[image: Discover University of Wales Trinity Saint David]







Student name: Magie Oligo
Student ID: 2436384
Module name: Principles of Health and Social Care
Module code: BMHP5016_LON 
Component: 2 Level 5
Lecturer name: Sam Parker



Table of Contents
Introduction	3
Emergence and development of the Social Model of Disability	4
Application of the Social Model in Health and Social Care Practice	5
Recommendations for Policy and Practice	7
Conclusion	8
References	9

 


 
Title
Critically Discussing the Social Model of Disability and Its Contribution to Person- Centred Health and Social Care Practice
[bookmark: _Toc235990428]Introduction
In the United Kingdom (UK), person-centred care is now recognised as one of the core principles of health and social care practice. It focuses on seeing people as individuals with their own experiences, strengths and preferences rather than defining them by their illness or disability. This approach encourages healthcare professionals to work in partnership with individuals, supporting them to make informed choices, maintain their independence and be treated with dignity and respect (NHS England, 2023). One of the key concepts that has influenced this approach is the Social Model of the Disability. One of the most influential concepts in health and social care is the Social Model of Disability. It has changed the way disability is understood and addressed. Unlike the traditional medical model, which views disability as a problem caused by individual’s physical, sensory or intellectual impairment, the Social Model argues that disability is largely created by barriers within the society rather than by the impairment itself (Oliver, 1990).
The Social Model of Disability argues that it is not the medical conditions that the person has that limits them but instead it is the barriers built within society including inaccessible environments, discrimination and negative attitudes (Oliver, 1990). This marked a significant shift from the traditional medical model which viewed disability primarily as an individual problem requiring treatment or cure. 
This examines emergence and development of the Social Model of Disability. It takes on criticisms raised at the Social Model of Disability and considers responses to those critics. It also analyses the effects of the standard model on health and social care policy and practice within the United Kingdom, particularly in terms of a person-centred care. The essay ends in recommendations for better policy and practice, and the conclusion sum up key findings.
[bookmark: _Toc235990429]Emergence and development of the Social Model of Disability
The Social Model of Disability emerged during the disability rights movement in the 1970s. It was developed by disabled activists, particularly the Union of the Physically Impaired Against Segregation (UPIAS), who challenged the belief that disability resulted solely from an individual’s impairment (UPIAS, 1976). Instead, they argued that society creates disability by falling to remove physical, social and institutional barriers.
Building on this work, Mike Oliver formally introduced the term “Social Model of Disability” in 1983 and later expanded its theoretical foundations (Oliver, 1990). Oliver argued that people with impairments become disabled because society is designed without considering their needs. For example, a wheelchair user is not prevented from participating because they use a wheelchair, but because buildings lack ramps, lifts or accessible entrances.
The model has played an important role in shifting attitudes towards disability by promoting equality, inclusion and human rights. It encouraged organisations to focus on removing barriers rather than trying to change individuals. This philosophy has influenced legislation such as the HM Government (2010), which requires organisations to make reasonable adjustments to reduce discrimination (HM Government, 2010).
Despite its significant contribution, the social model has received criticism. Shakespeare (2018) argues that it sometimes underestimates the real impact of pain, illness and impairment. While removing barriers is essential, many continue to experience symptoms that affect their quality of life regardless of how accessible society becomes.
Another criticism is that the model may oversimplify the relationship between impairment and disability. Critics argue that disability is influenced by both social barriers and biological factors, meaning neither should be ignored. In addition, critics suggest that the Social Model may not fully reflect the experiences of the people with complex health conditions who require ongoing medical treatment and specialist support. For example, an individual living with advanced multiple sclerosis or motor neurone disease may benefit from accessible environments, but they may also rely heavily on healthcare interventions to manage symptoms and maintain their quality of life. This demonstrates that medical care and social inclusion are not mutually exclusive but should work together to support individuals holistically.
As a result, many health and social care professionals now advocate a more balanced approach that combines the strengths of both the Medical Model and the Social model. While healthcare services continue to provide appropriate treatment, rehabilitation and symptom management, professionals also focus on removing barriers, promoting independence and respecting the rights, choices and preferences of disabled people. This integrated approach reflects current person-centred practice, recognising that disability is influenced by both individual health needs and the wider social environment. Consequently, the Social Model continues to play a fundamental role in shaping inclusive policies and practices while encouraging society to value diversity and ensure that disabled people can participate fully in all aspects of life.

