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The learning content in this chapter will also assist knowledge, skills and 
understanding in relation to the Level 3 Certificate and Diploma in Health 
and Social Care: Principles and Contexts:

◊ Unit 2 – Factors affecting individuals’ growth and development across the lifespan 
and how this impacts on outcomes, care and support needs

 ⃘ 2.1 – Factors affecting human growth and development across the lifespan 

 ⃘ 2.3 – Health and social care prevention for individuals in Wales to support 
growth and development

◊ Unit 3 – Promoting the rights of individuals across the lifespan

 ⃘ 3.3 – Barriers to participation, challenging inequality and promoting the rights 
of individuals

Examples of social and economic 
determinants (or factors/causes) that are 
linked to health and well-being include 
having sufficient resources to live, 
individuals’ experiences and lifestyles, 
and social and community networks that 
enable people to feel a part of society.

Key Definitions
Health A state of complete physical, mental and social well-being and not 

just the absence of disease or infirmity.
Well-being Feeling healthy, safe, having rights and responsibilities, relationships 

and access to learning and other opportunities within society.
Resilience An ability to draw upon inner resources to weather stress, adversity 

and challenges during life.  Resilience is linked to good health and 
well-being.

Social and 
economic 
determinants

Education, employment, income, social support and networks, 
community, lifestyle behaviours, food, housing, environment, 
transport, access to services, poverty and social exclusion. 

Chapter 4:  Social and economic determinants and how 
they contribute to inequalities in health and well-being
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The World Health Organization (WHO), Welsh 
Government and contributors to Welsh policy 
share the view that people are born into different 
circumstances which influence the way in which they 
develop and grow. These circumstances also influence 
their lifestyles, their access to employment and their 
lifespan. This includes access to social and economic 
resources that can increase people’s sense of control 
in how they conduct their lives.

Individuals who access resources such as good income, food and housing are more likely 
to experience good health and well-being. It is argued that these inequalities in social and 
economic opportunities result in inequalities in health and well-being across society.

There is a belief that these inequalities can be reduced if their causes (i.e. social and economic 
determinants) are addressed when people are born and throughout their lives. The Well-being 
of Future Generations (Wales) Act 2015 includes goals of equality, prosperity and resilience. 
Section 2 of Part 1 of the Social Services and Well-being (Wales) Act 2014 refers to social and 
economic well-being as a contributor to good overall health and well-being. 

Test your knowledge:

1. List two social determinants linked to health and well-being. 

2. List two economic determinants linked to health and well-being.

There are a range of social and economic determinants that contribute to inequalities in 
health and well-being, as well as interventions to address them.  These can be understood 
by developing an awareness of how these determinants influence the health, well-being and 
resilience of individuals and communities throughout their lives.  

Social and economic determinants and how they contribute to inequalities in health and well-being

Keywords

Social 
determinants

Economic 
determinants
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Income and work Hereditary and 
lifestyle factors

Attitudes, 
values and beliefs 

Poverty and 
access to services

Personal 
characteristics,  

discrimination and 
resilience

Social and 
community 

networks

Resources for 
living

Individuals' 
experiences 

and lifestyles

Society and 
communities

Social and economic determinants of 
inequalities in health and well-being 

All these determinants can influence an individual’s life throughout their lifespanDRAFT
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Resources for living
Having sufficient resources for living 

supports prosperity and promotes health 
and well-being.

Resources include income, education, 
work, food, housing, good surroundings 

and access to services including care 
services and employment support. Individuals’ experiences 

and lifestyles
A lack of motivation to make positive 

choices in relation to hereditary issues and 
lifestyle choices has a negative influence 

on individuals’ lives.
Experiencing discrimination in relation to 
diverse and unique characteristics leads to 

poor self-esteem and self-worth. 
A lack of resilience, or low resilience, 

prevents individuals from weathering 
stress, adversity and challenges.

Society and communities
Living in a society that promotes positive 

attitudes, values and beliefs towards 
differences in health and well-being 

contributes to equality, where people can 
thrive.

Social and community networks support 
important human attachments and 

relationships that promote                           
health and well-being.

Positive 
social and 
economic 

determinants 
contribute to good 

health and 
well-being

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4
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Resources for living
Having insufficient resources for living 

means living in poverty, and this is linked 
to poor health and well-being. This 

includes low school attainment or school 
exclusion, insufficient income, poor diet, 

inadequate housing or homelessness, 
unemployment, poor surroundings and 
inadequate access to services, including 
care services and employment support.

Individuals’ experiences 
and lifestyles

A lack of motivation to make positive 
choices in relation to hereditary issues and 

lifestyle choices has a negative influence 
on individuals’ lives.

Experiencing discrimination in relation to 
diverse and unique characteristics leads to 

poor self-esteem and self-worth. 
A lack of resilience, or low resilience, 

prevents individuals from weathering 
stress, adversity and challenges.

Society and communities
Living in a society that has negative 
attitudes, values and beliefs towards 
differences in health and well-being 

contributes to inequality, which hinders 
people’s ability to reach their full 

potential. 
A lack of social and community networks 
prevents important human attachments 
and relationships, risking social isolation 

and loneliness.

 
Negative 

social and 
economic 

determinants 
contribute to poor 

health and 
well-being
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ACTIVITY

Look at the positive and negative influences of social and economic 
determinants on the previous page.

1. Develop a list of positive influences that contribute to good health and 
well-being.

2. Develop a list of negative influences that contribute to poor health and 
well-being. 

3. Compare these lists in order to develop a wider picture of determinants 
that contribute to inequalities in health and well-being. 

CASE STUDY:

Dylan and Gareth are both thirteen years old. They live five kilometres apart 
and attend the same school. Dylan has been born into a life of prosperity. On 
the whole, he enjoys a life that supports him to feel safe and secure, with his 
parents and sister. Gareth lives in poverty, and has an unpredictable home 
life due to the volatile relationship between his parents. His sister is currently 
being supported by the youth 
offending team. 

1. Identify one way in which 
these circumstances could 
influence the personal 
resilience of both Dylan 
and Gareth during their 
adolescence. 

2. Identify two ways in which 
these circumstances could 
influence the mental and 
emotional well-being of Dylan. 

3. Identify two ways in which these circumstances could influence the mental 
and emotional well-being of Gareth. 

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4
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Resources for living

Income and work

Income from work is an 
economic determinant that 
provides a resource for living. It 
opens the door to other social 
and economic opportunities and 
increases the likelihood of good 
health and well-being.

Income and work
Inequalities in health and well-being experienced by individuals in society

Having sufficient income and work 
supports prosperity and promotes health 
and well-being, including the ability to do 
the following:

Having insufficient income and work 
means living in poverty – this is linked to 
poor health and well-being, including the 
following:

• pay for household goods and services
• obtain credit from banks
• have disposable income so some money 

can be put aside in savings
• pay for food as required including  

take-aways and eating out
• rent or buy a good quality home
• heat the home
• choose where to live
• live in surroundings with spaces that are 

safe, clean and green
• own a vehicle if needed
• access good transport links based on a 

choice of where to live
• pay for transport
• fund holidays and leisure activities
• make positive lifestyle choices
• travel to see family, friends and other 

social contacts
• develop good personal and family 

resilience.

• inability to clear debt as a result of 
insufficient money to pay for household 
goods and services

• resorting to illegal money lenders
• having no disposable income
• food hunger and insecurity
• poor quality housing or homelessness
• inability to heat the home
• lack of choice about where to live
• living in surroundings with unsafe and 

littered spaces, air pollution and a lack of 
green spaces 

• inability to own a vehicle if needed
• needing public transport which may be 

hard to reach or infrequent
• inability to pay for public transport
• lack of holidays or leisure activities
• increased risk of making negative 

lifestyle choices
• loneliness and social isolation
• increased risk of poor personal and 

family resilience.   

DRAFT
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Securing income through work is vital to the promotion of health and well-being. Money 
enables people to pay for resources for living such as household goods, services, bills, food, 
housing and transport.  A disposable income is described as the amount of money available to 
households for saving and spending, after direct taxes such as income tax have been paid. 
Having high disposable income increases prosperity and gives people the option to pay for 
holidays and leisure activities for the enjoyment of individuals and families. People can also 
choose to invest their disposable income in savings. This provides resilience in relation to 
planned and unplanned events such as holidays and unexpected unemployment.

Access to work and income promotes health and well-being because it increases people’s 
choices regarding how they want to live their lives. This in turn increases their sense of power 
and control. People have more options in relation to 
what they eat, staying in or going out, where to live 
and whether to go on holiday. 

Having a job promotes good self-esteem and many 
people link their job to their sense of identity. For 
example, a care worker may feel proud to say "I am 
a care worker" because of the positive contribution 
their job makes to the lives of others. Being in work 
also provides opportunities for social interaction, 
friendship and a sense of community by working towards shared goals. 

Employment promotes resilience because it can provide individuals with a sense of purpose 
– a reason to get out of bed. It provides structure and routine to their day. These aspects of 
work can be particularly critical when a person is facing adversity and feels a loss of control 
in another area of their life, such as a relationship breakdown or bereavement. Being able to 
focus on work or confide in colleagues can help maintain and increase resilience.

Being in work places people in roles where they can use their knowledge, skills and experience 
for the benefit of others. Work colleagues can share in successes and challenges. Being in 
employment also provides individuals with material rewards because they are being paid 
for their work. Emotional rewards are also provided through job satisfaction. Social rewards 
are provided when others show respect and appreciation for the work that has been done. 
This combination of economic, emotional and social rewards contributes to good health and  
well-being.

Keywords

Disposable 
income

Benefits of being 
in work

Social and economic determinants and how they contribute to inequalities in health and well-being
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However, not everyone can gain these social and economic benefits from income and work 
within their communities. This depends upon factors such as:

• the availability of work, and the quality of jobs that can be accessed

• the qualifications held by an individual to enable them to gain employment linked to 
their access to and experience of education)

• barriers to employment experienced by some groups of people.

The availability of work and the quality of jobs that can be accessed

Availability of 
work

• There needs to be enough work in the area to meet demand.
• People must be willing to do the work available.
• People need to have the ability to do the work available.
• It is a big advantage if the work is within easy travel distance from 

home, reducing the need to pay transport costs.

Good quality 
jobs

• Jobs should provide good rates of pay.
• Work should be secure with a contract of employment.
• Flexible hours should be available to accommodate other 

responsibilities such as carer or childcare responsibilities.
• There need to be good and safe working conditions.
• The employer and staff should value diversity so that all workers 

feel included.
• There should be zero tolerance of bullying and discrimination.
• People should enjoy working for their employer.

Test your knowledge:

1. Give a definition of disposable income.

2. List three benefits that are linked to being in work.

3. List three factors that influence the ability to gain social and economic benefits 
from income and work within communities.DRAFT
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CASE STUDY:

Greta is twenty-six years old and has been living with her partner. One day, her 
partner comes home and says he is moving out because he has met someone 
else. Greta is shocked and devastated because they bought the house together 
a year earlier. Greta and her now ex-partner agree that they will eventually sell 
the house and split the proceeds. Greta has a good job and her work colleagues 
are extremely supportive. A couple of them have already forwarded dating 
apps to her, but she says it all just feels a little too soon.

1. List three aspects of being in work that are supporting Greta’s resilience 
during this difficult time.

2. If Greta loses her job and her partner refuses to pay the household bills, list 
three aspects of poverty she might experience.

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4

DRAFT



U
n

d
e

rs
ta

n
d

in
g

 p
e

rs
p

e
c

ti
ve

s 
o

f 
h

e
a

lt
h

, 
w

e
ll

-b
e

in
g

 a
n

d
 r

e
si

li
e

n
c

e

12

All communities include a specific group of people who are called ‘economically inactive’. 
This means they are not looking for work because of circumstances such as illness, being a 
carer, studying full-time or having taken 
early retirement. In contrast, a workforce 
consists of people who are assumed to be 
looking for work, or in work.

If there are a low number of jobs available 
for the people who need them, those 
who cannot access these jobs face 
unemployment. In Wales, there are a 
different number of job opportunities 
available in different parts of the country. 
According to the Welsh Government, 
in 2019 almost half of all employment 
was based in south east Wales, and it was the area with the most diverse opportunities. In 
contrast, the availability of work and the types of job opportunities available were less in 
rural parts of Wales than in some urban areas.

The types of jobs that exist in rural Wales include health and social care, agriculture, forestry, 
tourism and recreation. These jobs can be spread 
across large distances. This can present particular 
challenges when travelling to work as public 
transport can be limited, which means workers 
would have to purchase a vehicle. Much of this work 
is seasonal and based on zero-hour contracts. A  
zero-hour contract means that a person is on call 
for work when needed as opposed to having a fixed 
number of hours per week. The zero-hour contract 
means that an employer doesn’t have to give any work to that person and similarly, the 
individual in question can refuse the work when called. 

Large parts of rural Wales have a significant number of older people and Welsh speakers.  In 
2017, 21% of the population of Wales was aged 65 or over. In 2011, 27% of Welsh speakers 
were based in south east Wales, 36% in north Wales and 37% in mid and south west Wales. 
According to the Welsh Government, 76.4% of residents aged three and over in Gwynedd 
reported being able to speak Welsh in 2018. This shows that being a Welsh speaker is an 
essential part of people’s identity in many parts of rural Wales.

Compared to the diverse job opportunities available in south east Wales, the lower number of 
job opportunities, the reduced diversity and the lower quality of the jobs available in rural 
Wales, mean that unemployed people are often faced with a difficult choice. That is, to remain 
in their communities with limited economic opportunities, to commute long distances, or to 

Keywords

Economically 
inactive

Unemployment
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move away completely. This inequality in circumstances presents a huge dilemma and struggle 
for people who have strong attachments within their communities, whilst others might 
welcome the challenge.

When individuals move away from their communities, this can have negative consequences 
for family and friends left behind. This is because they lose a valued family member or friend, 
resulting in a negative influence on their resilience, 
health and well-being. The impact can be particularly 
felt by older people who have relied on that person 
for companionship and some aspects of care and 
support. New job opportunities, perhaps in England 
or abroad, may mean that an individual cannot 
communicate in Welsh in the workplace, and this can 
represent a significant loss in their identity. 

Commuting or moving away may not be an option for people who have carer responsibilities 
for older parents, or where children are settled in school. Alternatively, individuals might simply 
not want to move away from their loved ones. In these circumstances, a lack of employment 
opportunities means that people experience rural poverty, i.e. they have insufficient resources 
to meet their living needs. In addition to this, housing in parts of rural Wales can be unaffordable 
to local people on lower incomes, due in part to the higher house prices that can be paid by 
people who have retired and moved into the area, or people who have second homes. 

The experiences identified in rural Wales illustrate how people can be in employment, but 
continue to experience poor economic and social well-being. This in-work poverty is also 
experienced by other households across the whole of Wales. This highlights the fact that the 
availability of work, and the quality of that work, are equally important in all communities. 
Both aspects of work are needed in order to promote good health and well-being and to avoid 
inequalities in people’s experiences. 

Test your knowledge:

1. Give a definition of being economically inactive.

2. Give a definition of rural poverty.

Keywords

Welsh speakers

Rural poverty
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Section 2 | Chapter 4

DRAFT



U
n

d
e

rs
ta

n
d

in
g

 p
e

rs
p

e
c

ti
ve

s 
o

f 
h

e
a

lt
h

, 
w

e
ll

-b
e

in
g

 a
n

d
 r

e
si

li
e

n
c

e

14

ACTIVITY

Access a job website such as Indeed (www.indeed.co.uk), and navigate to the 
search engine boxes.

1. In the ‘what’ section, type in the post of ‘Healthcare Assistant’.

2. In the ‘where’ section, type in:

• The name of a rural location, e.g. Powys, and record the number of 
vacancies.

• The name of a city in south east Wales, e.g. Cardiff, and record the 
number of vacancies.

3. Repeat this exercise by typing in a job that interests you and selecting a 
rural and urban location of your choice.

Look at the results of your search. There is a strong likelihood that there are 
significantly more jobs advertised in the urban location compared to the rural 
location. The number of vacancies can also depend on where employers 
choose to advertise. This activity shows that there can be a significant 
difference in the availability of jobs, depending on where an individual lives.

The qualifications held by an individual

There are different types of employment available across Wales.

Public administration, defence, education, 
healthcare and social care 

Arts, entertainment and recreation

Agriculture, forestry 
and fishing 

Production, including 
mining, quarrying 
and manufacturing

Construction Wholesale retail, 
transport, hotels and 
food

Information and 
communication

Finance and 
insurance

Real estate Professional, scientific 
and technical 
activities

Categories of employment in Wales

(Source: StatsWales, 2019)

DRAFT
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These different categories of employment contain jobs that can only be accessed by an 
individual if the employer is satisfied they have the qualifications, skills, knowledge and 
experience needed to do the job. Alternatively, an employer might interview an individual 
(or job applicant) and feel that with training and support, they will be able to do the job. Both 
these situations provide a good outcome for the applicant and the employer. The employer 
will have a worker and the applicant will have a job, leading to an income which promotes their 
health and well-being.

Where an employer has a job available but believes a job applicant cannot do the work, even 
with training and support, the applicant will remain unemployed. This situation has a negative 
outcome for both the employer and the applicant. The employer won’t have a worker and the 
applicant won’t have a job. Alternatively, the rate of pay or conditions of employment offered 
by an employer may make it impractical for an individual to accept an offer of employment. 
This type of situation can result in poverty and poor health and well-being.

If workers don’t have the skills to do the available work, this can have a negative impact on 
the entire community. If an employer cannot employ people locally, they may move away in 
the belief that they can employ more suitably skilled or willing people elsewhere. This then 
deprives that community of a potential source of income and prosperity. Alternatively, the 
employer might employ people who live further away, outside the community. This can result 
in resentment and anger from local people. 

When an individual applies for a job, they often have to complete an application form and 
then attend an interview. When a job is advertised, 
it usually includes a person specification. This is a 
description of the qualifications, skills, knowledge 
and experience an employer states a worker must 
have, if they are to do that specific job. If an applicant 
can prove they have most of what is needed 
according to a person specification, this increases 
their chance of getting the job. If they do not meet 
the person specification, they are very unlikely to get 
the job and will remain unemployed.

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4
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Here is an example person specification for the role of Healthcare Assistant:

Role: Healthcare Assistant
Location: Based in Diabetic Eye Screening Wales, Wrexham Maelor Hospital 

Applicants should demonstrate the following on their application form:  

Qualifications • Educated to GCSE level (Essential)

Skills
• Team worker; ability to accurately interpret information and carry 

out instructions (Essential) 

Knowledge
• Understanding of diabetic eye disease; understanding of diabetes 

(Desirable)

Experience
• Experience of working as a Healthcare Assistant (or similar) 

(Essential) 

An essential requirement for the role of Healthcare Assistant above is that a worker must be 
educated to GCSE level. This is the ‘qualifications’ element of the person specification. Exploring 
why some people don’t achieve GCSEs will provide an understanding of why some individuals 
remain unemployed, even when there are jobs available in their community, resulting in 
ongoing low income and poor health and well-being.

In Wales, all children are required to attend school, be homeschooled or be educated in 
another setting (e.g. residential setting). Staff in schools support learners to gain the skills, 
knowledge and experience needed to pass their GCSEs. The example of a person specification 
for the role of Healthcare Assistant shows how having qualifications can often open doors 
to opportunities to gain employment, providing an income to support economic health and  
well-being. Children’s circumstances influence their likelihood of obtaining GCSE qualifications. 
Five good GCSEs can give access to further study, an apprenticeship or employment. According 
to the Bevan Foundation, in August 2017, one in three learners in Wales left school without five 
GCSEs at grades A*–C. 

Some children are born into conditions where there is sufficient income and work, providing 
good prospects regarding prosperity, health and well-being. In contrast, other children are 
born into conditions where there is insufficient income and work, leading to poverty. There is 
an apparent link between poverty and poor health and well-being.  No matter the conditions 
they are born into, it’s important for children to be willing to participate in school life and 
see the value of learning. If this doesn’t happen, there is a strong possibility that a child will 
not achieve their GCSE qualifications. Beyond that, the social and economic circumstances in 
which children are born are highly likely to influence their academic success. This is explored 
in the following table.

DRAFT
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How the conditions in which we are born influence our ability to achieve 
qualifications such as GCSEs

Influence of prosperity
(Social and economic influences)

Influence of poverty
(Social and economic influences)

• Good quality, warm and dry home and 
surroundings provide a good home 
learning environment.

• Good diet supports learning. 
• Bills can be paid which avoids stress, 

and this has a positive influence on a 
child’s mental and emotional  
well-being.

• Can buy educational resources (e.g. 
books and equipment).

• Private tuition can be paid for.
• Able to fund school trips. 
• Can pay for extracurricular activities.
• More options for transport (e.g. car, 

school bus or public transport). 
• Reduced risk of discrimination and 

where it does exist, the child and/or 
parents/carers may have the resilience 
to challenge the source of the 
discrimination so that it stops.

• Reduced risk of adverse childhood 
experiences. This promotes the 
likelihood that a child will have healthy 
friendships and relationships.

• Increased likelihood of settling into 
school life and being included. 

• Reduced risk of engaging in unhealthy 
lifestyles such as smoking, drinking 
alcohol and substance misuse.

• Parents/carers have more resilience to 
intervene when mental or emotional 
help is needed, reducing the risk of 
mental illness following a child into 
adulthood.

Prosperity promotes health and  
well-being, including the ability to learn 
and achieve GCSE qualifications.

• Poor quality, cold and damp home in 
poor surroundings provides a poor home 
learning environment.

• Food hunger hinders learning.
• Bills cannot always be paid which leads 

to high stress levels, and this has a 
negative influence on a child’s mental and 
emotional well-being.

• Cannot buy educational resources.
• Cannot pay for private tuition.
• Unable to fund school trips.
• Cannot pay for extracurricular activities.
• Less options for transport. 
• Increased risk of discrimination. The child 

and/or parents/carers may not have the 
resilience to challenge the discrimination, 
so it is unlikely to stop.  

• Increased risk of adverse childhood 
experiences. This promotes the 
likelihood that a child will have unhealthy 
friendships and relationships, such as 
involvement in crime and gangs.

• Increased risk of not settling into school 
disruptive behaviours – increased risk of 
school exclusion. In turn, this increases 
the risk of being drawn into criminal 
exploitation (gangs target excluded 
children to encourage them to commit 
crime).

• Increased risk of engaging in unhealthy 
lifestyles. 

• Parents/carers lack resilience to intervene 
when mental or emotional help is needed, 
increasing the risk of mental illness 
following a child into adulthood.

Poverty has a negative impact on health 
and well-being, and reduces the ability to 
learn and achieve GCSE qualifications.

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4
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There are significant inequalities in children’s ability 
to achieve GCSEs because some children have 
substantially more social and economic challenges 
to overcome than others. Those from prosperous 
backgrounds are more likely to have good resilience, 
health and well-being to enable them to do well in 
school and achieve qualifications. This places them 
in good standing for adulthood, increasing their 
ability to secure a good job.

In contrast, children born into poverty experience economic disadvantage and are more likely 
to be at risk of discrimination and adverse childhood experiences (ACEs). Discrimination means 
treating an individual less favourably because of an aspect of their identity such as disability, 
race or ethnicity. ACEs are described as stressful and traumatic events that are experienced in 
childhood. ACEs can have a negative impact on an individual’s health and well-being beyond 
childhood and into adulthood. Examples of ACEs include witnessing domestic abuse, having 
a close family member with mental health problems and physical and psychological neglect. 

Physical neglect means that a child’s physical needs 
might not be met, such as being given food and 
adequate clothing or being cleaned and dried after 
wetting the bed, for instance. Psychological neglect 
means that a child’s need to feel loved and wanted is 
not being met. For example, a child who is constantly 
dismissed as being in the way and not paid attention 
may experience psychological neglect. 

Being born into poverty can lead to a disrupted childhood and can result in becoming a  
care-experienced child or young person (also referred to as a looked-after child) for whom a 
local authority and social services have responsibility. Looked-after children and young people 
live in foster care or in residential settings such as a school, secure unit or children’s home. 
Children and young people may live with their family whilst remaining in the care of the local 
authority (i.e. their care and well-being continues to be the responsibility of the local authority). 
They may move between family and local authority care, depending on their individual 
circumstances. Being care-experienced can result in a lack of stability stemming from family 
circumstances and changes in care and support arrangements throughout childhood. This will 
continue on to when a child knows they will eventually have to leave care and support services, 
often facing independence much sooner than other people their age.

Children born into poverty, who experience the resulting consequences, are more likely to have 
poor resilience, health and well-being, reducing their ability to do well in school and achieve 
qualifications. This can pose significant challenges as they move into adulthood, with greater 
risk of poor health and well-being affecting their ability to work. This means that children born 
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into poverty have to overcome more barriers than others to secure employment, even when 
work is available. 

Despite this, children who have experienced adverse circumstances have challenged social 
expectations throughout the generations. Many have gone on to be productive and happy in 
their lives as a result of a determination to overcome whatever life throws at them.

