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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 – The World Health Organization (WHO) is a specialized agency of the United Nations assigned with the primary responsibility for global public health and safety. According to the WHO Constitution, its principal aim is to ensure that all individuals reach the highest possible standard of health.  WHO defines health as a state of total physical mental and social wellbeing. Also known as the health triangle. Having a balance of all three areas is necessary to living a healthy lifestyle. (Health, 2021)
Health is more than just the absence of disease and health is a resource for everyday life, not just the object of living. Individuals and communities’ health is influenced by a multitude of factors. People’s surroundings and lifestyles impact their level of health. While the more widely accepted factors, like access and use of health care services, often have less of an impact on health, factors like where people live, the condition of the environment, air pollution, water pollution. Genetics, and the relationships with friends and family have a significant impact. These can play a role in health inequality as they can reveal an imbalance in health outcomes among different groups based on their geographical location, economic and social background, and the environmental conditions, in addition to features such as age, disability, gender, or race. This information enables governments to pinpoint the factors that contribute to health risks known as social determinants of health.
There are two ideas of health one a more positive outlook where there is the absence of disease and a holistic approach including wellbeing, encouraging both good mental and physical health around sustaining ill health prevention. Then there is the more negative understanding of health where if you have an illness or disease, you are labelling it and then focusing on that condition which can encourage ill health. (TRUUD, 2024). 

Wellbeing is a combination of mental and emotional health, physical health and a healthy lifestyle. It is strongly linked to happiness and life satisfaction
and is an individual’s evaluation of their life.
Wellbeing includes positive emotions a sense of meaning and hopefulness. Governments strive to ensure the well-being of their population, it is an obligation that can only be met through the implementation of sufficient health and social initiatives. The improvement of public health significantly relies on the informed opinions and active cooperation of all people. (World Health Organization, 2025).
Wellbeing includes an individual's perception of their life and involves evaluating their circumstances in relation to their customs and established ways. It is characterized by two dimensions: Subjective wellbeing involves quickly seeking individuals' thoughts and feelings regarding their own wellbeing, combining elements such as life satisfaction, positive emotions, and an opinion of whether their life holds meaning. Objective wellbeing, on the other hand, is based on the foundations of human rights and basic requirements, which include factors such as adequate nutrition, physical health, education, and safety. This can be determined through self-reported measures for instance, exploring what individuals' understanding of their health are or through more calculable measures such as mortality rates and life expectancy. (Department of Health, 2024).
The relationship between health and wellbeing are that both physical and mental health influence wellbeing, and both mental health and wellbeing are independent dimensions, but mental health is not the opposite of mental illness. Factors that affect health and wellbeing are socioeconomic factors, biological factors, environmental factors, personal relationships, employment, following religious activities, social trust and feeling safe in the area where people live. It is also important to say that a person may have poor physical health (a chronic illness or disability) but still have good well being as they live their lives to the fullest due to strong support, a positive outlook, and meaningful activities. (Tree View Designs, 2024).
To achieve fair and sustainable health for all individuals, it is essential to prioritise the needs of individuals, their requirements throughout their lives, and the circumstances necessary for future generations. It is not solely the responsibility of any one government but, it is a cross-governmental concern. Planning and integrating health objectives with sectors such as the environment, transportation, education, justice, culture, and the economy, can seriously improve the wellbeing of current and future populations of the UK and help reduce the burden on the NHS. Having good mental and emotional health, physical health and having a healthy lifestyle all contribute to a person sustaining health and wellbeing. (TRUUD, 2024).

















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

	Medical model
(rehabilitationmatters.com, 2023) states that the Medical model or biomedical model of health, started around the time of the scientific revolution but scholars debate that illness was being recorded along with their symptoms anywhere up to 10,000 years before primarily focusing on identifying and treating disease within an individual’s body as a biological abnormality, viewing health as the absence of disease, and emphasising diagnosis and cure through scientific evidence and medical interventions like medication or surgery. It also sees disease as the body failing due to personal choices with things like poor diet. Key components of the medical model include disease centred focus, biological cause, Individual approach, diagnostic testing and treatment, passive patient role, cure as the primary goal. The use of medications with illness and disease. Limitations of the medical model can be criticised because it neglects the influence of social, psychological and environmental factors on health and disease. It does not look at the side effects of medications subscribed which can affect the quality of someone’s life. (Care Learning, 2024).  The biopsychological model evolved from the medical model in 1977 and is considered a better approach that considers the biological, psychological and social factors when assessing and treating health issues. (Beyera, O’Brien and Campbell, 2021).

