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Introduction
Person-centred care is now a cornerstone of health and social care policy in the UK and internationally. It requires services to be organized around the individual’s needs, preferences, values and lived experience, rather than around professional convenience or medical diagnosis (Health Foundation, 2016). A number of theoretical models underpin this approach, but one of the most influential is the Social Model of Disability.  
This essay will critically discuss the Social Model of Disability as a concept that underpins person-centred care.  
1) Introduce the model, outline its emergence, development, key critiques and responses to those critiques. 2) Examine how the model has been applied in health and social care policy and practice, and the problems that arise in its application. 3) Present evidence-based recommendations for policy and practice and conclude with a synthesis of its relevance for person-centred care. 
Social Model is chosen because it directly challenges the way disability is understood and responded to in services, shifting focus from fixing the individual to removing societal barriers. This shift is central to delivering care that is respectful, empowering and equitable.
1.1 Defining the Model and its Emergence
The Social Model of Disability was developed in the 1970s–1980s by disabled activists in the UK, most notably through the Union of the Physically Impaired Against Segregation (UPIAS, 1976) and later articulated by sociologist Michael Oliver (1990). It emerged as a direct challenge to the dominant Medical Model of Disability. 
The Medical Model locates disability within the individual’s body or mind. Disability is framed as a problem, a defect, or a pathology that requires medical treatment, rehabilitation or cure. By contrast, the Social Model makes a key distinction: impairment is the physical, sensory or cognitive difference a person has. Disability is the disadvantage or restriction of activity caused by a society that fails to take account of impairment (Oliver, 1990). 
Thus, a wheelchair user is not disabled by their inability to walk, but by stairs, narrow doorways, inaccessible transport and discriminatory attitudes. The problem is in society, not in the person.
1.2 Development and Influence
From activist origins, the Social Model became foundational to UK disability rights legislation and policy. It informed the Disability Discrimination Act 1995 and the Equality Act 2010, which place a duty on public bodies to make “reasonable adjustments” to remove barriers. Internationally, it strongly influenced the UN Convention on the Rights of Persons with Disabilities (UNCRPD, 2006), which defines disability as resulting from “the interaction between persons with impairments and attitudinal and environmental barriers. 
In health and social care, the model has shaped policy on independent living, direct payments, accessible information, and co-production. It aligns closely with person-centred care because both prioritize choice, control, autonomy and the removal of structural obstacles to participation. 
1.3 Critiques of the Social Model
Despite its influence, the Social Model has been subject to significant critique from within disability studies and from practitioners.
1) The Neglect of Impairment and Pain: Feminist disability scholars such as Liz Crow (1996) and Jenny Morris (1991) argued that the early Social Model focused so strongly on social barriers that it minimized the lived reality of impairment: pain, fatigue, and the need for personal care. By separating impairment from disability, it risked implying that impairment does not matter. 
2) Over-emphasis on Physical Disability: Critics note the model was developed primarily by people with physical impairments. It has been less easily applied to people with learning disabilities, mental health conditions, or chronic illness, where “barriers” may be more complex and less about physical access (Shakespeare, 2006).
3)  Political rather than Practical: Some practitioners argue the model is too ideological. In clinical settings, medical intervention is often necessary and beneficial. A sole focus on barriers can downplay the role of treatment, rehabilitation and medical expertise (Barnes, 2012).
4) Individualization: By focusing on removing barriers, the model can still place responsibility on the individual disabled person to advocate for adjustments, rather than addressing wider structural inequalities such as poverty and austerity (Thomas, 2004).
1.4 Responses to Critiques
Proponents and later theorists have responded to these critiques. Oliver (2013) clarified that the Social Model was never intended to deny impairment, but to prioritize political and social change. Affirmation models and the Bio-psycho-social model have been developed to reintegrate impairment without returning to medicalization (Swain and French, 2000).
Carol Thomas (2004) developed the concept of psycho-emotional disablism to account for the emotional impact of prejudice, extending the model beyond physical barriers. In practice, a more nuanced application now recognizes that both impairment effects and social barriers must be addressed for person-centred care.

2. Application of the Social Model to Health and Social Care Policy and Practice
2.1 Policy ApplicationIn UK policy, the Social Model underpins key documents. The NHS Long Term Plan (NHS England, 2019) and NICE Guideline NG197: Rehabilitation for Adults with Complex Needs (2021) emphasize removing barriers to participation and promoting independence. The Care Act 2014 places a duty on local authorities to promote wellbeing, which includes control over daily life and participation — core Social Model principles.
The model has also driven accessible information standards, reasonable adjustment flags in NHS records, and personal budgets/direct payments that give disabled people control over how care is delivered.
2.2 Practice Application
In practice, the Social Model supports person-centred approaches such as:  
· Co-production: Involving disabled people in designing services rather than having services “done to” them. 
· Strengths-based assessment: Focusing on what people can do and what support they need to participate, not just on deficits. 
