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A Critical Discussion of the Social Model of Disability and Its Application to Patient-Centred Health and Social Care

Introduction
Person-centred care has become a central philosophy within the domain of modern UK health and social care policy, with a significant focus on autonomy and dignity regarding service user input in their own treatment routes (Health Foundation, 2021). At its core is an array of theoretical viewpoints that significantly challenge the orthodox biomedical perception of health, including the ethics of care, relational autonomy and notably, the social model of disability. Of such theoretical models, the social model of disability has exerted a powerful influence on policy and practice in the understanding of disability, dependency and support needs. This essay critically examines the development, criticism, and application of the social model of disability, and whether it aligns with a person-centred approach in health and social care. The chapter concludes with several recommendations for strengthening the relationship between theory and practice, particularly in challenging times when the increasing complexity of care needs is placing ever-greater pressure on services.
The genesis and evolution of the social model of disability
The social model of disability was formulated in the progressive 1970s and 1980s, driven by the activism and scholarship of disabled people, including Oliver (1983) and members of the Union of the Physically Impaired Against Segregation (UPIAS, 1976). This model was revolutionary as it was a radical departure from the dominant Western medical model of disability, which regards the disabled person as having an individual deficit or defect that needs to be fixed through treatment or cure (Shakespeare, 2013). Rather, they maintain that disability is a social problem which has been created by society's failure to take the needs of disabled people into account (social model theory) and regard 'The Problem' as being not the person with disabilities but rather from an environment that does not take their needs into consideration" (Oliver, 1990).
This model emerged at a time of rights-based movements and an increasing dissatisfaction with the paternalistic nature of welfare services that effectively disabled people. It sought to relocate disabled people as the subjects of their lives, rather than just the objects of care, thereby contesting discriminatory regimes that maintained restricted access to civic participation and personal satisfaction (Barnes & Mercer, 2010). The social model has become the dominant theoretical standpoint in disability studies and has influenced major legislation developments in the UK, such as the Disability Discrimination Act 1995 and the Equality Act 2010.
In recent years academics have attempted to reformulate and develop the model in response to various perceived limitations. The biopsychosocial model,  for example, attempts to synthesise the medical, psychological and social aspects which contribute to disablement (World Health Organisation [WHO] 2001), while feminist and intersectional scholars have considered the impacts of gender, class, race and culture upon disabled people’s lives (Thomas 2004; Goodley 2016).

Challenges to and Debates on the Social Model of Disability
Despite its widespread impact, the social model has been highly contested. One of the most notable criticisms has viewed it as being overly reductionist and binary in its treatment of impairment and disability, representing impairment as being exclusively medical and disability as being 100% socially constructed (Shakespeare, 2011). This radical divide is frequently seen as unfeasible given that large numbers of people are living with pain, tiredness, or quite disabling body restrictions that can hardly be reduced to social obstacles (Crow 1996). In response to this criticism, some theorists propose a “social relational model,” which emphasises the complex intersection of embodied experiences and societal factors (Thomas, 2004).
A second criticism is the models’ relatively scant consideration of diversity. Opponents claim that the use of the barrier model oppressively marginalises experiences rooted in learning difficulties, mental distress or complex health issues by applying a methodology which was originally developed through physical incapacity (Beresford, 2012). As an illustration, disabilities that people with epilepsy or depression experience may surface in ways other than just from structural obstacles (Mladenov, 2020). Disability activists and scholars have therefore critiqued the model as it is constructed in a way that does not recognise differences, identities, or multiple forms of oppression for individuals (Goodley, 2016).
Additionally, as Pothier and Devlin (2006) suggest, criticism has been made of the neglect in the social model of disability for care. Advocates of such arguments argue that the precise requirements for caring support and medical technology are insufficiently factored into this liberal consensus perspective (Morris, 1993). Materially speaking, most people with disabilities depend on carers, personal assistants, or family members for assistance, and there can be no awareness without a recognition of this fact that is not included in the assumption of independence (Tronto, 2013). In connection with this critique, disability rights proponents have emphasised interdependent thinking, which involves understanding that all people rely on networks of support throughout their lives (Fine & Glendinning, 2005).
However, notwithstanding these criticisms, the social model remains a strong analytical and political tool, particularly in exposing relations of structural inequality and promoting rights-based claims within health and social care (Barnes & Mercer, 2010)


