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A Critical Discussion of the Social Model of Disability and its Contribution to Person-Centred Care in Health and Social Care Policy and Practice.
Introduction
Person-centred care is a key approach in modern health and social care practice. It places individuals at the centre of decision-making by recognising their values, preferences and experiences. It promotes partnership between people and professionals, supporting dignity, independence and wellbeing (National Institute for Health and Care Excellence, 2023). In the UK, this approach is supported by policies including the Care Act 2014, Equality Act 2010 and NHS Long Term Plan, which aim to improve choice and reduce inequalities (UK Government, 2014; NHS England, 2019).
The Social Model of Disability supports a critical context for understanding disability and supporting person-centred care. The model developed from the disability rights movement and challenged views that focused mainly on individual impairment and medical treatment. Instead, it argues that disability is often created by social and environmental barriers, such as inaccessible services, discrimination and negative attitudes (Oliver, 1990). This shifted attention towards removing barriers and creating inclusive environments (Barnes, 2020). However, the Social Model has been criticised for giving limited attention to the personal effects of impairment, such as pain, fatigue and long-term health conditions (Shakespeare, 2018).
Therefore, effective person-centred care should consider both social barriers and individual needs. This essay critically examines the development, strengths, limitations and application of the Social Model of Disability within UK health and social care policy and practice. It maintains that merging barrier removal with appropriate individual support provides the most effective approach to person-centred care.
Emergence and Development of the Social Model of Disability
Before the Social Model of Disability was introduced, disability was mostly explained using the Medical Model. This model viewed disability as a problem caused by a person’s physical or mental condition. The focus was on recognizing the illness, providing treatment and helping the person manage their impairment. Health professionals were often the main decision-makers, while disabled people had less involvement in decisions about their own care (Oliver, 1990). Although the Medical Model has helped many people access important healthcare and treatment, it has been criticised for focusing on limitations rather than considering people's rights, abilities and wider social circumstances.
During the 1970s, disabled people's organisations questioned this understanding of disability. The Union of the Physically Impaired Against Segregation (UPIAS) argued that disability was not caused only by impairment but also by barriers created by society (UPIAS, 1976). For example, a wheelchair user may not be restricted by their physical condition alone but by inaccessible buildings, unsuitable transport or workplaces that fail to provide reasonable adjustments. This represented a major shift because it changed the focus from the individual to the wider social environment.
Mike Oliver developed these ideas further and introduced the term Social Model of Disability during the 1980s. He argued that disability was created by social, environmental and organisational barriers rather than impairment itself (Oliver, 1990). The model encouraged society to remove barriers and create equal opportunities instead of expecting disabled people to adapt to unsuitable systems.
A major benefit of the Social Model is that it promoted empowerment and gave disabled people a stronger voice in decisions affecting their lives. It supports person-centred care because it recognises that individuals should be involved in decisions about their care and support (NICE, 2023). The model also highlights different barriers, including physical barriers, communication difficulties and negative views, which can prevent disabled people from accessing services and contributing wholly to society (Barnes, 2020).
However, the Social Model should not be viewed as a complete replacement for medical approaches. Many disabled people require medical treatment, rehabilitation and specialist support to manage their conditions and improve their quality of life. Therefore, critics argue that disability is best understood through a combination of social and individual factors rather than one single explanation (Shakespeare, 2018). Overall, the Social Model changed the way disability is understood by highlighting the role of society in creating barriers. Its influence can be seen in modern health and social care policies that promote equality, inclusion and person-centred practice. However, its limitations demonstrate the importance of combining social approaches with appropriate medical and personal support.
Critiques of the Social Model of Disability and Reactions
While the Social Model of Disability has helped improve understanding of disability rights and supported person-centred approaches, it has also been questioned by some academics. While the model draws attention to the way society can create barriers for disabled people, some researchers believe it does not completely reflect the different and personal experiences of living with a disability.
One major criticism is that the Social Model may not give enough attention to the personal experience of impairment. Some disabled people experience pain, fatigue, illness and changes in their physical abilities that cannot be removed simply by improving accessibility or changing social attitudes. For example, a person living with multiple sclerosis may continue to experience symptoms even when social barriers are reduced. Shakespeare (2018) argues that the Social Model can separate impairment and disability too strongly, which may overlook the impact of health conditions on everyday life.
The model has also been criticised for not fully recognising the importance of medical care. Many disabled people benefit from treatment, medication, rehabilitation and specialist services. A person-centred approach should consider these needs because medical support can improve independence and wellbeing. Therefore, focusing only on social barriers may provide an incomplete understanding of disability (Shakespeare, 2018).
Another limitation is that the Social Model may not fully address invisible disabilities and mental health conditions. Illnesses such as autism, dementia, chronic pain and mental health difficulties may require both social support and professional healthcare interventions. This implies that disability is predisposed by a blend of personal, social and environmental factors.
However, supporters argue that these criticisms do not reduce the importance of the Social Model. The purpose of the model was not to deny impairment but to challenge discrimination and exclusion experienced by disabled people (Oliver, 1990). Its strength is that it changed attitudes by recognising that many problems encountered by disabled people are caused by barriers within society rather than the individual.
In response to these criticisms, many academics support a more balanced approach, such as the biopsychosocial model, which recognises the interaction between health conditions, personal experiences and social environments (World Health Organization, 2022). This approach may be more suitable for modern health and social care because it combines medical support with the removal of social barriers. Overall, the Social Model remains an important framework for promoting equality, inclusion and independence. However, combining it with appropriate medical and individual support provides a more complete approach to delivering effective person-centred care.
