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

	Misselbrook (2014) in his article about health and wellbeing provides the World Health Organisation’s definition of health as not simply being the absence of disease or infirmity in an individual but that person experiencing physical as well as mental and social wellbeing.

The National Health Service England (2025) defines a person’s health and wellbeing as being made up of their physical, mental and emotional health combined with a healthy lifestyle. It also stresses that changes in a person’s circumstances over time can affect their health and wellbeing.




	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 of health is an approach where a person’s symptoms are treated with medical procedures and interventions. It looks at all health issues from a biological perspective and seeks to treat the symptoms through medical interventions without attempting to undertake a deeper investigation into the cause of the issue. 

The Health Belief Model of health was developed in the 1950s in America by Social Psychologists working in public health to try and understand why people who were part of programmes to detect and prevent diseases were failing. This is a preventative model and highlights people considering what they perceive to be their susceptibility to falling ill and what the severity of that illness could be. They will also think about what they perceive the benefits of adapting their behaviour are and what the barriers to them taking any action would be. When the person has considered all these, they will decide if they will be pro-active in taking measures to improve their current health and prevent future illness.

Both models seek to achieve a state of good health and wellbeing in people. However, the approaches of these models to achieve this end state are very different. Farre and Rapley (2017) identify the medical model as being the practices medical professionals use to treat the physical symptoms of the illnesses of those who seek medical attention. These interventions are often because of lab findings and can involve treatment for people who do not feel unwell or conversely can mean that people who feel ill can be told that they are not unwell. The positives of this medical model are that people receive safe and effective treatment for their medical condition. On the negative side the medical model does not consider any social, psychological or behavioural factors that can affect a person and the illness they are seeking treatment for and can lead to a loss of choice and control for the patient. The health belief model is more concerned with behaviour changes people can adopt to prevent health issues. This considers people’s beliefs and different variables such as demographics, motivation and societal and cultural influences and so gives the person more independence and control over their health. This can lead to people demonstrating higher levels of engagement with their health and wellbeing.  Rosenstock (1974) describes the difference between the actions people take under the medical belief model to prevent them from developing a disease or to detect disease in an asymptomatic stage as being different to those demonstrating illness or sick-role behaviours where people who are ill seek treatment and remedies for the purpose of getting well, as in the medical model. 





	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:

	The World Health Organisation(WHO) (2024) in their report looking at health equality highlighted many different determinants that affect the health of the population. They identified people’s ability to access quality healthcare as having a major effect on their health and wellbeing. Those in rural populations can have less access to healthcare than those living in urban areas, and this can be further exacerbated by poor transport links. Also, in countries without equitable public health care poorer citizens are less able to access health care than their wealthier counterparts and the health care they do get is often of a much lower quality. Both issues can make it problematic for people to seek medical help when they need it, can lead to them waiting longer for any care and treatment and receiving inferior quality health care. 
The report also highlights the importance education and the access to it plays in health care. One area it discusses is how the poor education of women and girls can lead to an increase in child mortality due to a lack of medical knowledge among mothers. This also links with gender inequality and gender bias which can also impact women’s access to health care. A lack of education can also mean a person is unaware of lifestyle and health choices, such as good nutrition for example, that are available to them to maintain their health and wellbeing.
Another determinant of health is a person’s employment. Being able to work in a safe and secure environment ensures a person remains healthy and their wellbeing is good. Also being employed in a stable job that is paid at a fair rate, ensures a person’s ability to maintain a lifestyle which supports their physical and mental health, as does a good work life balance. Being in employment and receiving a fair wage also affects a person’s ability to be able to purchase good food which can improve health and to access activities which positively impact their wellbeing.

The environment a person lives in is also an important determinant of health. The structural aspects of where someone resides such as inferior quality, cramped, living conditions and poor sanitation can have a negative impact on their health and wellbeing. Poor social conditions in the area they live such as drug taking, anti-social behaviour and inadequate community support networks can negatively affect people. 

