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Person-centered care has become an important standard in health and social care, focusing on treating individuals with dignity, respect, and supporting their independence and decision-making (American Geriatrics Society Expert Panel on Person-Centered Care et al., 2016). One key theory that has influenced this approach is the Social Model of Disability (Oliver, 2023). Unlike traditional views, this model does not see disability as a problem within the individual. Instead, it highlights how social, environmental, and attitudinal barriers in society create disability.
This essay critically examines the Social Model of Disability by exploring how it developed, its key ideas, and the main criticisms it has received, along with responses to those criticisms. It will also analyse how the model is applied in health and social care policy and practice, including the challenges faced in its implementation. Finally, recommendations will be made to improve policy and practice in order to strengthen person-centred care.
[bookmark: _Toc227168072]Emerging and Development of the Social Model of Disability.
The Social Model of Disability began in the 1970s, largely influenced by disability rights activists and organizations such as the Union of the Physically Impaired Against Segregation (UPIAS). It developed as a response to the Medical Model of Disability, which viewed disability as an individual condition requiring treatment or cure. In contrast, the Social Model introduced a clear distinction between impairment, referring to a physical, sensory, or cognitive condition, and disability, which is understood as the disadvantage caused by societal barriers.
According to this perspective, disability arises not from the individual’s condition but from external factors such as inaccessible environments, negative attitudes, and discriminatory policies. Over time, the Social Model has significantly shaped disability studies, public policy, and advocacy efforts. It has contributed to recognising disability rights as human rights and has influenced the development of equality legislation and anti-discrimination frameworks. Furthermore, it strongly supports the principles of person-centered care by promoting independence, choice, and empowerment.
[bookmark: _Toc227168073]Social Model Critiques and Responses.
Although its transformative nature, the Social Model of Disability had been the subject of a number of criticisms. Perhaps one of the strongest criticisms is that it tends to ignore the lived experience of impairment. Social barriers do not explain completely pain, fatigue, and medical needs (Critics). The model can also minimize the role of medical care and personal experiences by paying more attention to the societal structures (Barnes, 2019).
The other criticism is that the model has provided a simplistic dichotomy between impairment and disability. As a matter of fact, the biological and social interrelationship is complex and the distinction may not be true to the realities that people live in. Moreover, other researchers indicate that intersectionality is not discussed with sufficient depth in the model. Gender, race, and socio-economic status might be added to disability experiences, but do not necessarily entirely fit into the model.
As answers to these criticisms, complementary and alternative models have been proposed. Biopsychosocial Model, such as, combines biological, psychological, and social variables, providing a more holistic approach toward disability. Likewise, relational disability concept focuses on how people relate to their environments. According to the social model proponents, the main intention of the social model is not to reject impairment but to confront structural inequalities. They insist that the model is still necessary to promote social change and deal with systemic discrimination.
[bookmark: _Toc227168074]Use in Health and Social Care Policy and Practice
The Social Model of Disability has impacted health and social care policies significantly especially in the area of enhancing inclusion, accessibility and equal rights. Among the main directions of application is anti-discrimination laws. The recognition of policies has been more towards the need to eliminate barriers and provide equal access to services. This contains accessible building requirements, reasonable adjustments and inclusive communication practices (Equality Act 2010). The model in health and social care practice is used to advocate person-centered practices by promoting professionals to concentrate on the needs, preferences, and strengths of individuals instead of limitations. As an example, the process of care planning currently frequently engages service users in an active way and allows them to have a say in their own care. Community-based care initiatives have also been impacted by the model. Rather than institutionalisation, more focus is placed on helping individuals to be supported in their respective communities and be independent and socially integrated. Nevertheless, even with these developments, there are still a number of issues in the implementation of the model in practice.
[bookmark: _Toc227168075]Challenges and Problems in Implementation
The policy-practice gap is one of the major concerns. Policies can be proclaimed as inclusive and accessible, but because of resource limitations, in many cases, they cannot be applied. Indicatively, lack of proper funding might lead to inadequate support services, long queues, and lack of access to assistive technologies.
The other obstacle is the medicalised attitudes of healthcare professionals, this is more so in cases where referrals to other agencies could be applied and possibly offer more help or cost benefit. Although policy changes have been made, there are still practitioners who use diagnosis and treatment at the expense of social inclusion, thus sabotaging person-centered care. Also, structural barriers are still prevalent. Inequality in the access to infrastructure, absence of transport, and digital exclusion remain barriers to the participation of people with disabilities (World Health Organization, 2016).
Another problem is that of tokenistic participation. Although policies focus on the involvement of service users, in reality, the people might not be actually included in decision-making process. This may lead to incomplete care plans which fail to capture their needs and preferences. Moreover, cultural and societal perception may be a barrier on their own. The issue of stigma and discrimination has remained a problem in the perception and treatment of people with disabilities, affecting their access to opportunities and services. This stigmatization of people with disability has led some of them to avoid going out to explore or even get help within the community which is offered by the government or local authorities their by limiting their ability to integrate well where they live.
[bookmark: _Toc227168076]Recommendations for Policy and Practice
In order to make the Social Model of Disability more effective in promoting person-centered care, it is possible to make a number of recommendations.
To begin with, more funds have to be invested in health and social care services. It needs to be adequately funded to make sure that the necessary infrastructure, support, and assistive technologies are available.
Second, healthcare professionals should be enhanced by means of education and training. The elements of the social model should be prioritised in training to create an awareness of social barriers and to foster a change away from purely medicalised approaches.
Thirdly, the policies need to take a more integrated approach, which integrates the strength of both the social model and other models such as the biopsychosocial model. This would enable a more comprehensive view of disability looking at both the social and individual needs.
Fourthly, real service user engagement should be given priority. These involve co-production of policy and care planning whereby people have a meaningful voice in decisions that touch their lives.
Fifthly, efforts should be made to address intersectionality. The policies and practices must acknowledge the diversity of people with disabilities considering gender, ethnicity and socio-economic status.
Lastly, to overcome stigma and facilitate inclusion, awareness campaigns on a social level are necessary. A shift in the mindset of society is an important step in the right direction of eliminating obstacles and getting real equality.

[bookmark: _Toc227168077]Conclusion
The Social Model of Disability has played a key role in changing the perception about disability and promoting person-centered care. It has brought to the fore the value of inclusion, accessibility, and equality by moving the emphasis away to the individual impairment and focusing on society.
However, the model is not without limitations. In criticisms about its failure to focus on impairment and to address the intersectional analysis, a more detailed approach is required. Although the model has played a key role in policy and practice, issues like resource shortages, the continued medicalisation mindset, and structural aspects remain as a barrier to its total application.
In the future, a more unified and comprehensive approach is needed. Incorporating the best of the social model with other models, resource investment, and encouraging authentic involvement would help health and social care systems to serve individuals and maintain the tenets of person-centered care. A comprehensive approach where all agencies work together in collaboration, putting individuals at the core of decision-making making is encouraged so that the community stigmatization of disability is eliminated.
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