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Introduction, History, and Evolution of the Social Model of Disability, and Critical Evaluation
Introduction
Modern health and social care depends heavily on person-centred care now. It emphasizes dignity, independence, respect of choices, and involvement of people in the decision-making process. Rather than using a general approach, person-centred care acknowledges that individuals are the best judges of their own life and should be able to select the support and care they receive (NHS England, 2023). Several concepts and theoretical frameworks underpin this method; among the most significant is the Social Model of Disability. According to the Social Model, handicapped persons are mostly disadvantaged by social conventions, discrimination, and surroundings difficult to reach (Lawson and Beckett, 2021). This differs from the conventional medical paradigm, which views disability as a consequence of a person's physical or mental handicap. By stressing equality, inclusion, and independent living, the model has hence significantly influenced social care, health policy, and impairment rights.
This article closely examines the Social Model of Disability as a concept that promotes individualised care. This first section examines the birth, development, and major concepts of the model together with the unfavourable feedback it has received and its response to these remarks. How the Social Model of Disability Started and Developed
The Social Model of Disability was developed in the 1970s by the British disability rights movement. Many people objected with the ruling medical paradigm, which claimed that impairment was a personal concern that had to be cured, rehabilitated, or treated. Under the medical paradigm, healthcare professionals were regarded as experts who ought to correct the functional issues associated with disability. They frequently neglected the social, environmental, and institutional challenges handicapped individuals experience (Oliver, 1990).

Recent research also shows that the Social Model has enabled healthcare professionals to create closer bonds with their patients. Professionals are now expected to view handicapped individuals as specialists instead of only passive recipients of care. Care planning should include them; they should also work to eliminate institutional and environmental obstacles influencing health results (Baker et al, 2020). This modification fits with a larger trend in health and social care toward shared decision-making and individualized care.

Social Model Critiques and How It Addresses Them
Although the Social Model has greatly advanced disability rights and person-centred care, it has been criticised for presenting handicap as simpler than it is. The model's excessive concentration on social hurdles and lack of attention to the actual experience of disability such as pain, tiredness, and chronic diseases are among the most often cited drawbacks. (Shakespeare , 2022) claims that while inaccessible settings do provide challenges, many disabled people still experience issues directly related to their impairments that cannot always be solved only by social change.
Another criticism is that the approach fails to adequately address those with invisible impairments, disorders that come and go, or mental health issues. Some research show these events cannot always be ascribed just to environmental barriers. This implies that we have to have a more thorough grasp of disability comprising social, biological, and psychological elements(Shakespeare, 2022).
Supporters of the Social Model, however, argue that many of these assaults disregard its original purpose. The model was never meant to suggest that people have issues or need medical care. Rather, its major aim was to question unjust societal norms that prevent people from taking part without good cause (Lawson and Beckett, 2021). They contend that recognizing disability enhances attempts to build inclusive healthcare and social care systems rather than minimizes the importance of tackling society issues.
Furthermore, new studies indicate that the Social Model and person-centred care ought to be integrated rather than viewed as opposite points of view. Knowing  people's medical needs and trying to get rid of environmental and attitudinal limits helps to provide more all-encompassing and quick care (Baker et al, 2020). This form of integration reveals how the health care system is attempting to strike a compromise between professional knowledge and personal preferences, autonomy, and life experiences.

Changing social and health care regulations and procedures using the Social Model of Disability
By shifting the emphasis from addressing impairments to eliminating obstacles preventing disabled individuals from fully engaging in society, the Social Model of Disability has significantly affected health and social care policy. Rather than viewing impairment as a personal problem needing medical attention, the model claims that legislators and healthcare and social care professionals should concentrate on eliminating environmental, organizational, and attitudinal obstacles preventing individuals from obtaining the care they need. Because both stress autonomy, participation, and shared decision-, this rights-based approach fits well with person-centred care making (Lawson and Beckett, 2021).

Several statutes and policy tools in the United Kingdom illustrate the Social Model's mechanism of action. Though the Equality Act 2010 preceded these assignment rules, it is still very relevant today since it compels companies to make reasonable adjustments so that disabled: PrinciplesAssignment individuals could use their services on the same basis as everyone else. This approach is made even more powerful in the NHS by the Comprehensive Model of Personalised Care, which seeks to give people more control over decisions affecting their health and well-being. Shared decision-making, customised care and support planning, supported self-management, social prescribing, and personal health budgets are the six linked components of the model that put the person rather than the problem at the center of care.