The WHO report also discusses how governments and legislation can impact people’s health and wellbeing. Good welfare systems and social protection policies can have a positive effect on the health and wellbeing of the population. Also, the regulation of goods that can have a negative impact on health such as tobacco and alcohol can have a positive impact on the population’s health and wellbeing as can making affordable food and clean water accessible for all. 

A person’s culture and beliefs can also be a determinant in their health and wellbeing. Some behaviours dictated by religion, such as certain diets or discouraging the consumption of alcohol, can have a positive effect on a person’s health. Religious people can also have better mental health and good, supportive social networks which can help maintain their health and wellbeing. Some religious beliefs can have a negative impact on a person’s health, such as Jehovah’s Witnesses not being allowed to receive blood transfusions and certain organ transplants, Rumun (2014).






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:


	Donnelly in her blog on NHS England (2019) describes the principles of empowerment as being shared decision making, where the patient and clinician have equal input into any decisions made around their health. This can involve the individual’s self-management of their treatment facilitated by increasing their knowledge, skills and confidence. The information and support the individual is given enables them to exercise their legal right to make informed choices about their care and treatment and joint personalised care and support plans are developed. This gives the individual control over the decisions made around their health which makes them feel valued and involved in the process. They experience higher levels of satisfaction with their treatment, have a more positive outlook, and this leads to better health outcomes. Camerini, Schulz and Nakamoto (2012) confirm this in their evaluation of health knowledge and health empowerment which they wrote had a great positive impact on the self-management of some chronic conditions. Conversely The Access Group (2023) in their article on Empowerment in Health and Social Care, alongside the positives of empowering patients, also highlight some negatives to this. It states that some patients due to poor communication, health conditions or possibly age may not completely understand what they are being told by the medical professional or may not use the information they are being given as they should which can lead to poor decision making or unreasonable demands around treatment causing stress and anxiety to the patient. Palumbo (2017) in his book about patient empowerment agrees with the idea that there are negatives around patient empowerment. Palumbo uses the term ‘co-destruction’ which he argues can be the outcome if the medical practitioner is unable to establish a positive co-creation and co-friendly relationship with the patient or if the patient does not have the skills and basic skills to navigate healthcare systems. 




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

	Both the theories discussed below are explained in the Communication for Governance & Accountability Program document Theories of Behaviour Change on the gov.uk website (2025). 
The theory of planned behaviour(Appendix 1), explains that a person’s behaviour is determined by their intention to change. This intention to change their behaviour is driven by three things; their attitude, so what they believe the outcome of the behaviour will be; the subjective norm, which is their belief about what other people feel they should do and other social pressures; and finally that person’s perceived behavioural control, what that individual thinks their ability to perform the behaviour is and how effective they will be.
The transtheoretical model of change (Appendix 2) outlines 6 stages of change. The first stage is precontemplation where the individual is not planning to make a change in the foreseeable future. The second stage is the contemplative stage where they are thinking about making a change and are weighing up the pros and cons of this. The third stage is preparation, where the individual is planning what action they will implement to bring about the change in about a month’s time. The fourth stage is the action stage where the plan is implemented which is followed by the maintenance stage where the individual works hard to maintain the plan and avoid relapsing. The final stage is termination, the most difficult stage, where the individual is constantly maintaining the behaviour. Many people relapse and so may never move past the maintenance stage.

To help individuals achieve these behaviour changes there are certain skills that are important to promote that change and to ensure it is sustained. Being able to identify what will motivate that individual to keep going with their behavioural change and to introduce it at the time it is needed is important. Also, good communication to make sure the individual feels they have all the information and skills they need to be able to make the change successful. This good communication and ensuring the individual has the knowledge they need will enable joint goal setting and the identification of possible barriers to success early on, which can make sure the individual is equipped to deal with any problems when they arise. Being able to support the person to self-reflect and self-evaluate their progress with the behaviour changes can also help. If it is felt subjective norms could be an issue having some knowledge of the beliefs and culture of that person and their support network could be important in helping the individual to develop the intention to change their behaviour. It is important to listen to the person and not to try and introduce interventions they are not comfortable with or before they are at the stage when they are ready for them.





