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Introduction
Person‑centred care has become a defining principle in contemporary health and social care, emphasising autonomy, dignity, and the meaningful involvement of individuals in decisions affecting their lives. Central to this paradigm shift is the Social Model of Disability, a framework profoundly shaped by the work of Colin Barnes, one of the most influential scholars in disability studies. Barnes’ theoretical contributions have been instrumental in challenging traditional, medicalised understandings of disability and in reframing it as a socially constructed phenomenon arising from environmental, attitudinal, and institutional barriers.
This essay critically examines Barnes’ theory and its development within the broader context of disability activism and scholarship. It explores the emergence of the Social Model of Disability, the critiques directed at it, and the responses offered by Barnes and other proponents. The essay then analyses the application of the model within health and social care policy and practice, highlighting both its transformative potential and the challenges associated with its implementation. Finally, it presents recommendations for strengthening person‑centred care through a more robust integration of social model principles.
The development of the chosen concept:
1.1 Historical and Political Origins
Barnes’ theory emerged from the political mobilisation of disabled people in the United Kingdom during the 1970s and 1980s. The foundational influence was the Union of the Physically Impaired Against Segregation (UPIAS), whose 1976 statement distinguished between impairment (a physical or mental condition) and disability (the social restrictions imposed on individuals with impairments). This distinction laid the groundwork for what became known as the Social Model of Disability.
Barnes’ work was shaped by:
• 	The civil rights movements of the mid‑twentieth century
• 	The rise of disability activism and self‑advocacy
• 	A rejection of the dominance of the medical model in welfare and rehabilitation services
His early research, particularly Disabled People in Britain and Discrimination (1991), provided empirical evidence of the structural and institutional barriers that systematically excluded disabled people from full participation in society. This work helped to consolidate the social model as both an analytical framework and a political tool.
 Barnes’ analysis also highlighted how the political climate of the late twentieth century shaped the emergence of disability rights as a social justice issue. He argued that the shift towards neoliberal welfare reforms intensified structural inequalities by reducing state responsibility and placing greater emphasis on individual self‑sufficiency (Barnes, 1991; Oliver, 1990). This context strengthened the need for a collective political response, as disabled people increasingly challenged discriminatory policies and demanded recognition as equal citizens (UPIAS, 1976; Barnes & Mercer, 2003). These developments reinforced the social model’s central claim that disability is produced through social, economic and political exclusion rather than personal deficit (Shakespeare, 2006).

1.2 Theoretical Development
Barnes expanded the social model by situating disability within broader socio‑economic structures. He argued that disability is not merely the result of individual impairments but is fundamentally shaped by:
• 	Capitalist labour markets that prioritise productivity and normative functioning
• 	Institutional practices that segregate and marginalise disabled people
• 	Cultural narratives that reinforce dependency and deficit‑based assumptions
By emphasising the structural and political dimensions of disability, Barnes strengthened the model’s capacity to challenge systemic discrimination and advocate for rights‑based approaches. 
Barnes further developed the concept by emphasising the historical and material conditions that produce disability as a form of social oppression (Barnes, 1991; Barnes & Mercer, 2003). He highlighted how post‑war welfare policies, although intended to provide support, often reinforced dependency by positioning disabled people as passive recipients of care rather than active citizens (Oliver, 1990). His engagement with Marxist and sociological traditions strengthened the argument that disability must be understood through power relations, economic inequality, and the organisation of social institutions (UPIAS, 1976; Barnes, 1997). By foregrounding disabled people’s collective experiences and political agency, Barnes advanced the social model into a transformative framework aimed at restructuring society to achieve genuine inclusion and equality (Shakespeare, 2006).


Application of the concept in practice
 The social model of disability, global care chains, and the ethics of care have each shaped contemporary health and social care policy, though their practical implementation remains uneven. The social model of disability reframes disability as the product of social and environmental barriers rather than individual impairment (Oliver, 1990). This perspective has influenced UK legislation such as the Equality Act 2010, which requires organisations to make reasonable adjustments, and the Care Act 2014, which emphasises wellbeing, independence, and participation (Department of Health and Social Care, 2014). In practice, the model informs person‑centred planning, accessible environments, and co‑production with disabled people. However, implementation gaps persist due to resource constraints, inconsistent local authority practices, and the continued dominance of medicalised approaches within clinical settings (Shakespeare, 2014). Furthermore, the social model has been critiqued for insufficiently addressing intersectional inequalities affecting disabled people who are racialised, migrant, or economically marginalised (Goodley, 2017).
The concept of global care chains highlights the transnational movement of care labour, particularly from the Global South to the Global North (Hochschild, 2000). This framework is increasingly relevant to the UK, where workforce shortages have led to reliance on migrant workers through mechanisms such as the Health and Care Worker Visa (NHS England, 2023). While this supports service sustainability, it raises ethical concerns. Migrant carers often experience low pay, tied visas, limited career progression, and vulnerability to exploitation (Anderson & Shutes, 2014). At a global level, the recruitment of workers from countries with their own care shortages contributes to “care drain,” reinforcing structural inequalities. Thus, although global care chains help stabilise the workforce, they expose contradictions between national workforce strategies and global justice.
The ethics of care has influenced person‑centred practice, safeguarding, and carer support policies by emphasising relationality, interdependence, and attentiveness (Tronto, 1993). In practice, this is reflected in holistic assessments, partnership working, and trauma‑informed approaches. However, relational care is difficult to sustain in time‑pressured, task‑oriented environments shaped by austerity and marketisation (Lloyd, 2010). Emotional labour remains undervalued, and caring responsibilities continue to fall disproportionately on women, revealing persistent gendered inequalities.
Together, these concepts illuminate both the aspirations and structural limitations of contemporary health and social care systems, highlighting the need for policies that address inequality, value relational work, and meaningfully remove disabling barriers

