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Task One: Understand the meaning of health and wellbeing.
	1.1 Explain the meaning of the terms health and wellbeing:

	    Health refers to a state of complete physical, mental, and social well-being, not just the absence of disease or illness. It encompasses how well the body functions, the mind’s stability, and the ability to engage in meaningful social interactions. Good health allows individuals to perform daily activities effectively and adapt to challenges. Department of Health (2010) indicated that they look at health in the broad term that encompasses physical and mental health, along with wellbeing. They do this by not only looking at whether an individual is ill or not but also how healthy and well an individual is. 
    Wellbeing refers to a broader concept that includes health but also encompasses overall life satisfaction, happiness, and a sense of purpose. It includes emotional, psychological, and social aspects that contribute to a fulfilling and balanced life. Wellbeing is influenced by factors such as relationships, work-life balance, financial security, and personal growth. Department of health (2013) reports that “wellbeing comprises an individual’s experience of their life; and a comparison of life circumstances with social norms and values.” They add that there are two dimensions to wellbeing, subjective wellbeing, this is asking individuals directly about their wellbeing, and objective wellbeing which is based on assumptions about basic human needs and rights. 
    Health and wellbeing are closely interconnected, with each one influencing the other in multiple ways. An example of how health can impact wellbeing could be, good physical health can contribute to overall wellbeing by allowing individuals to engage in daily activities, maintain relationships and experience a better quality of life. However if an individual has poor health such as a chronic illness or disability, this can negatively impact upon their wellbeing and can lead to stress, anxiety or depression. Wellbeing can also have an impact upon health, for example high levels of wellbeing including emotional and mental stability can improve health by reducing stress, strengthening the immune system and encouraging better life choices. However if an individual has poor wellbeing such as emotional distress or social isolation then this can lead to physical health problems, including heart disease, weakened immunity, or unhealthy behaviours such as poor diet or lack of exercise. Department of Health (2014) indicates that physical health and mental health influence wellbeing, adding that the relationship between the two is not one-way with both influencing each other, suggesting that there are a number of correlations between wellbeing and physical health outcomes. They add “the effect of wellbeing on health is substantial (but variable) and comparable to other risk factors more traditionally targeted by public health such as a healthy diet”. Maintaining a balance between health and overall wellbeing is essential for leading a fulfilling and healthy life. It is important to note that although health and wellbeing can influence each other an individual can have poor physical health but good wellbeing or have poor wellbeing but be in good physical health. 








	1.2 Outline the components of both the Medical Model and Health Belief Model of health, then explain any similarities and differences:

	    The medical model is a framework used in healthcare, it focuses on diagnosing and treating diseases primarily through biological and physiological factors. It is based on scientific principles and often relies on medical interventions such as medication, surgery, and other treatments. Psychology (2025) defines the medical model as “a way of understanding and approaching healthcare” with the primary focus being on “physical and biological aspects of illness or disease”. They add that the model is used by “medical professionals and practitioners to diagnose and treat patients”.  Some of the key components of the medical model include, it takes a biological focus viewing illness as a result of biological factors such as genetics, infections, or organ malfunctions rather than psychological or social influences. It identifies diseases based on symptoms, medical tests, and examinations. The primary approach of managing illness includes medical interventions such as medication, surgery, therapy and rehabilitation to help restore health. The model relies on healthcare professionals such as doctors and specialists to use their scientific knowledge and medical technology to diagnose and treat conditions. The model breaks illness down into specific causes e.g. bacteria, viruses or genetic mutations rather than considering broader social or psychological influences. The effectiveness of treatment is usually measured through clinical tests, recovery tests and symptom reduction rather than subjective experiences. 
   The health belief model of health is a psychological framework used to explain and predict health behaviours by focusing on individuals’ beliefs about their health conditions. The model is based on individuals’ perception of their health conditions. It takes into account an individuals’ belief about their risk of developing a health condition, how serious they perceive their condition and its potential consequences, along with their beliefs around how taking specific actions will help reduce the risk or severity of the condition. It also looks at an individuals perceived barriers and the potential obstacles that may stop an individual from taking action. It looks at the triggers that prompt individuals to take action, such as symptoms, media campaigns or advice from healthcare professionals. While also focusing on an individual’s confidence in their ability to successfully make the behaviour changes required. These key components help to explain why individuals do or do not engage in health prompting behaviours. Alyafei and Easton – Carr (2024) describe the health belief model as a “foundational framework in health behaviour”, developed in 1950’s to help with the understanding of preventative health barriers. They add that the model has six primary constructs “perceived susceptibility, perceived severity, perceived benefits, perceived barriers, self-efficacy and cues to action”.
     Both the medical model and the health belief model share some key similarities, both models are aimed at understanding health related behaviours and outcomes, whether through medical treatment or individual perceptions and beliefs. Both models inform health interventions, with the medical model focusing on diagnosing and treating disease, while the health belief model is used to develop health promotion strategies, with both of the models acknowledging that health is influenced by risk factors. The medical model looks at biological causes like pathogens and genetics, while the health belief model considers perceived susceptibility and severity of illness. In both the models health care providers play a key role in influencing the health outcome, either through direct medical intervention or by engaging and guiding behaviour change. Both models ultimately seek to improve health by reducing disease prevalence and encouraging healthier behaviours. 
     There are also some key differences between the two models, the medical model focuses on the biological and physiological aspects of disease, It sees illness as something that can be diagnosed, treated and cured through medical interventions, whereas the health belief model focuses on psychological and behavioural aspects of health. It emphasises how individuals’ perceptions and beliefs influence their health behaviours. The medical model also views disease as caused by external agents like bacteria or viruses, or internal factors like genetics or disorders. However the health belief model sees health behaviours being influenced by perceptions of risk, severity, benefits of action and barriers to change. Another key difference is that with the medical model individuals are typically passive, receiving treatment from healthcare professionals, whereas with the health belief model individuals’ are often more active, making decisions based on their beliefs about health risks and benefits of action. The medical model also focuses on diagnosis, medication, surgery and other clinical treatment and is used within hospitals, clinics and medical research to treat disease. The health belief model focuses on health promotion and disease prevention through behaviour change strategies, it is used within public health campaigns, health education and preventive care programs like smoking cessation and encouraging vaccinations. One of the main differences between the two models is that the medical model primarily focuses on curing diseases rather than preventing them, with the health belief model putting a strong emphasis on prevention and proactive health behaviours.






















