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Introduction
[bookmark: _Hlk215348929]Social Model of Disability as a Foundation for Person-Centred Care
Person-centred care has become a central organising principle in contemporary health and social care, emphasising dignity, autonomy, and the recognition of individuals as experts in their own lives. A key theoretical foundation supporting this approach is the social model of disability, which emerged as a radical re-conceptualisation of disability in the late 20th century. Rejecting the traditional “medical model,” which viewed disability as a personal tragedy or clinical deficit, the social model reframed disability as a product of social structures, environmental barriers, and discriminatory attitudes. This essay critically discusses the development of the social model, its critiques and responses, and evaluates its impact on health and social care policy and practice. It then examines the limitations and challenges involved in operationalising the model and concludes with recommendations for strengthening person-centred care through an enriched and more flexible application of the framework.

[bookmark: _Hlk215348972]Emergence and Development of the Social Model of Disability
The social model originated in the 1970s and 1980s through the work of the Union of the Physically Impaired Against Segregation (UPIAS) and theorists such as Mike Oliver. They argued that disability should not be understood as the result of individual impairment but as the consequence of societal oppression—including inaccessible buildings, exclusionary norms, and discriminatory policies. This ideological shift was influenced by civil-rights activism and broader social movements for equality. It located responsibility for change at the level of society rather than the individual, articulating disability as a rights-based issue.
Over time, the model evolved into a central framework in disability studies and advocacy. It provided an empowering narrative for disabled people’s movements, challenging paternalistic assumptions embedded within welfare, health, and education systems. By drawing a distinction, between impairment (a physical, sensory, or cognitive condition) and disability (social exclusion imposed by environments and attitudes), the social model influenced legislation such as the UK Disability Discrimination Act (1995) and subsequently the Equality Act (2010).

[bookmark: _Hlk215349006]Critiques of the Social Model and Responses
Despite its influence, the social model has faced substantial critique. One major criticism is that it oversimplifies the complex interaction between impairment and social barriers. Critics argue that while society contributes significantly to disabled people’s experiences, impairments themselves can also be sources of pain, limitation, or difficulty that cannot be ignored. The rigid separation between impairment and disability is therefore seen by some as theoretically and practically unsustainable.
Another critique is that the model was implicitly shaped by the experiences of physically impaired individuals, potentially marginalising those with cognitive, intellectual, or psychosocial impairments whose support needs may not fit neatly into a barrier-removal paradigm. Feminist disability scholars have also argued that the model overlooks the embodied realities of care, dependency, and fluctuating health conditions.
In response, proponents of the social model acknowledge these limitations but maintain that the model's primary purpose is strategic. It is not intended as a complete description of disabled people’s experiences but as a political tool to shift focus away from individual deficit and toward structural injustice. Hybrid or “interactional” models have since emerged—such as the biopsychosocial model used by the World Health Organisation (WHO)—which integrate the strengths of the social model while attempting to address its gaps. Nevertheless, the social model continues to hold significant value as a theoretical foundation for person-centred approaches in health and social




[bookmark: _Hlk215349041]Application of the Social Model in Health and Social Care Policy and Practice

[bookmark: _xf77i9qvy96e]Promoting autonomy and control
The Social Model supports a shift toward individuals having greater choice and control over their care. Person-centred practice requires professionals to recognise service users as experts in their own lives. The Social Model reinforces this by positioning disabled people not as passive recipients of care but as citizens with rights. This is evident in policies such as personal budgets, the Care Act 2014’s wellbeing principle, and the emphasis on co-production within modern service design.

[bookmark: _mkbtzoosimyg][bookmark: _Hlk215349075]Challenging deficit-based thinking
Person-centred care requires practitioners to focus on what matters to the person rather than simply what is the matter with them. The Social Model encourages strengths-based approaches by shifting attention away from impairments and toward environmental factors. As a result, interventions are shaped not by attempts to correct limitations but by adapting services and environments to support participation.
[bookmark: _h71zqta593uy]3. Encouraging partnership and empowerment
Co-production, shared decision-making, and collaborative planning are central features of person-centred care. The Social Model emphasises collective rights, recognising disabled people as partners in shaping services that affect them. This ethos has significantly influenced the involvement of disabled people in policy making, service commissioning, and local consultation processes.
[bookmark: _jn6hupbta0nr]4. Supporting holistic and preventative practice
Person-centred care views the person as a whole, including their social, cultural, and environmental context. The Social Model complements this by highlighting the wider determinants of wellbeing—housing, employment, accessibility, inclusion—and encouraging preventative approaches that address social barriers rather than relying solely on medical intervention.
The social model’s influence is strongly visible in modern policy frameworks. In the UK, initiatives such as personalisation, direct payments, and individual budgets reflect a shift toward enabling autonomy and independence. These policies seek to dismantle bureaucratic or environmental barriers, allowing individuals to define their own support needs and control how services are delivered.
The model has also shaped professional practice by promoting concepts such as co-production, shared decision-making, and reasonable adjustments. Within healthcare settings, the social model supports a move away from paternalism toward collaborative relationships, aligning closely with person-centred care principles. Patients and service users are recognised not as passive recipients of care but as partners whose goals, preferences, and lived experiences should guide interventions.
Additionally, the framework has had a significant impact on accessibility standards, equality legislation, inclusive education, and anti-discrimination policies. For example, accessible transport initiatives, workplace accommodations, and anticipatory duty requirements reflect the social model’s premise that society should adapt to the needs of disabled citizens, rather than expecting individuals to adjust to inaccessible structures.

