act 1995-into a single, robust legal framework. In doing so, it legally enshrined disability as a proactive legal duty on institutions to prevent inequality rather than simply reacting to complaints. 
Another piece of influential legislation that has been influenced the principles of health and social care is The Care Act 2014. The Care Act places wellbeing at the centre of adult social care and promotes independence, prevention and individual choice. Rather than focusing only on illness or disability, professionals are encouraged to consider how people can remain active members of their communities and maintain control over their own lives (Care Act, 2014). This reflects the belief that people should receive support that enables them to achieve their own goals instead of becoming dependent on services.  
The NHS Long Term Plan has also recognised the importance of reducing health inequalities and improving access to healthcare for people living with disabilities. Health services are increasingly expected to patients to provide accessible communication, involve patients in decisions and ensure that care is tailored to individual needs (NHS England, 2019). Examples include providing easy-read information, British Sign Language interpreters and accessible appointment systems. These improvements demonstrate how the social model has encouraged organisations to remove barriers that may prevent disabled people from receiving appropriate healthcare. 
Despite these positive developments, challenges still exist in applying the Social Model of Disability within everyday practise. Many disabled people continue to experience physical barriers, discrimination and unequal access to services. Older buildings may remain inaccessible, transport system may not fully meet the needs of wheelchair users, and some healthcare environments still fail to provide appropriate communication support for people with sensory impairments. These barriers can reduce independence and prevent individuals from fully participating in society (Equality Act, 2010). 
Overall, this Social Model of Disability has transformed health and social care by encouraging professionals to focus on removing barriers rather than viewing disability as a problem that belongs to the individual. It has strengthened person-centred practise, influenced legislation and promoted greater equality across services. However, continued improvements are needed to address discrimination, improve accessibility and ensure that policies are consistently implemented in practice. Only by combining inclusive attitudes with effective legislation and adequate resources can health and social care services fully support the rights and independence of disabled people (Care Act, 2014). 
Recommendations for policy and practice
Although the Social Model of Disability has transformed the way disability is understood, there are still improvements that can be made to ensure disabled people receive equal opportunities and high-quality care. Health and social care organisations should continue to develop policies that promote accessibility, inclusion and independence while recognising the diverse needs of individuals (Shakespeare, 2018). 
One important recommendation is to improve disability awareness training for all health and social care professionals. Training should not only focus on different types of disabilities but also help staff understand the barriers that disable people face in everyday life. This would encourage professionals to challenge stereotypes, communicate more effectively and provide care that respects each person’s dignity and rights. Better understanding among healthcare workers can improve relationships with service users and increase truth in health and social care services (Oliver, 1996). 
Another recommendation is to improve the accessibility of healthcare environments. Although many organisations have introduced reasonable adjustments, barriers still exist in some hospitals, GP surgeries and community settings. Services should regularly review their buildings, communication methods and digital systems to ensure they are accessible for everyone. This may include providing ramps, hearing loops, accessible websites, large-print documents, easy read information and British Sign Language interpreters. Small changes such as these can significantly improve a person’s experience when accessing care (Equality Act, 2010). 
Greater involvement of disabled people in decision-making is also essential. The Social Model of Disability promotes empowerment, meaning that individuals should be involved in planning, delivering and evaluating services. Health and social care organisations should actively seek feedback from disabled people when developing policies or introducing new services. Listening to peoples lived experiences allows organisations to identify barriers that professionals may not recognise and helps ensure that services meet the real needs of the community (Care Act, 2014). 
Finally, stronger collaboration between health, social care, education, housing and voluntary organisations is needed to remove barriers more effectively. Disability often affects many aspects of a person’s life, meaning that support from one service alone may not be enough. Multi-agency working enables professionals to share information, coordinate care and provide more holistic support. This approach helps individuals achieve better outcomes while reducing duplication of services and Improving efficiency (Department of Health and Social Care, 2021). 
By implementing these recommendations, health and social care organisations can continue to promote equality, improve accessibility and support disabled people to live independently. While legislation has created an important foundation, ongoing commitment from professionals, organisations and policymakers is necessary to ensure the principles of the Social Model of Disability are consistently reflected in everyday practice (World Health Organization, 2011). 
Conclusion 
The Social Model of Disability fundamentally changed the way disability is understood within society and health and social care. Unlike the medical model, which focuses primarily on impairment, the social model recognises that disability is largely created by barriers within society rather than by an individual’s condition (Oliver, 1990). This shift has encouraged professionals to focus on removing environmental, organisational and attitudinal barriers while promoting equality, independence and inclusion. The model has significantly influenced UK legislation and policy, including the Equality Act 2010 and Care Act 2014, both of which emphasise the rights of disabled people to participate fully in society without discrimination (Equality Act, 2010; Care Act, 2014). It has also supported the development of person-centred care by encouraging professionals to involve individuals in decisions about their own care and to recognise their strengths, preferences and abilities (NICE, 2021). 
The Social Model of Disability continues to provide an important framework for promoting inclusion and protecting the rights of disabled people. By improving accessibility, increasing professional awareness, encouraging partnership working and involving disabled people in decision-making, health and social care organisations can continue to reduce barriers and create services that are fair, inclusive and responsive to individual needs. The continued application of the social model will remain essential in creating a society where all individuals have equal opportunities to participate and live independently (World Health Organization, 2011). 
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