	1.3 Describe a minimum of five determinants of health and provide examples of the impact of these determinants upon a person’s health and wellbeing:

	       There are many determinants of health that can influence an individual’s health and wellbeing. These include biological determinants, these are the genetic and physiological factors that affect health. For example an individual with a family history of heart disease may be at higher risk of developing cardiovascular issues which could affect their long-term wellbeing. Behaviour determinants also influence health and wellbeing, these relate to an individual’s choices and behaviours that can impact upon their health, an example of this would be smoking increases the risk of lung cancer and respiratory diseases, while regular exercise improves cardiovascular health and mental wellbeing. Social determinants which include socioeconomic status, education, employment, and social support, an example of how this impacts health and wellbeing would be individuals with higher education levels tend to have better access to healthcare and make healthier lifestyle choices, this helps to reduce the risk of developing chronic diseases. Public Health England (2017) reports that individuals with long term unemployment have “lower life expectancy and worse health” than individuals who are employed. They add that “children growing up in workless households are almost twice as likely to fail at all stages of education compared to children who grow up in working families. World Health Organization (2025) states
“The Social Determinants of Health have an important influence on health inequities – the unfair and avoidable differences in health status seen within and between countries. In countries at all levels of income, health and illness follow a social gradient: the lower the socioeconomic position, the worse the health.” Environmental determinants also impact upon individuals health and wellbeing, these include physical surroundings, such as air and water quality, housing, and workplace safety. Poor air quality due to pollution can lead to respiratory problems like asthma which has an effect on overall wellbeing. Office for Health Improvement and Disparities (2025) report that our environment has positive or negative effects on an individual’s health and wellbeing. They suggest that built up environments tend to have more food outlets, stipulating those meals eaten outside of the home tend to be bigger portions, higher calories making it more challenging for individuals to eat healthily. They further state “the neighbourhood food environment is an important modifiable determinant of dietary behaviour and obesity.”  Cultural beliefs and traditions can influence health behaviours and access to healthcare, for example in some cultures mental health issues may carry a stigma, this then prevents individuals from seeking the necessary support and treatment they may need. There are also political and economic determinants that have an influence on a person’s health and wellbeing, these include healthcare policies, government regulations and economic conditions, a country with universal healthcare ensures that all citizens have access to medical services, therefore improving overall public health outcomes.










Task Two: Understand the benefits of self-management for people and approaches that empower them to improve their health and wellbeing.
	2.1 Describe the concept of empowerment and the benefits to individuals when empowered to manage their own health:

	     Empowerment in healthcare refers to the process through which individuals gain greater control over decisions and actions affecting their health. It involves providing individuals with the knowledge, skills, confidence and support they need to take responsibility for their own health and healthcare decisions. Empowerment shifts the focus from a traditional paternalistic model, where healthcare professionals make the decisions to a collaborative model that emphasises shared decision making. Donnelly (2019) reports that when care is more personalised and tailored around an individual it enables them to have more autonomy over their health and wellbeing. She adds empowering individuals will make them more likely to participate in their care, which will help them to live better with long term conditions, it also helps to target prevention and offers a much more personalised experience. 
      There are many benefits to empowerment within healthcare, some of these include improved health outcomes, empowered individuals are more likely to adhere to treatment plans, attend appointments and adopt a healthier lifestyle leading to better physical and mental health. Empowerment also leads to increased confidence and self-efficacy, with the right knowledge and support individuals gain confidence to help manage chronic conditions, ask questions and make informed decisions. When individuals are involved in the decision-making process, they can often feel more respected and valued, this leads to a more positive healthcare experience. Empowered individuals are more likely to engage in preventative services and manage minor health issues at home, this helps to reduce unnecessary hospital and GP visits. Individuals who feel empowered are more likely to communicate effectively with healthcare providers, which can help to aid a more accurate diagnoses and appropriate treatment plans. Empowerment also promotes independence and encourages autonomy, especially with those individuals with long term conditions or in the later stages of life. Being in control of your own healthcare can also help to reduce anxiety and stress, it can improve coping skills and enhance overall well-being. Hickmann, Richter and Schlieter (2022) suggests that patient centredness is “a concept dominantly influenced by health care providers and can enhance patients’ competencies, attitudes and behaviours towards their personal healthcare”. They add enabling and empowering individuals can lead to greater engagement, “fostering an active role of patients can also increase adherence to the care pathway”. Further stating that “patient engagement seems to be the most conclusive and furthest developed concept in terms of turning patients into active partners in their personal healthcare”.