The Use of the Social Model in Health and Social Care Policy and Provision
Policy Applications: The social model also had an impact on health and social care policies in the UK. Person-centred care models, such as those outlined in the Care Act (2014), prioritise autonomy, choice, and control—idealistic principles that easily sit alongside an emphasis on empowerment shared by the social model of disability (Department of Health and Social Care, 2014). This policy, therefore, codifies a strength-based approach to assessment, urging practitioners to view individuals in terms of their aspirations and capacities rather than focusing solely on their deficits (Lloyd 2020).
In the same vein, co-production as a policy agenda encourages service users to be seen as legitimate partners in the design and delivery of services (thus contesting professional dominance and authority) – an intentional manifestation of the social model’s intent (Needham & Carr, 2009). In addition, personal budgets have developed alongside direct payments, enabling people with disabilities to exercise more control over their support, as part of the social model.
Public health policy has begun to acknowledge that barriers to access, stigma, and prejudice play a significant role in health inequalities (Marmot, 2020). The national strategies for mental health and learning disabilities, for example, prioritise the involvement of people in their communities and emphasise preventing stigma and social barriers (NHS England, 2019).
Practice Applications: The social model is actively promoted in organisational practice, including in settings such as hospitals, mental health services, and homeless settings.
Observed communication aids, which may include easy-read materials, BSL interpreters and alternative modes of communication to increase understanding and engagement.
Construction and environmental adaptations, including the installation of ramps, accessible toilets, and sensory-friendly environments, aim to add inclusivity.
Joint decision-making, which recognises and validates the authority of people with disabilities over their lives and choices.
Larger, more holistic appraisals of circumstances that consider environmental, social and personal contexts, rather than focusing only on clinical need.
Yet,  even if the recommendations are supported in policies, their implementation is often erratic.

Challenges and Constraints of The Social Model In Practice 
Resource Constraints: One substantial obstacle to the successful implementation of social-model person-centred care is the longstanding under-resourcing to which social care services have been subject. In England, such services have been ‘badly squeezed’ over the last decade (by a decade of austerity, with resulting staff shortages, reduced provision, and vastly curtailed opportunities for personalised support) (Glasby 2017). Without the necessary resources, the dependence and choice agendas inevitably are reduced to nothing more than hollow tokenism.
Institutional Cultures: The biomedical approach is deeply entrenched in most health and social care settings, wherein the emphasis is on clinical outcomes rather than meaningful social participation (Shakespeare, 2013). Indeed, such a deeply embedded focus can result in risk-averse cultures, infringing on people’s autonomy and independence, especially those with learning difficulties or mental health issues. Publications such as the Learning Disabilities Mortality Review have drawn attention to persistent failings in recognising and valuing the rights and voices of people with disabilities (NHS England, 2019).
Complexity of Needs: The social model of disability can unwittingly simplify the experiences of those people with serious or multifaceted impairments. The delivery of person-centred care requires a layered understanding - for some people, their need level is both medically based and personal, use-based, which does not align with the model’s key aim of barrier removal (Beresford, 2012). Therefore, clinicians must navigate a delicate balance between support, protection, clinical treatment, and emotional care.
Inconsistent Training and Awareness: Low levels of training in the rights of people with disabilities and person-centred approaches are common among frontline staff (Skills for Care, 2021). With limited grounding in the philosophy of the social model, staff may unwittingly enforce paternalism or discrimination that violates those very visions.

Recommendations for Policy and Practice
· In line with the recommendations put forward earlier in our paper, several practical ways of facilitating the application of the social model in person-centred care may be suggested:
· Investment in Infrastructure and the Labour Force of Social Care
· More resources are needed to implement the social model effectively. This investment should encompass:
· The creation of inclusive spaces and digital services that are designed to meet everyone’s needs.
· Be adequately staffed to enable real choice and autonomy for all service users.
· Enhancing the pay, training, and career prospects of care workers will enable us to have a more skilled workforce that is better equipped to support people.
· Investment of this kind allows us to deliver truly person-centred support, which respects the choices people make and enhances their quality of life.
· Integrate Disability Rights Education Alongside Health and Social Care Training
· There needs to be mandatory training in disability rights, the social model and co-production at all levels of health and social care education. This curriculum should encompass:
· Principles of Non-Discrimination that enhance equity and inclusion.
· Inclusive methods of communication that increase engagement.
· Ability to comprehend intersectionality and the varying experiences of disability.
· The development of such extensive education could help to transform professional cultures from paternalism towards true partnership and collaboration.
· Co-Produce Services with Disabled People
· Disabled individuals and organisations of people with disabilities must be actively involved at all stages in the design, monitoring, evaluation, preparation, and implementation of services. Co-production ensures that services are rooted in actual requirements and generates a sense of ownership.
Integrate Medical and Social Approaches
Practitioners should adopt a biopsychosocial approach to managing people with disabilities and utilise both the strengths of medical knowledge, balanced against social model influences. This broad viewpoint enables consideration of not only disability-related needs but also environmental barriers that individuals may encounter.
Address Structural Inequalities
Policy also needs to recognise that these multiple scopes of disability intersect with poverty, ethnicity, gender and other health determinants (Marmot, 2020. Focused approaches are necessary to address the inequalities in housing, employment, and community presence, ultimately leading to greater equity and inclusion.
Expand Personalisation While Safeguarding Equity
Not only should the principles of personal budgets and direct payment be enhanced, but safeguards must also be implemented to prevent these inequalities. More support would also be offered to people needing to make choices in complex systems, so that making a choice means having a real say for more people who have complex needs.

