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[bookmark: _Toc236089151]Introduction
Person-centred care is based on the person’s own understanding of his or her needs and circumstances rather than on institutional convenience or professional assumption. Few others have done more to change this understanding for disabled people than the social model of disability. Disability policy, professional practice and the political identity of disabled people were changed by shifting the source of disadvantage from the individual body to the disabling environment and social organization. This essay charts the development of the social model, the criticisms it has faced and the answers to these criticisms, before considering its use in health and social care policy and practice in the UK and the problems this has exposed. It ends with recommendations for a more coherent, person-centred approach to disability in health and social care.
[bookmark: _Toc236089152]Emergence and Development of the Social Model
The social model of disability was developed in Britain in the late 1970s out of the disabled people’s movement, in particular the Union of the Physically Impaired against Segregation (UPIAS). In its 1976 policy statement UPIAS made a crucial distinction between impairment — the lack of or limitation of physical, sensory or mental function — and disability, which is the disadvantage or restriction of activity caused by contemporary social organization which takes little or no account of people with impairments. This reframing directly challenged the dominant ‘medical model’, which positioned the problem of disability within the individual’s body and framed intervention as a matter of cure, rehabilitation or management by professionals.
Mike Oliver (1983, 1990) formalized this distinction into the "social model of disability". He argued that barriers, such as inaccessible buildings, exclusionary education, discriminatory employment practices and inadequate transport, not impairment itself, were the real causes of disabled people’s exclusion and disadvantage. Oliver placed the model in a materialist analysis, arguing that industrial capitalism had historically excluded disabled people from paid labour and in so doing constructed them as a dependent underclass. The social model therefore had two functions: as an analytic tool it explained disability as a product of social organization; as a political tool it provided disabled people with a rallying framework for collective action, most visibly in campaigns that led to the Disability Discrimination Act 1995.
Over the 1990s and 2000s the model was further developed as disabled scholars and activists explored the implications of the model for independent living, self-determination and the removal of institutional barriers. The independent living movement, with figures such as Vic Finkelstein, took the logic of the social model into direct demands for user-controlled support, direct payments and de-institutionalization, arguing that disabled people should control the help they need rather than having it administered by professionals on their behalf.
[bookmark: _Toc236089153]Reviews and responses
Much of the criticism directed at the social model has come from within the disabled people's movement and disability studies itself. The most significant critique pertains to its treatment of impairment. Critics, including feminist disability scholars such as Jenny Morris (1991) and Liz Crow (1996), argued that in focusing exclusively on social and environmental barriers, the model risked denying or downplaying the lived reality of pain, fatigue and bodily limitation that many disabled people experience – what Crow termed the ‘unmentionable’ aspect of impairment within the movement’s own discourse. Critics argued that this “strong” social model might unintentionally silence disabled people who experience their impairment as a defining aspect of their lives, rather than social barriers alone, such as people with chronic illness, progressive conditions, or fluctuating impairments.
A second criticism, associated with Tom Shakespeare and Nicholas Watson (2001), attacked the model's strict impairment/disability binary as philosophically and empirically unsustainable. They argued that the relationship between bodily impairment and social disablement is complex, interactive and context-dependent rather than a neat causal distinction. Shakespeare and Watson provide a ‘critical realist’ position, which acknowledges both material bodily reality and social construction as jointly constitutive of the experience of disabled people. A third criticism concerns intersectionality. Disabled feminists and disabled people of colour argued that the social model, by making universal claims about 'disabled people' as a unified category, masked the ways in which gender, race, class and sexuality differentiate disabled people's experience of impairment and of social barriers (Vernon, 1999).
Responses to these critiques have generally sought to preserve the social model's core political achievement — shifting responsibility for disadvantage from individual bodies to social organization — while incorporating impairment and difference more fully. Oliver (2004) himself acknowledged that the model was never intended as a complete social theory of disability, but as a practical tool for changing policy and practice, and that its purpose was compatible with acknowledging impairment effects without abandoning the central claim that disabling barriers are socially created and therefore socially removable. More recently, scholars have adopted a "social relational" model that preserves the social model's concern with structural barriers but provides more analytical room for the personal and psychological experience of impairment (Thomas, 1999). This synthesis has maintained the social model as the dominant frame of disability policy, but also created room for more disabled people’s own narratives of embodiment.
