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The Social Model of Disability: Development, Critiques and Application to Person-centred Health and Social Care 
Introduction 
Understanding of disability influence how health and social care services assess needs, distribute resources and involve individuals in decisions. The traditional medical model locates disability within and individual’s physical or mental impairment and priorities diagnosis, treatment and rehabilitation. By contrast, the social model argues that people are disable mainly by environmental, organisational and attitudinal barriers (Oliver, 1990). This distinction supports person-centred care because it redirects attention from correcting the individual towards removing restrictions, protecting rights and enabling participation. Person-centred practice similarly recognises people as experts in their own live and respect their identities, preferences and aspirations (McCormack and McCance, 2017).
 However, the social model has been criticized for separating impairment too sharply from disability and underestimating pain, illness and differences between disabled people (Shakespeare, 2014). This essay critically evaluates the models emerge, development, criticisms and responses before examining its application to health and social care policy and practice. It argues that the model remains essential for challenging inequality but should be applied flexibly alongside recognition of impairment, intersectionality and individual experience.
Emergence and Development of the Social Model of Disability
The social model emerged from the British Disabled Movement during the 1970s (UPIAS, 1976; Oliver, 1990). Disabled people were frequently presented as dependent recipients of medical treatment, institutional care or charity and were excluded from education, employment, housing and community life. The union of the Physical impaired Against Segregation challenged this individualised understanding by distinguishing between impairment and disability. It described impairment as physical characteristic or limitation, while disability was de disadvantage imposed when society unnecessarily isolated and excluded people with impairments (UPIAS, 1976). This distinction was politically significant because exclusion was no longer understood as unavoidable consequence of a person’s body.
Oliver (1990) subsequently developed the expression “social model of disability” and contrasted it with the individual model. Under the medical or individual model, professional may define the person’s problem and direct interventions towards treatment, rehabilitation or normalisation. The social model instead examines inaccessible buildings, inflexible services, discriminatory employment practices and negatives attitudes. For example, a wheelchair user has a mobility impairment, but disability is produced when a healthcare facility has steps, narrows entrances or unsuitable examination equipment. This analysis reframes disability as matter of equality, citizen and social organisation rather than solely as a clinical problem.
The model enabled disabled people to develop a collective political identity and challenge professional power. Barnes (2012) argues that disability must be considered within wider economic and political structures that determine who can participate in society. The model therefore demands more than sympathetic professional behaviour; it requires organisations to redistribute power and redesign services. It also influenced the principle “Nothing about us without us”, which means that disable people should participate meaningfully in decisions affecting their lives (Barnes, 2012).
This development closely relates to person-centred care both approaches challenge the assumption that professionals automatically know what is best. This approach also reflects Rogers’ person-centred principles of empathy, congruence and unconditional positive regard, which support respectful relationships and recognise individuals as active participants in decisions affecting their lives (Roger, 1951). Person-centred practice considers an individual’s values, strengths, relationships and goals and goal’s instead of reducing the person to diagnosis (McCormack and McCance, 2017). Nevertheless, personalisation and the social model are not identical. A service may offer individual choices while remaining physically inaccessible or intuitionally discriminatory. Genuinely person-centred care must be therefore responded to individual preferences while challenging the structural barriers restricting those choices.
Critical Perspectives and Responses 
The model’s principal strength is its identification of preventable inequality. It questions why society is organised around an assumed non-disabled norm and places responsibility on governments, organisations and service providers to promote inclusion. This can challenge stigma and belief that disabled people are naturally dependent. The model also provides a foundation for reasonable adjustments, independent living, accessibility and co-production. These principles support autonomy and prevent assessment from concentrating only on a individual’s perceived deficiencies (Shakespeare, 2014).       
 However, the separation between impairment and disability has been criticised. Shakespeare (2014) argues that disability is created through a complex interaction between bodies, environments and social relationships. Removing environmental barriers can increase participation, but it cannot necessarily eliminate pain, fatigue or progressive illness. For example, an accessible workplace may benefit a person experiencing chronic pain, but the pain may continue to affect sleep, concentration and mobility. A model focused entirely on external barriers could therefore overlook significant aspects of lived experience.
