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1. Introduction
One of the fundamental values of health and social care today is that it is person-centred, which means that it is about the needs, preferences and rights of the individual rather than their condition. One of the fundamental principles of this is the Social Model of Disability, which states that disability is primarily caused by social, environmental and attitudinal factors, rather than by disability itself. This essay will look at the history and evolution of the Social Model of Disability, how it has shaped health and social care policy and how it is used in adult community social care. It critically appraises the strengths and weaknesses of the model, provides recommendations for policy and practice and then reflects on the importance of the model in supporting inclusive, person-centred care. 
2. Emergence and Development of the Social Model of Disability
Disability was long interpreted in the medical model, which saw the disability as a problem in the person as a result of illness, injury or impairment, and the solution as treatment or cure. The Union of the Physically Impaired Against Segregation, on the other hand, contended that disability is a product of society, which imposes physical, social and attitudinal barriers (UPIAS, 1976). Oliver (2012) built on this, and differentiated between impairment (the physical, sensory or mental difference of an individual) and disability (the barriers set up by society). This view was used to encourage the independent living movement and to encourage disabled people to have choice and autonomy. Thomas (1999) later suggested a social-relational model, which acknowledged impairment and social barriers, as well as the human rights model which focused on equality, dignity and legal rights (Lawson and Beckett, 2021). 
Figure 1: How the Medical Model and the Social Model explain disability differently, and where each one looks for the solution.
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The medical model and the Social Model locate the cause of disability – and hence the solution – in quite different places, as Figure 1 illustrates. This is the point from which all that follows in this essay begins. 
3. Critiques of the Model: A Critical Synthesis
In spite of its influence, the Social Model of Disability has been subjected to important criticisms. Thorneycroft (2024) suggested that social barriers can't be the only barriers because the lived experience of pain, fatigue and illness is not addressed. Thorneycroft (2024) also challenged the separation of the concepts of impairment and disability, arguing that social attitudes also influence impairment. Criticisms of the model include that it primarily captures the experiences of physically-abled activists and does not consider the intersectionality of disability and race, gender, poverty and migration status (Slayter and Johnson, 2024; Havercamp et al., 2025). As noted by Rivas et al. (2025), both critiques are important to consider for everyday assessment and planning for care, but the second is more relevant to policy development and equitable service provision. In response, Adam and Koutsoklenis (2023) stated that the Social Model is still very much needed as it offers a collective model for equality and dignity (Lawson and Beckett, 2021). The model is not replacing the human rights approach and the social-relational perspective but it complements and supports it in strengthening person-centred care, acknowledging social barriers and individual experiences (Thomas, 1999). 
4. Application to Health and Social Care Policy and Practice
Much of the policy in the UK for health and social care is based on the Social Model of Disability. Under the Equality Act 2010, the duty to make reasonable adjustments falls on the services, and this means that the service must take steps to remove the barriers instead of expecting the individual to change (Great Britain, 2010). Likewise, the Care Act 2014 encourages personalisation through the use of personal budgets and increased choice (Great Britain, 2014). NICE (2018) advises that support plans prioritise what is important to the person. Policy and practice have also increasingly focused on co-production, such as the Welsh Disability Rights Taskforce, and evidence indicates that co-production has benefits for person-centred outcomes (Nordin et al., 2023). But there are still many difficulties to be overcome in putting these ideas into action (Foster, 2024). 
5. Applying the Social Model in Adult Social Care Services for Disabled Adults in the Community
Adult social care services for disabled adults in their communities are a good example of the application of the Social Model of Disability. The Care Act 2014 states that assessments and care planning should start with the person's goals and desired outcomes, not their diagnosis, and NICE (2018) recommends that support planning should focus on what is important to the person. Eligibility criteria and risk management, however, bring the focus back to impairments and not eradicate social barriers, as pointed out by SCIE (2023). Personal Budgets are an important Social Model concept whereby disabled people have more choice and control. The evidence found by Robinson et al. (2022) indicates that overall, personal budget users tend to be more satisfied and have higher wellbeing, but that gains are not consistent, with those who have better support networks and higher health literacy benefiting more from the personal budget system. Reasonable adjustments are also at the heart, but Moloney et al. (2025) noted that they are often made on a case-by-case basis, not as part of services. Although NICE (2018) advises accessible information and adequate consultation time, this is not always the case. Co-production also embodies Social Model values as disabled people are equal partners in the planning of support. In a systematic review, Nordin et al. (2023) identified that co-produced services are more reflective of people's lives and enhance trust. However, SCIE (2023) found that a number of factors were significant obstacles to meaningful co-production, including limited staff time, organisational culture and financial pressures. This means that professionals may continue to have decision-making authority as they are still responsible for protecting budgets and risk management. A lack of staff and funding further limits the provision of relationship-based, person-centred practice, and there is a disconnect between the principles of the Social Model and the practice of community adult social care. 
Table 1: How the Social Model of Disability is applied in adult social care services for disabled adults living in the community, and the evidence for benefits and limitations in each area.
	Practice area
	How the Social Model shapes it
	Evidence of benefit
	Evidence of limitation

	Assessment and care planning
	Starts from the person's own goals and outcomes, not only their diagnosis
	Person-centred planning increases the relevance of support (NICE, 2018).
	Still often shaped by eligibility thresholds and risk management (SCIE, 2023).

