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Introduction
Person-centred care is a fundamental principle in current health and social care, and it involves people being active participants in decisions about their care and support (Coulter and Oldham, 2016). McCormack and McCance (2017) also underline how this approach is based on the principles of autonomy, dignity, and collaborative relationships between practitioners and service users. The Health Foundation (2021) also discusses person-centred care as providing people the opportunity to make meaningful choices and to have control over how their care is arranged, in line with what matters most to them. This is supported by the Care Act (2014), which establishes a statutory duty on local authorities to promote well-being and to enable people to participate in decision-making. These frameworks all describe person-centred care as a rights-based model, emphasising empowerment and inclusion.
The social model of disability has been established via disability activism and provides a vital underpinning to understanding person-centred practice (Oliver, 1990). It defines impairment as a physical or mental condition, and disability as the social and environmental barriers that hinder participation. UPIAS (1976) claimed that exclusion is a consequence of society’s failure to cater for a range of needs, but Barnes and Mercer (2010) emphasise that the model highlights structural inequities that affect the experiences of people with disabilities. The model’s compatibility with anti-discriminatory practice and its influence on legislation such as the Equality Act (2010) and the Care Act (2014) demonstrate its relevance to current care.
This essay will critically explore the emergence and development of the social model of disability, assess key critiques and academic debates, analyse its application in policy and practice, and offer recommendations to enhance person-centred care through more effective implementation of social model principles.
[bookmark: _Toc235117227]Emergence and Development of the Social Model of Disability
The social model of disability was developed in the 1970s, during a period of significant disability activism in the UK (Griffiths, 2022). Disabled people’s organisations challenged conventional understandings of disability as an individual medical problem, saying that exclusion was produced by societal structures and institutional practices. A crucial landmark in this campaign was the publication of the Union of the Physically Impaired Against Segregation (UPIAS) declaration in 1976, which stated that disability was the result of societal barriers, not impairment itself. This was a direct rejection of the medical or individual paradigm, which located incapacity within the body and promoted treatment, cure, and professional control (Hampton, 2020). The early social model was purposefully simple and politically militant, intended to activate communal action and to recast disability as a form of oppression. Its activist roots underscore that the model was not originally conceived as an academic theory but as a purposeful intervention to change public attitudes and policies.
The first explicit academic statement of the social model of disability was put forward by Mike Oliver. Oliver separated impairment, the physical or mental condition, from disability, the social constraints of an unaccommodating environment (Oliver, 1990). This conceptual division was highly significant in disability studies and helped shift academic discourse away from medicalised interpretations. Oliver’s binary distinction was powerful in its clarity and strong political statement, but scholars such as Shakespeare (2006) contend that it oversimplifies lived experience by disregarding the connection between handicap and social environment. The model’s strength lies in its ability to shed light on structural impediments, but its lack of nuance has been criticised for failing to capture discomfort, weariness, or shifting circumstances. Later academics, such as Barnes and Mercer (2010), elaborated on the social model to address its inadequacies and to include more complex understandings of disability. In its development, the model has evolved from its initial simplicity to a broader foundation for analysing disability across a range of social circumstances.
[bookmark: _Toc235117228]Major Critiques
The social model of disability has been influential but has garnered major controversy for simplifying the complicated realities of disabled people’s lives. One of the major complaints is that the model fails to account for the embodied experience of disability, pain, exhaustion, and changing medical demands (Shakespeare and Watson, 2002; Thorneycroft, 2024). The paradigm's concentration on social barriers almost exclusively risks downplaying the physical and psychological challenges that many disabled persons confront. Some researchers contend that the model is an imperfect account of disability. The binary difference between impairment and disability has also been critiqued for being excessively tight. As Shakespeare (2006) argues, it is not possible to isolate disability into social and biological components, as the lived experience is determined by their interplay.
