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Introduction
The social model of disability is a major paradigm shift in disability studies and has significantly influenced contemporary health and social care practice. Unlike the traditional medical model, which views impairment as an individual deficit or pathology, the social model argues that disability is created by socially constructed barriers environmental, attitudinal, and structural (Oliver, 1990). This distinction is crucial for person‑centred care because it moves beyond treating individuals to addressing systemic obstacles that restrict autonomy, dignity, and participation. The model challenges long‑standing medical assumptions and aligns with modern policy priorities focused on equality, shared decision-making, and the rights of disabled people.
For practitioners, the social model is highly relevant to how services are designed, delivered, and evaluated. Understanding disability as a social issue rather than an individual problem requires a fundamental shift in perspective. It encourages professionals to consider how organisational structures, cultural attitudes, and environmental design contribute to exclusion. This essay critically reviews the development of the social model, its application in health and social care policy and practice and offers recommendations for strengthening person‑centred approaches. Although the model remains influential, it must be continually re‑examined and adapted to ensure it reflects the diverse realities of disabled individuals. As society evolves, so too must our understanding of disability, ensuring that frameworks remain responsive to emerging challenges and diverse lived experiences.
The Social Model of Disability: An Outdated Ideology?
The Concept is Born
The social model of disability emerged in the 1970s and 1980s, championed by disabled people’s organisations such as the Union of the Physically Impaired Against Segregation (UPIAS, 1976). UPIAS argued that disability results not from impairment itself but from societal inaccessibility and discrimination. This view represented a radical departure from the medical model, which treated disability as a personal tragedy or medical issue. Mike Oliver (1990) further developed these ideas, asserting that disability is a political and social rights issue rooted in structural barriers. Oliver’s work provided a foundation for disability rights activism and influenced major frameworks such as the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD, 2006), which emphasises autonomy, participation, and accessibility.
Development and Evolution
The social model has evolved through academic debate, legal reform, and policy change. In the UK, the Disability Discrimination Act 1995 and the Equality Act 2010 embedded the social model’s principles, legally requiring accessibility and reasonable adjustments. The Care Act 2014 placed well‑being, independence, and person‑centred planning at the heart of adult social care. Globally, the World Health Organisation’s International Classification of Functioning, Disability and Health (ICF) reflect a biopsychosocial approach, recognising that disability arises from the interaction between health conditions and environmental factors. These developments demonstrate the model’s broad influence and the shift from individual deficit to societal responsibility.



Critique of the Social Model
While transformative, the social model is not without limitations. For practitioners dedicated to person‑centred care, these critiques are essential to address.
Impairment vs Disability
A key critique concerns the separation of impairment and disability. The social model’s focus on social barriers is empowering, but it can underplay the complex, embodied realities of pain, fatigue, or cognitive impairment (Shakespeare, 2014). Many disabled people experience daily challenges due to their impairments, even in fully accessible environments. For example, degenerative conditions can impose increasing restrictions regardless of external barriers. Recognising both social and biological realities adds depth to the model and respects the full breadth of lived experience.
Lack of Intersectional Awareness
The social model has historically lacked an intersectional perspective. Disability does not exist in isolation; it is shaped by gender, race, class, sexuality, and culture (Thomas, 2007). Disabled women may face both sexism and ableism, while people from ethnic minorities may contend with racism alongside disabling barriers. Intersectionality is crucial for a genuinely person‑centred approach, as it enables practitioners to understand and respond to the unique, layered disadvantages experienced by individuals.
Missing Care Relationships
Feminist scholars such as Morris (1991) have critiqued the social model for underrepresenting care relationships. Many disabled people rely on carers or family members for daily support. These relationships involve emotional labour, negotiation, and mutual dependency. The model’s emphasis on autonomy and independence can inadvertently ignore the reality of interdependence, risking a one‑dimensional view of disabled people’s lives. Recognising the value of support networks enhances understanding and person‑centred practice.
Mental Health Contexts
The social model faces challenges in mental health. People with mental health conditions often experience both external stigma and internal psychological barriers (Shakespeare & Watson, 2002). For example, severe depression may cause distress beyond societal barriers. A purely social or medical model cannot fully explain these complexities; an integrated approach that recognises biological, psychological, and social dynamics is needed for effective support.
