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A Critical Examination of the Social Model of Disability and its Application to Person-Centred Adult Social Care
The values, preferences, strengths and desired outcomes of the individual are central to the planning and delivery of care in person-centred care, which allows meaningful choice and control (NHS England, 2023). The essay is a critical review of the social model of disability in adult social care. The model differentiates between impairment and disability by suggesting that it is environmental, organisational and attitudinal barriers that primarily disable people and not impairment (Office for Disability Issues, 2014). It is relevant in that it challenges professionally dominated and deficit-based practice and advocates for autonomy, inclusion and participation. The discussion will follow the development of the model, the evaluation of key criticisms and reactions and the impact the model has had on legislation, practice and policy. The main thesis is that the social model offers a solid foundation of person-centred care, but its successful implementation necessitates actual co-production, sufficient resources and responsible collaboration working. 
The social model of disability developed in response to the British disabled people movement in the 1970s as a direct response to medical and charitable explanations that placed disability within an impairment of an individual. The Union of the Physically Impaired Against Segregation (UPIAS) persuaded by activists like Vic Finkelstein that exclusion was created through inaccessible environments, institutional structures and discriminatory attitudes. This understanding later became a practical instrument of collective action later on in the 1980s when it was developed by Mike Oliver and was introduced as the social model instead of a full-scale theory of the experience of all disabled people (Wright, 2024; Thorneycroft, 2024). The adult social care therefore had no longer considered treatment, dependency management, or professional protection as adequate. Services must evaluate disabling barriers and personal support needs and engage disabled people in designing services. 
The initial intention of the model was emancipatory: it decoupled the impairment and disability to enable disadvantage to be due to the removal of barriers, the independent living and civil rights. This was important as it questioned paternalistic services where professionals determined need and make decisions. This reasoning was later applied to human-rights practices by scholarship and activism, especially by the United Nations Convention on the Rights of Persons with Disabilities which views disabled individuals as rights-holders and decision-makers, not recipients of care (Lawson and Beckett, 2021; Degener, 2024). The model can be reductive, however, when practitioners see all the hardships as external and ignore pain, changing conditions or clinical requirements. Combining barrier elimination with individualised assessment and assisted decision-making should therefore be practiced. 
Throughout the years, the model has impacted the availability of communication, co-production, reasonable adjustment and community-based support. These advances favour person-centred care as they enhance autonomy, dignity, choice and participation as they arrange support around the goals of the person and not a professional convenience. WHO guidance also advocates the rights-based community service and meaningful decision involvement (WHO, 2021). However, policy language does not warrant implementation where funding limits, unreachable systems or risk-averse cultures circumscribe choice. Adult social care organisations are advised to audit barriers, invest in advocacy and/or accessibility, and evaluate success based on the control, participation and quality-of-life outcomes of service users as opposed to procedural compliance. 
The most valuable input of the social model is that it shifts the character of disability to the disabling social structures, but critics believe that this distinction can be used to minimise the pain, fatigue, intellectual problem and the constant requirement of therapy caused by impairment. Hogan (2019) demonstrates that medical and social explanations evolved as rival replies to reductionist practice, yet cautions against the ability to consider either of the models adequate. On the other hand, Adam and Koutsoklenis (2023), justify the social model since it reveals the material and cultural systems which deprive disabled individuals of dignity. Complementary position is thus the most persuasive, adult social care must eliminate obstacles without excluding clinical needs. The services should be based on accessibility and advocacy, as well as personal health evaluation and rehabilitation, which is the choice of the individual. 
Second is that the model can make disabled people to appear as a homogenous group, neglecting the interaction of disability with other factors, gender, ethnicity, migration, poverty, family expectations and cultural beliefs. Wickenden (2023) claims that disability identities are often detached, although they often have a cumulative effect on disadvantage and support opportunities. Proponents might counter that the social model already considers structural oppression; however, an overall emphasis on society may mask who is most likely to face the most significant barriers. Regarding person-centred care, standardised plans can consequently reproduce inequality. Culturally responsive, intersectional evaluations and the engagement of different disabled individuals in co-production of services should be used by the providers. 
The call of choice can be inconsistent with the protection of duties in situations in which practitioners are judged to face significant risk, and paternalistic constraints can be justified by organisations that are risk-averse as safety. The World Health Organisation advocates the rights-based and person-centred services, which consider the will of people and substitutes the coercive methods with community-based support (WHO, 2021). But independence should not imply ignoring individuals to take unjustified decisions. Proportional positive-risk assessment, available information and supported decision-making should be employed by practitioners, and the reasons why restrictions are required should be documented and discussed with the service user. 
Lastly, the model might suggest that barriers can be easily eliminated, yet that meaningful choice would require personnel, finances, transportation, housing and service accessibility. McCausland et al. (2022) discovered that the person-centred planning could enhance the involvement of the community, yet this is possible only when the right support is provided. Adult social care organisations are recommended to match personal plans and sensible budgets, workforce capacity as well as partnership agreements, and audit realisation of promised results. The human-rights and biopsychosocial approaches address the shortcomings of the model by linking social obstacles, embodied needs and enforceable rights instead of substituting its anti-discriminatory essence (Lawson and Beckett, 2021).
The social model has been entrenched within Welsh social-care policy in the Social Services and Well-being (Wales) Act 2014 that supports well-being, voice and control, prevention, co-production and multi-agency working (Andrews et al., 2023). These precepts echo the argument of the model that exclusion is partially due to the inaccessibility of systems and professional power imbalances. Nevertheless, the national assessment found a disjuncture between political aspiration and practicality: the results were not uniform throughout Wales, and the resources were limited to implement and some individuals were still disempowered (Llewellyn et al., 2023). The tests can thus be termed as person-centred with limited real choices. Local authorities ought to audit the issue of whether the conversations of what matters are able to bring quantifiable changes of support instead of viewing participation as a procedural adherence. 
