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1. Introduction
Person-centred care requires health and social care systems to organise support around a person’s goals, preferences, rights and circumstances rather than around a diagnosis or a standard service package. In England, this principle is reflected in the Care Act 2014 and in Regulation 9, which requires regulated providers to assess needs and preferences collaboratively (Care Act 2014; Care Quality Commission, 2025). The social model of disability gives this commitment a political foundation. It distinguishes impairment from disability and locates disability in avoidable environmental, institutional and attitudinal barriers rather than in a defective individual (Union of the Physically Impaired Against Segregation and Disability Alliance, 1976; Oliver, 1990).
This essay critically examines the social model in local-authority assessment and support planning for adults with physical disabilities in England. It argues that the model is indispensable because it redirects professional attention towards barrier removal, participation and redistribution of power. Nevertheless, it is insufficient as a complete account of person-centred care because impairment effects, relationships and intersecting inequalities also shape people’s lives. The strongest approach, therefore, combines the social model with relational practice and a human-rights framework, while recognising the financial and organisational constraints affecting implementation.
2. Emergence and development of the social model
The social model emerged from disabled people’s activism against the medical and individual models that dominated twentieth-century policy. Under those approaches, professional intervention focused on diagnosis, treatment, rehabilitation, and the individual's adjustment. The Union of the Physically Impaired Against Segregation and Disability Alliance (1976) challenged this interpretation by defining impairment as a bodily characteristic and disability as a disadvantage imposed through social organisation. Disability was therefore reframed as oppression: stairs without an alternative route, inaccessible transport, inflexible employment and prejudicial attitudes disable people whose impairments need not prevent participation.
Oliver (1990) developed this distinction into the social model and linked disabling arrangements to wider political and economic structures. Its purpose was not simply to offer another clinical classification, but to provide a practical tool for collective action. Barnes and Mercer (2010) show how this move enabled disabled people to contest professional authority and demand independent living, accessible environments and civil rights. Feminist disability scholarship then extended the debate. Morris (1991), for example, retained the political value of barrier analysis while insisting that care, bodily experience and dependency should not be silenced.
The model subsequently influenced international rights-based thinking. The right to live independently and be included in the community requires choice about living arrangements, access to mainstream services and individualised support (United Nations Committee on the Rights of Persons with Disabilities, 2017). Lawson and Beckett (2021) argue that the social and human rights models are complementary: the social model explains how exclusion is produced, whereas the rights model identifies duty-bearers and accountability standards. This development is important for person-centred care because choice becomes more than professional goodwill; it is connected to equality, dignity and participation.
3. Strengths as a foundation for person-centred care
The model’s central strength is its ability to change the question. Instead of asking only what an adult cannot do because of impairment, an assessor asks what the person wants to do and which barriers prevent it. This supports a strengths-based conversation about work, relationships, parenting, community life and identity. It also recognises disabled adults as experts in their own lives, thereby challenging paternalism and the unequal distribution of knowledge between practitioner and service user. Co-production can make participation tangible: Burns, McGinn and Fitzsimons (2023) found that service users can feel valued through co-produced work, although genuine power-sharing requires supportive relationships, communication, time and organisational commitment.
A barrier-focused assessment also widens the range of legitimate interventions. Personal assistance may be necessary, but so may accessible housing, transport, digital information, workplace adjustments or advocacy. This whole-life perspective is compatible with contemporary personalisation, which places individual needs, preferences and aspirations at the centre of decision-making (Local Government Association, 2025). It can also reduce preventable inequity. The World Health Organisation (2022) attributes many health inequalities experienced by disabled people to avoidable barriers such as discrimination, inaccessible services and communication obstacles. Consequently, the social model supports person-centred care not merely by improving individual interactions, but by making organisations accountable for the conditions surrounding those interactions.