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

	Our health board has a staff psychological and wellbeing service and one of the services they provide is a virtual menopause café where people going through the menopause or those supporting them can get together to chat and provide support for each other. They also have lots of useful information for managers and helpful apps and websites around the menopause which people can access for support.
The health board also have the Green Health Groups which provide the Recovery in Nature programme. This offers ecotherapy retreats which comprise 4 full day woodland sessions for those experiencing work related stress, who are at risk of burnout or are currently on stress related sick leave and single day recovery in nature days. The Health Board has also created a willow garden at Withybush Hospital for staff and visitors which is a place they can visit to enjoy some rest and reflection.


                                   



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.

	Using the Gibbs reflective cycle and it’s relevant sub-headings as described in the reflection toolkit University of Edinburgh (2025) I will be reflecting on making accessible menus for a café which I co-produced with one of our service users who has Downs Syndrome and a Learning Disability(LD) who, for confidentiality, I will call James. I was made aware of a local café used by a lot of our service users who only had written menus. I felt making accessible menus would be beneficial for all the customers who were unable to read and so could not independently choose and order their own food. They currently had to rely on staff to order for them which might not be what they would select if they were able to make their own informed choice. I had previously done some observations of James in his day service and felt that co-producing the menu with him would be an interesting and fulfilling project for him to be involved in. Therefore, this project would not only be beneficial to James’ health and wellbeing but also improve the health and wellbeing of all the service users who use the café.

Description – I obtained the 3 different menus in use at the café and over 8 sessions with James we designed the accessible menus together using the symbolised software on my laptop. James chose the layout and decided that he wanted to make the menus using colour symbols, rather than black and white. He also selected the Individual symbols, where possible, for all the food and drink items being included from the symbol options offered. When I had made as much of the menus as I could with James, I searched for appropriate symbols I could use for items we were unable to find versions for during our sessions. I also got the menus translated and made up Welsh and English copies which I took to show James. As he was happy with the completed menus we took them up to the café where James presented them to the staff there. 

Feelings – I occasionally got frustrated during the sessions with James as he sometimes struggled to concentrate and on occasion started to be a bit silly after 10-15 minutes, occasionally trying to swop between the 3 menus, going back to one we have already finished. This meant the sessions had to either be stopped at this time to give James a break or if I was unable to re-engage him with the work, finished completely. Therefore, it took more sessions than I had planned to complete all 3 menus. However, during other sessions James worked well for about half an hour, and it was satisfying to see him applying himself to the task. When James presented the menus to the staff, he was so proud of what he had achieved and that the menus he had helped produce would benefit other people with a learning disability. I felt very proud seeing him there as I know it had been a challenge for him to concentrate on occasions and he had worked hard to help make the menus. The café gave him lunch on the house as a thank you which he was thrilled with.

Evaluation – The biggest positive of this project is that James and I have produced accessible menus that will mean that not only he, but all the other people with a LD or who have literacy issues, will be able to order exactly what they want to eat and drink in the café. The project also gave James a sense of purpose, achievement and pride in what he achieved. One negative was that I had overestimated James’ ability to concentrate and so I needed more sessions with him to complete the menus than I had originally planned on which impacted other work that I had allocated that time to. Also bringing all 3 menus with me each time distracted James and I should have only brought the one we were working on during that session. When we were at the café I realised that was nothing to make people aware that the menus were available.

Analysis - Food is important to people and lunch out is a treat, so being able to communicate your choice and to be able to eat exactly what you want helps with people’s wellbeing and can avoid frustration. For James, not only was he proud of what he had helped produce but, knowing that what he had made would help lots of other people not only gave him satisfaction but also boosted his feelings of self-worth.

Conclusion – I feel this was a great project, not only to benefit the health and wellbeing of the community of people who use the café but especially for James. 

