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Principles of Health and Social Care Practice
[bookmark: _Toc236688417]Introduction 
According to the Coulter and Oldham (2016), Person centred care is a basic tenet of modern health and social care which puts individuals first, considering what they like, value and need to be treated with dignity, respect and compassion. Person centred care is not solely about the person being ill or impaired; it is about them being active, involved in decision making (shared control) and receiving individual support to help them increase the wellbeing and quality of their life. Lawson and Beckett (2021) stated that, there are a number of principles and models that underpin the approach, including the Social Model of Disability which has had one of the most important influences on the development of inclusive health and social care practice. This essay critically considers a range of issues concerning the development and emergence of the social model of Disability, discusses the main criticisms of the model and their responses, looks at the use of the social model in health and social care policy and practice, explores some of the problems with implementing the social model and offers recommendations on ways to strengthen person-centred care.

[bookmark: _Toc236688418]Development of the Social Model of Disability
[bookmark: _Toc236688419]Historical Background
Disability was mainly understood within the medical framework, where the disability itself was a result of someone's physical, sensory or cognitive impairment, for many decades. In this type of approach, the health care workers tried to identify and treat, or to rehabilitate the individual to minimise the impact of the impairment (WHO n.d). As a result, disabled people were often seen as passive recipients of care whose problems stemmed from their medical problems instead of society in which they lived.
In the seventies disabled people's organisations rejected this traditional view by suggesting that for many the handicaps that were suffered were due to social, environmental and attitudinal factors and not the fault of the impairment themselves. By clarifying the difference between impairment and disability and emphasising the role of society in getting rid of barriers, the Union of the Physically Impaired Against Segregation (UPIAS) was a critical factor in raising this new awareness (UPIAS 1975). These ideas led Mike Oliver to further elaborate and popularize the Social Model of Disability in the 1980s, which was an important paradigm in disability studies. It shifted the focus on individual impairments away from environmental, institutional and attitudinal barriers to participation and equal opportunities (Alyafei and Chauhan 2025). Building on these early developments, the Social Model continued to evolve and influence wider areas of health, social care and public policy.

[bookmark: _Toc236688420]Evolution of the Model
The Social Model came to mean more than disability rights activism and over time had a wider impact on health and social care policy, education, employment and general human rights concerns (Lawson and Beckett 2021). By focusing on equality, inclusion, independent living and social participation, it has led to the changes in professional practice which has caused organisations not only to remove barriers, but also to promote accessibility and to include disabled people as equal partners in decisions affecting their lives (Bailey and Angit 2022).

[bookmark: _Toc236688421]Core Principles of the Social Model of Disability 
The Social Model of Disability assumes that impairments are not the cause of disabilities; rather they are the result of society's barriers. It asserts that disabled individuals do not have an equal ability to access the environment, have a negative attitude and institutional policies and practices, thus disabled people are unable to participate fully in society (Lawson and Beckett 2021). The key differences between the Medical Model and the Social Model of Disability are summarised in Table 1.

	Medical Model
	Social Model

	Disability is caused by impairment.
	Disability is created by social barriers.

	Individual requires treatment.
	Society requires change.

	Focus on diagnosis and cure.
	Focus on removing barriers.

	Professional-led decision making.
	Shared decision making.

	Dependency.
	Independence and empowerment.



Medical Model mainly has an impairment / treatment-based approach and the Social Model an approach of eliminating social barriers and encouraging independence as detailed in Table 1. Significant changes in this, mirror the values of person centred care by taking account of disabled people as contributors to decisions about their lives rather than consumers of services.
The principles have a strong underpinning in person-centred care, and provide the basis for taking the help and support delivered to the person's life and encouraging participation in decision making around support and care provision. Social Model does not only focus on limitations but aims to promote autonomy, dignity, equality and meaningful participation. It also promotes individual methods that consider people's preferences as well as promoting accessible environments and inclusive services that will allow people with disabilities to have increased independence and quality of life (Brinkman et al., 2023). Despite its significant contribution to disability rights and person-centred care, the Social Model has been subject to considerable academic debate and criticism.

