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Person-centred care has become one of the most important principles in health and social care practice in the United Kingdom. Care Act (2024) section1, established on the vision that human beings to be treated with worth, respect and empathy, whilst the individuals must be included in decisions concerning their care, treatment and support. Instead of giving general services, person-focused care identifies every person has unique needs, choices, values, ethnic identities and life encounters. This means care should be adapted to the individual instead of assuming the person fitting around services. This methodology is correlated with enhanced wellbeing, improved fulfilment and effective interactions between professionals and service users (NICE, 2021).
 A few theories and models aid person-centred care and specifically those that oppose discrimination and support empowerment. The most significant one of these is the Social Model of Disability. The Social Model explores that individuals are incapacitated not purely for physical, sensory, rational or mental impairments, but because people creates barriers that restrict involvement. alone (Shakespeare, 2018; Oliver, 2019). These obstructions might consist of isolated buildings, inadequate transport systems, bigoted attitudes, difficulties in communicating and strict guidelines (Shakespeare, 2018). This model hence shifts liability away from the individual and places it on societies, communities and governments.
The importance of the Social Model surrounded by health and social care is significant because Equality Act (2010) supports inclusion, anti-biased practice, fairness and personal independence. However, even with its significance, the model has also been critiqued for inadequate to acknowledge the effect of impairment and ill health. This composition disparagingly scrutinises the advent and development of the Social Model of Disability, considers evaluations and retorts to those criticisms, assesses its application within regulation, procedure and professional’s practice. Effectiveness in Partnership increases stability of care and lowers care duplication (CQC, 2022); (Glasby et al., 2023).
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The Social Model of Disability surfaced during the 1970s whilst a complete challenge to the traditional Medical Model of Disability. In the medical model, incapacity was largely viewed as an individual catastrophe, functional decline due to illness, injury or impairment. The society seen the person as the problem, and the answer was assumed to rest in medication, cure, recovery or professional management. Although medical support remains crucial in various conditions, critics reasoned the evaluation disregarded the broader social sources of barring and frequently placed disabled people as inactive receivers of care (Shakespeare, 2018).
The enhancement of the social version was extremely altered by disability rights movements in the United Kingdom, mostly associations such as the Union of the Physically Impaired Against Segregation (UPIAS). Activists explored that incapacitated people were deprived not mainly because of their impairments, although society unsuccessful to adjust transformation. For example, a wheelchair user may encounter more limitation from stairs and public transport and restricted doorways than from mobility impairment itself. Similarly, a deaf individual could face difficulty due to the lack of interpreters and communicating inclusive practices.
 A key impact of the Social Model was the difference between impairment and disability. Impairment is a condition modifying the body or mind, while disability describes as the social restrictions identified people with impairments. This characteristic was diplomatically important as it placed accountability within social structures instead of within the individual. It also reframed disabled people as citizens with fairness relatively than objects of humanity or belief (Equality Act, 2010).
Furthermore, the Social Model has become exceedingly powerful in disability studies, social policy and professional practice. It enlightened campaigns for identical access, independent living, inclusive education and anti-discrimination law. Hunt (2024) argues that structural inequalities altering disabled people persist to exist in areas such as poverty, employment furthermore housing, demonstrating that the model remains relevant in modern society.
However, the model has also evolved. While the original Social Model intentionally focused on social oppression, more recent interpretations acknowledge that disability is often shaped by an interaction between bodily experiences and environmental barriers. Consequently, many practitioners now adopt more integrated approaches while retaining the Social Model’s emphasis on rights and inclusion.
The social model of disability surfaced from the disability human rights movement in the United Kingdom in the late twentieth century. It contested the conventional Medical Model which viewed debility as an individual challenge affected by illness or impairment that needed treatment or cure as main problem. Instead, the social model grouped between impairment, (physical, sensory or cognitive difference) and disability, which is the inaccessibility of the environment, systems, the architectural building and make it socially segregation attitudes (Oliver, 2019).
The model developed through involvement needing equal rights, autonomous living and greater enclosure in society.  Shakespeare (2018) explained the social model of disability emphases on “fixing” social barriers, removing structural barriers such as inaccessibility transport, inequitable employment practices and deprived housing and oppression rather than trying to “fix” individuals with impairments. This was important because it inspired policy makers to highlight on fairness and social responsibility (Shakespeare, 2018).
In relative to person-centred care, the model assists independence, choice and dignity. It identifies that disabled people are doyens in their own ways and ought be participating in decisions involving their care and support (NHS, 2019).
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 Despite its major contribution, the Social Model has faced big criticism. One of the most common critiques is that it may devalue the lived experience of impairment. Many disabled families encounter pain, fatigue, ongoing sickness and conditions that cannot be removed by changes to the situation. For example, a person living with multiple sclerosis might be going through physical signs even in an approachable setting. Shakespeare (2018) argues that disability is more complicated than just placing blame in society.
Firstly, is that early types of the model driven primarily on physical disability and did not properly focus on learning disabilities, autism and mental health conditions. Critics argue that disability encounters are different and cannot always be justified through environmental obstacles alone (Goodley, 2020). Additionally, analysing the model could make simpler the role of healthcare specialists. In which, medical treatment, therapy and recovery remain critical for many people, medical prospects may be unlikely if a total rejection happened (Thomas, 2019).