Action Plan – To ensure that in the future, as the menu changes, James and I keep them updated and also to make a sign for the café door to let people know that the accessible menus are available (Appendix 3).








	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.

	Using the Gibbs reflective cycle and it’s relevant sub-headings as described in the reflection toolkit University of Edinburgh (2025), I will be reflecting on a piece of work I undertook at the request of the community dentist to support a gentleman called Michael, who has Down’s Syndrome and LD, when he had to have 2 teeth extracted. The dentist contacted me to ask if I could provide accessible information, in the form of a social story, for Michael around his tooth extraction following my supporting him for an earlier dental appointment with her. Michael lacked capacity and so under the Mental Capacity Act (2005) it was decided, that due to the pain he was suffering from his 2 rotten teeth and the impact it was having on his ability to eat, it was in his best interests to have them removed. The dentist felt the more we could prepare Michael for the treatment the best chance we would have of him complying and the tooth extraction being successful. This meant he would no longer be suffering tooth pain and would be able to return to normal eating, all of which would enhance his health and wellbeing.

Description – I met the dentist and dental assistant at the dental surgery where Michael’s treatment was going to take place. With their help I photographed them, the room and all the equipment that would be used during the procedure. They also gave me a step-by-step breakdown of what the treatment would entail. With all this information and the photographs, I was able to write a social story for Michael telling him exactly what would happen when he went to have his teeth extracted. He was able to familiarise himself with the people who would carry the procedure out, where it would happen and all the equipment he would see during the intervention(Appendix 4). I then gave this social story to Michael and his staff who went through it with him numerous times so that he was familiar with all the information in it. Michael went for his tooth extraction, and it all went smoothly with the rotten teeth being taken out. This improved not only Michael’s dental health but also his physical health and wellbeing as he was able to eat normally again.

Feelings – The support given by the dental team was great and made my job of creating the social story for Michael very straightforward, so I felt very grateful for the access and time they gave me. I was initially concerned that I would struggle to locate accurate images of the equipment that would be used and the information about the procedure might not be completely accurate. However, those concerns disappeared because of the time and help the dental team gave me.  I felt very satisfied and happy that all the work put in by myself, the dental team and Michael’s staff team led to a successful outcome for Michael which was the goal for us all. 

Evaluation – It was very positive that the dentist approached me to support Michael with this treatment. Taking the time to properly prepare someone with LD for any medical intervention can mean the difference between success and failure and as a service we are happy to work with other professionals for the benefit of our service users. Also, the joint working between myself, the dental service and Michael’s staff team led to a good outcome for Michael. One negative was that Michael was given a sheet for aftercare following the tooth extraction and if I had been given this prior to the procedure I could have made this accessible for him too which would have enabled him to understand this aspect of the treatment as well.

Analysis – Everyone involved in the production of the social story and preparing Michael for the intervention enabled him to be able to tolerate having his teeth extracted. The success of this procedure meant that he no longer suffered pain from his rotten teeth and was able to eat normally again which not only improved his dental health but also his general wellbeing as food is important to Michael.

Conclusion – Michael had been reluctant to allow the dentist to carry out any medical interventions in the past but on this occasion the work everyone did around the social story to prepare him for his tooth extraction led to the procedure being successful. 

Action Plan – Following the success of this use of a social story the dental service has asked for a generic social story around tooth extraction, along with one about going for a dental check-up which will be shared across all community dentists for them to use when needed. An accessible sheet on aftercare following a tooth extraction will also be produced.






	
	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. 

	Using the Gibbs reflective cycle and it’s relevant sub-headings as described in the reflection toolkit University of Edinburgh (2025), I will reflect on a piece of work I carried out for the community dietitian to support a young lady called Angela, who has a LD. The dietitian wanted help enabling Angela to understand information around healthy eating and weight loss. Angela was struggling to keep to a healthy weight, she had previously attended weight watchers and lost some weight but had been unable to maintain the loss and was now putting on even more weight. Her staff sought help from the community dietician as they felt she did not understand the effect her food choices were having on her weight, and they were concerned that if her weight gain continued it would start to affect her general health. The Community dietician then approached our service to support them with making the information they wanted to give Angela, to help her adjust her eating habits, accessible and easy for her to understand. They hoped that this would give her the information she needed to adjust her diet, lose weight and improve her general health.