Relevance of the Social Model of Disability to Health and Social Care Policy and Practice
The Social Model of Disability has influenced the way health and social care services are designed and delivered in the UK. It encourages professionals and organisations to identify and eliminate barriers that prevent disabled people from fully participating in society. The model supports person-centred care by emphasising that individuals should have an opinion in choices about their support and that services should be flexible enough to respond to individual needs rather than expecting people to fit into existing systems.
The Equality Act 2010 reflects many of the ideas behind the Social Model by providing legal protection for disabled people and placing a responsibility on organisations to make reasonable adjustments (UK Government, 2010). These adjustments can include improving physical access, providing information in suitable formats and changing procedures that may disadvantage disabled people. This approach recognises that difficulties experienced by disabled people are often linked to barriers within services and society, rather than being caused only by the individual’s impairment (Barnes, 2020).
However, although the Equality Act has improved legal protection, challenges remain in practice. Some disabled people continue to experience difficulties accessing health and social care due to inaccessible environments, limited communication support and inconsistent staff awareness (Care Quality Commission, 2024). This highlights that legislation alone cannot guarantee inclusion; effective implementation also requires staff training, organisational commitment and sufficient resources.
The Care Act 2014 also reflects the Social Model by placing individual wellbeing, choice and control at the centre of social care assessment and support planning (UK Government, 2014). The Act promotes personalised approaches, including personal budgets and direct payments, allowing individuals greater involvement in deciding how their support is provided (Department of Health and Social Care, 2021).
Personalisation can strengthen person-centred care by increasing independence and enabling people to receive support that reflects their lifestyle and goals. For example, a person with a disability may choose to employ a personal assistant rather than receive traditional services. However, personalisation can also create challenges if individuals do not have enough information, advocacy or support to manage their choices effectively (Glasby, 2022). Therefore, empowerment requires more than offering choice; it requires meaningful support to help people make informed decisions.
The NHS Long Term Plan also reflects the Social Model through its focus on personalised care, shared decision-making and reducing health inequalities (NHS England, 2019). It identifies that health is affected by broader factors such as housing, employment, income and social relationships, not only medical treatment (World Health Organization, 2022). This supports the Social Model because it acknowledges that improving health outcomes requires addressing social barriers.
In practice, a person with a long-term disability may require support from healthcare professionals, social workers, housing services and community organisations. Effective partnership working can improve wellbeing and reduce barriers. However, integrated care can be difficult because different organisations may have separate systems, priorities and funding arrangements, which can result in fragmented support (Care Quality Commission, 2024).
The Social Model is also reflected in the work of the Care Quality Commission (CQC), which expects health and social care providers to deliver safe, efficient, caring, responsive and well-led services (Care Quality Commission, 2024). Services are expected to involve people in decisions, respect their dignity and provide support that meets their individual needs. However, staff shortages, financial pressures and limited disability awareness can prevent some organisations from achieving fully personalised care (Skills for Care, 2024).
The model is also relevant to social work practice. Social workers applying the Social Model consider not only an individual's impairment but also wider barriers such as housing, access to services, relationships and social inclusion. This approach supports the Care Act 2014 principles of wellbeing, choice and control (UK Government, 2014). However, professionals may identify barriers that are difficult to change, such as limited resources or service shortages. Therefore, effective practice requires advocacy, partnership working and a balanced understanding of both social barriers and individual needs.
Overall, the Social Model has made a valuable contribution to UK health and social care by promoting equality, accessibility and person-centred practice. However, its successful application depends on more than policies and legislation. It requires skilled professionals, adequate resources and genuine involvement of disabled people in designing and improving services.
Recommendations for Health and Social Care Policy and Practice
Although the Social Model of Disability has improved understanding of disability and strengthened person-centred approaches, further action is needed to ensure its principles are consistently applied in practice. Firstly, health and social care organisations should provide regular disability awareness training for staff. This should focus on disability rights, communication needs, equality responsibilities and the importance of involving individuals in decisions about their care (Skills for Care, 2024). Improving staff knowledge can help reduce negative attitudes and remove barriers to accessing services (Barnes, 2020).
Secondly, organisations should improve accessibility in both physical and digital environments. Although the Equality Act 2010 necessitates practical adjustments, some disabled people still experience barriers when accessing services due to inaccessible buildings, unsuitable information and digital exclusion (UK Government, 2010; Care Quality Commission, 2024). Services should therefore provide accessible information and ensure that environments meet the needs of diverse individuals.
A further recommendation is that disabled people should be more actively involved in designing and evaluating services. Co-production allows people who use services to contribute their experiences and knowledge, helping organisations develop more effective and inclusive support (Social Care Institute for Excellence, 2022). Meaningful involvement should go beyond consultation and ensure that disabled people's views influence decisions.
Conclusion
The Social Model of Disability has changed the understanding of disability within health and social care by showing that disability is influenced not only by impairment but also by social, environmental and organisational barriers (Oliver, 1990). It has supported person-centred care by promoting equality, independence and involvement in decision-making. However, the model has limitations. Critics argue that it may not fully recognise the personal effects of impairment or the importance of medical support for some disabled people (Shakespeare, 2018). Therefore, disability should be understood through an approach that considers both social barriers and individual needs.
The Social Model has influenced policies such as the Equality Act 2010, Care Act 2014 and NHS Long Term Plan, but challenges remain in areas such as resources, staff awareness and consistent implementation. Overall, combining the removal of social barriers with appropriate professional support can help health and social care services provide inclusive care that respects dignity, choice and individual circumstances.
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