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[bookmark: _Toc226862899]Introduction
Person-centered care, which emphasizes the necessity of acknowledging people as active participants in decisions impacting their wellness and quality of life, has emerged as a key tenet of modern health and social care systems. Person-centered care places a higher priority on dignity, autonomy, empowerment, and respect for the choices and experiences of service users than it does on clinical needs (McCormack & McCance, 2017). The social model of disability is one theoretical framework that has had a big impact on the evolution of person-centered care. The social model challenges conventional conceptions of disability by contending that social, environmental, and institutional constraints that limit participation in society are what make people disabled rather than their impairments (Oliver, 1990).
This essay critically examines the social model of disability, which forms the basis of person-centered care, is critically examined in this essay. It starts by summarizing the model's creation and evolution, along with objections and rebuttals. The impact of the social model on health and social care policy and practice is then examined in the article, with a focus on rights-based approaches, inclusiveness, and service user empowerment. Lastly, suggestions are made for enhancing the social model's implementation in health and social care systems to enhance service users' outcomes.
[bookmark: _Toc226862900]The Emergence and Development of the Social Model of Disability
In the past, the medical paradigm of disability, which saw disability as an inside issue, was mostly responsible for understanding disability. This concept saw physical or mental disabilities as deficits that needed to be corrected, rehabilitated, or treated medically (Shakespeare, 2018). Instead of portraying people with disabilities as active members of society, the medical model tended to emphasize dependency and professional control.
In the 1970s, action by people with disability and academics aiming to subvert this prevailing viewpoint gave rise to the social model of disability. By differentiating between impairment and disability, the Union of the Physically Impaired Against Segregation (UPIAS) was essential in the development of the idea. While disability arises from social restrictions that limit the involvement of individuals with impairments, impairment refers to a physical, sensory, or cognitive condition (UPIAS, 1976). Building on this distinction, Oliver (1990) advanced the social model by contending that discriminatory attitudes, exclusionary policies, and inaccessible settings all contribute to the social construction of disability.
A major paradigm change in disability studies and policy discourse was brought about by the social model. It reinterpreted disability as a human rights and social justice issue rather than just a medical one. The concept emphasized the need for accessible infrastructure, inclusive environments, and equal opportunities for people with disabilities by emphasizing social responsibility for reducing barriers (Barnes and Mercer, 2010). 
International frameworks like the United Nations Convention on the Rights of Persons with Disabilities (CRPD), which emphasizes equality, participation, and nondiscrimination, have been impacted by the social model over time (United Nations, 2006). By acknowledging disability as an interaction between impairments and societal constraints rather than an individual shortcoming, the CRPD follows the social model's tenets.
The social model has been criticized in a number of ways despite its transformative power. Its potential undervaluation of the impact of disability and the lived experience of pain or illness is one of its main criticisms. Critics contend that the strategy may ignore the medical requirements of people with complex diseases by concentrating primarily on social barriers (Shakespeare, 2018). People with degenerative diseases or chronic illnesses, for instance, could need substantial healthcare assistance that cannot be met by decreasing environmental obstacles alone.
The variety of disability experiences is the subject of another criticism. According to some academics, the social model may oversimplify the intricate relationships between social, psychological, and biological elements that affect disability (Thomas, 2007).
Furthermore, some contend that the model does not adequately take intersectionality, that is, how disability interacts with variables like gender, race, and socioeconomic status into consideration. 
Scholars have responded to these criticisms by putting out more integrative frameworks, including the biopsychosocial model, which blends aspects of social and medical viewpoints. In an effort to incorporate the biological, psychological, and social aspects of impairment, the World Health Organization created the International Classification of Functioning, impairment, and Health (ICF) (World Health Organization, 2001). Many supporters contend that the social model is still crucial for combating structural injustices and advancing disability rights, even while these advancements recognize the significance of impairment.
[bookmark: _Toc226862901]Application of the Social Model in Health and Social Care Policy and Practice
Policies intended to advance equity and inclusion in health and social care systems have been greatly impacted by the social model of disability. The transition to person-centered and rights-based approaches to service delivery has been one of the most noticeable effects. 
The Equality Act 2010, which prohibits discrimination on the basis of disability and mandates that organizations make reasonable accommodations to enable accessibility, is one example of UK legislation that follows social model principles (Department for Work and Pensions, 2010). According to Needham and Carr (2009), policies that enable personalization in social care, such direct payments and personal budgets, give people more control over the assistance they get.
To elaborate, Needham and Carr (2009) highlight that personalisation policies signify a substantial change in the balance of power in health and social care systems, shifting control from institutions and experts to service users. This strategy is strongly related to the idea of co-production, in which people actively participate in the planning, administration, and assessment of services rather than being passive beneficiaries of care. According to Needham and Carr (2009), personal budgets support autonomy, independence, and dignity which are fundamental principles of both the social model of disability and person-centred care, by empowering individuals to decide how resources are distributed to suit their needs.
