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A Critical Discussion of the Social Model of Disability and Its Application to Patient-Centred Health and Social Care

Introduction
The social model of disability has come to influence academic theorising around, and health and social care policy for, disabled people in ways that are unprecedented and transformative. The model was informed by the passionate campaigning of disabled people in the 1970s and early 1980s, which insisted on questioning a medical model which centred around an individual’s deficits. Rather than focusing on what were perceived by society to be the restrictions of an individual's physical or mental condition, it shifted attention to all those social, attitudinal and environmental barriers that act as a disabling force in preventing full participation in society (Implicitly Oliver, 1983; UPIAS, 1976). The social model,  by challenging the notion of disability as a failing, has influenced UK legislation and public debate in shaping rehabilitation services. More importantly, it aligns well with the contemporary values that guide person-centred practices within this profession today; values that reflect an acknowledgement of the autonomy, dignity, and active participation of those for whom decisions about their lives are being made. This paper offers a nuanced examination of the development and limitations of this social model, as well as an assessment of its effectiveness in delivering person-centred support in health and social care. The paper concludes by proposing several ways to more clearly evidence the link between the social model and person-centred care in policy and practice.

The genesis and evolution of the social model of disability
The social model of disability was developed in a time of growing disabled people’s resistance to the paternalistic welfare arrangements that constructed them as either dependent or passive recipients of care. The seminal contributions by Oliver (1983, 1990) and UPIAS (1976) highlighted that disability is not the outcome of individual impairments, but rather a product of institutional processes, social negation, and repressive societal attitudes. That view provided a powerful counter-hegemonic challenge to the medical model that stereotyped and categorised being disabled as a personal deficit caused (and thus curable) by malfunction or disease (Shakespeare, 2013). The social model’s understanding of disability gained widespread appeal, becoming entangled with larger movements focused on rights, citizenship, self-determination, and social justice (Barnes & Mercer, 2010). Such an impact can be seen in landmark UK legislation, such as the Disability Discrimination Act (DDA) 1995 and, more recently, the Equality Act 2010, which codified anti-discriminatory provisions and those relating to making reasonable adjustments.
While it has been thoroughly enshrined in law and theory, the social model is not static and is not without its critics. Furthermore, a body of literature has sought to counter the simplistic dualisms produced by the model and provide more nuanced explanations that situate disability within the context of embodiment, intersectionality, and lived experience (Thomas, 2004; Goodley, 2016). The World Health Organisation (2001) developed a model, the biopsychosocial framework, to mediate between social and medical models, claiming that disability is an outcome of complex interactions among biological, psychological, and social processes.

Challenges to and Debates on the Social Model of Disability
Notwithstanding its undeniable power, the social model has not been immune to criticism. This model has been critiqued for its reductionist understanding of the relationship between impairment and disability, on which it is premised as a dichotomous distinction, localising impairment within the body and condemning difference to social construction (Shakespeare, 2011). Critics argue that this model is an overly simplistic binary concept of the multi-dimensional lives led by people affected by conditions involving chronic pain, fatigue or other impairments, which cannot be fully captured through separate agendas on environmental barriers alone (Crow, 1996). Furthermore, the model has been criticised as being based mainly on the experiences of people with physical impairments and accordingly not capturing the complexity of varied realities of individuals with learning disabilities, mental health problems or fluctuating impairments (Beresford, 2012;  Mladenov, 2020). Feminist and intersectional academics have also claimed that the model erases important intersections of disability with gender, class, race and culture and consequently makes some experiences and identities invisible (Goodley, 2016). 
A second major criticism revolves around the fact that the model underplays the centrality of care in disabled people’s lives. The MESCA model, according to some critics, is too individualistic and, in its focus on independence and autonomy, may unintentionally diminish the significance of caring relationships, medical technologies, and the reality of human interdependence (Morris, 1993; Toronto, 2013). Much of our lives are being sustained by nurse, assistant or Paramedic support. (current/2008_12_01_archive.htm). Many pals also kill us (Dolan & Peasgood, 2007). In response to such critiques, theorists have attempted to develop alternative relational or social-relational theories that highlight the relations between care, embodiment and social structures (Thomas, 2004; Fine and Glendinning, 2005). Despite these ongoing debates, the social model remains a powerful form of political activism, enabling individuals to resist structural injustices and advocate for rights-based interventions in practice (Barnes & Mercer, 2010).


