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A key principle of current health and social care is person-centred care, which advocates for the dignity, autonomy and active involvement in care-making of others. It acknowledges that people should be treated as partners to whom services and care must be tailored to their needs and desires (Santana et al., 2018; Ahmed et al., 2022). This reflects the social model of disability, which is one rooted in the belief that disability occurs not because of impairment, but due to social and environmental barriers (Oliver, 1990; Shakespeare and Watson, 2022). This essay reviews the development of the model, challenges and the influence on health and social care policy and practice critically, and offers suggestions to further develop person-centred care. 
[bookmark: _Toc236476628]The Emergence and Development of the Social Model of Disability
The Social Model of Disability developed in the 1970s disability rights movement in response to the prevailing Medical Model of Disability. The medical model viewed disability as a physical or mental deficiency within the person which needed diagnosis, treatment and rehabilitation. In this sense, disabled persons were often seen to rely on health professionals, and impediments to participation were seen to be an inevitable by-product of impairment. The medical view made important steps towards improving health and rehabilitation services, but the impact of disability and exclusion through social processes was largely overlooked (Oliver, 1990).
One of the defining moments was the publishing of Fundamental Principles of Disability, by the Union of the Physically Impaired Against Segregation (UPIAS). The organisation presented the concept of a difference between the nature of impairment (the physical or mental condition of an individual) and of disability caused by the environmental, institutional and social barriers imposed by society) (UPIAS, 1976). This represented a significant shift in thinking because it challenged the notion that all people with disabilities are inevitably faced with circumstances of exclusion and that such exclusion is of little significance compared to the specimen value of a human life. Now disability was considered more of a social rather than just a medical problem.
On this basis Oliver (1990) went on to establish the Social Model of Disability and place it firmly in its role as a means to grant equality, not merely to provide better health care. He stated that society is able to disable people by creating physical space, services and institutions for non-disabled people. Changing the lives of disabled people therefore should be done by removing structural barriers rather than trying to ‘normalise' certain individuals with various medical interventions (Shakespeare et al., 2022). This view, wounding the paradigm of disability, shifted it from the arena of disability to that of justice, rights and citizenship, thereby affecting disability activism, practice and public policy.
The Social Model has also informed the theoretical underpinning of person-centred care as an approach to healthcare, as both models are anti-paternalistic. Unlike practitioner-centred care, which leaves the choice of what is good or best for the individual to practitioners, person-centred care requires practitioners to work collaboratively, involve the person in decision-making and respect their preferences (Santana et al., 2018; Ahmed et al., 2022). These are reinforced in the Social Model, which acknowledges learning from disabled people themselves as experts in the design and delivery of disabled-led services. As a result, the concept of disability is no longer purely a concept of impairment but a matter of ‘organisation, social and political change'.
Although the Social Model dates back 40 years to when it was created, it is still very influential as many of the barriers raised back then have not changed. Whilst access to disability services, including health services, schools, opportunities to enter the workforce, and willingness to engage in community is malleable and has not determined disability, these stresses are evident in the persistence of inequities (United Nations, 2006). Access to disability services, health services, schools, jobs and community participation are structurally and environmentally influenced and do not make or break disability, as evidenced by the lasting inequities. The Social Model continues to be relevant and one of the main theoretical bases that supports Person Centred Care in the current health and social care context.
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The Social Model of Disability can be seen as a successful tool in disability rights activism and providing cause for reassessing the need for person-centred care, yet has been subject to much academic scrutiny. It has been argued that its focus on external barriers oversimplifies the complex lives of disabled people (Shakespeare and Watson, 2022), while its main weakness is that it focuses on social, environmental and institutional barriers which lead to disability. The model has helped to raise awareness about equality and fight against discrimination, but when applied to health and social services is a topic of debate.
There is a serious issue in the concept of the difference between impairment and disability. The view of the Social Model is that the barrier is to the person's impairment, producing disability (Oliver, 1990; UPIAS, 1976). While this puts a challenge on the assumptions of the Medical Model, it has been criticised as being under-empathic to the effects of chronic illness, pain and progressive diseases. Those who have multiple sclerosis or Parkinson's disease may also need medical care and rehabilitation, and this doesn't depend on being able to access their environment (Shakespeare, 2018). Thus, just claiming disability as a consequence of social barriers neglects the interaction of the biological, psychological and social factors affecting health and wellbeing.
The model has also been challenged for the lack of attention given to the variability of experiences of consequences of disability. Individuals with profound learning disabilities, with dementia or severe mental health conditions often need 24-hour health care and social support, meaning medical and social care should be used in supportive ways, not replacement and not comprehensive (Shakespeare and Watson, 2022). Moreover, the Social Model pays little attention to a protection or intersectionality argument whereby disability intersects with poverty, ethnicity, gender and age to give rise to inequalities in access to healthcare, education and employment (World Health Organisation, 2022). Disability cannot be conceived entirely in terms of environmental barriers, however.
