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THE SOCIAL MODEL OF DISABILITY AND PERSON-CENTRED CARE: A CRITICAL ANALYSIS OF HEALTH AND SOCIAL CARE POLICY AND PRACTICE
Introduction
Person-centred care is a fundamental principle of health and social care practice. It recognises individuals as unique people whose values, preferences, beliefs and needs should influence decisions about their care and support. Person-centred care promotes dignity, respect, autonomy, choice, participation and control rather than viewing service users as passive recipients of professional intervention. However, meaningful person-centred care requires more than providing individualised services. It also requires professionals and organisations to identify and address social, environmental and institutional barriers that may prevent individuals from exercising genuine choice.
 EMERGENCE OF THE SOCIAL MODEL OF DISABILITY
The Social Model of Disability developed in the United Kingdom during the disability rights movement of the 1970s. It challenged the assumption that disability was primarily an individual problem. The difference between impairment and disability became central to this new approach. Impairment refers to an individual's physical, sensory, intellectual or cognitive condition whereas disability is understood as the disadvantage created by social and environmental barriers.
Oliver (1990) was influential in establishing the Social Model as a significant framework within disability studies. Rather than asking how an individual should be changed or rehabilitated, the model asks how society can remove barriers that restrict participation. For example, a wheelchair user may be unable to enter a building because of stairs, while a person with a hearing impairment may be excluded from a care-planning meeting because communication support is unavailable. In both cases, the impairment itself does not fully explain the person's exclusion. The physical and organisational environment also contributes to the disabling experience.
Goodley (2017) argues that disability studies provide an interdisciplinary perspective that challenges traditional assumptions about disability and examines the relationship between individuals and social structures. This supports person-centred care by encouraging professionals to recognise disabled people as individuals with rights, identities and capabilities rather than simply as recipients of care.
The Social Model has also influenced wider rights-based approaches. The United Nations Convention on the Rights of Persons with Disabilities promotes dignity, equality, participation, accessibility and inclusion (United Nations, 2006). Its principles emphasise the argument that disabled people should be active participants in decisions affecting their lives.
CRITIQUES OF THE SOCIAL MODEL AND RESPONSES TO THESE CRITIQUES
The Social Model has made a significant contribution to disability rights and person-centred practice, but it has also been subject to criticism. One major criticism is that an exclusive focus on social barriers may underestimate the importance of impairment itself. Some disabled people experience pain, fatigue, chronic illness or progressive deterioration that cannot be explained entirely by inaccessible environments or discriminatory attitudes.
For example, a person with a progressive neurological condition may experience increasing physical limitations even when they live in an accessible environment and receive appropriate support. Focusing exclusively on social barriers could therefore overlook the individual's genuine healthcare and personal care needs.
Oliver and Barnes (2012) defend the continuing importance of challenging disabling structures but recognise the need to understand disability within complex social and political contexts. The model's value therefore lies in challenging the assumption that impairment automatically determines an individual's quality of life.
A further criticism is that the Social Model can sometimes present disabled people as a homogeneous group. Disability is diverse, and experiences are influenced by age, gender, socioeconomic circumstances, culture and type of impairment. Consequently, person-centred care must recognise individual differences rather than applying a single explanation to all disabled people.
These criticisms have encouraged the development of more integrated approaches. The biopsychosocial perspective provides a broader framework by recognising the interaction between biological conditions, psychological experiences and social environments. This offers a useful response to the limitations of both purely medical and purely social explanations.
For example, a person with a physical disability may require physiotherapy to manage their health condition while also requiring accessible housing and transport to participate in community life. Addressing only the medical need would be insufficient, while addressing only social barriers could overlook important health requirements. Therefore, a balanced approach should recognise both the individual's impairment and the disabling barriers created by society.
 APPLICATION OF THE SOCIAL MODEL 
The principle of the Social Model is particularly visible in legal frameworks promoting equality, autonomy, dignity, participation and protection.
The Equality Act 2010 is central to challenging disability discrimination. It protects disabled people from discrimination and establishes requirements concerning reasonable adjustments. The Act reflects the Social Model because it places responsibility on organisations to remove or reduce barriers rather than expecting disabled people to adapt to inaccessible systems. However, the existence of legal protection does not guarantee equality in practice. Organisational culture, staff attitudes and inadequate resources may continue to create barriers.
The Human Rights Act 1998 provides an important foundation for dignity, privacy and respect. This is particularly relevant to adult social care because service users may require assistance with intimate personal care and may live in residential or supported settings.
The Care Act 2014 provides a significant statutory framework for adult social care in England. Its focus on wellbeing, prevention, individual involvement and control over daily life reflects principles associated with person-centred practice. The Act encourages assessment of an individual's broader wellbeing rather than focusing solely on physical care needs. This is consistent with the Social Model because relationships, social participation and independence are recognised as important aspects of wellbeing.