The Use of the Social Model in Health and Social Care Policy and Provision
The social model has had a profound impact on health and social care policy across the UK, particularly in the areas of personalisation and person-centred practices. The Care Act 2014 prioritises autonomy, choice, and control – values that resonate with the concepts of empowerment and self-determination at the core of the social model (Department of Health and Social Care, 2014). This legislation adopts an asset-based approach to assessment, encouraging practitioners to recognise and value the aspirations, abilities, and networks of support (including social capital) rather than focusing on deficits or what is wrong with individuals (Lloyd, 2020). Final examples of the critical nature of the social model can be found in programmes like coproduction, which place service users as active co-designers and evaluators of their services (Needham & Carr, 2009). Processes of ‘individualisation’, such as personal budgets3 and direct payments4,5, are said to have given many people with disabilities a degree of control over how they receive their support, leading to feelings of self-determination.
More concretely, according to the former model, it is clear that the social persists in many different organisational practices. Communication-support systems, such as easy-read written information and BSL interpreters and communication aids, are a means of breaking down those barriers to information. Physical inclusivity and accessibility are reinforced by environmental accommodations such as wheelchair ramps, handicapped-accessible bathrooms, and sensory spaces. There is a growing emphasis on joint decision-making — and whole-person evaluations — among clinicians who recognise that health is not limited to medical conditions but is closely tied to a wide range of social, emotional, and environmental factors. However, the implementation of the social model is mixed, and not all policy statements are translated into practice at the grassroots level.

Challenges and Constraints of The Social Model in Practice 
The continued underfunding of social care has further exacerbated the challenges in achieving a more person-centred and socially informed model of care. (2017) Inquiry estimated situation at home is that support for social care has been eroded as a result of austerity over the last 10 years, to the extent that the workforce is running low, many are saying it's dangerous, there are drastic gaps in service provision and few truly personalised options open to people (see also Glasby, 2017). The promises of autonomy and choice for young people will become empty slogans without the corresponding funding.
Moreover, the culture within your health and social care organisation may be highly resistant to change. Most institutions are still influenced by biomedical models, where medical outcomes are prioritised over social participation and quality of life (Shakespeare, 2013). Risk-averse systems, normally at the cost of individual freedom - not least for those with learning disabilities or mental health needs, and the ongoing catastrophic failings identified through The Learning Disabilities Mortality Review (NHS England, 2019), signal the desperate ramifications of an institutional culture long since cemented.
Moreover, complex and diverse problem characteristics for some people make the simplistic application of theory difficult. For those with degenerative or relapsing and remitting impairments, the continuing need for medical intervention and lifetime care challenges over simplistic notions of barrier removal (Beresford, 2012). In addition, patchy training and education mean that frontline workers have limited theoretical knowledge of disability rights, co-production, and the underlying principles of the social model (Skills for Care, 2021), setting up processes where paternalistic or exclusionary practices are inadvertently perpetuated.

Recommendations for Policy and Practice
To bring the social model more in line with what a person-centred approach to care would require, there needs to be significant investment in both the infrastructure and staffing of social care. Sufficient funding will support the creation of inclusive environments, easy-to-use digital services, and staffing levels that truly provide autonomy and choice. It is also essential that we enhance the rewards and learning opportunities in the care workforce to ensure a trained team with the necessary skills to provide high-quality, person-centred support.
Similarly, there are urgent reforms needed in educational and training practices. All health and social care professions should have compulsory programmes of training on disability rights, the social model, co-production and intersectionality. Lifting the veil. These findings should be supplemented with further research into inclusive communication strategies, anti-discriminatory practices and relational approaches that would facilitate a change in organisational cultures from one of paternalism to partnership working with service users.
Disconnected into a more radical form of the theory of co-production. More disabled people should be included at every level in planning and evaluating services, and not just delivering them. Involving representative organisations of people with disabilities in every part of this process can ensure that those who live with the consequences inform services and facilitate genuine empowerment.
We conclude by arguing that policy should embrace a biopsychosocial and intersectional approach, integrating medical and social models of disability, one which acknowledges the pervasive role of poverty, housing, employment, and other structural determinants in disabled people's lives. We should build on personalisation — including personal budgets — but we also need to ensure that there are appropriate safeguards in place so that it does not result in growing inequalities when individuals have to navigate complex systems.

Conclusion
The social model of disability endures as both a radical and politically transformative model that, since its inception, has radically challenged how we conceptualise disability and contributed significantly to the rebooting of personal care. It has unwaveringly fought as an amplifier of rights, equality, and the social arrangements that might otherwise reinforce discrimination or assign some to second class status turning this into practice and policy. However, its shortcomings—in particular, the issues related to body-mindedness, diversity, and care relations—highlight the need for a more comprehensive approach. In reality, the possibilities of such care are often hindered by a lack of resources, chronic underfunding, deeply entrenched biomedical cultures, and inadequate educational levels. For there exists a more practical, relational, and well-resourced alternative – one that not only brings together the resources of the social model but also channels what is promising in biopsychosocial thinking and intersectional analysis towards the emancipation, participation, and inclusion of people with disabilities. By strengthening co-production, investing in essential services, and embedding the rights of people with disabilities into professional practice, we can create an environment that enables people with disabilities to become equal citizens, living lives of independence and capacity.
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