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1. Introduction
Modern health and social care emphasizes respecting each person's needs, preferences, and lifestyle choices through person-centered care. Its objective is to replace traditional, system-driven care with collaborative support strategies that consider the whole person. In this instance, theories that challenge preconceived notions about health and disability have influenced policy and practice.
One important theory that resulted from the medical model's widespread use is the social model of disability. The social model views social, environmental, and attitude barriers as the cause of disability. Conversely, the medical paradigm views disability as a personal issue that requires attention (Oliver, 1990). Because they promote the equality, independence, and participation of disabled people, person-centered approaches have advanced significantly.
Although the social model is frequently used to discuss policy, it has been the subject of intense debate. In hospital settings where medical needs must be met, it might not consider the complex physical needs of people with disabilities (Shakespeare, 2006). It is frequently difficult to apply this paradigm due to structural issues with the health and social care systems. Institutional objectives and a lack of resources are two of these issues.
This article will critically examine person-centered care and the social model of disability.
2. Theoretical Foundations of the Social Model of Disability
2.1 Emergence and Historical Development
The social model of disability was developed by a disability rights movement in the 1970s to ensure that individuals with disabilities were not disregarded. Many people took action after UPIAS (Union of the Physically Impaired Against Segregation) made the crucial argument that disability is a social issue. This was in stark contrast to the common medical belief that illness or a lack of skills was the cause of incapacity.
By stating that physical limitations are not the cause of disability, Oliver (1990), who built on these concepts, formalized the social model in academic terminology. Rather, social barriers do. According to this theory, the majority of people suffer from unfair institutional policies, attitudes, and difficult-to-access conditions. With this new perspective, involvement shifted from aiding an individual to transforming society.
The social model increasingly influenced policies and actions, particularly in the UK. According to the 2006 UN Convention on the Rights of Persons with Disabilities, it pushed for rights-based practices and modified disability law. The World Health Organization (2011) and other organizations have incorporated the social model into global health systems. They are aware that social determinants of health must be addressed.
2.2 Key Principles of the Social Model
The social theory of disability is centered on impairments and disabilities. A person with a disability has issues related to their body, senses, or mind. An impairment occurs when someone finds it difficult to perform a task due to social norms (Oliver, 1990). Because of this distinction, the method emphasizes social responsibility and teamwork.
The idea is that instead of expecting everyone to fit in, society should embrace diversity. This entails addressing actual issues, such as difficult-to-reach locations, and altering organizations and mindsets that discourage people from joining (Barnes, 2012). Thus, the paradigm is similar to person-centered care, which emphasizes participation, empowerment, and choice.
Freedoms and equal rights are also crucial. Disability is now a human rights issue since the social model strives to ensure that everyone has equal access to jobs, healthcare, and education (Goodley, 2014). This perspective has altered policy frameworks related to health disparities and disability quality of life.
The model also recommends adjustments at work. In order to involve clients in decision-making, social workers and healthcare professionals should collaborate more. This aligns with NHS England's (2019) policy guidelines, which emphasize collaborative decision-making and individualized care.
2.3 Critiques and Counterarguments
There has been a significant shift in the way people view disabilities, but many people are not pleased about these changes. One issue is that it minimizes or disregards impairment. The model highlights the significance of social issues, but it may not account for everyday suffering and medical requirements (Shakespeare, 2006).This criticism's primary flaw is that it oversimplifies disability as a social construct. Thomas (2007) cautions that this approach may fail to consider the  connections between biological and social factors. The plan's usefulness is another concern. Eliminating social issues may not be feasible since it would necessitate significant adjustments to the current system.  Due to a lack of funding, personnel, and organizational constraints, health and social care systems are unable to fully implement person-centered strategies (Care Quality Commission, 2021).
The paradigm is about structural injustice may cause a rift between individuals with and without disabilities. This may conceal the various experiences and identity formation processes of individuals with disabilities (Shakespeare and Watson, 2001).These issues led to the development of the biopsychosocial paradigm, which integrates social and medical perspectives (Engel, 1977). 
3. Application to Health and Social Care Policy and Practice
3.1 Influence on Health and Social Care Policies
The social model of disability has deeply influenced health and social care policies, especially inclusion, equality, and accessibility. Political systems in the UK are more conscious of the need to remove barriers to involvement. This is compatible with the social model. Reducing health disparities, collaborative decision-making, and individualized care are the goals of the NHS Long Term Plan (NHS England, 2019). 
International organizations such as the WHO have combined social model components with global health strategies (2011).  
Every member state is required by the 2006 UN Convention on the Rights of Persons with Disabilities to provide equal access to healthcare. This demonstrates the significance of adopting a rights-based strategy. National laws and regulations  are encouraging health systems to prioritize simplicity and non-discrimination.
3.2 Implementation in Practice Settings
The social model has facilitated improvements to social and health services. The increased emphasis on accessibility, which has altered locations, communication methods, and service design, is one of the most noticeable consequences. Healthcare providers should provide patients with information in a variety of formats and ensure that individuals with mobility impairments can access their facilities.
The perspective has evolved along with person-centered care. Service users actively participate in the decision-making process regarding their care in these practices.  Organizations like NICE (2022) emphasize how important it is to respect patients' decisions and give them the power to manage their own care.
Additionally, the social model has increased professionals' awareness of wrongdoing and unfair treatment. Health and social care professionals are increasingly expected to consider people's socioeconomic status, social support systems, and surroundings.
Despite these improvements, problems with structure and organization make the social model difficult to apply in real life. Insufficient resources, staff, or time may prevent practitioners from providing person-centered care. Although many professionals are aware of the social model, they may not be able to apply it effectively in their work.
