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Introduction
Person-centred care has become a central principle in contemporary UK health and social care policy and practice, shaping how services are designed, delivered and evaluated. At its core, person-centred care seeks to recognise individuals as active partners in their own care rather than passive recipients, emphasising dignity, choice, autonomy and respect (Health Foundation, 2016). One of the key concepts underpinning this approach is the social model of disability, which challenges traditional, medically dominated understandings of disability and reframes it as a product of social, environmental and attitudinal barriers rather than individual impairment alone (Oliver, 1990).
The social model of disability emerged from the disability rights movement in the late twentieth century and has had a profound influence on health and social care thinking in the UK. It has shaped major legislation and policy frameworks, including the Equality Act 2010 and the Care Act 2014, both of which emphasise inclusion, participation and the removal of barriers to independent living (Department of Health and Social Care, 2014). As a result, the model is closely aligned with person-centred care and is frequently used to justify shifts towards personalisation, co-production and rights-based practice within adult health and social care services.
However, while the social model has been widely praised for empowering disabled people and challenging discriminatory practices, it has also attracted sustained criticism. Some authors argue that it underplays the lived experience of pain, illness and cognitive impairment, raising questions about its adequacy in complex care settings (Shakespeare, 2014). This essay critically discusses the social model of disability as a concept underpinning person-centred care. It explores its emergence and development, examines key critiques and responses, analyses its application within UK health and social care policy and practice, and presents evidence-based recommendations to strengthen person-centred approaches while acknowledging the model’s limitations.

Emergence and Development of the Social Model of Disability
The social model of disability emerged in the UK during the 1970s and 1980s in response to dissatisfaction with the dominant medical model of disability. The medical model conceptualises disability primarily as an individual problem caused by physical, sensory or cognitive impairment, with professional intervention focused on treatment, cure or management (Barnes, 2012). While this approach has been effective in addressing clinical needs, disabled activists and scholars argued that it often positioned individuals as dependent, passive and “abnormal”, reinforcing stigma and social exclusion rather than promoting independence or participation (Oliver, 1996).
The social model was developed through the disability rights movement, particularly by organisations such as the Union of the Physically Impaired Against Segregation (UPIAS). A central contribution of the model was the distinction between impairment and disability. Impairment refers to a physical, sensory or cognitive difference, whereas disability is understood as the restriction of activity caused by socially constructed barriers such as inaccessible buildings, inflexible services and negative attitudes (Oliver, 1990). This reconceptualization shifted responsibility away from the individual and towards society, institutions and policymakers.
Over time, the social model gained influence within academic debates and professional practice in health and social care. It provided a strong theoretical foundation for person-centred care by emphasising autonomy, choice and the right of disabled people to define their own needs and priorities (Scullion, 2014). Rather than focusing solely on functional limitations, the model encourages practitioners to consider how environments and systems can be adapted to enable participation. This approach aligns closely with the principles of empowerment and co-production that underpin modern social care practice in the UK.
The development of the social model also coincided with broader rights-based shifts in health and social care. Internationally, these ideas were reflected in the United Nations Convention on the Rights of Persons with Disabilities, which promotes equality, inclusion and respect for autonomy (United Nations, 2006). In the UK, the social model has informed anti-discrimination legislation and the personalisation agenda within adult social care (Department of Health, 2010). Despite its influence, the model has continued to evolve, with later interpretations seeking to incorporate lived experience and recognise that impairment-related pain or fluctuating conditions can coexist with social barriers (Shakespeare, 2014). 
Critiques of the Social Model of Disability and Responses
Although the social model of disability is strongly aligned with person-centred care, it has been subject to significant academic and practical critique. One of the most prominent criticisms is that the model can underplay the lived experience of impairment. By prioritising social and environmental barriers, critics argue that it risks overlooking physical pain, fatigue and emotional distress that may remain even in inclusive environments (Shakespeare, 2014). For individuals with chronic illness or degenerative conditions, impairment itself can be a substantial source of disadvantage, suggesting that the strict separation between impairment and disability may be overly simplistic (Thomas, 2007).
