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Introduction
The Social Model of Disability

The Social Model stays relevant today as health and social care services continue to grapple with challenges related to equality, accessibility, and inclusion. Many disabled people still face difficulties accessing support, navigating services, and having their needs acknowledged, proving that societal barriers persist (Shakespeare, 2013). This assignment explores the model to illustrate how disability transcends medical concerns, becoming a social responsibility demanding organisational adaptation in environments, attitudes, and systems. The introduction shows a foundation for discussing the model’s development, practical applications, and recommendations to bolster policy and enhance outcomes for disabled individuals.

The development of the chosen concept 
The Social Model of Disability, which appeared in the 1970s, directly challenged traditional medical views. Disabled activists, particularly those involved in the Union of the Physically Impaired Against Segregation (UPIAS, 1976), argued that society significantly contributes to disability through inaccessible environments, negative attitudes, and exclusionary systems. UPIAS criticised the medical model for its focus on individual impairment and “fixing” people rather than addressing the social and structural barriers that hinder participation. Their work showed a new perspective on disability as a social and political issue rather than a personal tragedy.

[bookmark: _Int_ivSrlZOl]In the 1980s, sociologist Mike Oliver expanded and formalised these ideas. He coined the term “Social Model of Disability” and helped shape it into a framework utilised in academic research, policy development, and professional practice (Oliver, 1990; Oliver, 1996). Oliver stressed that disability is understood as the interaction between people with impairments and societal barriers. His work significantly influenced disability studies, human rights movements, and the creation of inclusive policies throughout the UK and internationally.

As the model gained recognition, it shaped major legislation such as the Disability Discrimination Act (1995) and later the Equality Act 2010 (Equality Act 2010, 2010). It also influenced person‑centred approaches in health and social care, encouraging professionals to prioritise independence, choice, and participation (DHSC, 2017).

[bookmark: _Int_GjcmkQOX]The wider disability rights movement of the 1980s and 1990s strengthened the model further. Campaigns, protests, and advocacy groups pushed disability into political discussions and demanded equal access to education, employment, transport, and public spaces (Barnes, 1991). This activism ensured the model was not only discussed academically but applied in real‑world settings.

The Social Model has faced critiques. Some argue it oversimplifies disability by focusing on social barriers and overlooking the real impact of pain or chronic illness (Shakespeare, 2013). Others highlight that it does not fully address complex interactions between impairments and social barriers, especially for people with learning disabilities or mental health conditions (Thomas, 2004). Despite these critiques, many professionals now adopt a combined approach that acknowledges both medical and social factors (Roulstone & Prideaux, 2012).


Application of the concept in practice
[bookmark: _Int_Vds8hSE2]The Social Model of Disability also encourages professionals to adopt a more holistic and relational understanding of disabled people’s experiences. Instead of viewing disability as an individual problem, practitioners are expected to consider how social, cultural, and environmental factors shape a person’s daily life. For example, a person with a mobility impairment may struggle not because of their condition, but because a clinic lacks ramps, automatic doors, or accessible toilets. Similarly, a person with a learning disability may face barriers due to complex language used in appointment letters rather than their cognitive ability. These examples show how the Social Model shifts responsibility from the individual to the organisation, emphasising the need for inclusive design and flexible service delivery (NHS England, 2019).

[bookmark: _Int_RRc785m5]Another important aspect of applying the Social Model in practice is recognising the role of professional attitudes. Staff who hold unconscious biases or make assumptions about disabled people’s abilities can unintentionally create barriers. Disability awareness training helps challenge these attitudes and promotes respectful, person‑centred communication (DHSC, 2017). When staff understand how social barriers shape disability, they are better equipped to support independence, dignity, and choice. This approach aligns with modern health and social care values, which prioritise empowerment and collaboration.
The Social Model also supports the use of personalised care planning. By focusing on strengths, preferences and environmental barriers, professionals can design care plans that reflect the individual’s goals rather than simply managing their impairment. For instance, a person with a visual impairment may receive help from accessible technology, tactile signage, or orientation support rather than medical interventions. This shows how the model encourages practical, everyday solutions that improve participation and autonomy.

Co‑production is another key element of applying the Social Model. Involving disabled people in shaping services ensures that policies and practices reflect real needs rather than assumptions. Many organisations now use advisory groups, feedback panels, and advocacy services to ensure disabled voices influence decision‑making. This collaborative approach helps create services that are more inclusive, responsive, and effective. It also reflects the wider disability rights movement, which emphasises empowerment and active citizenship (Barnes, 1991).

[bookmark: _Int_x7I8YN3d]Finally, applying the Social Model in practice requires ongoing evaluation and improvement. Organisations must regularly review their environments, communication methods and staff training to ensure barriers are continually named and removed. This commitment to continuous improvement helps embed the Social Model into everyday practice and ensures disabled people receive fair, accessible, and person‑centred support across all health and social care settings.

