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In brief
Often it can be hard to use the right term to
describe what we mean. This is particularly
important when we are talking about young
people’s health inequalities, a complex and
potentially sensitive issue. Language should
be clear and should not “other” young
people. It is hard to choose the right terms.
We recognise these challenges and
complexities. This research provides insight
from stakeholders working in the field and
from young people. They offer their advice
and best practice on how to effectively and
sensitively refer to young people’s health inequalities in your work.

Introduction: the problem with language and labelling health inequalities
Talking about health inequalities is complex. There are multiple aspects and contributing
factors that can get muddled and confused when we try and articulate what health
inequalities are. Elsewhere, we attempted to bring some clarity to these discussions by
producing a new definition and conceptual model that specifically describe young people’s
experiences of health inequalities. While that paper covered the “what” and the “how” of
health inequalities, this paper turns to the “who”. How should we refer to groups of young
people potentially faced with health inequality?
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Grouping and naming young people’s experiences of health inequalities is not simple.
Ultimately, every young person is unique and will have their own experience. However, for
researchers and policy-makers, there is a lot of value in organising young people into
different descriptive groups or terms (such as “LGBT”, “BAME”, “young carer”, etc). Labels
provide a quick, shorthand reference that others will likely understand. By organising young
people into groups, we can measure their outcomes and determine who needs the most
support and where to target resources. Also for some young people, labels allow them to be
heard and seen by professionals and services. Attempts have been made to capture the
needs of different groups within policy debates, such as the protected characteristics list
and inclusion health. But there are concerns that these lists don’t provide a comprehensive
list of all young people who may be more likely to experience health inequalities.
Using labels to categorise subgroups only captures one aspect of a person’s identity and
does not allow for an easy analysis or discussion of intersectionality. Labels are “catch all”
terms that obscure variation of experience within the group. Intersectionality is the way in
which different social categories interact and overlap which creates a unique experience of
discrimination or disadvantage. This can amplify and exacerbate experiences of health
inequalities but is often ignored within policy-making and practice.
Taking all of this on board then, the language used to describe young people’s health
inequalities is highly important. Language can at times be perceived as negative and
problematic if there are implications that one group is “different” to their peers, or if
language suggests certain groups of young people are predestined to negative outcomes. As
a result, there is some agreement within debates on terms that should be avoided such as
“hard to reach” which seems to place blame on the individual for not being accessible to the
researcher or policy maker. There have also been critiques for specific terms, such as
“BAME” (black and ethnic minority) which is considered to be unhelpful in combining the
varied experiences of all ethnic minorities. There is, however, very limited agreement on
what terms should be used, specifically in relation to what terms young people themselves
believe to be “good”, accurate and representative of their experiences.
In this paper, we present findings from consultation with stakeholders working in the field
of young people’s health inequalities and from conversations with young people directly
about their views on the use of language in this context. We hope that the learnings from
this will inform a more nuanced way of discussing young people’s health inequalities and
the groups of young people most likely to experience these. However, we recognise that
there is always more diversity of experience within population groups than it is possible to
capture within language. Language is always evolving and as professionals working with
young people, we must routinely ask and check with them about whether they believe that
the language used in conversations with them and to describe them is appropriate.