This critique is particularly relevant in healthcare settings, where clinical intervention is often essential for maintaining quality of life. In NHS services, uncritical application of the social model may risk marginalising necessary medical support in favour of a purely social explanation of disadvantage. This tension highlights a potential conflict between the social model and holistic care approaches that aim to address both health and social needs (Beresford, 2016).
Another criticism concerns the applicability of the social model to people with cognitive impairments, learning disabilities or severe mental health conditions. The model has been criticised for assuming levels of self-advocacy and autonomy that may not always be achievable, particularly for individuals with fluctuating capacity or high support needs (Dunn, 2019). In such cases, person-centred practice requires careful balancing of empowerment with safeguarding responsibilities, raising ethical questions about risk, consent and protection.
In response, scholars have argued for more nuanced interpretations of the social model rather than its rejection. Biopsychosocial approaches integrate medical, psychological and social factors, recognising that impairment and social barriers interact in complex ways (Engel, 1980). Similarly, embodied and relational perspectives emphasise lived experience, relationships and context, encouraging practitioners to engage with individual narratives rather than rigid theoretical categories (Thomas, 2007). These responses suggest that the social model remains valuable when applied flexibly and reflectively as part of a broader person-centred framework.
Application of the Social Model to UK Health and Social Care Policy and Practice
The social model of disability has significantly influenced UK health and social care policy, particularly in relation to person-centred care, equality and inclusion. One of the clearest examples is the Care Act 2014, which places individual wellbeing at the centre of assessment and care planning. The Act explicitly recognises outcomes such as dignity, autonomy, social participation and control over daily life, reflecting social model principles by focusing on removing barriers rather than solely managing impairment (Department of Health and Social Care, 2014).
Similarly, the Equality Act 2010 operationalises social model thinking by placing a legal duty on organisations to make reasonable adjustments. This shifts responsibility from individuals to institutions, requiring adaptation of environments and practices to ensure equitable access to services (Government Equalities Office, 2010). Within health and social care, this includes accessible communication, physical environments and flexible service delivery.
In NHS practice, the social model has influenced commitments to personalised care. The NHS Long Term Plan promotes shared decision-making, personalised care planning and greater self-management (NHS England, 2019). Initiatives such as personal health budgets aim to increase choice and control, aligning closely with person-centred and social model principles. At the practice level, co-production has become increasingly prominent, with service users involved in designing and evaluating services (Beresford, 2016).
However, implementation remains inconsistent. Resource constraints, workforce pressures and risk-averse cultures often limit genuine choice and control (Glasby and Dickinson, 2014). This gap between policy ambition and practice reality demonstrates that the effectiveness of the social model depends heavily on organisational capacity and professional support.
Challenges and Limitations in Practice
Despite strong policy endorsement, applying the social model of disability consistently in everyday health and social care practice remains challenging. One of the most significant barriers is the persistent gap between policy aspirations and the realities of service delivery. Financial pressures in adult social care have resulted in increasingly high eligibility thresholds, meaning that support is often restricted to individuals with substantial or critical needs (Kings Fund, 2022). From a social model perspective, this reactive approach limits opportunities for preventative support and early intervention, both of which are essential for reducing disabling barriers before they escalate.
In practice, this can result in assessments that prioritise risk management and statutory compliance over meaningful exploration of personal outcomes. Although policy frameworks emphasise wellbeing and personal goals, time constraints and resource pressures may lead practitioners to focus on meeting minimum requirements rather than engaging in genuinely person-centred conversations. These risks reducing person-centred care to a procedural exercise rather than a values-led approach, undermining the transformative potential of the social model.