The Department of Health and Social Care (2024) provides statutory guidance supporting the implementation of the Care Act. Nevertheless, there may be a gap between policy intentions and practical delivery. Financial pressures, limited services and workforce shortages may restrict the extent to which individuals can exercise genuine choice.
A person may have a personalised care plan but still have limited substantive choice if suitable services are unavailable. Therefore, personalisation must involve meaningful options rather than simply formal choice.
The Mental Capacity Act 2005 supports person-centred decision-making by establishing a presumption that adults have capacity unless demonstrated otherwise. Professionals must take practicable steps to support individuals to make their own decisions. This is consistent with the Social Model because it challenges assumptions that impairment automatically results in incapacity. For example, a person with a learning disability may be able to make decisions if information is provided in an accessible format. However, where a person lacks capacity, decisions may be made in their best interests. This creates a potential tension between autonomy and protection. Person-centred practice requires professionals to consider the individual's wishes, feelings, values and beliefs rather than relying solely on professional judgement.

The Data Protection Act 2018 is relevant to person-centred care because health and social care professionals manage sensitive personal information. Protecting confidentiality is important to maintaining dignity and trust. However, professionals may sometimes need to share information to protect individuals from serious harm. This creates a balance between privacy and safeguarding. Information sharing should be lawful, necessary and proportionate. The challenge is ensuring that data protection does not become an unnecessary barrier to effective multi-agency working. Professionals must understand when information can appropriately be shared while maintaining confidentiality.
The Safeguarding Vulnerable Groups Act 2006 supports protection from individuals who may pose risks of harm. Safer recruitment and appropriate vetting are particularly important in social care because some service users depend on workers for intimate and important support. However, the language of vulnerability can sometimes emphasise negative stereotypes about disabled people. The Social Model encourages professionals to consider how vulnerability may also arise from power imbalances, institutional dependence and inaccessible complaints systems. Safeguarding should therefore protect people from abuse while avoiding unnecessary restrictions on autonomy and independence.
CHALLENGES INVOLVED IN APPLYING THE SOCIAL MODEL TO PRACTICE
Despite the positive influence of the Social Model, its application to health and social care presents several challenges.
Resource limitations may restrict meaningful personalisation. Effective person-centred care requires sufficient staffing, funding and flexible services. Where services are limited, individuals may be unable to exercise genuine choice.
There may be inconsistency in professional practice. Person-centred care depends partly on staff attitudes, values and competence. Some professionals may promote autonomy, while others may continue paternalistic practices.
There is a continuing tension between autonomy and safeguarding. Professionals may become risk-averse because of organisational accountability. This can result in unnecessary restrictions that limit independence.
Communication barriers can prevent effective participation. People with complex communication needs may require additional time and specialist support. Failure to provide these adjustments may result in inaccurate assessments of capacity or preference.
Finally, wider social and economic inequalities can restrict the effectiveness of individualised care. Bartley (2016) demonstrates that health inequalities are influenced by wider social and economic circumstances. Marmot et al. (2020) similarly identify persistent inequalities associated with socioeconomic disadvantage. This means that person-centred care alone cannot overcome poverty, poor housing, unemployment or social exclusion.
The scale of disability also demonstrates why inclusive policy is necessary. Office for National Statistics (2023) data on disability in England and Wales indicate the significant number of people affected by disability. Consequently, accessibility and inclusion should be mainstream considerations in health and social care rather than specialised concerns.
RECOMMENDATIONS 
 Health and social care organisations should strengthen co-production by involving disabled people in service design, commissioning and evaluation. Service users should be recognised as partners with valuable lived experience. The potential benefit is greater empowerment and services that better reflect actual needs.
Organisations should implement the Equality Act 2010 proactively by identifying accessibility barriers before they prevent participation. This should include accessible information, flexible communication and appropriate physical access.
Professionals should receive regular training in the Mental Capacity Act 2005 and supported decision-making. Individuals should receive accessible information and communication support before conclusions are reached about capacity.
Safeguarding procedures should balance protection with autonomy. Disabled people should be involved in safeguarding decisions wherever possible. Professionals should avoid assuming that disability automatically means vulnerability or incapacity. Risk should be assessed individually and proportionately.
Health and social care organisations should work with housing, transport, employment and community services to address wider barriers. Bartley (2016) and Marmot et al. (2020) demonstrate why health, and social care cannot be separated from broader social determinants.
CONCLUSION
The Social Model remains relevant to person-centred care because it shifts attention from attempting to change individuals towards removing the barriers that restrict their participation. Its greatest value is achieved when it is combined with recognition of individual health needs and wider socioeconomic inequalities. A genuinely person-centred health and social care system must therefore address both the individual's needs and the social structures that influence their opportunities, ensuring that disabled people are treated not merely as recipients of care but as active citizens with rights, choices and control over their lives.
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