	2.2 Explain two theories of behaviour change, and include the skills required to promote behavioural change in others: 

	      One theory of behaviour change is the transtheoretical model, this theory suggests that behaviour change is a process that occurs in stages. The first stage is precontemplation, this is where an individual is not considering change, this is followed by contemplation, this is where the individual starts to think about making a change. Then follows the preparation stage, this involves planning to take action soon, then comes action which is where individuals actively make changes. Individuals then move onto the maintenance stage where they sustain their new behaviours, there is an additional stage however this is not applicable to every individual, the relapse stage, this is where individuals return to old habits which can lead back to earlier stages. This theory tailors support required based on the individuals current stage, an example of this would be an individual in the contemplation stage might benefit from motivational interviewing, while someone in the action stage may require practical support and encouragement. Hashemzadeh et al (2019) states that behavioural change is not a coincidence but is instead a process and different individuals are in different stages and readiness. They add that as individuals pass through the six stages it is possible for them to also return to a previous stage. They report there are three factors that influence passing through these stages, these include process of change, decisional balance and self-efficiency.  
       Another theory of behaviour change is the social cognitive theory, this theory highlights the role of learning through observation, self-efficacy and reciprocal determination, this refers to the relationship between the individual, environment and behaviour. Some key concepts of this theory include modelling, this is where individuals learn through watching others. Reinforcement through receiving positive feedback can strengthen behaviour and self-regulation, this is where an individual sets their own goals and monitors their own behaviour. This theory promotes behaviour change by increasing confidence, providing role models, and setting up supportive environments. Bandura (2017) reports the “ Social Cognitive Theory is founded on an agentic conception of human development, adaption, and change. To be an agent is to influence the course of events by one's actions. Social cognitive theory subscribes to a causal structure grounded in triadic reciprocal causation. In this triadic codetermination, human functioning is a product of the interplay of intrapersonal influences, the behaviour individuals engage in, and the environmental forces that impinge on them, because intrapersonal influences are a part of the determining conditions in this triadic interplay, people have a hand in shaping events and the course their lives take”.
          There are many skills required to help promote behavioural change in others, some of these skills include Active listening, this is to fully understand an individuals concerns and motivations, Nelson- Jones (2014) suggests that “active listening is more than hearing someone’s words. It means fully attuning to the feelings and views of the speaker, demonstrating unbiased acceptance and validation of their experience”.  Another skill is empathy, showing genuine care and understanding to individuals, Moudatsou et al (2020) indicate that empathy is the “ability to understand and share others feelings”. They state that empathy is a “core concept as according to the psychodynamic, behavioural and person-centred approaches, it facilitates the development of a therapeutic relationship with the health care user, providing the basis for therapeutic change”, “the first mention of Empathy was in a psychotherapeutic context in the 1950s”, it was defined as a “temporary condition” a health professional experiences in their efforts to understand an individuals life without bonding with them. Motivational interviewing, this is helping others explore and resolve ambivalence about change. Rollnick et al (2010) reports that simply giving individuals advice to change is often unrewarding and ineffective, they add that motivational interviewing uses a guiding style to engage with individuals, clarifying their strengths and aspirations, evoking their own motivations for change, and promoting autonomy of decision making. Goal setting is another skill required, helping individuals set realistic and achievable goals in order to achieve behaviour change, Department of Health (2011) suggests that in some instances it is important to set smaller goals in order to achieve the bigger goal, adding goals should belong to the individual and be meaningful in order for the individuals to take accountability over them and want to achieve them. National Health Service England (2024) further adds that unachieved goals can have a negative impact upon wellbeing and cause unhelpful thinking patterns, this can affect motivation and prevent individuals from making positive changes. Another skill is positive reinforcement, this involves encouraging progress and celebrating successes, problem solving, assisting in overcoming barriers to change and education and feedback, providing clear non-judgemental information and guidance. Nursing-Science (2025) reports positive reinforcement is a technique used to encourage desired behavioural changes through offerings of rewards or praise, it helps improve patient outcomes and can also enhance team dynamics and foster positive working environments. The technique involves acknowledging and rewarding behaviours that you want to see repeated. They go on to add that positive reinforcement can significantly improve patient compliance with treatment plans, it can boost self-esteem and encourage individuals to continue to make healthy choices. It can also help reduce anxiety and improve overall satisfaction with care. Effective positive reinforcement should be timely, specific and genuine. 






















