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The Social Model of Disability

1. Introduction
[bookmark: _Int_htosiELI]This essay will discuss emergency of this issue and discuss how it can be solved.           Person-centred care is a fundamental approach within health and social care that prioritises the unique needs, preferences, and values of individuals. It emphasises the importance of supporting autonomy, allowing individuals to make informed choices about their own care, while also promoting respect and dignity in all aspects of service delivery (NICE, 2021; Berwick, 2009). This approach has become central to modern health and social care systems, reflecting a shift away from paternalistic models towards more collaborative and empowering practices.    One key concept that underpins person-centred care is the Social Model of Disability, which was developed as an alternative to the traditional medical model (Oliver, 1990). While the medical model focuses on an individual’s impairment as the primary problem, the social model challenges this perspective by arguing that disability is created by social barriers rather than the impairment itself (Shakespeare, 2013). These barriers may include inaccessible environments, discriminatory attitude, and nonflexible institutional practices.    The significance of the Social Model of Disability lies in its wide-ranging influence on health and social care policy and practice. It has contributed to a greater emphasis on equality, and accessibility, encouraging services to adapt to individuals rather than expecting individuals to adapt to services. However, despite its significant contribution to person-centred care, the model has been criticised for overlooking the complexity of individual health needs, suggesting that its application in practice is still both valuable and limited.

2. Emergence and Development of the Social Model of Disability
[bookmark: _Int_QSt4M184]The Social Model of Disability appeared in the 1970s in the United Kingdom, influenced by the disability rights movement and organisations such as the Union of the Physically Impaired Against Segregation (UPIAS). It developed as a direct challenge to the dominant medical model of disability, which viewed disability primarily as a problem found within the individual and requiring medical treatment or correction (Oliver, 1990). In contrast, the social model shifted the focus away from individual impairments and instead highlighted the role of societal structures in creating disability. A central principle of the social model is the distinction between impairment and disability. Impairment refers to an individual’s physical, sensory, or cognitive condition, while disability is understood as the disadvantage or restriction caused by social, environmental, and attitudinal barriers (Shakespeare, 2013). These barriers may include inaccessible buildings, lack of proper services, and negative societal attitudes towards disabled individuals. By emphasising these factors, the model reframes disability as a social justice issue rather than a purely medical concern.
[bookmark: _Int_4fkzxuie] Over time, the Social Model of Disability has developed and expanded, significantly influencing both academic discourse and public policy. It has contributed to a broader shift towards rights-based approaches, promoting equality, inclusion, and independence for disabled people (United Nations, 2006; Oliver and Barnes, 2012). This is clear in the increasing emphasis on accessibility and anti-discrimination within health and social care systems. Furthermore, the model has played a key role in shaping person-centred care by encouraging professionals to consider the wider context of individuals’ lives and to remove barriers that limit participation and autonomy (Barnes and Mercer, 2010). However, while the model has been highly influential, its development has also revealed certain limitations. As it has been applied in more complex healthcare contexts, questions have arisen about its ability to fully address the lived experiences of individuals with chronic illness or severe impairments. This has led to ongoing debates and the emergence of more integrated approaches that try to combine social and medical perspectives.


3. Critiques and Responses to the Social Model of Disability
[bookmark: _Int_PFpDw2x5][bookmark: _Int_HzimuURp]Despite its considerable influence on health and social care, the Social Model of Disability has been subject to substantial criticism. One of the main critiques is that it oversimplifies the experience of disability by focusing exclusively on societal barriers, while neglecting the role of impairment itself… Critics argue that for many individuals, particularly those living with chronic illness or severe conditions, pain, and medical needs are central to their daily experiences and cannot be fully explained by social factors alone (Shakespeare, 2013).     As a result, the model may not capture the complexity of lived experiences, limiting its explanatory power. Furthermore, the model has been criticised for creating a rigid distinction between impairment and disability, which may not accurately reflect reality. In practice, the effects of impairment and social barriers are often interconnected, making it difficult to separate the two. This has led some scholars to argue that the social model presents an idealised view of disability that does not fully account for individual variation (Thomas, 2007). Consequently, while the model is effective in highlighting structural inequalities, it may overlook the personal and embodied aspects of disability.
[bookmark: _Int_aYT8Re8l][bookmark: _Int_RamJNwts]In addition to theoretical critiques, there are also practical challenges associated with applying the social model within healthcare settings. Health and social care systems are still largely influenced by the medical model, with a strong emphasis on diagnosis, treatment and clinical outcomes. This can create tension when trying to implement the social model in practice, as healthcare professionals must balance medical responsibilities with the need to address social barriers. As a result, the model can be difficult to operationalise in environments where time, resources and organisational structures are constrained (Barnes and Mercer, 2010). 
[bookmark: _Int_kC2954s0][bookmark: _Int_VybiPoKT]In response to these criticisms, alternative and more integrated approaches have appeared. For example, the biopsychosocial model looks to combine biological, psychological and social factors, offering a more holistic understanding of disability (World Health Organization, 2001; Glasby, 2017). Similarly, the social-relational model builds on the social model by acknowledging the interaction between impairment and social barriers, while still keeping a focus on inequality and exclusion (Thomas, 2007). These developments show an attempt to address the limitations of the original model while preserving its core emphasis on social justice. Overall, while the Social Model of Disability remains a powerful framework for promoting equality and inclusion, its limitations suggest that it should not be used in isolation. A more balanced approach that integrates both social and medical perspectives may be more effective in addressing the diverse and complex needs of individuals within health and social care.
4. Application of the Social Model of Disability to Health and Social Care Policy and Practice
The Social Model of Disability has had a significant impact on health and social care policy in the United Kingdom, particularly in shaping legislation and promoting equality and inclusion. Its influence is evident in key policies such as the Equality Act 2010, which protects disabled individuals from discrimination and promotes equal access to services, and the Care Act 2014, which emphasises wellbeing, independence and person-centred approaches in adult social care (Department of Health, 2014). In addition, the Human Rights Act 1998 reinforces the importance of dignity (NHS England, 2019).