Health belief model of health
The health belief model is one of the oldest and most frequently used theoretical models to explain health behaviours, it was first used in the United states as a public health service in the 1950’s and has been modified subsequently to outline six key components that influence health behaviours perceived susceptibility, perceived severity, perceived benefits, perceived barriers, cues to action, and self-efficacy. Essentially, an individual’s belief about their risk of health issue, the seriousness of that issue, the potential positive outcomes of acting, obstacles of taking action, prompts to act, and their confidence in their ability to perform a health behaviour.
Perceived susceptibility – The extent to which a person perceives their likelihood of developing a disease or encountering a health issue.
Perceived severity - The extent to which a person perceives the severity of the repercussions associated with a health issue.
Perceived benefits – The beneficial results that a person anticipates will arise from engaging in a particular health-related behaviour.
Perceived barriers – The barriers or difficulties that a person identifies when considering a suggested health action.
Cues to action – Factors, people, or circumstances that encourage a person to adopt healthier behaviours.
Self-efficacy – A person's belief in their capability to effectively engage in a health-related behaviour.
 The health belief model is a widely used theory to understand and predict health behaviours.
The model emphasises the individual’s perception of a health threat and the potential benefits of acting.
Interventions based on the health belief model often focus on addressing perceived barriers and increasing self-efficacy to promote positive health behaviours. (Boskey, 2024), (Alyafei and Easton-Carr, 2024).
The similarities and differences of the medical model and health belief model
The medical model focuses primarily on the biological factors causing illness and seeks to diagnose and treat the disease within an individual, while the health belief model looks at how an individual’s beliefs and perceptions about a health issue influence their health behaviours, considering elements like perceived susceptibility, severity, and benefits, making it a more holistic approach that incorporates psychological aspects alongside biological ones, fundamentally the medical model is purely disease centred while the health belief model considers the individuals cognitive processes and decision making when it comes to health behaviours.
Similarities with both models they aim to promote health and prevent disease, although they approach it from different ways.
They both focus on individuals, and both models study health behaviours and make decisions on an individual level. 
The differences between both are the medical model views illness as solely caused by biological factors like pathogens or genetic predisposition, while the health belief model considers psychological factors like perceived susceptibility and its severity as contributors to health behaviours.
The medical model primarily focuses on clinical interventions like medication and surgery to treat existing disease, while the health belief model emphasises education and behaviour change strategies to promote preventative health behaviours.
The medical model often overlooks social and environmental factors that influence health and is seen as a top – down approach, where health care providers make decisions about the treatment, while the health belief model can incorporate these factors to understand how an individual’s social context may impact their health decisions and therefore is seen to have a more patient centred approach where patients are empowered to make informed decisions about their health.
 An example of how they both work is medical model – A doctor diagnosis a patient with high blood pressure and prescribes medication to lower their blood pressure.
Health belief model – A health campaign aims to educate people about the risks of high blood pressure and the benefits of lifestyle changes like exercise and diet modification to encourage them to adopt healthier habits. 












	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:

	Determinants of health and how they impact a person’s health and wellbeing range from social, economic and environmental factors influencing a persons mental and physical health.
1 Education,
2 Fair work,
3 Money and resources,
4 Housing,
5 Transport,
6 Built and natural environment,
7 Nutrition and exercise,
8 Healthiness,
9 Genetics.
10 Access to health care,
11 Social support systems,
· As stated in the World Health Organisation (WHO) where we live, the state of the environment, genetics, our income and education level, and our relationships with friends and family all have considerable impacts on health, whereas the commonly considered factors such as access and use of health care services often have less of an impact. 
· 1 Education, low education levels are linked with poor health, more stress and lower self-confidence.
· 2 Employment and working conditions, people in employment are      healthier particularly those who have more control over their working conditions, giving them a sense of worth and satisfaction.
· 3 Income and social status, higher income and social status are linked to better health. The greater the gap between the richest and poorest people, the greater the differences in health and wellbeing.
· 4+5+6 Physical environment, safe water and clean air, healthy workplaces, safe houses, communities and roads all contribute to good health and wellbeing.
· 7 Nutrition and exercise, having a balanced diet, and keeping active whether in the gym or walking the dog can help health and wellbeing.
· 8 Healthiness and the likelihood of developing certain illnesses, personal behaviour and coping skills smoking, drinking, and how we deal with life stresses and challenges all affect health and wellbeing. 
· 9 Genetics, inheritance plays a part in determining a person’s health which in turn can affect their wellbeing. 
· 10 Health services, access and use of services that prevent and treat disease play a significant role in determining overall health outcomes.
· 11 Social support networks, greater support from families, friends and communities is linked to better health. Habits, customs and traditions, and the beliefs of the family and community all affect health. (World Health Organization, 2024).
Understanding factors that impact health can help health professionals identify local causes of health inequalities. This enables them to design effective services that are fair for all, providing quality care and promoting health and wellbeing for all.














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:


	Health empowerment is the foundation of a patient centred approach to healthcare. Empowerment allows patients to be heard when making decisions about their own health care and quality of life, rather than go along with decisions made by others. Empowerment in health refers to providing individuals with the knowledge, skills, and confidence necessary to take an active role in making decisions about their own health allowing them to take control and manage their wellbeing rather than following healthcare instructions, this leads to improved health outcomes, increased satisfaction with care, and a greater sense of personal growth over their health choices.
Benefits around people who are empowered to manage their own health are,
Increased self-efficacy, feeling in control of individual health and wellbeing can improve self-esteem and confidence, leading to a greater sense of self-worth and value.
Improved decision making, when someone is actively involved in their healthcare, better decisions can be made, and the quality of care and patient outcomes can improve.
When patients feel heard and are at the centre of their person-centred care, they are more likely, to feel empowered and more likely to engage fully leading to a better understanding around treatment recommendations and because of this improved health outcomes.
 Feeling Empowered promotes a sense of control, leading to greater patient satisfaction and a more positive experience with healthcare.
Positive health behaviour impacts on both mental and physical health like talking with friends and family or going for a walk.
 Healthcare systems can potentially reduce costs associated with chronic disease and unnecessary hospitalisations because the individuals are taking responsibility for their health and choosing the healthcare option that best fits their lifestyle and choices.
HOW TO IMPROVE HEALTH EMPOWERMENT,
Being able to access information and education,
Sharing the decisions made,
Skill development for all staff,
Flexible patient centred care,
Building supportive and inclusive environments.
By doing this empowerment around individuals health provides the necessary tools and support needed to help them make informed decisions.  (Carebeans, 2024).