A second critique is that the model possibly will not fully clarify hidden disabilities or mental health illnesses. People living with serious conditions for example, anxiety and chronic neurological situations may require both healthcare intervention and social modification. In such cases, solely social explanation might not be sufficient because biological and emotional factors are likewise important (Wade and Halligan, 2019). Further criticism concerns implementation, although the Social Model supports elimination of barriers and equal participation, organisations may lack the resources from organisations might not be necessary for fully inclusion in services. Furthermore, Obsolete buildings, staff shortages, inadequate training and resources all can inhibit the practical use of social model theory. This causes a gap connecting theory and reality
Lastly, these explores have led to improvement instead of rejection the model. Some people dispute that the Social Model was never planned to prevent the reality of impairment but support with holistic care. Instead, its purpose was to challenge the assumption that disabled people themselves were the cause of exclusion. Hunt (2024) notes that structural discrimination continues to shape disabled people’s experiences, reinforcing the model’s continuing importance. 
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The social model has greatly influenced legislation and policy in the UK. The Equality Act (2010) expects societies to stop discrimination and make realistic changes for disabled people. Although, established earlier, it stays central to modern practice in healthcare environment, and include accessible buildings, interpreters, clear information and longer arrangements wherever needed (UK Government, 2023).
The Care Act (2014) reflecting on social model theories by supporting wellbeing, avoidance and personal control over care. It underlines personal budgets and direct payments, granting people more choice over how support is decided (Care Act, 2021). This supports individuality and tailored care planning. The long-term plan of NHS promotes available, person-centred services and lowering health disparities. It identifies that restricted people often face poorer access to services and difficult outcomes, involving more inclusive systems (NHS, 2019). Even though, these policies are progressing, performance remains unpredictable. Several disabled people still report GP surgeries inaccessible, poor interaction and long wait in getting seen. This suggests a conflict between policy goal and service delivery (CQC, 2022).
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In practice, the social model aids professionals to adjust services around the individual, instead of requiring the person to change to services. For example, social workers might involve persons in their support plans, while hospitals could arrange communication benefits (NICE, 2021).
Person-centred care also includes identifying strengths and not focusing only on needs. For example, an individual mobility problem might wish to remain employed or socially active, which means, services must support these objectives via transport assistance or workplace adjustment (SCIE, 2020).
Monetary pressure remains another serious challenge. Glasby et al. (2023) discussed that adult social care has been historically underfunded despite its central role in supporting health systems and communities. Where services are overstretched, person-centred care may become difficult to achieve in practice. This demonstrates that progressive policy language alone is insufficient without adequate investment.
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Partnership working is essential to person-centred care because persons often need help from various agencies. Incapacitated people possibly will need healthcare, housing, education, work support and social care concurrently. The social model focuses that incapacity barriers exist across society, meaning no single establishment can sustain all needs alone (Glasby and Dickinson, 2021).
Effective collaboration working may require NHS teams, local authorities, carers, voluntary organisations and support groups, collaborating to provide coordinated support. For example, after hospital discharge, a person may need occupational therapy, home modifications and community care coordinated concurrently (SCIE, 2020). The important of collaboration involve progressed continuity of care, lowered repetition and consistent health outcomes. It gives empowerment to service users to enthusiastically involved in decision-making (Glasby and Dickinson, 2021).
However, challenges remain because several organizations can have conflicting precedence, separate budgets and reduced communication systems.  Possibility of   Information sharing can be delayed and inadequate and cause service users’ repetition of their story many times. In some cases, collaboration working is representative more than genuine, with professionals holding on to decision making (NHS, 2022). Consequently, while partnership working is broadly progressed in policy, succession rest on management, shared values, shared respect and adequate resources.

[bookmark: _Toc228310690]Recommendations for Policy and Practice
Firstly, disabled people must be fully included in service delivery and assessment their lived capability is critical to attaining genuine person-centred care (SCIE, 2020).
Secondly, necessary disability equality training should be given to all health and social care staff. This must include communication skills, unconscious bias and legal duties under equality legislature (NICE, 2021).
Thirdly, government fundings are needed in the community-based services, advocates, personal assistance and housing modifications, with insufficient funds, person-centred care cannot be always delivered (Care Act, 2021). Marmot et al. (2020) contend that better resources and funds are needed to reduce imbalances and enhance service provision. When the fundings are lacking, it is hard to deliver high quality, person-centred care and meet the diverse needs of individuals.
Fourthly, establishment of better technology systems would improve sharing of information between agencies to reinforce partnership working and reduce divided care (NHS, 2022). Finally, new policy should embrace an intersectional methodology distinguishing how disability relates with poverty, ethnicity, gender and ageing (Goodley,2020)
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In conclusion, the Social Model of Disability remains one of the most leading theories highlighting person-centred care in health and social care. By moving attention from impairment to socially established barriers, it has faced prejudice and promoted equality, inclusion and independence. The model has modelled important legislation and policy, including the Equality Act 2010 and the Care Act 2014, while also guiding professional values and service design. This essay has also explained that the Social Model has limits. It may dismiss pain bearing, disability and changing health conditions, however action can be problematic where services have no resources. For this reason, many practitioners now adopt broader holistic approaches.
Nevertheless, the Social Model remains highly significant because it challenges systems that stop people and prompts professionals that care should be planned around the person. When funding is satisfactory sustained, active partnership working and genuine participation, will give strong underpinning for fair, respectful and person-centred health and social care. The social model of disability remains one of the most influential theories supporting person-centred care. By shifting attention from impairment to social barriers, it promotes autonomy, equality and inclusion. It has shaped major UK legislation and policies such as the Equality Act, Care Act and NHS accessibility strategies.
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