[bookmark: _Toc236688422]Critiques of the Social Model and Responses to Criticism 
[bookmark: _Toc236688423]Criticism One: Limited Recognition of Impairment
Talking about the Social Model, the impact its emphasis on external barriers hides its neglect of the actual experience of impairment. Other critics by Lin et al., (2025) state that, regardless of how supportive society becomes, pain, chronic illness, fatigue and progressive medical conditions drastically impact a person's wellbeing. As such, it is possible for impairment to persist and continue to affect quality of life even when environmental barriers have been overcome.
[bookmark: _Toc236688424]Response
Modern interpretations of the Social Model acknowledge that disability results from the interaction between impairment and social barriers rather than from either factor alone (Hogan, 2019). While this perspective recognises the importance of addressing environmental barriers, it also accepts that medical care remains essential for many individuals. This balanced approach demonstrates that effective person-centred care requires both the removal of social barriers and appropriate clinical support.

[bookmark: _Toc236688425]Criticism Two: Overemphasis on Social Barriers
Another criticism of the Social Model is that it might suggest that if social barriers can be removed then there will be no disadvantaged groups. Ginis et al., (2021) stated that, but many disabled people need continual health care or medical rehabilitation and/or assistive technology or therapeutic treatment to remain healthy and independent. Healthcare is always an integral part of person-centred support in such cases.
[bookmark: _Toc236688426]Response
However, Hogan (2019) and Zaks (2024) argue that the Social and Medical Models should be viewed as complementary rather than competing approaches. While the Social Model addresses environmental and societal barriers, the Medical Model remains important for managing impairments and long-term health conditions. Integrating both perspectives enables professionals to deliver more comprehensive and person-centred care.

[bookmark: _Toc236688427]Criticism Three: Practical Difficulties
Implementation of the Social Model consistently remains a challenge despite its effect on policy. Resources for removing barriers are available in varying amounts across services due to financial constraints, workforce limitations, organisational pressures and other factors, leading to different levels of access to services and outcomes (sandboxes 2025).
[bookmark: _Toc236688428]Response
To meet these challenges, accessibility, multi-agency services with co-production with disabled people are now promoted as key elements of health and social care policies. These developments aim to enhance practice for inclusive practice, and for more consistent delivery of person centred care in a range of health and social care settings. Despite these criticisms, the Social Model continues to shape contemporary health and social care policy and professional practice.


[bookmark: _Toc236688429]Application of the Social Model in Health and Social Care Policy and Practice 
[bookmark: _Toc236688430]Influence on Person-Centred Care
The Social Model of Disability has greatly affected the provision of care for people with disabilities and the dynamic between the provider and the person they are providing care for. In contrast to patients simply receiving treatments, the model acknowledges the patient as an active partner in the treatment, on the basis that they are knowledgeable about who they are, what they need, and their aspirations for treatment. The change has facilitated personalised care planning, where care is planned in accordance with the person's preferences, aims and situation as opposed to care being planned according to a standardised intervention. Making decisions together is a core feature of good practice and service users contribute to the planning, review and delivery of their services. For instance, professionals can work together with disabled people to create suitable care plans and access the right assistive technologies and reasonable adjustments which result in them being independent and participating. Collaborative working ultimately increases people's choice, control and independence, and their wellbeing is improved as are their satisfaction with the service (Scalia et al 2022).

[bookmark: _Toc236688431]Influence on Health Policy
Also, the Social Model has led to reinforcement of equality and accessibility/non-discrimination in health policy making. The rights of the disabled have had an influence upon the laws and regulations that relate to reasonable adjustments or the removal of barriers to access to health services. There is increasing work to ensure that services are accessible – such as by changing government policies which actively seek inclusive extended health services and regard reasonable adjustments and barriers to access. Yet, although these developments in policy, evidence indicates that inequalities in access to health services remain present for many disabled people and thus the challenge of good health service policy into consistent practice remains.
[bookmark: _Toc236688432]Influence on Social Care Practice
The Social Model is now increasingly being adopted by social care - encouraging independent living through schemes of direct payments and personal budgets, for example, and community-based support. These approaches allow people to have more choice and control in what services they access and helps to promote independence and social inclusion (Zhang and Forder 2025). Through these programs, people can have more choice about the services they receive and foster autonomy and self-determination. The model also has strengthened the argument for co-production and advocacy and now calls into question the need for disabled people to be actively involved in the design, delivery and evaluation of services (Benz et al., 2024). This is why it is important that practitioners are now considering the needs of the person, and not just barriers in the environment, the organization and the social realm; and they ensure participation and quality of life is improved by focusing on accessibility—not only the impact of the impairment.

