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The Social Model of Disability and its contribution to Person-Centred Care

The Social Model of Disability was created in 1983 by disability activist Mike Oliver. argues that societal barriers—physical, psychological, organizational, and cultural—are what cause disability rather than an individual's incapacity. (Oliver, M. 2013) This approach shifted accountability from the individual to society by redefining disability as a social justice issue rather than a medical one. This concept is strongly aligned with Person-Centred Care, which emphasizes individuality, autonomy, choice, and respect. The Social Model does have several drawbacks, though. The model's support for person-centred care as well as potential conflicts and inadequacies are examined in the critical discussions. (Barnes, C. 2012)

How the Social Model of Disability underpins Person-Centred Care 
1. Focus on the person rather than the impairment
According to the Social Model, obstacles rather than illnesses are what cause people's disabilities. This is in line with person-centred care, which places more emphasis on an individual's identity, preferences, and lived experiences than on a diagnosis. This is reflected in person-centred care practices, which value an individual's skills and abilities as well as their social and environmental surroundings. As a result, the approach upholds the fundamental idea of person-centred care, which is to put the individual first.

2. Promotes autonomy, choice and control. 
People with disabilities should have complete authority over decisions that impact their life, according to the Social Model. This closely resembles person-centred values including empowerment, informed consent, collaborative decision-making, and respect for individual objectives. As an illustration, consider helping someone select their living situation. allowing the individual to create their own care plan or offering accessible communication forms. In this way, by promoting equality and self-determination as human rights, the Social Model not only supports person-centred care but also makes it stronger. (CQC, 2025)


3. Encourages adaptation of environments rather than people. 
Person-centred care places a strong emphasis on individualized treatment. This is complemented by the Social Model, which emphasizes the necessity of removing obstacles including inaccessible structures, inflexible communication methods, discriminating attitudes, and restrictive service structures. The Social Model offers a useful framework for enabling person-centred care by emphasizing environmental transformation.

4. Supports holistic and inclusive practice. 
Person-centred care considers psychological, social, emotional and environmental factors. The Social Model encourages professionals to address inclusion, participation, social relationships, and meaningful occupation by clearly framing disability as socially produced. The goal of person-centred care, which is to improve wellbeing, dignity, and quality of life, is strongly aligned with this holistic viewpoint. (GOV.UK, 2001)
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Critical Limitations of the Social Model in Relation to Person-Centred Care. 

Despite its strengths, the Social Model has some limitations when applied to person-centred care. 
1. Underplays the lived experience of impairment
Some critics argue that the Social Model focuses so strongly on societal barriers that it overlooks chronic pain, fatigue, cognitive impairment and progressive conditions. 
To provide person-centred care, the entire lived experience—including the physical, emotional, and medical realities—must be acknowledged. Ignoring the disability could make holistic care less effective. 

2. Insufficient attention to people with complex needs
Individuals with cognitive disabilities, profound learning disabilities, or advanced dementia may have needs fully addressed by the Social Model’s emphasis on autonomy and independence. Person-centred care involves advocacy, assisted decision-making, and acknowledging varying or restricted capacity. 

3. Tension between individual and systemic approaches
The Social Model focuses on societal transformation, while person-centred care concentrates on the individual interaction between the patient and the practitioner. For example: a clinician may practice excellent person-centred care, but the wider system, policy, may continue to impose barriers. The model therefore identifies structural issues but offers limited solutions for frontline workers. (CQC, 2025)

4. Cultural and intersectional limitations
The Social Model does not fully account on cultural perspectives on disability, gendered experiences, racial inequities and socioeconomic factors. Person-centred care requires sensitivity to intersectionality – an area where the Social Model may seem too basic. 