	2.3 Please describe two examples of where your health board, or local authority, support the health and wellbeing of their employees:

	     Aneurin Bevan University Health Board (ABUHB) actively supports the health and wellbeing of its employees through various initiatives. One initiative is the employee wellbeing service that provides confidential support and advice to all staff members. This services includes one to one and group interventions, addressing various aspects of mental and emotional health. ABUHB also recognises that many of their employees also have unpaid caring responsibilities, the health board enhanced its understanding and support for all staff who are carers, leading to the achievement of carer friendly accreditation (Tii Vida, 2025).
      Another example of how ABUHB supports the health and wellbeing of its employees is by improving the employee investigations programme, fostering a more compassionate workplace culture, ABUHB developed the “ improving employee investigations” programme. The aim of this initiative was to reduce avoidable employee harm by refining the disciplinary processes. Within its first 13 months the programme achieved a 71% reduction in commissioned investigations saving over 3000days in sickness absence (Health Education and Improvement Wales, 2024) and more the £700,000 in associated costs (Gwella, 2024). The programme’s success was recognised with multiple awards including the “ Change Management Initiative” award at the 2024 CIPD in Wales Awards.










                                   














Task Three: Be able to use a person centred approach when promoting population health.  
                                      
	3.1a Reflect on an example of a person centred approach you have used within your workplace, to promote health and wellbeing of either individuals or groups. Ensure you use a recognised model for reflection and make recommendations for improvement.

	A reflection on an intervention with a service user who had been admitted to hospital following a stroke. 

	         The following is a reflection based on interventions completed with a lady who had been admitted to hospital following a stroke. This reflection will follow the Gibbs Reflective cycle and its six stages of description, feelings, evaluation, analysis, conclusion and action plan. Main (2023) reports that the Gibbs reflective cycle was developed in 1988 by Graham Gibbs, they add that this reflective cycle is widely used within many fields as a way to enhance professional and personal development, while providing individuals with a structured way to reflect upon their experiences. 
Description.
	            I was allocated a 69 year old lady, Mrs P, who had been admitted to hospital following a stroke whilst at home. She had received stroke specific rehabilitation whilst in a previous hospital and had been transferred to our hospital for further non stroke specific rehabilitation and discharge planning. I completed my initial assessments with Mrs P, I was able to use my active listening skills and together we were able to collaboratively set realistic achievable goals and treatment plan to help Mrs P to achieve her overall goal of maximising her independence and returning home to live with her husband without the support of long term carers. National Health Service England (2024) suggests unachieved goals have consequences like a negative impact upon wellbeing, initiate unhelpful thinking patterns, have a negative impact on motivation and prevent positive changes being made. They add that “setting specific, measurable, achievable, realistic and timely goals, referred to as SMART goals” help create sustainable changes that can be maintained, making it more likely to be achieved, leading to individuals feeling happier, more confident and less anxious about change. I was able to build a strong therapeutic relationship with Mrs P which helped motivation and engagement throughout our treatment sessions, it also meant that Mrs P felt comfortable enough to confide in me that she was nervous about returning home and felt that even though she was managing her activities of daily living (ADL) in the hospital environment she felt that she would struggle at home due to the change of environments. I was able to reassure Mrs P and it was agreed that Mrs P would return home with short term support from the community resource team to help her regain her confidence and independence with her ADL’s and routines at home, I was also able to reassure Mrs P that I would be able to remain her keyworker in the community and this helped to settle her nerves regarding having to have her care handed over to another service or professional. This helped to strengthen our therapeutic relationship further. Upon discharge Mrs P was able to regain her independence with her ADL’s and routines quickly and opened up further about her wishes to be able to attend her granddaughters communion in her local church, she added that her granddaughter wanted her to speak at the service however Mrs P reported that she did not feel comfortable doing this. She also reported that she was upset that her handwriting had been affected and she would like to be able to write her granddaughter a letter for her communion day. Through discussions with Mrs P it was agreed that a referral would be made to  the community neurological rehabilitation service (CNRS) for support from speech and language therapy, I agreed to contact the occupational therapists in the Parkinson team as I knew they had handwriting resources to help Mrs P with her goal to write a letter to her granddaughter, We also agreed to take Mrs P to her local church for her to practice walking up the steps and into the church. All of these goals were achieved however, Mrs P did not feel confident enough to attend the church on the day of the service, however we had been able to work with Mrs P on how to use the video function of her iPad independently which meant she was able to watch the service from her home via her iPad.
Feelings.
	             I was happy that I was able to build a strong therapeutic relationship with Mrs P which allowed her to fully open up to me meaning that we were able to work collaboratively to set goals that were meaningful and achievable for Mrs P.  Mrs P reported that she felt safe enough to open up to me and express her anxieties throughout her journey as they changed. I was also happy that our strong therapeutic relationship meant that Mrs P family also put their trust in me and felt confident enough to raise any of their own concerns or issues with me. I felt proud and had increased job satisfaction as I was able to help Mrs P achieve her goals both within the hospital setting and within the community once at home. I did at times feel slightly frustrated that I was not as informed as I should have been at what stroke services are available within the community setting but I also felt frustrated that no onwards referrals had been made at the point in which Mrs P was discharged from the stroke services in the previous hospital.
Evaluation.
 	Mrs P was able to return home with short term support and at the point of discharge from the OT service she had achieved her goal of returning home to live with her husband without the need of long term support, she was able to return to independence with all transfers, ADL’s and routines. I feel that this was the best outcome for Mrs P as she was previously very sociable and fiercely independent prior to her admission. Developing a strong therapeutic relationship with Mrs P helped her to feel comfortable to open up to me regarding her anxieties and also meant that Mrs P was motivated and engaged in all therapeutic sessions as she was confident in the goals that we were working to achieve, it also allowed for all interventions and goals to be truly person centred.  
Analysis.
	If I had not have been able to develop a therapeutic relationship with Mrs P then the outcome for Mrs P could have been very different. Mrs P may have lacked motivation and engagement in treatment sessions meaning she would not have been able to achieve her goals, she may also have not felt confident or comfortable enough to share her anxieties and concerns regarding returning home and attending her granddaughters communion. This means that she may have returned home with long term support and would have not been able to watch the communion service on her iPad, she would also not have been able to write her letter to her granddaughter. Developing a therapeutic relationship meant that Mrs P was open and honest with me throughout and we were able to add and adjust goals as anxieties and concerns arose. 
Conclusion. 
   	This experience has taught me the importance of developing a therapeutic relationship with all individuals I work with, this will allow me to make sure that all interventions and goal setting are truly person centred. If I had been unable to do this with Mrs P then the outcome could have been very different. By achieving a strong therapeutic relationship Mrs P was able to achieve her original goals and add and adapt goals as her therapeutic journey progressed.
Action Plan.
 	Moving forward I feel confident in my ability to develop good effective therapeutic relationships and carry out person centred interventions, I also feel confident in my ability to adapt and change goals throughout interventions as needed. I was able to identify a gap in my knowledge regarding stroke services available within the community setting and was able to confidently seek advice from my colleagues and peers in order to make the necessary ongoing referrals for speech and language therapies. I was able to build a relationship with these services which allowed me to further explore what other support and services they are able to provide to help me with future practice. 






