4. Limitations, critiques and responses
The impairment–disability distinction is politically powerful but analytically difficult when treated as a strict separation. Pain, fatigue and progressive illness may restrict activity even in an accessible environment. Shakespeare (2014) argues that disability arises from the interaction between bodies and environments; focusing exclusively on barriers can therefore make the effects of impairment difficult to discuss. This matters in person-centred practice. An assessor who avoids impairment for fear of appearing medicalised may overlook pain management, rehabilitation or fluctuating support needs. The appropriate response is not to return to a deficit model, but to address embodied needs without treating them as the person’s entire identity.
A second critique concerns diversity. The early British model was developed mainly around collective experiences of physical exclusion, yet disabled people are not homogeneous. Gender, ethnicity, age, sexuality, poverty and migration status influence both exposure to barriers and the resources available to challenge them. Morris (1991) demonstrated that experiences of assistance and dependence are gendered, while Goodley (2017) emphasises that disability intersects with other relations of power. Global evidence similarly shows that unequal health outcomes result from overlapping structural and social conditions (World Health Organisation, 2022). A person-centred application must therefore ask which barriers affect this individual, rather than assuming one universal disabled experience.
Third, an emphasis on independence can be misread as self-sufficiency. People commonly achieve autonomy through interdependence, including personal assistants, family, peers and professionals. Support planning should therefore respect chosen relationships while ensuring that relatives are not treated as free substitutes for statutory support. Likewise, strengths-based language can conceal retrenchment if a council praises community assets while rationing services. A review by Caiels, Milne and Beadle-Brown (2021) found limited evidence on outcomes and warned that strengths-based approaches do not align easily with eligibility thresholds. Practitioner research also identifies organisational culture and resources as major influences on implementation (Caiels et al., 2024).
The human-rights model offers the most persuasive response to these limitations without abandoning the social model. It protects recognition of impairment-related needs while requiring equality, accessibility and participation. Lawson and Beckett (2021) nevertheless caution against treating the two models as identical: rights language alone does not explain the social production of disability, while barrier analysis alone does not specify enforceable obligations. Their complementarity supports a balanced practice in which bodily experience is heard, structural barriers are challenged, and public authorities remain accountable.
5. Application to assessment and support planning
In the selected setting, the Care Act 2014 provides a strong legal route from theory to practice. Section 1 requires local authorities to promote wellbeing, including personal dignity, control over day-to-day life, participation and suitable accommodation. Section 9 requires an assessment where an adult appears to have care and support needs, irrespective of the authority’s view of eligibility. Current statutory guidance states that adult care and support should achieve outcomes that matter to the person and that care functions must focus on the person’s needs and goals (Department of Health and Social Care, 2025). These duties reflect the social model, as assessment explores disabling conditions and personal assistance needs.
For example, an adult with a mobility impairment who cannot maintain employment may initially be recorded as having difficulty travelling or completing daily activities. A social-model assessment would examine the inaccessible entrance at work, unreliable accessible transport, inflexible support times and absence of suitable equipment. The plan might combine personal assistance with an occupational therapy referral, housing or workplace liaison, travel support, and information about reasonable adjustments. Under section 20 of the Equality Act 2010, service providers have a duty to make reasonable adjustments. NICE (2018) also recommends accessible information, involvement in assessment and care planning, and support for decision-making. These measures translate person-centred care from a sympathetic attitude into coordinated action on the person’s environment.
The planning conversation must itself be accessible and co-produced. Information should be offered in the person’s preferred format; meetings should occur at an accessible time and place; and the adult should decide whether family, an advocate or another supporter participates. Outcomes should be written in the person’s terms and linked to responsibilities, timescales and review arrangements. Regulation 9 similarly requires collaboration, reasonable adjustments and support to understand choices and balance risks and benefits (Care Quality Commission, 2025). This approach redistributes power, but participation can become tokenistic when professionals control the agenda or present only options that fit existing contracts. Burns, McGinn and Fitzsimons (2023) show that bureaucracy and limited resources can obstruct meaningful co-production.