Test your knowledge:

1. Describe what a person specification means.

2. Give a definition of adverse childhood experiences (ACEs).

CASE STUDY:

Elis and Ceri are sixteen years old and working towards their GCSE exams. Elis 
lives with both his parents, who both work and have good incomes. Elis is an 
only child. Ceri lives with his dad and younger brother Cai who is ten. They 
rarely have contact with their mum, who doesn’t live with them. Ceri cares 
for his brother and does most of the shopping and household tasks. They are 
experiencing in-work poverty, despite his dad’s long working hours. Ceri is 
really worried about his dad’s health which is in decline because of his job. So 
Ceri now works part-time in a fast food outlet to generate additional household 
income, in the hope that his dad can reduce his hours. Ceri’s dad wants him 
to do well in school. Ceri reassures him that work and study are doing fine. 
On GCSE results day, Elis passes all his GCSEs with high grades. Ceri only just 
passes two GCSEs, and is dreading telling his dad.

1. List three aspects of being in work that are supporting Greta’s resilience 
during this difficult time.

2. List your observations in relation to the following:

• Ceri’s time to study 

• the number of GCSEs Ceri passed

• Ceri’s grades. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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Barriers to employment

The area where someone lives, poverty, 
discrimination, a challenging childhood 
and leaving school with very few or no 
GCSEs have already been identified as 
barriers to accessing work and income.  
Further groups of people face major 
barriers to employment compared 
to others because of their personal 
characteristics (e.g. gender or age) or 
circumstances. This means there is 
inequality of access to employment for 
groups of people such as the following.

• Disabled people – despite the Equality Act 2010 which protects individuals with 
disabilities from discrimination, they can still face barriers due to discrimination 
from employers. People may hold negative beliefs that a disabled staff member 
cannot do a particular job because of their disability. 

 An example of how an employer can remove a barrier for disabled people is to have 
a work environment where the building and facilities are accessible to everyone, 
including disabled people (e.g. having a lift as well as stairs).

• People with carer and childcare responsibilities – people who have carer and/or 
childcare responsibilities can find it difficult to access employment. This is because 
their work will need to fit around caring for a relative or picking up children from 
school etc. Very often, those with caring responsibilities have to pay for care if they 
cannot be at home when a day centre or school closes, or when paid carers leave for 
the day. This can lead to a substantial loss of income for the person going to work.

 An example of how an employer can remove a barrier for those with caring 
responsibilities is to have flexible working hours, permit working from home or have 
compressed working hours. These ways of working will allow an employee to work a 
specified number of hours, but in ways that enable them to balance their work and 
home responsibilities.

• Speakers of other languages that are not Welsh or English – people with limited 
Welsh or English may struggle to access work because of the need to communicate 
with others who want to access the goods and services provided.

 An example of how an employer can remove a barrier in this situation is to support 
the worker to learn Welsh or English in language classes.

DRAFT
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• People who lack the qualifications or skills required to do a job – people who 
left school with very few or no qualifications can find themselves in a vicious cycle. 
They need to attend college to gain qualifications to do a particular job, but cannot 
afford to attend college on a full-time basis. 

 An example of how an employer can remove a barrier in this situation is to pay for 
workers to study for a qualification and give them study leave as an adult learner. 
Alternatively, they can make formal apprenticeships available. 

• People who face discrimination based on protected characteristics such as age 
or gender – an organisation may have policies in place that prohibit discrimination, 
but this doesn’t guarantee that those selecting and recruiting people avoid 
‘unconscious bias’. In a job interview situation, this happens when the interviewer 
favours an applicant because they are similar to them in some way, whether or not 
they are the best person for the job. The interviewer will be unaware of what they 
are doing, but it can result in negative consequences for others. For example, female 
care managers may favour female carers as opposed to male carers because this 
is what they are used to. Similarly, an older interviewer may favour an older job 
applicant over a younger one, in the belief they will be more reliable in the role.

 An example of how an employer can remove a barrier due to discrimination is to 
have robust anti-discrimination policies in place and support staff to be aware of 
their own unconscious bias that disadvantage others.

Further information:
◊ Bevan Foundation (2018), I want to be something: better opportunities 

for young people.

◊ StatsWales (2019), Workplace employment by industry and area.

Social and economic determinants and how they contribute to inequalities in health and well-being
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ACTIVITY

You do not have to share the outcome of this activity with anyone. However, you 
should be totally honest with yourself.

1. Imagine you are interviewing someone for a job. Place a tick next to each 
situation on the list where you think a similarity would tempt you to 
employ an applicant, as a result of unconscious bias:

• You appear to have the same sense of humour.

• You can see from their application that they went to the same school as 
you. 

• You appear to be of a similar age. 

• The applicant mentions similar interests to your own.

• You both share the same ethnic origin.

• Your language is the same.

• They mention they have children, the same as you.

• You have similar accents to each other.

• You seem to have a similar taste in clothes.

• They mention enjoying walking their dog and you have a dog too.

• A label is sticking out at the back of their jacket – that is just the sort of 
thing that would happen to you.

• They mention a love of travel which is your passion too.

2. Write down anything else that might lead you to show unconscious bias.

Remember that unconscious bias happens when an interviewer favours an 
applicant because they are similar to them in some way, whether or not they 
are the best person for the job. DRAFT
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Poverty and access to services

Governments and policymakers 
identify that whilst some 
people are able to flourish from 
their very first day, others are 
born into a life of poverty. This 
is when a person’s resources 
are well below their minimum 
needs, including the need to be 
a part of society. Poverty is a 
determinant of poor health and 
well-being. 

The Welsh Government 
defines child poverty as living 
in a household where there 
are insufficient resources to 
afford food, reasonable living 
circumstances (such as being in a safe and attractive neighbourhood) and an ability to 
participate in activities that are taken for granted by others in society (such as going out 
for a meal or going on holiday). Poverty is damaging to society as a whole because those 
experiencing its impact are denied the power to 
fulfil their potential and make a positive contribution 
to their community. Individuals experiencing 
poverty are more likely to need medical and other 
interventions from services that are funded by tax 
payers’ money, which could be spent elsewhere. It 
is in everyone’s interest to alleviate the causes of 
poverty.

Test your knowledge:

1. Give a definition of poverty.

2. Give a definition of child poverty.

Keywords

Poverty

Child poverty
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The ability to access and benefit from a range of services is hugely important in order to break 
the cycle of poverty that may be experienced by successive generations in both rural and 
urban parts of Wales.  Tackling child poverty involves addressing the causes of poverty in a 
child’s household so that all members, including adults, go on to face a more positive future 
where their experience of life, including health and well-being, is much improved. Access to 
food, income, housing and fuel to heat a home are fundamental aspects of living. Where these 
are lacking, it is very difficult to improve health and well-being. 

Access to services to alleviate poverty also relate to people’s experiences and lifestyles. For 
example, some young people make a positive choice to become a parent but for others, 
especially those living in poverty, teenage pregnancy has been linked to poor outcomes. 
Teenage mothers are less likely to finish their education, bring their child up alone, and 
may have to live in poverty. Children of teenage mothers are therefore more likely to grow 
up in poverty, and this is linked to wide ranging disadvantages including poor health and  
well-being. If a decision is made to terminate a pregnancy, this can be devastating and can 
leave an emotional scar on an individual from a young age. Alternatively, an individual may 
opt to have their child fostered or adopted, signifying a change to their life and their child’s 
life. Prevention of pregnancy (where this is wanted) is an important service for teenagers, to 
enable them to feel in control of their future. Also, where a young person has made a positive 
choice to have a baby, services to support young parents are essential. 

It is vital that services support all pregnant women to ensure good health for the mother 
and the child during pregnancy, and ensure that babies and children have their childhood 
immunisations to protect them from communicable diseases such as whooping cough, 
mumps, measles and rubella. 

DRAFT
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It is also important for individuals to benefit from screening throughout their lives, to detect 
if they have a disease or condition, or are at an increased risk of developing a disease or 
condition. There are seven national population-based screening programmes in Wales: 

• Breast Test Wales

• Bowel Screening Wales

• Cervical Screening Wales

• Newborn Bloodspot Screening Wales

• Newborn Hearing Screening Wales

• Diabetic Eye Screening Wales

• Wales Abdominal Aortic Aneurysm Screening Programme

Some screening programmes are particularly critical for older people, as the risk of some 
diseases such as bowel cancer increases with age.

People of all ages may require access to domiciliary care to enable them to live independently 
at home. This type of care and support service may be accessed from the local authority. Some 
people opt instead for direct payments, which involve financial support from social services in 
order to choose and pay for care and support directly. Similarly, services like Telecare support 
individuals to live in their own homes. This is an alarm and response service, so care is remote 
but on hand if needed. Living in poverty means that individuals will have their income assessed 
to see if they qualify for financial help for care and support. Having to rely on services and 
equipment provided within the context of the benefits system means individuals have less 
choice in what they can access, compared to individuals with high levels of disposable income.

People who experience poverty are significantly more likely to experience poor health and  
well-being compared to those who do not. According to the Welsh Government, 29% of 
children were recorded as living in poverty in Wales in 2019. The following chart shows how 
access to services can make a contribution to reducing poverty linked to essential factors such 
as income, food, housing and fuel. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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Insufficient food Insufficient 
income

Insufficient 
housing Insufficient fuel

- Hinders child 
development 
including an 
ability to learn
- Risks poor 
physical health, 
e.g. being 
underweight  

- Restricts the 
ability to pay for 
carer support and  
childcare in order 
to access work 
and increase 
income
- Impacts on the 
life of the 
household as they 
are trapped in 
poverty  

- Doesn't support 
a child to feel safe 
and secure
- Increases the 
risk of 
homelessness, 
which is linked to 
poor physical and 
mental health

- A cold, damp 
environment 
makes it difficult 
for a child to play 
- Cold and damp 
threatens 
physical health, 
increasing the 
risk of respiratory 
and heart 
problems

Services to 
address this 
include:

Services to 
address this 
include:

Services to 
address this 
include:

Services to 
address this 
include:

- Information and  
advice leading to 
assistancefrom  
food banks
- Support 
programmes for 
children under the 
age of five and 
their parents 

- Information and 
advice on 
benefits, debt and 
other financial 
matters 
- Assistancewith 
care and support 
to enable a carer 
to access 
employment

-  Information and 
advice on  
housing to 
improve 
conditions
- Assistancewith 
an application for 
social housing

- Information, 
advice and  
assistance with 
applying for free 
home energy  
improvements 
such as new  
heating or 
insulation to 
improve home 
energy use and 
reduce bills

Factors associated with poverty    
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Part 2 of the Social Services and Well-being (Wales) Act 2014 places legal responsibility 
on local authorities, health boards and other organisations from the statutory, third and 
independent sectors to promote the 
well-being of individuals who need 
care and support, and carers who 
need support. 

It is recognised that individuals 
and carers can experience poverty 
because of barriers to work and 
income. Local authorities are required 
to be proactive, which means they 
must be actively looking at ways in 
which they can prevent or reduce 
poverty, and not just addressing the 
end result, such as family breakdown 
or children entering the care system. This includes meeting the needs of people who might 
not need input from social services at present, but may require it in future. 

These needs include issues such as insufficient income, food, housing and fuel poverty. If not 
addressed at an early stage, these issues can escalate into problems such as malnutrition, 
homelessness and poor physical and mental health. This can lead to an increased risk of being 
unable to care for children. In turn, health and social services would need to get involved, 
resulting in fragmented family life and the social and economic cost of service delivery.  

In order to be proactive, local authorities are 
required to provide information, advice and 
assistance services that can be accessed by everyone 
in their local authority area. Promoting well-being is 
about preventing an escalation of need (i.e. stopping 
things going from bad to worse) by delaying and 
preventing the need for care and support through 
addressing needs sooner rather than later. 

Information, advice and assistance services are seen as being preventative because their 
purpose is to prevent or delay people’s need for care and support. In the case of families, 
they intend to promote people’s ability to care for their children so there is a reduced risk 
of increasing needs, safeguarding issues (i.e. protection from abuse or neglect) and children 
being placed away from their families or in secure accommodation as a result of entering the 
criminal justice system. Similarly, the needs of carers have to be addressed so that their health 
and well-being doesn’t decline, reducing their capacity to be a carer. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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Information, advice and assistance services should enable people to make informed choices 
and achieve what matters to them. They must provide information on how care and support 
systems operate, what the available options are 
for care and support, what support is available 
for carers, how to access this support and how to 
address a person’s concerns in relation to a specific 
individual. 

Information means providing someone with the 
data needed to enable them to make an informed decision. Showing someone a list of food 
banks in their area is an example of providing information. Advice is described as an equal 
partnership between an individual and a staff member, where they work together to explore 
options to address an identified problem. A staff member identifying a range of options 
to remove hunger, such as access to work, benefits advice, debt advice or how to access a 
food bank, is an example of offering advice. The individual can then make a decision as to 
what they feel will work best for them. If needed, assistance follows on from information 
and advice. It involves another person, such as a staff member, taking action alongside 
an individual to help them access care and support, or to help a carer access support. An 
individual may initially call to ask about information and advice to alleviate their hunger. The 
staff member might identify that the individual has other care and support needs which they 
will discuss with the person, with a view to agreeing on the next course of action.  This could 
include a full care needs assessment, going beyond information and advice.

It is stressed that information, advice and assistance services should be accessible to everyone 
in the community. Accessibility means that people from diverse backgrounds know about 
the service, and can approach it for help if and when needed. This is particularly important 
because for some people, initial contact may lead to communication with social services for 
the very first time.

What happens when an individual contacts an information, advice and assistance service for 
the very first time is critical because it can influence the following:

• whether the individual and their family get the help they need, including any care 
and support, to prevent their problems from increasing and to prevent their health 
and well-being from deteriorating further 

• whether the individual will return to the service again as and when required, to 
prevent further decline in their health and well-being

• whether the individual and their family follow-up on any advice intended to improve 
their circumstances, reduce poverty and improve their overall health and well-being.

Keywords

Prevention
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ACTIVITY

1. Go on to a local authority website and search for some form of online 
information service for children, families and professional workers. For 
example, the Family Information Service on the Caerphilly County Borough 
Council website, or Hwb Teuluoedd Gwynedd on the Gwynedd Council 
website.

2. Write down your thoughts on the information provided. For example:

• Is the text clear and easy to read in terms of the layout?

• Is the information provided easy to understand?

• Can you quickly identify who to contact with a query?

• Is there anything you would change about the way in which the 
information is presented?

• Any other observations you think are important.

The Social Services and Well-being (Wales) Act 2014 identifies that a good information, advice 
and assistance service should be: 

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4

Effective in responding to an emergency 
or urgent request for care and support.

Accessible to diverse communities: 
approachable, easy to understand and 
respectful of what matters to them and 

available in Welsh and English.

Delivered in different ways: face-to-face, 
telephone, online, posters and  

publications.

Available in varied formats such as easy 
read and child friendly versions.

Welcoming of advocacy to support 
individuals to decide what is best for 

them.

Quick in identifying when a full care 
needs assessment is needed. 

Clear in its signposting and referrals to 
other agencies. 

Able to apply safeguarding procedures 
when needed.
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Advocacy means supporting and enabling an individual who has difficulty representing their 
views (for a range of reasons) to explore and make informed choices. Signposting and referrals 
redirect or link an individual to other services. An individual can make a self-referral which 
means they present themselves directly to the service, or the referral might be made by a staff 
member.

The following table outlines some of the barriers individuals might face in accessing information, 
advice and assistance services. It shows that simply providing services to reduce poverty is not 
enough in itself. Services also have to be appropriate and effective.

Potential barriers to accessing information, advice and assistance services

Potential barrier Influence on outcomes

• Unaware that the service exists • Service is not accessed
• No Welsh speaking staff members • Welsh speakers might feel socially isolated, 

disappointed and frustrated
• The most appropriate services and support 

might not be identified, and this will have a 
negative influence

• An individual or family may not speak 
Welsh or English, and fear they will not 
be understood

• Service may not be accessed until needs 
reach an emergency level, e.g. attendance 
at NHS Accident and Emergency because 
of ill health, or concerns raised by the 
school

• An experience of discrimination 
elsewhere might deter people from 
approaching the service

• Service is not accessed, or maybe not until 
the issue reaches a critical level

• A mistrust of anything or anyone that 
seems official because of previous 
negative experiences

• Service is not accessed

• Inability to understand information in 
the formats available

• Service is not accessed

• Online information cannot be 
accessed due to lack of technology

• The service may or may not be accessed in 
other ways

• Unable to afford travel to the service • The service may or may not be accessed in 
other ways

• Unfriendly staff member resulting 
in an individual or family not fully 
understanding what they are being 
told

• An individual or family may feel too 
intimidated to ask questions, and will be 
unable to follow up on the advice, meaning 
that their circumstances will continue to 
result in poor health and well-being
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Potential barriers need to be removed in order to maximise the potential for individuals and 
other households to approach information, advice and assistance services, so they can be 
supported to reduce poverty and improve their health and well-being.

CASE STUDY:

Dai is eighty-two years old and has just received a council tax bill he cannot 
afford. Dai often goes into his local library to keep warm. He has seen staff 
working at the Advice Hub in a separate area from the books. He sees people 
from all backgrounds and all ages go there, including family. Dai feels really 
nervous because he doesn’t like talking to people, but he knows he needs 
help. Catrin is a very experienced staff 
member working in the Advice Hub. 
She provides information, advice and 
assistance and really enjoys her job 
because no two days are the same. 
Catrin has a lovely way with people and 
she empowers them to identify how 
best to address their problems. Catrin 
smiles at Dai and asks him to follow her 
into a small room that is glass fronted. 
She observes that Dai has no coat, 
even though it has been snowing. Dai 
becomes really agitated as they talk 
about his council tax bill. Catrin can 
see that Dai is really thin, his personal 
hygiene is very poor (he smells of urine 
and body odour), he has sores on his hands and his clothes are worn, dirty and 
not protecting him from the cold. Dai becomes calm as he confirms that he is 
happy for Catrin to support him to apply for a council tax reduction. After much 
discussion, he eventually agrees to a full care needs assessment from the social 
services. Dai’s initial visit to the Advice Hub results in a care and support plan 
addressing his malnutrition and other needs, and resulting in improved health 
and well-being.

1. Describe the aspects of Dai’s circumstances and appearance that indicate 
he is living in poverty and requires a full care needs assessment.

2. Identify one way in which intervention from the Advice Hub prevents 
further decline in Dai’s health and well-being.

Social and economic determinants and how they contribute to inequalities in health and well-being
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Individuals’ experiences and lifestyles

Hereditary and lifestyle factors

Individuals’ experiences in life, 
including hereditary and lifestyle 
factors, can influence their health 
and well-being. Hereditary factors 
relate to biological genes inherited 
from parents. Lifestyle factors 
include choices and behaviours such 
as smoking, alcohol, diet, substance 
misuse and physical activity. 

Hereditary factors are the biological 
genes people inherit from their parents. 
This biological inheritance influences 
physical appearance such as eye and 
hair colour, but can also influence how 
susceptible an individual is to developing certain health conditions. 

Having a genetic predisposition or genetic susceptibility means that a person has a higher risk 
of developing a health condition because of their inherited genes. This is referred to as a non-
modifiable risk factor, which means that a person’s risk of inheriting a disease cannot be 
changed. Hereditary factors can be experienced by any individual or they can be linked to 
personal characteristics such as race and ethnicity. For example:

• Thalassaemia is an inherited genetic 
condition affecting the blood. Depending 
on the type of Thalassaemia, people can 
experience no symptoms whatsoever, or 
significant severe symptoms. Thalassaemia 
mainly affects people of south Asian, 
south-east Asian, Middle Eastern and 
Mediterranean descent. Thalassaemia 
is linked to anaemia, delayed growth, 
osteoporosis and reduced fertility. However, 
people can carry the gene associated with Thalassaemia and not experience any 
health issues throughout their lives.

Keywords
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• Sickle cell disease can affect anyone, but mainly affects people from African and 
Caribbean backgrounds. Sickle cell disease is an inherited genetic condition linked to 
anaemia and severe pain. Mild sickle cell disease means that people’s lives can 
continue with no impact. However, severe sickle cell disease can lead to problems 
such as stroke, serious infections and lung problems.

Whilst thalassaemia and sickle cell disease are linked 
to genetic causes, heart disease and Type 2 diabetes 
highlight the complex link between hereditary 
factors (non-modifiable risk factors that cannot be 
controlled) and lifestyle choices and behaviours 
(modifiable risk factors that can be controlled). 

Lifestyle factors such as eating well, maintaining a healthy weight, being active, not smoking and 
not drinking alcohol above the recommended guidelines are linked to modifiable risk factors. 
This is because an individual can control or influence these aspects of their life. Modifiable 
risk factors are critically important to maintaining low blood pressure, cholesterol and healthy 
blood sugar levels, reducing the risk of Type 2 diabetes and heart disease.  

Modifiable risk factors are also linked to reducing the risk of several cancers, the onset of 
dementia and other forms of cardiovascular disease which is caused by disorders of the heart 
and blood vessels. Cardiovascular disease is an umbrella term used to include conditions such 
as coronary heart disease (heart attack), cerebrovascular disease (stroke), hypertension (raised 
blood pressure) and heart failure. Dementia describes a set of symptoms that might include 
problems with memory, thinking, problem solving and language. An individual may experience 
a change in mood and behaviour. Alzheimer’s disease is the most common cause of dementia. 

Heart disease and Type 2 diabetes affect people from all races and ethnicities in Wales and the 
UK.  Yet people from south Asian backgrounds (Indian, Pakistani, Bangladeshi or Sri Lankan) 
are at a higher risk of developing these health conditions because of genetic and lifestyle 
factors.  Genetically, people from south Asian backgrounds are more likely to store fat around 
their middle, putting strain on organs such as the liver and the pancreas. This can contribute 
to insulin resistance and an increased risk of Type 2 diabetes and heart disease.

An individual’s behaviours in relation to lifestyle 
factors stem from a range of influences including 
immediate and extended family, friends, carers, 
workers, formal and informal education, social 
media, public health campaigns and health and social 
care organisations. 

Keywords
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Children living in households and other settings may develop and absorb lifestyle behaviours 
modelled by adults in their lives. It isn’t uncommon for children to go on to repeat these 
behaviours when they become adults themselves, subsequently passing on their lifestyle 
behaviours to their children. These behaviours may be positive, such as being active, or 
negative, such as being sedentary (inactive).

Poverty can place an additional burden on people’s lives by reducing their ability or motivation 
to do what is needed to reduce the risk of poor health and well-being caused by hereditary 
factors. Poverty reduces people’s resolve or determination to make good lifestyle choices to 
promote their health, well-being and resilience. In the UK, the poverty rate is twice as high for 
Black, Asian and Minority Ethnic (BAME) groups, including refugees and asylum seekers, as it 
is for white groups. 

Although eating well, being active and maintaining a healthy weight are vital to reducing the 
risk of Type 2 diabetes, heart disease and other diseases, poverty reduces the ability to access 
and pay for healthier foods. In terms of physical activity, neighbourhoods that do not feel safe 
mean that individuals are less likely to take a walk outdoors. Additionally, stress caused by 
poverty is commonly linked to harmful behaviours such as smoking, excessive consumption 
of alcohol, excessive eating (including foods high in fat, salt and sugar) and substance misuse.

This presents a complicated picture of what people cannot control (hereditary factors and 
non-modifiable risk factors) and what they can control (lifestyle choices and modifiable risk 
factors). Health inequalities mean that some people’s opportunities to choose lifestyles that 
will promote good health and well-being are greater than others, who will face social and 
economic challenges.

Test your knowledge:

1. Give a definition of hereditary factors.

2. Give a definition of lifestyle factors.

3. Name two health conditions that are linked to race and ethnicity.DRAFT
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ACTIVITY

Complete this activity to the best of your ability.

1. Are you aware of any hereditary health conditions in your family? For 
example, have people in your family experienced heart disease or Type 2 
diabetes?

2. From what you know, do you think that hereditary factors played the 
biggest part? Or do you think lifestyle factors such as activity levels and 
diet have had a bigger influence? You might think a combination of the two 
is responsible.

3. When you think about the circumstances in which you were brought up, 
can you think of any lifestyle behaviours that are now embedded as part of 
your life? This might be weekly or annual routines such as:

• popcorn, crisps and sweets in front of the television on a Saturday

• a roast dinner on a Sunday

• a walk with the people you live with on the weekend

• swimming once a week

• visiting the local park most days

• your grandparents coming to your home for dinner every month

• an annual family gathering where everyone brings one dish of food

• a social gathering involving food after prayers at your place of worship

• a cycle ride with friends on the weekend.

We can absorb lifestyle behaviours during our upbringing without being aware 
of it. These behaviours will have a positive or negative influence on our health 
and well-being, depending upon what they are.

The following table highlights some of the social and economic challenges people living in 
poverty may have to overcome in order to engage in healthy behaviours and live well. These 
challenges, coupled with hereditary factors, demonstrate the complexity involved in striving to 
to tackle health inequalities in society.