Methods: what did we do?
Survey: We ran a survey of stakeholders exploring the language used to describe young
people who are more likely to experience health inequalities. It ran from 21 June to 12
July 2021, hosted on the Survey Monkey platform. The survey contained a mixture of
questions, from closed-choice options to open ended responses. There was a total of
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39 responses to the survey. Although not a large enough sample to be representative
of the wider population of potential stakeholders, the promotion of the survey was
directly targeted to those whose work specifically relates to young people’s health
inequalities. The background data on the survey respondents shows a wide spread of
respondents from across different sectors (healthcare professionals, third sector
organisations, academia and education).
Stakeholder event: On 20 July 2021, we hosted a virtual stakeholder event on the same
topic as the survey. In total there were 24 attendees at the stakeholder event. Again,
the attendees represented a range of sectors and organisations. It was chaired by
Emma Rigby (AYPH CEO) alongside presentations from Rachael McKeown (AYPH
Inequalities Policy Fellow), Ann Hagell (AYPH Research Lead) and Jeremy Sachs (AYPH
Project Manager / Young person’s engagement lead). Following the presentations,
attendees were split into three breakout rooms where facilitated discussions took
place around the use of language and health inequalities. This allowed us to gain a
more detailed understanding of the views of stakeholders working in this field.
Gathering young people’s views: We have attended two meetings of the AYPH Youth
Advisory Panel (YAP) to inform this work. The young people involved in the panel were
recruited following a thorough application process and they
represent a diverse group with a range of experience. There were
around 4-6 young people present at each of the meetings we
attended in March and August of 2021. In addition, one young
person took part in a separate semi-structured interview on this
topic of language and health inequalities, as they had a specific
interest in identity and language. The interview took place by
telephone in September 2021.

What did we find from the stakeholder feedback?
Findings from the survey and stakeholder event confirmed messages from the literature
about the complexity and challenges relating to language for young people’s health
inequalities.
Health inequalities are important for young people as an age group
There was agreement among survey respondents that adolescence is a key period when
health inequalities are both developed and embedded, with 77% of respondents selecting
the 15-20 age group as the “most likely” of all ages to experience health inequalities.
However, this result may be biased due to the nature of the respondents reflecting those
who have a stated specific interest or work in this field.
The survey also asked respondents to describe the causes and the outcomes of young
people’s health inequalities. There was notable confusion between the drivers and the
outputs, with many unable to clearly distinguish between the two aspects in their
responses. The detail from these responses has informed the development of our
conceptual model for young people’s health inequalities.
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A wide range of groups of young people experience health inequalities
Respondents were asked about which groups of young people they thought were most
likely to experience health inequalities based on their work. Respondents were provided
with a long list of options of different groups of young people to choose from. It was
possible to select more than one group in their response. The results of this question are
presented in Figure 1. Interestingly, every group in the list was selected by at least five
respondents. The spread between groups chosen was relatively even, which suggests that
stakeholders believe that a wide range of different groups of young people are likely to
experience health inequalities. In fact nearly half of respondents chose the “all of the
above” option response to this question. During the stakeholder meeting, some attendees
found that choosing from the listed groups of young people was not reflective of young
people’s intersectional experiences.
The top three groups selected as being most likely to experience health inequalities were:




Young people with mental health problems
Looked After Children / care leavers / care experienced young people
Young people with special educational needs / young people with learning
disabilities or difficulties

