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The social model of disability stands for a major transformation in the way that disability is understood, going from considering disability as an individual’s defect to recognising it as a socially produced issue. This model, which was created as an alternative perspective to the existing medical model, claims that societal barriers, mindsets, and institutions that prevent people from fully taking part in community are what lead people to be disabled rather than their impairment (Oliver, 2013). The social model matches fundamentally with person-centred care values which prioritises independence, dignity, and the right to actively engage indecisions affecting a person’s life (Shakespeare,2018). This essay evaluates the social model of disability, tracing its origin and development, assessing opinions and responses, analysing its application to health and social care policy and practice, and presenting recommendations for future implementations.The social model of disability took shape in the 1970s from the disability rights movement in the United Kingdom, primarily through the work of the Union of the Physically Impaired Against Segregation (UPIAS). The UPIAS drastically challenged current assumptions by differentiating between impairment (the functional limitation) and disability (the social oppression experienced by people with impairments) (Thomas, 2016). This decision becomes the cornerstone of disability activism and scholarship, offering a framework that repositioned people from passive recipients of care to active agents demanding social change.Mike Oliver (2013) a disabled sociologist and activist, further developed this concept, claiming that disability is formed by environments produced without considering different bodies and minds. The model earned popularity throughout the 1980s and 1990s, influencing disability studies as an academic discipline and shaping policy debate worldwide (Goodley, 2017). Unlike the medical model which places the ‘problem’ within the individual requiring medical intervention and rehabilitation, the social model detects structural obstacles –architectural, attitudinal, institutional, and communicative- as the primary sources of disability (Barnes and Mercer, 2019).The social model’s development has been essential to development of rights –based perspectives on disability. It provided the theoretical foundation for historic laws including the Disability Discrimination Act 1995 and later the Equality Act 2010, which bans discriminations and demands reasonable modifications (Roulstone and Prideaux, 2012). The model’s importance on environmental and social change instead of individual ‘correction’ resonates strongly with person-centred care approaches that puts first individual preferences, capabilities, and life goals over standardized medical interventions (Beresford, 2016).The social model has been heavily criticised despite its revolutionary effect. Shakespeare (2014) claims that the strict division between impairment and disability is artificial and ineffective, arguing that impairment effects-such as pain, exhaustion, cognitive differences-are actual and important aspects of the experiences of disabled people that cannot be entirely attributed to social barriers. The social model may unintentionally reduce the embodied sensations of impairment and the necessary need for medical intervention and support, according to this criticism (Watson, 2016).Additionally, the model has been criticised by feminist disability academics for failing to sufficiently address intersectionality, which refers to the way in which disability interacts with gender, race, class, and sexual orientation to produce compounded experiences of oppression (Hall, 2019). Thomas (2017) introduced the term “psycho-emotional disabling” to describe the psychological and emotional effects of having handicap in a racist society, which she claims the original social model ignores. Furthermore, opponents believe that the model’s materialist origins would not adequately account for mental health issues or cognitive and intellectual impairments, where the connection between impairment and disability might be more nuanced (Goodley, 2017) 
Instead of abandoning the social model, responses to these criticisms have improved it. Disability researchers today support a ‘critical realist’ approach that recognises the social construction of disability as well as its material reality (Shakespeare, 2018). Oliver (2013) admitted that the social model was meant to serve as a means for social change and political action rather than a fully explain individual experiences. To acknowledge that disability discrimination functions differently in different social contexts, recent iterations have incorporated intersectional approaches (Hall, 2019). Although others believe that limits the radical political potential of the social model, the bio psychosocial model has evolved as an integrative framework (Beresford, 2016).


Over the past thirty years, the social model has had a major impact on UK health and social care policy. By highlighting wellbeing, prevention, and personalisation, the Care Act of 2014 includes the principles of the social model and requires local authorities to think about how services may encourage independence and involvement rather than just satisfying care needs (Department of Health, 2014). The social model’s focus on social inclusion and enabling settings is shown in the Act’s emphasis on asset-based initiatives and community integration (Needham&Glasby, 2014).
 Like this, the Mental competence Act of 2005 challenges paternalistic practices that have historically prevented handicapped individuals from making decisions that affect their life by requiring supported decisions-making and presuming competence (Series, 2015). By allowing disabled people to buy services that suit their unique needs and preferences, personal budgets, and direct payments -which have been expanded under successive governments-operationalise person-centred care and, in theory, transfer power from professionals to service users (Glasby and Littlechild, 2016).
The NHS Long Term Plan (NHS England, 2019) promises to reform learning disability services, provide accessible healthcare, and provide individualised care and support planning-all of which -are decided by social models. A major obstacle noted by the social model is solved by the Accessible Information Standards, that were implemented in 2016 and require health and social care providers to name and address communication requirements (NHS England, 2017).
 