	3.1b Reflect on a second example of a person centred approach you have used within your workplace, to promote health and wellbeing with either individuals or groups. Ensure you use a recognised model for reflection and make recommendations for improvement.

	
A reflection on an intervention with a service user who had been admitted to hospital following a fall resulting in fractured neck of femur, who also had a hearing impairment. 

	       The following is a reflection based on interventions completed with a gentleman who was admitted to hospital following a fall resulting in a fractured left neck of femur. The reflection will follow the Gibbs Reflective cycle and the six stages of description, feelings, evaluation, analysis, conclusion and action plan. Main (2023) indicates the Gibbs reflective cycle was developed by Graham Gibbs in 1988. Adding that this reflective cycle is used widely in many fields to enhance professional and personal development by providing individuals with a structured way to reflect upon their experiences. 
Description.
	         I was allocated an 82 year old gentleman, Mr F, who was admitted to hospital following a fall at home resulting in a fractured left neck of femur. Mr F was transferred to our hospital for rehabilitation and discharge planning. Prior to admission Mr F was completely independent with all aspects of daily living, through my initial assessments it was determined that Mr F’s had, had a mechanical fall having tripped over a toy that had been left on the floor by his great grandchild. I worked collaboratively with Mr F to set realistic achievable goals to help him achieve his end goal of returning to independence at home. Mr F wore bilateral hearing aids and on occasions he was unable to clearly understand conversations that were being held. I was able to establish with Mr F that the use of the induction loop system meant that he was able to fully hear and understand conversations held and it was agreed that this would be used for all interventions going forward to ensure person centred care. East London NHS Foundation Trust reports “Induction loop systems help people who are deaf or hard of hearing pick up sounds more clearly, by reducing background noise”. They work in areas when a person’s hearing aid is switched to the ‘T’ setting (or loop programme), this allows them to focus on sounds, such as a person speaking on the loop system microphone, rather than the internal hearing aid microphone, which will normally amplify all noises in the area. The system helps hearing aid users to communicate efficiently and confidentially, even in noisy environments where deaf and hard of hearing people often struggle. This allowed Mr F to be able to clearly communicate with me that he felt anxious about returning home, this allowed me to tailor our interventions around tasks that were causing Mr F anxiety rather than just focusing purely on his physical recovery. Mr F’s main concerns were around meal preparation and personal care within his own environment. I was able to hold meaningful conversations with Mr F using the loop system and it was agreed that a referral onto the community resource team to support personal care and meal preparation at home was appropriate for Mr F, this helped to alleviate his anxieties which assisted with his progress and confidence when completing interventions within the hospital environment, allowing  Mr F’s to remain motivated and engaged upon discharge to achieve his goals with the community resource team. 
Feelings.
	       I was happy that I was able to adapt my communication skills to allow Mr F to fully engage and open up regarding his wishes and anxieties around returning home. The use of the loop hearing system allowed both of us to get the best out of each intervention which help Mr F remain engaged and motivated but also allowed me to feel that I was making a difference in Mr F’s recovery which helped boost my confidence within my role and helped me feel like I was making a difference. I was also proud that I felt comfortable enough to adapt my communication style during interventions to help achieve person centred care. 
Evaluation.
	        Mr F was able to return home with short term support from the community resource team. At the time of discharge home his confidence had increased and his anxieties had improved greatly, meaning he was fully motivated and engaged to continue his rehabilitation once at home. Mr F also showed a greater sense of control over his rehabilitation journey. I feel that this was the best outcome for Mr F as he was previously independent at home and had been able to regain independence whilst still in hospital, his anxiety was around managing tasks within his own environment due to his set up, so having support initially from the community resource team helped to alleviate some of these anxieties at point of discharge. 
Analysis.
	By helping to alleviate Mr F’s anxieties along with tailoring our interventions around these anxieties rather than just concentrating on his physical recovery I was able to provide a holistic approach and recovery for Mr F. Through supporting Mr F’s  health and wellbeing as well as his physical recovery I was able to keep him engaged and motivated throughout which helped him to achieve his goals. By adapting my communication style Mr F was able to fully engage which  helped him to build trust in me which allowed him to open up to me about his anxieties and helped him to feel listened to. Without this Mr F may not have been motivated enough to engage in treatment sessions and achieve his goals. 
Conclusion. 
	        Person centred care is crucial for promoting genuine recovery and independence, it allows individuals to feel valued, listened to and part of their own recovery journey. Understanding and addressing Mr F’s personal priorities resulted in better motivation, engagement and satisfaction with therapy sessions. Adapting communication styles to allow Mr F to express his anxieties also helped me to promote equality and diversity within my role. Without this Mr F may have experienced a very different outcome. 
Action Plan.
	          Moving forward I will continue to use my active listening skills to help identify individuals priorities early on. I feel confident moving forward working with individuals who have hearing impairments and also feel confident in my ability to adapt my communication style to meet the needs of the individual. It allowed me to enhance my skills and knowledge around the loop system and I feel more confident moving forward to use it with others. I was able to identify that I lacked confidence with using the loop system as it is not something that I use regularly, it also allowed me to see a gap in my skills and knowledge around different aids available to help communication for both hearing impairments as well as sight impairments, which helped to identify a training need. 






