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1. Introduction

The social model of disability represents a fundamental shift in how disability is conceptualised within health and social care. Rather than locating disability within the individual as a deficit or pathology, the model argues that disability arises from the interaction between individuals with impairments and the social, environmental, and attitudinal barriers that can restrict their participation in society. This perspective aligns closely with person-centred care, which prioritises autonomy, dignity, and the lived experiences of individuals, moving beyond purely medicalised understandings. Importantly, it also challenges professionals to reconsider power dynamics within care relationships, encouraging collaboration rather than paternalistic decision-making.

This essay is a critical examination of the social model of disability in relation to person-centred care. It begins by exploring the emergence and development of the model, situating it within broader socio-political movements. It then critically evaluates key critiques of the model, particularly centred around embodiment and inclusivity, alongside responses to these critiques. The discussion then turns to the application of the social model within health and social care policy and practice, highlighting both its transformative potential and the challenges of implementation. Finally, the essay offers recommendations for strengthening the integration of the social model into policy and practice before drawing a conclusion.

2. Emergence and Development of the Social Model of Disability

The social model of disability emerged in the United Kingdom during the 1960s and 1970s, a period marked by wider civil rights movements advocating for equality and social justice. Disabled activists, particularly those associated with the Union of the Physically Impaired Against Segregation (UPIAS), challenged dominant medicalised understandings of disability. The medical model framed disability as an individual problem caused by impairment, requiring treatment, rehabilitation, or cure. In contrast, activists argued that the real issue lay in the way society was organised, including inaccessible infrastructure, discriminatory attitudes, and exclusionary policies.

Oliver (1990) formalised this distinction, defining impairment as a physical, sensory, or cognitive difference, and disability as the social restrictions imposed on individuals with impairments. This conceptual shift was politically powerful, reframing disabled people as an oppressed group rather than passive recipients of care. It also aligned with broader sociological theories of oppression and marginalisation, positioning disability within a wider context of social inequality.
The model gained traction through the independent living movement, which advocated for disabled people’s right to live independently and participate fully in society. This movement emphasised self-determination, choice, and control, principles that later became central to person-centred care. The influence of the social model extended internationally, culminating in its incorporation into the United Nations Convention on the Rights of Persons with Disabilities (2006), which defines disability as resulting from the interaction between impairments and societal barriers.
In the UK, the social model has significantly influenced legislation and policy. The Equality Act 2010 introduced a legal duty to make reasonable adjustments, while the Care Act 2014 emphasised wellbeing, independence, and personalisation. 
These developments reflect a shift towards recognising the rights of disabled individuals and the responsibility of society to remove barriers. Within healthcare, the NHS has incorporated elements of the social model through initiatives aimed at reducing health inequalities and improving accessibility, such as the NHS Long Term Plan (NHS England, 2019), which highlights inclusive service design and patient empowerment as core priorities.

3. Critiques and Responses

Despite its transformative impact, the social model of disability has been subject to extensive critique. One of the most significant criticisms concerns its treatment of impairment. Shakespeare (2006) argues that the model creates an artificial separation between impairment and disability, neglecting the lived realities of pain, fatigue, and physical limitation. For many individuals, these embodied experiences cannot be fully attributed to social barriers and may persist even in an inclusive environment, regardless of broader societal changes or improved accessibility measures.

This critique raises important ethical considerations for health and social care practice. Akhtar (2015) emphasises that professionals must balance respect for individuals’ lived experiences with a commitment to challenging structural oppression. Ignoring impairment risks invalidating personal experiences, while focusing solely on impairment risks reinforcing medicalised and deficit-based approaches. This tension highlights the complexity of applying theoretical models in practice.
A further critique relates to the model’s origins in the experiences of people with physical impairments. Critics argue that it does not adequately capture the experiences of individuals with mental health conditions, learning disabilities, or chronic illnesses. These groups may encounter different forms of stigma and barriers that are not easily addressed within the original framework. For example, mental health conditions often involve fluctuating capacity and internal experiences that cannot be fully explained by external barriers alone.

Bartley (2016) provides a broader perspective by situating disability within patterns of health inequality. She highlights how material, psychosocial, and behavioural factors interact across the life course to produce unequal health outcomes. Disabled individuals are more likely to experience poverty, unemployment, and poor housing, all of which exacerbate disadvantage. This analysis suggests that disability must be understood within a wider socio-economic context, rather than solely through the lens of barriers.

In response to these critiques, proponents of the social model argue that it has often been misunderstood. The model does not deny the existence of impairment or the need for medical intervention; rather, it challenges the dominance of medical explanations and emphasises the role of societal barriers. Hybrid approaches have been proposed that integrate the insights of the social model with an acknowledgement of embodiment. These approaches aim to retain the model’s focus on social justice while addressing its limitations in contemporary, diverse care contexts.

