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Introduction.
Person-centred care has become a central organising principle in contemporary health and social care policy that pinpoint on dignity, autonomy, and collaboration between professionals and service users. Among the theoretical frameworks underpinning person-centred care is the social model of disability stands out as particularly influential. Developed in the 1970s and 1980s by disability activists (Oliver, 1990), the social model distinguishes between impairment a physical, sensory, or cognitive difference and disability. It sees disability as a socially produced set of barriers that restrict participation.
This essay critically explains the social model of disability and its relevance to person-centred care. It analyses the strengths, limitations, and policy or practice implications of applying the model in health and social care settings. While the model has driven significant improvements in rights-based policy, critics argue that it oversimplifies complex lived experiences and insufficiently addresses embodied realities (Shakespeare, 2014).
The essay considers how the social model can inform person-centred approaches while also exploring the challenges of immerging it alongside biomedical and biopsychosocial perspectives. (The social model of Disabilities, 2023).


The Social Model of Disability.
The emergence of the model.
The social model emerged from the British disability rights movement, particularly the Union of the Physically Impaired Against Segregation (Adam and Koutsoklenis, 2023). The British organisation Union of the Physically Impaired Against Segregation (UPIAS) played a foundational role by distinguishing between impairment (physical, mental, or sensory condition) and disability (social restrictions imposed on people with impairments) (UPIAS, 1976). This model argued that disability results from social oppression rather than individual deficit. Oliver (1990) further theorised this distinction, framing disability as a political category and emphasising that social structures, rather than impairments, limit participation. The model declares that inaccessible environments, discriminatory attitudes, and exclusionary institutional practices produce disability. (Murnan, 2025)
This perspective contrasts significantly with the traditional medical model, which views disability as an individual problem requiring professional intervention or cure (Barnes & Mercer, 2010). In other hand, the social model shifts disability from the individual body to the social environment, providing a powerful foundation for person-centred care. This model emphasises choice, voice, and agency, rather than professional dominance.  (Athanasios koutsoklenis and Adam, 2024).
Building on this, Michael Oliver formally attached the social model in 1983 as a critique of the then dominant medical model. This model saw disability primarily as an individual problem requiring treatment or rehabilitation. Instead, the social model argued that disability is created by societal barriers physical, attitudinal and institutional rather than by impairments themselves.

Key developments of the concept.
Since its emergence, the social model has become influential in disability policy, rights movements, and academic fields such as disability studies and sociology. 
Policy Influence: The model significantly shaped UK legislation and international frameworks, influencing the thinking behind the UN Convention on the Rights of Persons with Disabilities (Shakespeare, 2013).
Expansion in Academia:  Scholars expanded the model into structural and materialist analyses, focusing on capitalism and labour relations and Socio-political models, emphasising exclusion by institutional systems (Barnes, 1991).
Emphasis on Independent Living: Activist movements used this model to advocate for personal assistance and equal participation.

Critiques of the Social Model: 
While influential, the social model has faced several critiques from scholars, practitioners, and disabled individuals.
Neglect of Impairment: Critics argue that the model downplays the lived experience of pain, fatigue, or severe impairments, implying that all problems stem from society (Shakespeare, 2006).
Overemphasis on Structural Barriers: Some suggest that it focuses too heavily on social and physical barriers and does not adequately address cultural, emotional, and psychological dimensions of disability (Thomas, 1999).
Limited Applicability Across Diverse Groups: People with learning disabilities, mental health conditions, chronic illnesses, and neurodivergence have argued that the model does not fully capture their experiences.
Binary Distinction Between Impairment and Disability: The social model separates impairment (biological) and disability (social), which critics argue is simplistic and ignores the interaction between the body and society (Shakespeare, 2013).
Western-Centric and Politically Narrow: Some scholars argue that the social model originated in a specific socio-political context (UK Marxist activism) and may not translate well into global, cultural, or non-industrial contexts (Meekosha, 2011).

Responses to these critiques.
In response to these critiques, proponents and scholars have refined the social model rather than rejecting it.
The Affirmation Model and Embodied Models: Some scholars propose integrating impairment experiences into the model in ways that still avoid individual blame. For example, the affirmation model emphasises disability pride and lived experience (Swain & French, 2000), while embodied approaches acknowledge both biological and social elements.
The Relational Model: Nordic scholars argue that disability results from the interaction between individual bodies and environments, bridging the gap between medical and social models (Tossebro, 2010).
The Human Rights Model: The UN system combines social-structural elements with an emphasis on dignity, participation, and equality, offering a more holistic approach than the original social model (Degener, 2016).
Intersectional Approaches: Responses include recognising how disability intersects with race, gender, class, and geography, addressing the critique that the social model reflects a narrow political context (Meekosha & Shuttleworth, 2009).
Proponents’ Defence: Defenders argue that the social model was never intended to provide a complete explanation of disability but rather as a political tool for change. They emphasise that its purpose was to shift public thinking away from individualised, medicalised views (Oliver, 2013).
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Person-Centred Care and the Social Model of Disability.
Person-centred care places individuals at the centre of decision-making, respecting their values, preferences, and lived experiences (McCormack & McCance, 2017). This aligns with the social model, which emphasises autonomy, empowerment, and recognition of the person beyond their impairment. The social model rejects the notion of disabled people as passive recipients of care and instead promotes co-production and shared decision-making approaches, which are increasingly insert in policy (Needham & Carr, 2009).  For instance, policies such as personal budgets and direct payments in the UK reflect social-model principles by empowering individuals to exercise control over their care arrangements (Glasby & Littlechild, 2009). The social model also underpins accessibility legislation, anti-discrimination frameworks, and inclusive design initiatives that aim to reduce barriers and promote more equitable participation. (Bing, 2023)


Strength of the Social Model in Supporting Person-Centred Care.
Empowerment and Autonomy: The social model empowers service users to define their own needs, rather than having them interpreted through professional or medicalised lenses. This aligns with person-centred care’s emphasis on partnership, dignity, and respect. Individuals who feel empowered in decision-making often report improved well-being and greater satisfaction with services (Joseph-Williams et al., 2014).

