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Person-centred care has become a popular notion perceived as the foundation of contemporary health and social care since it places a person at the heart of every decision and emphasises their autonomy, dignity, and individual conditions (NHS England, 2024). This approach is based on a number of theoretical frameworks each of which provides the unique perspective of understanding and addressing the needs of service users. The social model of disability is one of them. Instead of the disability being in the person, it identifies the barriers that exist in society as the primary source of disadvantage among the disabled; these are the attitudinal, physical, and institutional barriers (SCOPE, 2024). The focal point of this essay is acute hospital settings in the NHS, where the hospitals are the most visited and, at the same time, always inaccessible to disabled individuals (Read et al., 2018). This essay critically discusses the origins and evolution of the social model, considers the criticisms that it has received and the reactions to the criticisms, and discusses its applicability in the health and social care policy and practise of the United Kingdom. The conclusion provides evidence-based suggestions to enhance the role of the model in the NHS hospital settings.

[bookmark: _Toc225277068]Emergence and Development of the Social Model of Disability
The social model of disability was a product of the concerted activism of the disabled people in the UK in the 1970s. The breakthrough document was a self-declared landmark, UPIAS, 1976, titled Fundamental Principles of Disability, which specifically differentiated between impairment, which is a restriction of physical, mental, or sensory functioning and disability, which is simply the disadvantage of being in a society that cannot accommodate impaired people. This was a revolution of sorts: disability was redefined not as a medical disorder to be treated but as social oppression and had to be changed structurally.
This framework has been formalised by the disabled academic and activist, Mike Oliver, who came up with the term social model of disability and evolved it into a conceptual framework to use in the practise of health and social care (Oliver, 1992). Oliver (2013) subsequently observed that the model had reshaped the discussion of disability studies, inspired the legislative reform, and restructured self-advocacy by the disabled people in three decades. The main fact about the social model is that it is an opposition to the medical model, which assumes defining disability as a personal inadequacy that should be remedied through clinical means (SCOPE, 2024). A medical model poses the question of what is wrong about this person, whereas the social model poses the question of what obstacles have not been overcome by society? And this difference has direct implications in the design and provision of NHS hospital services. Barnes et al. (2017) demonstrate the influence of this change on social care policy, indicating the focus on social care personalisation, whereas Disability Rights UK (2012) highlights that the terminology of practitioners indicates whether social or medical model is running practise.

[bookmark: _Toc225277069]Critiques of the Social Model and Responses
The social model of disability has received ongoing and critical critique in spite of its radical impact. One of the most notable criticisms that Tom Shakespeare has faced (as examined by Phillips, 2009) is that in this model, he contends that the categories of impairment and disability are too strictly defined. Shakespeare argued that a large number of disabled individuals have a high degree of pain and fatigue and functional impairment that cannot be explained by external constraints and he believed that the model was going to marginalise those individuals whose bodily experience forms an integral part of their everyday experiences. This elicited much controversy, with the proponents of the model continuing to argue that its structural orientation is necessary in order to bring about systemic change (Phillips, 2009).
The other criticism is the initial emphasis on the physical impairment of the model which scholars indicate excluded people with mental illnesses, learning disabilities, and cognitive impairment. In a pre-emptive consideration of social science models, That structural theories tend to give greater preference to dominant modes of experience compared to marginal ones, which critics assert is replicated by the original conceptualisation of the social model. This is of particular importance in hospitals, where there is a tremendous heterogeneity of presentations, and where a single-axis conceptualization of disability risks replicating the exclusions that the model was intended to oppose. Symonds et al. (2019) emphasise that person-centred tests should consider the whole complexity of the personal situation, including the ones that do not easily fit within the physical disability paradigm. Reactions to these criticisms have added value to, and not diluted, the model. Oliver (2013) explained that it was never meant to be an instrument of structural transformation, not a denial of the fact of impairment, and the nowadays uses are more and more focused on the integration of its barrier-removal emphasis with a real understanding of personal experience.
[bookmark: _Toc225277070]Application to Health and Social Care Policy and Practice
The social model has contributed significantly to the UK health and social care policy and its principles are best experimented in NHS acute hospital environment. The Equality Act 2010 states that all public organisations, such as NHS trusts are obligated to make reasonable modifications so that disabled people can be offered equal access to services. According to Public Health England (2020), this obligation is anticipatory: hospitals are not required to wait until patients can experience any barriers. The NHS England (2022) has attempted to operationalise this by a programme of digital reasonable-adjustment flags, which are planned to make sure that personal access requirement are systematically documented and shared throughout the hospital teams. Such actions are the direct legislative interpretation of the social model principles into the work of hospitals.
The Care Act 2014 echoes the same values of social model, and the legal responsibility of local authorities is to enhance the wellbeing of each individual, his dignity, and autonomy (Care Act 2014). Barnes et al. (2017) prove that the individualisation paradigm of the Act transformed the service-based assessment methods to needs-based one, allowing disabled individuals to have more control over their assistance. Although the Care Act governs more in the social care than the acute hospital care, its impact on the overall culture of person-centred practise can be profound: its provision of a normative expectation that the service should be moulded by priorities of the individual rather than the convenience of the professionals or systems is equally applicable to hospital discharge planning as to inpatient care.
However, there is a long running and problematic discrepancy between these policy promises and the experience of disabled people in hospitals. A qualitative study by Read et al. (2018) that specifically analysed the experiences of disabled people with reasonable adjustments in hospitals discovered that the practise was always and severely underperforming in spite of the legal framework. The respondents noted that hospital staff members were used to neglect or not documenting their access requirements, physical access to the hospital was still too restrictive, and communication habits were not flexible enough to meet the needs of patients with sensory or cognitive disabilities. Importantly, these failures were not accidental but systematic, which refers to institutional cultures that still assumed the medical model in spite of the legislative requirements that they were to operate otherwise. The researchers also expressed the similarity between the findings of Symonds et al. (2019) and other researchers who found that the person-centred assessment according to the Care Act often degenerated into service-based practise and that the issue is not isolated to hospitals but rather permeates throughout the entire system. The NHS England (2024) person-centred care framework recognises the fact that real co-production is not always achieved, which means that the gap between the policy ambition and the reality of the practise is a structural issue that needs structural solutions.