[bookmark: _Toc235990430]Application of the Social Model in Health and Social Care Practice
The Social Model has had a significant influence on health and social care policy and professional practice. It encourages healthcare professionals to identify and remove barriers that prevent disabled people from accessing services and participating fully in society. Rather than focusing only on a person’s impairment, professionals are encouraged to recognise everyone’s strengths, preferences and abilities. This approach places greater emphasis on promoting independence, removing obstacles and ensuring that people have equal opportunities to participate in everyday life. As a result, health and social care professionals are expected to work in partnership with individuals, respecting their choices, abilities and aspirations rather than concentrating only on their limitations (Oliver, 1990).	
One important example is the Equality Act 2010, which requires organisations to make reasonable adjustments so that disabled people can access services equally. Examples include providing wheelchair access, accessible toilets, hearing loops, information in alternative formats such as Braille or large prints, and flexible appointment arrangements (Equality Act, 2010). Similarly, the Care Act 2014 promotes wellbeing, independence and person- centred care. It requires local authorities to involve individuals in decisions about their care and support while recognising their rights, choices and dignity (Department of health and Social Care, 2022). In practice, the Social Model encourages health and social care workers to work collaboratively with service users rather than making decisions on their behalf. For example, a person with a physical disability living at home may not require institutional care if suitable home adaptations, mobility equipment and community support services are provided. 
By removing environmental barriers, the individual can remain independent and actively participate in family and community life. However, implementing the Social Model is not without challenges. Financial pressures, limited resources, staff shortages and inconsistent access to specialist services can make it difficult to remove all barriers effectively. Additionally, some healthcare settings continue to focus primarily on medical treatment rather than promoting social inclusion and empowerment.
Communication is another important area where the Social Model has improved health and social care practice. Effective communication is essential for building trusting relationships and ensuring that individuals can express their wishes and concerns. Health and social care professionals are encouraged to adapt their communication methods to meet each person’s needs rather than expecting individuals to fit into standard systems. For example, someone living with a learning disability may benefit from easy-read information supported by pictures, while a person with dementia may require clear, simple language and additional time to process information. By adapting communication in this way, professionals promote inclusion and help individuals take an active role in decisions about their care. They also align with the principles of the (Mental Capacity Act, 2005). This states that adults should be assumed to have capacity unless it is established otherwise and should be supported to make their own decisions wherever possible.
The Social Model is also reflected in the way multidisciplinary teams work together to support disabled people. Professionals such as nurses, occupational therapists, physiotherapists, social workers and speech and language therapists each contribute their expertise while working alongside the individual and, where appropriate, their family. For instance, an occupational therapist may recommend home adaptations such as grab rails, stair lifts or accessible bathroom facilities to reduce environmental barriers. This coordinated approach demonstrates that improving a person’s quality of life often depends as much on removing barriers and providing appropriate support as it does on treating medical conditions.
Despite its many benefits, applying the Social Model consistently across health and social care can be challenging. Financial pressures, increasing demand for services and workforce shortages may limit the ability of organisations to make all the adjustments that individuals require (The King’s Fund, 2023). In addition, some professionals may continue to adopt a predominantly medical approach, focusing on diagnosis and treatment while giving less attention to social inclusion and participation. This can result in individuals feeling excluded from decisions about their own care or experiencing barriers that could have been avoided through more inclusive practice (Shakespeare, 2018).
Nevertheless, the Social Model remains highly relevant because it encourages professionals to look beyond a person’s diagnosis and recognise the importance of equality, accessibility and human rights (Oliver, 1990). By removing unnecessary barriers, promoting person-centred care and empowering individuals to participate fully in society, health and social services can improve both health outcomes and overall quality of life (Department of Health and Social Care, 2022). Ultimately, the Social Model reminds professionals that disability is not a simply a characteristic of the individual but is shaped by the way society responds to difference. Embracing this perspective enables health and social care services become more inclusive, compassionate and responsive to the diverse needs of the people they support (United Nations, 2006).
[bookmark: _Toc235990431]Recommendations for Policy and Practice
To improve the implementation of the Social Model of Disability within health and social care, several recommendations can be made.
Firstly, organisations should provide regular disability awareness training for all healthcare professionals. This training should help staffs understand the principles of the Social Model and encourage positive attitudes towards disabled people.
Secondly, health and social care providers should ensure that all services are fully accessible by removing physical, communications and digital barriers. Accessible information should be available in different formats to meet individual communication needs.
Thirdly, services users should be actively involved in planning, delivering and evaluating services. Listening to the experiences of disabled people helps organisations design services that truly meet their needs.
Finally, greater investments are needed in community support services, assistive technology and home adaptations to promote independence and reduce unnecessary hospital admissions. Working collaboratively across health, social care and community organisations will help deliver more coordinated and person-centred support.
By implementing these recommendations, health and social care services can better uphold the principles of equality, inclusion and empowerment that underpin the Social Model of Disability.
[bookmark: _Toc235990432]Conclusion
The Social Model of Disability has transformed the understanding of disability by highlighting that people are often disabled by societal barriers rather than their impairments. It has played a major role in influencing health and social care policy, professional practice and disability rights legislation in the United Kingdom. Encouraging organisations to adopt person-centred approaches that value independence, choice and active participation.
Although the Social Model has some limitations, particularly in recognising the effects of severe impairments and long-term health conditions, it remains an essential framework for promoting equality, independence and person-centred care. By continuing to remove barriers, involving disabled people in decision-making and improving accessibility, health and social care services can provide more inclusive, respectful and effective care for everyone.
The Social Model continues to provide a valuable framework for improving health and social care practice. Its principles support person-centred care by recognising individuals as experts in their own lives and ensuring that services are designed around their needs, preferences and aspirations. As health and social care services continue to evolve, greater investment in accessibility, staff education, collaborative working and community support will be essential to ensure that disabled people can participate fully in society and achieve the best possible quality of life.
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