3.3 Challenges in Practical Application
Because real-life circumstances don't always align with ideals, applying the social model to health and social care is challenging. The model proposes eliminating every issue. In systems with numerous moving parts and limited resources, this is challenging. For instance, healthcare organizations may prioritize efficiency and cost-effectiveness over individualized care, making it more difficult to deliver person-centered care.
In hospitals, using a medical approach exacerbates the situation. While professional practice focuses on diagnosis and treatment, the social model has influenced the law. Physicians and social workers may not have given the plan enough thought, which could make it less rational. Some people may only receive person-centered care as a result.
Unreliable service is another concern. Your ability to receive inclusive and person-centered care may be impacted by your priorities, financial situation, and place of residence. In 2021, the Care Level Commission discovered that different people receive different levels of care, particularly those with disabilities and other vulnerable populations.
It's possible that the medical staff lacks sufficient training and expertise. The social model heavily emphasizes understanding social barriers, but not all practitioners are able to identify and address them. Interventions may become less successful as a result, and person-centered care may become less prevalent.
These problems demonstrate how the social model has influenced practice and policy. Health and social care organizations haven't yet reached its full potential, though
4. Critical Analysis of the Social Model in Person-Centred Care
4.1 Strengths of the Social Model
In person-centered care, the social model of disability is useful. One of the most significant things it accomplished was to change the emphasis from personal shortcomings to social obligations. It promotes a more compassionate, understanding approach to justice and human rights by concentrating on social and environmental obstacles (Goodley, 2014).
This perspective supports person-centered care, which emphasizes respect, decency, and autonomy. Healthcare providers are instructed by the social model to treat their patients as though they are involved in the process. This improves care collaboration and empowers individuals. Patients may be happier and have better health as a result.
Lobbying and policy changes are also beneficial. The approach has contributed to legislative changes and increased public awareness of the rights of individuals with disabilities. Accessibility and equity must now be the top priorities for health and social care systems.
In order to improve people's understanding of health, the paradigm also considers social factors. People's social support, occupation, and place of residence all have an impact on their health. This encourages more all-encompassing approaches to therapy.
4.2 Limitations and Practical Constraints
The social model has many flaws despite its positive aspects, particularly in the area of health care. One major issue is that biological and physiological disabilities are not always taken into consideration. The goal is to challenge the medical model, but it may fail to consider everyday impairment and clinical interventions (Shakespeare, 2006).
In hospitals, where patients frequently require medical attention, this regulation is crucial. If you don't consider a person's physical limitations, you might not know what they need, which could result in less care. Given this, some experts believe that the social model needs to be refined.
The idea that every issue can be resolved is another issue. Real-world obstacles to access include financial constraints, scheduling conflicts, and transportation issues. Implementing person-centered practices may be challenging in health systems with limited resources or time.
Additionally, the paradigm may not adequately depict the variety of disability conditions. One theoretical framework might not be sufficient to address all the various needs and points of view because individuals and situations differ.
4.3 Tensions Between Theory and Practice
There is a tension between your theoretical objectives and the reality of the world when applying the social model. Although healthcare systems may obstruct these concepts, the issue is about  empowerment and freedom. Being independent can be challenging due to institutional routines, healthcare protocols, and risk management.
 Policies may promote person-centered care, but group priorities and constraints dictate how they are applied. For this reason, real-world circumstances and theoretical ideals frequently diverge.
Making decisions could be difficult if the social model does not always align with the organization's and patients' needs and care and the patient's level of satisfaction may be impacted by this.
Due to these issues, more people are using hybrid approaches such as the biopsychosocial model (Engel, 1977), which integrates social, psychological, and medical perspectives.
5. Recommendations for Policy and Practice
The issues with the social model of disability in order to improve person-centered care in health and social care serves as a foundation for inclusion and equality, but it requires more comprehensive and integrated initiatives.
First, more funds should be allocated to the education and training of social workers and healthcare professionals. Practitioners ought to comprehend and apply the concepts underlying the social model. Acknowledging social barriers, opposing discrimination, and implementing collaborative care solutions are all part of this. Training programs should teach experts more than just technical skills so they can assist a variety of clients. 
 A more comprehensive approach to treatment that incorporates the best aspects of social and medical models is needed. Because it examines the interactions between biological, psychological, and social factors, the biopsychosocial theory is more comprehensive (Engel, 1977). 
Third, policy implementation and accountability must be improved. Many policies advocate for person-centered care, but their effectiveness is frequently diminished when they are implemented. Organizations require precise performance metrics and standards in order to assess person-centered integration. One government organization that ensures services meet standards and resolves issues with care is the Care Quality Commission (2021).
Increasing the number of service users involved in the planning and provision of services is crucial. Co-production, another name for active decision-making, improves care. This approach tailors services to users' needs and is founded on person-centered care.
Finally, more infrastructure and tools are required to facilitate participation and receipt. Better digital access, communication, and community-based services accompany actual changes. Even with clear and robust policies, person-centered care is difficult to implement without the necessary resources.
6. Conclusion
In conclusion, person-centered health and social care have been influenced by the social model of disability. Care is now more rights-based and accessible to all due to the emphasis on social barriers rather than disabilities. The paradigm has altered how laws are created and promoted freedom, equality, and involvement.
Whatever the case, this article has demonstrated the flaws in the social paradigm. Its propensity to minimize everyday issues and medical assistance indicates that we require a more thorough comprehension. Due to resource constraints and business requirements, the ideas are difficult to implement, making them less beneficial.
The study demonstrates the stark differences between policy and practice. In real life, person-centered care isn't always applied. There are more significant issues with the healthcare system's concepts and practices. These issues make decision-making more difficult due to system constraints and conflicting objectives.
Combining the social model with the biopsychosocial model improves comprehension. It improves understanding and care for people with disabilities. 
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