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A study analysis on Social Model relation Disability in Supporting Person-Centred Care in Health and Social Care Policy and Practice

Introduction
Recent decades, person-centred care has emerged as a dominant principle within health and social care systems, reflecting a broader shift towards valuing individual autonomy, dignity, and lived experience. Rather than viewing individuals as passive recipients of standardized interventions, person-centred care emphasizes partnership, empowerment, and responsiveness to unique needs. This transformation has been shaped by a number of theoretical perspectives, which holds particular significance.
Societal perspective relates to disability represents a fundamental departure from traditional biomedical approaches by reframing disability as a socially constructed phenomenon. Instead of locating the “problem” within the individual, it highlights how societal structures, environmental barriers, and discriminatory attitudes restrict participation and create disadvantage (Oliver, 1990). This perspective aligns closely with the ethos of person-centred care, particularly in its emphasis on inclusion, choice, and respect for lived experience.
This essay critically examines the social model of disability as a framework underpinning person-centred care. It first explores the origins and evolution of the model, before analysing key critiques and the ways in which scholars have responded to them. The discussion then turns to the application societal-model within health & social-care policy and empirical approach, identifying both its contributions and ongoing challenges. Finally, the essay proposes recommendations to strengthen its implementation and concluded by [image: ]


Evolution of the Societal Perspective of Disability
The social model of disability emerged in the United Kingdom during the 1970s as a reaction against the prevailing medical model. Traditionally, the medical model understood disability as an issue rooted within the individual, placing emphasis on diagnosis, clinical treatment, and rehabilitation. This perspective often framed disabled people as reliant on professional support, while giving limited attention to their independence or the wider social factors influencing their experiences (Shakespeare, 2013).
Growing dissatisfaction with this individualised view contributed to the rise of disability activism. In particular, UPIAS played a key role in redefining disability. In 1976, the organisation introduced a distinction between “impairment” and “disability,” where impairment referred to a physical, sensory, or intellectual condition, and disability described the barriers created by society. These barriers included inaccessible physical environments, discriminatory policies, and negative public attitudes, all of which restrict full participation in everyday life (UPIAS, 1976).
Michael Oliver (1990) later developed the social model within academic discourse, positioning it as both a theoretical framework and a political tool aimed at challenging oppression. The model shifted responsibility for disability away from the individual and toward society, emphasizing the need to remove barriers and promote inclusion. This reframing had profound implications, not only for how disability was understood, but also for how policies and services were designed.
Over time, the social model gained considerable influence in shaping disability rights movements and public policy. In the UK, it informed legislative developments such as the Disability Discrimination Act 1995 and the Equality Act 2010, both of which sought to address systemic inequalities and ensure equal access to services and opportunities. The model also contributed to the emergence of disability studies as an academic field, encouraging critical examination of the social, cultural, and political dimensions of disability.
Importantly, the social model has played a key role in advancing person-centred care. By emphasizing the importance of listening to individuals and recognizing their expertise in their own lives, it supports a move away from paternalistic care practices toward more collaborative and empowering approaches.

