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Introduction
Person-centred care asks practitioners to see the whole person and to shape support around what matters to them. One of the most influential ideas behind this approach is the social model of disability. Rather than locating disability in a person’s body or mind, the social model argues that people with impairments are disabled by barriers in society. This essay critically discusses the model. It first outlines how the model emerged from the disabled people’s movement, how it developed, the main critiques and the responses to them. It then examines how the model has been applied to UK health and social care policy and practice, focusing on four types of barrier, environmental, organisational, attitudinal and communication, and on the duty to make reasonable adjustments under the Equality Act 2010. Finally, it makes recommendations for policy and practice and considers their limitations. In health and social care, the model is important because it changes the question practitioners ask from ‘what is wrong with this person?’ to ‘what is stopping this person from taking part?’, which is the starting point of person-centred practice. The model also matters because disabled people still experience unequal outcomes. For example, adults with a learning disability whose deaths were reviewed in 2023 died on average about 19.5 years younger than the general population (White et al., 2024).
The Development of the Social Model of Disability
Emergence
The social model grew out of disabled people’s own activism rather than from professionals. In its booklet Fundamental Principles of Disability, the Union of the Physically Impaired Against Segregation [hereafter UPIAS] distinguished impairment, a limitation of the body, from disability, which it defined as ‘the disadvantage or restriction of activity caused by a contemporary social organisation which takes no or little account of people who have physical impairments’ (UPIAS and Disability Alliance, 1976, p. 14). Its central claim was that ‘it is society which disables physically impaired people’ (UPIAS and Disability Alliance, 1976, p. 3). This reversed the dominant medical, or individual, model, which treats disability as a personal tragedy to be cured or managed by professionals. Under the medical model, many disabled people lived in segregated institutions where professionals made decisions for them, which is why UPIAS placed segregation at the centre of its name and argued that disabled people themselves should lead change.
Development
Oliver (1990) turned these ideas into a sociological account, arguing that disability is produced by the way society is organised, including work, welfare and professional power. Oliver (2013) later explained that he introduced the term ‘social model of disability’ some thirty years earlier as a practical tool for professionals and activists. The model proved politically powerful. By identifying barriers that could be removed, it gave disabled people’s organisations a clear agenda, and its influence can be seen internationally in the United Nations [hereafter UN] Convention on the Rights of Persons with Disabilities, which recognises that disability ‘results from the interaction between persons with impairments and attitudinal and environmental barriers’ (UN, 2006, preamble para. (e)).
Critiques
The model has faced several critiques. Crow (1996), writing as a disabled feminist, argued that by focusing only on barriers, the model silenced discussion of pain, fatigue and illness, which affect people’s lives whatever the environment, and called for impairment to be brought back into the analysis. Shakespeare and Watson (2001) went further, describing the strong social model as an outdated ideology. Shakespeare (2014) argues that the sharp division between impairment and disability is untenable, because disability results from an interaction between individual and contextual factors. Thomas (2004) adds that the social model overshadowed an earlier social relational understanding of disability developed by Finkelstein and Hunt. Internationally, the World Health Organization [hereafter WHO] (2001) adopted a biopsychosocial framework, the International Classification of Functioning, Disability and Health, which combines medical and social perspectives.
Responses to the critiques
Defenders reply that the model was never intended to explain everything. Oliver (2013) argued that it was a tool for change, and that energy spent debating it had distracted from defending disabled people’s rights at a time of welfare cuts. Owens (2015) suggests a middle way: the critiques can be addressed by recognising different forms of power and giving a fuller account of the body, without abandoning the model’s political strength. In practice, therefore, the social model remains the foundation of disability rights in the UK, but it is most useful when combined with attention to impairment and to the person’s own experience.
Application of the Social Model in Practice
Policy
The social model has shaped UK policy, but unevenly. The Equality Act 2010 defines disability in individual terms, as a physical or mental impairment with a substantial and long-term adverse effect on normal day-to-day activities, usually lasting 12 months or more (GOV.UK, 2025). However, its duty to make reasonable adjustments reflects social-model thinking. Section 20 of the Equality Act 2010 requires service providers to take reasonable steps where a provision, criterion or practice, or a physical feature, puts disabled people at a substantial disadvantage, and to provide auxiliary aids, and the provider cannot charge the disabled person for the cost. The Equality and Human Rights Commission [hereafter EHRC] (2026) explains that this duty is anticipatory: providers must consider barriers before a disabled person arrives. Health and social care policy builds on this. The Care Act 2014 requires local authorities to promote wellbeing, including control over daily life, and the Accessible Information Standard requires NHS and adult social care providers to identify, record, flag, share, meet and review people’s communication needs (NHS England, 2025).
Practice: the four barriers and reasonable adjustments
Disability Wales (no date) groups disabling barriers into environmental, organisational, attitudinal and communication barriers. Table 1 applies these to a GP practice and shows how reasonable adjustments can remove them.
Table 1: Barriers to using a GP practice and examples of reasonable adjustments
	Barrier
	Example in a GP practice
	Reasonable adjustment