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

	Two theories of behaviour change are the theory of planned behaviour which focuses on intentions based on attitudes, social norms and perceived control and the transtheoretical model (stages of change) which outlines different stages of readiness to change behaviour requiring tailored interventions of each stage.
1 – Theory of planned behaviour (TPB).
The history of TPB came about in 1985, by Icek Ajen, a social psychologist, who had developed the theory from a previous co – developed theory he had worked on called The Theory of reasoned Action which had been written in the mid 70’s.
Its key component of this theory suggests that a person’s intention to perform a behaviour is influenced by their attitude towards the behaviour, subjective norms (what they believe important and what others think), and perceived behavioural control (belief in their ability to perform the behaviour).
Attitudes towards behaviour refers to when individuals have either a positive or negative approach to a particular behaviour, such as if someone believes that exercising is good for their health, they have a positive attitude towards exercising.
Subjective norms are an individual’s perceptions of social pressures or expectations from significant others regarding the behaviour. An example of this if someone’s friends and family think exercising is important, they are more likely to feel social pressure to exercise.
Perceived behavioural control refers to an individuals’ belief in their ability to perform the behaviour, considering both the resources and opportunities available to them. An example of this if someone believes they have enough time and resources to exercise, they have a strong sense of self efficacy.
TPB is widely used in health promotion and behaviour change interventions to understand and predict behaviours and is used when trying to change someone’s behaviour using TPB you would focus on addressing their negative attitudes correcting misunderstandings about social norms and building their confidence in their ability to make the change. For instance, stopping smoking, start or increase exercise and following a healthy eating plan that will work in the long term.
Strengths of using TPB are that it considers multiple factors that influence behaviour, providing a more detailed understanding of human actions. Its usefulness in developing interventions and strategies to help promote desired behaviours.
 Limitations around TPB are it assumes people make rational decisions based on attitudes, norms and perceived control, which is not always the case. It is not good at looking at all the factors that may influence a behaviour such as emotions, habits, pain or situational factors.
Skills necessary for behavioural change with TBP are understanding and analysing attitudes, subjective norms, perceived behavioural control, and behaviour intensions. Other skills needed are in data collection, statistical analysis, and developing interventions based on the theory. The attitude of an individuals positive or negative feelings about a behaviour shapes the persons intentions. While the subjective norms impact on social pressures and expectations from others on that person’s actions. Perceived behavioural change (PBC) comes from a person having the belief in themselves that they can perform a behaviour. Creating questionnaires that measure people’s attitudes, subjective norms, PBC and intentions and then being able to use that data to analyse any relationships between each behaviour, goes on to help develop and understand behaviours and implement tailored interventions to help influence that behaviour. Having good communication and interpersonal skills are essential, critical thinking and evaluating the TPB is needed to be able to apply it in different contexts, and being adaptable with interventions to specific people is key. (Steele, 2016).

2 - Transtheoretical model, (TTM) (Stages of change). This model of behaviour change was originally developed by Prochaska and DiClemente in 1984 and 1986 within a clinical context to describe the process of behaviour change for addictive behaviours.
 This model outlines five stages people go through when changing a behaviour precontemplation (not considering change). Contemplation (thinking about change), preparation (planning to change), action (making the change) and maintenance (sustaining the change). There is a sixth stage but this is very really used as it is hard to achieve and this is known as the termination stage where there is no want to return to the behaviours once followed and absolutely no relapse at all, for this reason it is very rarely reached and so it is not included as a step in any health promotion programmes. (Mckee, 2022).
When using this model, you would first identify which stage a person is in and tailor your activity accordingly, for example with someone in the precontemplation stage, you might focus on raising awareness of the issue such as stating what has happened to them due to having a stroke  while with someone in the action stage you might provide strategies to help maintain the change helping to keep them motivated and focused .
Strengths around TTM are it believes that behaviour change is a process and not just a single event that the individual decides. With its stages of change it can tailor interventions at each individual level. It addresses people’s relapse and helps to provide strategies to address their relapses.
Limitations around TTM, it assumes that people make rational decisions which is often not the case especially when they have addictive habits such as smoking. And the model may have limited success in some areas of change but not in others depending on the behaviour being targeted.
 The skills necessary for promoting behaviour change in TTM work are based around the assessment itself and the communication used and then how to tailor an individual intervention. By identifying a person’s stage of change this maybe in the form of a questionnaire or structured interview which will show which stage of change they’re in and how willing they are to move forward. Communicate effectively to understand their needs by active listening paying close attention to the persons concerns thoughts and feelings to understand their perspective and tailor the healthcare providers approach accordingly with the patient, and relaying what has been heard can often help also.  Using empathetic communication by expressing what has been heard and understanding and validating a patient’s experiences can help build rapport and trust, this can be achieved through verbal and non-verbal communication. Building a rapport, is essential for effective communication and motivation. Being able to adapt strategies to match the persons willingness to change using appropriate resources and support systems for each person. Ultimately knowing how to tailor an intervention to the stage of change that person is in and move them on as they change. (Karl, 2020).

