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Introduction
The social model of disability provides a valuable perspective on person- centred care. The model replaces the focus on individual impairment with social limitations to the everyday opportunities in life (Oliver, 2023). This shift promotes person-centred care since the model outlines how inclusive environments and systems of support should be. When services are aimed at demanding environmental needs and not individual flaws many people have a better control over personal decisions (Griffiths, 2022). This strategy also assists employees in building care practises that honour autonomy and promote dignity in complex environments. The concept also underpins equal participation since disabled individuals possess valuable knowledge about individual needs and aspirations (Citron and Fuller, 2024). This essay aims at debating the creation, application and issues associated with the social model. The essay will describe the origin of the model and its evolution and the major controversies about the claims (Goldiner, 2022). The implication of the model on the current policy and daily practise will also be considered in the essay. The concluding parts will give recommendations to further development and provide a brief conclusion. The analysis will explain how the model will contribute to person-centred care in health and social care contexts today.
The social model of disability originated in the early nineteen seventies in the United Kingdom (Oliver, 2023). In 1972, the Union of the Physically Impaired Against Segregation was established by many disabled activists to protest against long-term institutional care methods. The activists also maintained that physical impairments were not the sole cause of many daily limitations but social attitudes and built environments (Mladenov, 2021). The concept became prominent as scholarly literature served to shape a common language of describing social barriers that disabled individuals face. In the early 1980s, Mike Oliver reinforced this development by explicating how disabling conditions are created in the society (Oliver, 2023). Economic exclusion and restricted access were the leading questions of many of the initial contributions, in the employment field. The model was also affected by political shifts as new rights movements were becoming stronger at the time (Griffiths, 2022). The social care reforms that were brought in the nineteen nineties also brought attention as most organisations were going through the ideas of independent living. Such reforms contributed to the establishment of new community support systems that encouraged personal choice and equal access. The model kept developing and researchers began investigating the connexions between disability, culture, and identity in modern settings (Brinkman et al., 2023). The model was also enhanced by the growth of global disability rights movements that demonstrated different experiences. 
The model was further enriched by the research of scholars into global disability rights movements. In the early 2000s, a series of movements demanded equal access in transport, housing, and education systems (Byrne, 2022). These movements advocated broader legal changes that favoured improved community inclusion in most areas. The UK policies enhanced this process by encouraging participation and autonomy in the support services. These developments were in line with increasing worries about equity in the life of the people and work (Ham, 2024). Social inclusion programmes which sought to eliminate physical obstacles and destructive attitudes were welcomed in many organisations. This trend helped enhance a greater coordination between service providers and disabled persons at the planning phases. The intersectional experiences, such as gender, class, and race considerations, were also a topic of many discussions (Brinkman et al., 2023). Through these discussions, social exclusion was prominently evidenced by a number of congruent pressures within various groups. The model went on to evolve as researchers examined connections amid disability and care expectations in communities. These discussions showed how care systems sometimes reduced independence rather than supporting personal choice (Mladenov, 2021). The model was also shaped by numerous debates that stimulated the increased focus on cultural differences. The social model of disability thus evolved in the face of continuous activism, research and policy change over a number of decades.
There are numerous criticisms that discuss the flaws of the social model of disability and provoke thought. One critique argues that the model sometimes ignores personal experiences involving pain or medical needs (Riddle, 2020). This point underscores the fact that environmental obstacles cannot be the primary reason behind all the daily struggles met. Another critique states that the model oversimplifies disability by separating impairment from social barriers too sharply (Goldiner, 2022). Some critics suggest that personal and social factors interact in complex ways across different situations. It is also feared that the model over-simplifies emotional experiences that are associated with stigma and identity concerns. Many discussions show how disabled people sometimes need medical help alongside social support programmes (Amundson, 2022). Another critique argues that the model does not always represent global disability experiences well (Griffiths, 2022). Most of the communities experience cultural and economic hindrances that are very different compared to the UK contexts. Critics further allege that the model is not entirely responsive to care expectations of families and support workers (Mladenov, 2021). These issues imply areas of incompleteness to the model in applying it in complex health environments. Additional criticisms address the danger of disregarding personal preferences in favour of emphasising external structures. Most researchers advocate that the disabled communities must be accommodated in more flexible ways (Thorneycroft, 2024). Autism research also raises concerns because some autistic people value neurological identity rather than barrier removal alone (Anderson-Chavarria, 2022). Such criticism demands the adoption of broader structures that will honour identity, rights, and personal pride. 
The adherents of the paradigm have reacted by broadening their debate to encompass culture, identity and emotional wellness (Brinkman et al., 2023). Other authors also claim that the model was not designed to completely substitute the beneficial medical care (Oliver, 2023). Advocates of this model have suggested the model is used to emphasise the importance of social responsibility as opposed to medical denial. Most answers thus promote the incorporation of society, medicine, and culture in order to understand them in a balanced manner. Global disability plans have now been made more inclusive of broader values that facilitate the elimination of barriers and empowerment of persons (GOV.UK, 2021). Most organisations also come up with inclusive policies that incorporate rights-based action with flexible care. These responses demonstrate that the model is still applicable in situations where broader views are taken.
