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  Disability, Social Model, and Person-Centred Care in the UK 
Introduction
Person-centred care focuses on the individual, not just their illness or needs. It acknowledges that people have their own choices, beliefs, strengths, and goals. The social model of disability supports this by stating that people living with disability are affected not only by impairments but also by societal barriers such as inaccessible buildings, poor communication, discrimination, and inflexible services (Oliver, 2017). This contrasts with the medical model, which concentrates on treating or managing the person's condition. 
This essay examines the development of the social model of disability in the UK and its support for person-centred care. It discusses criticisms and responses and evaluates the impact on UK health and social care policy, including the Equality Act 2010, the Care Act 2014, CQC Regulation 9, and the NHS Accessible Information Standard. Finally, it offers recommendations to improve person-centred care for people with disabilities.
Development of the social model of disability
The social model from the 1970s British disability rights movement challenged segregation and limited control for disabled people. UPIAS argued that disability was societal, not just due to impairments, and that disabled individuals should have greater control, with professionals supporting, not making, decisions. This opposed the view of disabled people as dependent. 
The social model was later expanded by British scholar Michael Oliver, who distinguished between impairment and disability. Impairment is a physical, sensory, intellectual, or mental difference, while disability arises from barriers that hinder full societal participation. For instance, a wheelchair user might have a physical impairment but is disabled by a building with stairs and no lift. Similarly, someone with hearing loss faces barriers if a hospital lacks appropriate communication support. Oliver (2017) clarified that the social model was developed as a practical framework for identifying and eliminating these barriers, not as a comprehensive explanation of every disability experience. 
This thinking approach is vital for person-centred care because it shifts the focus away from blaming the individual. Instead of professionals solely asking what is wrong with a person, they are encouraged to consider the barriers preventing the individual from living the life they desire. This promotes independence, dignity, equality, and participation. It also acknowledges that disabled people have knowledge and experience of their own lives and should therefore be involved in decisions about their care. The social model helped shift thinking about disability from a charity-based approach to a rights-based approach.
The model encouraged disabled people to challenge discrimination, inaccessible services, and negative attitudes. It shifted the view of disability from a personal medical issue to one involving societal change. This has influenced modern health and social care, where professionals now focus on the individual's environment, not just their diagnosis.
Criticisms
While the social model is influential, it is criticised for overlooking the direct effects of impairment. Shakespeare and Watson (2002) argued that issues such as pain, fatigue, seizures, or loss of mobility can persist even after social barriers are removed. For example, removing steps improves access but does not eliminate chronic pain or medical needs. 
This critique is vital in health and social care because individuals often need both social support and medical treatment. Professionals who focus solely on social barriers may overlook symptoms and treatment needs that affect quality of life. However, this doesn't mean abandoning the social model. Oliver (2017) explained that the social model primarily highlights disabling obstacles and opposes the previous individual model, without explaining all aspects of disability. 
This response indicates that the social model is most effective when used alongside a broader person-centred approach. Medical treatment remains important. For example, someone with a physical disability might need medication, physiotherapy, or surgery. Simultaneously, they may also need accessible housing, transport, employment opportunities, and support to participate in their community. Therefore, providing for medical needs does not mean social barriers should be overlooked.
Another critique is that the social model may draw a sharp line between impairment and disability, even though real life is more complex. Factors such as a person's health, emotions, housing, relationships, income, and access to services are all connected. As a result, two individuals with the same diagnosis might have very different experiences, depending on their personal circumstances and support networks.
Disability interacts with age, ethnicity, gender, poverty, and culture. UK research by The King's 
Fund and Disability Rights UK demonstrate that health and care services must recognise the diverse experiences of people with disabilities and involve them in service design (Fenney et al., 2022). The study drew on contributions from over 50 participants, including disabled people, OI representatives, NHS staff, and local authorities. It also identified instances in which disabled people's involvement in health and care planning was limited or tokenistic. 
A balanced approach is essential. Nurses, social workers, or care workers should address both medical concerns and social barriers. For example, someone with arthritis might need medication and pain relief, as well as accessible housing, transport, and home adaptations. These methods can work together. When used thoughtfully, the social model helps workers see that effective person-centred care involves more than just treating illness; it also means supporting the individual's ability to participate in daily life.
The social model is clear in UK equality law. The Equality Act 2010 protects disabled people from discrimination. It requires organisations to make reasonable adjustments, such as changing policies or physical features, or providing aids, when disabled individuals face significant disadvantages (Great Britain, 2010). In health and social care, these include accessible information, extra appointment time, communication support, or accessible buildings. 
This illustrates the social model by recognising that issues often originate from the service rather than the individual. For example, if someone with a learning disability cannot understand a standard appointment letter, the solution isn't to blame them. Instead, the service can remove the communication barrier by providing clear and simple information. This method encourages equality and helps individuals better understand their choices and participate in decisions about their own care.
The Care Act 2014 also closely aligns with person-centred practice. It mandates that local authorities promote an individual's wellbeing, including dignity, physical and mental health, control over daily life, relationships, participation in work, education, or recreation, and suitable accommodation (Great Britain, 2014). Additionally, the Act stresses that the individual's views, wishes, feelings, and beliefs must be considered, and that the person should be supported to be as involved as possible in decisions that affect them. 