Description – The community dietician provided me with a large amount of information about the different food groups and why they are needed in our diet to help Angela understand the balanced diet she needed to eat to maintain her health.  There was also Information for Angela and what she needed to do to adapt her diet to lose weight. This included giving Angela alternative options for her favourite fattening foods so she could have the odd treat while trying to lose weight. The hope was that all this would make it easier for her to be understand and be happy with her healthier diet and be able to stick to it. I put all this information into an easy read format for Angela (Appendix 5). This involved simplifying all the written information and adding visual supports to make it easier for her to understand. The dietician was happy with the accessible information I had produced and used it to explain to Angela what she needed to eat to lose weight and stay healthy. The information was left with her staff so they could revisit it with Angela whenever needed to reinforce what she needed to understand.

Feelings – Making the information the dietician provided accessible was challenging as there was a lot of complex detail around food groups and why we needed to have them in our diets. To provide this information at a level Angela would be able to understand was difficult and took a lot of time to make sure it was written simply and clearly enough but also ensuring that everything important was included. It was also problematic to find appropriate visual supports for some of the information and this was frustrating and time consuming as I had to search lots of different symbol sets and photographs to find what I needed.

Evaluation – I was happy with the finished easy read information and felt that I had made it as simple as possible for Angela. The alternative options provided for her favourite unhealthy foods was also a good idea as allowing Angela some treats made it more likely she would be positive about the diet changes she was being asked to make and would stick to the healthy eating plan. However, there was still a large volume of information for her to take in and I was concerned that this might be too much for her to retain and enable her to make good choices with her eating. This could lead to Angela struggling to stick to her healthy eating plan and lose weight which could ultimately lead to further weight gain which could affect her general health. 

Analysis – Staff found when supporting Angela with the diet information that she was unable to concentrate and take it all in in one go. They found that giving her information in small chunks around what was relevant to her at the time worked best for her. Also allowing her treats of alternative, healthier versions of her favourite fattening foods meant she had a more positive outlook about the healthy eating plan given her by the dietitian and she stuck to it and started losing weight. All this ensured that Angela’s weight was at a level that was good for her health and from a wellbeing point of view she was happy engaging with the plan which meant it was successful.

Conclusion – Even though it was a challenging piece of work the finished document was a success. Despite my reservations around the amount of information included in it her support staff found a way to make it work for Angela. This led to her understanding and accepting her new healthy eating plan and start to lose weight which was positive for her general health.

Action Plan – The Community Dietitian asked for the easy read information about the food groups needed for a balanced diet to be made into a generic document which they could then share with anyone with a LD who needed basic dietary advice. I will also produce any updates needed on further alternative food options for Angela as and when required by the dietitian.













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 four principles of co-production are taken from the Social Care Institute of Excellence’s (2002) document on co-production.
The first principle is equality which states that everyone involved in the process is equal and bring their own skills, abilities and qualities to it. This means that there may need to be a shift of power, moving from an unequal relationship between medical practitioners, workers and managers and those receiving care to a situation where everyone is equal. This could mean time being set aside for everyone to get to know each other and to allow these relationships to develop. This equality within the process means that the patient is now a partner and not just a recipient of services. However, Palumbo and Manna (2018) in their article looking at things going that can go wrong in co-production in health services point out that some practitioners can be unhappy in this reduction in their control over clinical decisions.

The second principle is diversity and the importance of making the process as inclusive as possible. Ideally a diverse range of groups of people should be included in the co-production however this can be difficult with some groups such as those with dementia, communication difficulties or from ethnic backgrounds often being excluded. Where a person lives, such as those who are homeless or live in residential care, can also lead to someone’s exclusion from the co-production process. But the British Medical Association (2022) when looking at co-production stress that the inclusion of all groups in society, and the knowledge and expertise of people with lived experience in co-production is essential in getting rid of inequality in health and social care. 

