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Introduction
Person-centred care is at the heart of modern health and social care in the UK. It is about valuing people’s rights and preferences and involving them in decisions that affect their lives. Person-centred approaches aim to promote dignity, autonomy and independence while recognising the social, psychological and environmental factors that impact on health and wellbeing (Health Foundation, 2016), rather than focusing solely on illness or impairment. The Social Model of Disability is one of the most influential models of understanding disability. It challenges the traditional assumptions that disability is located within the physical or mental impairment of an individual. Instead, the model argues that disability is constructed through social barriers such as inaccessible environments, discriminatory attitudes and exclusionary policies that limit participation and equal opportunities (Oliver, 2013).

 The Social Model, developed by the disability rights movement in the 1970’s has influenced UK health and social care policy promoting equality, accessibility and the inclusion of disabled people in decisions about their care (Barnes, 2012). However, the model has not escaped criticism even though it has contributed considerably to person-centred practice. Others believe the social model downplays the lived experience of disability and the importance of medical interventions, and that a solely social perspective does not necessarily meet the complex needs of disabled people (Shakespeare, 2018). Its effectiveness in today’s health and social care is therefore questioned. 

The development of the chosen concept (or theory or model) 
The Social Model of Disability emerged during the 1970s as a response to dissatisfaction with the dominant medical model, which traditionally understood disability primarily as an individual problem caused by physical, intellectual or psychological impairments. Within the medical model, disabled people were often viewed as requiring treatment, rehabilitation or correction, with healthcare professionals positioned as the main decision-makers regarding their needs (Oliver, 1990). Although medical approaches remain important in supporting health conditions, disability activists argued that this perspective failed to recognise the role of social, environmental and political factors in restricting disabled people's participation in society.
A significant development in the emergence of the Social Model was the establishment of the Union of the Physically Impaired Against Segregation (UPIAS) in the United Kingdom during the 1970s. UPIAS made an important distinction between impairment and disability, defining impairment as an individual's physical, sensory or intellectual difference, while disability was understood as the disadvantage created by social organisation and exclusion (UPIAS, 1976). This represented a major shift in thinking because it moved responsibility away from the individual and towards society's failure to remove barriers that prevent inclusion.
The work of Oliver (1990) further developed the Social Model by providing an academic framework for understanding disability as a form of social oppression. Oliver argued that disabled people experience disadvantage not simply because of their impairments but because of inaccessible environments, discriminatory attitudes and institutional practices. This perspective contributed to the disability rights movement by promoting principles such as equality, independence, choice and participation. Consequently, the Social Model became influential in challenging paternalistic approaches to care and supporting more person-centred practices.
Over time, the Social Model has evolved and influenced wider approaches to disability, particularly through the development of rights-based and inclusive policies. The model has contributed to greater recognition of accessibility, reasonable adjustments and the involvement of disabled people in decisions affecting their lives. In the UK, these principles can be seen in legislation such as the Equality Act 2010, which places duties on organisations to prevent discrimination and make reasonable adjustments for disabled individuals (Equality Act, 2010).
However, the development of the Social Model does not suggest that impairment or medical support are irrelevant. Contemporary disability scholars have argued that disability should be understood through a more complex interaction between individual experiences and social environments. Shakespeare (2018) suggests that while the Social Model successfully challenged discrimination, a purely social explanation may overlook the personal realities of pain, illness and impairment. In response, more recent approaches have attempted to integrate social and medical perspectives, recognising that person-centred care requires both the removal of social barriers and appropriate support for individual health needs.
Overall, the Social Model of Disability has significantly transformed understandings of disability by shifting attention from individual limitations towards social responsibility and inclusion. Despite ongoing debate regarding its limitations, its influence remains central to promoting equality, empowerment and person-centred approaches within contemporary health and social care practice.
Although the Social Model of Disability has significantly influenced understandings of disability and promoted person-centred approaches, it has also received criticism from disability scholars. A key strength of the model is that it challenges the idea that disability is caused only by individual impairment. Instead, it highlights how social, environmental and organisational barriers can restrict participation and create inequality (Oliver, 1990). This has contributed to greater emphasis on empowerment, independence and the rights of disabled people within health and social care.
However, critics argue that the model may not fully recognise the personal experience of impairment. Shakespeare (2018) suggests that focusing mainly on social barriers can overlook important aspects of disabled people's lives, including pain, fatigue, illness and the need for medical interventions. For example, removing physical barriers may improve accessibility, but it may not eliminate the challenges experienced by individuals living with complex health conditions.
A further criticism is that the separation between impairment and disability may be too simplified. Thomas (2007) argues that disability is shaped by the interaction between individual experiences, social attitudes and wider structural inequalities. Therefore, disability cannot always be explained only through social oppression or environmental barriers.
In response to these criticisms, supporters of the Social Model argue that the model was not intended to reject medical care but to challenge discrimination and promote equality (Barnes, 2012). Contemporary approaches increasingly recognise the importance of combining social and medical perspectives. The World Health Organization’s International Classification of Functioning, Disability and Health (ICF) acknowledge that disability results from an interaction between health conditions, personal factors and environmental influences (WHO, 2001).
Overall, while the Social Model has limitations, it remains valuable in promoting person-centred care by encouraging services to remove barriers, respect individual choices and support inclusion. However, effective practice requires a balanced approach that recognises both social inequalities and the individual health needs of disabled people.