Social and economic determinants and how they contribute to inequalities in health and well-being
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Challenges to living well in society

Lifestyle 
behaviour

NHS guidance
(Live Well)

Benefits to health
Potential social and 
economic challenges

Diet
(eating well)

Eat 5 portions of fruit 
and vegetables a day.

Lowers the risk of 
heart disease, stroke 
and some cancers.

Economic – fruit and 
vegetables can be expensive.

Social – higher number of fast 
food outlets in deprived areas 
compared to healthy food 
outlets.

Activity Adults aged 19–64:
at least 150 minutes 
of moderate intensity 
activity or 75 minutes 
of vigorous intensity 
activity.

Reduced risk of 
major illnesses such 
as heart disease, 
stroke, Type 2 
diabetes, cancer and 
early death.

Options such as the gym, 
pool and cycling can be 
unaffordable.

Youth offending,  
anti-social behaviour, unsafe 
neighbourhoods and air 
pollution may discourage 
activities such as running and 
walking.

Alcohol Men and women are 
advised not to drink 
more than 14 units 
of alcohol per week.

There are no ‘safe’ 
drinking levels.

Not drinking 
alcohol/drinking low 
amounts reduces 
the risk of a range of 
illnesses including 
liver disease and 
cancer.

Some alcohol is still relatively 
cheap in the UK – stress 
is linked to drinking high 
amounts.

Individuals may not seek help 
with alcohol dependence due 
to inadequate services, or a 
lack of knowledge as to how to 
access services.DRAFT
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Challenges to living well in society

Lifestyle 
behaviour

NHS guidance
(Live Well)

Benefits to health
Potential social and 
economic challenges

Drug/
substance 
misuse – 
steroids

DAN 24/7 guidance 
states that steroids 
are legal to possess 
but illegal to 
supply without a 
prescription.

If a decision is made 
to use steroids, 
people should be 
aware of the short-
term and long-term 
effects in order to 
reduce harm.

Reducing the use 
of steroids or 
avoiding their use 
altogether reduces 
the risk of psychiatric 
symptoms in the 
short term. It also 
reduces the risk 
of developing 
dependence, 
tolerance and 
paranoia.

Limited income is used to 
pay for steroids, leaving 
households short of money to 
pay for essentials such as food 
and household fuel.

Use of steroids may be linked 
to poor body image and poor 
self-esteem, which is linked to 
poor mental health. Steroids 
are typically taken to enhance 
muscle mass and physical 
definition. Individuals may 
not seek help if this is not 
recognised as a problem or 
there is stigma attached.

Smoking
(long-term 
smokers)

Quit smoking. Not smoking means 
a 50% reduction 
to the risk of 
dying early from 
smoking-related 
diseases including 
heart disease, lung 
cancer and chronic 
bronchitis.

Limited income is used to pay 
for cigarettes which means 
reduced money is available for 
other household costs.

An inability to quit smoking 
is classed as an addiction 
and individuals in deprived 
communities may not always 
seek help, or know where to 
get help.

Social and economic determinants and how they contribute to inequalities in health and well-being
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CASE STUDY:

The Gohil family is made up of a young couple called Narendra and Anita, their 
daughter Harsha, aged five, and their son Ashwin, aged three. Narendra and 
Anita both work but experience in-work poverty as their incomes are extremely 
low. Narendra and Anita had an arranged marriage (but not forced). This means 
their parents introduced them, they went on a few dates, fell in love and then to 
everyone’s joy, decided to get married. Narendra and Anita have very different 
lifestyle behaviours when it comes to food and activity levels. Narendra is obese 
and will often sit in front of the television with crisps and sweets, especially 
when he has had a bad day at work. In contrast, Anita goes to the park with the 
children. Anita maintains a 
healthy weight and when 
it’s her turn to cook, she is 
careful with salt, sugar and 
fat. She grills and steams 
their food whenever 
she can. Anita snacks on 
food such as fruit and 
vegetables when hungry 
and encourages the 
children to do the same. 
When Narendra cooks, he 
says more oil makes the 
food taste better. Harsha 
and Ashwin are being 
brought up by two parents 
with very different lifestyle behaviours.

1. Name two ways in which Narendra might influence the children’s lifestyle 
behaviours.

2. Name two ways in which Anita might influence the children’s lifestyle 
behaviours.

3. Identify one way in which experiencing in-work poverty might affect the 
family’s ability to buy healthy food or benefit from activities such as soft 
play.DRAFT



39

Personal characteristics, discrimination and resilience

Personal characteristics refer to different aspects of human identity that contribute 
to individuality. Several 
characteristics are protected 
under the Equality Act 2010 
because historically, these 
aspects of people’s lives have 
been subject to discrimination 
and harassment. 

The personal characteristics 
protected by the Equality Act 
2010 are age, disability, gender 
reassignment, marriage and civil 
partnership, pregnancy and 
maternity, race, religion or belief, 
sex and sexual orientation. Some 
characteristics such as age (date 
of birth), sex (based on the 
presence of male or female 
genitals) and race (inherited from 
the race of the parents) are 
usually assigned at birth. 

An individual may be born with a disability or they 
may experience it as a result of changes later in life. 
Gender reassignment, marriage and civil partnership, 
pregnancy and maternity, religion or belief and 
sexual orientation contribute to one’s identity or 
stem from choices made at different points during 
someone’s lifespan.

Some personal characteristics are called protected characteristics in the Equality Act 2010 
because individuals are protected from discrimination in the workplace and society based on 
these characteristics. Discrimination often originates from negative stereotypes. The Equality 
and Human Rights Commission describe a stereotype as making an assumption about an 
individual because they are part of a specific group of people. An example of a negative 
stereotype is assuming that all people over the age of sixty are less productive in the workplace. 

Keywords

Personal 
characteristics

Social and economic determinants and how they contribute to inequalities in health and well-being
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Direct discrimination means treating an individual less favourably because of their protected 
characteristic. For instance, refusing to accept a Bed and Breakfast booking from a same sex 
couple because of their sexual orientation constitutes direct discrimination. Indirect 
discrimination is where a service, criteria or practice is applied to everyone but it disadvantages 
some people more than others because of their protected characteristic. An example of this is 
insisting that all staff members work 9 a.m. to 5 p.m. when the service could be delivered 
equally well by staff working flexible hours. Insisting that all staff members work set hours 
disadvantages carers and parents, when it is often women who take on caring responsibilities 
in society.  

Discrimination by perception is treating a person less favourably on the assumption that 
they have a particular protected characteristic, 
irrespective of whether this is the case. An example 
of this is assuming someone is gay and treating them 
less favourably based on this view. Discrimination 
by association is treating a person less favourably 
because their parent, sibling, carer or friend has 
a protected characteristic. For example, treating 
a person less favourably because their parent is 
Muslim is discrimination by association.

Hate crime and harassment are illegal in the UK. Hate crime is defined as any incident 
perceived by an individual, or another person, to have been motivated by prejudice or hate 
towards a person’s identity. Incidents might include bullying at school and in the workplace, 
verbal abuse, offensive written material or intimidating and threatening behaviour. Hate crime 
occurs when incidents arise out of hostility towards a person’s disability, race, religion, sexual 
orientation or transgender identity.

Poverty, discrimination, poor resilience and poor health and well-being are inherently linked. 
Discrimination towards an individual because of their personal characteristics imposes 
barriers to accessing and benefiting from social and economic opportunities in society. This 
includes opportunities such as access to employment which can be key to other advantages. 
The following table provides examples of links between poverty and discrimination, as well as 
action that can be taken to avoid or reduce discrimination, in order to decrease inequalities in 
health and well-being.

Keywords

Discrimination

Hate crime 
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Links between poverty and discrimination based on protected characteristics
Women
sex/gender

Sex: This is defined as the biological features of an individual that generally 
assigns them as male or female at birth. 

Gender: This is defined as a social construction based on ideas of masculinity 
(how a man should behave) and femininity (how a woman should behave) and 
how an individual perceives themselves.

Examples of discrimination: Absence of women in leadership roles; sexual 
harassment and violence; gender pay gap (i.e. women being paid less than 
men for the same work); roles dominated by women, such as carers, are 
under-valued in society.

Statistics: According to Chwarae Teg (2020), 27.5% of women compared to 
19.4% of men are economically inactive. 90% of single parents in Wales are 
women.

Impact on health and well-being: Increased risk of poor mental and physical 
health, linked to social isolation and loneliness and financial hardship.

Action to avoid or reduce discrimination: Gender equality education, 
legislation, equal leadership, closing the pay gap, care work to be valued and 
shared across society.

Further information: 
• Chwarae Teg (2020), State of the nation.
• Winckler, V. (2019), Trapped: Poverty amongst women in Wales today, 

published by Chwarae Teg, the Welsh Government and the Bevan 
Foundation. 

Older 
people
age

Age: This is defined as the number of years lived since one’s date of birth. 

Examples of discrimination: Not being employed or being dismissed from 
employment; being refused finance; being refused a referral by the GP 
because of age; abuse; neglect.

Statistics: According to the Older People’s Commissioner for Wales (2019), 
men living in the most deprived areas in Wales are expected to live for 73.6 
years, but those living in the least deprived areas have a life expectancy of 
82.4 years.

Impact on health and well-being: Poverty leads to an inability to pay for 
food, heating and home repairs. This increases the risk of poor physical and 
mental health including depression, heart and respiratory problems.

Action to avoid or reduce discrimination: Legislation, information, advice 
and assistance services, adapted housing, positive social attitudes, access to 
training and employment, flexible working hours.

Further information: 
• Older People’s Commissioner for Wales (2019), State of the Nation: An 

overview of growing older in Wales. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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Links between poverty and discrimination based on protected characteristics
Black, 
Asian and 
Minority 
Ethnic 
(BAME) 
people
race and 
ethnicity

Race and ethnicity: They are defined as colour, nationality, ethnic or national 
origins, ethnic and racial groups.

Examples of discrimination: Not making services available; only offering low 
paid work; hate crime; having low expectations of children.

Statistics: According to the Joseph Rowntree Foundation (2016), the UK 
poverty rate is twice as high for BAME groups as it is for white groups.

Impact on health and well-being: Poor self-esteem, poor mental and 
physical health in addition to some hereditary conditions for some ethnic 
groups.

Action to avoid or reduce discrimination: Legislation, advice, education 
and training, zero tolerance of discrimination, access to services that are 
responsive to ethnic and cultural needs.

Further information: 
• Joseph Rowntree Foundation (2016), Breaking the links between poverty and 

ethnicity in Wales. 
• Joseph Rowntree Foundation (2017), Poverty and Ethnicity in the Labour 

Market.  

Test your knowledge:

1. Give a definition of personal characteristics, with one example.

2. Give a definition of direct discrimination, with one example.

3. Give a definition of hate crime and name one group of people who are protected 
by hate crime legislation. 
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CASE STUDY:

Anwen is thirty years old and has always loved living on her family’s farm in 
rural Wales. She grew up with her parents and brother Gethin and they are all 
very close. At first, Anwen’s parents were very traditional in their assumptions 
about their children’s lives. They assumed Gethin would manage the farm and 
Anwen would get married. In reality, Gethin is married to Simon and they live 
in Bristol with their two children. Anwen manages the family farm. Gethin’s 
parents were initially shocked when Gethin told them he was gay, because 
they lived in an era when 
being gay was seen as going 
against the idea of ‘being 
a man’. However, they 
now get on really well with 
Simon and adore their two 
grandchildren. Anwen has 
made the farm a success 
by diversifying its activities. 
They are now in profit after 
being in debt for a long 
time. When Anwen first took 
produce to market, some 
men stared at her and made 
comments because she was 
the only woman there. Nowadays she is joined by other women, there are no 
stares and she feels that times have definitely changed. Anwen and her family 
enjoy good health and well-being which is promoted by their relationships and 
lifestyles.

1. Name one way in which Anwen has challenged some traditional views of 
‘being a woman’.

2. Name one way in which Gethin has challenged some traditional views of 
‘being a man’.  

3. Both Anwen and Gethin have lived their lives as they have wanted to rather 
than fitting in with some social expectations about gender roles. Name two 
ways in which this has promoted their health and well-being.

Social and economic determinants and how they contribute to inequalities in health and well-being
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Personal and family resilience 

Resilience is the ability to draw upon 
inner resources to weather stress, 
adversity and challenges during 
life.  Resilience is linked to good 
health and well-being. Resilience is 
important to the lives of individuals 
because adversity and challenges 
are inevitable in life. Good 
emotional health and well-being 
supports individual resilience as a 
positive feature of mental health. 
Resilience enables people to bounce 
back and continue with their lives 
so that ultimately, they continue to 
thrive and be happy.

A capacity for personal resilience develops in childhood, where what happens paves the way 
for health and well-being in adulthood. During the period in which a child grows, a secure 
and loving attachment with a parent, family member, carer or trusted adult is essential in 
preparing an individual for what might lie ahead. A secure attachment is a positive bond or 
connection between an adult and child that enables a child to feel loved, secure and confident 
in who they are. 

Secure attachments and positive relationships during childhood such as within families, 
households, friendships, communities and in school all contribute towards the development 
of personal resilience during childhood. These relationships provide a child with a foundation 
of support and advice when things go wrong. 

The development of personal resilience takes place as a child is being supported by an adult 
in all aspects of their life, such as:

• Dealing with grief linked to events they cannot control, such as the death of their 
family pet that has come to the end of its life.

• Responding to stress in situations they have to face, such as attending a new school.

• Understanding how to learn from a situation that goes wrong by looking back on 
emotions, behaviours and decisions to minimise the risk of it happening again.

• Recognising that they are valued and respected and that they should value and 
respect others.  This supports a child to develop appropriate and acceptable 

DRAFT



45

behaviours, such as treating others with dignity and not harming or abusing others. 

• Knowing they can report unwanted and unacceptable behaviours to those they 
trust, increasing the likelihood of staying safe and well during their formative years 
before moving into adulthood.

Where there is a lack of a secure attachment or attachments, or a lack of support in some 
aspects of a child’s life as described above, this means that a child has insufficient resources 
to develop and draw upon resilience later in life.  This is more likely to happen where a child 
has experienced one or more adverse childhood experiences (ACEs). Children growing up in 
poverty or in households with significantly lower incomes are more likely to be at risk of ACEs 
compared to children living in more advantageous social and economic conditions. ACEs are 
described as stressful events that are experienced in childhood. They can include:

• Verbal, physical or sexual abuse or neglect. This can lead to a child being placed on 
the child protection register. In Wales, this is a confidential list of all children in the 
local authority area who have been identified as at risk of abuse, neglect or harm.

• Parental separation.

• Domestic violence.

• Household mental illness.

• Household substance misuse.

• Household incarceration (i.e. members of the family are controlled or prevented 
from going out).

Family resilience, on the other hand, is defined as a family’s ability to weather stress, adversity 
and challenges. Research has shown that ACEs have a significant impact on individuals 
throughout their life, including when they go on to have a family of their own, for example:

• Reduced resilience to weather adversity when it happens, such as a relationship 
breakdown, parenthood, unemployment or bereavement.

• Inappropriate and unacceptable responses to stress, such as violent behaviours and 
hurting others including one’s own family.

• Inability to love and nurture one’s own children, repeating a history of poor 
attachments and relationships, and the resulting consequences.

Social and economic determinants and how they contribute to inequalities in health and well-being
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• Poor health and well-being including poor mental and physical health. 

A Public Health Wales research report in 2016, Adverse Childhood Experiences and their 
association with chronic disease and health service use in the Welsh adult population, examined 
the prevalence of ACEs in the Welsh adult population, and their impact on health and well-
being across the lifespan. According to the findings: 

• Up to the age of 69 years, those with four or more ACEs were twice as likely as those 
with no ACEs to be diagnosed with a chronic disease.

• People with four or more ACEs were four times more likely to develop Type 2 
diabetes, three times more likely to develop heart disease and three times more 
likely to develop a respiratory disease.

ACEs and social and economic determinants such as living in poverty, discrimination, unsafe 
neighbourhoods and having a lack of supportive networks are experienced by the family as a 
whole. Adults are more likely to engage in lifestyle behaviours that do not promote good health 
and well-being including going on to repeat unhealthy and harmful relationships, criminal 
activity and health behaviours that will decrease one’s lifespan. Therefore, interventions to 
support personal resilience and family resilience are seen as essential to reducing inequalities 
in health and well-being.

Test your knowledge:

1. Give a definition of personal resilience.

2. Name two ways in which adverse childhood experiences can affect individuals 
when they go on to have a family of their own.
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ACTIVITY

1. Name one person with whom you have a positive and caring relationship. 
Maybe this person is your ‘go to’ person when you need emotional 
support.

2. What is their role in your life? For example, a parent, older sibling, relative, 
carer, worker or someone else who means a lot to you.

3. Think about one thing you have discussed with this person. For instance, 
you might have had a disagreement with a friend, and were unsure what 
to do next.

4. How did this person support your resilience? For example, they may have 
reassured you that things would blow over, or given you ideas about what 
you might do next, enabling you to feel better.

This activity shows that positive and caring relationships make a vital 
contribution to resilience.

Here are some examples of promoting childhood/personal and family resilience to reduce 
inequalities in health and well-being.

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4

Promoting childhood resilience

• Positive and caring relationships.

• Promoting physical health and 
mental well-being including  
self-esteem and self-worth.

• Supporting the development 
of social and emotional skills, 
including problem solving.

• Early intervention in relation to 
adverse childhood experiences 
(ACEs).

• Social networks via family, school 
and communities.

• Promotion of children’s rights and 
safety.

• Access to good and effective child 
development experiences.

Promoting family resilience

• Promoting healthy lifestyles.

• Access to employment and 
promoting health and well-being in 
the workplace.

• Access to affordable, secure and 
good quality housing. 

• Good quality environment 
including safe, open spaces for all 
ages.

• Social networks via family, 
education, training, work and 
communities.

• Volunteering and participation.

• Interventions as required, e.g.  
unresolved ACEs; poor mental 
health.

• Promotion of equality and human 
rights and respecting uniqueness.

• Support with positive parenting.
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Further information:
◊ Public Health Wales (2016), Adverse Childhood Experiences and their 

association with chronic disease and health service use in the Welsh 
adult population.

◊ Davies et al. (2019), Resilience: Understanding the interdependence 
between individuals and communities, Public Health Wales.

 CASE STUDY:

Leroy is fourteen years old and lives with his mum and his sister Amelia, aged 
ten. They left Leroy’s dad five years ago, initially going into a refuge and now 
they live in their own home. Leroy and his sister 
often saw their dad verbally and physically 
abuse their mum, particularly after drinking lots 
of alcohol. Leroy’s mum is now a care assistant 
working in a residential care home for older 
people. Lately, Leroy has been feeling really 
down. His mum has noticed that he seems out 
of sorts but she has been so busy, they haven’t 
had time to sit and talk. Leroy doesn’t know 
why, but one day, he helps himself to his mum’s 
alcohol. Leroy’s mum comes home to find him really drunk. When she tries to 
talk to him, he lashes out at her, accidentally pushing her into the wall. They are 
both shocked and his mum freezes. Leroy cries, saying he is sorry and that he 
doesn’t want to be like his dad. Leroy’s mum hugs Leroy and he cries for a very 
long time. Eventually, Leroy and his sister get the support they need from a 
project that supports individuals with adverse childhood experiences. His sister 
has been deeply affected too. Today, Leroy is the proud parent of two beautiful 
boys of his own. Leroy still sees his dad occasionally because family ties are 
complicated. As a man, Leroy is immensely proud that he is nothing like his 
dad. His partner and boys are never afraid of him and they love him very much.  
Leroy is glad that with the project’s support, he has worked hard to become 
someone different, so he can be a positive parent to his boys.

1. List two experiences that are likely to have had a negative impact on 
Leroy’s personal resilience during his childhood. 

2. List one factor that has supported Leroy to become a positive parent, so he 
can contribute to good family resilience.

DRAFT
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Society and communities

Attitudes, values and beliefs

Social attitudes towards mental illness

Attitudes relate to thoughts, feelings 
and beliefs which can go on to influence 
behaviours. It is important to be aware 
of society’s negative attitudes towards 
differences in health and well-being such as 
poor mental health. This is because negative 
attitudes contribute to inequality which 
hinder people’s ability to reach their full 
potential. 

Attitudes towards different aspects of 
mental health influence the way in which 
individuals feel about themselves, how they 
are treated and the way in which they treat 
others. Erving Goffman referred to social 
stigma as a situation where an individual  
experiences negative social attitudes 
because of an aspect of their identity or 
lifestyle. These attitudes can result in negative behaviour and discrimination. Goffman 
stressed that social stigma can decline over time as social attitudes change. For example, 
whilst being an unmarried mother continues to be unacceptable to some, it has largely 
gained social acceptance in Wales and the UK.

Even though poor mental health is common in society it can still be subject to social stigma 
based on negative attitudes. This can result in discrimination towards a person experiencing 
mental illness. An individual can internalise these feelings which means they have a negative 
attitude towards themselves because of the way in which they think others see them. This can 
make their mental illness worse, making recovery even more difficult. 

An individual’s family and friends may consciously or unconsciously share negative social 
attitudes. For example, it is still not unusual for an individual to feel comfortable with others 
knowing they are absent from work because of a physical illness. Yet this same individual may 
not want colleagues to know they are absent from work because of a mental illness such as 
anxiety or depression. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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This might stem from their unconscious negative attitudes towards their own illness  
and/or fear of negative treatment, including pity or mistrust upon their return to work. 
Similarly, friends and family may have no hesitation 
visiting a person with a physical illness in hospital, 
whilst some might shy away from visiting them in a 
mental health unit. 

Living in poverty increases the risk of poor mental 
health. Stress, trauma and low levels of resilience 
linked to economic aspects of poverty such as being 
unemployed or on a low income significantly increase the risk of developing a mental illness. 
Discrimination based on mental illness maintains deprivation. This is because the negative 
perceptions of mental illness held by some employers reduce a person’s ability to access 
work if they have a mental health condition, particularly if it is long-term. 

It’s important to acknowledge that there are negative social attitudes towards differences in 
health and well-being, so their causes can be tackled to improve quality of life for individuals. 
Moving from negative to positive social and individual perceptions of mental illness can 
contribute significantly to reducing inequalities in health and well-being. This means individuals 
will feel better able to seek support when they need it, sooner rather than later. They also won’t 
feel that they have to lie about their mental illness, particularly when it’s a long-term condition. 
Examples of strategies to reduce or eliminate negative social attitudes towards mental illness 
include:

• The work being undertaken by organisations such as Time to Change. Their 
campaign objectives include improving public attitudes and behaviours towards 
people with mental health problems, reducing the amount of discrimination people 
face and supporting people to challenge experiences of discrimination.

• Encouraging open discussions about mental health at an early stage in life such as 
within schools and other services provided to children.

• High profile support for mental health campaigns such as Heads Together, Mental 
Health Awareness week and BBC media campaigns.

Test your knowledge:

1. Give a definition of social stigma.

2. List two ways in which poverty increases the risk of poor mental health.  
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ACTIVITY

Visit the Time to Change Wales website (www.timetochangewales.org.uk). Their 
slogan is ‘let’s end mental health discrimination’. Click on the ‘About’ tab to read 
up on the social movement’s work.

Social values and disability

Social values relate to a society’s ethics, i.e. 
what it believes to be right and wrong, and 
the principles it upholds as important and 
worthwhile. These can change over time as 
reflected in the rejection of the medical model 
in favour of the social model of disability, 
which promotes the values of equality and 
inclusion.

Social values are often evident in people’s attitudes and behaviours, and in the way they 
conduct their lives and communicate with others. Social values relating to disabled people 
have an impact on disabled individuals’ self-worth and how they are regarded by others. The 
disability rights movement and the experiences of disabled people highlight the importance 
of constantly reviewing, challenging and changing 
values in society. This is to promote the rights of diverse 
individuals in society, as well as to reduce inequalities in 
health and well-being. 

Similar to attitudes, values can change over time to 
support a more inclusive society where an increasing 
number of people feel valued and included, and able to make a full contribution to the world 
in which they live. Rejection of the medical model of disability in favour of the social model of 
disability in legislation and government policy illustrates the following:

• How disabled people experienced the values placed upon them by society, and 
rejected these values. The disability movement argued that disabled people were 
not being valued. Instead, their disability was assumed to be a barrier to being 
included in society, to live independently and to make an active contribution.

• How disabled people influenced society as a whole by campaigning for the social 
model of disability and its inherent values. These values include seeing disability as 
diversity and uniqueness to be valued by everyone. It is also about valuing disabled 
people as equals, to be included as active citizens with rights and responsibilities. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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The existence of a revised model of disability does not in itself guarantee a complete change 
in the values held by society. The removal of environmental barriers such as inaccessible 
buildings, institutional barriers such as a lack of choice in education, and attitude barriers 
such as discrimination, is critical to promoting the values supported by the social model of 
disability. There continues to be challenges in making this a reality. 

For example, the risk of poverty is higher for disabled people because they are more likely to 
face barriers to employment. It was reported that during 2017/18, 50% of disabled people who 
were of working age were not working, compared to 18% of non-disabled people. According to 
a report by the Joseph Rowntree Foundation, UK Poverty 2019/20, nearly half of all individuals 
in poverty in the UK live in a household where someone is disabled.