	
	3.1c Reflect on a third example of a person centred approach you have used within your workplace, to promote health and wellbeing with either individuals or groups. Ensure you use a recognised model for reflection and make recommendations for improvement. 

	A reflection on an intervention with a service user who had been transferred from another hospital requiring assessment for manual handling equipment and specialist seating.

	The following is a reflection based on interventions completed with a gentleman who was admitted to hospital following multiple strokes and was requiring assessment for manual handling needs and specialist seating. The reflection follows the Gibbs Reflective cycle and it’s six stages of description, feelings, evaluation, analysis, conclusion and action plan. Main (2023) indicates the Gibbs reflective cycle was developed by Graham Gibbs in 1988, they further add that the reflective cycle is widely used in many fields to help enhance professional and personal development by providing individuals a structured way to reflect upon their experiences. 
Description.
	I was asked to work jointly with an Occupational Therapist (OT) to support assessments for manual handling equipment and specialist seating. The gentleman, Mr P was 78 years old and had been admitted to hospital following a stroke, whilst an inpatient he had 2 further strokes. This resulted in Mr P being left with a cognitive impairment and dense right sided weakness, he was unable to communicate verbally (aphasia) or use written communication, he was also unable to follow instructions and required full assistance with all aspects of his care. Mr P was transferred to our  hospital with active OT documentation with active goals to work on assessment of appropriate seating and manual handling equipment to support discharge home. The documentation identified that the Physiotherapy team had reported a new baseline of maxi hoisting and the ward staff were maxi hoisting Mr P out into a hydro flex chair and using the tilt function to keep Mr P back in the chair. During our interventions with Mr P we were able to establish that whilst in the bed he was calm and relaxed and did not move around or try to vacate the bed. What we found was that when we tried to roll Mr P, fit a sling under Mr P (different techniques used) or hoist Mr P he would become resistive, hit out and actively try to fight against us. When we explored this further with the Multi-disciplinary team (MDT) (nursing staff and physiotherapists) they all reported that Mr P was resistant and became aggressive when attempting to sit him out, nursing staff also reported that when he was sat in the chair Mr P would actively push himself down out of the chair and his is why they tilted him back. It became evident through our interventions and information gathering that Mr P was resisting because he did not want to be sat out of bed, but was unable to communicate this with us in any other way other than to provide resistance. We were also able to establish that Mr P did not resist or attempt to evacuate the bed when we sat him fully upright in a chair position, meaning that he did not have to be led flat and his position within the bed could be changed frequently and he was able to be fed in an upright position. Keeping my chest healthy (2025) reports the importance of good position when eating and drinking as this helps with chewing, swallowing and breathing, along with reducing the risk of choking or aspirating. Sitting in an upright position in bed can also help to reduce the risk of developing other health conditions like pneumonia and issues with blood pressure.  This was fed back to the wider MDT team and conversations were had that it would be in Mr P’s best interest for him to return home nursed in bed. Nurses trialled nursed in bed on the ward and Mr P responded positively to the trial and became less resistive when being rolled on the bed for pressure relief and incontinence care. Following this and the outcome of OT interventions Mr P returned home nursed in bed with support from a package of care and his family. 
Feelings.
	I felt nervous when attending MDT meetings initially and feeding back that OT recommendation was for home nursed in bed as it had been handed over from the other hospital that Mr P had been transferred for ongoing OT for assessment of manual handling needs and specialist seating. I was happy that we were able to identify that Mr P was resisting because he did not want to sit out of bed but had no other way of communicating this to us at the time rather than through resistance. I feel that the fact that Mr P responded positively to trial on the ward of being nursed in bed that this was the right decision for him and that the decision for him to be nursed in bed was person centred due to him resisting every time someone attempted to sit him out and by him actively pushing himself out of the chair when they did achieve sitting him out. I also feel proud that I felt confident enough to voice my concerns to the OT during the intervention about Mr P actively resisting us and querying if he actually wanted to be sat out at all. 
Evaluation.
	Mr P returned home nursed in bed with the support of a package of care and his family. He was more settled and less resistive when receiving pressure relief and continence care on the bed once staff had stopped attempting to sit him out. Although we were not able to meet the goals set by OT’s in the previous hospital of assessing and providing appropriate manual handling equipment and seating I feel that we achieved a more person centred goal of nursed in bed based on Mr P’s change in behaviour and being more settle once attempts to sit him out had stopped. 
Analysis.
	By not providing manual handling equipment and specialist seating I feel that we were able to be more person centred. Although Mr P had not been able to communicate his wishes to us either verbally or written I believe that he communicated through his actions, by actively resisting against any member of the MDT that attempted to hoist him out of bed or sit him in a chair. I believe that we were able to address Mr P’s emotional wellbeing through stopping attempts to sit him out which allowed him to become more relaxed once in bed and willing to engage with the nurses for rolling to meet his pressure needs and continence care.  
Conclusion. 
	Through changing the OT goals from assessing and providing manual handling equipment and specialist seating set before transfer to our hospital to nursed in bed I feel that we achieved person centred care for Mr P. Although he was not physically sat out in a chair we were able to help alleviate stress and anxiety caused to him through hoisting and he became less resistive and more willing to engage with essential care needs like pressure relief and continence care. We were also able to establish that Mr P did not resist when his hospital bed was sat fully upright in a chair position, so he was able to be sat fully upright to aid with feeding and to encourage positional change. 
Action Plan.
	Moving forward I will feel more confident when feeding back outcomes of OT interventions to the wider MDT as and when goals change and more confident in my clinical reasoning skills. I also feel more confident when changing pre-existing OT goals to meet the current needs of individuals meaning that my care is always person centred. I was able to identify a training need regarding communication aids available for individuals who are unable to communicate either verbally or via written communication, having a greater knowledge of alternative communication aids available would help my practice to become even more person centred. 








































