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[bookmark: _g388123vq130]A Critical Discussion of the Social Model of Disability and Its Application to Person-Centred Care in Health and Social Care Policy and Practice

[bookmark: _fbj0gj6hw49i]Introduction
Person-centred care has become a central principle in contemporary health and social care policy, with an increasing emphasis on promoting autonomy, dignity, wellbeing, and individual choice. Behind this shift lies a range of concepts and theoretical frameworks, among which the Social Model of Disability has had a particularly significant influence. Emerging from the disability rights movement of the 1970s, the Social Model marked a fundamental departure from traditional deficit-based understandings of disability, positioning disablement as a form of social oppression rather than a medical problem (UPIAS, 1976; Oliver, 1990). This essay critically discusses the emergence and development of the Social Model, the critiques it has attracted, and the responses to these critiques. It then examines how the model has shaped health and social care policy and practice, highlighting both its strengths and its limitations. Finally, it presents recommendations for future policy and practice to strengthen person-centred care through a more nuanced application of the Social Model.

[bookmark: _vbfb8g6cp5hx]The Emergence and Development of the Social Model of Disability
The Social Model of Disability emerged in the UK in the 1970s, led by the Union of the Physically Impaired Against Segregation (UPIAS), which argued that people are disabled not by their impairments but by social, environmental, and attitudinal barriers (UPIAS, 1976). This marked a radical departure from the dominant Medical Model, which viewed disability primarily as an individual pathology requiring treatment or cure (Oliver, 1990). Drawing on Marxist analysis, Michael Oliver (1990) formalised the Social Model, arguing that disability should be understood as a political and social construction rooted in structural inequality.
Over subsequent decades, the Social Model has developed into a powerful theoretical and political framework. Barnes and Mercer (2010) emphasised the need to challenge institutional discrimination, inaccessible environments, and cultural stereotypes, while Priestley (2003) expanded the model to consider disability across the life course. The Social Model also aligns with broader international movements, including the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD), which emphasises autonomy, participation, inclusion, and the removal of barriers to full citizenship.
[bookmark: _mxgn0cnxm3sx]Critiques of the Social Model
Despite its influence, the Social Model has faced a number of critiques. One major criticism is that it oversimplifies the complex relationship between impairment and disability by failing to adequately acknowledge the lived experience of pain, chronic illness, and cognitive or mental health conditions (Shakespeare, 2006; Thomas, 2004). Critics argue that the strict separation between impairment (biological) and disability (social) is conceptually limiting and does not capture the nuanced realities of many disabled people (Shakespeare & Watson, 2001).
Another critique concerns the model’s historical focus on physically impaired people, which risks marginalising the experiences of people with learning disabilities, autism, fluctuating conditions, or severe mental distress (Tew, 2011). Feminist disability scholars have also contended that the model inadequately considers gendered aspects of care, embodiment, and dependency (Morris, 1991; Thomas, 2004).
Additionally, some argue that the Social Model can underestimate the importance of individual support needs in situations where impairments genuinely require medical intervention or long-term care (Shakespeare, 2014).
[bookmark: _5xscom6px8wu]Responses to Critiques
In response, scholars have suggested refinements rather than rejecting the model outright. The "social relational" model proposed by Thomas (2004) integrates lived experience and impairment effects while maintaining a barrier-focused approach. Similarly, the "affirmation model" developed by Swain and French argues for recognising disability as a positive aspect of identity rather than simply a site of oppression.
Oliver and Barnes (2012) defended the Social Model, arguing that critiques often misunderstand its purpose: it was never intended to deny impairment but to identify disabling structures and inequalities. The model’s political and practical value remains significant, especially in shaping policy, rights-based approaches, and person-centred practice.
[bookmark: _5lkxry2dsfdd]
[bookmark: _85v1h1y30jdh]Application of the Social Model to Health and Social Care Policy and Practice
The Social Model has profoundly shaped UK health and social care policy, particularly through the personalisation agenda, rights-based legislation, and the development of person-centred care frameworks.
[bookmark: _rnv4t9adowb7]1. Influence on legislation and policy frameworks
Major policy developments such as the Equality Act 2010 and the Care Act 2014 reflect Social Model principles. The Equality Act (2010) enshrines anti-discriminatory duties and protection from barriers in employment, services, and public life. The Care Act 2014 promotes wellbeing, independence, choice, and control, requiring local authorities to involve individuals in assessment and support planning (Bogg, 2020; DHSC, 2014). This aligns with the Social Model’s commitment to autonomy and participation.
Policies such as Valuing People (Department of Health, 2001) and A Vision for Adult Social Care (DH, 2010) further emphasise citizenship, inclusion, and rights, demonstrating the model’s sustained influence on learning disability and adult social care reform. Recent policy proposals in the Adult Social Care White Paper People at the Heart of Care (DHSC, 2022) reaffirm the commitment to personalisation and barrier reduction.
[bookmark: _rxki1dmb47gy]2. Impact on person-centred practice
In practice, the Social Model has shaped assessment processes, support planning, and professional values. Strengths-based and person-centred approaches—widely promoted by SCIE (2015)—direct practitioners to identify not only needs but also aspirations, capabilities, and environmental enablers. The model encourages practitioners to focus on accessible communication, co-production, advocacy, and removing socio-environmental barriers.
Direct payments and personal budgets, inspired by the Independent Living Movement, have operationalised Social Model principles by enabling individuals to exercise control over their support arrangements (Slasberg et al., 2013). Research has shown that personal budgets can increase autonomy, satisfaction, and participation for many disabled people (Williams, Porter & Marriott, 2014).