Responses to Critiques
Acknowledging these critiques has led to hybrid models such as the biopsychosocial approach (Wade & Halligan, 2017), which integrates medical, psychological, and social factors. Relational and critical disability studies frameworks further highlight embodiment, interdependence, and intersectionality, encouraging practitioners to adopt holistic, flexible strategies. These models do not abandon the social model’s commitment to rights and inclusion but enrich it by addressing the realities highlighted by lived experience.
Health & Social Care Policy and Practice Application Policy Implementation 
The social model has shaped UK health and social care policy. The Equality Act 2010 requires organisations to make reasonable adjustments, including modifying environments, providing accessible communication, and enabling participation. The Care Act 2014 reinforces social model principles by emphasising well‑being, independence, and person‑centred planning, and obliges local authorities to address social and environmental barriers. The NHS Long Term Plan (2019) and the Accessible Information Standard (NHS England, 2016) further embed these values, prioritising personalised care and accessible information.
Despite these policy advancements, real-world implementation can be inconsistent. Many disabled people still encounter barriers when accessing services and participating in decision-making. Persistent challenges often stem from resource constraints, bureaucratic obstacles, and insufficient organisational commitment or staff training.
Applying the Social Model in Practice
For practitioners, embracing the social model means proactively identifying and removing barriers, empowering choice, adapting communication, and fostering inclusion. These actions are vital for those with learning disabilities, mental health conditions, or physical impairments, where societal attitudes and inaccessible environments often pose greater challenges than impairment itself. Examples include accessible public transport, easy‑read information, and flexible appointment systems.
Yet practical barriers remain. Resource shortages can limit accessible environments and personalised support (Glasby & Dickinson, 2014). Risk‑averse cultures may favour safety over autonomy, leading to paternalistic practices that restrict independence (Tilley et al., 2020). Inconsistent training can result in uneven implementation across services.
To address these realities, many services now use blended approaches, integrating medical, psychological, and social models. This helps practitioners respond to diverse needs while upholding the social model’s commitment to rights and person‑centred care.
Policy and Practice Recommendations
To advance the social model and support inclusive, person‑centred practice, several recommendations are essential:
· Strengthen Professional Development: 
Mandatory training on disability rights, accessibility, inclusive communication, and shared decision-making. Cultural competence and intersectionality must be prioritised.
· Improve Accessibility and Reasonable Adjustments: 
Regular accessibility audits, with disabled people involved in evaluating environments and procedures.
· Strengthen Co‑Production: 
Disabled people must be partners in designing services, developing policy, and delivering staff training.
· Address Intersectionality: 
Assessments and care planning should consider multiple, overlapping identities and disadvantage.
· Invest in Community‑Based Services:
 Local, accessible services promote independence, social inclusion, and early intervention.
Adopt Hybrid Models
Integrated, flexible approaches allow practitioners to meet complex needs while maintaining rights‑based principles.
Effective implementation depends on strong leadership, adequate resources, and genuine partnership with disabled people at every level.
Conclusion
The social model of disability has played a central role in reshaping how disability is understood within health and social care. By highlighting environmental, attitudinal, and structural barriers rather than individual deficits, it has provided a powerful foundation for promoting equality, autonomy, and person‑centred practice. Its influence is clear across UK legislation, policy development, and service design, particularly in efforts to embed accessibility, reasonable adjustments, and shared decision-making within health and social care systems.
However, as the critiques explored in this essay demonstrate, the social model is necessary but not sufficient. The strict separation between impairment and disability can obscure the embodied realities of pain, fatigue, and cognitive difference. The original model does not fully capture how disability intersects with race, gender, poverty, and culture, producing layered disadvantage. It also overlooks the lived experiences of disabled people who rely on care relationships and interdependence, and it struggles to account for the complexities of mental health, where internal and external barriers are deeply intertwined.
These limitations do not diminish the value of the social model; instead, they highlight the need for continued development. Integrating hybrid approaches such as biopsychosocial, relational, and critical disability frameworks can strengthen person‑centred practice by acknowledging both structural oppression and embodied experience. Organisations must invest in accessibility, co‑production, intersectional training, and community‑based support to ensure care is genuinely inclusive. Practitioners should adopt flexible, holistic methods that recognise disabled people as experts in their own lives and central partners in decision-making.
Ultimately, the social model remains a vital foundation for disability rights and inclusive practice. Its evolution reflects maturity rather than decline, demonstrating a commitment to adapting and responding to the diverse realities of disabled people. A modernised, integrated approach ensures that health and social care systems uphold dignity, autonomy, and equality, enabling disabled people to take part fully and meaningfully in society.
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