Task Four: Know how to use a co-production approach when promoting health and wellbeing.

	4.1 Outline the principles of co-production  (explain a minimum of 2 of these in-depth)

	         The co-production approach is a way of working that involves people who use services, this can be as patients or community members, as active partners in designing, delivering, and evaluating health and wellbeing initiatives. Using co-production in health and wellbeing ensures services are more person-centred, relevant, and effective because they’re shaped by the very people who use them. NHS England (2025) documents that co-production is a 
“way of working that involves people who use health and care services, carers and communities in equal partnership; and which engages groups of people at the earliest stages of service design, development and evaluation”. They add that individuals with “ lived experience” of conditions are best placed to advise on support and services needed to make a positive change to their lives. 
           Some of the key principles of co-production include Equality, this means that everyone’s knowledge, skills and experiences are valued equally, whether they’re a professional, service user, carer or community member. Professionals bring their technical or institutional expertise and citizens bring their lived experiences, there is no traditional hierarchy with everybody’s expertise treated equally legitimate. Equality also refers to addressing structural inequalities like race, class and disability, that could otherwise skew the co-production process.  British Medical Association (2022) indicates that “co-production builds upon the principles of person-centred care and communication, where the knowledge and expertise of people with lived experience are valued and respected equally. It requires a collaborative setting with clear aims and objectives and authentic, early engagement with all stakeholders. In balancing several perspectives, it is often an iterative process, requiring a culture of openness and honesty, humility and understanding for all involved”. Another principle is diversity and inclusion, co-production should include individuals from all backgrounds and experiences, especially those who are often underrepresented or disadvantaged. Co-production should actively seek out diverse voices, especially those who are traditionally marginalised. Not everyone will find it easy to participate and great effort should be made to remove barriers that prevent participation. Social care Institute for excellence (2022) indicates that diversity and inclusion are important values within co-production, adding that co-production should be as inclusive as possible, whilst also recognising that this can be challenging they reinforce the importance to remain “pro-active about diversity”. An asset based approach puts focus on individuals strengths, skills, knowledge, and experiences, rather than just their needs or problems. Reciprocity is another key principle, this means everyone involved benefits from the process, everyone should give something and everyone should get something in return. Participation should be meaningful and rewarding with individuals feeling that their contributions matter and they are respected. Power and decision making is shared by all involved, with all discussions and decisions being shared throughout with transparency in how the decision was made being crucial.  Strong, trusting and respectful relationships are essential for co-production to work effectively, this includes good communication and ongoing collaborations. Transparency and openness are also important with decisions, actions and goals being clear and openly discussed with all involved throughout the process. It is important that the process is accessible physically, emotionally and cognitively, co-production should adapt to individuals needs rather than forcing individuals to fit into a rigid process, it should also acknowledge that circumstances can change and flexibility is key. Co-production is not a one-off event its an ongoing relationship, training and embedding co-production into structures is necessary for sustainability and it requires a commitment to keep going. 









	






	

Task Five: Understand the role of public health in promoting health and wellbeing..