Looking specifically at this top selection of groups raises an important question
distinguishing causes from outcomes in health inequalities. Mental health and learning
disabilities can both be conceptualised as health outcomes. If young people are exposed to
economic inequalities and disadvantage via the “social determinants” of health, then they
will have an increased likelihood of poorer health outcomes, including in mental health and
learning disability. Having these conditions will then limit the young person’s ability to fully
engage in society, for example potentially impacting on school attendance. This will
feedback into the “social determinants” of the young person’s life and may therefore
contribute to other physical or mental health conditions. However, we do not see these
conditions as a starting point for being more likely to experience poorer health outcomes in
life.
Alternatively, however, care experienced young people represents a distinct group who may
be more likely to face barriers that prevent them from living healthy lives, which could
result in worse health outcomes. It is important to note that this relationship is not
predetermined and many care experienced young people will live healthy lives without
experiencing health inequalities. We plan to explore the views and experiences of care
experienced young people and their health through engagement work with young people,
as part of a wider piece of work in our health inequalities policy programme.
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Figure 1: Stakeholders’ views on groups of young people experiencing health inequalities
Which of these groups of young people who experience health inequalities are important
in your work? You can select more than one option.
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Stakeholders rely on common language, but change terms they use depending on the
context they’re in
We asked respondents to select which terms they are most likely to use at work when they
are describing young people’s health inequalities. The results are presented in Figure 2.
Respondents were able to select more than one answer and we can see that a range of
options were selected.
The most commonly used terms by stakeholders are “vulnerable” and “at risk”. This may not
be surprising as these terms have existed for a considerable length of time. They are widely
recognised in professional settings and it is likely others will quickly understood what is
meant by using these terms. However, recently these terms have developed a negative
reputation in some circles for automatically placing young people in a bad and precarious
position. As we have already discussed, the relationship with health inequalities is not linear
or predetermined, which may be implicit in these terms.
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Figure 2: Terms used by stakeholders for young people experiencing health inequalities
Which of these terms do you use when describing groups of young
people more likely to experience health inequalities?
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There have been efforts to encourage the use of language that provides a more positive
framing and gives young people a sense of agency. From our survey results, we can see that
very few people are using terms such as “undiscovered to us” and “equity seeking” in
practice. This may reflect the fact that these terms are not known or understood by
stakeholders. In the stakeholder event we explored this point in more detail and it was
noted that it can take a considerable amount of time before theory on appropriate language
filters down into practical use and application in settings with young people. We also
discussed a potential concern with using positive to language to discuss health inequalities,
which is by nature a negative topic.
However, there was acknowledgement from stakeholders about the power of words and
language relating to this topic. One of the survey respondents with lived experience
reflected on this:
“There is a horrible tendency amongst much of the health and children’s sectors to
describe cyp [children and young people] living in deprived areas as poor or deprived.
Often the people are well meaning but as someone who grew up living in poverty, I find it
alienating even now that I am not.”
During the stakeholder event, some of the attendees echoed these views and said that they
had received feedback from young people that some language can be perceived as
“pejorative” and “patronising”. However, it was also noted that not all language is
problematic and some terms can be empowering for young people, as they provide identity
markers for belonging to certain groups (e.g. being part of the Black or LGBTQ+
communities).
Three quarters of respondents to the survey reported changing the language that they used
depending on the setting or context they are in (see Figure 3). This highlights how
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professionals are aware of the difficulties and challenges associated with different terms
that may have connotations or repercussions on young people. The reasons cited for
changing language were:







Differences between “professional” language and language that is appropriate for
patients or young people
Taking a person-centred approach and tailoring language to the needs of the young
person
Explaining different terms if they are not understood by the young person
Changing terms to be culturally sensitive within different contexts
Use of some terms can save time in conversations as people understand them – they
can be used in a short hand way
Some terms are powerful and loaded, which can be helpful for influencing decisionmaking

Figure 3: Stakeholders’ contextual use of language
Do you change the language you use depending on the
setting or context you are in?
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10
5
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It is interesting that professionals commonly changed their language depending on whether
they were talking to other professionals or whether young people were present. This can
perpetuate the notion that professionals are not always truthful with young people and that
they communicate through jargon or ways that young people don’t understand, although it
may also stem from an attempt to be youth friendly. One stakeholder responded to say:
“In professional meetings I sometimes use words on the lists above as a quick way of
communicating to other professionals but would never use them with YP [young people]
or families.”
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There is confusion around protected characteristics and inclusion health groups
Protected characteristics provides a classification for understanding inequality within the
Equality Act of 2010. It means that it is against the law to discriminate someone because of:










Age
Disability
Gender reassignment
Marriage and civil partnership
Pregnancy and maternity
Race
Religion or belief
Sex
Sexual orientation.

