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Person-centred care recognises people as active participants in decisions about their health, care and support (NICE, 2021). The social model of disability is an important foundation for this approach. It argues that disability is created by social and environmental barriers rather than by impairment itself. UPIAS (1976) first explained the difference between impairment and disability. Oliver (1983) later developed this idea into the social model of disability. This shifted attention away from viewing the individual as the problem and towards identifying barriers that prevent participation.
In NHS acute hospital services, these barriers may include inaccessible buildings, poor communication, negative attitudes and inflexible procedures. Applying the social model can therefore support reasonable adjustments, shared decision making and greater patient choice. However, critics argue that the model does not fully recognise pain, illness and individual clinical needs (Shakespeare and Watson, 2001).
This essay critically examines the emergence and development of the social model, the criticisms made against it and the responses to these criticisms. It also considers its application to health and social care policy and NHS hospital practice. It argues that the social model remains essential to person-centred care but is most effective when combined with human-rights-based and biopsychosocial approaches.

[bookmark: _Toc238474392]The Emergence and Development of the Social Model of Disability
Before the social model was developed, disability was usually understood through the medical model. This model viewed disability as the result of an illness, injury or impairment within the person. Support therefore focused mainly on treatment, rehabilitation and helping the individual adapt to existing services. Medical care may be essential, but this approach can reduce a person to a diagnosis. It can also overlook how environments, services and attitudes limit participation (Oliver, 1983).
The social model emerged from the British disability rights movement. Disabled people challenged their exclusion from society and their dependence on services controlled mainly by professionals. UPIAS (1976) explained that impairment refers to a person’s physical, sensory or mental condition, while disability is created by social barriers that prevent full participation. Oliver (1983) later developed this idea into the social model of disability. The model shifted attention away from viewing the individual as the problem and instead focused on inaccessible environments, negative attitudes and inflexible services. This was an important change because disabled people were recognised as citizens with rights rather than passive recipients of care.
Over time, the model influenced disability studies, independent-living movements and health and social care policy. It supported ideas such as equality, autonomy, choice and participation. These principles are also central to person-centred care. The United Nations Convention on the Rights of Persons with Disabilities later presented accessibility, dignity and participation as rights rather than optional support (United Nations, 2006). Lawson and Beckett (2021) explain that the social and human-rights models can work together. The social model identifies barriers, while the human-rights model places duties on governments and organisations to address them. The WHO (2001) also introduced the biopsychosocial model through the International Classification of Functioning, Disability and Health. This model considers medical, personal and environmental factors. However, it still assesses the individual’s functioning, which makes it different from the stronger social focus of the original model.
Despite its influence, the social model has been criticised. Shakespeare and Watson (2001) argue that the separation between impairment and disability can be too simple. Removing social barriers may improve participation, but it cannot always remove pain, fatigue or the effects of a progressive illness. The model was also developed mainly from the experiences of people with physical impairments. As a result, it may be more difficult to apply to people with learning disabilities, autistic people or people with severe mental illness. It does not always show how disability may combine with gender, ethnicity or poverty to create further disadvantage. There are also practical limitations. Identifying a barrier does not automatically explain which adjustment will be effective or how services should balance personal choice, clinical needs and safety.
However, these limitations do not mean that the social model should be rejected. Oliver (2013) explained that it was designed to show collective disadvantage rather than describe every part of an individual’s experience. Adam and Koutsoklenis (2023) also argue that the model remains important because it reveals how society continues to exclude disabled people. Zaks (2024) distinguishes appropriate healthcare from attempts to make disabled people appear or behave as non-disabled people. This means that treatment can remain part of person-centred care when it responds to the person’s needs and choices. Therefore, the social model is most effective when it is combined with human-rights-based and biopsychosocial approaches. This keeps attention on social barriers while also recognising individual experiences and clinical needs.

[bookmark: _Toc238474393]Application to Health and Social Care Policy and Practice
The influence of the social model can be seen in UK health and social care policy. The Equality Act 2010 requires service providers to make reasonable adjustments when disabled people would otherwise experience a substantial disadvantage. This reflects the social model because organisations are expected to change their environments, information or procedures instead of expecting the person to adapt. However, the Act also defines disability through a physical or mental impairment that has a substantial and long-term effect on the person’s daily activities (Equality Act 2010). The legislation therefore combines social and individual approaches. This shows that policy does not always follow one model of disability in a clear or consistent way.
The Care Act 2014 also supports principles linked to the social model and person-centred care. It requires local authorities to promote wellbeing, dignity, control and participation. It also states that the person’s wishes, feelings and beliefs should be considered. Although the Act mainly applies to adult social care, these principles are relevant when hospitals work with social care services during assessment and discharge planning. At an international level, the United Nations Convention on the Rights of Persons with Disabilities identifies accessibility and equal access to healthcare as human rights (United Nations, 2006). NICE guidance also promotes care based on each person’s strengths, preferences and needs, together with shared decision making (NICE, 2018; NICE, 2021).
In NHS practice, the Accessible Information Standard provides a clear example of the social model in action. NHS and publicly funded adult social care services must identify, record, flag, share, meet and review people’s communication and information needs (NHS England, 2025). Adjustments may include easy-read information, large print, Braille, longer appointments, communication aids or support from a British Sign Language interpreter. These changes remove barriers without treating the person’s impairment as the problem. However, the existence of a standard does not guarantee that staff will apply it consistently.

