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Critically Discussing the Social Model of Disability and its Application to Person-Centred Care in Health and Social Care.

INTRODUCTION
Person-centred care has become a central philosophy in UK health and social care policy, emphasising autonomy, dignity, and the active participation in decision-making. It represents a shift away from paternalistic models of care towards approaches that recognise individuals as experts in their own lives. Among the theoretical frameworks underpinning this approach, the social model of disability has been particularly influential. Emerging from disability activism in the 1970s and 1980s, the social model challenged dominant medical perspectives by reframing disability as a socially constructed phenomenon rather than an individual deficit (Oliver, 1990).
 This essay critically explores the development of the social model of disability, examining its origins, evolution, and key critiques, it also evaluates how the model has shaped UK health and social care policy and practice, particularly in relation to person-centred care. While the model has significantly advanced disability rights and inclusion, this discussion highlights its limitations, including its treatment of impairment, lack of intersectionality, and dependency. The essay concludes by proposing recommendations to enhance policy and practice through a more integrated and nuanced approach.

1. Emergence and Development of the Social Model of Disability
      1.1 Origins in Activism and Disability Rights Movement
The social model of disability originated in the United Kingdom through the work of disability activist, particularly the Union of the Physically Impaired Against Segregation (UPIAS). In their foundation statement, UPIAS (1976) argued that disability should be understood not as an individual limitation but as a form of social oppression caused by environmental, structural, and attitudinal barriers. This marked a radical departure from the dominant medical model, which conceptualised disability as a problem located within the individual body requiring treatment or cure.
Building on these ideas, Oliver (1983; 1990) formalised the distinction between impairment and disability, arguing that while impairment is biological, disability is socially created restriction. This distinction was politically significant, as it shifted responsibility for exclusion from individuals to society. Disabled people were therefore repositioned as an oppressed group, like other marginalised populations, whose exclusion resulted from systemic discrimination rather than personal incapacity.
 The reconceptualization had profound implications. It enabled collective identity formation among disabled people and supported demands for civil rights, accessibility, and inclusion. It also provided a theoretical foundation for challenging intuitional practices that reinforced dependency and segregation.


  1.2 Development and influence over time
Throughout the 1990s and 2000s, the social model gained widespread influence across policy, academia, and practice. It became central to disability studies as a field, shaping research agendas and promoting a shift towards rights-based approaches (Barnes & Mercer, 2010).
Its impact is particularly evident in UK legislation. The Disability Discrimination Act (1995) represented a key milestone, legally recognising the need to remove barriers to participation. This was later strengthened by the Equality Act (2010), which introduced a duty to organisations to make “reasonable adjustments” to ensure accessibility. Theses legal frameworks reflect the social model's emphasis on environmental change rather than individual adaption. 
In parallel, the model influenced health and social care practice by promoting independence, choice, and control. Policies increasingly emphasised personalisation, co-production, and empowerment, all of which align with social model principles. For example, the Care Act (2014) foregrounds wellbeing, prevention, and individual choice, reinforcing the idea that services should adapt to individuals rather than the reverse.

  1.3 Critiques of the Social Model 
Despite its influence and transformative impact, the social model has been subject to significant critique.
 One major criticism concern is it over-emphasis on social barriers at the expense of impairment. Scholars such as Tom Shakespeare and Watson (2001) argue that the model creates an artificial separation between impairment and disability. While social barriers undoubtedly contribute to exclusion, impairments themselves can involve pain, fatigue, or cognitive limitations that cannot be entirely addressed through environmental change (Shakespeare & Watson, 2001). Ignoring these experiences risks oversimplifying the lived reality of disability.
A second critique relates to the models lack attention to intersectionality. Early formulations of the social model have been criticised for reflecting the experiences of physically impaired white men, thereby neglecting the diverse experiences of women, ethnic minorities, and individuals with mental health conditions, or learning disabilities (Thomas, 2007). This limitation reduces the model's ability to address the complex and overlapping forms of disadvantage experienced by many disabled people.

A third key criticism focuses on the model's limited engagement with care and dependency. Feminist scholars such as Jenny Morris (1991) argue that the emphasis on independence overlooks the importance of relationships, care, and interdependence. In practice, many disabled individuals rely on support networks and recognising this does not undermine autonomy but rather reflects a more realistic understanding of human experience (Morris, 1991; Tronto, 2013)
  1.4 Responses and Theoretical Developments
In response to these critiques, several refine alternative and complementy frameworks have emerged. The biopsychosocial model, for example, integrates biological, psychological, and social factors, offering a more holistic understanding of disability. Similarly, relational, and critical realist approaches emphasise the interaction between individual experiences and social structures.
These developments do not reject the social model but seek to refine it. They retain t core commitment to challenging social barriers while acknowledging the complexity of impairment and the importance of care relationships. This evolution reflects the need for more nuanced theoretical frameworks capable of informing contemporary health and social care practice.