NHS England have developed a list of all people who are socially excluded within ‘All Our
Health’. The list includes:









Poverty and financial hardship
Homelessness and insecure accommodation (including Gypsy / Traveller)
Understanding the system (language barriers / learning disabilities / mental health
barriers)
Refugees / asylum seekers / migrants
Criminal justice system
Unable to access services as a result of abuse (domestic abuse / modern slavery /
trafficking)
Ill health (physical or mental)
Those who are marginalised or feel stigmatised (gender / LGBT / HIV)

We asked survey respondents whether they found these lists helpful for their work. There
was a general sense that the lists aren’t useful when relating to young people’s health
inequalities. One respondent stated “this is far too high level to be useful [protected
characteristics]”. Respondents also reflected on the fact that listing characteristics or groups
ignores the interacting and intersecting nature of different parts of a person’s identity, as
one respondent reflects, “It is about the combination of different factors and the burden
that than places on the individual”.
We also asked respondents whether they felt that each of the lists were a comprehensive
reflection of everything that needed to be captured in relation to young people’s health
inequalities. The results show that the majority of stakeholders (71%) do not think that the
protected characteristics list covers everything (Figure 4). There is a much more mixed
picture for inclusion health, as it is clear that there is uncertainty relating to whether this list
is complete (Figure 5).
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Figure 4: Views on protected characteristics
Do you think Protected Characteristics covers everything we
need to know to understand young people's health
inequalities?
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Figure 5: Views on inclusion health groups
Does this list cover all the health inclusion groups that you
think it should?
80%
70%
60%
50%
40%
30%
20%
10%
0%

Yes

No

Unsure

When probed on what stakeholders thought was missing from the lists, we noticed that
there was a cross over between both lists. So, what was deemed to be “missing” from the
protected characteristics was in fact included within the inclusion health groupings and vice
versa. There were two notable exceptions that are not incorporated in either list: Looked
After Children / care experienced young people and young carers. This is important as we
know that these two groups of young people may be more likely to experience health
inequalities, yet they may not be protected or considered within systems if they are not
referred to in either of these lists.
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The Office for Health Improvement and Disparities (OHID) (previously Public Health England)
have produced a helpful diagram showing the overlaps between the different lists and other
aspects of inequality. This could be used by professionals to help inform how their work fits
into the diagram and who might be more likely to experience health inequalities.
Figure 6: Overlaps between different categorisations of inequality (from OHID)