[bookmark: _Toc236089154]Application to Policy and Practice in Health and Social Care
The social model has had a profound influence on UK disability policy and by extension health and social care practice. The Disability Discrimination Act 1995 (subsequently consolidated in the Equality Act 2010) codified a legal duty to remove barriers and make reasonable adjustments, which is consistent with the model's main proposition that disadvantage comes from environments that are not adapted, not impairment as such. From the social model has sprung the independent living philosophy which has impacted on direct payments, personal budgets and the wider personalisation agenda in adult social care, all of which are founded on the idea that disabled people should have choice and control over their own support rather than it being decided by professional assessment alone.
However, the application of the social model to health and social care practice has revealed considerable tensions. Firstly, health care is organisationally and professionally constructed around the medical model: diagnosis, treatment and clinical outcome measures are dominant, even where policy rhetoric supports social-model thinking. The social model’s aspirations continue to diverge from the operational logic of the NHS, as clinicians are trained to identify and treat impairment and health service commissioning is usually condition-led rather than barrier-led.
Second, social care assessment and eligibility processes, despite adopting the language of independence and choice, frequently continue to individualise need. Needs assessments under the Care Act 2014, for example, still require identifying what an individual "cannot do" in order to establish eligibility for support, a framing that inevitably centres on impairment-related deficit rather than disabling social barriers, even within a policy framework explicitly indebted to social-model thinking (Roulstone and Prideaux, 2012). This tension reflects the ongoing conceptual difficulty, identified by Shakespeare and Watson, of translating a rights-based, barrier-removal model into individualised eligibility criteria that inevitably require some assessment of bodily function.
Third, austerity-driven constraints on social care funding have limited the practical realisation of independent living and barrier removal. In practice, direct payments and personal budgets – designed to give disabled people control over the support they receive – have often come with reduced overall budgets, narrower eligibility thresholds and increased administrative burden, producing what disabled people’s organisations have described as ‘personalisation without resources’ – choice in name, without the funding to exercise it meaningfully.
Fourth, the failure to consider impairment effects identified by Morris and Crow has practical implications for health and social care: services designed solely around barrier removal may not sufficiently address the needs of pain management, fatigue, mental health or the changing nature of many conditions, particularly for people with long-term conditions who do not fit neatly into either a purely medical or purely social frame.
[bookmark: _Toc236089155]Recommendations and Conclusion
The analysis yields several recommendations. Firstly, health service commissioning and clinical training need to be more intentional about embedding social-model thinking along with clinical practice, with the removal of environmental, communication and attitudinal barriers being seen as part of good health care rather than an equalities add-on. Secondly, social care assessment frameworks should be reoriented to give identification and removal of barriers equal status to functional need, so that eligibility processes do not inadvertently reproduce a deficit-focused, medical-model logic beneath social-model rhetoric. Third, personalisation policy needs to be properly resourced. Choice and control are no good without appropriate funding and policymakers should see resourcing as a prerequisite of, not an optional extra to, independent living. Fourth, services need to adopt a social-relational approach, acknowledging that pain, fatigue, fluctuating conditions and mental health are valid concerns in the social model, and not dismissing attention to bodily experience as a retreat to the medical model. Finally, policy and practice should consider intersectionality, understanding that disabled people’s experience of both impairment and disabling barriers are influenced by gender, race, class and other social divisions and offer help accordingly.
The social model of disability has been transformational for person centred practice in that it has shifted the locus of responsibility for disadvantage from disabled individuals to disabling social structures and underpinned the key legal and policy protections in the UK. The shift from the original distinction made by UPIAS to more recent social-relational syntheses shows a productive engagement with critiques around impairment, embodiment and intersectionality. However, its use in health and social care is still limited by the dominance of medical-model organizational logic, deficit-based assessment processes, and lack of resourcing of independent living. Realising the potential of the social model for person-centred care requires ongoing conceptual work and sustained political and financial commitment to dismantle the barriers identified by the model.
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