· Environmental adjustments: Ensuring clinics are physically accessible, have easy-read information, longer appointments, and staff trained in disability equality. 
· For example, in diabetes care, a Social Model approach would not only prescribe medication, but also ask: Can the person afford healthy food? Can they access exercise facilities? Is health information available in accessible formats? Is their workplace flexible enough for glucose monitoring?
2.3 Problems and Barriers in Application
However, application is inconsistent and faces several problems:
1) Medical Dominance in Health Settings: Despite policy, healthcare remains largely organized around diagnosis and treatment. Time-pressured clinicians may default to the Medical Model, seeing disability as a list of problems to be treated rather than as a social issue (Barnes, 2012). 
2) Resource Constraints and Austerity: Removing barriers often costs money — accessible buildings, interpreters, support workers. Since 2010, cuts to social care have reduced personal budgets and support, directly increasing disability by removing resources (Disability Rights UK, 2023). 
3) Professional Attitudes and Training: Research shows many health professionals still hold deficit-based views and lack training in the Social Model (Tuffley Wijne et al., 2014). This leads to poor communication, assumptions about quality of life, and failure to make reasonable adjustments. 
4) Complexity in Practice: For people with fluctuating conditions, mental health needs, or multiple long-term conditions, identifying and removing “the barrier” is not straightforward. Services are often siloed and struggle with holistic, cross-sector responses.
Thus, while policy endorses the Social Model, practice often reverts to individualized, medicalized responses that undermine person-centred care.
3. Recommendations for Health and Social Care Policy and Practice
To better align policy and practice with the Social Model and person-centred care, the following recommendations are made:
3.1 Workforce Education and Cultural Change
Health and social care curricula must embed the Social Model and disability equality training as core, not optional. This should include input from disabled people and cover psycho-emotional disablism, communication, and reasonable adjustments (NICE, 2021). Organizations should audit staff attitudes and challenge paternalistic practices.
3.2 Systemic Reasonable Adjustments
Rather than relying on individuals to request adjustments, services should implement “anticipatory” adjustments as required by the Equality Act 2010. This includes accessible websites, easy-read and BSL information, longer appointment times, and flagging communication needs on NHS systems. Funding must be protected for these adjustments.
3.3 Integrated, Co-produced Care Pathways
Services should move beyond siloed medical care to integrated pathways that address social determinants. For long-term conditions like Type 2 Diabetes, this means joint working between health, housing, welfare advice and community organizations. Care planning must be co-produced, with disabled people as equal partners in decision-making (Health Foundation, 2016).
3.4 Address Social and Economic Barriers
Policy must recognize that disability is exacerbated by poverty. Recommendations include protecting social care budgets, ensuring access to benefits advice in health settings, and commissioning services that support employment, transport and leisure access. Without this, clinical interventions alone will fail.
3.5 Refine the Model in Practice
Practitioners should use a critical Social Model that acknowledges impairment effects without reverting to medicalization. This means validating experiences of pain and fatigue while still targeting disabling barriers. Assessment tools should capture both.

Conclusion:
In conclusion, the Social Model of Disability has fundamentally reshaped how health and social care understand disability and person-centred practice. By distinguishing between impairment and disability, it relocated the problem from the individual’s body to the society that creates barriers through inaccessible environments, discriminatory attitudes and unequal systems (Oliver, 1990). This shift is essential to person-centred care because it prioritises choice, autonomy, and participation over diagnosis and treatment alone (Health Foundation, 2016). The model’s emergence from disabled activists through UPIAS (1976) and its adoption into legislation such as the Equality Act 2010 and the UNCRPD (2006) demonstrates its political and practical significance. 
However, this essay has shown that the model is not without limitations. Critiques regarding the neglect of impairment effects, pain and fatigue (Crow, 1996; Morris, 1991), its origins in physical disability, and its difficulty in addressing mental health and complex needs (Shakespeare, 2006) highlight the need for a more nuanced application. Responses such as Thomas’s (2004) concept of ‘psycho-emotional disablism’ and the development of affirmation models (Swain and French, 2000) have helped to integrate lived experience of impairment without returning to medicalisation. 
In policy, the Social Model underpins key UK frameworks including the Care Act 2014 and NICE NG197 (2021), which emphasise independence and removal of barriers. In practice, it supports co-production, strengths-based assessment and reasonable adjustments. Yet barriers remain. Medical dominance, resource constraints due to austerity (Disability Rights UK, 2023), and gaps in professional training (Tuffley Wijne et al., 2014) mean services often default to individualised, deficit-based responses.
To realise person-centred care, recommendations include embedding Social Model training in the workforce, implementing anticipatory reasonable adjustments, developing integrated co-produced pathways, and addressing social and economic determinants of disability. 
In summary, the Social Model provides a vital framework for challenging disabling practices. For it to deliver equitable, person-centred care, both impairment effects and social barriers must be addressed. Only by changing environments and attitudes, not just treating conditions, can health and social care truly empower disabled people.
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