Intersectionality is not well understood or researched
We asked respondents what they thought “intersectionality” meant. Through our own
research and conversations with young people, we understand that we cannot view single
aspects of a young person’s life in isolation. Intersectionality occurs where different factors
and aspects of identity interact to create a different experience. We need to view the whole
of the person and appreciate that every individual’s experience will be unique. However, in
response to the question there was limited understanding of how well stakeholders
understood and thought about intersectionality in relation to their own work on young
people’s health inequalities. However, this theme was discussed in more detail at the
stakeholder event as people reflected on their own work with young people.
While some survey respondents were able to clearly articulate what intersectionality is and
how it is relevant to their work, the majority either didn’t use the term in their work,
weren’t able to define it, or actively found the term unhelpful.
“Intersectionality is just another complicated and overused word that I am not sure
people (but especially young people) understand or relate to. It is not a word I use.”
We wanted to learn more about the existing evidence-base on intersectionality in the
context of young people and how this impacts on their health inequalities. When we asked
respondents if they were aware of any research or literature in the field, very few provided
any helpful or relevant information. It is clear that this represents a huge evidence gap and
contributes to the lack of understanding on this topic.
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Young people’s views
Identity is important for young people
Young people told us that their sense of personal identity is critically
important to them, as it shapes how they are seen and viewed within society, even when
aspects of their identity are hidden and not visible. Discussions with our YAP highlighted
frustration surrounding what young people viewed as “outdated” identity categories (e.g.
sexuality / gender) especially when completing professional forms and documents. The
young people also noted a lack of awareness of intersectionality or the variety of
experiences. Some have felt constrained by current systems – “one size does not fit all!” and
“when you have a mixed identity, it makes you feel like you don’t fit in”. There was a
recommendation that young people should be empowered to define themselves, rather
than “fitting into a list or ticking a box”.
Split views on “good” and “bad” terms to use to describe young people’s health
inequalities
We asked young people to vote on whether they thought certain terms were either “good”
or “bad” for describing young people who might be more likely to experience health
inequalities. The terms were selected based on the most popular and least popular terms
selected in the stakeholder survey. The results of the poll are presented in Figure 7. We can
see that young people generally found the terms agreeable, although “marginalised” stood
out as less favourable than the other terms. In discussions, one young person described
“marginalised” as an “isolating” term because it is vague and doesn’t focus on a specific
group or topic.
Figure 7: Terms preferred by young people
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We also shared the results of the stakeholder survey with the young people (see Figure 2),
after we did the above poll with them. Overwhelmingly, the young people were
unsurprised with the results from the stakeholders as they thought the terms professionals
used were fairly common place.
Young people use their own language to make sense of their experiences
Not all of the terms from the poll were known to young people. For all of the young people
in the process, they had not previously heard of the term “undiscovered to us”, which
reflects the results from the stakeholder survey as it is also not widely used by professionals.
One young person reflected on a recent conversation that they had had with one of their
friends, they had come across the term “vulnerable” but neither were able to articulate
what it meant. The young people felt that “vulnerable” referred to older people or someone
who might be really sick – people “on the extreme end of the scale”. Young people agreed
that they had heard of these types of terms more during the Covid-19 pandemic as more
people seemed to be using them.
All of the young people expressed that these wouldn’t be terms that they use themselves or
with their friends. Instead, they mentioned that they would seek out their own language
that makes sense to them. One young person with autism had heard professionals use the
terms “high functioning / low functioning” in reference to them, but they didn’t like these
terms and had found online terms they preferred much more, “high support needs / low
support needs”.
The young people mentioned that the only situation that they would be likely to use these
terms was when they were speaking to adults or someone “higher up”. This links into an
important comment made during the stakeholder event. The contributor reflected on how
young people perceive and experience language when speaking to adults, noting the
inherent power imbalance within conversations. Words used by adults may be the same as
those used by a young person, but because of status and power, they can take on a different
meaning when used by professionals. Adults need to consider their status, the environment
and circumstances in order to meaningfully communicate with young people.
We need to think about young people’s wider lives
In follow up discussions with the young people, it was revealed that young people
responded to the poll by thinking about if they were another young person. They did not see
the poll or the terms as applicable or relevant to them because they believed themselves to
be “healthy” and so didn’t fit into these labels. They reflected on this and suggested that
other young people may react differently to the same language, depending on their
background and past experiences, which could change the outcome of the poll results.
One young person mentioned the difficulties in navigating different terms when you do not
know people well and that it can “be a fine line” knowing whether someone will take
offence or not. One young person mentioned that terms can’t capture everything as they
don’t reflect the young person’s wider context and other experiences.
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Thinking about language feeds into broader conversations on youth friendly healthcare
These conversations about language relating to health inequalities with young people fed
into a wider conversation about how healthcare professionals communicate with young
people in general. There was an overwhelming sense that professionals tend to “dumb
down” language around young people. They felt that professionals do not take young
people seriously enough, especially if they are a Person of Colour.
The young people spoke about the difficulties they have faced in communicating with
doctors. One young person mentioned that they often “found it difficult to express myself”.
Others felt that they weren’t able to challenge professionals, especially on the language that
they use, unless they had built a relationship with them and they were considered to be nice
and approachable.
It was suggested that professionals and doctors should attend training on how to effectively
speak to young people. They wanted these sessions to cover communication specifically, so
that professionals take young people seriously. One young person mentioned that doctors
can be “weirdly tentative” around young people and that it is much better to be honest and
straight to the point. Although another young person mentioned that doctors should also be
sensitive to issues and not dismiss young people’s concerns.

