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 Introduction
The social model of disability marks a transformative shift in how we understand disability, moving away from the notion of it as an individual deficit and recognising it as a consequence of social, environmental, and attitudinal barriers. This model has significantly impacted person-centred care in health and social services by challenging traditional medical perspectives and advocating for inclusive, rights-based practices. This essay explores the emergence of the social model, its implications for health and social care policy, and offers recommendations for enhancing person-centred care within contemporary healthcare settings.
1.0 Emergence, Development, Critiques and Responses
1.1 The Emergence of the Social Model
The social model of disability emerged in the 1970s as a response to the medical model, which viewed disability mainly as an individual issue needing treatment (Oliver, 1990). The Union of the Physically Impaired Against Segregation (UPIAS) in the UK highlighted the distinction between 'impairment'—the physical, sensory, or cognitive condition—and 'disability,' the social disadvantages arising from those impairments (UPIAS, 1976). Mike Oliver (1983) emphasised that disability stems from society's failure to accommodate differences, stating that it is "imposed on top of our impairments" (Oliver, 1990, p.11). This perspective aligned with broader civil rights movements, framing disability as a social justice issue rather than merely a medical one (Barnes, 1991).
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1.2 Development and Evolution
The social model of disability, driven by the disabled people's movement, has profoundly influenced legislation, policy, and academic discourse worldwide (Shakespeare, 2006). It has established a framework for disability rights laws such as the Americans with Disabilities Act (1990) and the Equality Act (2010) (Lawson, 2008). Focusing on environmental and attitudinal barriers has prompted significant changes, including accessible building designs and inclusive employment practices.
Globally, this model has shaped the United Nations Convention on the Rights of Persons with Disabilities (2006), which asserts that "disability results from the interaction between persons with impairments and attitudinal and environmental barriers" (United Nations, 2006, Article 1). This marked a transition towards human rights frameworks prioritising participation and social inclusion (Kayess and French, 2008). Furthermore, the model now embraces intersectional perspectives, recognising how disability intersects with gender, race, class, and sexuality, and addressing the complexities of the multiple forms of discrimination encountered by disabled individuals (Vernon, 1999; Goodley, 2014).
1.3 Critiques of the Social Model
The social model of disability, while transformative, has encountered considerable criticism. Detractors argue that the distinction between impairment and disability is artificial and fails to acknowledge the realities of pain and fatigue that affect individuals (Hughes and Paterson, 1997; Morris, 1991). Feminist disability scholars emphasise that this model marginalises experiences related to care and dependency, reflecting its origins in the lived experiences of physically disabled men (Morris, 1991; Thomas, 1999). Additionally, the model's focus on independence may not sufficiently address the needs of individuals with cognitive impairments or those who require extensive assistance. Some scholars argue that it oversimplifies the intricate relationship between biology and society (Shakespeare, 2006). Finally, critics from the Global South raise concerns about the model's cultural applicability in non-Western contexts and advocate for more culturally responsive approaches (Grech, 2011; Meekosha, 2011).
1.4 Responses to Critiques
Proponents of the social model have addressed these critiques in various ways. Oliver (2009) recognised that the social model was never intended to serve as a comprehensive theory of disability; rather, it was designed as a practical tool for political activism aimed at identifying and eliminating barriers. From this perspective, critiques concerning the model's neglect of impairment fail to grasp its strategic intent.
Some scholars have suggested refinements to the social model instead of advocating for its abandonment. Thomas (1999) introduced the concept of 'impairment effects' to acknowledge bodily experiences while preserving the social model's emphasis on socially imposed restrictions. Similarly, Swain and French (2000) put forth the 'affirmative model,' which highlights a positive identity for disabled individuals while maintaining the social model's structural critique.
Another response is provided by the Nordic relational model, which conceptualises disability as a mismatch between individual characteristics and environmental demands. This approach incorporates both individual and social dimensions without prioritising one over the other (Tøssebro, 2004). It upholds the social model's commitment to the removal of barriers while recognising the complexity of disabled people's experiences.
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2.0 Application to Health and Social Care Policy and Practice
2.1 Policy Applications
The social model has profoundly shaped health and social care policy by advocating for person-centred approaches that prioritise autonomy, choice, and social participation over paternalistic medical management (Department of Health, 2001). In the UK, initiatives such as Valuing People (2001) and the Care Act (2014) emphasise personalisation, independent living, and community inclusion for individuals with disabilities (Glasby and Littlechild, 2016). 

Mechanisms like personal budgets and direct payments empower disabled individuals to manage their own support rather than merely receiving services (Needham, 2011). This aligns with the principles of person-centred care, which recognise that individuals are experts in their own needs (Beresford, 2014). Additionally, the social model has influenced healthcare policies related to accessibility, exemplified by NHS England's Accessible Information Standard (2016). This standard addresses the informational and communication needs of disabled individuals, working to eliminate both attitudinal and environmental barriers within healthcare (NHS England, 2016).
2.2 Practice Applications
The social model of disability encourages healthcare professionals to adopt enabling attitudes, emphasising individuals' capabilities alongside appropriate support rather than focusing on their limitations (French and Swain, 2008). In rehabilitation, this model shifts the emphasis from 'normalising' disabilities to addressing environmental barriers and providing assistive technologies to facilitate participation (Hammell, 2006). Occupational therapy has embraced this approach by prioritising environmental modifications and client-centred goals (Townsend and Polatajko, 2007). 