Significant implementation issues still exist despite policy commitments. Gaps between policy Pretoria and actual reality are often shown by research. Duffy (2017) discovered that although personal budgets are liberating, they frequently entail bureaucratic procedures that erect additional obstacles, with many disabled individuals complaining of inadequate assistance in navigating complicated systems. Additionally, since 2020, budget cuts to local authority social care have significantly a limited the availability of services. Eligibility requirements have been tightened to concentrate only on critical needs, thereby abandoning the social model’s core preventative and enabling approaches (Glasby and Littlechild, 2016)
Healthcare settings stay particularly problematic. Despite legal obligations, disabled individuals continue to experience significant barriers accessing healthcare, including inaccessible facilities, inadequate communication support, and attitudinal barriers from staff who lack disability awareness (Tuffrey-Wijne et al, 2014). 
The confidential Inquiry into premature deaths of people dying on average 15-20 years earlier than the general population (Heslop et al., 2013). These findings suggest that medical model thinking persists in practice despite social model policy framework. 
Professional education and training remain inadequate. Many health and social care professionals receive limited disability equality training, resulting in practice that perpetuates rather than challenges disabling barriers (Shakespeare, 2018). The dominance of biomedical curricula means professionals often lack understanding of the social model or person-centred approaches, defaulting to paternalistic, deficit-focused interventions (Beresford, 2016).
Institutional cultures pose further challenges. The performance management frameworks governing health and social care prioritize efficiency, throughput, and standardized outcomes, creating tensions with person-centred care's emphasis on individualized, relationship-based practice (Needham and Glasby, 2014). Time pressures and resource constraints mean practitioners struggle to implement truly personalized approaches, despite policy expectations (Roulstone and Prideaux, 2012).

Additionally, the social model's application to mental health and cognitive impairments remains contested. Mental health services often remain dominated by medical model approaches emphasizing diagnosis and pharmacological intervention, with service user movements advocating for recovery-oriented, trauma-informed approaches more aligned with social model thinking (Beresford, 2016). However, implementation remains patchy, with coercive practices including involuntary detention and treatment continuing despite their fundamental incompatibility with person-centred principles (Spandler and Anderson, 2015).
To realize the social model's potential in promoting person-centred care, several recommendations emerge. Firstly, professional education must be fundamentally reformed to embed disability equality, the social model, and person-centred approaches throughout curricula for all health and social care professions (Shakespeare, 2018). This should include co-production with disabled people as educators, ensuring authentic representation of lived experience rather than tokenistic involvement (Beresford, 2016).

Secondly, adequate and sustainable funding for social care is essential. The current crisis in social care funding fundamentally undermines person-centred care and social model implementation (Glasby and Littlechild, 2016). Government must commit to long-term investment that enables preventative, enabling services rather than crisis-driven minimal interventions. This includes properly resourcing personal budgets with adequate support for navigation and advocacy (Duffy,2017).

Thirdly, accountability mechanisms must be strengthened. Despite legal obligations under the Equality Act 2010, enforcement remains weak, with disabled people facing significant barriers to redress (Roulstone and Prideaux, 2012). Regulatory bodies including the Care Quality Commission should adopt explicit social model frameworks in inspection and rating, holding services accountable for accessibility, reasonable adjustments, and person-centred practice(Shakespeare,2018).

Fourthly, co-production must become genuinely embedded in service design, delivery, and evaluation. This means disabled people's organizations receiving adequate resources to participate meaningfully, with power-sharing rather than consultation (Needham and Glasby, 2014). Co-production should extend beyond individual care planning to strategic commissioning and policy development, ensuring systemic change rather than individualized adjustments (Beresford, 2016).

Fifthly, performance frameworks must be redesigned to measure outcomes that matter to disabled people—autonomy, social participation, quality of life—rather than simply service outputs or clinical indicators (Department of Health, 2014). This requires developing co-produced outcome measures that capture person-centred care's complexity and the social model's emphasis on participation and inclusion (Hall, 2019).

Finally, intersectional approaches must be adopted, recognizing that disability interacts with other identity categories to create distinct experiences of oppression and distinct support needs (Thomas, 2017). This means collecting and analyzing data on protected characteristics, ensuring services are culturally appropriate and accessible, and addressing compounded disadvantage faced by, for example, disabled people from ethnic minority communities or LGBTQ+ disabled people (Hall, 2019).
The social model of disability represents a fundamental reconceptualization that has profoundly influenced health and social care policy in the UK, providing theoretical foundations for person-centred care approaches. Its emphasis on removing societal barriers rather than 'fixing' individuals aligns with contemporary commitments to personalization, choice, and control. However, significant implementation challenges persist, with practice often lagging policy rhetoric. Funding constraints, inadequate professional education, persistent attitudinal barriers, and institutional cultures prioritizing efficiency over individualization all undermine the social model's realization in practice.

Moving forward requires sustained commitment to systemic change: reformed professional education, adequate funding, strengthened accountability, genuine co-production, redesigned performance frameworks, and intersectional approaches. Only through such comprehensive transformation can health and social care truly embody the social model's vision of disabled people as equal citizens with the right to participate fully in society, supported by services that enable rather than disable, that personalize rather than standardize, and that recognize disability as a social justice issue requiring collective responsibility rather than an individual tragedy requiring professional intervention.
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