------------------------------------------------------------------------------------------------------
General skills used to help promote behavioural changes in other
Active listening – by paying close attention to the persons concerns thoughts and feelings to understand their perspective and tailor the healthcare providers approach accordingly with the patient, and relaying what has been heard can often help also.
Empathetic communication – Express understanding and validating a patient’s experiences can help build rapport and trust, this can be achieved through verbal and non-verbal communication.
Goal setting – Collaboratively with the health care team and the patient set specific measurable, achievable, relevant and time restricted, goals to guide behaviour change.
Positive reinforcement – providing praise and encouragement for progress made helps motivate continued behaviour change.
Barrier recognition – helps individuals identify potential obstacles to change and develop strategies to overcome them.
Tailored strategies – by adapting interventions based on the persons specific needs, preferences and stage of change there at.
Self-efficacy – Enhances a person’s belief in their ability to make positive changes by highlighting past successes and providing relevant skills development, this can be helped with keeping a diary of what went well and what needs to be worked on.
Social support – Encourage individuals to seek support from friends, family or support groups to maintain their new behaviour. For example, after having a stroke it can make that person feel vulnerable and emotional.










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

	
1 - Staff wellbeing – staff psychological wellbeing services. 

All employees have a responsibility to contribute to a supportive and psychological healthy work environment by upholding the values of Hywel Dda. It is open to all employees who can self – refer to the staff psychological wellbeing service or occupational health department at any time for advice or support relating to work or personal issues. This framework helps and advises employees on mental health, resilience, and psychological well-being and involves identifying and reducing significant stressors within the trust and for the individual employees. In addition, it provides support for staff members who may be facing difficult challenges. Building an organisational culture that prioritises wellbeing and resilience functions on three levels: 1. Promotes an environment that encourages wellbeing in the workplace and reduces work-related challenges. 2. Reinforces available resources and practical management practices. 3. Takes on current issues with focused interventions. It is no longer believed that treatment-based approaches alone can improve mental health and wellbeing in the workplace. All three levels need to be included in a well thought out framework for building a flexible organisation and well-being.  
(Staff psychological and wellbeing policy, 2023).

       2- Five ways to wellbeing this programme promotes and strives to       improve wellbeing.
The Hywel Dda university health board draws from the five ways to wellbeing which is a framework developed to connect, be active, take notice, keep learning and give. Connect – inspires and enhances relationships with others, fostering a sense of belonging and self-worth. Be Active – Engaging in regular physical activity is a well-established method for enhancing both mental and physical well-being. Take Notice – By being mindful of the present moment, your environment, and your thoughts and emotions, you cultivate a deeper respect for life. Keep Learning – Embracing new skills and experiences boosts confidence and self-esteem while promoting continuous personal growth. Give – Participating in acts of kindness, whether through volunteering or simple gestures, can nurture a sense of purpose, self-worth, and positive connections with others. 
(Hywel Dda University Health Board, 2020).

These are just two of the policies set out to help Hywel Dda health board employees and employers with health and well-being that can be utilised to help line managers and the occupational health team, when someone is needing help, and from these policies an individual plan can be put in place to help with the way they work or where they work to help reduce stressor factors.









                                   



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.

	Introduction
This reflection follows the Gibbs cycle and discusses what it was like meeting a new patient onto the acute stroke ward who had become low in mood from the onset of having a stroke and how using active listening to work around patient centred goals with this person took time and included discussing my own health and wellbeing with my fellow colleagues. (The University of Edinburgh, 2024).
Description
Patient A came onto the ward with an Ischemic stroke, they required therapy input. The physiotherapist assessed and delegated to me the therapy assistant practitioner to practise exercises at the bedside and within the gym area and practise mobility to aid the promotion of motivation and confidence. When I first met the patient A they were very tearful asking “why me, I was fit and active yesterday”. I used active listening strategies to ensure the patient felt heard and to allow them to process what had happened and talk about what matters to them. This conversation took all the allocated time of the session.
Feelings
During the session I felt empathy towards patient A and realised the importance of allowing them to speak during that session. As the patient was talking, I was trying to think of ways to help them explore positively moving forward from where they were currently at. After the session I felt emotionally drained and spoke with my Physiotherapy colleague who had done the initial assessment with the patient to help process the experience, and to jointly problem solve.
Evaluation
Being empathetic was what was needed to be Patient centred in that scenario and build rapport. However, it meant that pt A didn’t engage in the physical therapy tasks which can impact function required and delay discharge. It was positive that I was able to immediately debrief with my colleague as this helped me deal with the negative impact of feeling drained.
Analysis
The ability to respond to patient A’s emotional needs came from experience and training of supporting many people after a stroke. This was further developed by attending the bridges self-management training which focused on patient led care, co-production.  (Bridges Self-Management, 2019).
Time constraints within a busy acute ward meant that I had to prioritise my intervention and focus on patient A’s biggest need in that therapy session which was the emotional need over the physical need. Rapport with my colleague was the reason that the debrief was so effective with my emotional health as an important part of me remaining well.
Conclusion
I have learnt the value of utilising my skills and experience to meet the patients main need in this given situation. To meet both physical and emotional needs I could have liaised with the multi-disciplinary team and physiotherapist to adjust my caseload planning in order to arrange another therapy session to practise delegated tasks with me for consistency.
Action plan
In future I will liaise with the physiotherapist about their interaction with patients delegated to me and my caseload to determine the extra time I need to allocate for each therapy session.









	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.