[bookmark: _Int_kzadJdPs][bookmark: _Int_DIaEkDtv]The Social Model also highlights the importance of addressing organisational barriers that are often overlooked in practice. For example, rigid appointment systems, long waiting times, or complex referral pathways can disproportionately disadvantage disabled people. When services are designed without flexibility, individuals may struggle to access support even when physical adjustments are in place. Applying the Social Model means reviewing these internal processes and ensuring they are adaptable, transparent, and easy to navigate. This approach helps create a more inclusive service environment where disabled people can take part fully without unnecessary stress or exclusion.



Recommendations for policy and practice
Following the Social Model of Disability, several recommendations can strengthen health and social care policy and practice. These recommendations aim to remove the barriers that limit disabled people’s independence. Organisations should carry out regular accessibility reviews to show and end physical, social, and organisational obstacles. This includes improving building layouts, transport access, signage, and communication formats to ensure services are accessible to everyone. Mandatory and consistent disability awareness training for all staff is also essential. Such training should help professionals understand how attitudes and environments can worsen impairments beyond an individual’s physical condition. It should also emphasise person‑centred practice, co‑production, and the importance of listening to disabled persons lived experiences.

[bookmark: _Int_Ij8mY7oK]Organisations should actively involve disabled people in decision‑making by proving advisory groups, feedback panels, and opportunities for service users to influence policies and care planning. This ensures services are designed around real needs rather than assumptions. Increased funding is crucial for supporting accessibility improvements, investing in assistive technology, and providing ongoing staff training. Without sufficient resources, services may continue relying on medical approaches or do not make necessary adjustments.

[bookmark: _Int_E2K2sVdE]Strengthening digital accessibility is another important recommendation. Many services now rely on online booking systems, digital records, and virtual appointments, so platforms must be compatible with screen readers, captioned videos, and simple navigation. Clear national guidance and robust monitoring systems are essential to ensure equality and inclusion policies are applied consistently across all health and social care settings. This will reduce variations in practice and guarantee disabled people receive fair and inclusive support regardless of location. Finally, organisations should adopt a balanced approach that acknowledges both medical needs and social barriers, keeping an inclusive and person‑centred care model. These recommendations will improve outcomes by creating services that promote independence, dignity, and full participation for disabled individuals.

Another important recommendation is improving the consistency of accessibility standards across different health and social care settings. Although many organisations aim to follow the Equality Act 2010, the level of accessibility can vary widely depending on funding, staff awareness, and local priorities. Introducing national audits and clear benchmarks would help ensure that disabled people receive the same level of support regardless of where they live. These audits could assess physical access, communication formats, digital systems, and staff training, providing organisations with practical guidance on how to reduce barriers. Regular reviews would also encourage services to remain accountable and continuously improve their practice. This approach reflects the Social Model’s emphasis on reflects the Social Model’s emphasis on finding and removing structural barriers.

[bookmark: _Int_SPZWZYuk]Strengthening communication support across all services is also essential. Many disabled people rely on clear, accessible information to understand their choices and take part fully in their care. Organisations should ensure that all communication is available in multiple formats, such as easy‑read documents, audio versions, captioned videos, and translated materials. This helps remove communication barriers that often prevent people from engaging confidently with services. Improving communication accessibility supports the Social Model by recognising that disability is shaped by the environment and ensuring that everyone can access information equally.




Conclusion
[bookmark: _Int_00h8djfN][bookmark: _Int_V00UyVcZ]Overall, the Social Model of Disability provides a powerful framework for understanding how society contributes to disadvantage and exclusion. By focusing on barriers rather than impairments, the model encourages organisations to take responsibility for creating inclusive environments. The assignment shows that while progress has been made through legislation, accessibility standards and person‑centred practice, further work is needed to ensure consistency across all services. Strengthening training, funding, digital accessibility, and co‑production can help embed the Social Model more deeply into everyday practice. Ultimately, adopting this approach supports disabled people’s rights to independence, dignity, and full participation in society.


Looking ahead, the Social Model will continue to play a vital role in shaping inclusive practice as services evolve. As digital systems expand and health and social care environments become more complex, professionals must remain committed to showing and removing barriers that limit participation. By embedding co‑production, accessibility, and person‑centred values into everyday practice, organisations can ensure disabled people experience fair, respectful, and empowering support. This ongoing commitment is essential for achieving genuine equality and improving long‑term outcomes.

This ongoing commitment is essential for achieving genuine equality and improving long-term outcomes. This continued commitment strengthens equality and supports long-term positive outcomes for disabled people.
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