 In practice, the social model has encouraged health and social care professionals to consider environmental and structural barriers that may affect service users. This includes improving physical accessibility in healthcare settings, providing reasonable adjustments, and promoting inclusive communication methods. Person-centred care planning is one example of this influence, where individuals are actively involved in decisions about their care, supporting autonomy and empowerment (NICE, 2021). However, despite these policy and practice developments, there are significant challenges in fully implementing the social model within health and social care services. One key issue is that healthcare systems stay dominated by the medical model, which prioritises diagnosis, treatment, and clinical efficiency. This can limit the extent to which social barriers 0- in everyday practice, particularly in acute or high-pressure clinical environments where time and resources are restricted. In addition, structural constraints such as funding limitations, staff shortages and increasing demand on services can restrict the ability of practitioners to fully deliver person-centred and socially inclusive care. Even where policies promote equality and inclusion, the practical reality of service delivery may not always reflect these ideals. As a result, there is often a gap between policy intentions and actual practice outcomes, which can reduce the effectiveness of the social model in achieving its aims (Oliver, 1990). Furthermore, there is variation in how consistently the social model is applied across different health and social care settings. While some services have adopted inclusive and person-centred approaches, others remain more medically focused, leading to inequality in service user experiences (Marmot, 2010; Disability Rights Commission, 2006). This inconsistency highlights the ongoing tension between policy ideals and institutional practice.  Overall, although the Social Model of Disability has significantly shaped policy and encouraged more inclusive practice, its implementation is often limited by systemic pressures and the continued dominance of the medical model within healthcare environments.
5. Recommendations for Health and Social Care Policy and Practice
To improve the effectiveness of the Social Model of Disability within health and social care, several key recommendations can be made. Firstly, there is a need for enhanced training and education for health and social care professionals to ensure a clearer understanding of both the social and medical dimensions of disability. This would support more balanced decision-making and reduce the tendency to rely solely on medical explanations of disability. Secondly, greater investment in accessible infrastructure and community-based services is required to reduce environmental and structural barriers. This includes improving physical accessibility in healthcare settings, as well as ensuring that communication methods are inclusive for individuals with different needs. Such changes would strengthen the practical application of the social model by addressing disabling barriers directly. 
In addition, policy implementation should be more consistently monitored to ensure that principles of equality and person-centred care are effectively translated into everyday practice. Although legislation such as the Equality Act 2010 provides a strong legal framework, inconsistencies in enforcement mean that service user experiences can still vary significantly between organisations. Finally, a more integrated approach combining the social model with medical and biopsychosocial perspectives is recommended (Glasby, 2017; NHS England, 2019). This would allow health and social care services to recognise both the structural barriers affecting individuals and the importance of medical support in managing impairment. Such an approach would better reflect the complexity of disability in real-world settings.







6. Conclusion

In conclusion, the Social Model of Disability has made a significant contribution to the development of person-centred care by shifting attention away from individual impairment and towards the role of societal barriers. Its influence on health and social care policy has promoted greater emphasis on equality, inclusion and accessibility, shaping key legislation and encouraging more participatory approaches to care. However, this essay has also highlighted important limitations in the model’s application to practice. These include its difficulty in addressing the complexity of individual health conditions, as well as the ongoing dominance of the medical model within healthcare systems. As a result, there is still a gap between policy ideals and real-world implementation. Overall, while the Social Model of Disability remains a valuable framework for promoting social justice and person-centred care, it is most effective when used alongside medical and biopsychosocial perspectives. A more integrated approach is therefore necessary to ensure that health and social care services can fully meet the diverse needs of individuals (World Health Organization, 2001; United Nations, 2006).
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