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The Social Model of Disability: A Critical Examination of Person-Centered Practice in UK Health and Social Care
[bookmark: _Toc216360693]Introduction
A fundamental tenet of contemporary UK health and social care frameworks is person-centred care, which emphasises the necessity for services to acknowledge and value the uniqueness of each patient. To ensure that people continue to be active participants in their own care planning and decision-making, this approach necessitates that practitioners comprehend people's preferences, wants, values, and lived experiences (Health, 2025). However, a conceptual framework that questions conventional beliefs about impairment, dependency, and the nature of disability is necessary to achieve person-centred care in a meaningful rather than surface-level manner. By focussing on the broader societal, institutional, and attitudinal constraints that limit opportunities and participation rather than an individual's handicap, the Social Model of Disability offers such a basis.

The Social Model's origins and evolution are critically examined in this essay, along with the criticisms levelled at it and the ways in which it has influenced UK health and social care policy and practice, especially with regard to person-centred care. To ensure that person-centred care is provided in a meaningful, equitable, and rights-based manner, the essay ends with suggestions aimed at strengthening the implementation of the Social Model in modern practice. Through this research, the essay shows that although the Social Model is still a very powerful and transformative framework, its shortcomings and difficulties call for a more comprehensive and nuanced approach in contemporary care settings.
[bookmark: _Toc216360694]
Emergence and Development of the Social Model of Disability

Origins and Rationale
In the 1970s and 1980s, disabled people's movement against institutionalization, discrimination, and segregation gave rise to the Social Model of Disability in the United Kingdom. The medical concept of disability, which presented impairments as human deficiencies requiring treatment, rehabilitation, or cure, was largely challenged by organizations like the Union of the Physically Impaired Against Segregation (UPIAS) (McCourt, 2015). The medical model held that a person's handicap was a personal issue that limited their ability to participate in society and the economy (Uoregon.edu, 2024).

A radical alternative was provided by the Social Model. It made a clear distinction between disability, which is defined as the social exclusion and disadvantage brought about by inaccessible environments, discriminatory attitudes, and organizational structures, and impairment, which is defined as a physical, sensory, or cognitive difference (Foundation for People with Learning Disabilities, 2016). This rethinking transferred accountability from the individual to society, contending that social constraints that limit handicapped people's capacity to lead fulfilling, independent lives oppress them rather than their disabilities (Hogan, 2019). As a result, the Social Model gave the disability rights movement a solid philosophical and political basis, enabling disabled people to seek civil rights, equality, and accessibility.


[bookmark: _Toc216360695]Evolution and Recognition
Over time, public policy, health and social care, and disability rights movements came to recognize the Social Model. The Social Model was accepted as a guiding principle by UK NGOs like Scope, which use it to combat prejudices, advance accessibility, and sway public opinion (Scope, 2019). Its impact goes beyond the UK it serves as the foundation for global frameworks for disability rights, such as the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD), which places a strong focus on equality, autonomy, dignity, and participation.

Health and social care professionals' educational programs have also been influenced by the Social Model, which encourages them to acknowledge how institutional and societal constraints restrict opportunities for those with disabilities. It is a fundamental idea in contemporary UK care practice because of its emphasis on choice, control, and independence, which strongly corresponds with modern conceptions of person-centered care.

[bookmark: _Toc216360696]Critiques of the Social Model and Responses
Despite its significance and attractiveness, the Social Model has not been immune from critique. Several key concerns have been addressed — and the discourse has developed in response.