Although there are some restrictions in the Social Model, its criticism is to be refined and not rejected as it has a high relevance. Combining the Social Model with person-centred and biopsychosocial approaches creates the opportunities to support the individual with impairment and social barriers and offers a holistic perspective and individualised care, whilst also adhering to equality and inclusion and human rights principles (Ahmed et al., 2022).
[bookmark: _Toc236476630]Application of the Social Model of Disability to Health and Social Care Policy and Practice
The Social Model of Disability has had a profound impact upon health and social care policy because it has challenged the idea of "impairment" and focused on the barriers which disabled people face to accessing society. This approach is underpinned by person-centred care, with the benefits of encouraging independence, autonomy and active involvement in decision-making; moving away from professional assumptions of care; and individualised care (Santana et al., 2018; Ahmed et al., 2022).
The Equality Act 2010 is a prime example, as it gave the legal framework around disability discrimination, and gave responsibilities to organisations to make reasonable adjustments to give people with disabilities an equal opportunity to access employment, education and healthcare (Equality Act, 2010). These changes involve providing access to environments, assistive technologies and alternative communication systems, taking into account the mantras of the Social Model, which emphasises that barriers to participation in organisations and the environments where they are situated lead to a disability and are not, themselves, the disability. Nevertheless, even with this legal system, many disabled persons are facing unequal access to healthcare because of poor implementation, lack of resources and poor organisational accountability (World Health Organisation, 2022). This shows that a law without enforcement and continued investment will not necessarily solve structural inequalities.
The Care Act 2014 also ensures that the Social Model is embedded as the Care Act places wellbeing, independence and personal choice at the heart of adult social care. The Act places emphasis on individuals as partners in decisions about their support and social participation, dignity and community inclusion by using personalised assessments and care planning (Care Act, 2014). It shows that successful outcomes require knowledge of the wider social context that impinges upon wellbeing and does not just centre on physical care needs, a principle of person-centred care.
Likewise, NHS England's Accessible Information Standard (AIS) states that the health care provider must consider and act upon what the disabled person needs to communicate, provide it in an appropriate accessible format (preferably Easy Read, or Braille and/or British Sign Language (BSL) interpretation) (NHS England, 2024). The Standard puts the onus on healthcare organisations to minimise communication barriers within, meaning informed consent, shared decision-making and a more inclusive service delivery, again supporting the principles of the Social Model and person-centred care.
Notwithstanding these policy steps, there is still much that is challenging. Disabled individuals remain at a higher risk of sub-standard health outcomes due to inaccessibility of services, discriminatory attitudes and a lack of training of workers in health services (World Health Organisation, 2022; World Health Organisation, 2023). Changes in legislation and professional practice in the context of the Social Model have helped, but changes in practice must be ongoing if we are to make the transition towards person-centred care a reality, and this will mean a commitment to continuous professional development, adequate funding, and organisational commitment as well as legislation.
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While the Social Model of Disability has had a profound impact on policy for health and social care, there remains a need for this model to be further developed in line with its principles so that these are consistently implemented and disseminated into daily practice. Increasing health and social care workforce disability competency is a priority. Knowledge of the law should be coupled with a focus on skills and skills training in communication, reasonable adjustment and shared decision making, culturally responsive care and support. There is evidence that disability competence training benefits health professionals' understanding of disability and minimises unconscious bias to enable more equitable and person-centred services (Phillips, England and Wishengrad, 2021).
More disabled people involved in the planning, delivering and assessing of health and social care services is also important. In line with the principles of the Social Model, use the concept of service users being experts, via co-production-based approaches where they can contribute to the making of policy and organisational decisions. This helps to enhance service effectiveness and responsiveness and to ensure that interventions are based on the experiences and voices of people with disabilities rather than the professional sector's assumptions (Ahmed et al., 2022).
Lastly, there is a need to enhance supervision of disability provisions. The Equality Act 2010 and the Care Act 2014 offer broad and far-reaching legislative frameworks; however, less than consistent implementation exists and is a barrier to fairness in access to care. Future policy should therefore focus on making it so that person-centred care is enacted as a consistent reality rather than as an aspirational principle through aspects such as organisational accountability, infrastructure that is accessible, inclusion of digital and sustained investment in inclusive services (World Health Organisation and United Nations Children's Fund, 2022).
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The Social Model of Disability has changed the way that disability is seen, from focusing on people's impairments, towards focusing on the social and environmental problems that exclude them from being able to participate. This view has been a key driver of person-centred practice with a focus on autonomy, equality and inclusive practice, as seen in the UK legislation in the Equality Act 2010 and the Care Act 2014. The model's lack of recognition of impairment and complexity of healthcare needs, however, emphasises the need for an integrated approach. As a whole, the Social Model is still important to modern health and social care as it supports the principles of equality, inclusion and rights-based, person-centred care and fosters transformative action.
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