4. Application to Health and Social Care Policy and Practice
The social model of disability has had a significant impact on health and social care policy and practice, particularly in promoting person-centred care. By shifting the focus from deficits to barriers, the model encourages practitioners to consider how services can be adapted to better meet individuals’ needs and their preferences.
In policy, the principles of the social model are evident in legislation such as the Equality Act 2010, which requires organisations to make reasonable adjustments to ensure accessibility. The Care Act 2014 further reinforces these principles by promoting wellbeing, independence, and personalisation. Within healthcare, the NHS has introduced several initiatives such as the Accessible Information Standard, which requires providers to ensure that information is accessible to individuals with disabilities (NHS England, 2016).
In practice, the social model supports a more holistic approach to care. Person-centred planning involves understanding the individual’s goals, strengths, and preferences, rather than focusing solely on their limitations. This may include adapting environments, providing assistive technologies where possible, and addressing attitudinal barriers among staff.
However, the implementation of the social model in practice is often inconsistent. Many assessment processes remain rooted in the medical model, focusing on deficits and eligibility criteria rather than empowerment. This can result in services that are reactive rather than proactive, meaning they address problems only after they arise.
Resource constraints, also present a significant challenge. Implementing the social model effectively requires investment in accessible infrastructure, staff training, and personalised support. In reality, financial pressures often limit the extent to which services can adapt to meet individuals’ needs. This can lead to a gap between policy aspirations and practical realities.
Professional culture can also play a role. Paternalistic attitudes and risk-averse practices can serve to undermine autonomy, even within systems that formally endorse person-centred care. For example, concerns about safety may lead to restrictive practices that can actually place limitations on the individuals’ independence. This highlights the need for a cultural shift alongside policy changes.
Bartley’s (2016) analysis of health inequalities further illustrates the challenges of implementation. Structural factors such as poverty, poor education, and housing significantly influence health outcomes. Disabled individuals often face multiple forms of disadvantage, making it difficult for them to achieve true inclusion without addressing these broader issues.
The increasing use of the biopsychosocial model in welfare and healthcare assessments adds another layer of complexity. While intended to integrate biological, psychological, and social factors, it has been criticised for re-individualising responsibility and shifting focus back onto the individual. This can dilute the transformative potential of the social model.

5. Recommendations for Policy and Practice
To enhance the integration of the social model within health and social care, there are several key recommendations that can be made.
In the first instance, there is a need for comprehensive education and training. Professionals should be equipped with a deep understanding of the social model and its implications for practice. Training should emphasise critical reflection, ethical decision-making, and the importance of challenging structural inequalities. Co-production with disabled people is essential to ensure that training is grounded in lived experience.
Secondly, policy frameworks should be strengthened to prioritise barrier removal. This may involve developing assessment tools that focus on environmental and social factors, as well as improving accountability mechanisms to ensure compliance with existing legislation. A greater emphasis should be placed on outcomes related to participation and inclusion.
Thirdly, adequate resourcing is crucial. Investment in accessible infrastructure, assistive technologies, and community-based support can significantly enhance independence and participation. Personal budgets should provide genuine choice and control, rather than being constrained by limited options.
Fourthly, co-production should be embedded at all levels of service design and delivery. Disabled individuals should be actively involved in shaping policies, services, and research. This aligns with the principles of both the social model and person-centred care.
Fifthly, an intersectional approach is needed to address the complex interplay of factors that can contribute to inequality. Policies and practices should recognise how disability intersects with socio-economic status, ethnicity, gender, and other forms of disadvantage. This requires a much broader focus on social determinants of health.
Finally, there is a growing need to integrate insights from critiques of the social model without undermining its core principles. Hybrid approaches that acknowledge embodiment while maintaining a focus on barriers can provide a more comprehensive framework for practice.

6. Conclusion
The social model of disability has fundamentally transformed understandings of disability and now shifts the focus from individual deficit to societal responsibility. Its influence on health and social care has had a significant impact, underpinning the development of person-centred care and rights-based approaches.

However, the model is not without its limitations. Critiques relating to embodiment, inclusivity, and structural inequality highlight the need for ongoing refinement. While policy frameworks in the UK tend to reflect social model principles, their implementation remains uneven, held back by resource limitations, professional cultures, and systemic inequalities.

To fully realise the potential of the social model, health and social care systems must move beyond symbolic adoption towards meaningful transformation. This move will require more investment, cultural change, and a commitment to co-production and equity. By addressing all of these barriers and the lived realities of impairment, while embracing ethical values and structural analyses of inequality, the social model can continue to evolve as a powerful framework for promoting inclusion, dignity, and person-centred care.
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