Modern UK health and social care policy is highly influenced by the social model of disability. In contemporary policy, a lot of attention has been paid to equal access and inclusion in the community in the context of public services (Ham, 2024). These goals indicate decades-long movements that require the removal of barriers and treating disabled individuals well. The model has a direct impact on rights frameworks like the Equality Act 2010 since the legislation demands the reasonable adjustments in the everyday setting (GOV.UK, 2010). Such accommodations allow the disabled individuals to be more equally involved in workplaces and community environments. Care Act 2014 is also directed by the model as the Act promotes the objectives of the personal choice and independent living (GOV.UK, 2014). Such legal obligations promote individualistic planning, which considers personal preferences and strengths. The model is also used in many national strategies such as UK National Disability Strategy that is aimed at creating the long-term disability plans (GOV.UK, 2021). The strategy will mitigate physical, social and digital barriers that curtail daily opportunities. es. The model thus upholds the policy obligation that enhances equity in the provision of housing, education, and transport services. 
The model is associated with numerous strengths in terms of influencing policy frames across the sector. Among the strengths is a high degree of autonomy focus since disabled persons are becoming more engaged in decision making. Another strength concerns wider recognition of structural inequality within public services nationwide (Griffiths, 2022). These strengths assist organisations to formulate support systems that promote involvement and respect. Nevertheless, the model has difficulties when implementing it in policy circles. One of them is the lack of resources since most services are unable to eliminate all barriers within a short period. Another challenge concerns different interpretations regarding the purpose and limits of the model (Goldiner, 2022). These differences sometimes cause confusion when designing guidelines across varied regional services. It is also feared that emergency policies can prioritise rights in times of crisis, and this includes the pandemic state of affairs (Sabatello et al., 2020). These pressures show how practical constraints sometimes weaken rights-based commitments. Another challenge involves diverse experiences because many disabled people require combined medical and social support. This conflict demands equilibrium policies that will acknowledge individual needs and uphold autonomy. There are also practical impediments in the systems of the population that bring delays in the implementation of policy objectives. These issues presuppose the necessity to design the policies flexibly to meet the needs of various societies.
The social model of disability affects practise in most health and social care environments. Most organisations are now encouraging employees to find environmental obstacles instead of attributing impairments alone (Edwards and Best, 2020). This transformation makes the professionals aware of how the physical space and attitude restrict the chances of participation. Most care teams employ inclusive planning instruments that enhance the process of choice in the assessment phases. The model is also inclusive of person centred models since service users become meaningfully involved in the care planning. This engagement enhances independence and the decisions made are based on personal needs and objectives (Griffiths, 2022). Most communication practises adopted by workers today are considerate of identity and emotion. These habits assist the handicapped individuals to build trust and confidence when receiving assistance. The model promotes the change of such aspects like accessing rooms, visibility, and flexible schedules. Such adaptations assist individuals to interact in health settings in a safe and comfortable manner. Principles of independent living are also supported by the model in home-based care environments. Most workers assist in eliminating obstacles in everyday personal control that are restricted in conventional settings (Mladenov, 2021). Model principles can obviously be of benefit to service users when teams practise them effectively. Most individuals feel better about themselves due to the support systems that value their strengths as opposed to their problems. Several of them also have broader opportunities in the employment, education, and community environments (Brinkman et al., 2023). The model assists the professionals to concentrate on the partnership since the disabled individuals have a wealth of knowledge about the day to day needs. Such alliances facilitate better planning and understand each other well on the care procedures. Nevertheless, practise environments also have impediments in the implementation of the model to the fullest extent. A staffing limitation is one of the obstacles, as many of the teams are not fast enough to change the environments. Another barrier concerns rigid procedures that sometimes ignore personal choice or flexibility (Ham, 2024). Most of the workers are also not trained about the social barriers and inclusive ways of communication. These loopholes restrain the capabilities of this model in the pressurised care settings. Other problems also include cultural assumptions since employees can ignore identity issues. Autism services also show gaps because some models do not reflect autistic preferences (Anderson-Chavarria, 2022). Such problems prove that reflection and more proper training are required. These issues must be addressed to facilitate more person-centred care across many settings.
Among the recommendations is to increase training programmes explaining social barriers and inclusive communication. Such programmes can guide workers to comprehend intricate experiences that influence disabled individuals in any setting (Brinkman et al., 2023). Another recommendation involves strengthening rights-based frameworks through clearer guidance supporting independent living. This guidance must be in line with the responsibilities outlined in the Care Act 2014 and the Equality Act 2010. Another recommendation is to enhance the resources that help in environmental adjustments within key services. The investments enable organisations to eliminate obstacles that restrict daily access and participation. Another recommendation involves enhancing collaboration with disabled communities during planning and policy review stages. Such involvement ensures that policies reflect lived experience and cross-cuts identity issues (Griffiths, 2022). The final recommendation is to embrace a balanced framework, which includes social, cultural, and medical views. These integrated strategies would defend care systems that uphold autonomy and respond to health requirements.
Conclusion
The essay has demonstrated that the social model emerged through activism, research and policy change. Person-centred care is central to the model since it identifies the barriers to autonomy and inclusion (Oliver, 2023). The model has become important in the establishment of fairness in the promotion of various vital services in many policies and practises. The critique and responses identified in the analysis were also critical and formed broader comprehension. The model is also effective when used in flexible and inclusive ways. Training, involvement and balanced structures that accommodate diverse experiences should be considered in the future development. Such practises will enhance person-centred care and enhance outcomes in both health and social care settings.
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