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Introduction
Person-centred care is an established part of health and social care practice, and we must continue to encourage its development. Because it focuses on treating people as individuals rather than on diagnosis, illness or disability, it acknowledges that each person has their own values, preferences, experiences, and goals, and that these need to be considered in the provision of care and support. Person-centred care is the focus of health and social care services for dignity, independence, choice and decision-making. One concept strongly associated with person-centred care is the social model of disability. Human needs are often recognised as different in the social model. The social model of disability was developed in response to the traditional medical model that saw disability as a problem of the individual and therefore something that needed to be solved or corrected. Although the social model did not necessarily suggest that people are disabled, it stated that the obstacles to them are not. The problems people face result from society (Oliver, 1990). In the world of health and social care, policies are about equality, inclusion and personal choice. This essay will outline the formation of the social model of disability and how it has contributed to person-centred care. It will also address the origins of the model and how some criticism of it has been received. The essay will also examine how the social model has been used in UK health and social care policy and practice and the challenges that professionals are likely to face in adopting it. Finally, recommendations will be made about how health.











The Emergence and Development of the Social Model of Disability
Before the development of the social model of disability, disability was mainly understood through the medical model. Medical models view disability as a result of bodily impairment, illness or health problems. In this way, the diagnosis, treatment and management of the person's disorder is the focus. Medical care is an important aspect of the care of people with health problems. Still, it has been criticised for not necessarily considering the wider social, environmental and personal factors that affect a person’s health. The social model of disability emerged during the disability rights movement in the UK in the 1960s and 1970s. Disabled people started to challenge how they were viewed and treated by society, and they felt that disability was not just due to their impairments, but to the barriers they faced. One important organisation in this movement was the Union of Physically Impaired Against Segregation (UPIAS), which argued that society put up unnecessary restrictions that prevented disabled people from having equal opportunities. Oliver (1990) developed the social model, in which impairment and disability are distinct terms. Impairment is the physical, sensory or cognitive difference of a person, and disability is when society prevents people (people with disabilities) from being able to participate in the same way. A person unable to walk because of a disability, for instance, might have a physical impairment that restricts their movement. But when people can’t access buildings in a way that is suitable for disabled people, or transport is not inclusive, or other people are negatively involved in their lives, it’s possible that they become disabled. What was the impact that this change of perspective has had on social perspective in that people who were disabled were no longer regarded as ‘fixed’ and the social system had to do it for them. This is also very much in line with person-centred care because it encourages health and social care professionals to see people as individuals, not only concerned with their disease or illness but with them as people. The social model has also influenced how they plan and make decisions about individual care, and that’s in line with how people were treated before. But modern person-centred approaches allow for partnership work in which people are involved in decisions about their care and support. And this is in line with respect for autonomy, dignity and respect, which are at the heart of good health and social care practice. The development of the social model also contributed to improvements in disability rights and equality legislation. It encouraged more of a focus on eliminating discrimination and increasing accessibility in healthcare services. For example, healthcare providers are now expected to consider reasonable adjustments so disabled people can access services equally. This shows how ideas from theory can be used to make meaningful changes in health and social care. Still, while the social model has made great progress in improving attitudes towards disability, it has also been criticised. Some argue that the model is based on social barriers and does not always recognise the personal experience of impairment. For example, people with chronic disease, pain or progressive conditions may not be able to overcome them with social change alone. Those criticisms have prompted more discussion about how disability should be understood and supported.



















