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Introduction 
Disability is no longer being understood in the manner of an individual impairment and as the mutual relationship of health and social structures and barriers generated to restrict participation (World Health Organisation, 2024). The social model of disability builds on this reasoning by saying that it is the inaccessible environments, the discriminatory attitudes and exclusion systems that make people disabled and not the impairment. The medical approach, on the other hand, locates disability within the individual body, and the focus is on diagnosis and treatment and normalisation (Hogan, 2019). Accessible social model aligns well with the person-centred approach to care based on the use of autonomy, dignity, and participation of the people in the decision-making process (Santana et al., 2018). The given opinion also particularly applies to the modern health and social care that tends to become more and more inclusive and rights-based. The essay is a critical assessment of the social model of disability, its theoretical basis, the implications on policy and practise, and limitations of the theory as well as recommendations of what ought to be done to improve person-centred care.
[bookmark: _Toc225501010]Emergence And Development of The Social Model
The social model of disability was created due to disability activism in the 1970s, especially promoted by the Union of the Physically Impaired Against Segregation (UPIAS), which was against the idea of disability being a limitation of personal deficits (Adam and Koutsoklenis, 2023). Instead, the model argued that society has inaccessible buildings, prejudiced attitudes, excluding institutions and communication obstacles, which incapacitate individuals, and not impairment itself (Browne et al., 2022). This was a decisive political transformation as it shifted the burden from an individual body onto society. It was followed by the development of a rights-based approach, which is more participatory and more accessible, more equal, and non-discriminatory, as the example of the United Nations Convention on the Rights of Persons with Disabilities was getting stronger (Lawson, 2021). In fact, this has been manifested in the call to step-free movement, available information format and inclusion in decision making, whereby disabled people are no longer being neglected. The model is also closely related to person-centred care. The idea of person-centred care is based on the principle of dignity, respect for preferences, shared decision-making and support planning (Santana et al., 2018). 
The social model continues to extend these principles by proving that choice and independence are not possible in cases when the services are still designed within the frames of professional control or a non-accessible system. As an example, a person-centred planning approach with adults with intellectual disability has been described to effectively boost community life when planning is organised in this regard, around the life vision of the individual (McCausland et al., 2021). More to the point, the social model weakened the health and social care as it was under the control of medicine. The medical model tends to suggest the definition of disability as a matter of individual concerns to be given, normalised or cured, and the social model demonstrates how it can turn a blind eye to structural injustice and the voices of disabled individuals (Zaks, 2023). What it can bring in the long term is its ability to re-position disability as a rights issue, citizenship issue and social change at a policy and practise level, in education and in everyday life. 
[bookmark: _Toc225501011]Critical Analysis: Theoretical Perspective
The social model of disability remains a powerful theory since it shifts the focus of analysis of individual deficit to the social barriers. The most potent aspect of it is the normative: by introducing the question of disability in settings that are neither welcoming nor accommodating, but rather discriminatory and developed by discriminating institutions and assumptions of ableism, it argues in favour of equality, inclusion and empowerment instead of pity or correction. This helps to support the argument of accessible transport, inclusive education and reasonable adjustments as the issue of justice and not charity (Hogan, 2019). It also espouses independence in the sense that it values the fact that autonomy does not simply depend on how the body functions, but also the existence of a social structure that is used to support the process. Due to this reason, the model is closely connected with the human rights theories, especially the Convention on the Rights of Persons with Disabilities, which relates disability to the interaction between impairment and attitudinal and environmental barriers (Lawson and Beckett, 2021). This perception makes person-centred practise in health and social care sound powerful in the sense that it considers the disabled as people with rights that they possess and that their voices should shape the services.
However, the model has limitations. The most significant criticism is that it may provide favouritism to biology and medical facts. All types of pain, exhaustion, changing states, and chronic disorders cannot always be eliminated by social change by itself, and some need treatment, rehabilitation or control of the symptoms and elimination of the obstacles (Hogan, 2019). This model is not so persuasive when it is rigorously applied to severe or intricate impairments in which dependence, problems in communication or extensive clinical demands remain prominent. It is also criticised as dehumanising disability by providing a clear separation between impairment and disability, although in practise bodily pain and social exclusion are often both involved (Zaks, 2024). 
The subsidiary criticisms are situational. The social model has been created based on specific activist cultures in the Global North, and thus, it cannot fully account for how the problem of disability is defined by poverty and the necessity to rely on the family, stigma, and ineffective welfare regimes in different settings (Prodinger et al., 2017). Responses to these criticisms have never always required the rejection of the model but rather its improvement. A biopsychosocial approach combines the bodily functions, activities, participation and factors of the environment and is best applied in the WHO International Classification of Functioning, Disability and Health, where the disability is outlined in a more balanced manner (Lutte et al., 2024). Overall, the integrated position is the most appropriate: the social model is required to unveil the injustice, but it is most efficient when it is combined with the frameworks that also keep track of embodiment and health needs and context-sensitive practice. 