In mental health services, recovery models inspired by the social model underscore the importance of hope and social inclusion, recognising that stigma and discrimination can exacerbate mental distress (Slade, 2009). In learning disability services, person-centred planning has emerged to promote community living and individual aspirations over institutionalisation and care deficits (Sanderson et al., 2006).
2.3 Problems in Application
While notable advancements have been made, the application of the social model within health and social care encounters several significant challenges. Firstly, there exists a fundamental tension between the social model's critique of medicalisation and the prevailing medical orientation of healthcare systems. This tension complicates the integration of the social model's principles (Samaha, 2007). Healthcare professionals typically focus on diagnosing and treating impairments, which stands in contrast to the social model's emphasis on moving away from individual pathology.
Secondly, resource constraints significantly hinder the implementation of social model principles. Although person-centred care aims to enhance choice, austerity and budget limitations often restrict the options available to disabled individuals, thereby undermining efforts toward personalisation (Pearson et al., 2014). For instance, while personal budgets are intended to empower disabled individuals, they can inadvertently shift responsibility onto them without providing adequate support (Needham, 2011).
Moreover, a cultural transformation among healthcare professionals is both necessary and challenging. Research indicates that medical students and practitioners often hold deficit-oriented views of disability, despite the presence of policies advocating for inclusivity (Shakespeare et al., 2009), reflecting persistent, resistant professional identities.
Applying the social model to individuals with cognitive impairments, including those with advanced dementia, presents complex issues regarding autonomy and representation (Goodley, 2001). While self-advocacy is emphasised, some individuals may require surrogate advocates, thereby complicating power dynamics.
Additionally, the social model's focus on removing barriers may not fully address the pain and functional limitations associated with the impairments themselves (Morris, 1991). Effective management of these aspects remains critical within healthcare.
Lastly, intersectional considerations are frequently overlooked in the application of the social model. Disabled individuals from minority ethnic backgrounds may face compounded discrimination and possess culturally specific needs that generic approaches fail to address adequately (Vernon, 1999). Furthermore, the intersections of gender and care relationships in disability services require deeper examination than the social model offers.
3.0 Recommendations and Conclusion
3.1 Recommendations for Health and Social Care Policy
Policies should incorporate the principles of the social model alongside a thorough understanding of impairments and care needs, fostering a holistic approach to tackling environmental barriers and individual experiences (Shakespeare, 2006). The implementation of the biopsychosocial model is crucial. 
Person-centred care necessitates adequate funding for personal budgets, assistive technologies, and support services. Policymakers must commit to investing in these essential principles (Glasby and Littlechild, 2016). 
Disabled individuals need to play an active role in the design and evaluation of health and social care services, ensuring that their lived experiences are reflected (Beresford, 2014). Additionally, policies should address how disability intersects with other characteristics, developing strategies for those facing multiple disadvantages (Goodley, 2014). 
Finally, robust monitoring systems are required to guarantee compliance with accessibility standards, as current mechanisms often fall short in effectively addressing discrimination (Lawson, 2008).
3.2 Recommendations for Health and Social Care Practice
Medical and allied health curricula should incorporate the social model of disability, emphasising the insights and experiences of individuals with disabilities. This integration requires embedding the principles of the social model throughout the training process, rather than merely offering token awareness sessions (Shakespeare et al., 2009). 
Healthcare organisations need to cultivate a culture that respects the rights and expertise of disabled individuals, actively challenging paternalistic attitudes and promoting collaboration (French and Swain, 2008). Practitioners should employ communication methods that honour the preferences and decision-making capabilities of disabled individuals, prioritising dialogue over discussions about them (Townsend and Polatajko, 2007). 
It is crucial to balance respect for autonomy with the provision of support, especially for those with cognitive impairments. This calls for a nuanced understanding of capacity and advocacy, shifting away from a reliance on professional control (Goodley, 2001). 
Healthcare settings should take proactive measures to eliminate barriers that obstruct access for disabled individuals, ensuring that facilities are accessible and that information is available in multiple formats (NHS England, 2016). Practitioners must recognise the cultural diversity of disability experiences and tailor their approaches accordingly, avoiding the imposition of Western models while advocating for rights and inclusion (Grech, 2011).




4.0 Conclusion
The social model of disability has fundamentally transformed our understanding of disability by shifting the emphasis from individual deficits to societal barriers. This change has paved the way for a more person-centred approach in health and social services. Although the model faces critiques regarding its treatment of impairment and its cultural specificity, it remains vital for challenging disabling practices and advocating for inclusion and rights.
Implementing the social model within health and social care necessitates navigating the tensions between medical and social approaches while addressing the diverse needs of disabled individuals. These challenges underscore the importance of integrated strategies that blend social insights with an understanding of individual experiences and caregiving.
Future health and social care policies must refine their interpretations of the social model, ensuring the availability of resources, fostering cultural shifts among professionals, and facilitating meaningful collaboration with disabled individuals. Such a comprehensive approach is essential for empowering disabled people to lead full and equitable lives. 
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