Application of the Social Model of Disability to UK 
Health and Social Care Policy and Practice
The social model of disability has been instrumental to the development of health and social care policy and practice in the UK. Its focus on equality, inclusion and removing barriers has led to the creation of legislation and professional practice to give people more choice and power over their lives. This is in line with person-centred care because it acknowledges that we are not defined by our disability but by our feelings, wishes and circumstances in and around us. A very good example of the social model’s influence is the Equality Act 2010, which provides for protections against discrimination and requires organisations to make reasonable adjustments for disabled people. Reasonable adjustments are changes made to the service, the environment or the way that people receive support. Healthcare services might provide information in an accessible form for people needing them to come in for an appointment, build more space and make physical changes to access buildings. The Equality Act 2010 is based on the principles of the social model because disability is not only linked to a person’s impairment but can also be created at the institutional level of society. By requiring the services to consider accessibility and inclusion, it provides health and social care providers with a mandate to reduce inequality. It is one way for all people to access services, make decisions, and have person-centred care. The social model is also reflected in the Care Act 2014, which has made significant changes in adult social care in England. Wellbeing, choice and control are at the heart of the care and support planning process. Rather than thinking about what a person cannot do, the Care Act promotes a strengths-based approach that looks at what a person can do and what matters to them and what support they need to achieve their goals. That kind of person-centred care is very much in line with the person-centred care practice as it recognises individuals’ expertise in their own lives. Instead, professionals should work alongside the person to identify their preferences, abilities and any support needed. This can be in terms of the home environment, support with daily activities or access to community services. The social model has also played a role in the formation of shared decision-making and partnership working in healthcare settings. Healthcare professionals were traditionally seen as the experts who made decisions for patients. But today’s approaches need to have people involved in how they are treated and cared for. This supports autonomy and acknowledges the individual’s understanding of their own experiences. A person with a long-term illness may have a medical condition that requires professional assistance, as well as individual goals, responsibilities, and preferences in the long run. Still, in a person-centred approach, personal needs would involve discussing treatment, listening to the patient's needs, developing a plan of care with them, and not making decisions without them. Although policies based on the social model philosophy in relation to disability have resulted in better disability care, it is difficult for policy-setting to match the practical implementation of the social model to meet the actual needs and service delivery. Law has contributed towards equality and inclusion, but disabled people still face barriers in accessing health and social care services. There are limited resources in health and social care organisations: an acute shortage of staff and demand for services, financial challenges, and the fact that organisations can’t provide individualised care can make it difficult. Professional involvement, for example, can be a significant component of care, but time pressures can have the effect of driving care to be task-oriented as opposed to person-centred. The attitude towards disability can still affect the quality of care people receive. Some professionals may take a medical model approach to the problem, focusing mainly on the patient’s condition rather than their abilities and preferences, so much that they feel like everything they do is someone else’s choosing. Therefore, changing attitudes and disability awareness among the professionals is a key to the successful implementation of the social model. Not all barriers are obvious. Physical accessibility is crucial, but people may also have communication barriers, social isolation or difficulty accessing digital health services. All professional thinking in person-centred care needs to be about these larger factors and to understand that each person’s experience of disability will be different. The social model has had a positive impact on UK health and social care as it is used to foster inclusion, fairness and more involvement in their care and integration and is not only a policy. But implementation is not just the policy; it is how organisations and professionals continue to tackle discrimination and eliminate barriers to deliver person-centred care.













Recommendations for Health and Social Care Policy 
and Practice
While the social model of disability has been a model of disability that has contributed to equality and inclusion in health and social care, we need to continue to enhance it so that we can continue to have person-centred care. Health and social care should continue to work within the framework of supporting those who face societal barriers, as well as supporting people with disabilities, and help implement person-centred care policies in health and social care services. Health and social care professionals need to be educated and trained on disability awareness and person-centred practice. Professional training will help to differentiate between impairment and disability and to make them cognizant of the difference between impairment and disability and how attitudes, communication, and environments affect care. Knowledge of staff skills will decrease the stereotypes about disability and improve the respect and inclusiveness of service users. Another recommendation is to include disabled people in the planning and development of health and social care services. The philosophy of "nothing about us without us" says that disabled people should be integrated into decision-making for those who are living with disability. When organisations engage disabled people in the design of services, they will have a better understanding of the barriers people face and be able to come up with solutions that are more appropriate and effective. Health and social care providers will have to continue to enhance accessibility, including access to buildings as well as communication, information, and digital services. Healthcare information must be available in a variety of formats that suit people, for example, in easy-to-read materials or other means of communication. It serves equality by providing information and giving people the ability to make decisions about their care. Services need to be fair in supporting disabled people as well. The social model has worked to curb discrimination and to highlight social barriers. Still, healthcare workers should recognise the role of individual health conditions and personal experience in overall care. Combining the social model with other models, such as the biopsychosocial model, allows professionals to provide more holistic care. Finally, organisations should continue to support the partnership and collaboration between health professionals, social care practitioners, people, and families or carers. Person-centred care is all about communication, trust, and decision-making, and when people can control their own care, they will have enhanced well-being, independence, and quality of life.








CONCLUSION
The social model of disability has been a seminal factor in the understanding of disability within health and social care. It changed the focus from a medical perspective of disability to the way it can be seen in terms of social barriers, discrimination and inaccessible systems. It has led to more person-centred approaches that are about equality, dignity, choice and involvement. The model has influenced UK policies and legislation, such as the Equality Act 2010 and the Care Act 2014, which aim to uphold rights and enable greater independence and control for people receiving care and support. The social model has also made professionals take into 
account the person rather than just the disease and how he or she is being diagnosed, and have to appreciate the person and his or her preferences and wish to help him or her and change him or her to get better. However, the model is also lacking in some ways. It may not consider how impairment, illness and personal lives affect people with disabilities as much. Thus, a more balanced approach is called for, in which social barriers are overcome, but at the same time individuals' needs are considered. The social model of disability remains a key component in the context of person-centred care. Though we do not yet have everything to do with the successful implementation of the model in health and social care systems, we can still support disabled people to be able to receive care that is respectful of them, supports independence and supports them all in getting better.
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