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The social model of disability has had a tremendous impact on the health and social care policy-making because it redefines the concept of disability as a resultant and a social outcome of barriers. This is what the current legislation of disability rights and anti-discrimination has, with an emphasis on equality, inclusiveness, and accessibility. As an example, the Equality Act 2010 requires organisations to make reasonable adjustments to remove barriers and challenges faced by disabled people, which is the focus of the social model on environmental and attitudinal changes (Lawson and Beckett, 2020). Similarly, the United Nations Convention on the Rights of Persons with Disabilities is premised on the idea of participation, non-discrimination and independent living, as it advocates in support of the concept of disability as a human rights matter rather than a medical one (United Nations, 2016). 
The effects of the social model are also embodied in the policy programme that aims to operationalise accessibility and person-centred care. As an example, the NHS Standard of Accessible Information requires healthcare professionals to identify the communication needs of disabled patients and fulfil them to enable them to have equal access to services (NHS England, 2025). In addition, the Care Act of 2014 also includes the principles of wellbeing, self-reliance and person-centred planning in adult social care, which aligns with concepts of the social model (Department of Health and Social Care, 2024). These policies demonstrate how the model has been applied in informing the individual choice-based inclusive healthcare systems of participation and accessibility.
Despite the good policy frameworks, however, there exists a very marked policy-practise gap. Research indicates that the implementation is not always the same, because the manufacturers of such a product lack adequate resources, staff education is less than ideal, and organisational constraints hinder the process (Shakespeare et al., 2016). Using the example of reasonable adjustments, the policies require them, but their implementation is not always effective in the clinical setting with high traffic, so they are quite restricted in their application. Furthermore, a procedural form of compliance can also be made, rather than a transformative one, in which, instead of addressing the structural imbalance in the underlying context, compliance attempts to satisfy legal requirements (Longhurst, 2017). The social model of disability is, therefore, reliant on long-term investment, even with its high level of influence in disability policy making, to enable its practise through accountability and cultural change within health and social care systems.
[bookmark: _Toc225501013]Application In Practice Settings
The social model of disability practise implication demonstrates the usability of the model in partnership working and person-centred care. The model determines hospital practises such as ensuring communication and decision-making is made accessible to patients and altering the environment to reduce barriers. As an example, the concepts of participation and autonomy are given through the use of interpreters, easy-read materials and assistive technologies, which align with the principles of person-centred care (Santana et al., 2018). Community care involves social workers and multidisciplinary teams collaborating with the service users and families to develop support plans that suit their specific preferences in order to foster independence and social inclusiveness among individuals (Glasby and Dickinson, 2016). Similarly, the interagency partnership in the social services is supposed to address broader social determinants of housing, employment and education, which is also a manifestation of the social model of the eradication of structural barriers. 
The pragmatic issues, though, in the majority of instances restrict the aptness of such practises. Time and resource constraints in the healthcare systems might become barriers to meaningful interaction with the service users, leading to tokenistic rather than person-centred interactions (Beresford, 2016). The attitude of the employees also matters significantly; the policies will foster inclusiveness, but there are still professionals who will be paternalistic or medically dominant, and this kills empowerment and shared decision-making (Hogan, 2019). Furthermore, inaccessibility of facilities, gaps in services and inter-agency coordination in the structures are all hindering full realisation of the social model in the practise. One such thing has been the incivility of the community support services that may inhibit the hospital discharge planning that affects continuity of care. Therefore, although the social model can be a very valuable guide on an inclusive and collaborative practise, it requires adequate resources, workforce training, and system organisation to fight and eradicate the stalemates within the system and guarantee the truly person-centred outcomes.
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Introduce a biopsychosocial strategy by considering the social and the medical concepts to be in a position to cater to both the barriers in the environment and also the clinical needs. This enables person-centred care, which is holistic, particularly in persons with complex or chronic conditions (Hogan, 2019). Make access more universal through design, accessible communication forms and online access, which ensure equal consideration of participation in healthcare (World Health Organisation, 2024). Empower the training of the workforce to eliminate the ableist mentality and to promote inclusive and person-centred professional practises (Santana et al., 2018). Assign and distribute funds and allocate funds to support adequate staffing, assistive technologies, as well as coordinated services that are instrumental in the effective execution. Inclusion in the policy design, when disabled people are participating in the decision-making process, should be based on the lived experiences and the real needs (Lawson and Beckett, 2020). These are the suggestions which can lead to improved autonomy, access and health results for service users. However, limitations include the absence of finances, labour force, and organisational resistance, whereby the implementation will not be consistent across health and social care systems.
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The social model of disability has also played a significant role in the sector of health and social care in regards to re-conceptualisation of disability as a product of social, environmental and attitudinal influences rather than the impairment in an individual. It has enhanced the equality policies, inclusion and streamlined the development of person-centred care practises. However, a critical analysis demonstrates that the model is inaccurate since it is more likely to ignore the importance of the biological realities, pain and complex health needs. Therefore, despite the fact that the social model remains rather critical in terms of debunking discrimination and support of rights, the systemic and individual health conditions require a systemic biopsychosocial approach, which can condition a more successful and multifaceted quality of service users.
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