Although society’s values have changed on the face of it, these statistics show that it can take 
an extremely long time for reality to catch up with government policy and legislation. This lack 
of connection between stated values and reality contributes towards inequalities in health 
and well-being, demonstrating some of the immense challenges to be overcome by many 
individuals in society. 

Despite these challenges, a positive change has been seen as disabled people, supported 
by wider social values, break down barriers to live independently and contribute to society. 
Equality and human rights legislation now enable disabled people to challenge discrimination, 
human rights violations and hate crime. There was previously no means of doing this. There 
is increased visibility of disabled people where they were previously excluded, e.g. in politics, 
competing in the Paralympics and on the television as actors and news presenters. Campaigns 
for accessible housing and increased training and employment still persist. 

DRAFT
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Cultural and religious beliefs 

Cultural and religious beliefs are shared 
values, beliefs, ways of doing things and 
assumptions based on one’s culture or 
religion. It is important to understand how 
these factors can contribute when seeking 
to reduce inequalities in health and  
well-being.

Cultural beliefs relate to a group’s beliefs 
or assumptions about how things should 
be and ways of doing things. Religious 
beliefs relate to a particular religion such as Christianity, Islam, Hinduism, Buddhism, 
Sikhism or Judaism. Cultural and religious beliefs can influence each other. For example, 
good hospitality such as serving drinks and food to visitors is often considered important 
by members of the Asian community. If an Asian 
household is of Hindu, Jain or Sikh faith and a visitor 
calls at Diwali (a major religious festival), the food and 
drink they serve at that time is likely to be influenced 
by their religion.  Indian sweets or mithai are very 
commonly served as a celebration of light over 
darkness and good over evil, linked to Diwali.

Gaining an understanding of people’s cultural and religious beliefs is important. These beliefs 
can influence lifestyle factors and influence the way in which an individual’s health and  
well-being can be supported or damaged. Therefore, aspects of an individual’s culture and 
beliefs may need to be addressed in order to reduce inequalities in health and well-being, as 
can be seen in the following three examples.

Diet and culture 

People from south Asian backgrounds (Indian, Pakistani, Bangladeshi or Sri Lankan) are at a 
higher risk of developing heart disease and Type 2 diabetes compared to other ethnic groups. 
Whilst this is partly attributed to genetic factors, it can also be linked to their diet, which can 
be a part of their culture.

Several foods may be deep fried, heavily salted or cooked in ghee (clarified butter). When 
eaten on a long-term and extensive basis, these foods can lead to poor health and well-being, 
diseases and premature death. Family and other social gatherings may take place where it is 
culturally unacceptable to refuse food that has been cooked by others.

Social and economic determinants and how they contribute to inequalities in health and well-being
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Health advisors have addressed this by encouraging individuals to continue eating healthy 
foods such as lentils, vegetables and fish, in healthier ways. This includes using less ghee and 
reserving deep fried foods and sweets for special occasions so that they become the exception 
as opposed to the norm.

Further information:  
◊ Diabetes.co.uk: www.diabetes.co.uk/south-asian/healthy-eating-

tips-for-south-asians.html

Exercise and religion

The religion of Islam encourages people to maintain good health and well-being including 
maintaining a good level of fitness. Muslim women face barriers to exercise based on the need 
to wear modest dress during sports events and to have privacy when changing. Many would 
only be willing to undertake sport in an all-female environment. 

In response, public services such as leisure centres usually provide women-only sports 
sessions, including swimming sessions, that have proved popular with all women, not only 
those of Muslim faith. Swimwear that covers more than is usually covered by swimming 
costumes is also permitted in swimming pools, and only female staff members will be present 
during women-only sports sessions.

Further information:  
◊ Muslim Women’s Sports Foundation: www.mwsf.org.uk

Female genital mutilation

An understanding of people’s cultural and religious beliefs is also important in understanding 
where it fits in when there is an abuse of power, which also contributes to inequalities in health 
and well-being. Female genital mutilation (FGM) involves the removal or partial removal of 
external female genitalia for non-medical reasons. This practice is carried out on girls between 
infancy and the age of fifteen. There are no medical benefits and it can cause girls and women 
long-term trauma and harm, both physical and psychological.DRAFT
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FGM is now a widely condemned practice and regarded as a violation of the human rights 
of girls and women. FGM is illegal in Wales and the UK as it is protected by a law relating 
to safeguarding. This reflects the global condemnation of the practice by the World Health 
Organization and many world governments.

FGM has been attributed to some cultural and religious beliefs throughout the world. Cultural 
and religious leaders have different perspectives on the practice, ranging from supporting to 
opposing. Much like attitudes and values, there is an ongoing need to review, challenge and 
change cultural beliefs wherever they originate, to reduce inequalities in health and well-being.

Further information:  
◊ World Health Organization: www.who.int/news-room/fact-sheets/

detail/female-genital-mutilation

Test your knowledge:

1. Give a definition of social values.

2. Give a definition of cultural and religious beliefs.

Social and economic determinants and how they contribute to inequalities in health and well-being
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CASE STUDY:

Carys is fifty-five years old and lives in poverty. She lives on a social housing 
estate in a one bedroom flat and has a hoarding disorder. This means her 
flat is full of items such as empty plastic milk bottles that she never throws 
away. This restricts Carys’ ability to use the rooms in the flat for their true 
purpose. For example, Carys 
cannot sleep in her bedroom 
because it is so full, and so 
she sleeps on the sofa. Carys’ 
hoarding disorder is linked 
to her obsessive-compulsive 
disorder (OCD). This is a mental 
health condition where a person 
has obsessive thoughts and 
compulsive behaviours. One of 
Carys’ compulsive behaviours 
is to collect plastic milk bottle 
tops, sellotape them together in 
a line and then hang them like 
garlands across her windows. 
Carys regards her garlands as decorations but people who walk past her flat 
have different opinions. Some people respect Carys’ lifestyle and say she isn’t 
harming anyone. Others, such as the housing association staff, are concerned 
about Carys’ hoarding habit because they believe it poses an increased fire risk. 
They are not particularly impressed by the bottle top garlands either. Carys 
generates anger from some people because they think the garlands in her 
windows make the street look a mess. She sometimes experiences abuse from 
people on the street because of her lifestyle. This makes her frightened and 
less likely to go out to buy food or go for a walk. This contributes to her poor 
health and well-being and increases her OCD. Carys relies on her adult children 
to bring her shopping once a week. They no longer live with her and feel guilty 
about feeling embarrassed by her. They, like Carys, get a mixed reception 
towards their mum’s mental health condition and lifestyle.

1. Name two aspects of Carys’ lifestyle that generate different social attitudes 
and behaviours towards her.

2. Identify two ways in which negative social attitudes and behaviours affect 
Carys’ health and well-being.DRAFT



57

Social and community networks

Family, friends and communities 
are part of social and community 
networks that provide positive 
relationships which support all 
aspects of health and well-being. 
These networks reduce the risk of 
poor health and well-being caused by 
loneliness and social isolation. 

The presence of multiple social and 
community networks in a person’s life 
increases their resilience and decreases 
the risk of a decline in health and  
well-being. Social and community 
networks include access to family and 
friends. They also include access to 
enjoyable and meaningful activities such as sports, arts, volunteering opportunities and 
meeting those with shared values and beliefs or a shared religion. 

Positive relationships are linked to good mental  
well-being and increased feelings of self-esteem, 
based on a reduced risk of loneliness and social 
isolation. Loneliness is defined as a personal feeling 
of disconnection, detachment or emptiness.  In 
contrast, being socially isolated means being 
separated from social and community networks 
such as family, friends, neighbours, community 
involvement or access to services. 

The difference between loneliness and social isolation means that a person can be with people 
but still feel lonely. It also means that a person can be socially isolated out of choice or because 
of factors beyond their control, but not feel lonely. Loneliness and social isolation are a 
natural part of being human and in fact, social isolation can sometimes be welcome. However, 
long periods of loneliness and isolation can have a really damaging influence on health and  
well-being. Loneliness and social isolation have been linked to a reduction in lifespan based 
on the human need to be with other people. This is associated with an increased risk of 
inactivity, depression and problems with sleep. People who are lonely and socially isolated 
also experience reduced resilience because of a lack of social support to promote their health 
and well-being. They are more likely to come into contact with their GP and A&E departments 
because of poor health and well-being. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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In contrast, the presence of social and community networks in a person’s life is linked 
to resilience, positive health and well-being and an increased lifespan. A need to belong 
is considered to be a basic human need, equally 
important to food and water. Ongoing contact 
and relationships with family and friends supports 
personal and family resilience. It does so by 
reassuring the individual that they are loved and 
valued as an individual and as a member of a wider 
social network. The ability to see family and friends 
on a regular basis depends on a range of social 
and economic factors that influence health and well-being. People living in poverty can 
experience a number of barriers to accessing social and community networks as shown 
below.

Social barriers to accessing 
social and community 
networks:

• Inadequate public transport
• Poor physical environment
• Lack of access to broadband connections 
• Poor physical health and well-being
• Poor mental and emotional health and well-being

Economic barriers to 
accessing social and 
community networks:

• Inability to pay for access to public transport
• Can’t afford own vehicle, if needed due to 

inadequate public transport
• Inability to pay for broadband connections
• Can’t afford devices that enable online 

communication

Test your knowledge:

1. Give a definition of loneliness.

2. Give a definition of social isolation.

3. List two social barriers to accessing social and community networks.

4. List two economic barriers to accessing social and community networks

Keywords
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ACTIVITY

During the global coronavirus (COVID-19) pandemic of 2020, many people could 
not meet each other in person. Instead, they had to stay at home for weeks and 
only go out for limited, specific purposes. However, they could communicate via 
social media, telephone or other forms of digital communication.

1. If you were one of these people, what was it that you missed, if anything, 
about not meeting people and physically being with them, such as sitting 
and having lunch together? If you didn’t experience the coronavirus 
lockdown, how do you think this situation would make you feel?

2. What impact do you think this lack of physical contact had on people’s 
health and well-being? For example, if it affected you, how did you feel? Or 
how do you think it would make you feel? 

Completing this activity highlights that many people have a real need 
for physical social interaction which cannot necessarily be replaced by 
conversations via a screen or the telephone.

The following table identifies some social and economic barriers to accessing social and 
community networks that are experienced by different people in society. These barriers result 
in an increased risk of loneliness and social isolation. The table also identifies the individuals 
who are most likely to be affected.

Barriers leading to loneliness and 
social isolation Individuals most likely to be affected

Lack of access to a vehicle, or inability to 
drive where public transport is limited or 
doesn’t exist.

People living in rural areas or people who 
have a notifiable medical condition or 
disability preventing them from driving, e.g. 
epilepsy, diabetes, vision impairment.  

Public transport that is crowded, has poor 
disabled access and doesn’t feel safe, e.g. 
fear of crime.

People with babies and small children, 
women, disabled people, older people and 
people at risk of hate crime, e.g. Black, Asian 
and Minority Ethnic (BAME) people, disabled 
people and same-sex couples.

Poverty resulting in an inability to pay for a 
vehicle or public transport.

People experiencing poverty in rural and 
urban parts of Wales such as unemployed 
people and older people, including  
ex-military people on insufficient income. 

Social and economic determinants and how they contribute to inequalities in health and well-being
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Barriers leading to loneliness and 
social isolation Individuals most likely to be affected

Poor physical environment, such as badly 
lit and vandalised parks and areas of crime, 
e.g. where drug dealers meet, discouraging 
people from engaging in their local 
community. This includes playing, socialising 
and simply saying ‘hello’ to each other in 
passing.

People living in areas experiencing poverty 
and disadvantage linked to increased 
likelihood of criminal activity and a lack of 
community cohesion (i.e. people don’t come 
together as a community). Children and 
young people, women, disabled people and 
older people are less likely to go out alone in 
these conditions.

Poverty resulting in an inability to pay for 
broadband and devices such as phones 
and personal computers to support online 
communication.

People experiencing poverty including 
disabled people, BAME people, older people, 
and people with care and support needs 
who are unable to work, e.g. because of 
mental or physical illness.  

Poor or no internet connection resulting in 
an inability to communicate online and via 
different sorts of social media. 

People living in rural and coastal parts of 
Wales. 

Poor physical health linked to conditions 
such as heart disease, rheumatoid arthritis 
and osteoarthritis make physical activity 
such as walking or accessing public 
transport difficult.

Individuals with physical health conditions 
that restrict their physical activity such as 
older people, individuals living in poverty 
and individuals with care and support needs.

Poor mental health linked to conditions such 
as anxiety, depression and post-traumatic 
stress disorder (PTSD) resulting in a lack of 
motivation and reluctance or fear to go out 
to meet people or engage with them online.

Individuals with mental health conditions 
that restrict their physical activity and 
willingness to interact, such as people 
discharged from the armed forces, asylum 
seekers and refugees and other individuals 
with care and support needs.

Transport poses a key challenge in rural Wales where without a car, it can be difficult to visit 
someone. Public transport can be infrequent and the pick up or drop off points might not be 
where a family member or friend lives. Travelling with a baby or young child is particularly 
difficult in this situation. In all environments, public transport needs to feel safe and where 
it does not, this may deter individuals from visiting family and friends or having visitors 
themselves.DRAFT
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Communication with family and friends may take place online via digital communication. This 
is an excellent resource, allowing interaction at any time of day to fit around the busy lives of 
individuals, without having to leave home. Digital communication can promote relationships 
and networks for disabled people who would otherwise be facing barriers by having to 
negotiate the use of public transport. 

However, successful communication with family 
and friends depends on having a suitable device, 
knowing how to use it and having a successful 
internet connection. Individuals need to be able to 
afford a device and this is often outside the reach of 
people living in poverty. Older people can still feel 
that technology has passed them by and so they 
are reluctant to communicate in this way. Successful internet connections are not present 
throughout Wales either, and signal can be non-existent or lost in remote rural areas.

People need to feel safe in order to communicate with their neighbours, walk to their local 
shop or park, participate in sport and have leisure time in their neighbourhood with other 
people. This relies on individuals living in areas where they feel safe, secure and without 
tension caused by threats, conflict or intimidation by some members of their community. 
Youth offending and anti-social behaviour result in poor outcomes for young people and for 
those living around them.

The physical environment is another important factor that influences people’s feelings of 
safety and well-being. Air pollution and a lack of green spaces and cleanliness have an adverse 
effect on individuals. Air pollution increases the risk of health problems such as cardiovascular 
disease, asthma and other respiratory conditions. Air pollution is also particularly harmful to 
children, older people and people with chronic health conditions. An unsafe environment can 
also have a negative impact on mental and emotional well-being, causing conditions such as 
depression and anxiety. It can also worsen poor physical health due to a reluctance or fear 
to go out and be active. Where physical activity is recommended to improve symptoms, a 
reluctance or fear to go out can lead to a further decline in physical, mental and emotional 
well-being. 

With regard to economic factors, an inability to pay for goods and services that provide access 
to social and community networks, such as owning and maintaining a vehicle, the use of public 
transport, access to broadband connections and devices that support online communication, 
have a negative impact on health and well-being. Individuals living in poverty will not be able 
to pay for access to recreation and leisure facilities that support social interaction, such as 
engagement in sport, the arts, community events and other activities. 

Keywords

Communication

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4

DRAFT



U
n

d
e

rs
ta

n
d

in
g

 p
e

rs
p

e
c

ti
ve

s 
o

f 
h

e
a

lt
h

, 
w

e
ll

-b
e

in
g

 a
n

d
 r

e
si

li
e

n
c

e

62

People are often encouraged to volunteer in their communities. Volunteering is a great way of 
engaging with the community, meeting new people and increasing self-worth through helping 
others. Very often, out of pocket expenses will be paid, but there are other social barriers 
preventing people form engaging in this type of activity. For example, a lack of confidence to 
meet new people can discourage individuals from offering to volunteer. 

These examples illustrate how barriers in all areas of people’s lives, from resources forliving 
and individuals’ experiences and lifestyles, to the conditions in which they are born and in 
which they grow, live and work, continue to support the existence of inequalities in health and  
well-being within society.

CASE STUDY:

Elen is sixty-eight years old and lives in a small house in a rural part of north 
Wales. She lives on a small income which enables her to live independently 
and cover her costs. She is eligible for a free bus pass. Elen has two children 
who moved away, but she remains very close to them. Her husband died a 
few years ago and they are always urging her to move closer to them. Elen 
doesn’t want to leave her home because it has so many lovely memories. She 
has always driven and so she hasn’t minded living down country lanes, as her 
view of the countryside is stunning. She likes to catch up with family and friends 
before coming back to her own home. Elen has recently had an operation on 
her eye which means she can’t drive for several weeks. She has decided that 
she wants to visit her son in Chester, a few hours away. Elen discovers that her 
nearest bus stop is two miles away and she has to walk down country lanes to 
get there. To her surprise, Elen discovers that the buses don't run very often 
and they go the long way around before getting to the train station. Elen can 
see that she will need to take two buses to get to the station. She has some 
incontinence and so she is anxious about being able to access a toilet if needed. 
After looking at her potential journey, Elen phones her son with a heavy heart 
and says she thinks she will have to wait for him and his family to visit her. This 
gives her son plenty of opportunity to talk about 
why she needs to move closer to them. Elen 
puts the phone down and feels very sad. She 
feels really lonely and isolated right now, which 
are feelings that are unfamiliar to her.

1. Name two factors that have reduced Elen’s 
ability to access her social networks. 

2. Name two ways in which ongoing feelings of loneliness and isolation might 
affect Elen’s health and well-being.
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SUMMARY OF LEARNING
SOCIAL AND ECONOMIC DETERMINANTS AND HOW THEY 
CONTRIBUTE TO INEQUALITIES IN HEALTH AND WELL-BEING

In this chapter you have:

• Gained knowledge and understanding of social and economic 
determinants and how they contribute to inequalities in health and  
well-being. 

• Learned how resources for living, such as income, work and poverty, 
affect people’s lives.

• Gained knowledge and understanding of individuals’ experiences and 
lifestyles and how they influence their health and well-being. 

• Developed an awareness of how social and community networks 
contribute to health and well-being.

Social and economic determinants and how they contribute to inequalities in health and well-being

Section 2 | Chapter 4
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Current trends, patterns and perspectives 
spotted in data can provide a wider picture of 
individuals’ health, well-being and resilience 
within a specific population. 

There are variations in people’s lives that affect 
their health and well-being, such as resources 
for living, experiences and lifestyles and 
interaction with society. The commitment of 
society as a whole to improve health and 
well-being also has an impact. One of the ways 
in which inequalities in health and well-being 
can be reduced, is to have an understanding of 
trends, patterns and perspectives within a 
population. 

Where trends, patterns and perspectives are positive, further research can take place 
to find out why this is the case, and to see what 
lessons can be learnt in order to repeat this success 
elsewhere. Where trends, patterns and perspectives 
are negative, research can unearth the reasons why, 
to inform a plan of action to address issues that 
are causing poor health and well-being amongst 
individuals. This can include the introduction of Welsh 
Government legislation and policy to address specific 
issues.

For example, people living in poverty in Wales have 
an increased risk of cardiovascular disease. This may 
lead to heart failure and the need to have a new heart via organ donation. 

Campaign groups and charities (e.g. British Heart Foundation, Diabetes Cymru and Royal 
National Institute of Blind People) called for a change to the organ donation system. They 
pointed to data that indicated a low number of people on the Organ Donation Register. 

Keywords

Current trends

Patterns

Perspectives

Data

Health 
inequalities

Chapter 5:  Trends, patterns and perspectives of health, 
well-being and resilience
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This meant that some people were remaining ill for longer and dying because people who 
would have been willing to donate organs after their death, did not do so because they didn’t 
put their name on the Register. After they died, their families made a decision on their behalf. 
This decision may have been a refusal whereas in reality, the person who died would have 
agreed. 

The strength of this data, coupled with campaigns, led to the introduction of legislation called 
‘deemed consent’. This means that in Wales, if a person has not registered either a decision 
to donate their organs after death (opted in) nor a decision not to be an organ donor (opted 
out), it is assumed they had no objection to their organs being donated after their death. 
This legislation has increased the potential to save people’s lives in Wales by increasing the 
potential number of organ donations each year. 

This example shows how understanding trends, patterns and perspectives of health,  
well-being and resilience in terms of their impact on people’s lives, can make data a very 
powerful tool in influencing action to reduce health inequalities in society.

Key Definitions

Data Data is information. It can be used to find something out.

Quantitative data is often presented in statistics or numbers. This data 
usually communicates ‘how much’ or ‘how many’. The number of people 
experiencing poverty is an example of quantitative data.

Qualitative data is often presented in text and words. This data usually 
communicates how people feel and what they think about something.  
People’s perspectives, such as whether they feel safe in their community 
and what safety means to them is an example of qualitative data.

Population People situated in a specific geographical area, for example people living 
in Wales.

Trends The direction in which statistics or numbers are travelling. For example, 
the data shows an upward trend, meaning that the number of people 
living in poverty in Wales has increased. This is linked to quantitative 
data.

Patterns Repetitions or relationships that become evident within data. For 
example, patterns within data have shown that disabled people, and 
people from Black, Asian and Minority Ethnic backgrounds are more likely to 
experience poverty in Wales.

Perspectives Viewpoints or outlooks that are recorded. It is linked to qualitative data. 
The percentage of people reporting they feel safe in the National Survey for 
Wales is an example of perspectives gained from data.

Section 2 | Chapter 5

Trends, patterns and perspectives of health, well-being and resil ience
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This resource will concentrate on trends, patterns and perspectives with regard to people’s 
health, well-being and resilience, and will categorise them in the following topic areas:

• Resources for living – such as employment, housing and growth in social 
enterprises (businesses that invest profits into their business or the local community 
in order to improve the lives of people in society). 

• Individuals’ experiences and lifestyles – such as alcohol, smoking, adverse 
childhood experiences (ACEs) and mental health and well-being.

• Society and communities – such as loneliness, lack of community cohesion and 
social isolation. Lack of community cohesion means that there is a lack of safety and 
belonging, and poor relationships between individuals in the community.

In reality, these aspects of people’s lives do not fit neatly into specific topic areas. There will be 
definite cross-overs and links between them. For example, an individual’s personal experience 
of poverty (resources for living) increases their risk of adverse childhood experiences 
(individuals’ experiences and lifestyles). This may influence loneliness and social isolation in 
adult life (society and communities).  However, it can be helpful to think of trends, patterns 
and perspectives within some form of topic area in order to focus on the different dimensions 
of people’s lives.

Topic Area Sub-topics

Resources for 
living

• Homelessness
• Poverty
• Workforce
• Growth in social enterprises

• Uptake of care at home 
services

• Gaps in social care provision 
• Unemployment

Individuals’ 
experiences and 
lifestyles

• Cardiovascular disease
• Cancer
• Dementia
• Mental well-being
• Alcohol
• Smoking
• Child and adult obesity
• Healthy eating
• Physical activity
• Youth offending

• Childhood immunisations 
uptake

• Screening uptake
• Maternal and child health 
• Teenage pregnancy
• Adverse childhood 

experiences
• Safeguarding
• Care-experienced children 

and young people

Society and 
communities

• Loneliness and social 
isolation

• Pollution
• Community cohesion
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Data on health and well-being come from a variety of different sources, including:

• National health and social care organisations such as Social Care Wales and the 
variety of services within NHS Wales, including those responsible for national health 
screening programmes and childhood immunisations. 

• Public Health Wales. This organisation is part of NHS Wales, and works to protect 
and improve health and well-being and reduce health inequalities amongst people 
in Wales.

• The National Survey for Wales produced by the Welsh Government. This is a survey 
which runs all year, across the whole of Wales, involving around 12,000 people every 
year. The results are used by the Welsh Government to identify what needs to be 
addressed to improve people’s lives in Wales.

• Welsh Government research bulletins on a range of topic areas and the Well-being 
of Wales report.

• Reports from third sector/voluntary organisations who conduct research, many of 
whom inform Welsh Government strategies. This includes organisations such as 
Cancer Research UK, Macmillan Cancer Support and the Wales Co-operative Centre.

• Other potential sources of data include Director of Social Services reports and data 
from local authorities and health boards.

The following pages contain snapshots of information on the trends, patterns and perspectives 
seen in data on each topic area and sub-topic. 

Trends, patterns and perspectives of health, well-being and resil ience

Section 2 | Chapter 5
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Resources for living 

Definition: 
There is a detailed 
legal definition of 

being homeless. 
Homelessness relates 

to not having a home or 
being at risk of losing a home. 

Sleeping on the streets is classed as 
sleeping rough and statistics relating to 
this are included in the annual national 
rough sleeper count. 

Further information:

• Welsh Government (2019), 
Homelessness in Wales, 
2018–19.

• www.sheltercymru.org.uk

• www.crisis.org.uk/about-
us/wales

• www.llamau.org.uk

• www.huggard.org.uk

Trends:
According to 2018–19 statistics collected by the Welsh Government, a total of 2,631 
households were accepted as being eligible, unintentionally homeless and in priority need, 
and wereowed a duty to provide accommodation under Section 75 of the Housing (Wales) 
Act 2014. 