Critiques and Responses
While the social model has been highly influential, it has not been without criticism. One of the most significant critiques is that it underestimates the role of impairment and embodied experience. Critics argue that the model’s strong focus on social barriers risks overlooking the realities of pain, fatigue, and other physical or psychological challenges that many individuals face (Shakespeare, 2013). For example, individuals living with chronic illness may experience limitations that persist even in fully accessible environments.
A further limitation of the social model is its original emphasis on physical impairments. Earlier interpretations were not always relevant to individuals experiencing mental health conditions, learning disabilities, or neurodivergence, leading to a lack of representation for these groups within the model (Thomas, 2007).
In addition, the model has been critiqued for its limited consideration of intersectionality. Disability is often experienced alongside other forms of social disadvantage, including those linked to race, gender, socioeconomic status, and age. However, the social model has been viewed as insufficient in addressing how these multiple and overlapping inequalities interact (Goodley, 2017).
Additionally, the distinction between impairment and disability has been challenged as overly rigid. In practice, biological and social factors interact in complex ways, making it difficult to separate them entirely. This has led some critics to argue that the model may oversimplify the lived realities of disabled individuals.
In response to these critiques, scholars have sought to refine and expand the social model. The biopsychosocial model, introduced by Engel (1977), represents one such development, integrating biological, psychological, and social dimensions of health. This approach acknowledges the importance of both embodied experience and social context.
Furthermore, critical disability studies have introduced more nuanced perspectives, incorporating intersectionality and emphasizing diversity. These approaches aim to retain the social model’s focus on social justice while addressing its limitations.
Importantly, defenders of the social model argue that it was never intended to provide a complete account of disability. Rather, it serves as a political framework designed to challenge structural inequality and promote inclusion (Oliver, 1996). From this perspective, its value lies in its ability to shift mention toward societal responsibility, even as it continues to evolve.
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Application in Health & Social Care Policy and Practice
Social perspective of disability has had a significant impact on health & social-care policy, especially in promoting person-centred and rights-based approaches. Policies influenced by the model emphasize accessibility, inclusion, and the pro-active participation of service users in decision-making.
One of the most important applications is personalized care planning. This approach involves tailoring services to the individual’s needs, preferences, and goals, rather than applying standardized interventions. By recognizing the individual as an active participant, personalized care planning reflects the principles of autonomy and empowerment central to both the social model and person-centred care (Department of Health, 2012).
The concept of independent living has also been strongly influenced by the social model. It emphasizes the right of individuals to live autonomously and participate fully in society, supported by appropriate services where necessary. Initiatives such as personal budgets and direct payments have been developed to give individuals greater control over their care arrangements.
Co-production represents another key development. This approach involves collaboration in service users and professionals in design and delivery of services, recognizing the value of lived experience (Needham and Carr, 2009). Co-production aligns closely with person-centred care by promoting partnership and shared decision-making.
In addition, the social model has informed efforts to improve accessibility across health and social care systems. This includes the removal of physical barriers, the provision of assistive technologies, and the use of inclusive communication strategies. These measures aim to reduce exclusion and enable full participation.
However, the implementation of the social model in practice remains uneven. One major challenge is the continued dominance of medicalized thinking within healthcare systems. Despite policy commitments to person-centred care, many practitioners continue to prioritize diagnosis and treatment over social and environmental factors (Shakespeare, 2013).
There is also a persistent gap between policy and practice. While person-centred care is widely endorsed, its implementation is often inconsistent. In some cases, service user involvement is limited to consultation rather than genuine participation, resulting in tokenistic approaches.
Resource constraints further complicate implementation. Addressing the social determinants of health requires significant investment and coordination across sectors, which can be difficult to achieve in practice.
Moreover, the emphasis on independence within the social model may overlook the importance of relationships and interdependence. Many individuals rely on networks of support, and care is often relational in nature. This highlights the relevance of complementary frameworks such as the ethics of care, which emphasizes empathy, relationships, and mutual responsibility (Toronto, 1993).
An additional issue relates to policy fragmentation. Health and social care systems often operate across multiple agencies with differing priorities, which can hinder the consistent application of the social model. Without coordinated strategies, efforts to remove barriers may be uneven or short-lived. Furthermore, austerity measures and funding constraints in many systems have limited the extent to which inclusive policies can be fully implemented, raising concerns about equity and sustainability in person-centred approaches.
Recommendations for Practice
To strengthen the application of the social model in promoting person-centred care, several recommendations can be made.
First, a more integrated theoretical approach is needed. Combining the social model with the biopsychosocial model and the ethics of care can provide a more holistic understanding of disability, addressing both structural barriers and lived experiences.
Second, formal education & training for health & social-care professionals should be enhanced. This should include a focus on person-centred values, communication skills, and awareness of social determinants of health. Such training can help to challenge entrenched medicalized perspectives.
Third, policies should prioritize genuine co-production. Service people ought to be actively involved in all stages of service infrastructure &  ability to deliver, with mechanisms to ensure meaningful participation rather than tokenism.
Fourth, greater investment is required to address structural inequalities. This includes improving accessibility, promoting inclusive education, and creating employment opportunities. Addressing these broader determinants is essential for reducing disability-related disadvantage.
Fifth, service delivery should be flexible and responsive. Care plans should be regularly reviewed and adapted to reflect changing needs, ensuring that individuals receive appropriate and timely support.
Finally, ongoing research and evaluation are essential to identify best practices and ensure that policies are effective and inclusive. This should include diverse perspectives to reflect the complexity of lived experiences. Greater emphasis should also be placed on measuring outcomes that matter to service users, such as quality of life, independence, and social participation, rather than relying solely on clinical indicators.
Conclusion
The social model of disability has been instrumental in reshaping understandings of disability and advancing person-centred care within health and social care systems. By shifting the focus from individual deficits to societal barriers, it has provided a powerful framework for promoting inclusion, equality, and empowerment.
Nevertheless, the model is not without limitations. Critiques relating to embodiment, intersectionality, and its binary framework highlight the need for continued development and integration with other approaches. While it has significantly influenced policy and practice, challenges remain in translating its principles into meaningful change.
Ultimately, achieving truly person-centred care requires a critical and reflective approach that combines theoretical insight with practical action. By integrating the strengths of the social model with complementary frameworks and addressing structural inequalities, health and social care systems can better meet the diverse needs of individuals and create more inclusive and equitable forms of care. Future policy directions should therefore focus not only on removing barriers, but also on actively enabling participation, ensuring that individuals are supported to lead meaningful and self-determined lives within their communities.
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