Implementation also exposes a gap between legal aspiration and material capacity. Personal budgets may increase control only where an accessible service market and stable workforce exist. Prevention and independence duties do not, in themselves, produce accessible housing, transport, or sufficient support. Marczak, Wistow and Fernandez (2024) found that English councils faced barriers in translating Care Act prevention duties into sustainable practice, including declining resources and uneven partnership working. Similarly, Stevens et al. (2024) warn that relationship- and strengths-based approaches can be weakened when services remain dominated by eligibility and resource management. Thus, the social model improves professional reasoning, but its promise cannot be achieved solely at the assessment desk.
6. Influence on policy and professional practice
The model’s influence is visible in the language of wellbeing, personalisation, independent living, reasonable adjustment and co-production across English policy. The national reform programme seeks personalised care, choice, control, and support to help people remain independent at home (Department of Health and Social Care, 2023). CQC Regulation 9 makes collaborative assessment and care reflecting needs and preferences part of regulatory expectations, while the Equality Act 2010 places anticipatory responsibility on services rather than requiring disabled people to adapt. Together, these measures represent a substantial movement away from medical paternalism.
However, policy adoption should not be confused with implementation. Personalisation can individualise responsibility if it reduces citizenship to purchasing care from a limited market. A professional may produce a formally person-centred plan while structural obstacles remain untouched. Effective social-model practice therefore requires partnership across social care, health, housing, transport, employers and disabled people’s organisations. It also requires practitioners to record unmet needs and escalate systemic barriers rather than redefining aspirations to fit a restricted budget. The model’s deepest professional influence is consequently ethical and political: it requires practitioners to examine how their own procedures distribute power and exclusion.
7. Recommendations
First, local authorities should introduce a co-produced accessibility and barrier audit within every assessment and review. Disabled people’s organisations should help design the questions, formats and quality standards. This would make housing, transport, digital access, communication, attitudes and service rules visible alongside impairment-related needs. The likely benefits are more relevant plans, earlier prevention and clearer accountability. Its limitations are the additional time, training and cost required, and the danger that an audit becomes another checklist unless the council can fund or influence solutions.
Second, each plan should include person-defined outcomes, a positive risk-enablement record and a named multi-agency action owner. Reviews should ask whether barriers were removed and whether the adult’s participation improved, not only whether scheduled care was delivered. This could strengthen autonomy and prevent risk-averse practice from becoming paternalistic. Nevertheless, positive risk-taking requires skilled judgement, safeguarding arrangements and regular review; without these safeguards, either autonomy or safety may be compromised.
Third, councils should report aggregated information on recurring barriers, unmet needs, and outcome achievement, and use it in commissioning and Equality Act compliance. Governance panels should include paid disabled representatives with accessible participation support. Such feedback could convert individual assessments into structural change and reduce tokenistic co-production. The limitations are data quality issues, privacy risks, and administrative costs. Transparent reporting may also reveal needs that councils lack resources to meet, so implementation must be accompanied by realistic funding and joint action across local services.

8. Conclusion
The social model of disability remains a powerful foundation for person-centred care because it replaces an individual-deficit question with a demand to identify and remove disabling barriers. In local-authority assessment and support planning, it promotes whole-life outcomes, accessible participation, co-production, reasonable adjustment and professional accountability. Its influence is evident in the Care Act, equality law, regulation and personalisation policy.
However, the model is not sufficient on its own. A strict separation of impairment and disability can obscure pain, fluctuating conditions and desired treatment; a universal account can overlook intersecting inequalities; and the language of independence or strengths can mask reliance on relationships or rationed provision. Combining social analysis with relational and human-rights approaches offers a more complete basis for practice. Ultimately, person-centred planning succeeds only when individual voice is matched by enforceable duties, organisational capacity and coordinated action on the environments in which disabled adults live.
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