This approach is supported by equality and human-rights legislation with its requirement of non-discrimination, reasonable adjustment, dignity and participation. Providers should be encouraged to make changes to buildings, communication and procedures as well as protect liberty and private life by the Equality Act 2010 and Human Rights Act 1998 respectively. However, the barriers of an organisation are not eliminated automatically by statutory rights; changes might be sluggish, unevenly or incompletely applied or constrained by economic constraints (Legislation.gov.uk, 2026a; Legislation.gov.uk, 2026b). The providers are expected to keep adjustment records, review the accessibility with disabled individuals, and hold managers responsible in case the barriers cannot be overcome.
Person-centred practice is also supported by the Mental Capacity Act 2005 since capacity is decision specific and people should be assisted where possible to make decisions (Legislation.gov.uk, 2016). Even in the case of impaired capacity, NICE (2018) points out the importance of having people at the centre of the decisions. But cultures of safeguarding and risk-management can promote a culture of professionals replacing their judgement with those of the person, to recreate the paternalism that the social model criticises. Before restrictive best-interests action is taken, accessible information should be used by services, supported by independent advocacy and documented supported decision-making. 
Lastly, policy is more and more encouraging shared decision-making and co-production. NICE (2021) proposes staff training, decision aids and service-user champions, as well as organisational leadership. Nevertheless, Andrews et al. (2023) discovered that being involved may be similar to consultation, in which participants do not have the power to make decisions or feedback. The arrangements of partnerships thus do not imply equality or real influence. Adult social-care organisations are expected to provide service users with voting power, with access to preparation, costs and a clear demonstration of how their input to commissioning, care planning and evaluation. 
The social model must inform assessment and care planning in the adult social care setting by determining environmental, communication and organisational factors that limit access to the environment as well as personal requirements in support. The person is at the heart of person-centred planning on how people want to live and the assistance they need; McCausland et al. (2022) discovered that it can help the community to participate when the resources are available. But inclusion is not simply a product of a written plan, since poor transport, staffing or community opportunities can hinder agreed outcomes. This can diminish trust and make choice rhetoric. Services must connect every aim with identified actions, resources, timeframes and reviews that are service user driven. 
Shared decision-making puts autonomy into practice by integrating professional evidence with the person, their values, preferences and lived experience. NICE (2021) suggests the use of simple language and description of choices and risks, decision aids, and engagement of family members, friends or advocates of the person. However, the family and practitioners can focus on safety and the individual on independence. This endangers paternalism and dignity. Accessible formats should be used, communication specialists and proportionate positive-risk planning, documenting the reasons and preferences of any restriction of the person. 
Continuity can be enhanced by partnership working as social workers, care providers, health professionals, families, advocates, housing services and voluntary organisations bring various knowledge and resources. The Welsh assessment of multi-agency working results in the fact that integrated, person-centred support relies on communication, role clarity and management accountability across organisations (Wallace and Garthwaite, 2023). However, partnership may also undermine accountability where agencies differ in terms of eligibility, funding and risk ownership or care coordination. Coordinated through a named person, agreed-upon results, information sharing with consent and planned multidisciplinary surveys are thus required so that individuals can no longer operate in disconnective systems. 
Co-production extends the consultation to the power sharing with the people who utilise services. SCIE (2022) links the successful co-production to empowerment, confidence, trust and enhanced professional practice, yet unequal power, less evaluation, and lack of resources are noted as the weaknesses. Obstacles such as time, organisational culture, cost and communication, and the fear that co-production will become tokenistic or a space of familiar voices are also reported (SCIE, 2023). Decisions can thus be legitimised by participation without alteration. Contributors should be rewarded by providers, a variety of participants recruited, preparation made accessible and evidence of clear you said we did should be published. Personal outcomes, inclusion and service-user control should be used to gauge success instead of attendance at meetings. 
The first recommendation is to enhance co-produced care planning. Social care plans involving adults can document preferences and participation is tokenistic due to limited choices and professional control. The providers are to insist on accessible what matters conversations, the goals and responsibilities, resources, and review dates to be agreed with the person and, where available, family members or advocates. This would implement the social model to discuss barriers and intended results instead of deficits, enhance autonomy, trust and continuity. 
Second proposal would be to enhance staff competence and decision making. Safety over autonomy can be a result of risk-averse practice and communication barriers. Mandatory training, reflective supervision and case review of supported decision-making, positive risk-taking, reasonable adjustments and professional power should be provided by organisations. Before big decisions are made, accessible information, communication aids and independent advocacy must be available. However, training will not accomplish much unless managers will strengthen the expectations and staffing rates will allow meaningful interaction.
Last but not the list, to establish integrated accountability and outcome auditing. Divided services may give rise to redundancy in assessments and blurred responsibilities and policy-practice disjunctions. Service-user control, accessibility and goal achievement of services should be measured by audits and not merely the completion of forms. This would enhance continuity, transparency and organisational learning. The shortcomings are implementation costs, data-protection issues and inter-agency resistance, hence, responsibilities, consent procedures and escalation paths should be well spelt out.
The social model of disability is relevant in that it takes away the focus on individual impairment and places it on the social, environmental and organisational constraints that limit participation. It enhances person-centred care, which includes dignity, autonomy, choice and decision making involvement. Policy is on the side of rights, co-production and inclusion but in practice, falls short. Collaboration at work is a requirement to align and balance duties. The care planning, staff capability, communication, accountability and outcome auditing improvements suggested could assist in translating policy principles into more consistent person-centred practice.
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