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Introduction
The principle of ‘person-centred care’ has established itself in modern health and social care systems, which prioritise autonomy, dignity and holistic wellness. One of the most effective models, i.e., the social model of disability, reconceptualises disability as a socially constructed phenomenon rather than an individual impairment; however, it is shaped by systemic and environmental barriers (Oliver, 1990). This essay critically evaluates the emergence, development and critiques of the social model, and then analyses how it is applied in the UK policy and practice in the health and social care context. It also assesses the shortcomings of its application and offers evidence-based suggestions to improve the provision of person-centred care.
Discussion
The growing focus on person-centred care in modern health and social care models is indicative of a paradigm shift in the paternalistic and medically oriented approaches of health and social care to models that place greater emphasis on autonomy, dignity and holistic well-being. At the centre of the shift is the social disability model that has been core in reconceptualising how disability can be understood and addressed practically. Evolving in the 1970s via activism of disabled people [Union of the Physically Impaired Against Segregation (UPIAS)], it challenged the medical model in a direct manner that viewed disability as a condition of an individual that demands treatment or cure (Oliver, 1990). Opposing this, Shakespeare (2013) claimed that the social model claims that disability is caused by societal hurdles, including discriminatory attitudes, exclusionary practices, and inaccessible environments. Such reconceptualisation profoundly impacts social and health care by transitioning responsibility from individuals to wider social structures and underpinning the person-centred care development.
The social model has a theoretical importance as it resonates with the wider ideas of social justice and human rights, which have become central to the legislative and policy frameworks. The Equality Act 2010 in the UK is an important enactment of such values, whereby organisations are legally required to eradicate discrimination and make reasonable modifications to make their services accessible and inclusive (Equality Act, 2010). This Act operationalises the social model by recognising that societal barriers, rather than impairments, restrict participation. Likewise, the Care Act 2014 has continued to support this strategy by making individual well-being, control, and participation the primary focus of care provision, requiring local authorities to implement a holistic assessment model that would focus on physical, social and emotional needs (Department of Health, 2014). Incorporating these principles into statutory guidance demonstrates the significant influence of the social model in establishing person-centred care as a normative standard rather than an aspirational goal.
Although the social model of impairment has made a transformative contribution, it has been subject to a long-standing critique, especially in terms of its relative lack of engagement with the embodied experience of impairment. Indeed, the model is effective in questioning structural inequalities, yet Shakespeare (2013) criticised that the model simplifies the disability realities by not stressing the psychological and physical needs that individuals with progressive or long-term disabilities undergo. This flaw is especially pronounced in the healthcare atmosphere, where medical interventions will be imperative to symptom management and quality of life. In turn, exclusive dependency on the social model can result in underestimating the importance of clinical care; hence, limiting its practical use. Additionally, it has been criticised as conceptually limited to explain the diversity of disability experience, and the intersection of disability with other forms of disparity (including poverty and ethnicity) (Goodley, 2014). Such criticisms indicate the need to have a more integrative and complex model that would enable the consideration of social and medical factors of care.
Responding to these limitations, the biopsychosocial model has become famous as a more holistic model that combines psychological, biological, and social variables to offer a more holistic perspective on disability and health (Engel, 2012). This model supports the person-centred care principle by identifying the multifaceted nature of individual requirements and emphasises the usefulness of tailored interventions. Also, the NHS Long Term Plan (2019) supported this as it offers shared decision-making, personalised care, and community-based support systems are prioritised (NHS England, 2019). These efforts led to increasing awareness that successful care ensures eliminating social barriers and provides proper medical and psychological care. Based on this, it can be stated that the social model of care focuses on empowerment and inclusion, which remains central to these efforts.
The social model in health and social care practice has played a major role in the promotion of person-centred care, and this has been achieved by focusing on autonomy, participation and empowerment. An example is that personalised care planning allows individuals to take an active role in making decisions about their care and support, which promotes their feeling of control and ownership of their care. This is specifically the case in using personal budgets in the Care Act 2014 that enable people to customise services to their unique needs and preferences (Department of Health, 2014). Comparatively, recovery-oriented models in mental health services focus on social inclusion, self-determination and significance of meaningful relationships, which mirror the vision of the social model (Frost et al., 2017). These activities exemplify how the theoretical concepts can be applied in practice and how the social model can improve the quality and efficacy of care as it focuses on the person and not the disease.
However, realising these principles into practice is limited, as a rule, by systemic and organisational difficulties. The lack of resources, such as funding or workforce, is a major obstacle to personalised care, especially in publicly funded systems, like the NHS (The King’s Fund, 2025). The Department of Health and Social Care expenditure will continue to rise in real terms over the next three years after a short-term burst in expenditure due to Covid-19, which will mean further investment in healthcare services (Fig.1). These limitations frequently demand standardised methods of care, which are more focused on efficiency than individualisation and negatively affect the principles of person-centred care. Also, organisational cultures in healthcare environments can be well-established in the medical model, which can lead to resistance to change and inhibit the implementation of more comprehensive approaches (Angelini et al., 2021). This conflict between policy desires and reality shows the difficulty in applying the social model to modern health and social care systems.