[bookmark: _Toc236688433]Multi-disciplinary Working
A multi-professional approach from OT, PT, Psychologists and social workers involved in the care of the child is required to support the application of the Social Model. Multidisciplinary teams allow for identification of physical, psychological and social conditions that affect a person's involvement in, and exploration of, coordinated intervention strategies (Taberna et al., 2020). By facilitating communication between services, reduced service fragmentation and more complete service delivery, all while empowering individuals to become more independent, integrated care fosters improved health.

[bookmark: _Toc236688434]Impact on Service Users
The impact of the Social Model can be demonstrated in the following example. The Social Model appears to have had an impact on the shift to person-centred approaches - this is demonstrated in Table 2.
	Traditional Approach
	Person-Centred Approach

	Professional makes decisions
	Shared decisions

	Focus on illness
	Focus on strengths

	Dependence
	Independence

	Standardised care
	Individualised care

	Institutional care
	Community participation


The comparison provides examples to demonstrate the shift in health and social care towards working in partnership, working with individual strengths and participation in their communities. They are designed to allow for and foster autonomy and represent the values of Social Model: values of inclusion, equality and empowerment.
Transformation this reflects the key concepts of the Social Model, dignity and equality and that disabled people are active participants in the decision-making process which affects their lives. The aim of person centred care is to acknowledge individuals' strengths and help to minimise barriers to people using services to being more active in their community and to have greater control over their health and wellbeing (Lorber et al, 2025). The Social Model has had a significant impact in policy and practice, but putting this into practice on a consistent bases is still difficult.

[bookmark: _Toc236688435]Challenges in Applying the Social Model within Health and Social Care
[bookmark: _Toc236688436]Organisational Challenges
Whilst there are acceptance and some consistency in implementing the Social Model in health care, this is not the case in social care. For several organisations they are faced with problems in being able to provide full and targeted services due to staffing numbers, increasing requests for services and financial limitations. Limited resources can result in missed timely and appropriate support, lack of personnel and proper support by specialists to address barriers effectively (Lorber et al., 2025).

[bookmark: _Toc236688437]Professional Challenges
Implementing also relies on the knowledge, attitudes and competencies of one's health and social care practitioners. There is variability in awareness and understanding of disability and in services provided, which can be person centred. Some practitioners are wholeheartedly championing collaborative working models, while others continue with the traditional, practitioner-driven care models, in which service users' participation is constrained (Kalaitzaki et al., 2020). These gaps are likely to impact person-centred support services quality and consistency.

[bookmark: _Toc236688438]Structural Challenges
The Social Model may also be challenging to apply in a larger sense in terms of structural inequalities. There may be a lack of access to health and social care services which varies by location and can result in inequalities. Moreover, inaccessible transport, inadequate housing and the use of digital healthcare technologies, may also make the use of available services hard to access for disabled people. These broader social determinants will have to be taken into account, since this will be a critical need to ensure the respect of the Social Model principles on a consistent and equitable manner to SFAR’s actions (Gréaux et al., 2023). A coherent approach that draws in coordinated action is the solution to the challenges regarding Policy, Organisational leadership and Professional practice.

[bookmark: _Toc236688439]Recommendations for Health and Social Care Policy and Practice 
Health & social care organisations need to provide in-depth training on disability awareness and person centred care, to increase the knowledge, confidence and skill of their practitioners in being able to provide inclusive services. Improved training can help to encourage improved practice, mitigate unconscious bias and improve communication with disabled people. Co-production should be embedded throughout the planning, delivery and evaluation of services to ensure that the lived experiences of disabled people directly inform decision-making. This approach improves the relevance, accessibility and quality of services while strengthening person-centred care (Foster 2024). Advancement of accessible environments, assistive technologies and digital inclusion programs is also needed to adequately minimise barriers to participation. Additionally, high level health and social care service integration coupled with the consistency of personalised care planning and monitoring would support more equitable, coordinated and person centred, outcomes for all care users (Marcinkowski and Gawin 2019).

[bookmark: _Toc236688440]Conclusion 
In conclusion, although the Social Model of Disability has come a long way from its original origins, it has fundamentally changed our perceptions around disability not only by paying attention to impairment, but by focusing on removing barriers in society. Despite the limitations these are recognised, the model has been a significant pillar of person-centred health and social care, underpinning inclusive policies, collaborative working and effective partnerships which help disabled people to be more independent, participate and be equal.
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