Next steps
Best practice for language used to describe young people’s experiences of health
inequalities
During the stakeholder event, we agreed on best practice surrounding language and young
people’s health inequalities:










Be aware of the context for using different terms – specific words can be powerful
when advocating on behalf of young people but aren’t appropriate to use around
young people
Avoid terms that make young people feel “different” from other young people, as
these may be stigmatising
Consider the grammar and framing of terms within sentences – e.g. “experiences of
marginalisation” rather than “marginalised”
When speaking to young people, language should be accessible and age /
developmentally appropriate – e.g. using easy read formats
Seek out and use existing good practice approaches on communication and language –
e.g. trauma informed practice / ACEs / frameworks for integrated care
Work with young people to co-produce and agree on terms they support and are
happy to be referred to as by professionals. This links to wider aspirations to deliver
individualised and person-centred healthcare, meaning that the language used may
change person to person
Remember that language is constantly evolving and it is not possible to provide
“perfect” terms and language to describe this topic.
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Advice from young people:











Health professionals should “see me as more than my condition” and recognise the
multiple aspects of a young person’s identity
Our is identity is particularly important as we progress through multiple life
transitions
Be more inclusive – speak to us in the same way as you would with adults
Don’t use complex jargon if people don’t understand it, use simple language
wherever possible
Use simpler terms for everyone, not just around young people
o Professionals should be comfortable in using certain terms, even if they
haven’t always been comfortable using them
Don’t look down on young people if they don’t understand different terms – explain
them clearly
It is better for professionals to take a “safe” and precautionary approach – this means
asking young people at the outset what terms they prefer (like what is sometimes
done when asking for preferred pronouns)
Professionals shouldn’t be lazy, they should be specific about what they’re talking
about
o Professionals seem afraid about being forthcoming with what they mean
when they talk
o Sometimes terms can be used to blanket over what they mean – be specific
with young people and explain things in a way that is understandable to them

Conclusion
Young people’s health inequalities is a complex topic and it can be hard to talk about it in a
clear and understandable way. An easy way of making sense of health inequalities is
through using recognised terms and by splitting people into groups that can be analysed.
Our research with stakeholders and young people has shown the challenges that arise from
language and terminology relating to young people’s health inequalities when we try to
label these groups.
It is clear that some terms have become popularised and used more frequently than others,
such as “vulnerable” and “at risk”. However, there is a lack of confidence among
professionals about whether these terms are “good”, “correct” and won’t cause offence to
young people that they may be referring to. This confusion leads professionals to adapt and
change the language they use to describe health inequalities depending on the context that
they are in, especially if they are around young people.
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What we have heard from young people is that they want communication with
professionals to be open, honest and consistent with how they would speak to adults. They
want language to be simplified in all settings, for everyone, and to be jargon free where
possible. Best practice should seek to be patient-centred and ask the young person about
their preferred language and terminology.
Language is always evolving and it will never be perfect. However we hope that the findings
from this research will be useful in informing practice and how professionals communicate
with young people on the ground, particularly in light of a potentially sensitive topic such as
health inequalities.

To cite please use: McKeown, R. (2022) Language matters: How to talk about “health
inequalities” in the context of young people. London: AYPH.
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About the Health Inequalities Policy Programme
This AYPH Health Inequalities Policy Programme aims to shine a light on young people’s
specific experiences of health inequalities and how this is unique experience for the 12-24
age group, which hasn’t previously been given due attention. Covid-19 has exposed both
inequalities within society and has revealed a disproportionate impact on the lived of young
people specifically. The project will seek to understand what the data and evidence says on
the topic and will speak to specific groups of young people about their lived experiences. We
plan to work with to key, influential stakeholders who have the power to help make a
difference, to learn from their experiences and work together on developing solutions. The
project will develop useful guidance, tools and resources to deliver changes within both
policy and practice.
The project is part of the action phase of the Young people’s future health inquiry, which is
funding work across a range of organisations to build the policy agenda and amplify the
voices of young people. Other projects include the RSA on economic insecurity, UWE and
Sustrans on transport, and projects at the Resolution Foundation and the IES exploring
different aspects of youth employment.
Association for Young People’s Health
AYPH is the leading independent voice for young people’s health in the UK. To find out more
about our work visit: www.youngpeopleshealth.org.uk
Contact: rachael@youngpeopleshealth.org.uk
@AYPHcharity

Supported by

17

