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Introduction
Person-centred care is a fundamental principle in United Kingdom health and social care practice. It requires professionals to respect individuals’ choices, preferences, and rights while tailoring services to meet unique needs rather than imposing uniform routines (Department of Health and Social Care, 2014). The Social Model of Disability, first articulated by disability activists in the 1970s, provides an influential theoretical foundation for this approach. The model shifts attention from impairment to the social and environmental barriers that restrict participation (Oliver, 1990).
This essay critically analyses the Social Model of Disability, exploring its origins, development, critiques, and policy implications. It then discusses how the model underpins person-centred practice for adults with learning disabilities, drawing on real examples from professional experience, before concluding with recommendations for improved inclusion and empowerment.

1. Origins and Development of the Social Model of Disability
The Social Model of Disability emerged from the Union of the Physically Impaired Against Segregation (UPIAS) in the 1970s. Activists such as Michael Oliver (1983) argued that people are disabled not by their impairments but by structural and attitudinal barriers within society. This view directly opposed the Medical Model, which interpreted disability as an individual condition to be treated or cured.
Influenced by the wider civil rights movements, the Social Model encouraged collective action to challenge discrimination and institutional dependency (Barnes, 2019). It introduced the principle that equality can be achieved by removing physical, attitudinal, and systemic obstacles. Over time, the model developed further, recognising that disability interacts with other factors such as gender, ethnicity, and social class, an understanding now known as intersectionality (Shakespeare, 2013).
For adults with learning disabilities, the Social Model inspired deinstitutionalisation and community inclusion. The Care in the Community policy (Department of Health and Social Security, 1986) and the Valuing People White Paper (Department of Health, 2001) reflected its principles by promoting autonomy, rights, and participation in ordinary life. These changes were significant because they marked a transition from long-stay hospitals to support living and person-centred community care.
The model also helped shape disability advocacy movements such as People First and Mencap, which emphasised the importance of self-advocacy and empowerment. By placing the voice of disabled individuals at the centre, these organisations promoted the notion that people should be active participants in decisions about their own lives, a view that still defines contemporary social work and support practice.

2. Critiques and Responses
Although transformative, the Social Model has attracted academic and practical critique. Shakespeare (2006) contends that it oversimplifies disability by treating social barriers as the only cause of disadvantage, separating impairment from lived experience. For many, pain, fatigue, or cognitive limitations remain central obstacles even in accessible environments. Thomas (2007) adds that the model sometimes overlooks psychological and emotional dimensions, while Crow (1996) observed that its political focus neglected personal and subjective aspects of living with impairment.
Critics also argue that the model was initially shaped by people with physical impairments, and therefore did not fully reflect the realities of people with learning disabilities, whose needs often include communication support, supervision, and cognitive adaptation (Shakespeare, 2014).
In response, advocates have emphasised that the model’s purpose is not to deny impairment but to reveal how social arrangements disable people (Oliver, 2013). Oliver later acknowledged the value of combining medical and social perspectives in an integrated approach that addresses both physical health and social participation. This development resonates strongly with person-centred care, which recognises the whole person — biological, psychological, and social (Rogers, 1961; Barnes, 2019).
By integrating these perspectives, practitioners can respond not only to the environmental barriers people face but also to their personal experiences of illness or impairment. This balanced interpretation has made the Social Model more adaptable to complex health and social care settings.

3. Application to UK Health and Social Care Policy
The Social Model has profoundly influenced UK legislation and professional frameworks, embedding its principles into statutory duties.
· Equality Act (2010): requires organisations to make reasonable adjustments so disabled people are not disadvantaged.
· Care Act (2014): defines well-being, independence, and empowerment as key outcomes in adult social care.
· Mental Capacity Act (2005): protects the right of people with learning disabilities to make their own decisions with appropriate support.
These frameworks collectively embody the Social Model’s focus on inclusion and participation (Lloyd, 2010). The Care Act (2014) specifically obliges practitioners to assess not only medical needs but also housing, social networks, and community engagement, echoing the model’s view that barriers are often social, not medical.
At Kisharon Langdon, an organisation supporting adults with learning disabilities to live independently, these principles guide daily work. Staff adopt strengths-based approaches that highlight capability rather than deficit. For example, one service user who lacked confidence in public travel was gradually supported through role play, route planning, and accompanied journeys until they could travel alone. This practical example illustrates how removing environmental and psychological barriers enables participation (Oliver, 1990).
Partnership working is also critical. Social workers, occupational therapists, psychologists, and family members collaborate through person-centred planning meetings to design care strategies that promote choice and community inclusion. Such teamwork reflects the Social Model’s core message that equality requires systemic coordination across sectors (Care Act, 2014).