Ignoring the Reality of Impairment
The Social Model is frequently criticized for not giving enough consideration to the actual bodily experience of disability. Critics contend that the model frequently ignores crucial elements that might have a substantial impact on a person's day-to-day existence even in a society that is completely accessible, such as chronic pain, degenerative diseases, exhaustion, and mental health issues (Hogan, 2019). For instance, a person with severe arthritis or advanced multiple sclerosis may have limits that cannot be completely removed by societal change alone.
In response, proponents of the Social Model argue that its goal was to refocus political and policy attention on systemic obstacles that are frequently disregarded rather than to reject impairment-related challenges. However, detractors contend that a paradigm that ignores impairment-related reality runs the risk of oversimplifying the experiences of individuals with disabilities and may restrict the model's application in clinical settings.
[bookmark: _Toc216360697]Risk of Oversimplification
The Social Model may encourage an unduly simplified division between impairment and disability, which is a related worry. Some academics contend that rather than being exclusively linked to societal constraints, disability should be viewed as an interaction between personal and environmental factors (Foundation for People with Learning Disabilities, 2016). The intricacy of disabled people's actual experiences may thus be obscured by the Social Model's strict division.
Numerous researchers now support a biopsychosocial or hybrid model that incorporates social, psychological, and biological elements to solve this. This strategy acknowledges that impairment-related needs must also be provided by medical, therapeutic, or psychiatric interventions while maintaining the political advantages of the Social Model, such as its emphasis on rights, accessibility, and structural change.

Challenges in Real-World Implementation

The challenge of using the Social Model in practical contexts is the subject of another criticism. Even if a lot of health and social care institutions say they accept the model, their practices could still be based on medical-model presumptions. According to Oliver (Chapter 2, "Implementing the Social Model of Disability, 2025), there has been too much talk about the model's advantages and disadvantages and not enough work done to integrate it into institutional practice.
The ability of services to completely adopt Social Model principles is frequently hampered by practical obstacles such insufficient finance, poor staff training, organisational resistance, and strongly ingrained professional cultures. Furthermore, some organisations rhetorically embrace the Social Model without implementing any real reforms, leading to symbolic rather than significant advancements.

[bookmark: _Toc216360698]Application of the Social Model in UK Health and Social Care Policy & Practice
After outlining the theoretical underpinnings and criticisms of the Social Model, we now discuss how it has been implemented (or occasionally opposed) in UK policy and practice, as well as any issues that still exist.

Legislative and Policy Context
The UK's equality laws and policy frameworks have been greatly impacted by the Social Model. Organizations in the public, private, and volunteer sectors are required under the Equality Act 2010 to eliminate barriers that harm persons with disabilities by making reasonable adaptations (Digital.nhs.uk, 2024). The fundamental tenet of the Social Model—that society should adapt to accommodate a variety of demands rather than asking people to conform to constrictive environments—is reflected in this statutory requirement.

Person-centered care is also firmly ingrained in social and health care policies. Person-centered care, according to Skills for Health, is a method that emphasizes each person's own preferences, experiences, and choices, guaranteeing that support is customized to their setting (Health, 2025). Personalized care, collaborative decision-making, and empowering individuals to take more charge of their health and well-being are all highlighted in the NHS Long Term Plan (NHS England, 2019). By encouraging autonomy, dignity, and meaningful engagement, these policy directions support the Social Model.

The Social Model has been openly embraced by several NHS trusts, like North Bristol NHS Trust, demonstrating their dedication to eliminating organizational and environmental obstacles (North Bristol NHS Trust, 2024). These initiatives demonstrate how the Social Model continues to influence the guiding principles of care delivery throughout the United Kingdom.
[bookmark: _Toc216360699]Practice: Person-Centered Care and Inclusion
Adopting the Social Model can have a practical impact on a variety of aspects of care and support, such as the design of accessible buildings and physical environments, the provision of information in accessible formats, the promotion of flexible, individualized care plans, and the assurance that individuals with disabilities have agency, choice, and control over their care in line with person-centered care (Rachel, 2023).

By focusing on addressing environmental, organizational and attitudinal barriers, care providers can better promote impaired people’s autonomy, dignity and participation. In doing so, person-centered care becomes not simply a slogan, but a lived reality.

For instance, services that use the Social Model are more likely to offer adjustments — physical (ramps, accessible toilets), communicative (accessible information, sign-language interpreters), flexible scheduling, and individualized plans rather than forcing disabled persons to adapt to one-size-fits-all systems (The Social Model of Disability 1, 2025)

[bookmark: _Toc216360700]Problems in Implementation
Despite advancements in policy, significant obstacles still exist. First, there is frequently a discrepancy between law and practice: many services continue to function under medical-model presumptions even while frameworks may promote equity and person-centred care. Full adoption is hampered by institutional inertia, resource constraints, inadequate training, and systemic discrimination. Oliver's criticism that there are too much discourse and not enough real-world application is still pertinent (Chapter 2, "Implementing the Social Model of Disability, 2025).
Second, organisations may accept the Social Model in a symbolic manner without implementing structural changes, which would lead to a commitment that is more surface level than substantive.