[bookmark: _49rj36878whi]3. Challenges and limitations in practice
Despite its influence, applying the Social Model in health and social care practice presents challenges.
Firstly, austerity measures have significantly reduced funding for community services, advocacy, and preventive support, undermining the implementation of person-centred approaches (Beresford, 2016). Without adequate resources, practitioners face difficulty embedding Social Model principles.
Secondly, systemic barriers such as risk-averse cultures, bureaucratic processes, and managerial pressures can divert attention from person-centred work (Lipsky, 1980; Roulstone & Prideaux, 2012). Practitioners may be constrained by eligibility thresholds, standardised assessments, and organisational targets.
Thirdly, some clinical environments still operate within a predominantly Medical Model, focusing on diagnosis and treatment rather than holistic, social understandings of disability (Gilson & DePoy, 2002). This can be particularly challenging for people with learning disabilities or mental health conditions, whose needs require collaborative, relational approaches.
Fourthly, digital exclusion, inaccessible buildings, and lack of culturally appropriate services continue to create inequalities in access and outcomes (Shakespeare, 2014).
Although the Social Model has transformed policy language and professional discourse, it is not always consistently or effectively applied in everyday practice.

[bookmark: _msmu8kwy5eh4]Recommendations for Health and Social Care Policy and Practice
To strengthen the role of the Social Model in supporting person-centred care, several key recommendations can be made.
[bookmark: _30xavdkd4uj5]1. Increase investment in personalisation and preventative services
Sustained funding is necessary for personal budgets, community services, independent advocacy, and early intervention (Beresford, 2016). Without adequate resources, Social Model principles cannot be meaningfully implemented.
[bookmark: _3cnmve108fp2]2. Strengthen co-production and lived experience leadership
Co-production ensures services align with the needs and rights of disabled people. Organisations should embed lived experience in commissioning, workforce development, service design, and policy evaluation (SCIE, 2015).
[bookmark: _bbjm8rdizp3e]3. Expand training on rights-based and barrier-focused practice
Workforce training should cover barrier identification, strengths-based approaches, intersectionality, communication methods, and balancing autonomy with safeguarding (Gilson & DePoy, 2002; Tew, 2011). This would enhance practitioner confidence in applying Social Model principles.


[bookmark: _83s2sfrkv8m8]4. Reform assessment and eligibility systems
Assessments should be reoriented toward barrier removal rather than deficit identification (Slasberg et al., 2013). Relationship-based assessments should replace standardised, rigid processes that limit person-centred engagement.
[bookmark: _m7pbux1mlgur]5. Improve environmental accessibility and universal design
Investment in accessible housing, transport, and digital technology is essential to removing structural barriers (Barnes & Mercer, 2010). Universal design principles should become mandatory rather than optional.

[bookmark: _5g9h95w6wrt0]6. Address organisational barriers
Health and social care providers must reduce bureaucratic restrictions, promote supported autonomy, and improve interagency collaboration (Roulstone & Prideaux, 2012). This will help embed Social Model thinking into institutional cultures.


[bookmark: _hti3busvk32]7. Integrate intersectionality into policy and practice
Disabled people’s experiences are shaped by diverse factors including ethnicity, gender, age, culture, and socioeconomic status (Shakespeare, 2014). Intersectional analysis must inform service design and delivery to avoid reproducing inequalities.
[bookmark: _9h4yxg9am32f]

Conclusion
The Social Model of Disability has played a transformative role in shaping person-centred care, policy reform, and rights-based approaches within UK health and social care. From its origins in the disabled people’s movement of the 1970s, it has challenged deficit-based assumptions and helped reframe disability as a social and political concern. Although the model faces critiques—particularly regarding impairment, complexity, and diversity—these challenges have prompted valuable refinements and the development of more integrated approaches.
The Social Model has influenced key legislation, service frameworks, and person-centred practice, yet substantial implementation gaps remain. Structural underfunding, organisational barriers, and medical dominance continue to limit its full application. The recommendations outlined above—ranging from increased investment to co-production, training, accessibility, and intersectional practice—offer a pathway for strengthening person-centred care grounded in rights, autonomy, and barrier removal.
Ultimately, while not without limitations, the Social Model remains a powerful and essential framework for promoting dignity, inclusion, and equality within contemporary health and social care.
[bookmark: _otqf1dnyi82e]
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