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Introduction 
This essay will critically analyse the Social Model of Disability’s origins and evolution, assess the model’s primary criticisms and rebuttals, look at how the model is used in health and social care policy and practice, and offer suggestions for improving person-centred care in the UK.
Person-centred put people at the centre of choices about their care and ensures that their preferences, values and rights are honoured. Person-centred care is acknowledged as a core principle of modern health and social care (NHS England,2023). The Social Model of Disability, which contends that physical, organisational and attitudinal impediments within society rather than an individual’s impairment alone are the main causes of disability (Oliver 1990), is a concept that firmly supports this approach (World Health Organisation (WHO), 2022). This idea is crucial because it promotes equality, independence, and inclusion by shifting the emphasis from “fixing’ the individual to removing obstacles that keep disabled people from fully engaging in society. 
By encouraging professionals to use a rights-based and person-centred approach to care, the Social Model of Disability has had a considerable impact on health and social care. For instance, the Equality Act 2010 mandates that organisations make reasonable accommodation to lessen discrimination, and UK laws like the Care Act 2014 requires pratciti0ners to promote wellbeing, independence, and individual choice (Department of Health and Social Care,2024; UK Government,2024). As a result, rather than concentrating just on people’s disabilities, the model helps health and social care workers identify people’s skills, abilities, and resources. This leads to more inclusive services, increased autonomy, and better health outcomes (NHS England,2023). 
The Societal Model of Disability has been challenged for emphasising societal barriers more than the lived experiences of impairment, chronic pain, and complex health conditions, despite its broad acceptance (WHO,2022). According to a recent study, effective person-centred care should recognise the interplay between impairment, health requirements and environmental factors, even though reducing societal obstacles is crucial (Shakespeare, Watson, and Brubber,2022). Therefore, to comprehend the model’s advantages and disadvantages in the context of modern health and social care practice, a critical analysis of the model is required.  
The development of the Social Model of Disability 
The limitation of the conventional medical paradigm, which saw disability as an individual’s impairment requiring treatment, rehabilitation, or cure, gave rise to the social paradigm of Disability. Disabled people criticised this strategy more and more, claiming that many of the challenges they faced were caused by inaccessible surroundings, discriminatory attitudes, and unequal chances in society rather than their impairment (Oliver,1990). Therefore, rather than expecting disabled individuals to adapt to their surroundings, the paradigm signified a substantial shift in thinking by placing duty on society to remove barriers and promote inclusion. This change is still significant since it supports person-centred care by acknowledging people’s autonomy, rights and strengths rather than concentrating only on their medical illnesses (World Health Organisation (WHO),2022).
The Union of the Physically Impaired Against Segregation (UPIAS) created the Social Model during the 1970s disability rights campaign in the UK. According to UPIAS, rather than being caused by impairment per se, disability should be viewed as a type of social oppression brought about by inaccessible buildings, transportation, education, jobs and unfavourable public perception (Oliver,1990). Building on this concept, Michael Oliver formally coined the phrase ‘Social Model of Disability’ in the 1980s, making a foundational distinction between ‘disability’, which refers to social impediment, and impairment, which refers to people’s physical, sensory, or intellectual state (Oliver,1990). By pushing government and health care groups to remove barriers rather than focusing solely on medical interventions, this distinction significantly altered disability policy and laid. The bedrock for modern advocacy.
As the Social Model gained traction, it had a big impact on professional practice, health policy, and disability laws both domestically and abroad. The Equality Act 2010, which mandates that organisations provide reasonable accommodations for individuals with disabilities, and the Care Act 2014, which encourages wellbeing, independence, and individualised care by increasing people’s participation in decisions that impact their lives, are two examples of laws that have been influenced by the model (Department of Health and Social Care,2024). In addition, the World Health Organisation (2022) recognises that achieving health equity for individuals with disabilities requires lowering social and environmental barriers. Because it encourages health and social care workers to prioritise empowerment, inclusion and involvement above dependency, the Social Model has become a cornerstone of person-centred care. 
Critiques and Response 
Despite these successes, the Social Model has come under fire for not giving enough attention to how impairment, chronic sickness, and biological suffering affect people’s day-to-day lives. Critics contend that while eliminating social barriers is crucial, many disabled people still need medical care, rehabilitation, and continuous health assistance, which cannot be fully attributed to social disadvantages (Shakespeare,2006). In a similar vein, some researchers contend that the model fails to sufficiently account for the experiences of individuals with complex or variable conditions, such as learning disabilities, dementia, and severe mental health disorders, where quality of life is also influenced by biological and psychological factors (WHO,2022). According to these critiques, depending solely on the Social Model could oversimplify the variety of experiences that people with disabilities have. 
In response to these concerns, modern academics have argued for a more comprehensive understanding of disability that acknowledges people’s health needs while incorporating the advantages of the Social Model. By recognising that impairment, environmental obstacles, and social injustices interact to cause disability, this biopsychosocial approach enhances rather than replaces the Social Model (Biggeri, Mitra, and van der Veen,2025). In a similar vein, the World Health Organisation’s International Classification of Functioning. disability and Health (Impairment and Health) (ICF) framework demonstrates how environmental and biological factors interact to determine functioning (WHO,2022). By addressing both the removal of societal barriers and the individual’s medical and support needs, this advancement allows health and social care professionals to provide more comprehensive, person-centred care without abandoning the model’s core emancipatory principles. 