Third, it is difficult to strike a balance between the Social Model's focus on outside obstacles and the actual requirements associated with disabilities. A solely social focus, according to critics, runs the risk of ignoring important therapeutic or medical care (Hogan, 2019). To make sure that both aspects are taken care of, a comprehensive strategy is necessary.
[bookmark: _Toc216360701]Recommendations for Policy and Practice
The following suggestions aim to enhance UK health and social care policy and practice considering the Social Model's advantages and disadvantages in directing person-centred care.
1. Adopt a Hybrid Bio-Psycho-Social Approach
The Social Model should be combined with medical and psychological viewpoints in UK health and social care policy. This is in line with NICE guidelines, which acknowledge the impact of social, psychological, and biological factors on health and well-being (The National Institute for Health and Care Excellence, 2025).
To provide more comprehensive, well-rounded, and person-centered care, this strategy makes sure that when social barriers are removed, people's needs linked to their disabilities are not overlooked.

2. Strengthen Accountability and Monitoring of Accessibility and Inclusion
Stronger accountability procedures should be put in place by government organizations, authorities, and service providers. Reasonable adjustments are required by law under the Equality Act of 2010 however compliance varies greatly (Service, 2011).

Standard practice should include regular audits, reports on public accessibility, and enforced guidelines for flexible service delivery, building design, and communication. In the UK, better monitoring would improve inclusive practices and lessen inequality.

3. Integrate Person-Centered Care into Service Design and Training
Comprehensive training in person-centred practice and Social Model thinking should be provided to all practitioners. This is in line with the NHS Long Term Plan, which emphasises the value of shared decision-making and individualised treatment (NHS England, 2019).
Training should include:
• involving service consumers in every stage of decision-making,
• designing flexible and individually personalized assistance plans,
• providing accessible information formats, and
• maintaining dignity, individuality, and autonomy.
To provide disabled persons significant control over their support, co-produced care plans and personal budgets should be increase
4. Strengthen Disabled People's Organizations (DPOs) and Service Users
DPOs and disabled people should be integral to the planning, execution, and assessment of services. This is consistent with the co-production principles of SCIE, which highlight that genuine user participation results in more efficient and equitable services (SCIE, 2025). Professionals could miss the crucial lived experience insights that DPOs offer. The efficacy and validity of person-centred care are increased when disabled individuals are empowered.
5. Promote a Culture Shift: From Charity/Deficit Model to Rights, Autonomy and Inclusion
To move away from antiquated charitable or deficit-based attitudes of disability, a substantial cultural shift is needed. The UNCRPD's tenets are reflected in a rights-based paradigm that prioritizes inclusion, equality, and autonomy. For handicapped persons to participate on an equal basis with others, it is crucial to remove obstacles, according to UK Government guidelines on disability rights (Service, 2012). Person-centered care is consistently and respectfully delivered when these values are ingrained in business culture, employee training, and leadership practices.
[bookmark: _Toc216360702]Conclusion
A strong conceptual basis for person-centered care is provided by the Social Model of Disability. It reframes disability as a matter of justice, inclusion, and rights by shifting the emphasis from people's disabilities to societal barriers—physical, organizational, and attitudinal. Over the past few decades, it has impacted law, altered policy, and affected how many UK agencies operate. Critics of the Social Model include the potential for symbolic adoption without significant structural change, the risk of ignoring impairment-related requests, and the challenges of putting theory into practice.

To fully realize the promise of person-centered care, health and social care policy and practice must adopt a nuanced, hybrid approach that acknowledges the reality of disability while methodically reducing the social and structural barriers that prevent people from doing so. Increased accountability, disabled people's active participation, and a real cultural shift towards inclusion and rights might make the Social Model a lived reality that provides care that is person-centered, egalitarian, and dignified.
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