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A Critical Discussion of the Social Model of Disability and its Application to Health and Social Care Policy and Practice

Introduction
The Social Model of Disability is one of the most influential frameworks underpinning person‑centred care in contemporary health and social care. Developed as a challenge to traditional medicalised understandings of disability, the model argues that disability is not caused by an individual’s impairment but by societal barriers that restrict participation (Oliver, 1983; Shakespeare, 2013). This perspective is essential in modern care practice because it shifts responsibility from the individual to society, encouraging inclusive environments, anti‑discriminatory practice, and empowerment of disabled people (Barnes & Mercer, 2010). In the UK, the model has shaped legislation, policy, and professional practice, aligning closely with values of dignity, autonomy, and equality promoted in person‑centred care (DHSC, 2022). Understanding the Social Model of Disability is therefore crucial for health and social care practitioners, as it provides a foundation for ethical, rights‑based, and collaborative care approaches (Thomas, 2004). This essay critically discusses the development, application, and limitations of the Social Model of Disability, and presents recommendations for improving policy and practice.
Development and Emergence of the Social Model of Disability 
The Social Model of Disability distinguishes between impairment and disability, arguing that impairment refers to a physical, sensory, or cognitive difference, while disability refers to the social restrictions imposed on people with impairments (Oliver, 1990). This contrasts with the Medical Model, which views disability as an individual deficit requiring treatment or cure (Bury, 2000). The Social Model is important because it reframes disability as a matter of human rights rather than personal tragedy (Shakespeare, 2013). It emphasises removing barriers such as inaccessible buildings, discriminatory attitudes, and inflexible policies (Barnes, 2012). This aligns with person‑centred care principles, which prioritise autonomy, choice, and respect (Rogers, 1951; NICE, 2021). The model also supports anti‑oppressive practice by recognising structural inequalities faced by disabled people (Finkelstein, 1980). In health and social care, this perspective encourages practitioners to focus on enabling participation rather than “fixing” impairments (Thomas, 2004). Therefore, the Social Model is essential for promoting inclusive, ethical, and empowering care.
The Social Model emerged in the 1970s and 1980s through activism by disabled people’s organisations such as the Union of the Physically Impaired Against Segregation (UPIAS, 1976). UPIAS argued that disability was created by social exclusion rather than impairment. This radical shift laid the foundation for the model later formalised by Mike Oliver, who coined the term “Social Model of Disability” in 1983 (Oliver, 1983). The model developed in response to widespread institutionalisation, segregation, and paternalistic care practices that denied disabled people autonomy (Barnes & Mercer, 2010). Over time, the model has evolved to incorporate intersectional perspectives, recognising that disability interacts with gender, race, class, and culture (Shakespeare, 2014). Critics argue that the model oversimplifies the relationship between impairment and disability, ignoring the lived experience of pain or illness (Crow, 1996; Thomas, 2004). In response, scholars developed the Biopsychosocial Model and Critical Realist approaches, which integrate both social and biological factors (WHO, 2001; Shakespeare, 2013). Despite critiques, the Social Model remains foundational in disability rights movements and UK policy.
Several critiques have been levelled at the Social Model. First, critics argue that it neglects the embodied experience of impairment, particularly chronic illness or pain (Crow, 1996; Shakespeare, 2013). Second, the model has been criticised for focusing primarily on physical impairments, failing to fully address learning disabilities, mental health conditions, or neurodiversity (Thomas, 2004). Third, some scholars argue that the model oversimplifies complex interactions between individuals and society (Bickenbach, 1999). In response, disability theorists have expanded the model to include relational and biopsychosocial perspectives, acknowledging that both impairment and social barriers contribute to disability (Shakespeare, 2014). The Social Relational Model (Thomas, 2004) addresses limitations by recognising “impairment effects” while maintaining focus on structural barriers. Despite critiques, the Social Model remains influential because it provides a powerful political and ethical framework for rights‑based care (Barnes, 2012). It continues to evolve in response to new understandings of disability and intersectionality.
