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Introduction
Person-centred care has become the central principle in contemporary health and social care policies and practice. Among the diverse concepts and theoretical frameworks that underpin this approach, the social model of disability stands out as a very significant and influential paradigm. Emerging in the late twentieth century in response to prevailing medicalised understandings of disability, the social model shifts the focus from individual impairment to the societal barriers that disable individuals. In this assignment I will critically discuss the emergence, development, and critiques of the social model of disability, as well as its applications and challenges faced  within the health and social care policy and practice. I will also talk about the recommendations for improving policy and practice in alignment with person-centred principles.
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The development of the chosen concept 
The social model of disability started during the 1970s and 1980s, by the activism of disabled people’s movements in the United Kingdom, such as the Union of the Physically Impaired Against Segregation (UPIAS). These groups together challenged the dominance of the medical model, which viewed disability primarily as an individual deficit or pathology requiring treatment or cure. The social model conceptualised disability as the consequence of social, environmental, and  the barriers it faces . According to the social model, impairments could be physical, cognitive, or sensory differences, but disability rises when society fails to accommodate those differences.
This radical reconceptualisation represented a significant departure from traditional views and aligned with wider socio-political movements for equality, human rights, and anti-discrimination.  Disability studies developed as an academic field, the social model gained traction and influenced significant legislation, such as the Disability Discrimination Act (1995) and later the Equality Act (2010). Over time, the model evolved through intersectional and critical disability scholarship.


Application of the concept in practice
Despite its influence, the social model of disability has been subject to several critiques. One major critique is that it draws a sharp distinction between impairment and disability, which some may argue . Critics argue that impairments may contribute to disadvantage and suffering and that the social model does not  live in the reality of chronic illness, pain, or fluctuating health conditions.
Another critique concerns the model’s limited engagement with the diversity of disabled people’s experiences. For example, feminist argue that disability scholars have highlighted that the social model tended to more reflect the experiences of physically disabled individuals over those with cognitive, learning, or mental health-related disabilities. Similarly, scholars note that the model has sometimes been put in a way that neglects intersections with race, gender, class, and other identities.
In responding to these critiques,the social model has refined and expanded the framework rather than rejecting it. Some have proposed more integrative approaches, such as the biopsychosocial model or the social-relational model, which recognise both structural barriers and the embodied realities of impairment. Others emphasise that the social model was never meant to deny impairment but to challenge the structural conditions that create exclusion. These responses demonstrate the model’s adaptability and ongoing relevance. 
Within the health and social care policy, the social model has had a huge profound impact on shifting the perspectives from deficit-based approaches to more holistic, enabling ones. Policies that are promoting more independent living, choice and control, accessibility, and anti-discrimination reflect core social model principles. More  provisions for reasonable adjustments, personal budgets, and direct payments aim to remove  the barriers for individuals to participation and to empower disabled individuals in managing their own care more independently.
The social model aligns with global frameworks such as the United Nations and Convention on the Rights of Persons with Disabilities (UNCRPD), which emphasises on dignity, and equality. These principles have influenced more UK policies around inclusive education, community-based care, and the transformation of mental health services.


translating the social model into practice has been challenging. While policies may endorse person-centred and barrier-removal approaches, structural constraints often undermine their implementation. For example, austerity-driven cuts to social care funding have limited access to personalised support, and bureaucratic systems can restrict flexibility and choice. Moreover, some health professionals continue to operate within medicalised paradigms, which may conflict with the social model’s emphasis on user-led decision-making.
One of the key challenges is the tension between health-focused clinical interventions and the social model’s emphasis on environmental and social change. Health professionals are trained to diagnose and treat impairments, which are legitimate aspects of care. Yet, overemphasis on clinical perspectives can overshadow the importance of removing societal and organisational barriers.
Another challenge lies in the practical constraints of the type of service delivered. Time pressures, workforce shortages, and rigid service structures can lead to task-oriented rather than person-centred care.  Assessments for social care often adopt a deficits-based approach, requiring individuals to prove incapacity to access support, contradicting the social model’s empowering ethos.
 cultural and attitudinal barriers persist. Disability stigma, paternalistic assumptions, and insufficient awareness of disability rights can undermine efforts to implement social model principles. These barriers are particularly  in mental health services, where users frequently report feeling disempowered or medicalised in ways that restrict autonomy and that their needs are not being met.









Recommendations for policy and practices
To strengthen the role of the social model in health and social care and enhance person-centred care, several recommendations can be made such as:
Strengthen Training and Professional Education: Health and social care workers should receive comprehensive training in disability rights, the social model, and person-centred approaches. 
Reform Assessment and Eligibility Systems: Policies should move away from deficit-focused assessments toward strength-based models that recognise individuals’ goals, capabilities, and preferences. 
Increase Investment in Community-Based Supports: Adequate funding for social care, accessible housing, inclusive education, and employment support is essential to remove structural barriers. 
Promote Co-Production: Disabled individuals should be actively involved in designing, implementing, and evaluating health and social care services. Co-production enhances relevance, empowerment, and accountability.
Address Intersectionality: Policies must recognise that disability intersects with multiple social identities. Inclusive practices should reflect the diverse experiences and needs of disabled individuals.
Foster Cultural Change: Campaigns and organisational initiatives should address stigma, promote positive attitudes towards disability, and encourage a shift from paternalistic to empowering care practices.
Conclusion
The social model of disability has played a transformative role in promoting person-centred care, shifting the focus from individual deficits to societal barriers. Its emergence from disability activism and subsequent development within academic and policy contexts highlight its enduring significance. While critiques have prompted refinements and alternative models, the social model’s core emphasis on rights, autonomy, and social justice remains essential. In health and social care policy and practice, the model has driven improvements but continues to encounter challenges in implementation. Addressing structural, cultural, and practical barriers is vital to realising the full potential of the social model in delivering genuinely person-centred care. By strengthening training, reforming assessments, increasing investment, promoting co-production, addressing intersectionality, and fostering cultural change, policymakers and practitioners can move closer to creating inclusive, empowering systems that uphold the dignity and rights of all individuals.
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