	
Introduction
This reflection follows the Gibbs cycle and discusses how an upper limb group activity can work well despite limited staff and unforeseen patient disruption. And use the whole therapy team to discuss and problem solve and better plan for other group activities. (The University of Edinburgh, 2024).
Description
A group of four stroke patients, attended a therapy upper limb group located in the rehabilitation room located on the acute and rehabilitation stroke ward as part of the patient centred goals discussed between the physiotherapist and the patient before coming to the group. The physiotherapist lead the session and I assisted as the therapy assistant practitioner. Each patient was set with their own upper limb exercises around a large table.  My role was to help facilitate and encourage correct movement and techniques for each patient’s own desired goals, during the therapy session we worked intermittently with each patient either separately or together when needed. I used positive reinforcement alongside their tailored exercises and during the group session used social support to interact with each patient and encourage social engagement with all four patients to help motivation and physical longevity during the time spent together.

Feelings
Before the therapy group I find it can be stressful as I need  to facilitate the healthcare assistants getting  each patient that has agreed to come to a group therapy session  ready before the group , then getting each patient to group needs a collaborative approach with other members of staff and getting the room prepared beforehand, whilst having a caseload to see before the  group starts.
During this session I felt a sense of pride seeing everyone’s own commitments to achieving small but progressive movements lost to some extent from the strokes each patient had. During the upper limb rehab therapy group, each patient was watching what the other was doing, and this was encouraging them to do their best in that moment they showed this through the words they used (do you need a rest? “No, I want to carry on”). And smiling after each task with a big sigh and a lean back in their chairs.
After the upper limb group therapy session had finished, I discussed with the physiotherapist how well I felt it had gone despite having one member of the group dominating the conversation and demanding a lot more therapy time, this allowed us to jointly problem solve in going forward with the next upper limb group and who we would take next time. Other members of staff commented that the group looked good and sounded fun as they passed by the doors. During the session I felt slightly under pressure to give each person equal time but couldn’t because one patient was needing more time with one-to-one active assisted movements. I hoped another member of staff passing would come in and stay to help give assistance to the other patients. Overall, I felt the session was empowering, fun, motivational and allowed each patient to be optimistic about their progress around what mattered to them and what they were achieving whilst in hospital.

Evaluation
Seeing each patient empowered and motivated within a group activity with their individual upper limb exercises was what was needed to be patient centred for each of them present. However, with only two staff and four patients with one needing a lot more emotional and physical support it was difficult to give each patient equal time. The group felt engaged and determined to achieve and each patient would watch the others and spur them on. Time with each patient was not equal, but with encouragement the patients were able to achieve their patient centred goals for that therapy session. Throughout the session myself and the physiotherapist gave positive reinforcement, while the patients did independent exercises and active assisted upper limb movements when needed. After the session it was good to debrief with my colleague about how the group activity went and how we would add another member of staff into the group to help reduce the feeling of being under pressure to see each patient equally.

Analysis
From my knowledge based on experience with groups in general patients have more of a comradery approach and it gives them a feeling that their not alone and that they have others to be able to share their concerns and experiences with and because of this I think the group activity went well as the patients were fully engaged within a social group setting  and  also fully aware and understood the relevance of what they were doing to their own specific goals and had been chosen as appropriate for a group due to their motivation to engage.  Group activities can be unpredictable, and unforeseen situations can occur as in this group when one patient dominated everyone’s conversations. This on occasion made the other patients feel like they did not want to talk. The group activity worked well for each patient in different ways both physically and emotionally despite one patient being too dominant in their conversations on times. I think group activities play a crucial role in the progression of patients’ recovery journeys, and it helped having the physiotherapist there to work side by side and independently when needed which helped ease the work and be able to share and problem solve in that moment, and then reflect on what went well and what we would change the next time helping my own health and wellbeing around demanding situations. (Jackson et al., 2019) states that their study showed patients with long term conditions that attended groups had improved self-care and self-assurance.

Conclusion
Groups are a good way of social interaction despite different stroke symptoms and independent goals. Groups for the majority promote motivation and stimulation. The different characteristics and behaviours of each individual attending impact on the dynamic and experience.
Having a third member of staff working with the more dominant patient to be more one to one whilst being in a group might have worked better due being able to be more focused on their own tasks/goals and managing their different levels of need. My skills needed to be worked on are to continue to work on my ability to adapt my approach based on the mix of people attending the groups. For the next group I will do a little more research from the multi-disciplinary team regarding the patients I have not yet worked with, to pre-empt staff levels and ways we might need to adapt group set ups.


Action Plan
Next time I would perhaps take steps to let everyone take part in the whole conversation by saying the patient’s names and asking the same open question to each patient this would hopefully allow equal time in the conversation for each person involved. I would meet with the therapy team to discuss screening for exclusion criteria with each group activity, and maybe work out a score that has been taken from a MoCA score (Montreal cognitive assessment tool) done by the qualified therapist when patients show signs of cognitive changes after having a stroke and this could be used to help make decisions over one to one therapy sessions or groups, however it would always need to  be reviewed as patients improve depending on the severity of the stroke and where the stroke affected the part of the brain. I would add another member of staff in an ideal world and that would help with time constraints with each patient.
I would discuss with the speech and language team how to work with the more complex patients such as the patient with the dominant character in the group setting who had some cognitive and speech language deficits impacting their social awareness and communication and see if there are any communication styles or strategies they use to help involve and deescalate patients that overpower in a group setting. I would bring together the team to discuss a more permanent inclusion/exclusion criteria for group settings, this would give me and my colleagues a guide to what to look out for and help reduce stressors during a group activity for all involved. 
After speaking and working with the speech and language team I would introduce prompt cards for myself to use different communication styles in different situations and bring the communication cards used by the patients if the speech and language team have given them to be used.
When the next group happens, I would discuss with the team who to bring and how many staff would be available to assist with the session. 
After working with the patients, I might want to increase the therapy into the next group and introduce a new element so that it is not all about the upper limb but consider the seating I would use to help introduce core and lower limb strengthening by weight bearing through the lower body (loading extensor Muscles) i.e. perch stool sitting, if that was in the person centred goals plan. 
With these actions I think it would help the flow of the group and help health and wellbeing for everyone participating from the patients to the staff.