The Care and Support Statutory Guidance stresses that the main aim of adult care is to help individuals achieve their personal outcomes. Local authorities should understand each person's needs and goals, not judge based on age, condition, or appearance (Department of Health and Social Care, 2025). This aligns with the social model, which prioritises what individuals want to achieve and the support they need, rather than focusing solely on their limitations. 
Another key policy is Regulation 9 of the Health and Social Care Act 2008 (Regulated Activities) Regulations 2014. The Care Quality Commission states that care and treatment must be personalised, grounded in an assessment of the individual's needs and preferences. Providers are expected to collaborate with the person, support informed decision-making, and implement reasonable adjustments when needed (CQC, 2024). 
A care plan should be more than a task list; it should consider individual preferences like wake-up times, favourite foods, cultural needs, activities, and communication preferences. This ensures a person-centred approach. 
The NHS Accessible Information Standard offers a clear example of this. Its goal is to ensure that individuals with disabilities, impairments, or sensory losses can access and comprehend information and receive necessary communication support when using NHS and adult social care services (NHS England, 2025a). Support can be delivered in formats such as Easy Read, British Sign Language, audio, or electronic braille. 
This is vital because a person cannot make an informed choice if the information is inaccessible or unreadable. Making communication accessible promotes independence, informed consent, and participation.
 The social model encourages professionals to look beyond diagnoses. During assessments, social workers should not only inquire about difficulties with activities but also consider factors such as poor housing, lack of transport, financial problems, inaccessible information, and gaps in support. This approach results in more comprehensive care plans and helps individuals maintain independence.
The same principle applies to nursing and care. Sometimes, a person may be labelled as “difficult” or “non-compliant,” but the real issue is that professionals haven't communicated effectively. Someone with a learning disability might need simple language and additional time, while an autistic person may benefit from a quieter waiting area or clearer explanations. A person with hearing loss may require communication support. These examples demonstrate how services can adapt instead of expecting individuals to conform to a system that doesn't meet their needs. 
Research by the King's Fund also found that professionals should consider whether difficulties are caused by inaccessible environments (Fenney et al., 2022). 
Recent UK evidence emphasises the importance of these adjustments. The LeDeR program's 2023 data show adults with a learning disability die approximately 20 years earlier than the general population. About 39% of their deaths were preventable, compared to 22% for others. LeDeR also identified delays, gaps in care, and organisational issues (King's College London, 2024; NHS England, 2025b). 
These findings are important for the social model because they show that poor health outcomes are not always caused solely by an individual's impairment. The way healthcare is organised, access to services, communication, and reasonable adjustments can also affect people's experiences and outcomes.
Co-production is a key method for practically applying the social model. According to the Social Care Institute for Excellence, co-production involves service users, carers, and professionals collaborating as partners and sharing decision-making power (SCIE, 2022). Instead of professionals creating services independently, disabled people and carers should be actively involved from the start. 
In a residential home, residents participate in decisions regarding activities, meals, routines, and service enhancements. Disabled individuals can also contribute to the design of staff training, accessible information, and new services.
 This approach promotes person-centred care by recognising people as partners with valuable insights rather than merely passive recipients of care.
Despite policies promoting a person-centred approach, actual practice often falls short. Care services may claim to prioritise individuals but still enforce uniform routines for everyone. Challenges such as staff shortages, limited budgets, time constraints, and a lack of suitable local resources can prevent the delivery of truly personalised options. Research by The King's Fund and Disability Rights UK revealed that disabled individuals are sometimes asked to participate in service planning, yet their input does not lead to real change (Fenney et al., 2022). This situation becomes tokenistic when organisations listen to people's feedback but do not act on it. 
Policy and Practice for Health and Social Care
 Organisations should keep using the social model with a balanced approach. Staff need regular training on disability equality and person-centred care, which goes beyond health conditions. Training should help workers identify barriers and understand their responsibilities under the Equality Act 2010.
People with disabilities should participate more in planning, delivering, and reviewing health and social care. Co-production should occur before decisions are made, and organisations should demonstrate how user opinions influence decisions. This can reduce tokenism and increase disabled people's influence (SCIE, 2022). 
 Adjustments must be well documented and consistently applied. Information should be integrated into routine care, not only after issues arise. NHS and adult social care groups should regularly ensure communication needs are acknowledged and met (NHS England, 2025a). 
Policymakers and service leaders ought to focus on outcomes that are important to individuals, including independence, dignity, relationships, safety, and community involvement. 
 The Department of Health and Social Care's reform promotes person-centred care by focusing on housing, technology, carers, and workforce development (Department of Health and Social Care 2021). However, real person-centred care needs trained staff, funding, and accessible services, not just policies. 
Conclusion
 The social model of disability has influenced person-centred care in the UK. It, from the disability rights movement, challenged the idea that disability is only a personal problem. It highlighted barriers like inaccessible environments, discrimination, poor communication, and rigid services that worsen challenges for disabled people. This approach emphasises principles such as equality, independence, participation, dignity, and control.
The social model has limits, as it may not fully explain pain, illness, or impairment effects, and people with the same disability can have different experiences. It shouldn't be the sole perspective; a balanced approach must recognise medical needs and social barriers.
UK legislation such as the Care Act 2014, CQC Regulation 9, and NHS Standards exemplifies social model principles in action. Nonetheless, policies by themselves are insufficient. Care providers need to implement reasonable adjustments, actively listen to disabled individuals, collaborate effectively, and equip staff with the necessary time, training, and resources to deliver person-centred support. This approach enables disabled people to enjoy authentic choice, dignity, participation, and control.
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