4. Application to Person-Centred Practice
Person-centred care and the Social Model share the same ethical foundation: respect, autonomy, and empowerment. Rogers (1961) proposed that individuals reach their potential when accepted without judgment in an environment of empathy. Within learning disability services, this principle translates into everyday practices that enable self-determination and active participation.
In practice, person-centred approaches grounded in the Social Model include collaborative support plans, accessible communication, and meaningful community engagement. For instance, staff at Kisharon use Makaton, visual timetables, and easy-read documents to ensure everyone understands and participates in decisions about daily routines. These adaptations embody the Mental Capacity Act (2005), which requires that capacity is presumed and supported, not assumed absent.
A practical example involved a service user, JN, who usually attends her regular Sabbath activity every Saturday. On one occasion, JN woke up with an image in her mind that she wanted to change direction and go somewhere different instead of the planned destination. She became confused and refused to continue the journey because she believed we were going the wrong way. To support her understanding and reduce anxiety, I used Google Maps with the loudspeaker so she could both see and hear the navigation route to the correct address. Hearing the voice instructions and seeing the map helped her realise that we were travelling to the right place. Once she understood, she felt calm and accepted to continue. This example demonstrates how adapting communication and using technology can remove barriers to participation and promote trust, an approach that reflects the Social Model of Disability, which focuses on adjusting the environment rather than blaming the individual (Oliver, 1990; Department of Health and Social Care, 2014).
Another service user, CA, also demonstrates how the Social Model can guide communication and inclusion. After the staff attended Makaton training, we realised how important this method was for supporting her communication. Whenever Makaton signs are used, CA becomes visibly happy, laughs, and engages more confidently with staff and peers. Before the training, communication barriers sometimes made it difficult for her to express her needs or take part in group activities. By introducing sign language, the staff removed this barrier and enabled her to feel understood and valued. This shows how adapting communication methods, rather than expecting individuals to fit into standard systems, promotes dignity, well-being, and equality. It also illustrates the Social Model’s principle that disability is created by social and environmental obstacles, not personal limitations (Shakespeare, 2013; Mental Capacity Act, 2005).
In my role as a support worker and driver, I ensure that transportation barriers never exclude anyone from learning or leisure activities. Providing accessible and reliable transport allows adults to attend employment placements, day centres, and religious celebrations, strengthening their social inclusion. This aligns directly with Oliver’s (1990) argument that society must adapt its structures to accommodate everyone.
Positive staff attitudes are equally vital. Prejudice and low expectations can be as restrictive as physical barriers. At Kisharon, regular equality and diversity training encourages reflection on unconscious bias and cultural sensitivity. Through reflective supervision, staff assess whether their practice truly upholds empowerment and dignity, echoing guidance from the NHS Code of Practice (2015) on person-centred care.
5. Benefits and Limitations in Practice
The Social Model offers substantial benefits in promoting empowerment, self-advocacy, and equality (Barnes, 2019). It encourages professionals to view disabled people as active citizens with rights and aspirations rather than as patients. It also promotes inter-professional collaboration, because removing barriers often requires input from multiple disciplines.
Furthermore, the model contributes to social justice by underpinning legislation that combats discrimination and exclusion (Equality Act, 2010). For professionals, it nurtures reflective and ethical practice by reframing disability as a shared societal issue rather than an individual deficit.
However, limitations remain. The Social Model does not fully address medical or psychological realities, potentially leaving gaps in holistic care (Shakespeare, 2014). In many social care settings, staff shortages and limited funding constrain person-centred delivery (Lloyd, 2010). Moreover, some individuals with profound multiple disabilities require both medical interventions and social participation, making an integrated approach essential.
Practitioners can mitigate these challenges through reflective supervision, continuous professional development (CPD), and the adoption of a biopsychosocial model, combining medical, psychological, and social dimensions of well-being (Thomas, 2007). Encouraging a culture of openness and learning enables services to adapt to each individual’s evolving needs.
6. Recommendations for Policy and Practice
1. Enhanced Staff Training:
 Continuous CPD on equality, inclusive communication, and accessible technology is vital. Training should involve reflection on unconscious bias, ensuring that staff attitudes promote empowerment (Care Act, 2014).
2. Service User Involvement:
 Adults with learning disabilities should participate in co-producing services and policy evaluation, ensuring their voices shape the support they receive (Department of Health, 2001).
3. ImprovedAccessibility:
 Organisations should apply universal-design principles, such as ramps, contrasting signage, easy-read materials, and inclusive digital systems, to remove physical and informational barriers (Equality Act, 2010).
4. Integrated Care Pathways:
 Collaboration between health, housing, education, and employment sectors should address broader determinants of well-being, promoting full participation (Barnes, 2019).
5. Monitoring and Evaluation:
 Regular audits of care plans should ensure they reflect person-centred values and Social Model principles. Accessible feedback methods, such as pictorial surveys or talking-mat sessions, can help evaluate service impact.
By implementing these recommendations, organisations such as Kisharon can further strengthen inclusion, equality, and quality of life for adults with learning disabilities.
Conclusion
The Social Model of Disability has reshaped modern health and social care by redefining disability as a product of societal barriers rather than personal tragedy. Its principles of empowerment, equality, and human rights align directly with the ethical foundations of person-centred care. By focusing on accessibility and removing discriminatory barriers, practitioners help individuals lead fulfilling, self-directed lives.
Nevertheless, critics remind us that impairment and lived experience must also be acknowledged. Integrating both social and medical perspectives provides a holistic framework that respects individuality while ensuring appropriate health support.
Real-world applications such as inclusive transport, accessible communication, and partnership working demonstrate that the Social Model is not merely theoretical but a practical guide for ethical, empowering practice. For professionals, embracing this model means advocating systems that adapt to people, not the other way around. Through reflection, collaboration, and continuous improvement, health and social care workers can ensure that every individual lives with dignity, choice, and belonging.
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