	


	
	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. 

	
Introduction
This reflection follows the Gibbs cycle and discusses how a patient goes home to recover after a stroke and the early supported discharge team work towards there person centred goals and refer onto third sector agencies to further maximise desired goals. (The University of Edinburgh, 2024).
Description
Patient B was discharged home from the stroke ward after two days with mild upper and lower right sided weakness in arm/hand and leg. The early supported discharge stroke team (ESD) saw patient B for three weeks after going home. Patient B was previously retired but very active they walked daily and had been an avid badminton player and was keen to return to playing. The ESD input included following a (graded repeated arm supplementary program) GRASP level 3 exercise programme for the upper limb, balance exercises and indoor and then outdoor mobility practise with different aids as required. Patient B progressed quickly and was referred to the (national exercise referral scheme) NERS programme situated in their local leisure centre to further achieve their goals.
Feelings
Happy to see patient B was both insightful and motivated. He and his wife worked hard, and it was encouraging to see his progress. He felt determined and hopeful as he saw progress happening. I was thinking about how to keep up with his rate of progress and what the next functional goal might be.
Evaluation
Patient B was on board with his exercises and had a positive attitude throughout. This experience didn’t have any negative aspects to it. The Physiotherapist supported the transition home and brought the equipment needed and set up the initial home exercise plan which had been discussed while on the ward around person centred goals. I contributed by using my knowledge and experience around rehabilitation exercises and mobility progression to ensure his intervention was appropriate at each part of his recovery journey with the ESD team. He contributed with enthusiasm in a problem-solving approach with continuous progress.
Analysis
ESD responsiveness was really appreciated by Patient B and his wife once home with their positive and forthcoming praise of the way the ward and staff worked with them whilst on the ward and at home.
Patient B’s positive mental attitude was key in this scenario. I have seen this with other people who are physically active prior to having a stroke. The physiotherapist within the ESD team explained this as coming from a higher preexisting muscle strength/cardio fitness physique and are positive indicators of functional recovery.
Conclusion
I learnt the value of patients being fully engaged in their rehabilitation and how positively it impacted on my wellbeing to be able to see someone progress so quickly and to achieve their person-centred goals so well. To help further my knowledge it would be beneficial to spend time with the NERS team to see what they do so that I could prepare the patient for the next step in their recovery journey.
Action Plan
Arrange to speak and then meet with the NERS team at the local leisure centre to see how they screen and implement specific programmes for everyone.
Discuss with the whole therapy team regarding bringing in patients that have gone home that can inspire and promote motivation and a helpful story to other stroke victims while they are on the stroke ward and show them a positive experience from a traumatic incident.













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 principles of co–production in health and wellbeing include equality, diversity, accessibility, and reciprocity. Co-production is a way of working together to achieve the right health and wellbeing for everyone. It can be an individual experience, or a service level experience where there may be a group of people wanting the same sort of support, or at a political level where a service involves a whole community or even the whole of Britain such as bringing about new laws. (TLAP, 2024).
Principles of co–production
Equality – where everyone has the ability, skills and time to contribute equally. In the context of co-production, Equality signifies the core principle that everyone involved, regardless of their role or background, should have an equal voice and contribute equally to the decision-making process, meaning their knowledge, experiences, and opinions are valued equally, by working together it essentially means that each individual involved has helpful contributions to make.
Key points around equality in co-production are that there should be no hierarchy, or no single group, like professionals or service users should not hold more power than others in the decision-making process.
Recognising individual differences where everyone brings unique skills, knowledge, and experience to the table, which should be respected and used.
Making sure everyone can participate fully, including those with disabilities right through to those with language barriers, by providing necessary arrangements. Everyone involved should share the responsibility for the outcomes of the co- production process.
Equality is important in co- production, as it helps improve outcomes and can lead to solutions.
When people feel heard and valued, they are more likely to stay engaged and feel empowered to making decisions and owning those decisions.
By promoting equality in co- production contributes to addressing the inequalities and helps promote social justice.
The challenges to equality in co- production, there may be Preexisting power dynamics, as some professionals may struggle to let go of control. The cost of running activities due to the budgets health and social care have to adhere to may limit what they can do and how many they can provide. (Wardle, 2023).
There may be access barriers where certain groups may face obstacles to be able to participate due to their disability, language barriers, or lack of awareness. 
Cultural differences, with understanding and respecting diverse perspectives and communication styles can be a challenge.
Promoting equality in co-production, can be done by training and awareness of equality, incorporating inclusive recruitment by actively seeking and recruiting a diverse range of people with the skills that can manage dynamics and involve everyone equally to contribute. Having accessibility measures by making sure those needing to participate can whether using adaptions or adapting communication methods. (Social Care Institute for Excellence, 2022).