Application of the concept in practice
The Social Model of Disability has had a significant influence on the development of UK health and social care policy by shifting attention away from individual limitations towards the social, environmental and organisational barriers that prevent disabled people from participating fully in society. This approach aligns closely with person-centred care because it emphasises autonomy, inclusion, choice and involvement in decisions about care and support. Rather than viewing disabled individuals as passive recipients of services, the model encourages professionals to recognise individuals as experts in their own experiences and needs (Oliver, 1990).
One important area where the Social Model has influenced practice is through anti-discrimination legislation. The Equality Act 2010 introduced a legal responsibility for organisations to prevent discrimination and provide reasonable adjustments for disabled people (Equality Act, 2010). Within health and social care settings, this may include adapting communication methods, improve physical accessibility, or modify services to ensure equal access. These principles support person-centred practice by enabling individuals to receive care that is responsive to their circumstances.
The Social Model has also contributed to the development of personalised care approaches within the NHS. Policies such as the NHS Long Term Plan promote shared decision-making, personalised support and greater involvement of individuals in managing their own health (NHS England, 2019). This reflects the model’s emphasis on empowerment and challenges traditional professional-led approaches where decisions are made without meaningful involvement from service users.
However, applying the Social Model within health and social care practice presents challenges. Although policies promote inclusion and equality, implementation can be inconsistent due to factors such as limited resources, staff training gaps and organisational pressures. Additionally, healthcare professionals must balance the removal of social barriers with the need to provide appropriate medical treatment and clinical support. This highlights the importance of integrating social and medical perspectives rather than relying on one approach alone (Shakespeare, 2018).
Furthermore, person-centred practice requires more than policy changes; it depends on organisational culture and professional attitudes. Negative assumptions about disability may continue to influence interactions between professionals and service users, creating barriers even when formal policies exist (Barnes, 2012). Therefore, effective implementation of the Social Model requires ongoing disability awareness training, involvement of disabled people in service development and commitment to equality across health and social care organisations.
Overall, the Social Model has provided an important foundation for more inclusive and person-centred health and social care practice in the UK. Nevertheless, its successful application depends on addressing practical barriers and combining social inclusion principles with recognition of individual health needs.
Recommendations for policy and practice
To strengthen the application of the Social Model of Disability within UK health and social care practice, several improvements are required. Firstly, organisations should increase disability awareness training for healthcare professionals to challenge negative attitudes and promote more inclusive, person-centred interactions. Secondly, disabled people should be actively involved in the design, delivery and evaluation of services through co-production approaches, ensuring that policies reflect their lived experiences and needs (NHS England, 2019).
Health and social care organisations should also improve the consistent implementation of reasonable adjustments, including accessible communication, physical accessibility and flexible support options in line with the Equality Act 2010. Furthermore, services should adopt a balanced approach that combines the strengths of the Social Model with appropriate medical support, recognising that individuals may experience both social barriers and health-related challenges (Shakespeare, 2018). These actions would help create more equitable services that promote dignity, independence and meaningful participation for disabled people.
Conclusion
The Social Model of Disability has significantly changed the understanding of disability by challenging traditional medical perspectives and highlighting the role of social, environmental and organisational barriers in creating exclusion. This essay has demonstrated that the model has made an important contribution to person-centred care by promoting equality, empowerment, independence and the involvement of disabled people in decisions about their lives. However, critical discussion has shown that the model has limitations, particularly when considering the personal experiences of impairment, illness and the need for medical support. Its application within UK health and social care policy has influenced legislation, accessibility and personalised approaches, although challenges remain in achieving consistent implementation. Therefore, a balanced approach that combines the principles of the Social Model with recognition of individual health needs is essential for delivering inclusive, respectful and effective person-centred care.
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