[bookmark: _Toc225277071]Recommendations for Health and Social Care Policy and Practice
Taking into consideration the evidence that we have examined, there are three pieces of advice I would present to help improve the social model in NHS acute hospitals.
First, NHS trusts should implement it as compulsory to all the clinical and non-clinical personnel to undergo disability awareness training that is informed by a social model. Read et al. (2018) discovered that frontline staff do not always have the expertise to identify and address the needs of disabled patients, which is a colossal cause of bad adaptations. The disability people should also co-design the training and Disability Rights UK (2012) emphasises on changing the attitudes and use of inclusive language. As a fact, trusts are already overworked and understaffed, so it might be challenging to sell more training (NHS England, 2022). When staff complete the session, behaviour is not always changed, single session workshops are hardly sustained particularly where the medical model is the default. Training is therefore not enough, it must be supported by leadership, appraisal systems and accountability measures in order to develop a real lasting change.
Second, NHS England (2022) should accelerate implementation of the concept of digital reasonable adjustment flags and ensure that they are regularly monitored independently. According to Public Health England (2020), the anticipatory duty in the Equality Act 2010 is law binding, but Read et al. (2018) demonstrate that it is frequently disregarded. Having the process tied to CQC inspections and commissioning would bring actual responsibility. Nonetheless, there are chances that online regimes will be little better than ticking box exercises where modifications are made but nothing implemented on them thus they will appear in order but not change the issue. Qualitative feedback offered by disabled patients with the help of available, independent channels should support audit data to ensure that modifications indeed influence care rather than turn into paperwork.
Third, hospital trusts ought to establish institutional co-production arrangements to make disabled individuals have a consistent say concerning the design and assessment of hospital services. According to NHS England (2024), co-production is considered at the heart of person-centred care, but in reality, participation in governance by disabled people is hardly ever more than a figurative thing. Their experience is a source of specific knowledge on the current barriers. A key limitation is that co-production is time and resource consuming and organisations mostly do it in a shallow manner. The disabled respondents tend to complain that they are not listened to but their proposals are not followed, which gives rise to disillusionment. To have co-production count, it has to be seen to be a visible manifestation of how the input of disabled people is incorporated into decisions, it is a principle of leadership and not a box to cheque.
Collectively the three recommendations lead to a larger fact that the gap between the social model policy and the practise in hospitals cannot be bridged solely by law or systems. It requires cultural shift on all levels, consistent investment in the participation of disabled people and strong measures of accountability that are capable of identifying the real inclusion rather than only the appearance of the same.

[bookmark: _Toc225277072]Conclusion
The social model of disability has significantly and permanently impacted on the theory and practise of person-centred health and social care. The model was developed as an idea and emerged as a result of the activism of disabled people (UPIAS, 1976), but derailed disability as the result of social barriers instead of personal deficit, which essentially challenges health and social care services to think about the structures and attitudes that marginalise disabled people. Though it has drawn legitimate criticism over its approach to experience of impairment and its applicability to various types of disability (Phillips, 2009), its main argument remains forcefully relevant to the practise in hospitals, namely that the disadvantage of disabled patients in acute context is not to a large part constructed by the disabled themselves, but by institutional failure.
Much policy development can be seen in the legislation of the UK, particularly that of the Care Act 2014 and the Equality Act 2010, which incorporate values of the social model. Nevertheless, as Read et al. (2018) and Symonds et al. (2019) both prove again and again, there is a significant disconnect between legislative desire and the experience of disabled individuals in the NHS hospital. It is impossible to bridge this divide only with policy statements or digital systems. It requires real cultural change: training that never leaves the behaviour unchanged but knowledge, accountability systems that go beyond the paper to the demonstrable practise change, and co-production systems that provide the disabled people with real and permanent power in influencing the services they consume. The vision of inclusive, person-centred care contained in the social model can only be fulfilled fully and on a consistent basis by incorporating such commitments at all levels of organisational structure of the hospital.
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