Diversity - Co – production should be inclusive and diverse, especially for groups that are not often heard.
Accessibility – Making everything accessible so that everyone has an equal opportunity to participate in any activity. Whether a physical access or specific information in different formats, i.e. written, brail, etc.

Reciprocity – Is ensuring everyone involved gets something back for their input, building on their wish to feel needed and valued, and is related to ideas of cooperation, where everyone has responsibilities and expectations and contributions. It helps encourage a sense of community and a shared purpose, making co-production a mutually beneficial process by building communities and togetherness. It can involve recognition, opportunities for learning, or gaining a sense of empowerment. Reciprocity is a critical part in co–production with its commitment to inclusivity.
An example of reciprocity is when staff can learn or train from real life encounters, which in turn can enhance skills and knowledge, and be part of a more collaborative and fulfilling work environment. (Scie, 2022). 
There are three main types of reciprocity, Generalised reciprocity, is when something is done for a family or friend with no intent behind it generally known as a selfless act as they know if they needed something they would do the same thing.
Balanced Reciprocity is a form of exchange where the value of what is given and received is evaluated and then expected that the favour will be reciprocated within a scheduled time period. For instance, an individual may trade a skill or a physical item they possess for something they believe holds equivalent value.
Negative Reciprocity happens when only one-party gains from an exchange or experience such as when a patient does not feel they are being heard and does not participate further.
The impact reciprocity can have when taking care of others allows things to get done especially when they cannot be done by one person alone, such as hoisting a patient by working together accomplishes more than if they did it alone. Reciprocity in relationships is essential for people to feel heard, to share responsibilities, have open and honest conversations as needed, having empathy for others and that interdependence especially when working on a busy ward with many patients having differing needs and many staff having differing life skills, education and communication skills and the organisational structure. Being able to give and take focus with a mutual beneficial impact can help and maintain health and wellbeing for everyone involved. This way allows for appropriate interactions.
The risks to reciprocity can be that individuals may not feel equal during a social, work or virtual interaction and this can have a negative effect on that.
Also, when a favour is done for someone, they may feel obliged, and this can create a negative feeling on the situation or task being undertaken or going to be undertaken at a future date. (Cherry, 2023).






	






	

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 or otherwise known as pillars are Health Protection, Health improvement and Health Services. 
Health Protection: focuses on protecting the population from hazards and threats, including infectious disease, such as the recent Covid 19 pandemic, environmental risks, and injuries. This includes developing emergency response plans, to infectious disease outbreaks, natural disasters such as flooding and chemical occurrences.
Health Improvement: Concentrates on promoting health and wellbeing at individual and population level, by addressing social factors of health and reducing health inequalities through promotion campaigns to initiatives. Such as daily dietary requirements, how much physical activity an individual needs to do per day, the importance around vaccinations by improving education. Addressing housing conditions, employment, social diseases and their risk factors.
Health Services: Involving the delivery and quality of healthcare services by ensuring access, equality, and effectiveness from research data and value-based services. The public health workforce uses a wide variety of skills and knowledge to guarantee that healthcare services are safe, patient centred, and result in positive health outcomes. (Faculty of Public Health, 2024). 
The three domains are interconnected rather than distinct entities they overlap and rely on one another. These domains can effectively outline the services that need to be provided, the essential skills, knowledge, and competencies required, as well as the roles and responsibilities of the individuals responsible for delivering these services. (Griffiths, Jewell and Donnelly, 2005)
Public health does not only work within the UK but globally also as there are many, threats worldwide such as the outbreak of avian flu, global obesity issues and its effects on the body, drug and alcohol control. Public health UK recognises that for it to be effective it must have a diverse skill set of professionals for each section and that education and training are essential. 
Globalisation presents both opportunities and challenges in the realm of global health and its fair distribution. The potential for health advancements is significantly increased by the exchange of medical and public health knowledge and technologies across different regions, which is made possible by the sharing of best practices, health promotion initiatives, prevention strategies, and medical treatments. Globalisation has also accelerated the spread of infectious diseases, and so, the primary challenge with twentieth century globalisation relates to global inequalities and externalities which can be either beneficial or harmful, the WHO (World Health Organisation) is incorporating other organisations to help keep further improving health globally such as the G8 committee. Global health can be classed as initiatives aimed at advancing global public health benefits. These measures require a wider, more collaborative approach than individual governments can manage or independent organisations but help to provide advantages to all nations. (Ruger and Yach, 2009).