Recommendations for policy and practice
Improving outcomes in health and social care requires policy and practice that meaningfully integrate the social model of disability, global care chains, and the ethics of care. First, policy must strengthen the implementation of the social model of disability, ensuring that disabling barriers—rather than impairments—remain the focus of reform (UPIAS, 1976; Oliver, 1990). National and local authorities should embed mandatory accessibility standards across all services, supported by consistent funding for reasonable adjustments. Co‑production with disabled people must become a statutory requirement in service design and evaluation, reflecting long‑standing calls for participatory approaches (Barnes, 1991; Morris, 1991; Shakespeare, 2013). In practice, this requires workforce training on anti‑oppressive practice, intersectionality, and rights‑based approaches, ensuring that staff understand disability as a social and political issue rather than a medical deficit (Thomas, 1999).
Policy must also address the inequalities produced through global care chains, recognising how migrant care workers often experience exploitation, deskilling, and racialised labour hierarchies (Yeates, 2009; Anderson, 2012). Strengthening employment protections, fair recruitment practices, and pathways to professional recognition is essential for creating ethical and sustainable care systems. Embedding the ethics of care within policy frameworks further requires valuing relational, emotional and interdependent aspects of care, challenging market‑driven models that prioritise efficiency over human wellbeing (Tronto, 1993; Sevenhuijsen, 1998). In practice, this means investing in stable staffing, reflective supervision, and organisational cultures that promote dignity, reciprocity and mutual respect (Held, 2006).
Second, policy must address the ethical and structural challenges associated with global care chains. The UK’s reliance on migrant labour in health and social care demands stronger protections against exploitation, including monitoring of recruitment fees, tied visas, and employment conditions (Anderson, 2000; Parreñas, 2001). Ethical recruitment frameworks should be expanded to prevent care drain from countries with fragile health systems (Hochschild, 2000; Williams, 2010). Practice-level improvements should include culturally competent supervision, clear rights information for migrant workers, and equitable career progression pathways. Recognising the emotional and relational labour performed by migrant carers is essential to reducing inequalities and improving retention.
Third, embedding the ethics of care into policy would strengthen relational, person‑centred practice. Care ethics emphasises attentiveness, responsibility, competence, and responsiveness (Gilligan, 1982; Nodding’s, 1984; Toronto, 1993; 2013). Policy should therefore prioritise continuity of care, relational time, and holistic assessments rather than task‑based commissioning models. In practice, organisations should create conditions that support reflective practice, trauma‑informed approaches, and meaningful relationships between staff and service users. Support for unpaid carers must also be expanded through financial recognition, respite services, and involvement in decision‑making.
Finally, implementation should align with existing operational frameworks to avoid unnecessary bureaucracy. Embedding these recommendations into current policies, standard operating procedures, and workforce development systems ensures consistency while promoting high‑quality, inclusive care. Collectively, these measures would reduce disabling barriers, protect migrant workers, and strengthen relational practice, leading to more equitable and effective health and social care
Present relevant recommendations for health and social care policy and practice relevant to your chosen concept. 



Conclusion
Barnes’ theory and the Social Model of Disability have been central to reshaping contemporary understandings of disability and promoting more inclusive, person‑centred approaches within health and social care. By locating disability within the social, environmental, and institutional barriers that restrict participation, Barnes (1991) challenged the dominance of the medical model and provided a powerful foundation for rights‑based policy and practice. This shift has influenced key legislation and service reforms, encouraging greater emphasis on accessibility, autonomy, and co‑production.
Despite these advances, the full potential of the social model has not yet been realised. Implementation remains inconsistent, often constrained by limited resources, organisational cultures, and the persistence of medicalised assumptions. Critiques of the model—particularly its limited engagement with impairment and intersectionality—highlight the need for a more nuanced and inclusive application that reflects the diverse experiences of disabled people.
The wider frameworks explored in this essay, including global care chains and the ethics of care, further demonstrate that achieving equitable outcomes requires addressing structural inequalities within both disability policy and the care workforce. Strengthening training, embedding co‑production, improving accessibility, and valuing relational care are essential steps for advancing socially just practice. Ultimately, Barnes’ work continues to offer a compelling vision for health and social care systems grounded in dignity, equality, and meaningful participation.
 A fuller realisation of Barnes’ vision also requires confronting the broader socio‑economic forces that continue to shape disability and care provision. Austerity policies, market‑driven commissioning, and fragmented service structures have intensified inequalities, disproportionately affecting disabled people and the care workforce. Embedding the social model within contemporary practice therefore demands sustained political commitment, long‑term investment, and structural reform that prioritises equity over efficiency.
 Moreover, integrating insights from global care chains and the ethics of care highlights the interconnectedness of disability justice with labour rights, migration policy, and gendered divisions of care. Recognising care as both a social good and a shared responsibility challenges individualised narratives of dependency and reframes support as a collective societal obligation. Moving forward, health and social care systems must adopt holistic, intersectional, and relational approaches that value lived experience, redistribute power, and promote social transformation. In doing so, they can more fully realise Barnes’ call for an inclusive society grounded in justice and participation.
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