Disabled feminist writers developed an important response to this limitation. Morris (1991) argued that disabled people should be able to discuss pain and difficult bodily experiences without weakening the political struggle against oppression. Crow (1996) similarly proposed a renewed social model that recognises impairment while retaining its focus on social exclusion. Acknowledging treatment, rehabilitation or pain management does not require a return to medical dominance. The critical issue is whether interventions reflect the individual’s informed wishes or are presented as requirements for becoming socially acceptable.
The original model has also been criticised for treating disabled people as a homogeneous group. Experiences of disability are affected by gender, ethnicity, age, poverty and sexuality. Thomas (1999) developed a social-relational approach that considers both structural restrictions and the effects of discriminatory relationships. Two people with similar impairments may have very different opportunities if one has secure housing adequate income and supportive relationships, while the other experiences poverty and racism. Person-centred practice must therefore address intersecting inequalities rather than assume that removing on physical barrier will create equality. 
The world Health Organization’s International Classification of Functioning, Disability and Health presents disability as an interaction between health conditions and contextual factors (World Health Organization, 2001). This may appear more balanced that a strict interpretation of the social model because it recognises bodily and environmental influences. However, placing disability within a professional classification system could return authority to professionals. The strongest response is not to abandon the social model but to preserve its emphasis on rights and power while recognising impairment, diversity and subjectivity experience.
Application to Health and Social Care Policy 
The social model has influenced international and UK policy. The Nations Convention on Rights of Persons with Disabilities recognises that disability results from interaction between impairments and attitudinal and environmental barriers (United Nations, (2006). Its principles include dignity, autonomy, accessibility, equality and participation. It consequently shifts policy away from presenting disable people as passive recipients of welfare and towards recognising them as citizens and right-holders. 
In Great Britain, the Equality Act 2010 protects disable people from discrimination and requires reasonable adjustments in employment, education and service provision. Health and social care adjustment may include accessible information, sign-language interpretation, longer appointments and alterations to buildings. These duties reflect the social model because services must change rather than require individuals to overcome inaccessible systems. Nevertheless, the Act retains an impairment-based definition requiring a substantial and long-term adverse effect on normal daily activities (Great Britain, 2010). This creates tension between social-model principles and the requirement to prove individual limitation before receiving legal protection. The Care Act 2014 also reflects the social-model principles through its emphasis on wellbeing, participation, prevention and control over everyday life (Great Britain, 2014). Assessments should consider desired outcomes instead of simply placing individuals into standard services. Statutory guidance requires consideration of the person’s views, wishes, feelings with independent living (Great Britain, 2014). However, restrictive eligibility thresholds and financial pressures may prevent these principles from being achieved consistently. The Health and Care Act 2022 encourages integration between healthcare, social care and other organisations (Great Britain, 2022). 
Partnership working my reduce fragmentation for disabled people who would otherwise have to repeat their need to numerous services (NHS England, (2019) similarly promotes personalised care and greater involvement in decisions. However, integration may remain organisational rather than genuinely person-centred if disabled people are absent from service design, decision-making and evaluation. An implementation gap consequently exists between legal right and everyday experiences. Inaccessible buildings, staff shortages, complex assessment systems and insufficient resources can undermine legislation. (Berghs et al. 2019) argue that the social model should be connected to enforceable human rights and adequate material resources. Without funding and accountability, policy language concerning independence could place greater responsibility on individuals while leaving structural inequalities unchanged. 
