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One of the key elements of the modern health and social care policy and practice is person-centred care. It focuses on the importance of individual autonomy, dignity, choice and involvement in the processes of decision-making. Person-centred approaches consider a service user to be the partner of their own care, not as a passive receiver of care, as opposed to other approaches (Berntsen et al. 2021). Among the major theoretical models that have formed the basis of this approach is the Social Model of Disability.
Social Model of Disability is a form of challenge to the traditional concept of disability in the sense that it does not focus on what impairs people, but rather on the social, environmental and structural conditions that limit participation. It maintains that the person is not disabled due to his or her physical or mental status, but the manner in which society is structured. This approach has had much say on disability rights, as well as the modern policy of health and social care in the United Kingdom.
In this essay, the rise and evolution of the Social Model of Disability shall be discussed critically with a significant number of criticisms and refutations of such criticisms put forward. It will then examine how the model has been used in the health and social care policy and practise establishing the gains and constraints. Lastly, suggestions will be made to promote the application of the principles of social models in person-centred care.
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The Social Model of Disability: Development in the UK.
In the United Kingdom, the Social Model of Disability originated in the early 1970s as a part of the activism of disabled people, especially the Union of the Physically Impaired Against Segregation (UPIAS) (McCourt, 2025). Unsatisfied with the medical hegemonic paradigm, which characterised disability as a personal deformity that needed correction, the activists proposed that social set-ups were the real causes of the disadvantage. UPIAS separated the definitions of impairment and disability arguing that disability was caused by environmental factors, discrimination and exclusion and not by physical or mental states. Mike Oliver is a sociologist who has later institutionalised the concept in the 1980s to give it academic notice. The model was formulated in the context of bigger civil rights, disability as an issue of oppression, equality and social justice.
History and Process of Model Development.
The Social Model developed as an activist movement into UK policy and academic discussion in the 1980s and 1990s. It defined disability research as an academic discipline and professional training in health and social care. The model inspired the campaigns that led to the Disability Discrimination Act 1995 and the second the Equality Act 2010, which were to help in reducing discrimination and enhancing access (Lawson, 2025). It also boosted the independent living movements and direct payment plans which enhanced the level of control disabled people had on care arrangements. The model developed over time based on criticism. Although they disregarded medical approaches at first, subsequent interpretations considered the interplay between impairment and social impediments and saw more integrated biopsychosocial methods in current policy.
Major Critiques of the Social Model.
Although effective, the Social Model of disability has been criticised within UK scholarship. Underlying the reality of impairment such as chronic pain, fatigue and complex medical needs are one of the main criticisms. Critics also claim that the simplicity of impairment and disability regarding the link between the two is overly simplified and theoretically does not represent embodied experience (Tedeschi and Limeri, 2024). Some others indicate that the model used to focus on physical impairments and was not holistic enough to consider mental health status and learning disability. There is also criticism over implementation especially after austerity measures which cut spending on social care. Even though social model principles are reflected in legislation, real obstacles still exist which restrict the independent living and place a disconnection between service delivery and policy commitment.
Reactions to Critiques and More Recent Adaptations.
In reaction to such reproaches, activists and scholars alike have modified and built on the Social Model instead of abandoning it. The social disability model recognises the impact of impairment and a modifying constraint that is imposed socially and provides a balanced approach to the situation. Modern practices are moving towards a more biopsychosocial approach, whereby medical assistance and community membership are not mutually exclusive (Roberts, 2023). Intersectionality has also been given more emphasis, and how disability interacts with gender, ethnicity and socioeconomic inequality has been examined. In UK policy and practice, the model has closely matched the person-centred and rights-based models, which emphasise autonomy but also consider clinical needs. Despite the fact that funding remains a limiting factor to implementation initiatives, the Social Model still has an impact in informing legislation and inclusive care practices in relation to equality.
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The Social Model of Disability has played an important role in policy and practise of health and social care in the United Kingdom, especially in influencing individual centred, rights based strategies. Its most fundamental belief that disability is a social, environmental and attitudinal challenge and not a limitation has influenced legislation on equality, social care reform and professional standards. Its impact at the policy level is found in the Disability Discrimination Act of 1995 and subsequently in the Equality Act of 2010 that imposes legal responsibility on organisations to make reasonable adjustments and avoid discrimination (Lawson, 2025). These models point to the fact that the social model tries to meet the needs of disabled people by eliminating obstacles and encouraging accessibility instead of regarding them as receivers of care.
The Care Act 2014 also shows the use of social model domestications in adult social care in England (Local Government Association, 2024). The Act places an emphasis on wellbeing, personalisation and individual control in the areas of care and support planning. Instead of placing emphasis on medical diagnosis, assessments in the Care Act focus on the influence of the environmental and social context on an individual to attain expected results. Such a change goes along with the argument of the Social Model that there are structural conditions of participation and independence. This approach can also be found in direct payments and personal budgets, where the disabled people are allowed to make a choice and control the way their support is organised (Abbott et al. 2025). These policies consolidate person-centred care by placing more emphasis on autonomy and participation in decision-making.