Rights Based Approach: The social model has significantly influenced international legislation, such as the UN Convention on the Rights of Persons with Disabilities (UNCRPD), which frames disability as a human rights issue. Rights-based frameworks promote inclusive, person-centred practice by mandating accessibility, non-discrimination, and equality (Degener, 2016).

Challenging Professional Dominance: Person-centred care requires shifting away from paternalistic models of practice. The social model critiques professional authority, particularly the prioritisation of clinical expertise over lived experience, encouraging more collaborative and respectful relationships (Barnes & Mercer, 2010).

Structural Focus: The model draws attention to wider social determinants of health, such as poverty, employment, housing, and transport. This highlights that person-centred care must address environmental as well as clinical needs, aligning with strengths-based and holistic approaches now common across health and social care.


Limitations and Critiques of the Social Model.
The social model, despite its many strengths has faced criticism for several limitations. Firstly, it oversimplifies impairment, neglecting the embodied experiences of pain, fatigue, and cognitive differences. Critics argue that this rigid separation from disability neglects the complexity of how both shape daily life for many individuals. Person-centred care requires acknowledging and responding to this complexity rather than adhering to strict theoretical boundaries.
Secondly, the model often treats disabled people as a homogenous group, overlooking the fact that experiences of disability are shaped by intersectional factors such as gender, race, class, age, and culture. Intersectional approaches are essential for delivering equitable person-centred care, but the original social model provides limited guidance on this.
Thirdly, a purely social interpretation of disability may risk minimising the importance of clinical support needs in healthcare settings. Clinicians must address medical needs such as symptom management, rehabilitation, and treatment. Person-centred care requires balancing clinical insight with social barriers, not substituting one for the other.
Lastly, despite its influence on policy, the social model faces implementation challenges. Barriers such as limited resources, workforce shortages, and institutional resistance can undermine efforts to embed social-model principles into routine practice. (Beresford, 2016)


Implication for Health and Social Care Policy.
Policy Alignment with Person-centred values.
Modern policies increasingly reflect social model thinking. For instance, the Care Act 2014 in England emphasises wellbeing, participation, and independence, aligning closely with person-centred principles. Similarly, the shift towards integrated care systems aims to coordinate services around individual needs rather than organisational silos.
Accessibility and Inclusive Design
Policies informed by the social model promote universal design in public spaces, digital services, and health environments. Ensuring accessible communication, such as easy-read formats or BSL interpreters, is crucial for equitable, person-centred care.

Co-Production and Service User Involvement 
The social model supports policy shifts towards engaging disabled people in service design, delivery, and evaluation. Co-production ensures that services respond to real needs rather than assumed professional priorities (Bovaird & Loeffler, 2012).
Implications for Practice
Holistic Assessments: Practitioners should adopt assessment approaches that explore environmental, social, and attitudinal barriers, not just clinical factors. Person-centred assessments emphasise strengths, preferences, and goals rather than deficits.
Collaborative Decision-Making: Shared decision-making requires practitioners to respect lived experience as a legitimate form of expertise. Training in communication, cultural competence, and trauma-informed care can help practitioners deliver care that aligns with both the social model and person-centred values.
Advocacy and Structural Change: Practitioners may need to advocate for accessible housing, benefits, employment rights, or social supports. Person-centred care extends beyond direct clinical tasks to challenging systemic inequalities that affect wellbeing.
Balancing Models in Practice: Most contemporary guidance recommends integrating the social model with the biopsychosocial model, which acknowledges interactions between biological, psychological, and social factors (Engel, 1977). This balanced approach supports practical, nuanced person-centred care.










Conclusion.
The social model of disability provides a vital theoretical foundation for person-centred care, offering a transformative shift from medicalised, deficit-focused interpretations of disability toward a rights-based, empowerment-oriented perspective. It has significantly shaped modern health and social care policy, promoting inclusivity, autonomy, and structural change. However, the model also has limitations, particularly its relative neglect of embodied experiences, intersectionality, and the role of clinical care. For person-centred care to be fully realised, practitioners and policymakers must integrate the strengths of the social model with more holistic approaches such as the biopsychosocial model. This blended framework recognises impairment-related needs while also addressing the social barriers that restrict participation. Ultimately, critical engagement with the social model can help health and social care systems deliver more equitable, respectful, and genuinely person-centred support. The social model of disability emerged as a radical shift away from medicalised understandings, focussing on societal barriers as the root of disability. While influential and empowering, it has faced critiques regarding its treatment of impairment, applicability, and conceptual binaries. These critiques have broadened disability theory, leading to integrated, relational, and rights-based approaches. Despite these criticisms, the social model remains a cornerstone of disability activism and policy.
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