2. Application of Social Model to UK Health and Social Care Policy and Practice
   2.1 Policy integration
The social model has had a profound influence on UK health and social care policy, which has shaped key UK legislation and frameworks.
The Equality Act 2010 requires organisations to remove barriers and ensure accessibility, directly reflecting the models' principles. For example, reasonable adjustments in public services, aligning with the social model’s emphasis on barrier removal. Similarly, The Care Act 2014 focuses on wellbeing, promotes independence, and personalisation, aligning closely with person-centred care, personal budgets, and prevention-principles rooted in social-model thinking. 

In addition, NHS policy Frameworks such as NHS England’s personalised care agenda emphasise Shared discission-making, care planning, and co-production (NHS England, 2019). These approaches recognise individuals as active participants rather than passive recipients of care, embodying the social model’s emphasis on empowerment and rights.


   2.2 Application in Practice
In practice, the social model has contributed to several key developments within health and social care.
Firstly, there has been increased emphasis on removing physical and communication barriers. Adaptations include accessible buildings and environments, assistive technology, and inclusive communication, promoting alternative methods such as easy-read materials and sign language interpretation.
Secondly, the model has promoted autonomy and co-production. Service users are increasingly involved in decision-making processes, including care planning and service design. This aligns with person-centred care principles, ensuring that services reflect individual needs and preferences.
Thirdly, the growth of advocacy services has strengthened the rights of disabled individuals. Independent advocates support individuals in expressing their views and accessing services, helping to address power imbalances within care relationships. 

  2.3 Challenges in Applying the Social Model
[bookmark: _Int_JX6nxWfk]Despite these advances, significant challenges remain in applying the social model within practice.
One major issue is resource constraints Austerity measures and funding limitation have reduced the capacity of service to provide personalised and accessible care (Briant et al., 2013). Without adequate resources, the principles of the social model cannot be fully realised. 
Another challenge is the persistence of medicalised attitudes among some professionals. While policy promotes person-centred approaches, practice can still prioritise diagnosis and treatment over empowerment and autonomy.
 Additionally, the social model can struggle to address complex needs. Individuals with severe impairment may require medical intervention and ongoing support, highlighting the need for more integrated approach.
There are issues related to bureaucracy in personalisation, particularly in the management of personal budgets. While intended to increase choice, rigid systems can limit flexibility and create additional barriers. The processes around personal budgets can reduce autonomy.
Finally, the models limited attention to Intersectionality gaps means that some groups continue to face compound disadvantages that are not adequality addressed within existing frameworks leading to additional barriers faced marginalised groups that are not always acknowledged.

3. recommendations for policy and practice
To address these challenges, several recommendations can be made.
Firstly, there is a need to adopt an integrated biopsychosocial-relational approach that combines the strengths of the social model with a recognition of impairment and care needs.
Secondly, professional training should be strengthened to ensure that practitioners understand disability rights, inclusive communication, and person-centred approaches.
Thirdly, co-production should be expanded, enabling disabled individuals to play a significant role in designing and evaluating services.
Fourthly, increased investment in accessibility and community-based support is essential to ensure that policy commitments are translated into practice.
Fifthly, there is a need to protect long term funding for social care services, reducing the impact of austerity on vulnerable populations.
Finally, intersectional approaches should be integrated into policy and practice, ensuring that services address the diverse experiences of disabled people and analysis across care assessments and equality monitoring.

Conclusion
The social model of disability has played a crucial role shaping person-centred care within the UK health and social care sector. The social model remains a powerful framework underpinning person-centred care, shifting focus from individual deficits to social barriers. It has transformed policy, practice, and societal attitudes towards disability. However, its limitations-particularly in relation to impairment, intersectionality, and care- highlight the need for more nuanced and integrated approach.
 Implementing an integrated, properly funded, and co-produced approach is essential for enabling disabled people to achieve full inclusion and wellbeing.
Moving forward, combining the social model with biopsychosocial and relational perspectives offers the most effective way to support inclusive, person-centred care. With adequate resources, training, and commitment to co-production, health and social care systems can be better to meet the needs of disabled individuals and promote equality, dignity, and wellbeing.
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