Application to Policy and Practice 
Although their practical operationalisation is still incredibly uneven, the social model of disability and the person-centred care philosophy are explicitly incorporated into current health and social care legislation and strategic policy frameworks in the United Kingdom. The Equality Act 2010, which forbids direct and indirect discrimination and legally requires employers, public bodies, and service providers to make reasonable accommodations to eliminate significant disadvantages faced by disabled people, is a key piece of legislation that reflects social model thinking (UK Government, 2024). The legislation operationalises the fundamental tenet of the social model—that society must change to embrace human diversity—by legally shifting the burden of adaptation and accommodation from the individual body to organisational structures and environmental design. Although their practical operationalisation is still incredibly uneven, the social model of disability and the person-centred care philosophy are explicitly incorporated into current health and social care legislation and strategic policy frameworks in the United Kingdom. The Equality Act 2010, which forbids direct and indirect discrimination and legally requires employers, public bodies, and service providers to make reasonable accommodations to eliminate significant disadvantages faced by disabled people, is a key piece of legislation that reflects social model thinking (UK Government, 2024). The legislation operationalises the fundamental tenet of the social model—that society must change to embrace human diversity—by legally shifting the burden of adaptation and accommodation from the individual body to organisational structures and environmental design.
The Care Act 2014, which legally requires local authorities to support individual control, dignity, and active participation in family, work, and community life, enshrines the overarching well-being principle within adult social care (Department of Health and Social Care, 2024). The delivery of direct payments and personal budgets is made easier by this historic statutory obligation, which supports the larger personalisation agenda. By enabling disabled people to commission their own customised, person-centred support packages, these financial mechanisms were specifically created to undermine paternalistic, institutional care models. Additionally, NHS England's (2023) personalised care initiatives aim to directly align healthcare delivery with socio-political models of disability by incorporating autonomy, respect, and civil rights into clinical encounters.
However, the social model's practical implementation in health and social care is consistently hampered by serious structural conflicts, inconsistencies, and policy failures. The UK social security system's long-standing reliance on biomedical and functional assessment regimes, such as the Work Capability Assessment (WCA) and Personal Independence Payment (PIP) evaluations, is a stark contradiction. Instead of identifying or reducing incapacitating environmental barriers, these bureaucratic assessment procedures measure medical pathology through a reductionist, individualistic, and deficit-based lens (Machin, 2024). As a result, current social security and welfare policies actively re-medicalise disability, subjecting claimants to dehumanising scrutiny and perpetuating the individual tragedy model. In addition, social care infrastructure has been severely damaged by more than ten years of severe public sector austerity, local government funding cuts, and real-term budget constraints. According to Barnes (2005), care systems invariably turn away from proactive, social model-inspired independent living initiatives when resources become limited, regressing toward reactive, survival-oriented rationing that jeopardises service user autonomy and human dignity.
Recommendation for policy and practice 
Systemic policy changes are desperately needed to close the gap between current health and social care practices and social model ideals. First, co-production must be integrated into policy design and service delivery at all levels by the central government and health commissioners. Co-production ensures that disabled individuals and experts by experience act as equal partners in shaping care pathways, shifting services away from paternalistic oversight toward genuine self-determination (Research in Practice, 2024). This collaborative approach ensures that support services target actual environmental and institutional barriers rather than perceived individual deficits.
Second, in order to assess how societal infrastructure limits participation, assessment frameworks for social security and care eligibility—such as PIP and adult social care needs assessments—must be redesigned to include a thorough social and environmental barriers audit, moving away from specific medical diagnostics (Lawson, 2021). Assessment procedures can more accurately capture the realities of incapacitating environments by evaluating people within their social context.
Lastly, mandatory, values-based training based on the social model and human rights framework must be implemented by health and social care organisations for all professionals. In order to ensure that person-centred care is translated from political rhetoric into everyday operational reality, practitioners must be assisted in their transition from gatekeepers of institutional resources to facilitators of inclusive, community-based living (Lezzoni et al., 2021).
Conclusion 
In summary, the Social Model of Disability has radically changed how we think about disability today, moving the focus from individual medical tragedy to group socio-political responsibility. By conceptualising disability as the product of environmental, attitudinal, and institutional barriers, the social model serves as an indispensable theoretical foundation for person-centred care. Its analytical robustness has been successfully reinforced by developments like the biopsychosocial and social relational frameworks, despite legitimate academic criticisms about the body's neglect and the necessity of intersectional sensitivity. Although social model principles are embodied in UK policy applications, such as the Equality Act 2010 and the Care Act 2014, full implementation is still hampered by enduring institutional barriers like medicalised welfare assessments and funding austerity. Policy and practice can attain true empowerment, equity, and inclusion for all disabled people by embracing co-production, changing assessment frameworks, and integrating social model training throughout health and social care.
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