5. Risk of polarisation
By strongly rejecting the medical model, the Social Model may be seen as neglecting the valuable role of healthcare in managing symptoms, improving comfort and supporting wellbeing. Person-centred care promotes a balanced approach – one that integrates medical, psychological, social and personal perspectives. (Berghs, M. et al. 2016)

How the Social Model is applied in Health and Social Care Policy 

1.1. Anti-discrimination and Equality Legislation
Many modern policies are explicitly influenced by the Social Model. Examples include: The UK Equality Act (2010), The Care Act (2014) and UN Convention on the Rights of Persons with Disabilities. These frameworks incorporate the idea that society must remove barriers, and that organizations have an obligation to make reasonable modifications, enhance accessibility, and provide inclusive services. 
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1.2. Person-centred and Rights-Based Care
Health and Social Care systems increasingly use person-centred planning, Co-production with service users and empowerment-based approaches. Applying these strategies, people with disabilities should have control over their own lives, decisions and care. The Care Act 2014 specifically includes the concept of co-production in its statutory guidance. The guidance defines co-production and suggests that it should be a key part of implementing the Care Act. Co-production should be used to develop preventative, strength-based services, support assessment, shape the local care market, and plan information and advice services and partnership working between people who draw on care and support. (SCIE, 2022)


1.3. Service Accessibility and environmental adaptations
The Social Model of Disability has shaped requirements for:
· Wheelchair accessible buildings
· Accessible toilets and changing facilities
· Interpreters for sign language and hearing loops
· Inclusive transportation policy and easily readable information forms.

1.4. Inclusive Education and Employment Policy
These areas affect general welfare even though they are not directly related to healthcare. Policies encourage workplace adjustments, supported employment, and inclusive education. This lessens the need for care services by ensuring that people with disabilities may engage more equally in communal life. 
The Social Model of Disability has deeply influenced health and social care by incorporating person-centred and rights-based methods and shifting responsibility for disability onto social structures and driving legislation, accessibility standards and inclusive practice. However, significant problems remain:
· Conflicts with the Medical Model
· Insufficient resources
· Attitudinal barriers
· Limitations for people whose impairments require ongoing medical management. (Barnes, C. et al. 2010) (WHO, 2015)
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Recommendations for health and social care policy and practice

1. Strengthen Person-Centred and Co-Produced Care
Ensure people with disabilities are actively involved in planning their care, not just consulted. Expand use of co-production panels where service users help design services, policies and assessments. Train staff to prioritise choice, autonomy and dignity. 


2. Mandatory Disability Awareness and Anti-Ableism Training
Deliver training for all staff on:
· The Social Model of Disability
· Inclusive communication
· Challenging stereotypes and unconscious bias
· Include training on hidden disabilities and fluctuating conditions. 

3. Integrate the Social and Medical Models in Practice
· Encourage a combined or biopsychosocial approach, acknowledging both medical needs and social barriers. As well, increase multidisciplinary working between doctors, social workers, therapists and advocacy organisations. 

4. Expand Independent Living Support
· Increase funding for personal assistants, personal budgets, assistive technology and remove bureaucratic barriers to accessing these services.  (NHS, 2025)

5. Increase funding for accessibility and preventative care
· Allocate ring-fenced budgets for accessibility upgrades, assistive tech, outreach programmes and community- based prevention. 
· Invest in early intervention to prevent crises that require costly emergency care.

6. Improve Data Collection and Research
· Collect more detailed data on outcomes for disabled people across health and social care. 
· Fund research that includes disabled people as partners, not just subjects. 
· Use data collection to track inequalities in waiting times, treatment quality and satisfaction. 

7. Prioritise Inclusive Employment within sector
· Set targets for employing disabled people across healthcare and social services. 
· Provide workplace adjustments and inclusive recruitment processes. 
Health and social care policy should adopt a right-based, person-centred and barrier-removal approach, integrating both the social and medical models. This requires investment in accessibility, training, co-production, independent living support, and accountability systems. Only by addressing both social barriers and medical needs can services achieve genuine equality for disabled people. (WHO, 2015) (CQC, 2025)
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Conclusion
The Social Model of Disability provides a powerful theoretical foundation for person-centred care by shifting focus from impairment to rights, autonomy and environmental barriers. It reinforces Person-Centred care principles such as empowerment, choice, dignity and holistic understanding. Moreover, it challenges discriminatory structures and attitudes that restrict individuals’ participation and wellbeing. 
Nevertheless, the Social Model has drawbacks as well. It may not adequately address complicated or changing requirements, downplays the lived experience of impairment, and lacks a thorough foundation for clinical practice. A more integrated strategy is required for person-centred care to be successful, one that respects each person's voice, beliefs, and goals while acknowledging social limitations and the actual realities of disability. In summary, person-centred care is highly supported by the Social Model; nevertheless, for a genuinely holistic and responsive approach, it must be integrated with biopsychosocial and relational perspectives.
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