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Figure 1: Real-terms Department of Health and Social Care spending trends (The King’s Fund, 2025)
Such systemic tensions are further compounded by the disjointed provision of health and social care that tends to compromise the continuity and coordination needed to provide truly person-centred care. Partnership working, in this case, appears to be an essential tool that allows operationalising the principles of the social model in a better way. Collaborative practice is highly enshrined in the UK legislation and especially in the Health and Social Care Act 2012, which brought about structural changes to promote integration of services and enhance outcomes via coordinated care provision (Department of Health, 2012). This legislative model formed the basis of the introduction of Integrated Care Systems (ICS), which aim to combine healthcare providers, local authorities, and voluntary sector organisations to provide more integrated and responsive services (NHS England, 2019). Partnership working can be linked to the social model in terms of its focus on systemic barriers and the need to make care more responsive to the social environment of the person, since it promotes the dissemination of information, resources, and expertise.
Partnership working has a theoretical foundation based on person-centred care, which focuses on collaboration, empowerment, and shared decision-making. The process of care production involves several stakeholders, including service users, families and multidisciplinary professionals. This is strengthened in the Care Act 2014, which mandates agencies to collaborate to provide holistic and coordinated support (Department of Health, 2014). This is practically comprised of collaborative evaluations, combined care planning, and collaboration. In the case of people with complex needs, including disabilities, healthcare, social care, and housing services need to cooperate to deliver effective, tailored, comprehensive care. Nonetheless, even though partnership working has theoretical and policy value, it is frequently challenging to work in practice because of various organisational and structural challenges. The presence of professional silos, where various fields of work do not communicate or cooperate with each other to a large extent, is one of the main challenges. It may cause redundancy of services, lack of care, and inefficiency that ultimately undermines the quality of support delivered to the service users (Cameron et al., 2014). Also, variations in organisational cultures, priorities and funding mechanisms may establish tensions amongst the stakeholders; thus, it may become hard to find common goals and effective working relations. The problem of professional-service user power imbalance is also a problem, as it can undermine the principle of empowerment and participation, which are at the centre of the social model and person-centred care. These issues highlight the need to be more strategic and concerted about partnership working, with an effective governance framework and shared commitment to collaborative practice.
The other issue that is highly crucial in the application of the social model and person-centred care is the continued disconnection between policy and practice, which is mostly compounded by the lack of resources and growing demand for services. The King’s Fund (2020) emphasises that the NHS has faced workforce shortages and financial strains, which have severely reduced the ability to provide personalised care, and instead of moving to customised and task-focused practices. This not only sabotages the principles of the social model but also poses significant ethical issues about equity and access to care. As an example, disadvantaged backgrounds can lead to further barriers to accessing services and perpetuate existing inequalities. This suggests that the social model is effective in practice only when supported by adequate resources and organisational commitment to person-centred care.
In these conditions, to overcome these challenges and improve the application of the social model to health and social care, the increased investment in workforce development is evident, especially in terms of training in person-centred care, disability awareness, and collaborative practice (Jobe et al., 2020). Shared decision-making is highlighted by the NICE (2021) as one of the key aspects of high-quality care, and it is important that professionals acquire the skills necessary to effectively communicate with the service users. Second, more focus should be on enhancing integrated care systems, in which specific funds and policy reinforcements will enhance the coordination of health and social care services. This includes the development of interoperable information systems, which can facilitate the seamless sharing of data and enhance continuity of care (WHO, 2018).
Moreover, co-production needs to be incorporated deeper into policy and practice, and the service users should be active in the design, delivery, and evaluation of services (Makey et al., 2025). Co-production also increases the effectiveness and relevance of services, as Beresford (2016) argues, and empowers social inclusion that is central to the social model. This practice entails a paradigm shift in terms of power, whereby service users are viewed as equal partners and not passive consumers of care. Adopting a biopsychosocial approach could also be used to overcome the shortcomings of the social model, as it would help to incorporate the medical, psychological, and social perspectives to make the care approach more holistic and responsive (Hatala, 2012). This is especially relevant in complicated cases where a combination of factors comes into play to impact health outcomes, making it necessary to have a multi-disciplinary response.
Lastly, more robust accountability measures to make sure that policy promises to person-centred care are put into practice. It can include the application of performance measures, feedback on the services provided to the users, and regulatory control to evaluate the quality of care and determine how to improve (Manalili, 2022). With the convergence of organisational incentives and person-centred outcomes, a more enabling environment to implement the social model can be formed. It should, however, be noted that these recommendations are not without their limitations because they demand quite a bit of investment, cultural transformation and long-term political dedication. 
Conclusion
The essay found that the disability social model has played a significant role in the evolution of person-centred care in health and social care systems. It has influenced major legislative frameworks, including the Equality Act 2010 and the Care Act 2014, and strategic efforts, such as the NHS Long Term Plan. Nevertheless, the limitations of the model, especially its lack of involvement with the experience of impairment as it is lived, suggest an additional need to develop more integrated approaches that integrate both social and medical viewpoints. These problems need a long and thorough effort; it means that one should invest in developing the workforce, improving the service integration, and engaging service users in the decision-making process.
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