The paradigm is also criticised for its narrow application in mental health and learning impairments. Owens (2015) points out that conditions such as severe depression, psychosis, or cognitive impairments are not easily accommodated within the impairment/disability split, leading to doubts about whether the paradigm appropriately captures the experiences of all impaired people. Goering (2015) also highlighted that cultural critics argue the social model is largely rooted in Western political engagement and may not be readily transferable to contexts where disability is interpreted differently. In societies with poor infrastructure, poverty, or differing cultural values, social obstacles may not be the primary source of disadvantage, thereby limiting the paradigm's universality. These critiques show that the social model is powerful but not without conceptual and practical constraints.
In response to such criticisms, scholars have developed expanded and alternative models that retain the virtues of the social model while addressing its weaknesses. The Swain and French (2000) affirmative paradigm highlights positive disability identities and experiences, and challenges the concept that disability is necessarily a bad state. The biopsychosocial approach, as recognised by the World Health Organisation in the International Classification of Functioning (ICF), incorporates medical, psychological, and social aspects of disability (Wade and Halligan, 2017). This paradigm emphasises the reality of disabilities and the significance of social barriers, therefore bridging the gap between the medical and social perspectives.
Furthermore, expanded social models also acknowledge the importance of lived experience, recognising that the voices of people with disabilities are vital to the development of meaningful theory and practice (Chapman et al., 2023). Intersectional approaches are concerned with the intersections of disability with gender, racism, class, and other social categories, and help to fill gaps in the original framework (Thorneycroft, 2024). These replies illustrate the social model's flexibility and adaptability, its ability to accommodate nuance without losing its political and ethical foundations.
[bookmark: _Toc235117229]Application to Health and Social Care Policy
The social model of disability has been hugely influential in shaping today’s health and social care policy in the United Kingdom and has provided the foundation for legislation and organisational structures that are rooted in the principles of rights, participation, and barrier removal (Lawson and Beckett, 2021). Critics have argued that one of the clearest statements of the government's social model is the Equality Act 2010. This means public bodies and service providers must make reasonable changes to ensure people with disabilities can access services on an equitable basis (Public Health England, 2020). This legal obligation echoes the social model’s argument that disability is a consequence of environmental and attitudinal impediments, rather than impairment alone (Public Health England, 2020; Thorneycroft, 2024). However, whereas the Act is strongly rights-based, implementation across sectors is inconsistent, sometimes hindered by limited resources, varying levels of organisational commitment, and differing perceptions of what constitutes a ‘reasonable’ adjustment.
Social‑model thinking is further embedded in the Care Act (2014), which puts welfare, choice, and control at the heart of adult social care (Barnes, 2017; Lawson and Beckett, 2021). Its emphasis on personalisation, prevention, and involvement aligns well with the social model's concern for autonomy and inclusion. The Act encourages local authorities to involve people in evaluations and care planning, promoting the idea that disabled people should be active partners rather than passive beneficiaries of care (Office for Equality and Opportunity, 2026). Despite the positives and progress recorded, the policy often lags practice concerns, such as budget challenges, workforce shortages, and bureaucratic processes, which threaten the Act’s person-centred ambitions, highlighting the gap between legislative aspiration and day-to-day service delivery.
Internationally, the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD) establishes a global framework consistent with social-model concepts (United Nations, 2006). The Convention encourages equality, accessibility, and full participation, and requires signatory states, including the UK, to remove societal barriers and defend the rights of persons with disabilities (McCusker et al., 2023). The UNCRPD has enhanced the social model’s legitimacy, but its effect on domestic practice has been inconsistent, partly due to insufficient enforcement mechanisms and the political diversity of commitments to disability rights (Durham et al., 2014).
The NHS’s personalised care frameworks also reflect social-model values through their emphasis on shared decision-making, supported self-management, and person-centred care (NHS England, 2018). These efforts are designed to empower service users and break down institutional barriers. However, the NHS faces severe operational issues, including high demand, staffing pressures, and structural constraints, which could limit the extent to which customised treatment is delivered in practice. Overall, UK policy is strongly informed by social-model ideas, but the success of these frameworks depends on ongoing organisational commitment, proper budget, and cultural change within services.