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

	
In the UK, the primary legislation regarding personal protective equipment (PPE) at work is the Personal Protective Equipment at Work Regulations 1992, which places responsibilities on the employers to provide suitable PPE and training, and on employees to use it correctly.
This legislation was amended on the 6th April 2022, not changed but extended to.
This legislation is to help reduce risk to health and safety while at work. PPE is designed to protect a person from one or more risks. The legislation is enforced through either verbal or written advice to enforcement notices and can also be prosecuted in serious cases. (Health and Safety Executive, 2022).
What is PPE – It is personal protective equipment used to prevent or minimise exposure to hazards which can be biological, chemical, electrical, mechanical to radiological in nature. Without the right PPE this could lead to injury and illness. Many industries use PPE as without the absence of PPE can result in injuries and health issues. Various industries implement PPE to safeguard their employees from workplace hazards.
Why Healthcare workers in particular wear PPE - Personal Protective Equipment (PPE) serves to safeguard healthcare professionals from two primary threats: 1. Radiation which could enhance radiation safety in healthcare. 2. Biological agents such as viruses and bacteria can be transmitted between individuals through both direct and indirect contact.  Healthcare workers often engage in close interactions with patients, so it is essential to use PPE that covers them from the risk of transmission. Key transmission routes that PPE aims to address include direct person-to-person contact, droplet transmission, airborne spread, contaminated surfaces. Enforcing Infection Prevention and Control (IPC) strategies is vital for the protection of both patients and healthcare personnel. IPC encompasses practices such as hand hygiene, the appropriate use of PPE, and effective waste management. The World Health Organization (WHO) plays a crucial role in ensuring the safety of the healthcare workforce by offering guidelines on the proper use of PPE. Recommendations may vary based on the specific biological agent and the circumstances involved. For instance, certain PPE designed for one disease may not be suitable for protection against a different disease. (World Health Organization, 2022). Such PPE used within healthcare range from plastic aprons and gloves when assisting with patients’ activities of daily living i.e. washing and dressing. To wearing lead aprons to minimise radiation exposure during X-rays and other imaging tests done.








	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 promoting health and well-being encompass a broad range of initiatives, including health promotion, disease prevention, environmental health, and mental health support all aimed at improving population health outcomes and reducing health inequalities these can empower healthcare practitioners to promote health and well being in hospitals by providing frameworks, resources, and support for evidence-based interventions, addressing health inequalities, and promoting a culture of health promotion. Some policy frameworks for health promotion around public health policies can mean the implementation of evidence-based practices for disease prevention and health promotion, such as vaccination programmes, screening initiatives and healthy eating champaigns. Hywel Dda health board promote having the covid 19 vaccine and flu jabs to every member of staff on a yearly basis, which help staff and patients alike reduce the chances of picking up or passing on diseases. Disease screening programmes that help detect disease early, can help improve life expectancy and can reduce death. (World Health Organisation, 2024). Protecting the environment and ensuring that it is safe and healthy for people. Such policies would include ensuring clean water and sanitation which help reduce the spread of illness and disease in hospitals keeping all staff and patients safe. The acute and rehab stroke ward at Withybush hospital make sure each week taps that are not in daily use are put on and left to run for a time to help prevent disease such a legionnaires’ disease which is spread by water droplets and can cause a lung infection called pneumonia.  (NSW Health, 2016).
Health equality – Allowing everyone to have access to the resources and opportunities to achieve good health. An example of this is promoting health literacy so it can empower everyone to make an informed decision about their health and this in turn can improve person centred care and improved health outcomes.
Mental health support - this addresses mental health needs and promotes mental well-being. Strategies to implement early intervention programmes to identify and address mental health issues with colleagues could help reduce sickness days and help reduce the build-up of stressful scenarios. Within Hywel Dda health board there are policies such as staff psychological policy, and when there needs to be further interventions the line managers can refer to the occupational team to help put strategies or steps in place to help mental health issues. There is an organisational support group which supports staff also and offers a safe place for members to talk one to one about issues and or concerns, such as recently the acute and stroke rehab ward temporarily moved wards and staff were encouraged to use them to help with coping strategies through this time with their health and wellbeing. When patients have strokes, they often become low in mood and as a team we try to encourage patients to talk about the way they feel but in some cases the psychologist can be refereed to, and strategies or medications can be put in place with consent gained to help improve their wellbeing. 
 The use of health promotion by creating environments and conditions that support healthy behaviours and lifestyles. For instance, promoting healthy eating through policies like food labelling where the calories contained within the food/drink can be clearly seen to help guide people and show how much fat/carbs are contained in each product or food/drink supplement. This allows diversity with the food that is catered to the patients and the staff within the hospitals as many people have intolerances or medical reasons to choose certain dietary requirements or follow calorie counting to help lose weight to help promote their health and wellbeing.
Public health promotes a non-smoking environment within Hywel Dda health board grounds there are signs saying non-smoking zones, this is also promoted when patients who are smokers are offered the cessation smoking team  as smoking is one of the risk factors for having strokes, they will be referred by the nurse which helps to promote improved health in our population, during patients stay in hospital on the stroke ward patients are prescribed nicotine patches to help with cravings if they are struggling. Another high-risk factor for stroke is alcohol intake and the NHS recommend no more then 14 units for both men and women, so if a patient states they drink more than a referral can go to the alcohol liaison officer in Withybush hospital and they will advise and give handouts and offer support when consent is given. (111.wales.nhs.uk, 2025).
Public health promotes exercise and recommends that a healthy 19–64-year-old does 150 minutes a week of moderate intensity, (NHS, 2024). Stroke survivors that were previously active can if consent is gained be referred by a qualified physiotherapist to an exercise programme delivered by a leisure centre close to where they live once they have gone home to help get back into a regular exercise regime with the guidance and support of fitness coaches and instructors again following the 150 minutes of exercise a week. Stroke patients are encouraged to be active daily whilst on the ward this can be with individual hospital exercise plans which are promoted to be done by themselves or during a group or with assistance as a one-to-one therapy session, following  the sentinel stroke national audit programme SSNAP guidelines which state a stroke patient needs to be involved in therapy for a minimum of three hours a day whilst on a ward this helps promote wellbeing and recovery with their health.(www.strokeaudit.org, 2024).
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