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[bookmark: _Toc1359729376][bookmark: _Toc226912566] Introduction 
Person-centred care has since integrated into the modern UK health and social care policy, with landmark legislations such as the Health and Social Care Act (2012) and the Care Act (2014) both incorporating the concept of individual wellbeing and choice as the core component of service management. In general, Person-centred treatment can be described as a treatment method that honours and addresses the tastes, wishes and worth of individuals in such a way that it governs all the clinical and care judgments (Coulter and Ellins, 2006). More so, Santana et al. (2018) stress that, to implement a truly person-centred practice, the service users and the professionals should be partners, not care receivers. The main point of this essay is the Social Model of Disability (SMD) that suggests that disabled individuals are not disadvantaged due to their impairments but rather due to the social and environmental barriers that the society has created (Oliver, 1996). This essay will take a critical subject of the emergence and development of the social model of disability, how it is applicable to adult social care policy and practice in the UK and recommend ways of improvement. This essay will start by describing the history and criticism of the SMD, analyses how it has been implemented in policy, and finish by giving recommendations based on practice.
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The Social Model of Disability (SMD) was based upon the radical writings of the Activists of the Union of the Physically Impaired Against Segregation (UPIAS, 1976), who made a radical break with the concept of impairment as being a physical or cognitive difference, and disability as being a segregation forced upon people with impairments by a society that did not accommodate them. This was a drastic contrast to the existing medical paradigm that placed the problem in the individual and emphasized the treatment, rehabilitation and cure (Oliver, 1990). In 1983, Mike Oliver officially used the term Social Model of Disability to contend that disability was not a personal tragedy, but rather a mode of social oppression that had been created by environmental, attitudinal and institutional factors (Oliver, 1990). This point of view is supported by Barnes and Mercer (2010) who point out the fact that the SMD was heavily embedded within the wider disability rights movement of the 1970s and 1980s in the United Kingdom, which demanded civil rights and independent living over medical care. The paradigm was, however, the concept of not fixing a person, but altering the obstacles. 
After its beginnings in the UK, the SMD was embraced internationally as Disabled People’s International (1981) took the same principles to all other nations and realised that disabled people in all cultures experienced systemic ostracism. Swain and French (2000) further developed the model into their Affirmative Model of Disability that went beyond merely breaking down barriers in order to actively embrace disabled identity and the belief that disability is necessarily negative. Meanwhile, a new bio-psychosocial model of the World Health Organization (2001) the International Classification of Functioning, Disability and Health (ICF) was presented, which tried to reconcile the medical and social model taking into account both the impaired body and the social environment. The development of the SMD can be well traced in the UK law under which the Disability Discrimination Act (1995) was superseded by the more comprehensive Equality Act (2010) that recognised disability as a characteristic to be covered and as such imposed obligations on organisations to make reasonable adjustments, which was one of the fundamental ideas of the model the elimination of barriers in the society. 
The SMD has had its share of criticism, although it has been influential to a large extent. Thomas (1999) asserts that the model over looks the actual lived experiences of impairment as real, which are chronic pain, fatigue and psychological distress, which could not be explained only by the societal failures. The longest criticism may have been presented by Shakespeare 2006), in his Disability Rights and Wrongs, where he argues that the SMD is too simplistic and ideological and rejects the biological fact of impairment in favour of an entirely social explanation. Moreover, Morris (1991) brought up a significant feminist objection and stated that the model, which was made mostly by disabled men, did not properly consider the personal and emotional aspects of disability as encountered by disabled women. These criticisms point to a major shortcoming: the strict dichotomy between the impairment and disability will lead to the simplification of a very sophisticated lived experience.
 Oliver repeatedly justified the SMD as neither a full-blown theory of human experience nor a political instrument aimed at organising the disabled people and confronting structural oppression (Oliver and Barnes, 2012). A critical realist strategy was suggested by Williams (1999) because it does not ignore the fact that social barriers interplay with biological impairment to create the perceived disability, thus providing a more balanced level of middle ground. On the same note, another theoretical framework that acknowledged the significance of the individual functioning and the social opportunity to the understanding of disability and as a more comprehensive concept was the Capability Approach by Sen (1999) and furthered by Nussbaum (2006) which addressed much of the shortcomings of the original SMD. 
The social care policy of the UK regarding adults has been significantly affected by the Social Model of Disability (SMD), especially since the late 1990s. The Care Act 2014 is perhaps the most important legislative manifestation of SMD principles in England in that it imposes a statutory obligation to the local authorities to promote individual wellbeing, independence and choice and thus change the emphasis of institutional care to barrier elimination and personalised support. This was followed by Valuing People (Department of Health, 2001) and itssuccessor Valuing People Now (Department of Health, 2009) which used the principles of SMD on people with learning disabilities, where independent living, rights and inclusion are the central aspects. The personalisation agenda, which came to fruition in Putting People First (HM Government, 2007), provided disabled people with direct control on their funding of care using Individual Budgets, which essentially transformed the concept of disabled people to active citizens and not passive consumers of services. Internationally, the UN Convention on the Rights of Persons with Disabilities (UNCRPD, 2006) that was ratified by the UK in 2009 is broadly regarded as based on SMD philosophy, which establishes the right to full participation and elimination of social barriers (United Nations, 2006). The NHS Long Term Plan ( NHS England, 2019) made the commitment to community-based and person-centred care stronger more recently, and it entrenched the values of SMD in more mainstream policy frameworks of health and social care. 
