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Introduction 
Person-centred care is a core principle in modern health and social care, emphasising autonomy, dignity and active involvement in decision-making. It is supported by frameworks that challenge traditional views of disability, particularly the Social Model of Disability.
The Social Model defines disability as the result of societal barriers rather than individual impairment. These barriers may be physical, attitudinal or systemic. The model aligns with person-centred care by promoting inclusion, empowerment and the removal of obstacles to participation. It has influenced rights-based policy and inclusive service design, while challenging the Medical Model’s focus on individual deficit.
However, it has been criticised for not fully reflecting the lived experience of impairment and for difficulties in practical application within constrained health and social care systems. These limitations highlight the need for critical evaluation.
This essay examines the Social Model’s development, influence and critiques, arguing that while it has significantly shaped person-centred care, its application requires careful and context-aware use.













2. Emergence and Development of the Social Model of Disability
The Social Model of Disability arose in the mid to late twentieth century in response to the rise of disability rights movement and the frustration with the Medical Model of disability (Oliver, 1990). The Medical Model situated impairment within the individual, focused on diagnosis, treatment and cure, sometimes placing disabled individuals as passive consumers of care (Barnes and Mercer, 2010).
This strategy led to institutionalisation, reliance and exclusion from decision-making and wider society (Shakespeare, 2013). In contrast, the Social Model of disability defined disability as arising from social constraints rather than individual deficiency (Oliver, 1990). It distinguishes between impairment (physical or cognitive state) and disability (social limits imposed by society).
This move put disability on the human rights and social justice agenda and influenced policy, education and health and social care practice (Barnes and Mercer, 2010). It has been crucial in the development of disability studies and rights-based legislation (Shakespeare, 2013).
However, it has been criticised for insufficient attention being paid to the lived experience of impairment, especially chronic disease and pain (Shakespeare, 2013). This has resulted in calls for more integrated therapies that blend social and medical viewpoints.
3. Application of the Social Model of Disability in Health and Social Care Policy and Practice 
The Social Model has been a major effect on health and social care policy, especially in encouraging person-centred care and independent living (Department of Health, 2012). Person-centred planning puts people at the heart of decision making, ensuring care is tailored to their needs, preferences and goals (NHS England, 2014).
Personal budgets and direct payments are examples of independent living policies which mirror the Social Model by promoting autonomy and control over the provision of care (Department of Health, 2012). These techniques are consistent with the notion of equal choice and involvement for handicapped individuals in society (NHS England, 2014).
The approach has also had an influence in the area of environmental design, increasing accessibility in public buildings, transit and healthcare settings, in accordance with equality legislation such as the Equality Act 2010 (HM Government, 2010).
Nevertheless, implementation is still inconsistent with the continued dominance of the Medical Model within healthcare, which prioritises diagnostic and treatment outcomes (Oliver, 1990). ‘Resource restrictions, personnel demands and organisational constraints also hamper full adoption of person-centred approaches’ (NHS England, 2014).
4. Critical Evaluation of the Social Model in Practice 
The Social Model of Disability has been hugely influential in changing the way we perceive disability and is central to the development of person-centred care. One of the primary strengths of this work is to challenge the standard Medical Model by reframing disability as a product of societal constraints rather than individual dysfunction (Oliver, 1990). This has been a major change in the promotion of equality, inclusion and human rights within health and social care institutions (Barnes and Mercer, 2010).
One of the key advantages of the Social Model is that it addresses prejudice and exclusion. It highlights environmental, attitudinal, and structural challenges and encourages society to take responsibility for addressing barriers to participation (Shakespeare, 2013). This has led to legislation such as the Equality Act 2010 which encourages accessibility and protection against discrimination in services, education and employment (HM Government, 2010). This is how the concept strongly relates to person-centred care by focusing on autonomy, choice and participation in decision-making (NHS England, 2014).
Another quality is the ability to empower others. The Social Model says that disabled persons should be active agents in the care they get and not passive recipients. This is represented in personal budgeting and person-centred planning, which provide people more choice and control over how support is provided (Department of Health, 2012). This change in power relations is especially crucial in health and social care, where decision-making has been controlled by the authority of professionals.
However, despite these strengths, the Social Model has been severely critiqued for its reductionist account of the experience of disability. A fundamental drawback is that it focuses only on impairment itself. Though differentiating between impairment and disability is appropriate, this has been argued to understate the genuine and often serious effects physical or mental health disorders can have on everyday life (Shakespeare, 2013). For example, people living with chronic pain, progressing sickness or severe mental health disorders may need medical treatment in addition to social support, which the approach does not fully address.
In addition, structural and organisational limits make the approach often difficult to implement in practice. Health and social care systems are often under tremendous pressure, including inadequate budget, staff shortages and high demand for services (NHS England, 2014). These issues can make it difficult to completely adopt person-centred approaches, especially where there are time and budget constraints.
There is also the problem of uneven implementation. Policies are typically based on the ideals of the Social Model but reality is not always in accordance with these objectives. In other instances, service user involvement may be restricted to tokenistic consultation, rather than authentic shared decision-making (Barnes and Mercer, 2010). This creates a gap between legislative goals and the real experience of care.
Furthermore, critics such as Shakespeare (2013) suggest that the Social Model might be overly inflexible in its focus on external constraints and that it fails to capture the complexity of disabled people’s experiences. Disability is experienced differently depending on age, gender, ethnicity and socioeconomic background and hence requires more intersectional and adaptable approaches.
The Social Model has been revolutionary in promoting equity and shaping person-centred care, but its limits point towards the need for a more integrated approach. A combined social, medical and biopsychosocial viewpoint (Engel, 1977) may give a more balanced and realistic framework for understanding and assisting disabled persons in health and social care settings.