Workforce confidence and organisational culture present further challenges. While the language of the social model is widely used in training and guidance, practitioners may struggle to translate theory into practice, particularly in complex situations involving safeguarding, fluctuating mental capacity or high levels of risk (Dunn, 2019). In such cases, professionals must balance empowerment and autonomy with their duty of care. Risk-averse cultures can lead to defensive practice, where professional control is prioritised over shared decision-making, contradicting the principles of both the social model and person-centred care.
Tensions are also evident within healthcare settings, particularly in the NHS, where medical priorities such as diagnosis, treatment pathways and discharge targets often dominate practice. This can leave limited space to address wider social determinants of health, including housing, employment and social isolation, which are central to the social model (Beresford, 2016). As a result, care may become fragmented, with health needs addressed separately from social barriers, reducing the effectiveness of person-centred approaches.
Additionally, critics argue that the social model does not always capture the diversity of disabled people’s lived experiences. Intersectional factors such as age, ethnicity, gender and socio-economic status shape how disability is experienced and responded to within services (Priestley et al., 2019). A rigid application of the social model risks overlooking these complexities, reinforcing the importance of flexible, individualised practice rather than adherence to a single theoretical framework.
Recommendations for Policy and Practice
To strengthen person-centred care informed by the social model of disability, a more realistic and integrated approach to policy and practice is required. First, greater investment in preventative and community-based services is essential. The social model emphasises removing barriers at an early stage; however, current funding pressures often result in crisis-driven responses (Kings Fund, 2022). Increased investment in early intervention, accessible housing, community support and assistive technology could reduce long-term dependency on statutory services while supporting independence and wellbeing.
Second, workforce development should be prioritised to support confident and reflective practice. While many practitioners are familiar with the principles of the social model, applying them in complex contexts remains challenging. Training should integrate the social model with ethical decision-making, safeguarding frameworks and the Mental Capacity Act 2005, enabling practitioners to balance autonomy with protection more effectively (Dunn, 2019). Embedding reflective supervision within organisations could further support practitioners to critically examine their practice and avoid risk-averse or paternalistic approaches.
Third, co-production should be embedded more meaningfully across health and social care services. Although often referenced in policy, co-production is not always implemented beyond consultation. Genuine co-production requires time, trust and a willingness to share power with service users (Beresford, 2016). Organisations should support disabled people’s involvement in service design, evaluation and staff training, recognising lived experience as a form of expertise central to person-centred care.
Improved integration between health and social care is also crucial. Integrated care systems offer opportunities to align medical treatment with social support, but this requires shared values, clear communication and coordinated leadership (Glasby and Dickinson, 2014). Embedding social model principles across multidisciplinary teams could help ensure that social barriers are addressed alongside clinical needs rather than treated as secondary concerns.
Finally, adopting an intersectional and flexible approach to disability would enhance person-centred care by recognising individual context and diversity. This approach moves beyond one-size-fits-all solutions and aligns with the social model’s emphasis on listening to individual narratives and adapting support accordingly (Priestley et al., 2019).




Conclusion
The social model of disability remains a powerful and influential foundation for person-centred care within UK health and social care. By reframing disability because of social and environmental barriers rather than individual deficit, the model has reshaped policy, legislation and professional practice, promoting autonomy, inclusion and rights-based approaches. Its influence is clearly reflected in key frameworks such as the Equality Act 2010, the Care Act 2014 and contemporary NHS policy.
However, this essay has demonstrated that the social model is not without limitations. Challenges relating to resource constraints, workforce pressures, medical dominance and intersectional inequalities highlight the risks of applying the model in a rigid or uncritical manner. These issues reinforce the importance of reflective, flexible practice that recognises both social barriers and individual lived experience.
In conclusion, the social model is most effective when used as part of a broader, integrated approach to person-centred care rather than as a standalone solution. When supported by adequate resources, skilled practitioners and inclusive organisational cultures, it has significant potential to improve outcomes, promote dignity and enhance the everyday experiences of disabled people within increasingly complex health and social care systems.
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