The third principle is accessibility. This involves everyone having the same opportunities to take part in the co-production process. There are different things to consider around accessibility such as the physical access to the environment, making sure any information provided is accessible and in an appropriate format, this can take time and money to produce. The language used should be able to be understood by everyone involved in the process so complicated medical terms and jargon should be avoided. Those involved also consider confidentiality and how information is going to be shared. Palumbo and Manna (2018) pinpoint the importance of health literature literacy in the co-production process and everyone being able to understand and analyse treatment alternatives and so all information needs to be accessible to everyone involved.

The final principle is reciprocity, which is the idea that all those involved get something back for what they are putting into the process. Everyone should feel needed and valued and ideally have a sense of togetherness around a common purpose. The British Medical Association (2022) describes successful co-production as being very rewarding and mutually beneficial process for both practitioners, managers, staff and patients. 




	

	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 Faculty of Public Health (2025) gives the 3 domains of public health as health protection, health improvement and healthcare services.

Health Protection involves protecting the population from health problems, natural disasters and emergencies. This includes environmental issues such as ensuring the population has clean air and water, which could be threatened by natural disasters or chemical incidents. Public health is also responsible for developing and co-ordinating plans to manage health threats such as outbreaks of infectious diseases.

Health Improvement is concerned with improving the population’s health and wellbeing through health promotion initiatives and campaigns. These could include raising awareness of vaccination programmes, disease prevention, healthy eating and exercise initiatives and sexual health and drug awareness.

Healthcare services are responsible for improving public health through better service planning and ensuring all health services are of a high quality and clinically effective. Services delivered should be based on evidence and research and be efficient and equitable.







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

	The Foods Standards Act 1999 is an important piece of public health legislation. Legislation at GOV.UK (2025) in it’s summary of health protection legislation explains that the Food Standards Act outlines the duties of the Food Standards Agency in relation to protecting the public from any risks to their health that may arise from food or animal feed. They provide advice and information to the public and public bodies around food safety, and they can do this through obtaining, compiling and reviewing information related to food safety as well as carrying out and commissioning their own food related research.
The food standards agencies develop food and animal feed safety policies and guidance and manage outbreaks or suspected outbreaks of food borne disease.  They are authorised to go out and observe the production and supply of food and food services through inspecting food premises, businesses and commercial operations to prevent public exposure to food safety issues. 








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

	The Equality Act (2010) is a piece of public health legislation that is very relevant to me as a practitioner. The Equality Act states that organisations must make reasonable adjustments to make sure that people with a disability are not disadvantaged when accessing goods and services. Providing information in an accessible format is classed as a reasonable adjustment and as I work with adults with LD and generally all information provided to them must be adapted to some extent. This ensures that everyone with LD has access to the same information as the rest of the population and that everything possible has been put in place to make sure they are able to make informed decisions about their health and life and so ensure their happiness and wellbeing. 
Data protection is another important aspect of my work. GOV. UK(2025) lists the data protection legislation as the Data Protection Act 2018 and the UK General Data Protection Regulation (UK GDPR).  Because of this legislation I am confidant that my personal information is secure and cannot be viewed by anyone who should not have access to it which is very reassuring. I also have a responsibility to ensure that any information or images I obtain of the individuals I support is always secure. This gives them confidence that I will not share or make personal information accessible to anyone who should not see it. This protection of personal data gives everyone peace of mind about the security of personal information which adds to a sense of wellbeing.
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	2.2 Appendix 1 Stages of Change GOV.UK (2025)
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2.2 Appendix 2 – Theory of Planned Behaviour GOV.UK (2025)
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3.1a Appendix 3 – door sign and extract from lunch menu
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3.1b Appendix 4 – extract from tooth extraction social story
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3.1c Appendix 5 – extract from easy read diet plan
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Figure 3. Stages of Change
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