On the practice level, the SMD has been transformed into a variety of real practices in the UK adult social care. Direct Payments that were initially established by the Community Care (Direct Payments) Act (1996) and expanded substantially by the Care Act (2014) enable disabled individuals to fund their own support, which puts the SMD principle of eliminating obstacles to independent living into practice (Glasby and Littlechild, 2016). The SMD is practised in grassroots through the Independent Living Movement that has offered peer support networks and practical assistance in identifying and challenging barriers, supported through Centres for Independent Living (CILs) throughout the UK. Moreover, the strengths-based practice model propagated by the Department of Health and Social Care (DHSC, 2019) helps social workers pay attention to the abilities and aspirations of their individuals instead of their weaknesses and greatly resembles the denial of the medical model promoted by the SMD. The Disabled People Organisations (DPOs) have equally contributed towards co-production of care assessment in the local authorities like Essex and Birmingham as part of a significant change towards empowerment (Carr, 2010). 
With these policy and practice developments, there are still considerable difficulties in the maintenance of the application of SMD principles into the adult social care. Austerity interventions that followed the 2010 Comprehensive Spending Review led to drastic reductions on adult social care budgets, which in essence compromised the ability of local governments to provide personalised and barrier-free support (Local Government Association, 2023). This has resulted in a postcode lottery with the quality and access to person centred services having a dramatic difference based on geographical location and the resources that the local authority can bring into the picture which is a direct antithesis of universalism ideals of the SMD. Beresford (2016) critically points out that co-production in adult social care has often been there solely in name only with disabled people being consulted rather than being given real partnerships and decisions based on professional and budgetary interests instead of the real goal of collaboration. The SMD has also been critiqued due to its lack of relevance to individuals with the most extreme impaired cognitive functions or with dementia, as an individual with these conditions may lack the ability to self-direct care and it is thus very relevant to ask if the model is universal (Series, 2022). Lastly, Vernon (1999) highlights the topic of intersectionality, suggesting that the SMD does not adequately explain the interaction between race, gender and class with the experience of disability, thus posing a threat of marginalisation to those who experience multiple and cross forms of oppression in the adult social care systems.
 After critically analysing the Social Model of Disability (SMD) and its use in the context of the UK adult social care, four evidence-based suggestions are provided in order to overcome the identified limitation and enhance the person-centred practice in the future. 
To start with, disabled individuals should become relevant in the process of designing and reviewing services, shifting to the superficial consultation to the real partnering. The agency Think Local Act Personal (TLAP, 2019) has designed a practical model of co-production that should be used by the local authorities. The main advantage is that services are closer to lived experience and trust is formed between professionals and service users. Nevertheless, true co-production is a resource-consuming initiative and, unless properly funded and equipped, may turn into a mere tokenism (Beresford, 2016). The local authorities should therefore be willing to believe in the principle and the practical conditions under which co-production can be given a real meaning. 
Second, and closely related to the former, sustainable state investment in adult social care is the key to the realisation of the SMD principles in practice. Dilnot Report (2011) provided a clear proposal of long-term funding reform, and though the Health and Care Act (2022) slightly changed it, it was not properly implemented, and local authorities could not serve the increasing demand (Bottery, 2023). The personalisation agenda and the principles of barrier-removal of the SMD would be merely a dream without sufficient and sustained investment, which would only help to prolong the disparity in accessibility between the distinct geographical locations even further.
 Thirdly, a compulsory course on the SMD should be implemented to all health and social care professionals to make sure that there is gradual transition to the alternative to medicalised approaches based on the use of barriers, and person-centred practice. At present, although the professional standards of the Social Work England (2022) mention rights-based approaches, the standardised SMD training requirement is not present across all professional categories. Oliver and Barnes (2012) also suggest that no progressive legislative changes can make much difference in the daily lives of disabled people unless this is accompanied by a real cultural change in the professional practice. The main weakness in this is the financial burden of mass education and the possibility of cultural opposition in traditionally medicalised fields. 
Additionally, the policy of adult social care should consider the explicitly intersectional constructions, where disability, race, gender, and class interact with each other to escalate disadvantage. Crenshaw (1989) reveals that single axis approaches of equality never pass the fringe people. Although the Equality Act (2010) offers some legal basis due to its identification of several characteristics under protection, their intricate overlaps are seldom considered within the policy implementation (Vernon, 1999). Further intersectional information gathering, and more adaptable service designing would yield more fair and actually embracing results among all disabled individuals who get adult social care.
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Parting the Social Model of Disability has been revolutionary in redefining the UK health and social care, fundamentally questioning the medicalised concept of disability and centring the elimination of the social barriers as the central element of policy and practice. The model is based on UPIAS (1976) and has been improved by Oliver (1990), and is widely thought to have been influential on landmark legislation such as the Care Act (2014), the personalisation agenda and Direct Payments despite receiving significant criticisms by Shakespeare (2006) and Thomas (1999) over its approach to impairment. However, there is still a noticeable contradiction between the ideals of the model and the austerity reality, inconsistent application and tokenism of co-production in local authorities. The recommendations specified, authentic co-production, long-term financing, compulsory training of workforce, and intersectional guidelines provide a positive way of the future. After all, the history of struggle to attain truly person-centred adult social care involves a proactive policy pledge, as well as a deep-seated and lasting culture shift in professional practice as such.
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