Application of the Social Model in Health and Social Care Policy and Practice
The Social Model has significantly shaped UK health and social care policy. The Equality Act 2010 incorporates social model principles by requiring reasonable adjustments to remove barriers (EHRC, 2010). The Care Act 2014 emphasises wellbeing, independence, and participation, reflecting person‑centred values aligned with the Social Model (DHSC, 2014). The NHS Long Term Plan (2019) promotes personalised care and shared decision‑making, further embedding social model principles (NHS England, 2019). In practice, the model encourages practitioners to focus on enabling environments, accessible communication, and collaborative care planning (NICE, 2021). It also informs safeguarding, advocacy, and anti‑discriminatory practice (Thompson, 2016).
However, challenges remain. Implementation is inconsistent across services, and some practitioners still rely heavily on medicalised approaches (Shakespeare, 2013). Resource limitations, staff shortages, and organisational pressures can hinder person‑centred practice (CQC, 2022). Additionally, disabled people report ongoing barriers in accessing healthcare, including communication difficulties, inaccessible facilities, and discriminatory attitudes (Scope, 2021). These issues highlight the need for stronger policy enforcement, training, and cultural change within services.
Despite its strengths, several challenges hinder the full implementation of the Social Model in health and social care. One major challenge is the persistence of medicalised attitudes among some practitioners, who may continue to view disability primarily as an individual deficit rather than a socially constructed barrier (Sakespeare,2018). This can lead to practices that prioritise treatment over empowerment, limiting opportunities for person‑centred care. Another challenge is the inconsistency in applying reasonable adjustments across different services. While the Equality Act 2010 provides a legal framework, enforcement varies, and many disabled people still encounter inaccessible environments, inadequate communication support, and inflexible procedures (Equality Act,2010; Care Quality Commission, 2023).  Resource limitations also pose significant barriers. Staff shortages, funding cuts, and high workloads can make it difficult for organisations to prioritise accessibility improvements or invest in training (King’s fund, 2022). Additionally, disabled people from minority backgrounds often face intersectional disadvantages, including racism, language barriers, and cultural misunderstandings, which can further limit access to equitable care (Morrissey et al., 2021). A final challenge is the gap between policy and practice. Although UK legislation reflects social model principles, practical implementation often falls short due to organisational pressures, limited awareness, or insufficient leadership commitment (Department of Health and Social Care, 2022). Addressing these challenges requires sustained investment, cultural change, and stronger accountability mechanisms within health and social care systems.
Recommendations for Policy and Practice
To strengthen the application of the Social Model in health and social care, policy and practice must prioritise inclusive environments, rights‑based approaches, and meaningful involvement of disabled people. One key recommendation is the expansion of mandatory disability awareness training for all health and social care staff. Such training should focus on recognising social barriers, promoting person‑centred practice, and understanding the legal responsibilities under the Equality Act 2010. Improving accessibility standards across all health and social care environments is also essential. This includes physical accessibility, communication support, and digital accessibility to ensure that disabled people can fully participate in services. Strengthening co‑production is another vital recommendation, as involving disabled people in service design and policy development leads to more responsive and inclusive systems. Enhanced funding for community‑based support is necessary to promote independence and participation, particularly for individuals who rely on social care services. Integrating intersectional approaches into policy and practice can help address inequalities affecting disabled people from minority backgrounds. Finally, stronger enforcement of the Equality Act 2010 is needed to ensure organisations meet their legal obligations and provide reasonable adjustments consistently across services.
Conclusion
The Social Model of Disability has transformed understandings of disability within health and social care, shifting focus from individual impairments to societal barriers. Its development through activism and scholarship has shaped rights‑based policy, person‑centred care, and anti‑oppressive practice. Although the model faces critiques, particularly regarding its treatment of impairment, it remains a powerful framework for promoting equality and inclusion. Applying the Social Model in practice requires ongoing commitment to accessibility, co‑production, training, and cultural change. By strengthening policy and addressing the challenges identified, health and social care services can better support autonomy, dignity, and participation for disabled people. Ultimately, the Social Model provides a vital foundation for ethical, empowering, and person‑centred care.
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