Conclusion
The social model of disability remains a potent theoretical and political perspective that underpins the values of person-centred care. Uncompromising in its focus on rights, freedom, and social justice, it has profoundly influenced radical change in health and social care, promoting autonomy, participation, and respect for all. However, it is essential to recognise that the model also harbours limitations. Recent criticisms emphasise the need to consider diversity, lived experiences, caring relationships, and structural injustices. The principles of the model primarily underpin policy, although the actual practice of it is often constrained by a lack of resources, entrenched systems, cultures and patchy staff development.
A combined perspective, one that integrates the strengths of the social model with those of biopsychosocial approaches and relational models, appears to be the most realistic way forward. To achieve the aspirations of person-centred care, there must be investment, Co-Production, and the principle of disability rights held in higher regard than ever. Resolving these complex challenges will help prevent barriers and combat discrimination confronted by disabled individuals in their pursuit to live autonomous, meaningful lives where they are included as full members of society.

References:
Barnes, C. & Mercer, G. (2010) Exploring Disability. 2nd edn. Cambridge: Polity Press.
Beresford, P. (2012) ‘Social work and a social model of madness and distress’, Social Work Education, 31(2), pp. 236–252.
Care Act (2014) c.23. London: The Stationery Office.
Crow, L. (1996) ‘Including all of our lives: renewing the social model of disability’, in Morris, J. (ed.) Encounters with Strangers. London: Women’s Press, pp. 206–226.
Department of Health and Social Care (2014) Care and Support Statutory Guidance. London: DHSC.
Fine, M. & Glendinning, C. (2005) ‘Dependence, independence or inter-dependence? Revisiting the concepts of “care” and “dependency”, Ageing & Society, 25(4), pp. 601–621.
Glasby, J. (2017) Understanding Health and Social Care. 3rd edn. London: Policy Press.
Goodley, D. (2016) Disability Studies. 2nd edn. London: Routledge.
Health Foundation (2021) Person-centred Care Explained. London: The Health Foundation.
Lloyd, L. (2020) ‘The care act and personalisation: tensions and contradictions’, Critical Social Policy, 40(4), pp. 524–543.
Marmot, M. (2020) Health Equity in England: The Marmot Review 10 Years On. London: Institute of Health Equity.
Mladenov, T. (2020) Critical Theory and Disability: A Phenomenological Approach. London: Bloomsbury.
Morris, J. (1993) Independent Lives? Community Care and Disabled People. Basingstoke: Palgrave Macmillan.
Needham, C. & Carr, S. (2009) Co-production: An Emerging Evidence Base for Adult Social Care Transformation. London: SCIE.
NHS England (2019) The Learning Disabilities Mortality Review Annual Report. London: NHS England.
Oliver, M. (1983) Social Work with Disabled People. Basingstoke: Macmillan.
Oliver, M. (1990) The Politics of Disablement. Basingstoke: Palgrave Macmillan.
Shakespeare, T. (2013) Disability Rights and Wrongs Revisited. 2nd edn. London: Routledge.
Skills for Care (2021) The State of the Adult Social Care Workforce in England. Leeds: Skills for Care.
Thomas, C. (2004) ‘How is disability understood? An examination of sociological approaches, Disability & Society, 19(6), pp. 569–583.



2

image1.png
Prifysgol Cymru
Y Drindod Dewi Sant

University of Wales
Trinity Saint David