Application to Health and Social Care Practice 
In practice, the social model requires professionals to identify barriers collaboratively rather than describe the disabled person as the problem. Assessments should begin with what matters to the individual, their strengths and their desired outcomes. If someone repeatedly misses appointment, practitioners should investigate inaccessible transport, unsuitable appointments times, communication difficulties or anxiety resulting from previous discrimination. The care plan can then address these barriers instead of labelling the individual as “non-compliant” (NICE, 2018). Information should be available in appropriate formats, including Easy Read, Large print, Braille, audio and British Sign Language (NICE, 2018). Practitioners should communicate directly with disabled people rather than automatically addressing their relatives or carers. They must also avoid assumptions concerning intelligence, mental capacity, relationship of quality of life. The Mental Capacity Act 2005 estabileshes that adults must be presumed to have capacity unless evidence demonstrates otherwise (Great Britain, 2005). Accessible communication therefore supports autonomy, informed choice and lawful decision-making. Co-production offers a stronger application of the social model than consultation alone. Consultation may ask disable people to respond after decisions have largely been made, whereas co-production involves sharing power from the beginning. Disabled people can contribute to staff recruitment, service design, accessibility audits and service evaluation. NICE (2018) similarly emphasis shared decision-making and communication adapted to individuals needs. However, participation should be adequately supported, accessible and paid where appropriate than relying on unpaid contributions from a small and potentially unrepresentative group.
Multidisciplinary working is necessary because disabling barriers cross organisational boundaries. Nurses, social workers, occupational therapists, doctors, housing departments and voluntary organisations may need to cooperate. Occupational therapists can support environmental adaptations, while social workers address housing or community participation and healthcare professionals respond to impairment-related needs. The social model does not reject healthcare: it challenges medical intervention being imposed as the only solution to social exclusion (Oliver, 1990; Shakespeare, 2014). 
Nevertheless, pressures within practice can obstruct this approach. Short assessments may promote checklist-based decision-making, while eligibility thresholds prioritise immediate danger over prevention and participation. Professional paternalism may continue when restrictive decisions are described as being in someone’s “best interest” without adequate involvement. Digital services may increase convenience for some users while excluding people without accessible technology, digital skills or suitable support. Individual professional commitment must therefore be reinforced by effective leadership, sufficient resources and organisational accountability (Berghs et al., 2019).
 Recommendations 
Health and social care organisations should incorporate accessibility from the beginning of service design rather than repeatedly requiring individuals to request adjustments. This should include building, appointment systems, digital platforms and communication. Accessibility audits must involve people with different impairments because one standardised solution cannot meet everyone’s needs (Great Britain, 2010; Nice, 2018).
Meaningful co-production should also be strengthened. Disabled people should participate in commissioning, recruitment, policy development and evaluation, with payment and practical assistance provided for their contribution (NICE,2018). Staff education developed with disabled people should address the social model, human rights, intersectionality, accessible communication and unconscious bias. However, training alone is insufficient; managers must evaluate whether education changes professional behaviour and improves outcomes for people using services (Berghs et al., 2019).
Assessments should record environmental and attitudinal barriers alongside impairment-related needs. Integrated care plans should identify which organisation is responsible for removing each barrier and establishes review dates. Commissioners should measure outcomes such as autonomy, accessibility and participation instead of concentrating mainly on the number or speed of completed interventions (Great Britain, 2014; NICE, 2018).
Finally, the social model should apply flexibly. Structural discrimination must be challenged while recognising that individuals may also want rehabilitation, treatment or pain management (Shakespeare, 2014; Crow, 1996). Combining rights-based action with respect for bodily experience avoids both medical domination and the neglect of genuine healthcare needs. These recommendations nevertheless require sustained funding, leadership and accountability; without them, co-production, accessibility and participation risk becoming symbolic commitments rather than meaningful changes (Berghs et al., 2019). 
Conclusion 
The social model transformed understandings of disability by relocating the principal problem from the individual to barriers created by society. It challenged medical dominance and promoted equality, accessibility, independent living and participation. Its influence is visible in international human-rights standards, UK legislation and person-centred health and social care practice. Nevertheless, a strict separation between impairment and disability may understand pain, illness and diversity, while insufficient attention to intersectionality can conceal inequalities among disabled people. These criticisms should refine rather than replace the model. Health and social care should retain its focus on power, exclusion and structural barriers while respecting individual experiences and choices. When supported by adequate resources, accountability and meaningful participation, the social model remains and essential foundation for equitable a genuinely person-centred.
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