Within acute hospitals, physical accessibility is one important area of application. Patients may face barriers such as inaccessible entrances, toilets or examination rooms, unclear signs and unsuitable lifts. Tsami and Chrysikou (2024) found that general building standards do not always meet the full range of needs experienced by disabled people in healthcare facilities. Standards often focus more strongly on wheelchair access than on sensory or communication needs. This shows one limitation of a standardised approach: a building may meet basic legal requirements but still remain difficult for some people to use.
Communication, digital systems and staff attitudes can create further barriers. Online appointment systems, hospital websites and electronic forms may be difficult to use with screen readers or other assistive technology. Government monitoring found accessibility problems in nearly all the public-sector websites and applications it examined (Government Digital Service, 2024). Debevc et al. (2023) also found that existing methods of monitoring website accessibility have limitations and require improvement. Barriers can also arise when staff speak mainly to a carer instead of the patient, make assumptions about mental capacity or fail to provide enough time for communication. The CQC (2022) found that people with learning disabilities and autistic people did not always receive care adapted to their individual needs during hospital stays. More recent findings continue to show that healthcare staff do not always understand or provide reasonable adjustments consistently (CQC, 2025). This suggests that the values within policy have not yet been fully translated into everyday practice.
Applying the social model can improve autonomy, communication, informed consent and patient safety. It can also reduce distress and support more equal access to treatment. However, reasonable adjustments must be personalised because the same impairment may affect people in different ways. Limited time, staffing, funding and training may also affect implementation. There is a further risk that recording an adjustment becomes a tick-box activity without changing the patient’s experience. Most importantly, the social model cannot replace appropriate clinical assessment and treatment. A patient may need both medical care for pain or illness and changes to the environment or service. Therefore, effective person-centred hospital care requires the social model to guide the removal of barriers while clinical practice continues to respond to the person’s individual health needs.


[bookmark: _Toc238474394]Recommendations for Health and Social Care Policy and Practice
The discussion shows that disability policy is often stronger than its application in hospital practice. NHS organisations should therefore move from responding to individual complaints towards preventing barriers before they affect patients. This requires changes to service design, staff practice and organisational accountability.
First, disabled people should be involved in designing, reviewing and evaluating hospital services. This should include patients with physical, sensory, learning and mental health disabilities. Co-production can help hospitals understand barriers that may not be recognised by professionals alone. It can also improve trust and give service users greater influence over decisions that affect them (Browne and Dorris, 2022). However, involvement can become tokenistic if patients are consulted after decisions have already been made. Hospitals should therefore involve disabled people from the beginning, provide accessible information and offer appropriate payment and support for their contribution.
Second, NHS trusts should carry out regular accessibility audits covering buildings, digital systems, communication and hospital procedures. The results should lead to measurable actions with clear deadlines and named responsibility. This would help organisations identify barriers before they cause harm or exclusion. Nevertheless, audits may become checklist exercises and cannot represent every person’s experience. They should therefore include direct patient feedback and be reviewed by people with different disabilities.
Third, hospitals should consistently apply the Accessible Information Standard and the Reasonable Adjustment Digital Flag. Communication and adjustment needs should be identified, recorded, shared and reviewed throughout referral, admission, treatment and discharge (NHS England, 2025). This could improve continuity of care and prevent patients from repeatedly explaining their needs. However, recording an adjustment does not guarantee that staff will provide it. Information must remain accurate, staff must act on it and patients should be able to check or update their recorded needs.
Staff training should also explain the social model, reasonable adjustments, accessible communication and shared decision making. Training should be repeated and offered in accessible and flexible formats, including online and face-to-face options. However, one training session is unlikely to change established attitudes. Its impact should therefore be assessed through patient feedback, staff observation and evidence that adjustments are being made.
Finally, disability inclusion could be included within the social and governance areas of NHS environmental, social and governance reporting. Relevant measures could include patient experience, completion of accessibility actions and the provision of reasonable adjustments. This would support SDG 3 on health and wellbeing, SDG 10 on reduced inequalities, SDG 11 on inclusive environments and SDG 16 on accountable institutions (United Nations, 2015). The main risk is that reporting becomes a tick-box activity. For this reason, hospitals should measure improvements in patient experiences and outcomes, rather than only counting audits or training sessions.
[bookmark: _Toc238474395]Conclusion
This essay shows that the social model of disability provides an important foundation for person-centred care. It challenged the medical model by shifting attention away from the individual and towards the social, environmental and organisational barriers that restrict participation. This approach has influenced disability rights, legislation and NHS policies relating to reasonable adjustments and accessible information.
However, the discussion has also shown that policy does not always lead to consistent practice. Disabled patients may still experience inaccessible environments, communication difficulties, negative attitudes and inflexible hospital procedures. The social model also has limitations because it does not fully explain the effects of pain, illness or individual clinical needs. It is therefore most effective when combined with human-rights-based and biopsychosocial approaches.
Greater co-production, accessibility audits, effective staff training and stronger monitoring of reasonable adjustments could improve hospital care. Overall, removing barriers while recognising individual needs can support safer, more equal and genuinely person-centred NHS services.
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