This was an increase of 18% on the 2,229 households in 2017–18 and 27% more than the 
2,073 households in 2016–17.

Patterns: 
Households accepted as homeless and in priority need under Section 75 of the Housing 
(Wales) Act 2014, 2018–19:

• Households with dependent 
children or where a woman is 
pregnant  42.9%

• Vulnerable due to old age, mental 
illness, physical disability, learning 
disability or other special reasons   
 36.5%

• Young people at risk, including  
care-leavers  6.0%  

• Fleeing domestic abuse or the 
threat of abuse 12.1%

• Person leaving the armed forces   
 0.3%

• Former prisoner  2.0%

• Household homeless due to 
emergency  0.2% 

Perspectives:
The Shelter Cymru 2018 publication, Trapped on the streets – Understanding Rough Sleeping 
in Wales spoke to 100 people sleeping rough in Cardiff, Swansea and Wrexham to 
understand who is sleeping rough (street homeless) and why.    

Homelessness
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Definition: 
Poverty is when a 
person’s resources 
are well below their 
minimum needs, 
including the need to 
be a part of society.

Further information:

• Welsh Government 
(2020), What factors are 
linked to people living 
in households that are in 
material deprivation? (Social 
Research Number: 21/2020).

• Barnard, Helen (2018), Poverty in Wales 
2018, Joseph Rowntree Foundation.

• www.bevanfoundation.org

• www.oxfamapps.org/cymru

• www.statswales.gov.wales 

Trends:
According to the Joseph Rowntree Foundation’s 2018 analysis of poverty in Wales, the 
number of households living in income poverty in Wales has fallen over the last 20 years, 
especially among pensioners and lone parents. But it remainshigher than in the rest of the 
UK. 

23% of people were living in poverty in 2018 compared to 27% in the three-year period 
1994–1997, reflecting a downward trend. Despite this, nearly 1 in 4 people in Wales live in 
poverty.

Patterns: 
Material deprivation is used as a measure by the National Survey for Wales to capture the 
effects of long-term poverty as opposed to short-term financial strain. It has reported that 
the following groups of people are more likely to be affected by material deprivation:

• females

• people aged 45–54, closely followed 
by people aged 35–44

• people with no qualifications

• sufferers of long-standing illness, 
disability or infirmity

• people living in social housing

• families with one or more children 
in the household

• people with no access to the 
internet

• people with no access to a car or 
van.   

Perspectives:
According to the National Survey for Wales, people with low or medium life satisfaction 
were overall more likely to be affected by material deprivation.  

People with low mental well-being were more likely to be living in material deprivation, 
and people with high mental well-being were the least likely to be materially deprived. 

Poverty
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Definition: 
Unemployment 

is when someone is 
available for work (i.e. 

not economically inactive because 
of illness or caring responsibilities) 
but has no job. A person is assumed 
to be looking for work but currently 
unemployed.

Further information:

• Welsh Government (2020), Key 
economic statistics: April 2020.

• Welsh Government  
(2019), Well-being of Wales 
report 2018–19.

• Bangor University and Public 
Health Wales (2019), Stay Well 
in Wales Super Profiles: Who 
thinks what about the nation’s 
health.

Trends:
According to Welsh Government statistics from April 2020, the unemployment rate in 
Wales was 3.7%, showing a downward trend of 0.8% over the year, and placing Wales 
below the UK rate of 4.0%.

At the time of publication, the effects of the coronavirus (COVID-19) 2020 pandemic had 
not yet been formally reported and so its impact on unemployment is not known at this 
stage. 

Patterns: 
Welsh Government statistics from April 2020 show that women have higher employment 
inactivity rates than men, primarily because they are more likely to have full-time 
caring responsibilities. There were 250,000 economically inactive women in Wales from 
December 2019 to February 2020, up 11,000 (4.4%) from a year earlier. This is a rate of 
26.1% for those aged 16–64, up from 25.0% a year earlier. 

Also, men earned £0.88 per hour more than women in Wales in 2019, down from £0.94 in 
2018. This means that the gender pay gap in Wales is reducing.   

Perspectives:
The Well-being of Wales 2018–2019 report states that previous analysis for the UK 
highlighted that people who were in employment, married or had good overall health had 
higher levels of mental well-being. 

According to a report published by Bangor University and Public Health Wales, 
unemployed people aged 30–49 felt more isolated in their local community and less 
optimistic about life, compared to the overall national sample of people. 

Unemployment
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Definition: 
The workforce is defined 
as people who are 
available for work (either 
assumed to be looking for 
work, or in work).

Further information:

• Welsh Government 
(2020), Key economic 
statistics: April 2020.

• Chwarae Teg (2020), State of the nation 2020.

Trends:
According to the Welsh Government’s key economic statistics for April 2020, the 
employment rate in Wales was 74.0%, showing a downward trend of 1.5% from a year 
earlier. In comparison, the UK employment rate increased by 0.4 percentage points over 
the year to 76.6%.

There were 1.5 million people in employment in Wales from December 2019 to February 
2020, down 36,000 (2.4%) from the same period a year earlier. In comparison, over the 
same period, the employment level in the UK rose by 352,000 (1.1%) to 33.1 million. This 
shows that Wales has a slight downward trend in employment compared to the rest of the 
UK. 

Patterns: 
The key economic statistics for April 2020 state that there were 764,000 men in 
employment in Wales from December 2019 to February 2020, down 26,000 (3.2%) from 
the same period a year earlier. There were 705,000 women in employment in Wales from 
December to February 2020, down 10,000 (1.4%) from the same period a year earlier.  

According to the State of the nation 2020 report published by Chwarae Teg, 90% of single 
parents in Wales are women. 

Perspectives:
The National Survey for Wales estimates that 82% of people aged 16 or over in 
employment were moderately satisfied with their jobs, for 2017–18. Across Wales, the 
percentage of people moderately or very satisfied with their jobs ranged from 74% in 
Neath Port Talbot to 86% in Ceredigion and Merthyr Tydfil.

Workforce
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Definition: 
Social enterprises are 

businesses that invest profits 
into their business or the local community 
in order to improve the lives of people in 
society. ‘Social business’ is an umbrella term 
used to include non-profit organisations 
including social enterprises. 

Further information:

• Social Business 
Wales and Wales 
Co-operative Centre 
(2019), Mapping the 
social business sector 
in Wales.

Trends:
A 2019 report by Social Business Wales and the Wales Co-operative Centre identified 2,022 
social businesses in Wales. This is 324 additional businesses (19%) than identified in 2016, 
showing an upward trend.

There is an estimated 55,000 people employed in the sector, representing 36% more than 
the 40,800 identified in 2016, showing an upward trend.

There is an increasing maturity within the social business sector with 28% established for 
more than 20 years, up from 26% in 2016 and 23% in 2014, showing an upward trend.

Patterns: 
According to Social Business Wales and the Wales Co-operative Centre (2019), social 
businesses are concentrated in the most deprived areas in Wales. There is a high level 
of gender diversity in leadership teams, with 92% of those surveyed having at least one 
woman in their management team. Members of leadership teams in Wales are typically 
older than elsewhere in the UK, with 27% aged over 65.

Social businesses operate in a multitude of sectors and primarily include arts, 
entertainment, recreation, health and social care, education, community centre, social 
space and youth club services. 

Perspectives:
A 2019 report by Social Business Wales and the Wales Co-operative Centre shows that 
improving a particular community is the main goal for social businesses, although this has 
reduced slightly since 2016 (57% in 2018 compared to 64% in 2016). There is an increase 
in businesses committed to improving health and well-being, as 46% report their mission 
is to support vulnerable people (compared to 35% in 2016) and others report an aim to 
improve health and well-being (45% in 2018 compared to 39% in 2016). 

Growth in social enterprises  
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Definition: 
The uptake of care at 
home services relates 
to individuals’ access 
to domiciliary care, 
direct payments and 
support provided by 
communities and 
unpaid carers. 

Further information:

• United Kingdom Home 
Care Association (2019), 
An overview of the UK 
homecare market. 

• Welsh Government (2018), Adults 
receiving care and support in Wales, 2017–18. 

• Welsh Government (2019), Measuring the 
Mountain: What Really Matters in Social Care to 
Individuals in Wales? 

Trends:
The United Kingdom Home Care Association (UKHCA) have reported that spending by local 
authorities on domiciliary care services was £300.7m in 2017/18, representing an increase 
of 9.3% from 2016/17, showing an upward trend. In March 2018, 5,980 adults in Wales 
were in receipt of a direct payment from their local authority, representing a 2.1% increase 
compared to March 2017, reflecting an ongoing upward trend.

Of 69,172 assessments for care and support in  
2016–17, 22,292 led to a care and support plan. Of 68,294 assessments for care and 
support in 2017–18, 21,249 led to a care and support plan. A higher number of care and 
support plans resulted from an assessment in 2017/18. 

Patterns: 
According to the Welsh Government (2018), people aged over 85 accessed the highest 
level of domiciliary care (12,278 people aged over 85 compared to 5,128 people aged 
18–64). 

People aged 18–64 accessed the highest number of direct payments (3,776 people aged 
18–64 compared to 876 people aged over 85), and people aged over 85 accessed the 
highest level of telecare (7,320 people aged over 85 compared to 1,920 people aged 65–74, 
the group who accessed telecare the least).

Perspectives:
The Welsh Government’s Measuring the Mountain report contains people’s experiences of 
care set against the early implementation of the Social Services and Well-being (Wales) Act 
2014.

Uptake of care at home services
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Definition: 
The increased 

need for care and 
support by an older population, 
coupled with a potentially smaller 
workforce, risks major gaps in 
future health and social care 
provision. 

Further information:

• Welsh Government (2017), 
Parliamentary Review of Health 
and Social Care in Wales – Interim 
Report.

• Health Education and 
Improvement Wales (HEIW) 
and Social Care Wales (2019), A 
Healthier Wales: our Workforce 
Strategy for Health and Social Care.

Trends:
The Welsh Government’s interim report of the Parliamentary Review of Health and 
Social Care in Wales states that Wales has the largest and fastest growing proportion of 
older people in the UK. By 2039, there will be a further 44% more people aged over 65, 
compared to 2014. 

By 2035, the proportion of adults living with a limiting long-term condition is expected to 
increase by 22%.

Whilst the number of children and young people in Wales will increase slightly up to 2039, 
there is concern that there is expected to be a 5% decrease of working age adults in this 
period. 

Patterns: 
According to Health Education and Improvement Wales (HEIW) and Social Care Wales, 
over 180,000 people, the majority of whom are female, were employed in more than 350 
different types of roles across health and social care in 2019. In 2009, 29% of the NHS 
workforce were over the age of 50, but this rose to nearly 40% in 2019.

The Social Care Wales register of social workers in 2019 shows that the majority (51%) are 
aged 45 or over which is the same as in 2014. 22% are aged 55 or over compared to 21% 
in 2014. 

Perspectives:
For their 2019 Workforce Strategy report, HEIW and Social Care Wales engaged with 
over 1,000 people and organisations, including patients, private and voluntary providers, 
universities, staff representatives and professional bodies, volunteers and carers. These 
people informed the development of the workforce strategy, intended to close gaps in 
health and social care provision.

Gaps in health and social care provision
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Definition: 
Cardiovascular disease is 
caused by disorders of the 
heart and blood vessels. 
It is an umbrella term 
used to include conditions 
such as coronary heart 
disease (heart attacks), 
cerebrovascular disease 
(stroke), hypertension 
(raised blood pressure) and 
heart failure. 

Further information:

• British Heart 
Foundation (2019) 
Wales Factsheet 
(www.dhf.org.uk/
what-we-do/our-
research/heart-statistics/
heart-statistics-publications)

• www.publichealthwalesobservatory.wales.
nhs.uk/wales-data-cvd

• Welsh Government (2019), Exploring 
public knowledge, attitudes and behaviours 
towards bystander CPR and defibrillation in 
circumstances of  
Out-of-Hospital Cardiac Arrest (Social 
Research Number: 49/2019). 

Cardiovascular disease

Trends:
According to Public Health Wales and the British Heart Foundation (BHF), cardiovascular 
disease (CVD) causes around 30% of all deaths in Wales. Mortality rates have declined 
steadily over the years. Since 1961, the Welsh death rate from heart and circulatory 
diseases has reduced by more than three quarters. However, premature death rates from 
heart and circulatory diseases (before the age of 75) are higher in Wales than in England. 

Patterns: 
Data by Public Health Wales and BHF show that CVD is highest in people aged 85 and over. 
CVD is also much higher in males than in females. 

The rate of CVD in the most deprived areas in Wales is more than twice the rate in the 
least deprived areas. The highest premature heart and circulatory death rates by Welsh 
authority, from 2014 to 2016, were for Blaenau Gwent and Merthyr Tydfil.

Perspectives:
A study was conducted by the Welsh Government to inform its Save a Life Partnership, 
which intends to increase the use of Cardiopulmonary Resuscitation, or CPR. This is to 
improve outcomes if a person has an out-of-hospital cardiac arrest in a public place.

75% ofrespondents indicated they would be willing to give CPR if faced with someone 
collapsing in front of them and no-one else being on the scene.

Individuals’ experiences and lifestyle
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Definition: 
Cancer is when 

abnormal cells 
divide in an 

uncontrolled way and 
spread into tissues. There 

are over 100 different cancers, including 
breast cancer, skin cancer, bowel cancer 
and lung cancer.   

Further information:

• Macmillan Cancer Support 
(2019), Statistics fact sheet.

• Cancer Research UK (2019), 
Cancer in the UK 2019.

• Welsh Government and 
Macmillan Cancer Support 
(2017), National Report: 
Wales Cancer Patient 
Experience Survey 2016.

Cancer

Trends:
According to data collected by Macmillan Cancer Support and Cancer Research UK, cancer 
is a leading cause of death in the UK. In the 1970s, 1 in 4 cancer patients would survive 
their disease for ten years or more. By 2010, this had risen to 2 in 4 and survival rates 
continue to improve.

In Wales, an estimated 110,000 people lived with cancer at the end of 2010, rising to a 
predicted estimation of 160,000 at the end of 2020. A further increase to 220,000 people is 
predicted for the end of 2030.

Patterns: 
Data collected by Macmillan Cancer Support and Cancer Research UK show that the 
number of older people living with cancer is set to treble between 2010 and 2040. Cancer 
prevalence means the number of people living with cancer, and after cancer. In Wales, 
female breast cancer, followed by prostate cancer, accounted for the highest cancer 
prevalence in 2015.

Smoking is still the largest cause of cancer. Smoking and excess bodyweight are the two 
largest preventable causes of cancer in the UK. 

Perspectives:
11,000 cancer patients were invited to take part in the Wales Cancer Patient Experience 
Survey 2016, to give an account of their experiences of cancer care in Wales. There was 
a 65% response rate. 93% of respondents rated their overall experience as seven out of 
ten or more. 97% of respondents who had a choice of treatments said their options were 
explained to them. 52% of respondents who wanted information about financial help and 
benefits that they may have been entitled to said they would have liked information or 
more information (the report identified this as a future area for improvement).
DRAFT
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Definition: 
Dementia describes a set of 
symptoms that might include 
problems with memory, 
thinking, problem solving and 
language. An individual may 
experience a change in mood 
and behaviour. Alzheimer’s 
disease is the most common 
cause of dementia. 

Further 
information:

• Older People’s 
Commissioner for Wales 
(2016), Dementia: more than just memory 
loss.

• Alzheimer’s Research UK and 
Dementia Statistics Hub (2018), Public 
attitudes towards dementia (www.
dementiastatistics.org/attitudes)

Dementia

Trends:
According to the Older People’s Commissioner for Wales, it is estimated that more than 
45,000 people in Wales were living with dementia in 2015. This number is expected to 
increase in the coming decades. As life expectancy increases, it is estimated that 100,000 
people will be living with dementia in Wales by 2055. 

Patterns: 
Data collected by the Older People’s Commissioner for Wales shows that of the total of 
45,000 people in Wales living with dementia in 2015, it is estimated that approximately two 
thirds of them live in the community, with one-third living in residential or nursing care 
homes. The vast majority of people living with dementia are older people, over the age of 
sixty-five.

Perspectives:
Alzheimer’s Research UK and the Dementia Statistics Hub surveyed 2,361 people aged 15 
and over in the UK between 15 June and 5 July 2018. 40% of people aged 45–54 (the age 
at which taking action to improve brain health may have long-term benefits) believed they 
could reduce their risk of developing dementia compared to 28% of people aged 15–24 
and 33% of people over the age of 65. 82% of the survey agreed that there is value in 
being given a formal diagnosis of dementia by the GP.DRAFT

http://www.dementiastatistics.org/attitudes
http://www.dementiastatistics.org/attitudes
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Definition: 
Mental well-being 

relates to having the 
resilience to cope with 

adversity and challenges in life, having 
positive emotions such as feeling happy 
and being at ease with oneself, and being 
able to contribute to society.

Further information:

• www.publichealthwales.
shinyapps.io /
MentalWellbeingInWales

Mental well-being

Trends:
According to data collected by Public Health Wales, the number of people who have 
reported high life satisfaction, feeling happy and feeling that life is worthwhile has risen 
between 2013 and 2018. However, these rates are often lower than in other parts of the 
UK.

Patterns: 
Data collected by Public Health Wales shows that people in employment reported higher 
percentages of positive well-being compared to unemployed people. There were lower 
rates of high mental well-being amongst people living in rented accommodation, and adult 
males were more likely to report low levels of anxiety. Younger secondary school children, 
boys and children from affluent backgrounds reported higher mental well-being.

Perspectives:
For the Mental Wellbeing in Wales (2020) report, adult respondents were asked how 
they felt about their local community. Did they feel safe and did they feel people could 
be trusted? High mental well-being was around double for those who felt a sense of 
community, compared to those who did not.

In response to being asked if they felt lonely during summer holidays, 60.2% of secondary 
school aged children from low family affluence reported not feeling lonely compared to 
73.3% from high family affluence backgrounds.DRAFT

http://www.publichealthwales.shinyapps.io /MentalWellbeingInWales
http://www.publichealthwales.shinyapps.io /MentalWellbeingInWales
http://www.publichealthwales.shinyapps.io /MentalWellbeingInWales
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Definition: 
Alcohol relates to 
the consumption of 
alcoholic drinks such 
as beer, cider, wine 
and spirits. Alcohol is 
measured in units and 
it is recommended that 
adults do not drink more 
than 14 units of alcohol 
per week. 

Further information:

• Welsh Government 
(2019), National 
Survey for Wales 
2016–17 to 2018–19: 
Alcohol consumption prior to 
introduction of minimum price.

• www.publichealthwales.shinyapps.io/
AlcoholinWales

• www.drinkaware.co.uk/research/our-
research-and-evaluation-reports/drinkaware-
monitor-2017

Alcohol

Trends:
According to data collected by the Welsh Government and Public Health Wales, there was 
little change in the average amount of alcohol consumed by drinker groups in 2016–17 
compared to 2018–19.

Comparing the 2017 data for Wales with the previous three years, there appears to be no 
clear decrease in heavy binge drinking and very heavy binge drinking, which is a cause for 
concern in Wales.

Patterns: 
In a 2017 opinion and lifestyle survey, nearly a fifth of alcohol drinkers (19%) reported 
very heavy binge drinking on the heaviest day in the previous week. This is higher than in 
England (14%) but lower than in Scotland (24%).

People living in the least deprived areas of Wales reported a higher frequency of drinking 
above guidelines in a usual week in 2016/17–2017/18, compared to people living in the 
most deprived areas. 

Perspectives:
In the 2017 Drink Aware Monitor Survey, 84% of respondents said that social reasons were 
their most common reason for drinking, and 47% of UK drinkers said that coping reasons 
could motivate them to drink, when in a bad mood.

Younger people (aged 18–34) are more likely to avoid alcohol altogether in certain 
situations, whereas older drinkers are more likely to limit themselves in terms of how 
much they drink.
DRAFT

http://www.publichealthwales.shinyapps.io/AlcoholinWales
http://www.publichealthwales.shinyapps.io/AlcoholinWales
http://www.drinkaware.co.uk/research/our-research-and-evaluation-reports/drinkaware-monitor-2017
http://www.drinkaware.co.uk/research/our-research-and-evaluation-reports/drinkaware-monitor-2017
http://www.drinkaware.co.uk/research/our-research-and-evaluation-reports/drinkaware-monitor-2017
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Definition: 
Smoking 

relates to the 
smoking and 

inhalation of tobacco, usually in 
cigarettes. It also relates to the use 
of e-cigarettes.  

Further information:

• Welsh Government (2019), 
National Survey for Wales 2018–19: 
Adult smoking and e-cigarette use.

• Ash Wales Cymru (2019), YouGov 
2019 – Attitudes towards tobacco 
control  
in Wales (www.ash.wales/wp-
content/uploads/2019/05/ 
yougov2019-2.pdf)

• www.publichealthwales.
shinyapps.io/smokinginwales 

Smoking

Trends:
According to the Welsh Government (2019), 17% of people over the age of sixteen 
reported that they currently smoked, reflecting a general downward trend in recent years.

6% of people reported using e-cigarettes and the main reason was to help them stop 
smoking tobacco. There has been little change to this figure since 2016–2017.

Patterns: 
Data collected by the Welsh Government (2019) shows that people aged 75 and over were 
the least likely to smoke and amongst the most likely to be ex-smokers. Those aged 16–24 
were the most likely to have never smoked.

People over the age of sixteen in the most deprived areas of Wales were more likely to 
smoke than those in the least deprived areas. The gap between these two types of area is 
getting smaller compared to the 2016–2017 statistics. 

Perspectives:
In an annual opinion poll conducted by Ash Wales Cymru in 2019, nearly half of all Welsh 
adults surveyed (47%) think the Government are not doing enough to limit smoking (up 
from 39% in 2018). The majority of all Welsh adults (68%) support a 5% smoking target 
for 2035, 63% of adults support a smoking ban in outdoor seating areas of restaurants 
and cafes, and over half (59%) support a ban in town centres. 75% of adults support the 
offering of assistance and medication to smokers in hospital, a slight increase from the 
year before.DRAFT

http://www.ash.wales/wp-content/uploads/2019/05/ yougov2019-2.pdf
http://www.ash.wales/wp-content/uploads/2019/05/ yougov2019-2.pdf
http://www.ash.wales/wp-content/uploads/2019/05/ yougov2019-2.pdf
http://www.publichealthwales.shinyapps.io/smokinginwales
http://www.publichealthwales.shinyapps.io/smokinginwales
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Definition: 
Obesity is defined as being 
extremely overweight with a lot 
of body fat. The most common 
way to identify a person as obese 
is by their Body Mass Index 
(BMI). A high BMI indicates that a 
person is above a healthy weight 
in relation to their height.

Further information:

• Public Health Wales (2019), Obesity 
in Wales (www.phw.nhs.wales/
topics/obesity/obesity-in-wales-
report-pdf)

Child and adult obesity

Trends:
According to the Obesity in Wales 2019 report, over a quarter of children in Wales are 
overweight, including 12.4% who are obese. There has been little change to this figure 
since 2012/13. 

Almost 60% of adults in Wales are overweight, of which 24% are obese. There has been an 
upward trend in recent years.

Patterns: 
Data obtained by Public Health Wales show that the prevalence of obesity in children aged 
4–5 is 6% higher in the most deprived areas in Wales, compared to the least deprived 
areas. Data also show that the prevalence of obesity in adults is 13% higher in the most 
deprived areas in Wales compared to the least deprived areas.

Obesity is significantly lower amongst people meeting physical activity guidelines.  

Perspectives:
When discussing food and drink environment and food attitudes, the Obesity in Wales 
2019 report found that over 90% of Welsh respondents agreed that what you eat makes 
a big difference to your health, and 77.5% of respondents agreed that experts contradict 
each other regarding what foods are good or bad for you.DRAFT

http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
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Definition: 
Healthy eating 

is defined as following the 
recommendations of the Eatwell 
Guide, and eating five or more 
portions of fruit or vegetables a day.

Further information:

• Public Health Wales (2019), 
Obesity in Wales (www.phw.nhs.
wales/topics/obesity/obesity-in-
wales-report-pdf)

• Welsh Government (2019), 
National Survey for Wales 2018–
19: Adult lifestyle.  

Healthy eating

Trends:
According to the Obesity in Wales 2019 report, Welsh residents spent 18% less on fruit and 
vegetables in 2015–2017 compared to 2006–2008.

Patterns: 
Data collected by Public Health Wales and the Welsh Government show that the 
prevalence of obesity is 7% higher in adults eating no fruit and vegetables compared to 
those eating five or more fruit and vegetables per day. Less than a third of adolescents 
eat a portion of vegetables once a day, and less than a quarter of adults (24%) eat at least 
five portions of fruit and vegetables a day (there is little difference between the genders). 
Adults aged 75 or over are less likely to have eaten five or more fruit or vegetables, 
and adults in less deprived areas eat more fruit and vegetables than those in the most 
deprived areas.  