[bookmark: _Hlk215349118]Problems and Challenges in Applying the Social Model to Health and Social Care
Despite these positive developments, substantial challenges arise when operationalising the social model within real-world health and social care contexts.
1. Tension Between Medical and Social Approaches
 Healthcare systems inherently operate within clinical paradigms, focusing on diagnosis, treatment, and risk management. This can conflict with the social model’s emphasis on autonomy, especially when professional assessments dominate decision-making or when organisational pressures prioritise efficiency over personalised care. Clinicians may struggle to balance medical expertise with the need to recognise social barriers and service users' subjective priorities.
2. Resource Constraints and Systemic Inequalities
 While the social model promotes barrier removal, many health and social care settings face funding shortages, workforce pressures, and limited infrastructure. Without adequate resources, commitments to accessibility and personalisation become difficult to translate into practice. For example, insufficient staffing can restrict the time available for meaningful shared decision-making.
3. Risk Aversion and Safeguarding Pressures
 The health and social care sectors often operate within highly risk-averse cultures. Safeguarding policies, although essential, can be implemented in paternalistic ways that undermine autonomy. Professionals may default to restrictive practices—such as limiting choice or independence—to reduce perceived liability, contradicting the social model's ethos.
4. Marginalisation of Certain Impairment Groups
 People with learning disabilities, dementia, or complex communication needs often experience barriers that require more than environmental modifications. Critics argue that a strict interpretation of the social model may inadequately address the reality of individuals who require substantial support or whose impairments fluctuate. Inflexible application may result in unmet needs or failure to recognise genuine medical or therapeutic requirements.
5. Implementation Gaps Between Policy and Practice
 Although policies increasingly reflect the social model, practice is inconsistent. Service users frequently report feeling unheard, disempowered, or constrained by rigid bureaucratic processes. This “implementation gap” suggests that cultural transformation within organisations lags behind legislative and policy ambitions.


[bookmark: _Hlk215349160]Recommendations for Strengthening Person-Centred Care Through the Social Model
To enhance the integration of the social model into health and social care, several evidence-informed recommendations can be made:
1. Promote a Balanced, Interactional Understanding of Disability
 Services should embrace a more nuanced approach that retains the social model’s commitment to rights and barrier removal but also acknowledges the embodied realities of impairment. Training programmes should introduce hybrid frameworks (e.g., biopsychosocial and relational models) to enhance practitioners’ understanding and reduce false dichotomies between medical and social paradigms.
2. Strengthen Co-Production and Lived-Experience Leadership
 Policy development, service design, and evaluation should actively involve disabled people as equal partners. Co-production ensures that services reflect the priorities of those they support rather than institutional convenience. This includes representation from diverse impairment groups and communities whose experiences have historically been overlooked.
3. Invest in Accessibility, Workforce Capacity, and Infrastructure
 Governments and service providers must commit to adequate funding to enable meaningful personalisation. Investment is required not only for physical accessibility but also for staffing levels, communication technologies, inclusive digital services, and training that equips professionals to deliver person-centred approaches effectively.
4. Reform Organisational Cultures and Risk Frameworks
 Risk management policies should prioritise enabling choice and independence rather than restricting them. Positive risk-taking frameworks can help practitioners support autonomy while fulfilling safeguarding duties. Leadership support is crucial to shift organisational culture away from paternalism.
5. Improve Accountability and Monitoring of Person-Centred Practice
 Clearer standards and auditing processes can help ensure that policies grounded in the social model are translated into practice. This may include user-led evaluations, quality-of-life outcome measures, and accountability mechanisms that reward autonomy-enhancing practices rather than solely clinical efficiency.
6. Ensure Inclusion of People with Cognitive, Communication, and Mental Health Impairments
 Policy and practice should adopt flexible approaches that recognise diverse support needs. Tools such as accessible information standards, supported decision-making frameworks, and communication-affirming environments can reduce exclusion and promote more equitable person-centred

[bookmark: _yxhgkynpipyk][bookmark: _Hlk215349201]Conclusion

The social model of disability has played a transformative role in shaping contemporary understandings of person-centred care. By challenging the individual-deficit assumptions of the medical model, it re-centred responsibility for inclusion on society and laid the groundwork for rights-based policies, personalisation, and co-production in health and social care. However, the model is not without limitations. Critics highlight its insufficient attention to the lived realities of impairment and its tendency to privilege certain experiences over others. Moreover, the practical implementation of the social model within complex, resource-limited health and social care systems remains challenging.
Nonetheless, rather than diminishing the model’s value, these critiques demonstrate the need for an enriched and flexible interpretation. When integrated with interactional frameworks and supported by adequate resources, strong leadership, and genuine co-production, the social model provides a powerful foundation for person-centred care that respects autonomy, promotes dignity, and recognises disabled people as active agents in their own lives. By addressing structural barriers while acknowledging individual realities, health and social care systems can move closer to delivering equitable, empowering, and truly person-centred support.
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