5. Recommendations for Improving Policy and Practice

The Social Model of Disability has had a powerful impact on the development of person-centred care, but to be implemented effectively requires further development of health and social care systems. There is still a need to bridge the gap between theory and practice in order to improve results for service consumers (NHS England, 2014). A number of practical recommendations can be made to increase the delivery of person-centred care while acknowledging real-world restrictions.
There is, first, an obvious need for better education and training of health and social care personnel. Better knowledge of the Social Model and how to use it in practice would help to move away from historically medicalised practices (Oliver, 1990). Training should not be limited to theory but also include practical skills such as communication, joint decision making and collaborative care planning. These competences would help to guarantee that person-centred care is delivered in a meaningful, rather than tokenistic, manner (Barnes and Mercer, 2010).
Secondly, companies should aim to create more inclusive and accessible settings. This encompasses physical accessibility such as adapted buildings and facilities and non-physical accessibility such as delivering information in accessible formats and encouraging inclusive communication (HM Government, 2010). The adjustments are a direct response to the focus in the Social Model on barrier removal to participation. Such improvements, however, need significant expenditure and long-term planning which can be challenging in under resourced services (NHS England, 2014).
Another major proposal is to improve service user involvement in decision making at all levels. This includes individual care planning, but also involvement in service design, assessment and policy creation. Making service users active participants helps to guarantee that services are more responsive and better aligned to genuine needs, promoting empowerment and autonomy (Department of Health, 2012). But genuine involvement needs time, resources and cultural change within businesses and this can be difficult to achieve in practice.
Closer synergy between health and social care systems is also required. Fragmented systems can present challenges to effective care, especially for those with complex needs. Integrated care techniques, which consider medical and social variables together, give a complete view of individuals’ circumstances (NHS England, 2014). Integration can improve outcomes but is often difficult because of disparities in funding structures, organisational systems and professional positions.
Furthermore, care provision should be more flexible and individualised. The Social Model encourages freedom and liberty but people have different needs and wants. The care provided must therefore be suitable to the circumstances of each person, balancing independence with appropriate degrees of help where necessary (Shakespeare, 2013).
Although these proposals may have potential benefits, restrictions need to be recognised. Financial constraints continue to be a key impediment, especially in publicly funded health and social care systems. Such changes – personnel training, environmental modifications and service redesign – demand a large expenditure. (Department of Health, 2012). Organisational opposition to change can sometimes hinder success, especially where established methods are strongly embedded.
There is also variance in implementation amongst services. Even where policies are in place to encourage person-centred care, variation in resources, leadership and local priorities can lead to inconsistent practice. This underlines the importance of continued monitoring, evaluation and quality improvement to guarantee consistency (NHS England, 2014).
In conclusion, while the Social Model is a good foundation for person-centred care, its successful implementation depends on practical and structural improvements. Improved outcomes can be achieved by investing in training, accessibility, service user involvement, integration and flexibility. But these efforts must be backed by substantial resources, good leadership and a commitment to ongoing improvement.





















6. Conclusion 
In conclusion the Social Model of Disability has had a great impact on the way disability is perceived today and is the basis of person-centred care. By shifting the focus from the individual impairment to social barriers it promotes inclusion, autonomy and empowerment and has impacted on policies on accessibility and service user involvement.
The paradigm was formed as a response to the Medical paradigm and has advocated more rights-based, person-centred approaches to health and social care.
However, it has limitations with respect to lived experience of impairment and practical implementation in resource-constrained programs. Organisational constraints and medicalised procedures might potentially curtail its effectiveness. We need a balanced strategy, which blends the Social Model with different perspectives. Training, accessibility and service user involvement can be improved to enhance its application.
Ultimately effective person-centred care requires both theoretical understanding and institutional change in health and social care services.
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