Perspectives:
When discussing food and drink environment and food attitudes, the Obesity in Wales 
2019 report found that only 5.3% regarded healthy food choice as the most important 
factor when deciding to eat out. Cleanliness/hygiene and a good hygiene rating were the 
top factors, accounting for 50.5% of responses.DRAFT

http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
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Definition: 
Physical activity relates to 
activities that increase the 
heart rate such as brisk 
walking, dancing, riding a bike, 
swimming or circuit training. 
Physical activity guidelines for 
adults include 150 minutes 
of moderate intensity activity 
a week. Children and young 
people aged 5–18 should have 
at least 60 minutes a day of 
physical activity. 

Further 
information:

• Public Health 
Wales (2019), 
Obesity in Wales 
(www.phw.nhs.wales/
topics/obesity/obesity-in-wales-
report-pdf)

• Welsh Government (2019), National 
Survey for Wales 2018–19: Adult lifestyle.

• Sport Wales (2018), School Sport Survey 
2018 – State of the Nation (www.sport.
wales/content-vault/school-sports-
survey-2018)

Physical activity

Trends:
According to Public Health Wales and the Welsh Government, 53% of adults have reported 
that they are active for at least 150 hours per week. There was little change in rates of 
physical activity between 2016–17 and 2018–19.

The percentage of children aged fifteen who self-report being physically active for 60 
minutes every day is lower in Wales than in England.

Patterns: 
According to the 2019 Obesity in Wales report, less than 20% of adolescents were 
physically active for 60 minutes every day, and girls did half the amount of physical activity 
boys did in Wales (i.e. 1 in 10 girls compared to 1 in 5 boys meet the physical activity 
guidelines).

The percentage of adults who reported meeting the physical activity guidelines was higher 
for men compared to women, in every age group, and adults in less deprived areas have 
higher levels of physical activity. There is a 15% inequality gap between the least and most 
deprived areas. 

Perspectives:
Sport Wales (2018) has reported that 63% of pupils enjoy PE lessons, 48% of pupils enjoy 
doing sport in after-school or lunchtime clubs (i.e. extracurricular sport), and  56% of 
pupils think PE lessons and school sport help them have a healthy lifestyle. 
DRAFT

http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
http://www.phw.nhs.wales/topics/obesity/obesity-in-wales-report-pdf
http://www.sport.wales/content-vault/school-sports-survey-2018
http://www.sport.wales/content-vault/school-sports-survey-2018
http://www.sport.wales/content-vault/school-sports-survey-2018
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Definition: 
Immunisations 

uptake relates to 
how many childhood 

vaccinations are given to 
protect against communicable diseases 
such as whooping cough, mumps, measles 
and rubella. 

Further information:

• Public Health Wales 
(2019), Vaccine uptake in 
children in Wales – COVER 
Annual Report 2019.

• Public Health Wales 
(2019), Attitudes to 
Adolescent Vaccination 
2019.

Childhood immunisations uptake

Trends:
Public Health Wales’ COVER Annual Report 2019 states that the ‘6 in 1’ DTaP/IPV/Hib/
HepB1 vaccine uptake (all three doses) in children reaching their first birthday decreased 
to 95.4%, from 95.9% in the previous year. This vaccine protects against diphtheria, 
tetanus, pertussis (whooping cough), polio, Hib and Hepatitis B infection.

• 14 out of 22 local authorities achieved the 95% target for the ‘6 in 1’ vaccine.

• MMR (mumps, measles and rubella) uptake of one dose by two years of age 
decreased to 94.5%, compared to 94.7% in the previous year.

Patterns: 
The COVER Annual Report 2019 shows that the reported inequality gap in immunisation 
coverage between children aged four living in the most and least deprived areas increased 
from 6.2 to 9.2 percentage points, compared to the 2017/18 data. 

The HPV (human papillomavirus) vaccine is offered to teenagers to protect against some 
cancers. Uptake of a complete course of HPV immunisation in year 10 girls (reaching 15 
years of age) has fallen for the third year in a row and is now 81.8%. This is the lowest 
uptake reported out of all immunisations measured at 15 years of age. 

Perspectives:
Research into attitudes to adolescent vaccination conducted on behalf of Public Health 
Wales in 2019 shows that 93% of teenagers feel it is important that they get vaccinated. 
87% who were offered a vaccine agreed they were happy with the process, and 80% said 
they had sufficient information to understand why the vaccine was being offered. DRAFT
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Definition: 
Screening uptake relates to 
the number of individuals who 
accept screening that is offered 
to them to detect if they have 
a disease or condition, or are 
at risk of developing a disease 
or condition. There are seven 
national population-based 
screening programmes in 
Wales. 

Further 
information:

• Public Health Wales 
(2020), All-Wales Annual Report – 
Screening Division Public Health Wales 
(www.phw.nhs.wales/files/screening-
division-reports/screening-division-
annual-report-jan-2020) 

Screening uptake

Trends:
According to the annual report of the screening division of Public Health Wales, six out of 
seven of the screening programmes saw an improvement in uptake and coverage from 
2018 to 2019, compared to the previous year. Breast screening was the only exception.

Bowel screening and abdominal aortic aneurysm screening saw the biggest increase in 
uptake, rising by 1.6% since 2017–2018, and breast screening saw a slight reduction in 
uptake, by 0.3% compared to 2017–18. 

Patterns: 
Data collected by Public Health Wales show that participation in adult screening 
programmes is less in areas of deprivation compared to affluent areas.

Cervical screening aimed at women has increased slightly in all areas but the gap in uptake 
between the least and the most deprived groups has also increased slightly.

Perspectives:
The 2020 annual report by the screening division of Public Health Wales states that in 
2018–19, of the three core questions that the programmes asked:

• 95% of people said they received enough information to make an informed choice

• 96% of people said that staff were polite and caring

• 95% of people said that they had a good experience overall. DRAFT

http://www.phw.nhs.wales/files/screening-division-reports/screening-division-annual-report-jan-2020
http://www.phw.nhs.wales/files/screening-division-reports/screening-division-annual-report-jan-2020
http://www.phw.nhs.wales/files/screening-division-reports/screening-division-annual-report-jan-2020
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Definition: 
Maternal and child 

health refers to 
care and support to 

promote the health and 
well-being of a mother (and their child) 
during pregnancy, childbirth and for a 
period after the birth of the child.

Further information:

• Welsh Government (2019), 
Maternity and Birth Statistics, 
Wales 2018.

• Welsh Government (2017), 
Your Birth – We Care: A Survey 
exploring women’s experience 
of pregnancy and birth in 
Wales.  

Maternal and child health

Trends:
According to Welsh Government statistics gathered in 2019, 24.1% of mothers reported a 
mental health condition at their initial assessment. For most age groups, the proportion 
of women who reported a mental health condition increased slightly between 2017 and 
2018.

The percentage of home births fell in 2018, continuing this recent downward trend, and 
a higher percentage of mothers were recorded as intending to breastfeed than in any 
previous year.

Patterns: 
Data collected by the Welsh Government in 2019 shows that the vast majority of live births 
(i.e. babies who are showing signs of life upon birth) are born to women aged 20 to 39 
(93% in 2018). The percentage of women who reported mental health conditions at initial 
assessment was higher in younger mothers (aged 24 or younger).

Just under a third of mothers (28%) had a BMI of 30 or more at their initial assessment. 
Of those babies born with their ethnicity stated in 2018, 90% were from white ethnic 
groups and 10% from ethnic minority groups. The percentage of singleton (one baby) low 
birthweight babies was slightly lower in babies from ethnic minority groups than babies 
from white ethnic groups.

Perspectives:
4,583 women across Wales responded to the Welsh Government 2017 Your Birth – We Care 
survey, of whom 3968 (86.6%) met the eligibility criteria and progressed to complete the 
full survey. 

Understanding who was the professional responsible for their care was important to 
women. Over half of the respondents found the NHS antenatal classes helpful and useful, 
and respondents directly linked continuity of carer with good quality care. 

DRAFT
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Definition: 
A teenage pregnancy can 
refer to becoming pregnant 
under the age of 20, under 
the age of 18 or under the 
age of 16. The statistics 
in this snapshot relate to 
being pregnant below the 
age of 20.

Further information:

• Welsh 
Government (2019), 
Maternity and Birth 
Statistics, Wales 2018. 

• www.publichealthnetwork.
cymru/en/topics/sexual-health/teenage-
conception

• Equality and Human Rights Commission 
(2015), Pregnancy and Maternity-Related 
Discrimination and Disadvantage.  

Teenage pregnancy

Trends:
According to the Welsh Government’s 2018 statistics, 3.8% of live births were to mothers 
aged under 20, the lowest rate on record. The percentage of live births to younger 
mothers has fallen by 4.5 percentage points since 2009, and the number of live births to 
younger mothers fell by 1,716. 

The percentage of mothers whose BMI was 30 or more increased slightly across most age 
groups between 2017 and 2018, including those aged under 20.

Patterns: 
Data collected by the Welsh Government in 2019 show that the proportion of low 
birthweight live births (less than 2.5kg) is greater for mothers aged under 20 (or aged 40 or 
over).

The proportion of women who had received an initial assessment with maternity services 
before the 10th completed week of pregnancy varied across age groups, from just over 
half (56%) for the Under 16 age group to 75% in the middle age groups (25–29 and 30–34). 
The youngest mothers, aged 19 or younger had the lowest rates of BMI at 30 or over.

The number of women who smoked at initial assessment was higher for younger women, 
with one third (33%) of women aged 16 to 19 smoking at their initial assessment. 

Perspectives:
According to the Equality and Human Rights Commission’s survey of employers and 
mothers in Wales, England and Scotland, mothers aged under 25 were more likely to say 
that they were not supported willingly by their employers. They also felt under pressure 
once they announced their pregnancy, felt less valued by their employer once pregnant, 
and as a result, risks were more likely not to be tackled. They were also more likely to 
report financial loss.

DRAFT

http://www.publichealthnetwork.cymru/en/topics/sexual-health/teenage-conception
http://www.publichealthnetwork.cymru/en/topics/sexual-health/teenage-conception
http://www.publichealthnetwork.cymru/en/topics/sexual-health/teenage-conception
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Definition: 
ACEs are stressful 

and traumatic 
events that are 

experienced in 
childhood. 

Further information:

• Bangor University and 
Public Health Wales (2018), 
Sources of resilience and their 
moderating relationships with 
harm from adverse childhood 
experiences.

Adverse childhood experiences (ACEs)

Trends:
According to a report by Bangor University and Public Health Wales (2018), half of all 
adults aged 18–69 in Wales in 2017 reported at least one ACE. More than one in seven 
adults reported four or more ACEs. The overall prevalence of ACEs was consistent (only 
minor variations) with that measured in the first ACE survey in 2015. For example, 12% 
of adults reported four or more from a possible nine ACEs in 2017 compared to 13.5% in 
2015. Those with more ACEs had fewer resilience resources as children and adults. 

Patterns: 
The following types of ACEs were reported in Bangor University and Public Health Wales’ 
2018 report:

• Child maltreatment – 20% verbal abuse; 16% physical abuse; 7% sexual abuse.

• Household ACEs – 25% parental separation; 18% mental illness; 17% domestic 
violence; 13% alcohol abuse; 6% drug abuse; 4% incarceration (restriction of 
freedom of movement).

• Neglect – 7% emotional neglect; 4% physical neglect.

Compared with people with no ACEs, those with four or more ACEs were:

• 3.7 times more likely to currently be receiving treatment for mental illness.

• 6.1 times more likely to have ever received treatment for mental illness.

• 9.5 times more likely to have ever felt suicidal or self-harmed. 

Perspectives:
Participants in a 2018 report by Bangor University and Public Health Wales were asked 
how supportive they thought selected public services and their employer (where 
applicable) would be if they required help. These are the percentages of respondents who 
stated that the following services were very supportive:

• 71.4% for health services; 60.0% for police; 59.5% for charities and third sector/
voluntary organisations; 53.9% for mental health services; 48.8% for social 
services.

• 73.7% for employers. 

DRAFT



89

Trends, patterns and perspectives of health, well-being and resil ience

Section 2 | Chapter 5

Definition: 
Safeguarding relates to 
preventing, reporting and 
responding to the risk of abuse 
or neglect of children, young 
people and adults or their 
actual harm. It is also about 
ensuring the provision of safe 
and effective care, preventing 
any impairment in health and 
development and promoting 
well-being, voice, choice and 
control.    

Further 
information:

• Stats Wales 
(2019), Children 
on child protection 
register by local 
authority, category of abuse and age 
group. 

• StatsWales (2019), Adults suspected 
of being at risk by local authority and 
measure. 

• NSPCC (2019), Case review process in 
UK nations (www.learning.nspcc.org.
uk/case-reviews/process-in-each-uk-
nation)

Safeguarding

Trends:
According to StatsWales (2019), 2,820 children in Wales were recorded as being on the 
child protection register in 2018–2019, compared to 2,805 children in 2016–2017 and 
2,960 children in 2017–2018. This shows a small variation across 3 years.

In Wales, 14,938 adults were recorded as being suspected of being at risk of abuse or 
neglect in  
2018–2019, compared to 11,761 adults in 2016–2017 and 13,741 adults in 2017–18. This 
indicates an upward trend. 

Patterns: 
Data collected by StatsWales (2019) show that a total of 2,820 children were on the child 
protection register in Wales from 2018 to 2019. There were 285 children under the age of 
one – 10% of all children on the child protection register. 27% of all children on the register 
were aged 1–4 (745), and 30% were aged 5–9 (850). There were 820 children aged 10–15 
on the child protection register (29%), and 120 children aged 16–18.  

Perspectives:
Abuse and neglect are adverse childhood experiences that can have a variety of impacts 
on individuals. The NSPCC provides information on the case review process in Wales. 
This process identifies ways in which organisations might improve their ways of working 
together when a child dies or is seriously harmed as a result of abuse and neglect. This is 
to prevent similar incidents from occurring again. 
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Definition: 
Children and young 

people prefer the term ‘care-
experienced’ as opposed to ‘looked-after.’ 
Both mean the local authority is responsible 
for their care, such as foster care or 
residential settings such as schools, secure 
units or a children’s home. 

Further information:

• Welsh Government 
(2019), Experimental 
Statistics: Children 
looked after by local 
authorities, 2018–19.

• National Assembly 
for Wales (2018), Care 
experienced children 
and young people

Care-experienced children and young 
people

Trends:
According to the Welsh Government (2019), 6,846 children were care-experienced in 2019, 
an increase of 439 (7%) on the previous year, and 1,678 children left care during 2018–19, 
a decrease of 49 (3%) from the previous year. 309 children were adopted from care in 
2018–19, an increase of 3 (1%) on the previous year.

The proportion of care-experienced children who were non-white has increased from 6% 
in 2014–15 to 9% in 2018–19.

Patterns: 
A 2019 report by the Welsh Government shows that 54% of care-experienced children 
were male and 46% were female. These figures have been stable in recent years, as with 
the figure for disabled care-experienced children (6%). 

91% of care-experienced children were white, 3% were of mixed ethnicity, 2% were Asian 
or Asian British, 2% were Black, African, Caribbean or Black British and 2% were from 
other ethnic backgrounds. 9% of children were non-white. The BAME population of Wales 
is recorded as 5.9% (31 March 2020). This means that BAME children and young people 
are currently over-represented in the care system. 

Perspectives:
The 2018 report, Care experienced children and young people includes feedback and insight 
from children and young people who have experienced being in care. DRAFT
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Trends, patterns and perspectives of health, well-being and resil ience

Section 2 | Chapter 5

Definition: 
Youth offending relates to 
young people aged 10–17 who   
are found to have committed 
unlawful offences. The Welsh 
Government works closely with 
the UK government who still 
has overall control of youth 
justice and youth offending in 
Wales. 

Further 
information:

• Youth Justice Board 
(2020), Youth Justice 
Statistics 2018/19 – England 
and Wales.

• Bangor University and Public Health 
Wales (2019), Understanding the 
prevalence of adverse childhood 
experiences (ACEs) in a male offender 
population in Wales: The Prisoner ACE 
Survey. 

Youth offending

Trends:
According to the youth justice statistics for 2018/19, there were just over 60,200 arrests of 
children (aged 10–17) by the police in England and Wales (excluding Lancashire). This has 
decreased by 77% over the last ten years, with a decrease of 5% in the last year.

21,700 children were cautioned or sentenced. The number of children who received 
a caution or sentence has fallen by 83% over the last ten years, with a 19% fall in the 
last year. The number of children held in youth custody on remand (awaiting sentence) 
increased by 12% in the last year and accounted for 28% of all children in youth custody.

Patterns: 
The youth justice statistics for 2018/19 show that black children were over four times more 
likely than white children to be arrested. The statistics also show that the average age of 
first-time entrants (FTEs) to the criminal justice system (aged 10–17) has been increasing 
over the last ten years from 14.7 years to 15.3 years in the latest year. In the year ending 
March 2019, boys comprised 82% of the total FTEs, whilst making up 51% of the general 
population of 10–17 year olds.  

Perspectives:
The 2019 Prisoner ACE Survey by Bangor University and Public Health Wales interviewed 
468 adults (aged 18–69) in a Welsh prison. Participants were asked about their exposure to 
11 ACEs and their offending history. Findings include that prisoners with 4 or more ACEs 
were four times more likely to have ever served a sentence in a young offender institution 
than those with no ACEs. DRAFT
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Society and community

Definition: 
Community cohesion 

means there is a sense 
of safety, belonging 

and positive community 
relations between individuals in  

 a local area. 

Further information:

• Welsh Government 
(2019), National Survey 
for Wales, 2018–19: 
Community cohesion 
and safety in the local 
area.    

Community cohesion

Trends:
According to the Welsh Government (2019), 85% of people are satisfied with their local 
area, the same as in 2016–17, and 46% of people are very satisfied with their area, 
compared to 44% in 2016–17.

In 2018–2019, 76% of people agreed that people from different backgrounds get on well 
together, an increase of 4% compared to 2016–2017 (72%), and 76% of people agreed 
that people treat each other with respect and consideration. This is an increase of 3% 
compared to 2016–2017 (73%).    

Patterns: 
Data collected by the Welsh Government show that 59% of people aged 75 and over said 
they were very satisfied with their local area, compared to 34% of people aged 16–24, and 
60% of those who lived in the least deprived areas were very satisfied with their local area, 
compared to 30% in the most deprived areas.

Being female, having a limiting long-term condition, being in material deprivation, living in 
an urban area and having a low sense of community cohesion were factors most closely 
linked with feeling unsafe walking alone after dark. 

Perspectives:
In 2018–19, the National Survey for Wales on community cohesion and safety in the local 
area asked respondents if they agreed with three statements including ‘I belong…’. 

• 45% of people aged 16–44 agreed with the statements, compared to 63% of 
people over 65. 

• 57% of people in rural areas agreed with all three statements compared to 50% of 
people living in urban areas. 
DRAFT
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Trends, patterns and perspectives of health, well-being and resil ience

Section 2 | Chapter 5

Definition: 
Loneliness is defined as a 
personal feeling of disconnection, 
detachment or emptiness. 
Being socially isolated means 
being separated from social 
and community networks such 
as family, friends, neighbours, 
community involvement or access 
to services. 

Further 
information:

• Welsh Government (2018), 
National Survey for Wales, 2016–17: 
Loneliness. 

Loneliness and social isolation

Trends:
Data collected by the Welsh Government (2018) show that between 2016 and 2017, 17% 
of people were lonely, and 54% of people experienced some feelings of loneliness. 20% of 
younger people reported experiences of loneliness, compared to 10% of people aged 75 
and over. 

20% of people experienced loneliness related to the absence of close personal 
relationships, and 34% of people were lonely due to a lack of wider social contacts.

Patterns: 
According to the Welsh Government (2018), 37% of people in material deprivation were 
lonely in 2016–17, compared to 14% of those who were not in material deprivation.

25% of people from non-white ethnic groups were lonely compared to 17% of people from 
white ethnic groups, and 13% of married people were lonely, compared to 22% of single 
people.

26% of people who did not feel safe after dark were lonely compared to 14% of those who 
did feel safe, and 13% of volunteers were lonely, compared to 19% of people who were 
not volunteers. 

Perspectives:
The 2016–17 National Survey for Wales on loneliness found that poor general health, 
limiting long-term illness, low mental well-being and low subjective well-being were 
associated with being lonely. Having a limiting long-term illness had a greater effect on 
loneliness amongst younger people.   

DRAFT
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Definition: 
Pollution is 

the presence 
of a substance 

or substances that 
are harmful or poisonous to the 
environment and those who live 
in it. This snapshot focuses on air 
pollution which has a negative 
impact on the climate and on 
health and well-being.  

Further information:

• DEFRA (2019), National Statistics 
Release: Air Quality Statistics in the 
UK 1987 to 2018 (www.gov.uk/
government/statistics/air-quality-
statistics)

• www.phw.nhs.wales/services-
and-teams/environmental-public-
health/air-quality

• Welsh Government (2018) Air 
pollution in Wales 2018

• Welsh Government (2019), National 
Survey for Wales, 2018–19: Climate 
change and environmental action.

Pollution

Trends:
According to the 2019 DEFRA statistics release and the Welsh Government’s report, Air 
pollution in Wales 2018, apart from ozone pollution, there has been a steady improvement 
in air pollutant concentrations in Wales since the 1990s. On average, there were greater 
hours of moderate or higher levels of ozone pollution in 2018 compared to 2017 at both 
rural and urban locations. The hot summer in 2018 contributed to the high incidence of 
moderate or higher ozone pollution.

Patterns: 
Data collected by the Welsh Government (2018) show that ozone concentrations tend to 
be higher at rural locations (positive impact). On the other hand, urban areas such as parts 
of Cardiff have high levels of air pollution particularly during rush hour, when the volume 
of traffic is at its heaviest during the day (negative impact).

Public Health Wales has referred to research carried out in Wales showing that people 
living in the most deprived areas of Wales may be more vulnerable to air pollution than 
those living in the least deprived areas. 

Perspectives:
The National Survey for Wales 2018–19 on climate change and environmental action 
shows that 93% of people think the world’s climate is changing, and 48% of people who 
think the world’s climate is changing thought that change was primarily caused by human 
activity. This is an increase from 38% in 2016–17. 

73% of people would support a government policy to make more use of renewable 
energy, and 80% of people aged 16–44 would support this policy compared to 57% of 
those aged 65 and over. Over half the people surveyed supported policies for safer 
footpaths, more cycle routes and spending more on public transport. Charging drivers to 
come into towns and cities or higher taxes on petrol were not so popular options (16% 
and 14% respectively). 

DRAFT
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ACTIVITY

For each sub-topic, write down one trend or pattern in relation to a group of 
people. For example, trends or patterns in one sub-topic might relate to older 
people. Another sub-topic might relate to those living either in deprived or 
affluent areas.

This activity will enable you to develop a picture of inequalities in health and 
well-being in Wales.

These snapshots of trends, patterns and perspectives of health, well-being and resilience show 
clear inequalities in health, well-being and resilience in Wales. For example:

Resources for living :

• People in employment report higher percentages of positive well-being compared to 
unemployed people. 

• People who are females, have no qualifications, have a long-standing illness, 
disability or infirmity, have one or more children and no access to the internet, a car 
or van are more likely to be living in material deprivation, linked to poverty.

• Adults in more affluent areas eat more fruit and vegetables. They also report a 
higher frequency of drinking alcohol above guidelines in a usual week. These figures 
show an ability to pay for fruit and vegetables which is a positive lifestyle factor, 
coupled with an ability to pay for more alcohol, which is a negative lifestyle factor.

Individuals’ experiences and lifestyles:

• Rates of poor health, well-being and resilience, or risk factors linked to these, are 
higher in deprived areas. The rate of cardiovascular disease in the most deprived 
areas in Wales is more than twice the rate in the least deprived areas. Less adults 
take part in health screening programmes in areas of deprivation compared to 
affluent areas.

• Compared to people with no adverse childhood experiences (ACEs), those with four 
or more ACEs are 3.7 times more likely to be receiving treatment for mental illness. 
Prisoners with 4 or more ACEs are four times more likely to have ever served a 
sentence in a young offender institution than those with no ACEs. 

DRAFT
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• People require increased levels of care and support as they grow older. People aged 
over 85 access the highest level of domiciliary care. The number of older people 
living with cancer is predicted to treble between 2010 and 2040. 

Society and communities:

• There was a higher percentage of people living in the least deprived areas in Wales 
saying they were very satisfied with their local area (60% of respondents), compared 
to those living in the most deprived areas (30% of respondents).

• A higher number of people in material deprivation (linked to poverty) were lonely 
compared to those who were not in material deprivation. 

• People living in the most deprived areas of Wales may be more vulnerable to air 
pollution than those living in the least deprived areas.

These inequalities are the focus of legislation and strategies for promoting good health,  
well-being and resilience, and this will be explored in the next chapter.

SUMMARY OF LEARNING
TRENDS, PATTERNS AND PERSPECTIVES OF HEALTH, WELL-BEING 
AND RESILIENCE

In this chapter you have:

• Gained knowledge and understanding of trends, patterns and 
perspectives of health, well-being and resilience.