The Social Model has also changed how professionals work by promoting teamwork between healthcare workers and service users. Historically, most of the decisions in clinics were taken by healthcare professionals; patients were not very active. These days, though, shared decision-making is rather frequent. This means that when choosing treatment and care, service users can communicate their preferences, values, and life experiences. Personalized care, NHS England advises, should begin with conversations about "what matters" to individuals rather than only diagnoses or clinical results. These conversations educate employees on a person's objectives, strengths, and support networks, therefore producing more significant and useful care plans.
Challenges
Though there have been these successes, it is still difficult to regularly use the Social Model throughout health and social care. One major issue is the under resourced nature of health systems. Due to financial restrictions, staff shortages, and increased demand for services, professionals sometimes find it difficult to offer really tailored treatment. Practitioners frequently claim they lack time for meaningful conversations with service consumers even if policies suggest that decisions should be made jointly and evaluations should be holistic. Therefore, person-centred care might become more of a procedure than real cooperation, constraining the applicability of Social Model concepts in real life. Recently, the NHS claimed that for individualized treatment to be effective, systems must be changed, staff members must be trained, and services must be integrated.

Healthcare professionals still sometimes conceive of individuals in a medical sense. Although rules are beginning to view disability as a societal concern, many programs still emphasize diagnosis, treatment, and risk management over participation and empowerment. Especially when treating patients with complex or several long-term illnesses, says that healthcare systems usually struggle to strike a decent balance of biomedical knowledge and individual freedom (Shakespeare ,2022). Thus, even if regulations demand that care be person-centred, handicapped people could still find decisions taken for them in a demeaning manner.

Not everyone has the same access to medical care, either; this keeps the Social Model from meeting its goals. Many handicapped persons struggle with communication, accessibility, and segregated services. These factors cause them to find it difficult to be completely engaged in determining their treatment choices. Though the law mandates inclusive practice, recent research indicates that failure to routinely follow accessibility rules and provide reasonable adjustments still poses a major difficulty for equitable care.

Still another restriction has to do with the discrepancy between what rules seek to achieve and what actually occurs in daily life claim that while customisation rules have made it simpler for people to select and have control, they are not always effective (Pearson et al. 2020). They depend on local money, the availability of community services, and the capacity of businesses to offer them. Consequently, disabled individuals could receive individualized care of varied standards and availability depending on their location. This discrepancy demonstrates that eliminating social obstacles calls for continuous political dedication and enough money, not only fresh laws.
Recommendations
By promoting equality, inclusion, and person-centered treatment, the Social Model of Disability has transformed public perception of handicap. More has to be done, though, to guarantee that its concepts are applied often across social and health care systems. Improving the education and training of health and social care employees is one major advice. Apart from clinical knowledge, training programs ought to cover Social Model of Disability, disability awareness, cultural competence, and good communication skills. (Lawson and Beckett , 2021) say this will enable people to recognize and address the social and environmental barriers preventing disabled people from being totally involved in decisions about their care.
Another idea is to guarantee that people with disabilities help to plan, provide, and evaluate social and health care services. Person-centred care depends on co-production since it ensures that the consumers of services not only professionals are kept in mind during their design. Research shows that including service users in policy development helps to better meet individual needs and raises health outcomes (NHS England, 2023). Consequently, healthcare systems ought to provide channels for disabled people and support groups to help plan services and improve them.

Governments should also invest in digital inclusion and readily available infrastructure to help people reach healthcare. Many handicapped individuals find it difficult to reach healthcare despite legal safeguards meant to protect them as buildings are difficult to reach, means of transportation are restricted, and communication impediments exist. The( World Health Organization ,2022) says that increasing physical accessibility, offering information in several formats, and using accessible digital technology more often can help people get more freedom and equal access to social and health care services.
Conclusion
The Social Model of Disability has transformed public perception of disability by highlighting the social, environmental, and institutional barriers preventing people from engagement instead of personal restrictions. It has influenced social and health care policy by promoting equality, freedom, access, and shared decision- making, hence guiding person-centred care. But the model has been criticized for not paying enough attention to the lived experience of handicap and the ongoing need for medical care, even if it has greatly aided personalized care and disability rights. These objections have made people more balanced in their social, medical, and personal perspectives.
The Social Model is still very useful in health and social care today since it enables practitioners to view handicapped individuals as active partners in care instead of only recipients of services.
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