	Environmental
	Steps at the entrance, no accessible toilet, a crowded and noisy waiting room
	Ramp or level access, accessible toilet, height-adjustable couch, a quiet waiting space (NHS England, no date)

	Organisational
	Telephone-only booking at 8am, fixed 10-minute appointments, standard letters
	Several ways to book, longer or first appointments of the day, adjustments recorded on a Reasonable Adjustment Flag (NHS England, no date)

	Attitudinal
	Assuming the person cannot decide, speaking to their carer instead of them
	Speaking directly to the person, training co-delivered by disabled people (Disability Wales, no date)

	Communication
	No British Sign Language (BSL) interpreter, information only in standard print, no hearing loop
	BSL interpreter, easy read letters, hearing loop, information in the person’s preferred format (NHS England, 2025)



A practical example shows how these adjustments work together. When a Deaf patient registers with a practice, staff should identify and record that they use BSL and flag this on their record (NHS England, 2025). For each appointment, the practice books an interpreter and a longer slot. Under section 20(7) of the Equality Act 2010, the practice must not ask the patient to pay for the interpreter. Similarly, a person with a learning disability may be offered the first appointment of the day, a quiet room and an easy read summary. These steps change the service rather than the person, which is the core of the social model. The same thinking applies in social care. A Care Act 2014 assessment that asks what prevents a person from achieving their outcomes, such as an inaccessible bathroom or a lack of transport, focuses on removing barriers rather than only on the person’s condition.
Problems in application
Despite this framework, barriers persist. The LeDeR review of deaths of people with a learning disability found that, in 2023, 27.3% of reviewed deaths involved at least one reasonable adjustment that should have been provided but was not, and that 38.8% of deaths were avoidable compared with 21.6% in the general population (White et al., 2024). At a national level, the UN Committee on the Rights of Persons with Disabilities [hereafter UN CRPD Committee] (2016) found grave or systematic violations of disabled people’s rights to independent living, an adequate standard of living and work, linked to welfare reforms. A 2024 follow-up found that the UK had still not taken adequate steps to address them (Disability Rights UK, 2024). Three further problems remain. The legal definition of disability is still largely medical, so people may need to prove their impairment before barriers are addressed. Adjustments often depend on the person asking, which shifts responsibility back onto them. Finally, as Crow (1996) warns, removing barriers alone does not meet needs such as pain management or fatigue.
Recommendations for Policy and Practice
First, services should co-produce changes with disabled people and their organisations. The UN CRPD Committee’s 2024 follow-up criticised the limited involvement of disabled people’s organisations in decisions that affect them (Disability Rights UK, 2024). Co-produced access audits of premises, booking systems and letters would identify barriers that staff do not notice. The limitation is that co-production takes time and funding, and it can become tokenistic if feedback is not acted on.
Second, organisations should make the anticipatory duty real by fully implementing the Accessible Information Standard and the Reasonable Adjustment Digital Flag, which all publicly funded services must be able to share, write and read by 30 September 2026 (NHS England, no date). Regular audits should check not only that adjustments are recorded but that they are delivered. This could reduce the missed adjustments identified by White et al. (2024), although information systems and staff time remain limiting factors.
Third, training should challenge attitudinal barriers. The Health and Care Act 2022 now requires providers registered with the Care Quality Commission to ensure that staff receive training on learning disability and autism appropriate to their role, and the Oliver McGowan Mandatory Training is the recommended package (GOV.UK, 2026). Similar training, co-delivered by disabled people, should cover sensory and physical impairments. However, training alone does not change practice unless managers model inclusive behaviour.
Finally, care planning should balance the social model with attention to impairment, as Shakespeare (2014) and Crow (1996) suggest. Personalised assessments under the Care Act 2014 should record both the barriers a person faces and their health needs, such as pain or fatigue. This approach is more person-centred, but it relies on assessors having time and adequate local authority funding, which is under pressure.
Taken together, these recommendations would benefit service users in practical ways: fewer missed appointments because information arrives in an accessible format, interpreters booked in advance because needs are flagged, and greater confidence because staff speak directly to them. Staff would also benefit from clearer records and less uncertainty about what to do. The main limitation is resources. Adjustments must be reasonable, and cost and the size of the organisation are relevant to what is reasonable, with larger providers expected to bear higher costs (EHRC, 2026). Under-funded services may therefore struggle to go beyond the minimum, so outcomes should be monitored, for example through LeDeR reviews, to show whether changes are working.
Conclusion
The social model of disability emerged from disabled people’s activism and redefined disability as the result of barriers rather than individual deficit. It has been criticised for neglecting impairment and for oversimplifying the relationship between body and society, but its defenders argue that it remains a powerful tool for change. In the UK, the Equality Act 2010 duty to make reasonable adjustments puts the model into practice by requiring services to remove environmental, organisational, attitudinal and communication barriers. Evidence of missed adjustments and continuing rights concerns shows that implementation is incomplete. Co-production, full use of accessible information and reasonable adjustment flags, training led by disabled people and care planning that also addresses impairment would help services make person-centred care a reality for disabled people.
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