• Identified sources of data that inform trends, patterns and perspectives.

• Seen examples of evidence that highlight inequalities in health, well-being 
and resilience in Wales.

DRAFT
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The learning content in this chapter will also assist knowledge, skills and 
understanding in relation to the Level 3 Certificate and Diploma in Health 
and Social Care: Principles and Contexts: 

◊ Unit 1 – Principlesof care and safe practice within outcome focused person-
centred care

 ⃘ 1.2 – Legislation, national policies, codes of conduct and professional practice 
and how these impact on outcome focused provision in Wales and the UK

◊ Unit 2 – Factors affecting individuals’ growth and development across the lifespan 
and how this impacts on outcomes, care and support needs

 ⃘ 2.5 – Approaches to promoting and protecting health, well-being and resilience

Legislation and strategies exist in Wales that promote good health, well-being and resilience 
within people’s lives.

Legislation:

• Social Services and Well-being 
(Wales) Act 2014

• Well-being of Future Generations (Wales) Act 2015

 
Strategies: 

• A Healthier Wales: our Plan for Health and 
Social Care (supported by prudent healthcare 
principles)

• More than Just Words

Chapter 6:  Legislation and strategies for promoting 
good health, well-being and resilience

Keywords

Legislation

StrategiesDRAFT
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Definitions

Legislation The whole or part of a country’s written law, which is the body 
of rules that govern a society, e.g. Social Services and Well-being 
(Wales) Act 2014.

Strategies Key steps or action plans relating to legislation, e.g. A Healthier 
Wales: our Plan for Health and Social Care. 

Principles In health and social care, principles describe values, beliefs and 
behaviours that should guide delivery of legislation and strategy, 
e.g. the prudent healthcare principles. 

Social Services and Well-being (Wales) Act 2014

The Social Services and Well-being (Wales) Act 2014 focuses on the well-being of 
individuals who need care and support and carers who need support. 

Individuals may come into contact with social services at different points in their lives, for 
different periods of time and for 
different reasons. For example, 
an individual may require support 
from social services when they are 
discharged from hospital after an 
operation. 

Reablement services provide 
appropriate levels of care and support 
to enable an individual to develop 
or regain their independence. An 
individual may need reablement 
support for a certain period of time, 
and then their requirement for care 
and support may end.  

Alternatively, a child may experience support from social services throughout their childhood 
as an individual who lives in a residential children’s home or with foster carers until they reach 
adulthood. Thereafter, their contact with social services may end, or it may continue depending 
on their circumstances.DRAFT
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The Social Services and Well-being (Wales) Act 2014 intends to promote good health,  
well-being and resilience amongst individuals who need care and support and carers who 
need support. Social Care Wales has identified four fundamental principles of the Act:

• voice and control

• prevention and early intervention

• co-production

• well-being.

Voice and control 

The Social Services and Well-being (Wales) Act 2014 emphasises that individuals should be 
empowered to have a new relationship with health and social care, and childcare services. This 
new relationship is one where the individual has voice and control, as an equal partner with 
professionals during their care and support. 

An equal partnership means the following:

• Professionals must start with an assumption that an adult knows what they want 
and need in order to improve their well-being. Children have the right to identify 
what is important to them. Provided there is no threat to a child’s health and well-
being, a child’s family should be inherently involved in any decisions relating to their 
care and support. It is vital that there is an understanding of what matters to an 
individual and what they want to achieve. This empowers an individual to have voice 
and control.

• Advocacy should be available to enable individuals to be central to their plan for 
care and support, by being able to fully express their views, what they want and 
their feelings. Children should be given information that is appropriate to their age 
and understanding. This will enable individuals to participate in decisions affecting 
them, such as development of their personal outcomes (i.e. what an individual 
wants to achieve to improve their health and well-being). It is suggested that when 
developing personal outcomes, consideration is given to the well-being definition 
and statements contained in the National Outcomes Framework.  Personal 
outcomes should include realistic, observable and achievable milestones. Barriers 
to achieving personal outcomes should be identified so that a care and support plan 
includes actions that might remove these barriers. For example, if an individual lacks 
the confidence to become more active, agreement should be reached as to what 
they might do to gradually increase their self-confidence. 

Keywords

Social Services 
and Well-being 
(Wales) Act 2014
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• An individual’s dignity and diversity 
should be respected. This includes 
their characteristics, culture and beliefs 
including any religious or spiritual 
beliefs. Welsh speakers have the 
right to have their care and support 
delivered to them in Welsh. 

• The rights and entitlements of 
individuals should be promoted. This 
links to human rights and principles of 
voice and control, where individuals 
have the right to be heard, including a 
right to express concerns and complaints. 

• Individuals have a responsibility to contribute to their care and support. This 
includes the contribution that other people such as family, friends and communities 
can make to promoting an individual’s health, well-being and resilience.

Prevention and early intervention 

The Social Services and Well-being (Wales) Act 2014 places an emphasis on prevention and 
early intervention. Prevention 
means delaying or preventing a 
need for care and support and 
stopping people’s needs from 
escalating. 

Local authorities are required 
to conduct population 
assessments to develop an 
understanding of people’s 
well-being needs, including 
any barriers to achieving 
good health, well-being and 
resilience. For example, if a 
local authority identifies that 
some of its population lives in 
poverty, it is required to take 
action to address the causes of 
poverty, to improve outcomes for individuals.

DRAFT
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Section 15 of the Act requires local authorities to provide or arrange preventative services, 
including information, advice and assistance services, in order to:

• contribute towards preventing or delaying the development of people’s need for 
care and support

• reduce the need for care and support of people who already have needs

• promote the upbringing of children by their families, where this will promote their 
well-being

• minimise the effect of their disabilities on disabled people (applying the social model 
as opposed to the medical model of disability)

• contribute towards preventing people from suffering abuse or neglect.

The Social Services and Well-being (Wales) Act 2014 states that preventative services should 
be:   

• universally provided to help people avoid developing needs for care and           
support – this means that people who do not currently have support from the social 
services can benefit (e.g. information, advice and assistance services)

• targeted at individuals who have an increased risk of developing care and             
support needs (e.g. people living in poverty)

• minimising the effect of an existing care and support need on a service user 
(e.g. minimising the impact of a disability on a disabled person’s life by removing 
barriers).

Early intervention is considered to be critical in changing outcomes for individuals living in 
particular circumstances such as poverty. The Act requires local authorities to work with other 
organisations to intervene at the earliest opportunity to stop families reaching crisis point. 
For example, Families First intends to improve outcomes for families and build resilience, 
particularly where poverty is being experienced. 

Early intervention that is required to promote the well-being outcomes for a child include 
protection from abuse and neglect, maintenance or development of family or other significant 
personal relationships and the promotion of physical, emotional, social or behavioural 
development.DRAFT
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Co-production

The Social Services and Well-being (Wales) Act 2014 stresses that those who deliver health 
and social care, and childcare services should be 
empowered to co-produce innovative solutions 
with individuals who need care and support, and 
carers who need support. 

Co-production means individuals and 
professionals working together with shared 
power and responsibility, to identify innovative 
solutions for delaying, preventing and meeting 
need for care and support via local networks 
and communities. 

Innovative solutions include promoting new models of service delivery: 

The Act identifies the principles of co-production as follows:

• Seeing people as assets, which involves a focus on what they can contribute.

• Building on capabilities, i.e. building on what people can do already and their 
existing strengths.

Social enterprises
Businesses that invest profits 

into their business or the local 
community to improve the lives 

of people in society.

User-led services
Service delivery is directed by 
people who access and use 

those services. 

Third sector/voluntary 
organisations

Profits are used to further the 
organisation’s cause (this 

includes not-for-profit 
organisations).

Co-operatives
Businesses that are owned by 

their members.

DRAFT
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• Developing mutuality and reciprocity which means having an understanding of each 
other’s situation and being willing to give and take during discussions and decision 
making. This includes good co-operation and partnership working between all 
agencies and organisations to promote good health, well-being and resilience. 

• Investing in networks to share information. This means that individuals and 
professionals should develop contacts and communicate across communities in 
Wales to say what has worked for them and what they would do differently when 
designing and delivering services.

• Blurring distinctions between providers and people who need care and support and 
carers who need support. This relates to the idea of being equal partners where 
there is mutual respect and power between those who access and experience 
care and support and those who deliver it. For example, individuals should be 
involved when health and social care organisations are designing and issuing tender 
specifications (when organisations are invited to submit a proposal and cost to 
deliver services in a particular area).

• Facilitating rather than delivering services which means that communities are 
empowered to promote resilience, health and well-being through positive 
community relationships and support, as opposed to sole reliance on paid services.

Well-being

When developing personal 
outcomes, it is suggested that 
consideration should be given 
to the well-being definitions and 
statements contained in the 
National Outcomes Framework. 
The reason being that these 
definitions and outcomes have 
been developed as a result of 
engagement with individuals 
who need care and support, 
and carers who need support. 
Chapter 1 discusses the 
definitions and statements in the 
National Outcomes Framework in 
more detail.

DRAFT
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Further information: 
The following organisations promote the principles of voice and 
control and co-production, and influence the way in which services are 
delivered in health and social care: 

◊ All Wales People First: www.allwalespeople1st.co.uk 
This is an organisation for, and led by men and women with a 
learning disability. 

◊ Co-production Network for Wales: www.copronet.wales 
This organisation promotes co-production within the delivery of 
public services. 

◊ Scottish Co-production Network: www.coproductionscotland.org.uk 
This organisation also develops an understanding of co-production 
in service delivery, including health and social care. 

Well-being of Future Generations (Wales) Act 2015

The Well-being of Future Generations (Wales) Act 2015 sets out seven well-being goals 
that bind national government, local government, local health boards and other 
named public bodies to work together to improve well-being in Wales. 

The seven well-being goals are:

1. A prosperous Wales.

2. A resilient Wales.

3. A healthier Wales.

4. A more equal Wales.

5. A Wales of cohesive communities.

6. A Wales of vibrant culture and 
thriving Welsh language.

7. A globally responsible Wales.

DRAFT
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The Act requires organisations to promote ‘sustainable development’ which means 
improving the economic, social, environmental and cultural well-being of Wales in harmony 
with the sustainable development principle. 
Therefore, organisations should work in ways 
that meet the current needs of people living in 
Wales, without threatening the ability of future 
generations to meet their needs. 

The sustainable development principle and seven 
well-being goals should be achieved by following 
five different ways of working:

1. Long-term 
Thinking about the long-term impact of what is done now, so that future generations 
are not stopped from meeting their needs.

2. Integration 
Working in an integrated way – although the focus might be on a specific goal, the 
other well-being goals will be taken into account in terms of how they influence and 
are being influenced by this specific goal. 

3. Involvement 
Involving diverse people from within the area on decisions that will affect them.

4. Collaboration 
Working with others in a collaborative and sustainable way. This means that 
individuals, carers, households and organisations should work together, using 
approaches that will have a positive impact now and on future generations.

5. Prevention 
Understanding why problems have arisen in the first place so that their causes can 
be addressed. This is to prevent these problems from happening again.

Keywords

Well-being of Future 
Generations (Wales) 
Act 2015

Well-being goals

Ways of working
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The Well-being of Future Generations (Wales) Act 2015 reflects holistic concepts of health. It 
sees each of its seven well-being goals as being influenced by and influencing each other. The 
Act provides a distinction between the well-being of individuals and the well-being of Wales:

• The well-being of individuals is linked to definitions contained in the Social Services 
and Well-being (Wales) Act 2014.

• The well-being of Wales is linked to sustainable development which connects the 
environment, the economy, society and shared cultures, as they relate to the quality 
of people’s lives. 

This legislation requires organisations to consider the long-term impact of what is done now 
to influence the future. For example, the well-being goal ‘A healthier Wales’ relates to a goal 
where people enjoy the best possible health and well-being. This is supported by people’s 
understanding of choices and behaviours that will promote good personal outcomes for 
themselves in the future. Another example is how the reduction of childhood obesity now 
can prevent or reduce the likelihood of future health and well-being problems. Individuals, 
carers, families, schools, health and other organisations have to work together (collaborate) 
and merge ideas, knowledge and resources (integrate) to make positive changes.

Governments can also impose laws intended to improve future outcomes. For example, the 
sugar tax is a charge placed on fizzy drinks companies so that they have to pay additional 
taxes, according to the sugar sweetened drinks they produce or import. The money raised 
from these taxes should then be invested into programmes intended to promote health and 
well-being, such as sports for children and young people.

Each local authority area has a Public Service Board, which involves organisations who have 
to work together to promote the well-being of individuals and the wider well-being of Wales 
for the benefit of everyone. The Act requires Public Service Boards to carry out sustainable 
development and publish objectives that will demonstrate how they will put their sustainable 
development into practice. Section 4 of the Well-being of Future Generations (Wales) Act 2015 
provides a description of each well-being goal, as shown on the following page. DRAFT
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Well-being goals 

(Source: Welsh Government (2016), Well-being of Future Generations Act – A guide for young people.)

A prosperous Wales – where everyone has jobs and there is no 
poverty. 

A resilient Wales – where we are prepared for things like floods.

A healthier Wales – where everyone is healthier and able to see 
the doctor when they need to.

A more equal Wales – where everyone has an equal chance 
whatever their background. 

A Wales of cohesive communities – where communities can 
live happily together.

A Wales of vibrant culture and thriving Welsh language – where 
we have lots of opportunities to do different things and where 
lots of people can speak Welsh. 

A globally responsible Wales – where we look after the 
environment and think about other people around the world.DRAFT



U
n

d
e

rs
ta

n
d

in
g

 p
e

rs
p

e
c

ti
ve

s 
o

f 
h

e
a

lt
h

, 
w

e
ll

-b
e

in
g

 a
n

d
 r

e
si

li
e

n
c

e

108

CASE STUDY:

Nia is sixteen and loves catering. She enjoys cooking with lots of fruit and 
vegetables and is very conscious of what she eats and how much she eats. 
Nia has always been active and plays in her local football team. Nia’s grandad, 
Owen, is fifty-nine years old and has recently returned home after a stay in 
hospital. He was rushed into intensive care by an ambulance crew after having 
severe chest pains and being diagnosed with a heart attack. Owen has had a 
heart operation to widen his arteries and he is now recovering at home. He has 
a prescription for medication, some of which he will have to take long-term. 
Owen has never liked anything Nia has cooked, preferring his firm favourites 
of pasties, pies and chips. Owen 
is obese and Nia has previously 
talked to him about his diet. She has 
pointed out that his food choices 
and low activity levels increase his 
risk of ill health including heart 
disease. Owen has always laughed 
it off, refusing to change his diet 
and driving everywhere, including 
the local shop which is within a 
ten-minute walk. Since the heart 
attack, Owen has been told that he 
has to change his diet and follow the 
Eatwell Guide. He will also need to increase his level of activity. Owen is turning 
sixty soon and Nia has been asked to prepare a healthy buffet for his surprise 
sixtieth birthday party.

1. State one way in which Owen’s choices and behaviours have influenced his 
health and well-being later in life.

2. State one way in which Nia’s choices and behaviours are likely to impact 
her future health and well-being.

3. List two ways in which Owen has used healthcare services and resources 
that perhaps could have been prevented. 

4. Identify one way in which Nia’s use of healthcare services might differ to 
that of her grandad when she reaches his age.DRAFT
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Prudent healthcare

The Bevan Commission defines prudent 
healthcare as healthcare that is 
developed, managed and delivered in 
a thoughtful, cautious and wise way. 
This is to deliver clear benefits and 
good quality outcomes for patients 
whilst making the best use of limited 
resources.

The Bevan Commission provides 
independent advice to the Welsh 
Government and to organisations in Wales, to meet the needs of people living in Wales. In 
2013, the Minister for Health and Social Care asked the Bevan Commission to identify how 
limited resources could be best used to support high quality healthcare throughout Wales.

This healthcare is being delivered amongst challenges such as a significant older population 
which increases the likelihood of needing care and support, areas of poverty linked to poor 
health and well-being and other health challenges such as child and adult obesity. 

In 2013, the Bevan Commission produced a paper that paved the way for prudent healthcare 
principles. This paper identified a number of 
factors that the Bevan Commission believes to 
be important to promoting good health and 
well-being within the context of the limited funds 
available for healthcare. 

The Bevan Commission’s focus on what needs to 
happen to improve health and well-being includes:

• A need for everyone in Wales to take responsibility for promoting good health and 
well-being, including patients, carers, families and those who deliver services.

• Reducing the need for healthcare in the first place by prevention and early 
intervention.

• Increased efficiencies in service delivery such as working in an integrated way. This 
means that different services such as local authority social services and the NHS 
should combine their efforts and resources to deliver good personal outcomes for 
individuals.

Keywords

Prudent healthcare 
principles
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The Bevan Commission uses the term ‘prudent’ in terms of being wise or careful when 
delivering healthcare, knowing that there is much to be delivered with limited resources. 
The Commission stresses that prudent healthcare is not about cutting provision or reducing 
quality. Doing this risks harm to the health and well-being of patients. Instead, it is about using 
resources in the best possible way to deliver good quality healthcare services.

The prudent healthcare principles are central to the Welsh Government’s strategy, A Healthier 
Wales: our Plan for Health and Social Care, and are as follows:

• Prudent Principle 1 
Achieve health and well-being with the public, patients and professionals as 
equal partners through co-production. 
This principle represents the need to share creation, knowledge and ownership of 
the factors needed to promote good health and well-being.

• Prudent Principle 2 
Care for those with the greatest health need first, making the most effective 
use of skills and resources. 
This principle addresses health inequalities, in that limited healthcare resources 
should be directed to those in most need, such as individuals living in poverty.

• Prudent Principle 3 
Do only what is needed – no more, no less – and do no harm. 
The ‘Do what is needed – no more, no less’ element of this principle encourages 
those experiencing and delivering services to stop and think, is this form of 
healthcare actually helping? If the answer is no, alternatives can be considered and 
an unnecessary waste of resources is avoided. 
The ‘do not harm’ element of this principle relates to a need to put safety first so that 
injuries and errors in relation to patient healthcare, devastating for patients, carers 
and families alike, are avoided. It can also be costly to those delivering services as 
they also feel devastated by what has happened and face other consequences such 
as reputational and financial damage through compensation claims.

• Prudent Principle 4 
Reduce inappropriate variation using evidence-based practices consistently 
and transparently.  
This principle supports the idea that approaches to healthcare should be reliable 
and informed by practices that are evidence-based. This means that practices 
used to treat patients are supported by a strong and respected body of research 
that justify their use.  Using practices transparently means there should be shared 
learning between professionals and organisations, to understand what works best in 
healthcare, for the benefit of all people living in Wales.

DRAFT
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A Healthier Wales: our Plan for Health and Social Care

A Healthier Wales: our Plan for Health and 
Social Care emphasises a whole system 
approach and the prevention of illness.  
Prudent healthcare is integral, with a 
commitment to supporting people to 
promote their own health and well-being, 
and to live independently wherever possible.

The vision communicated by the Plan includes:

• A whole system approach, which 
means that health and social care 
organisations and professionals will work together to deliver services that feel 
complete and joined-up to individuals. Services will respect and respond to 
individuals’ unique needs and what matters to them, fitting services around them as 
opposed to the person having to fit around services.

• A wellness system that supports the promotion of health and well-being, prevention 
and early intervention. This is to reduce the long-term impact of poor health and 
well-being, including health inequalities amongst people living in Wales.

• Services that are close to home, with hospital being regarded as a final, short-term 
response to poor health and well-being, as an increased number of services will 
be based in local communities. This includes the use of new technologies which 
promote people’s independence and an ability to remain living at home.

The plan commits to sustainable development by ensuring that the system is fit for the future, 
so it can respond quickly to future challenges and opportunities. There is a commitment to 
co-production.  The NHS in Wales has core values that underpin the plan for health and social 
care. These core values are:

• putting quality and safety above all 
else

• integrating improvement

• investing in staff

• focusing on prevention and health 
inequalities

• working in true partnership.DRAFT
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Implementation of the vision involves the following: 

• Individuals and communities taking responsibility for their own health and  
well-being. This is linked to people’s lifestyle choices such as their diet, activity levels, 
smoking and drinking alcohol.

• Prevention and early intervention, supported by immunisation and public health 
programmes as well as further development of the Healthy Schools Programme. 
This is so individuals have an awareness of mental resilience and healthy choices 
from an early age.

• People living independently in their own homes for as long as possible and 
being supported to return home after a period of care and support in hospital or 
residential care. 

• New technologies and digital communication that present opportunities for the 
earlier detection of illness and more precise diagnosis of symptoms, to support 
more effective treatments and responses.

• Recognition and use of social and community networks to promote health and  
well-being by reducing the risk of the harmful effects of loneliness and social 
isolation. These networks include professional and unpaid carers, family, friends, 
community volunteers, housing organisations and neighbours.

• Addressing health inequalities including those caused by poverty and adverse 
childhood experiences, which have a marked negative impact on personal and 
family resilience. There is a need to tackle the social gradient so there is less of a 
gap in good health and well-being outcomes between those who live in prosperous 
areas in Wales, and those who live in disadvantaged areas in Wales.

• Seamless services so that the services provided by different professionals and 
organisations are presented as a single package of support, care or treatment 
that fits around the needs and preferences of individuals. These services should 
recognise the wider determinants of health and draw upon wider support such as 
debt advice and local community services and activities.

A Healthier Wales: our Plan for Health and Social Care contains detailed information about how 
it will make this vision a reality. This includes ten national design principles that will deliver 
change to the way health and social care services are provided in Wales. These principles are 
presented and explained in the following table. DRAFT
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Design principle Example of how this principle can be applied

Prevention and early 
intervention

Identifying potential risks to health and well-being and 
addressing them throughout people’s lives.

Safety Safeguarding people at risk of abuse or neglect.

Independence Supporting people to manage their own health and well-being, 
to be resilient and independent wherever possible.

Voice Empowering people by providing the information and support 
required to enable them to make decisions about their care and 
treatment based on what matters to them.

Personalised Tailoring services to individual needs and preferences including 
the language of their choice, such as the Welsh language.

Seamless Less complications in service delivery and good joint working 
between professionals and organisations to improve access and 
experiences for individuals.

Higher value Achieving better outcomes with individuals, making the best use 
of limited resources.

Evidence driven Using research, knowledge and information to understand what 
works when delivering health and social care services.

Scalable Making sure that good practice in service delivery is scalable 
(accessible) from local to regional and national level, as well as 
to other teams and organisations, so that maximum benefit is 
gained throughout Wales.

Transformative Ensuring that new ways of working can be paid for and 
are sustainable, which means they can be maintained and 
continued into the future.

DRAFT
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CASE STUDY:

Gwyn is fifty years old and has been to see his GP, Dr Jones, because he 
has noticed that he is getting very out of breath. Dr Jones asks Gwyn some 
questions about his general health and she weighs him. Dr Jones’ observation 
is that Gwyn is very overweight. A blood pressure check reveals that he has 
hypertension. Dr Jones explains that hypertension can increase Gwyn’s risk 
of heart attack or stroke amongst other diseases. After some conversation, 
Gwyn agrees to go on the National Exercise Referral Scheme (NERS). This is for 
people over the age of sixteen who have a medical problem, and is designed 
to support them increase their level 
of physical activity. Gwyn and Dr 
Jones also agree that he will look 
at the Eatwell Guide. Gwyn says he 
will opt to go to the leisure centre’s 
gym (thinking this is what Dr Jones 
wants to hear). Gwyn returns to 
see Dr Jones several weeks later for 
a follow-up health check. At first, 
Gwyn lies to Dr Jones and says he 
has been cutting down on portion 
sizes, eating more healthily and has 
been going to the gym. However, 
his weight and general health say 
otherwise. It emerges that Gwyn doesn’t like going to the gym and doesn’t know 
where to start with healthy eating. Dr Jones gently explains that Gwyn has a 
responsibility to be honest about his behaviours and lifestyle, including his likes 
and dislikes. Otherwise, Gwyn can’t realistically make a plan that will work best 
for him, to improve his health and well-being. Gwyn sets out a different plan 
with Dr Jones’ support, but this time, it is based on Gwyn’s honest reporting of 
what he prefers to do (walking) and where he feels he needs additional support 
(healthy eating). Gwyn’s blood pressure is starting to reduce as his weight is 
steadily reducing as and he increases his activity levels.

1. Give one reason why Gwyn might have lied to Dr Jones about his likes, 
dislikes and behaviours.

2. Give one reason why it’s important that Gwyn is honest with Dr Jones.

3. Give one reason why it’s important for Gwyn to take responsibility for his 
own health and well-being.

DRAFT
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More than Just Words

The strategic framework More than Just 
Words intends to address the rights and 
needs of Welsh speakers. This includes 
the right to communicate in Welsh when 
accessing and experiencing health and 
social care services, as something needed 
to support good health, well-being and 
resilience.

The Welsh Government strategy Cymraeg 
2050 sets out the Welsh Government’s 
vision to reach one million Welsh speakers by 2050. More than Just Words and the Active 
Offer in health and social care promotes this vision, along with people’s right to access and 
experience their service through the medium of Welsh. 