The Social Model has had an impact on healthcare practice by making practitioners pay attention to accessibility, communication requirements and service design of inclusiveness. The NHS services must offer reasonable adjustments, including the availability of information in formats that are easy to understand, interpreters, and physical modifications (Parmar et al. 2025). Accessible Information Standard is a tool that expects health social care providers to locate and fulfil the communication requirements of disabled service users. This demonstrates the social model awareness of the fact that obstacles to service design are commonplace instead of personal deficiency. The growing focus on co-production, where service users actively participate in service planning and evaluation, is also evidence of the influence of the model on the modern practice.
In disability services and community-based support, the independent living philosophies are based on the Social Model. The residential care has been effectively substituted with the supported living arrangements that support the involvement of the community. Advocacy services, networking of peers and user-led organisations are indicators of the model approach of empowering and having a collective voice. Adopting the position of a paternalistic approach is discouraged, and instead, the professionals are urged to collaborate with the service users (Ahmed et al. 2025). Health and social care personnel are involved in health and social care training that strongly emphasises equality, diversity and inclusion as based on the social model of thinking.
Irrespective of these developments, there is still a lot of work to settle on implementing the Social Model to the full extent of its application practice. Tension between the medical and social frameworks of healthcare settings is one of the primary problems. Acute hospital environments, such as these, are still strongly biomedical in their focus, and they may not support or allow consideration of social barriers or long-term participation results (McIlveen et al. 2025). The lack of time and resources may decrease the chance of holistic, person-centred assessments.
There are also barriers caused by funding pressures in local authorities. Austerity has translated to an increase in the eligibility requirements of accessing social care support, which restricts access to services that support the ability to live independently. Practical implementation of policy differs in terms of the principles given by the social model, though policy language illustrates these principles. This brings a benefit to the legislative dedication to equality regarding the experiences of disabled people.
Moreover, there are certain service users whose conditions are complex or fluctuate, which means that they might need serious assistance in medical terms, which begs the question of the purity of operationalisation of purely social interpretations. Medical treatment and social empowerment are the two issues that still have to be integrated (Sahu et al. 2022). Regional differences in service delivery also exist, and this leads to differences in the execution of the standards of accessibility throughout the UK.
Summing up, the Social Model of Disability has influenced the UK health and social care policy and practice extensively by incorporating equality, access and person-centred care principles. It has an educated legislature, self-provided living programmes and service design. Nevertheless, the conflicts between policy intentions and practical choices on the ground, particularly, constrained funding as well as superiority of biomedical solutions, still impact the effectiveness to accomplish it. Although the model is still operational in the achievement of rights and empowerment, significant structural commitment and sufficient resources are needed to make the model effective.
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In order to reinforce the use of the Social Model of Disability in health and social care in the UK, some recommendations need to be effective. First, adult social care must have increased and secure funding to make sure that the principles of independence and personalisation are not violated by limiting eligibility (Carey et al. 2022). Sufficient resources would allow local governments to offer substantial resources instead of responding to the crisis interventions.
Second, standards of health and social care professionals to be trained should be based on social model principles, reasonable adjustments and co-production. This would assist practise in not being solely medicalised but just encourage more awareness of environmental and attitudinal obstacles.
Third, they need to pay greater attention to monitoring and enforcing equality laws, especially in the area of accessibility requirements to minimise unequal situations in the region. Services compliance with reasonable adjustment could be delivered through regular audits.
Lastly, through policy, co-production should also be entrenched by consulting disabled people in service inquiry and assessment. This would solidify person-centred care and make sure that the services are responsive to lived experience and not institutionally driven.
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This assignment has discussed the Social Model of Disability critically as an important model of person-centred care in the UK health and social care. It examined the formation of the model during the 1970s, and disability activism, mainly the input of UPIAS and subsequent contributions of Mike Oliver that redefined disability as a result of social restriction instead of personal weakness. Through the discussion, it was revealed how the model has shaped legislation in the UK, such as anti-discrimination legislation and adult social care reform, implanting the values of equality, accessibility and autonomy into policy and practice.
The important critiques were also factored in in the analysis process which included apprehension that the model might not adequately capture the lived experience of impairment and that the interaction between medical and social factors in the model is simplistic. Limitations that were found to be persisting were implementation challenges especially financing issues and biomedical control in health facilities. Nevertheless, this model is still relevant and can be demonstrated by its developments in modern times like the social relational and biopsychosocial approaches. All in all, the Social Model is still central in the process of empowerment, inclusion and person-centred care, but long-term structural commitment is needed to achieve the entirety in practice.
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