[bookmark: _Toc235117230]Application to Practice Settings
The social model of disability in practice within adult social care shows how theory can inform day-to-day interactions, evaluations, and support planning. In this setting, the practitioner is expected to identify and remove environmental, organisational, and attitudinal barriers to participation, reflecting the model’s central claim that disability is socially generated (Oliver, 1990). This approach is closely aligned with strengths-based practice, focusing on individuals’ capacities rather than deficits (Department of Health and Social Care, 2017). This view enables practitioners to involve service users in decision-making and increase autonomy, a core aspect of person-centred care (McCormack and McCance, 2017).
One of the big benefits of using the social model in practice is the emphasis on empowerment. Practitioners who understand that barriers to access are external rather than internal are more likely to change how they communicate, adapt their surroundings, and work with service users to develop individual support plans (Gréaux et al., 2023). Co-production is a best-practice method that is increasingly being recognised in adult social care, ensuring that services reflect the preferences and lived experiences of handicapped people with disabilities (Needham and Carr, 2009). This can lead to increased satisfaction with the service, more independence, and increased trust between practitioners and service consumers. The model also promotes anti-discriminatory practice by questioning the premise that disability is an individual shortcoming and enabling staff to critically reflect on institutional norms and biases (Barnes and Mercer, 2010).
However, the application of the social model in practice is hampered by several constraints. Resource pressures in adult social care, such as labour shortages, high caseloads, and restricted funding, may affect practitioners’ ability to consistently deliver person‑centred approaches (Glasby and Dickinson, 2014). Removing barriers may involve time, training, and organisational flexibility, which may be difficult to achieve in overstretched services. Furthermore, focusing on external constraints can lead the model to lose sight of the complicated reality of impairment. This is especially relevant for people with chronic pain, exhaustion, or cognitive impairment for whom a solely social interpretation of assistance may not adequately reflect their support needs. This echoes critiques that the model minimises embodied experience (Shakespeare, 2006). In this context, practitioners must combine person-centred values with clinical and safeguarding duties.
[bookmark: _Toc235117231]Recommendation for Policy and Practice
The social model of disability must be embedded throughout health and social care through a targeted policy and practice change that tackles the ongoing structural and organisational impediments. Policy-level enforcement of the Equality Act (2010) is required to guarantee that appropriate adjustments are consistently made across services. This involves more money for accessible environments, increased monitoring of compliance, and national advice to limit variation in interpretation. Co-production in policy creation would better align services with social model principles by ensuring that the voices of people with disabilities are heard in decision-making at all levels (Needham and Carr, 2009).
In practice settings, continued investment in workforce development is crucial. Mandatory disability awareness training and anti-oppressive practice would equip practitioners with the tools to identify and remove barriers, challenge discriminatory beliefs, and provide genuinely person-centred care (Barnes and Mercer, 2010). Universal design principles in service environments would improve accessibility and decrease the need for specific accommodations. Further strengthening of advocate provision and assisted decision‑making procedures would encourage autonomy and involvement, especially for individuals with complex needs. These guidelines recognise existing resource constraints but stress that genuine implementation of the social model requires cultural change, organisational commitment, and ongoing investment.
[bookmark: _Toc235117232]Conclusion
In conclusion, the social model of disability helps health and social care practitioners understand how rules and attitudes shape the experiences of disabled people in these settings. This model continues to shape laws, policies, and person-centred practices, even though some critics say we need more detailed and practical approaches. While it is not always applied consistently, using more ideas from the social model and demonstrating stronger organisational commitment could help service users gain greater autonomy, feel included, and participate more fully. Bringing these ideas into policy and practice can lead to care that is fairer, more responsive, and truly focused on each person.
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