	5.1 Describe the 3 domains of contemporary public health practice:

	       The three domains of contemporary public health practice are the core areas through which public health aims to improve and protect population health. These core areas are health improvement, health protection and health services. Health improvement focuses on  enhancing the health and wellbeing of individuals and communities. It does this by promoting healthy lifestyles, for example encouraging physical activity, healthy eating and smoking cessation. WJEC (2025) state that the Government work in collaboration with NHS Wales to support a wide range of healthcare initiatives and programmes at both a national level and locally, these resources include promoting health and well-being. Some of the programmes and initiatives include Help me quit, Child poverty strategy, Flying Start groups and a ban on smoking in all public places in Wales. Health improvement also looks at tackling the wider determinants of health like housing, education, employment, income and environment, while also looking at reducing health inequalities between different groups and communities. 
          Health protection focuses on protecting individuals from threats to their health. This is achieved by controlling infectious diseases by offering vaccination programmes and providing timely responses when outbreaks occur. Public Health Wales (2025) report that they provide health protection to the population of Wales, adding that the services are integrated with other public health services including the health protection team, laboratories and specialist services, infectious disease data for Wales, immunisation and vaccine, healthcare associated infections and antibiotic resistance and infection prevention and the sexual health and blood borne viruses services. Health protection is also achieved through the management of environmental hazards like air and water quality. Public Health Wales (2020) suggests that outdoor air pollution is one of the largest risks to health, it can cause health problems and also exacerbate existing health problems. “The UK expert Committee on the Medical Effects of Air Pollution (COMEAP) estimates that air pollution is responsible for an effect equivalent of between 28,000 and 36,000 deaths (at typical ages) each year. This does not mean there are ‘actual’ deaths from air pollution exposure; rather, that the reduced life expectancy which everyone experiences because of air pollution exposure (6-8 months on average, but could range from days to years) is ‘equivalent’ to between 28,000 and 36,000 deaths when summed. In Wales, based on the latest data available (for 2017), Public Health Wales estimates the burden of long-term air pollution exposure to be the equivalent of 1,000 to 1,400 deaths (at typical ages) each year”.  They also use emergency preparedness, an example of this is planning for pandemics or natural disasters, whilst also ensuring food and workplace safety. 
           The third and final domain is health services, the focus of this is to ensure health services are effective, efficient and equitable. To do this involves assessing population health needs, supporting service planning and delivery, evaluating outcomes and reducing inequalities in healthcare access and quality and through promoting evidence based practice and policy-making. Department of health and social care (2025) reports that the” NHS public health functions 2025-2026” focuses on positive health outcomes for the population and reducing inequalities in health through continuous development. Public health Wales (2025) also reports that the “Improvement Cymru Strategy 2021 – 2026” aim is to support the creation of a best quality health and care system for Wales. A system where everyone has access to “safe, effective and efficient care” in the right place at the right time. The three main strategic priorities include continuous improvement, reducing avoidable harm to all and to build improvement capability within health and care systems.  
Together, these three domains aim to prevent disease, prolong life, and promote health through organised efforts and informed choices at every level of society. 








































	5.2 Select one piece of current legislation and explain how it helps to improve public health:

	       Well-being of Future Generations (Wales) Act 2015 (Welsh Government, 2025) is a unique piece of Welsh legislation the requires public bodies like health boards, councils and the Welsh Government to think long-term, work collaboratively and make decisions that improve social, economic, environmental and cultural well-being for both the current and future generations. The Act  helps to improve public health by putting focus on prevention, it achieves this through public bodies prioritising preventative action, reducing health problems before they start, such as investing in physical activity, mental health support, clean environments and tackling poverty. One of the Act’s goals is “a healthier Wales”, which directly targets reducing inequality in health outcomes across communities. The Act also promotes partnership between organisations like health, housing, education and transport, recognising that good health is shaped by many factors and not just healthcare. The Act also ensures that at the time a decision is made, consideration is given to the impact on future generations, helping to build sustainable, healthy communities. This Act is considered a world leading approach to public health and sustainable development. It embeds health and wellbeing into all public decisions in Wales, not just those made by the National Health Service (NHS). 




	






















	5.3 Outline how public health policies and strategies can help you as a practitioner to promote health and wellbeing in your workplace.

	        Public health policies and strategies provide a structured, evidence-based framework that helps NHS employees promote health and wellbeing in the workplace. Policies like the NHS Health and Wellbeing Framework (NHS England, 2022) or the Working Together for a Healthier Wales strategy (Public Health Wales, 2023) give staff guidance on how to embed wellbeing into everyday work, an example of this would be encouraging staff to support healthy behaviours like physical activity, healthy eating and stress management among colleagues. Strategies help support the creation of a healthy workplace culture, one where mental health, work-life balance and physical wellbeing are prioritised, they achieved this by implementing flexible working, introducing mental health champions, providing access to counselling and wellbeing apps. Public health strategies often fund or support training programmes so NHS staff can confidently promote health, an example of this would be Mental Health First Aid training (RCS – Wales, 2025) which helps staff support colleagues or patients in distress. When NHS employees work in environments that reflect good public health policy, they’re more likely to model and promote these behaviours to others, smoke-free hospital sites or active travel schemes like bike to work help to promote healthy habits. Policies help organisations track progress and identify where improvements are needed, such as high stress levels or sickness absence, the use of staff surveys and wellbeing audits inform targeted health promotion initiatives. Public health policies empower NHS employees by providing structure, support, and resources to promote health, not only for patients but also for themselves and their colleagues. 
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