Additionally, these policies have significant effects on organisational practices and service delivery. Instead of using standardised care packages, health and social care providers must implement more adaptable and responsive systems that can take individual preferences into account. Professionals must change from a paternalistic role to one that promotes choice and empowerment as a result of this. In practice, this could entail better communication between service user and providers, more openness in decision-making, and collaborative care planning.
By acknowledging disabled individuals as experts in their own needs and promoting active participation in decision-making, these programs are consistent with the social model. 
The social model has pushed health and social care practitioners to serve people with disabilities in a more comprehensive and cooperative manner. Practitioners are urged to take into account the larger social context of service users' life, such as housing, work, and community involvement, rather than concentrating just on therapeutic interventions. By acknowledging people's choices, abilities, and goals, this change advances the ideas of person-centered care (McCormack and McCance, 2017).
For instance, the social model has promoted the creation of settings and support networks that emphasise independence rather than dependency in rehabilitation services. For example, occupational therapists frequently seek to modify surroundings or offer assistive technology so that people can perform daily tasks more independently (Barnes and Mercer, 2010). These methods demonstrate how eliminating environmental obstacles can improve participation and quality of life. 
However, there are certain difficulties in putting the social model into practice. The continued use of medicalised methods in healthcare systems is one major problem. Many services are still built around biological paradigms that put diagnosis and treatment ahead of social inclusion, despite statutory promises to person-centred care (Shakespeare, 2018).
Because of this, medical personnel could unintentionally ignore the larger societal variables influencing people's well-being. 
Organisational and resource restrictions present another difficulty. Personalised care, assistive technology, and accessible environment implementation frequently demand substantial financial and human resources. The complete implementation of the social model may be challenging in situations where healthcare systems are under financial strain (Needham and Carr, 2009).
Professional education and knowledge about disability rights and inclusive practice may also be lacking. Healthcare workers might not have the abilities needed to successfully apply person-centred approaches if they are not properly trained. This may result in circumstances where inclusion-promoting policies exist in theory but are not completely implemented in day-to-day operations.
The social model nonetheless offers a useful framework for encouraging equity and involvement in health and social care in spite of these obstacles. The concept promotes a change to more responsive and inclusive care systems by highlighting the removal of obstacles and the empowerment of service consumers.
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A number of important suggestions might be taken into consideration in order to improve the social model's implementation in health and social care systems. 
First, professional education and training pertaining to inclusive practice and disability rights should be prioritised. The social model's tenets and the significance of person-centred care should be emphasised in training for healthcare workers. By doing this, practitioners would be better able to identify the social determinants of disability and overcome obstacles that service users face.
Second, all healthcare settings should adopt policies that support inclusivity and accessibility. Even though laws like the Equality Act mandate acceptable modifications, different organisations frequently implement them differently. It may be possible to guarantee that accessibility criteria are consistently implemented by bolstering accountability and monitoring systems (Equality Act, 2010).
Third, the design and assessment of health and social care services ought to engage service consumers. In order to guarantee that services accurately represent the needs and experiences of people with disabilities, co-production approaches which entail collaboration between experts and service users, can be used (Needham and Carr, 2009). 
This is in line with person-centred care and the social model's tenets. 
Fourth, the significance of integrated care systems that address the social and health determinants of disability should be acknowledged by policymakers. The various factors influencing disability and wellbeing can be addressed through cooperation between social services, housing agencies, healthcare providers, and community organisations.
Finally, effective implementation of inclusive policies requires proper finance and resource allocation. Investments in accessible infrastructure, assistive technologies, and community-based support services can help people with disabilities gain more independence and engagement. 
Implementing these recommendations will bring health and social care systems closer to fully embodying the ideas of the social model and making person-centred care a practical reality rather than a legislative ideal.
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The social model of disability has had a significant impact on altering perceptions of disability and encouraging the development of person-centred care within health and social care systems. The social model, which challenges the medical model's supremacy, highlights the significance of social, environmental, and institutional impediments in the development of disability. This viewpoint has helped to shape key policy advances, such as disability rights laws and efforts that promote customisation and inclusion. 
Despite its transformative impact, the social model has been criticised, particularly for its narrow focus on impairment and the variety of disability experiences. Modern advances, such as the biopsychosocial model and the International Classification of Functioning, seek to integrate medical and social viewpoints while maintaining the social model's emphasis on equality and participation.
In practice, the social model has promoted more holistic and collaborative approaches to care, thereby complementing the ideas of person-centred care. Nonetheless, obstacles exist, such as continuing medicalised practices, limited resources, and gaps in professional training. Addressing these difficulties will include stronger implementation of inclusive legislation, greater involvement of service users in service design, improved professional education, and enough funding for accessible services. 
Finally, the social model remains an effective framework for promoting dignity, autonomy, and social inclusion for people with disabilities. By accepting its ideas, health and social care systems can better promote service users' rights and well-being while also furthering the larger aims of person-centred care.
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