	Personal budgets
	Places purchasing power and choice directly with the disabled person
	Linked to better wellbeing and service satisfaction (Robinson et al., 2022).
	Benefits unevenly spread; better-networked people gain more (Robinson et al., 2022).

	Reasonable adjustments
	Places responsibility on services to adapt, not on the person to cope
	Supports dignity and access for people with intellectual disability (Moloney et al., 2025).
	Mostly individual, ad hoc fixes rather than system-level standards (Moloney et al., 2025).

	Communication accessibility
	Requires information to be given in a format the person can use
	Improves understanding and confidence in decisions (NICE, 2018).
	Inconsistent; often depends on individual staff effort rather than systems

	Co-produced support plans
	Involves the person as an active partner in designing their own support
	Linked to services that fit better and are more trusted (Nordin et al., 2023).
	Time, cost, and culture remain the main barriers (SCIE, 2023).


Table 1 brings these five areas of adult social care practice together and reveals a consistent pattern – the Social Model determines the purpose of services, and the resourcing and organisational habits determine what actually occurs. 
6. Benefits and Limitations in Adult Social Care Practice
Bringing this evidence together, using the Social Model to guide adult social care in the community has clear benefits. It promotes the disabled person's autonomy and dignity; the focus is on the disabled person, not their diagnosis, in assessment and planning (Nordin et al., 2023). It enables people to participate and choose, for example, by using personal budgets and co-produced support plans, and where communication is made accessible, it develops trust between the person and the service (Robinson et al., 2022). 
Meanwhile, real restrictions become apparent when the model is brought to the practice. Choice and control is not the same for all, and providers with more resources are better able to put in place co-production and reasonable adjustments than under-resourced providers (SCIE, 2023). Consultation can be tokenistic if it is not adequately resourced and/or timed. Risk and accountability for safeguarding create a situation where professionals can be left to manage risk, rather than share power, despite policy seeking partnership. Communication barriers remain when accessible formats are reliant on individual staff and not organisational systems (NICE, 2018). Last, Morris and Thorneycroft (2024) pointed out in their earlier critique that a model based on the elimination of external barriers does not necessarily tell much about the effects of pain, fatigue, or impairment that cannot be completely eliminated by reasonable adjustment. 
7. Recommendations for Health and Social Care Policy and Practice
Based on this evidence, this essay offers three recommendations, each of which is sufficiently detailed to demonstrate how it could be put into practice. 
Fund and protect time for co-production
Local authorities and social care providers should provide time and payment for service-user input, not as an unfunded addition, if this is to be done in a way that is co-produced. This would be achieved through the creation of paid participation and protected staff hours within commissioning contracts based on the barriers identified by SCIE (2023). If done well, this would enhance the adaptability of support plans to people's lived experiences and boost trust in support services (Nordin et al., 2023). It would need continued funding for participation payments, staff time and accessible materials, many of which are under-resourced, and these providers may not be able to implement it as well as others, which could lead to better-resourced organisations doing more than others. Evaluation of success might be measured using repeat surveys of staff and service users in a similar fashion to the current SCIE survey and the reduction in the numbers of staff and service users who report that time, cost and culture are barriers over time. 
Move reasonable adjustments from individual fixes to system-level standards
Social care commissioners should consider adopting reasonable adjustments that are system-wide rather than individual cases, as suggested by Moloney et al. (2025). The responsibility would be with provider organisations and local authority commissioners, who would establish minimum accessibility and communication standards that would automatically apply unless requested. This would be beneficial to service users as they would not have to request the same adjustment again and again and would ensure consistency of support for users when staff changes occur. It would take investment in staff training and accessible information systems. One potential downside is that it could become ‘tick the box' mentality and prevent staff from responding to the individual's needs, not just compliance, so it is important to assess success with direct feedback from disabled service users. 
Pair the Social Model with the human rights model in funding decisions
Policy should be developed in line with the Social Model of Disability and the human rights model as suggested by Lawson and Beckett (2021), which is a complementary approach. If this is incorporated into statutory guidance, this would help ensure that decisions about personal budgets and eligibility are made as a question of rights, not just resources. This is a duty for both central and local government, and should increase consistency in adult social care. This would give disabled people a stronger legal basis to challenge funding decisions which are unfair and would increase accountability. Its effectiveness does, however, require proper local advocacy and legal assistance, which is not always available. The potential also exists for escalating confrontational conflicts and postponing decisions. Assessment should be based on trends in personal budget appeals, review outcomes and service user satisfaction (Lawson and Beckett, 2021). 


8. Conclusion
The principles of person-centred care are based on concepts that focus on the person rather than on the illness. The Social Model of Disability has done just that for nearly half a century, focusing on the barriers that exist in society, rather than the body of the person. This essay has demonstrated the positive impact of this work when applied to adult social care for disabled adults in the community, while also revealing some important constraints, such as in terms of the resources available, consistency, and the model's limited attention to the impact of impairment. There is no need to replace the Social Model. It requires funding, system-level standards and a closer connection to legal rights, so that the partnership that is promised in writing is what disabled people experience when they access adult social care in their own homes and communities. 
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