According to the Cymraeg 2050 strategy, the NHS, 
social services and social care is delivered by 200,000 
staff in Wales. Patients interact with the NHS twenty 
million times a year. In parts of Wales, there are a 
significant number of predominantly Welsh speakers. 
For example, 37% of Welsh speakers were living in 
mid and south west Wales, and Gwynedd in 2011. 
According to the Welsh Government (2019), 76.4% of 
residents aged three and over reported being able to 
speak Welsh in 2018. It is anticipated that these numbers will have increased even further 
since then. In view of this, the health and social care sector can make a massive contribution 
to the increased use of Welsh in the workplace.

Health and social care strategies make a commitment to valuing uniqueness, the rights of 
the individual and what matters to the individual as factors that promote and support good  
well-being. Set within this context, More than Just Words emphasises the following:

• Communication with an individual in their own language demonstrates dignity and 
respect for an individual’s identity and it promotes their human rights. It means 
a Welsh speaker doesn’t have to go through the distress of having to translate 
how they feel or what they want into English when they are already in challenging 
circumstances, such as being in pain or feeling afraid because they don’t understand 
what is happening.  An individual will be in no position to ask to see a Welsh 
speaking member of staff in these circumstances, therefore health and social care 
services should be available in Welsh without being asked.

Keywords

Cymraeg 2050

Active Offer

More than Just 
Words
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• Being able to communicate in Welsh is integral to an individual – it is part of who 
they are, and so delivering services in Welsh should not be treated as an optional 
extra. Instead, communication through the medium of Welsh should be an inherent 
part of health and social care services.

The Active Offer principle
◊ An Active Offer means providing a health and social care service in 

Welsh without the patient having to ask for it.

More than Just Words and the Active Offer promote good health, well-being and resilience in 
the following ways:

• They increase the quality of care and support by removing the need for translation 
which can pose a barrier to communicating feelings, thoughts and beliefs directly 
from one person to another. Four groups of people are identified to be particularly 
disadvantaged in these circumstances:

 ∘ children and young people

 ∘ older people

 ∘ people with learning disabilities

 ∘ people suffering from a mental illness.

• Through using the individual’s first choice of language, there is a reduced risk of 
causing distress to an individual who might already be worried or upset, such as a 
very young child, a person living with dementia or someone experiencing a heart 
attack.

• The strategy improves communication between an individual and a worker, 
increasing the likelihood of good personal outcomes for the individual, and 
maintaining good professional standards for the worker. An ability to communicate 
effectively is an essential part of a worker’s role in a wide range of health and social 
care settings.DRAFT
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• Individuals’ rights are being upheld in accordance with two key principles contained 
in the Welsh Language (Wales) Measure 2011. These are that the Welsh language 
should be treated no less favourably than the English language. Also, that people in 
Wales should be able to live their lives through the medium of Welsh if that is their 
choice.  

The More than Just Words strategic framework identifies six key objectives that health and 
social care organisations need to work towards to ensure they deliver their services in Welsh. 
They are listed in the following table.

Objectives that organisations should work towards

1 Having a complete approach to Welsh language services so that they are integral 
to service planning and delivery.

2 Provision of care and support based on the Active Offer.

3 Increasing Welsh language amongst workers, especially in priority areas where 
workers are communicating directly with individuals.

4 Creating leaders who support and promote the Welsh language so that Welsh 
speakers can always access care and support in their own language.

5 Providing education, learning and development programmes that reflect 
responsibility to plan and provide Welsh language services.

6 Ensuring that all national strategies, policies and leadership programmes make 
Welsh language services a part of the mainstream.DRAFT
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ACTIVITY

1. Imagine that you are alone in a country where you can speak some of 
the local language, but do not use this language on a daily basis. You are 
sight-seeing and collapse on the street in horrendous pain. You are rushed 
into hospital. When you arrive, you continue to be in severe pain, but the 
staff do not speak your language. You have to communicate with signs and 
gestures. How does this make you feel?

2. Later that day, a staff member who is fully fluent in your language comes 
to see you to assess your pain and ask how you are. How does this make 
you feel?

3. How do you think these two different circumstances might influence staff 
members’ ability to identify the best response to your pain?

This activity shows how essential it is to be able to communicate in our own 
language, especially in times of crisis.

SUMMARY OF LEARNING
LEGISLATION AND STRATEGIES FOR PROMOTING GOOD HEALTH, 
WELL-BEING AND RESILIENCE

In this chapter you have:

• Gained knowledge and understanding of legislation and strategies for 
promoting good health, well-being and resilience, including:

 ⃘ Social Services and Well-being (Wales) Act 2014

 ⃘ Well-being of Future Generations (Wales) Act 2015

 ⃘ The principles of prudent healthcare

 ⃘ A Healthier Wales: our Plan for Health and Social Care

 ⃘ More than Just WordsDRAFT
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Suggested 
Responses
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Chapter 4:  Social  and economic 
determinants and how they 
contr ibute to inequal i t ies in health 
and wel l -being

Test your knowledge: 

1. Social determinants linked to health and well-being include: 

• education

• social support and networks

• community

• lifestyle behaviours

• environment

• access to services

• social exclusion.

2. Economic determinants linked to health and well-being include:

• employment

• income

• food

• housing

• transport

• poverty.

Note: There can be a cross-over between social and economic determinants. For example, 
housing can be regarded as a social determinant because of the social circumstances in which 
housing is situated (e.g. feelings of safety). However, it is equally important for the contribution 
it makes to a person’s economic circumstances.

Section 2: Understanding perspectives of health, 
well-being and resilience

DRAFT
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Understanding perspectives of health, well-being and resil ience

Section 2

Activity:  

1. Positive influences that contribute to good health and well-being include the following:

• The motivation to make positive choices in relation to hereditary issues and lifestyle 
choices has a positive influence on individuals’ lives.

• Respect for diverse and unique characteristics supports good self-esteem and  
self-worth.

• Resilience enables individuals to weather stress, adversity and challenges.

• Sufficient resources for living supports prosperity.

• A society that promotes positive attitudes, values and beliefs towards differences in 
health and well-being contributes to equality, where people can thrive.

• Social and community networks support important human attachments and 
relationships.

2. Negative influences that contribute to poor health and well-being include the following:

• A lack of motivation to make positive choices in relation to hereditary issues and 
lifestyle choices has a negative influence on individuals’ lives.

• Discrimination in relation to diverse and unique characteristics leads to poor  
self-esteem and self-worth.

• A lack of resilience, or low resilience, prevents individuals from weathering stress, 
adversity and challenges.

• Insufficient resources for living means living in poverty. 

• A society with negative attitudes, values and beliefs towards differences in health 
and well-being contributes to inequality, which hinders people’s ability to reach their 
full potential. 

• A lack of social and community networks prevents important human attachments 
and relationships, risking social isolation and loneliness.DRAFT
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Case study:

1. These circumstances could influence the personal resilience of Dylan and Gareth during 
their adolescence in the following ways: 

• Dylan’s circumstances support his ability to develop personal resilience, including 
the ability to weather stress, adversity and challenges.

• Gareth’s circumstances reduce his ability to develop resilience, making him less likely 
to be able to weather stress, adversity and challenges.

2. Influences on Dylan’s mental and emotional well-being include the following:

• His circumstances provide an 
opportunity for sleep and rest.

• Opportunities for spirituality (feeling 
at peace with oneself).

• Calm, stable mood.

• Good self-esteem.

• Good self-worth.

• Positive emotions such as happiness.

• Feelings of safety and security.

• Positive attachments.

• Reduced risk of poor mental health, 
such as depression and anxiety.

3. Influences on Gareth’s mental and emotional well-being include the following:

• His circumstances provide limited 
opportunity for sleep and rest.

• Few opportunities for spirituality 
(feeling at peace with oneself).

• Agitated, unstable mood.

• Poor self-esteem.

• Poor self-worth.

• Negative emotions such as 
unhappiness and anger.

• Feelings of being unsafe and 
insecure.

• Poor attachments.

• Increased risk of poor mental health, 
such as depression and anxiety.DRAFT
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Understanding perspectives of health, well-being and resil ience

Section 2

Resources for living

Income and work

Test your knowledge: 

1. Disposable income is the amount of money available to households for saving and 
spending after direct taxes such as income tax have been paid.  

2. Benefits linked to being in work include:

• good self-esteem

• positive sense of identity

• opportunities for social interaction

• friendships

• sense of community

• resilience

• ability to use knowledge, skills and experience for the benefit of others

• material rewards – income

• emotional rewards – job satisfaction.

3. Factors that influence the ability to gain social and economic benefits from income and 
work within communities include:

• the availability of work and the quality of jobs that can be accessed

• the qualifications held by a person

• barriers to employment. DRAFT



U
n

d
e

rs
ta

n
d

in
g

 p
e

rs
p

e
c

ti
ve

s 
o

f 
h

e
a

lt
h

, 
w

e
ll

-b
e

in
g

 a
n

d
 r

e
si

li
e

n
c

e

126

Case study:

1. Aspects of being in work that are supporting Greta’s resilience include:

• a continued sense of purpose

• ongoing structure to her day

• continuation of routines

• continued sense of control in work

• the ability to focus on work as 
something positive

• emotional support from colleagues

• a sense of perspective provided by 
work

• knowledge that the bills can still be 
paid

• positive sense of identity

• emotional rewards – job satisfaction.

2. Aspects of poverty Greta might experience include:

• increased debt

• resorting to illegal money lenders

• having no disposable income

• food hunger and insecurity

• inability to heat her home

• no longer able to maintain 
ownership of a car

• lack of holidays or leisure activities 

• increased risk of making negative 
lifestyle choices caused by stress

• loneliness and social isolation

• increased risk of poor personal 
resilience   

• loss of her home through debt 
followed by homelessness.

Test your knowledge: 

1. Being economically inactive means that a person is not looking for work because of 
circumstances such as illness, being a carer, studying full-time or having taken early 
retirement.

2. Rural poverty relates to people living in rural areas who have insufficient resources to 
meet their living needs.DRAFT
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Test your knowledge: 

1. A person specification is a description of the qualifications, skills, knowledge and 
experience an employer states a worker must have, if they are to do a specific job.

2. Adverse childhood experiences are stressful or traumatic events that are experienced 
in childhood, such as witnessing domestic abuse, having a close family member with 
mental health problems and physical and psychological neglect. 

Case study:

1. Challenges Ceri has faced that have not affected Elis include:

• experiencing in-work poverty

• lack of attachment with one parent 
(his mother)

• carer for brother, aged ten

• responsible for shopping and 
household tasks

• worried about his dad’s health

• juggling work and study.

2. Observations could include: 

• Insufficient time to focus on GCSEs.

• Only just passed two GCSEs.

• GCSEs are at a low grade.

Poverty and Access to Services

Test your knowledge: 

1. Poverty is when a person’s resources are well below their minimum needs, including the 
need to be a part of society.  

2. Child poverty is living in a household where there are insufficient resources to afford 
food, reasonable living circumstances and an ability to participate in activities that are 
taken for granted by others in society.DRAFT
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Case study:

1. Aspects of Dai’s circumstances and appearance that indicate he is living in poverty and 
requires a full care needs assessment include the following:

• he cannot afford to pay his council 
tax bill

• he goes to his local library to keep 
warm

• poor personal hygiene

• sores on his hands

• his clothes are dirty and worn

• he has no coat even though it has 
been snowing

• malnutrition.

2. Ways in which intervention from the Advice Hub prevents further decline in Dai’s health 
and well-being include:

• Prevention of further poverty – support with an application for a council tax 
reduction.

• Early intervention via observation of Dai’s appearance and circumstances – Catrin 
has knowledge of what might trigger the need for a full care needs assessment from 
social services.

• Dai has a care and support plan in place as a result of his initial visit to the 
information, advice and assistance service.

Individual’s experiences and lifestyles

Hereditary and lifestyle factors

Test your knowledge: 

1. Hereditary factors relate to biological genes inherited from parents.

2. Lifestyle factors relate to choices and behaviours such as smoking, alcohol, diet, 
substance misuse and physical activity.  

3. Health conditions linked to race and ethnicity include:

• thalassaemia • sickle cell disease.

DRAFT
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Case study:

1. Narendra might influence the children’s lifestyle behaviours in the following ways:

• sedentary lifestyle, e.g. sitting in front of the television

• making unhealthy lifestyle choices, e.g. choosing to sit and watch tv as opposed to 
going to the park to be active

• cooking food in unhealthy ways, e.g. using large amounts of oil

• eating snacks high in salt, sugar and fat, e.g. crisps and sweets

• being obese.

2. Anita might influence the children’s lifestyle behaviours in the following ways:

• active behaviour, e.g. going to the park

• making healthy lifestyle choices, e.g. choosing to go to the park to be active as 
opposed to sitting in front of the tv 

• cooking food in healthy ways, e.g. being careful with salt, sugar and fat 

• eating healthy snacks such as fruit and vegetables

• maintaining a healthy weight.

3. In-work poverty might affect the family’s ability to buy healthy food or benefit from 
activities such as soft play in the following ways:

• low income means a reduced ability to buy a range of healthy foods.

• low income limits the options for activities, based on the ability to pay for them.DRAFT
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Personal characteristics, discrimination and resilience

Test your knowledge: 

1. Personal characteristics refer to different aspects of human identity that contribute to 
individuality. An example of a personal characteristic is age.

2. Direct discrimination means treating an individual less favourably because of their 
protected characteristic. An example is refusing to accept a Bed and Breakfast booking 
from a same sex couple because of their sexual orientation.

3. Hate crime is defined as any incident perceived by an individual, or another person, to 
have been motivated by prejudice or hate towards a person’s identity. One group of 
people protected by hate crime legislation are disabled people.

Case study:

1. Ways in which Anwen has challenged some traditional views of ‘being a woman’ include:

• she hasn’t married and she is 
currently single

• she manages the family farm

• she has made the family farm a 
financial success.

2. Ways in which Gethin has challenged some traditional views of ‘being a man’ include:  

• he is gay • he has children with his husband

• he doesn’t manage the family farm.

3. Ways in which living their lives according to their choice has promoted the health and 
well-being of both Anwen and Gethin include:

• good mental and emotional  
well-being

• good self-esteem

• positive sense of identity

• supported spirituality – they are at 
peace with who they are

• positive attachments within the 
family, shown by their parents’ 
unconditional love when their 
children’s lives turn out differently to 
what they expected for them 

• good physical health supported by 
good mental and emotional  
well-being.

DRAFT
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Test your knowledge: 

1. Personal resilience is the ability to draw upon inner resources to weather stress, 
adversity and challenges during life.  

2. Ways in which adverse childhood experiences can affect individuals when they go on to 
have a family of their own include the following:

• Reduced resilience to weather adversity when it happens, such as a relationship 
breakdown, parenthood, unemployment and bereavement.

• Inappropriate and unacceptable responses to stress, such as violent behaviours and 
hurting others including one’s own family.

• Inability to love and nurture one’s own children, repeating a history of poor 
attachments and relationships, and the resulting consequences.

• Poor health and well-being including poor mental and physical health.

Case study:

1. Experiences that are likely to have had a negative impact on Leroy’s personal resilience 
during his childhood include the following: 

• domestic violence

• disruption of leaving the family home 
and living in a refuge

• his father’s alcohol abuse

• having to leave a familiar home, 
school and friends behind.

2. Factors that have supported Leroy to become a positive parent, so he can contribute to 
good family resilience, include the following:

• positive attachment to his mum

• stability in his home life after leaving 
his dad

• early intervention during his 
childhood, preventing the repetition 
of harmful behaviours.DRAFT
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Society and communities

Attitudes, values and beliefs

Test your knowledge: 

1. Social stigma is a situation where an individual experiences negative social attitudes 
because of an aspect of their identity or lifestyle.

2. Poverty increases the risk of poor mental health in the following ways:  

• poverty is linked to stress and 
trauma

• poverty is linked to low levels of 
resilience

• discrimination as a consequence 
of mental health problems 
reduces a person’s ability to access 
employment.

Test your knowledge: 

1. Social values relate to a society’s ethics, i.e. what it believes to be right and wrong, and 
the principles it upholds as important and worthwhile.

2. Cultural and religious beliefs are shared values, beliefs, ways of doing things and 
assumptions based on one’s culture or religion.

Case study:

1. Aspects of Carys’ lifestyle that generate different social attitudes and behaviours 
towards her include:

• her hoarding disorder • hanging up the bottle top garlands.

2. Ways in which negative social attitudes and behaviours affect Carys’ health and  
well-being include the following:

• abuse restricts her willingness to 
go out for food, and this affects her 
physical health

• she is reluctant to go out for a walk 
and this affects her physical health

• she experiences abuse which 
increases her OCD, affecting her 
mental health

• she lives in fear due to people’s 
unpredictable reactions towards her, 
and this affects her mental health.

DRAFT
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Social and community networks

Test your knowledge: 

1. Loneliness is defined as a personal feeling of disconnection, detachment or emptiness.  

2. Social isolation means being separated from social and community networks such as 
family, friends, neighbours, community involvement or access to services.

3. Social barriers to accessing social and community networks include:

• inadequate public transport

• poor physical environment

• lack of access to broadband connections 

• poor physical health and well-being

• poor mental health and emotional well-being. 

4. Economic barriers to accessing social and community networks include:

• inability to pay for public transport

• inability to own a vehicle, if needed due to inadequate public transport

• inability to pay for broadband connections

• inability to pay for devices that enable online communication.DRAFT
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Case study:

1. Factors that have reduced Elen’s ability to access her social networks include: 

• eye operation

• inability to drive

• reliance on public transport which is infrequent, with indirect routes to Elen’s chosen 
destination

• fear in relation to incontinence restricting Elen’s freedom.

2. Ways in which ongoing feelings of loneliness and isolation might affect Elen’s health and 
well-being include:

• inactivity and poor physical well-being

• increased risk of depression

• poor sleep patterns

• reduced resilience

• poor mental and emotional well-being

• reduced confidence to continue with social interaction.

DRAFT
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Chapter 5:  Trends,  patterns and 
perspect ives of  health,  wel l -being 
and resi l ience

Activity:

Topic 
area Sub-topic Example trend or pattern

Re
so

ur
ce

s 
fo

r 
liv

in
g

Homelessness 36.5% of households accepted as homeless and in priority 
need were found to be vulnerable due to old age, mental 
illness, physical disability, learning disability or other special 
reasons.

Poverty The National Survey for Wales has reported that the following 
groups of people are more likely to be in material deprivation:
• females
• people aged 45–54, closely followed by people aged 35–44
• people with no qualifications
• sufferers of long-standing illness, disability or infirmity 
• people living in social housing
• families with one or more children in the household
• people with no access to the internet
• people with no access to a car or van 

Unemployment Unemployed people aged 30–49 feel more isolated in their 
local community and less optimistic about life, compared to 
the overall national sample of people.

Workforce There were 1.5 million people in employment in Wales 
between December 2019 and February 2020, down 36,000 
(2.4%) from the same period the previous year.

Growth in social 
enterprises

There is an increase in businesses committed to improving 
health and well-being, as 46% report their mission is to 
support vulnerable people (compared to 35% in 2016) and 
45% aim to improve health and well-being (compared to 39% 
in 2016).

Uptake of care at 
home services

People aged 85 and over access the highest level of domiciliary 
care – 12,278 people aged 85 and over compared to 5,128 
people aged 18–64.

Gaps in social 
care provision

By 2035, the proportion of adults living with a limiting  
ong-term condition is expected to increase by 22%.

DRAFT
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Topic 
area Sub-topic Example trend or pattern

In
di

vi
du

al
s’

 e
xp

er
ie

nc
es

 a
nd

 li
fe

st
yl

es
Cardiovascular 
disease

The rate of CVD in the most deprived areas in Wales is more 
than twice the rate in the least deprived areas. 

Cancer The number of older people living with cancer is set to treble 
between 2010 and 2040. 

Dementia The vast majority of people living with dementia are older 
people, over the age of sixty-five. 

Mental well-being People in employment report higher percentages of positive 
well-being compared to unemployed people. 

Alcohol People living in the least deprived areas of Wales reported 
a higher frequency of drinking above guidelines in a usual 
week in 2016/17–2017/18, compared to people living in the 
most deprived areas.   

Smoking People over the age of sixteen in the most deprived areas 
in Wales are more likely to smoke than those in the least 
deprived areas.  

Child and adult 
obesity

The prevalence of obesity in children aged 4–5 is 6% higher 
in the most deprived areas in Wales, compared to the least 
deprived areas. 

Healthy eating Adults in less deprived areas eat more fruit and vegetables 
than those in the most deprived areas. 

Physical activity Adults in less deprived areas have higher levels of physical 
activity. There is a 15% inequality gap between the least and 
most deprived areas. 

Childhood 
immunisations 
uptake

The reported inequality gap in immunisation coverage 
between children aged four living in the most and least 
deprived areas had increased from 6.2 to 9.2 percentage 
points in 2019, compared to 2017/18.  

Screening uptake Participation in adult screening programmes is less in areas 
of deprivation compared to affluent areas. 

Maternal and 
child health

The percentage of singleton (one baby) low birthweight 
babies is slightly lower in babies from ethnic minority groups 
than babies from white ethnic groups.

Teenage 
pregnancy

The number of women who smoked at initial assessment 
was higher for younger women, with one third (33%) of 
women aged 16–19 smoking at their initial assessment.   

Adverse 
childhood 
experiences

Compared to people with no ACEs, those with four or more 
ACEs are 3.7 times more likely to currently be receiving 
treatment for mental illness.

DRAFT
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Topic 
area Sub-topic Example trend or pattern

In
di

vi
du

al
s’

 e
xp

er
ie

nc
es

 
an

d 
lif

es
ty

le
s

Safeguarding Children aged 5–9 account for 30% of all children on the 
child protection register in Wales, closely followed by 
children aged 10–15 (29%).

Care-experienced 
children and 
young people

The proportion of care-experienced children who are  
non-white has increased from 6% in 2014–15 to 9% in 
2018–19.

Youth offending Prisoners with 4 or more ACEs are four times more likely to 
have ever served a sentence in a young offender institution 
than those with no ACEs. 

Topic 
area Sub-topic Example trend or pattern

So
ci

et
y 

an
d 

co
m

m
un

it
ie

s

Community 
cohesion

60% of those who live in the least deprived areas are very 
satisfied with their local area, compared to 30% in the most 
deprived areas.

Loneliness and 
social isolation

37% of people in material deprivation are lonely, compared 
to 14% of those who are not in material deprivation. 

Pollution Public Health Wales has referred to research carried out in 
Wales showing that people living in the most deprived areas 
of Wales may be more vulnerable to air pollution than those 
living in the least deprived areas.

DRAFT
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Chapter 6:  Legis lat ion and strategies 
for promoting good health,  
wel l -being and resi l ience

Case study:

1. Ways in which Owen’s choices and behaviours have influenced his health and well-being 
later in life include:

• poor health and well-being • heart attack as a result of poor 
choices and behaviours.

2. Nia’s choices and behaviours are likely to impact her future health and well-being in the 
following ways:

• reduced risk of poor health and 
well-being later in life

• likely to enjoy good health and  
well-being, not just an absence of 
disease.

3. Ways in which Owen has used healthcare services and resources that perhaps could 
have been prevented include the following: 

• he required the services of an 
ambulance crew

• he needed an operation

• he had a stay in hospital

• he needs medication.

4. Nia’s use of healthcare services might differ to that of her grandad when she reaches his 
age in the following ways:

• less likely to experience severe ill 
health

• less likely to need healthcare services

• reduced demand on healthcare 
resources.DRAFT



139

Understanding perspectives of health, well-being and resil ience

Section 2

Case study: 

1. Reasons why Gwyn might have lied to Dr Jones about his likes, dislikes and behaviours 
include the following:

• he feels intimidated by Dr Jones’ GP status

• he thinks it is what Dr Jones wants to hear

• he feels too embarrassed to admit he has not done what he said he would do.

2. Reasons why it’s important that Gwyn is honest with Dr Jones include the following:

• she can provide support based on fact as opposed to fiction

• allocating time and resources to things (e.g. the gym) that will not work to improve 
Gwyn’s health and well-being will be a waste of both Gwyn and Dr Jones' time

• honesty increases the likelihood of support being effective, based on what Gwyn 
likes to do

• being truthful fits in with Gwyn’s need to be responsible for his health and  
well-being.

3. Reasons why it’s important for Gwyn to take responsibility for his own health and  
well-being include the following:

• Ultimately, it is Gwyn’s life and he will experience the results of his own decisions 
and actions relating to his health and well-being. For example, if he makes no 
changes there is an increased likelihood he will suffer a stroke or a heart attack.

• Gwyn’s decisions and actions will also affect his family and friends, e.g. if he 
becomes ill or dies prematurely. Therefore, taking personal responsibility reduces 
the risk of others being adversely affected.

• Gwyn is more likely to promote his health and well-being if he finds healthy foods 
and activities he enjoys, coupled with his willingness to take responsibility for his 
health and well-being.DRAFT




