Conwy Social Prescribing — Service Specification 2026/27
SERVICE SPECIFICATION
Conwy Social Prescribing Service

Introduction
Social prescribing is an umbrella term that describes a person-centred approach to connecting people to local community assets to benefit their health and wellbeing. Community assets include community groups, interventions and services which could be delivered online or in person, as well as buildings, land or even a person within a community. Social prescribing is a way of connecting people, whatever their age or background, with their community to better manage their health and wellbeing, focussing on prevention and early intervention. It can help empower individuals to recognise their own needs, strengths, and personal assets and to connect with their own communities for sustainable support.
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Social prescribing is not a clinical intervention or a substitute for medical treatment or statutory services. It does not replace diagnosis, therapy, or specialist care where these are required. It also does not duplicate community assets. Instead, it complements them by addressing wider social, emotional and practical needs.
· It is not simply signposting or handing out information; effective social prescribing involves a structured, person‑centred process (including a “what matters” conversation and co‑produced plan).
· It is not a one‑size‑fits‑all service or a single programme, but a flexible approach delivered across sectors, tailored to individual needs and local community assets.
· It is also not solely healthcare‑led; social prescribing operates across a “no wrong door” model, with referrals from multiple sources (including self‑referral), reflecting its broader community‑based, whole‑system nature.



This service specification has been prepared to support the recommissioning of social prescribing in Conwy from November 2026. It builds on the following key policy drivers and sources of evidence: 
1. the Welsh Government’s National Framework for Social Prescribing[footnoteRef:1] and Core Standards and Values for Social Prescribing in Wales (March 2026[footnoteRef:2]), which set out national expectations; [1:  National framework for social prescribing [HTML] | GOV.WALES]  [2:  Core standards and values for Social Prescribing in Wales | GOV.WALES] 

1. the Wellbeing of Future Generations Act Wellbeing Goals, particularly A Healthier Wales, A More Equal Wales and A Wales of Cohesive Communities, which align closely with the aims of social prescribing.
1. A Healthier Wales, Welsh Government’s long-term plan for Health and Social Care, which prioritises services that help people to stay well through person centred approaches, prevention and early intervention, and connecting people with community-based services. 
1. The Public Health population needs profile for the Central Integrated Health Community area, and a review of evidence of what works in social prescribing.

The Social Prescribing service also responds directly to the new Welsh Government’s manifesto commitments[footnoteRef:3] around tackling inequalities, shifting resources in the system to promote better health and wellbeing, and promoting of social prescribing and nature-based interventions. [3:  Treating the root causes of ill health, not just the symptoms - Party of Wales] 


1. Service aim
To deliver a high-quality, person-centred social prescribing service for Conwy that connects residents to community-based support so they can better manage their health and wellbeing — in line with the Core Standards and Values for Social Prescribing in Wales (March 2026) and the National Framework for Social Prescribing (2023).
This service is informed by the Welsh Government’s National Framework for Social Prescribing (2023), which sets out a consistent, person-centred approach to connecting individuals with community assets to improve health and wellbeing.
The Framework describes social prescribing as an approach that supports people to recognise their own strengths and needs, and to access community-based support that addresses the wider determinants of health. It promotes a whole-system, preventative model, delivered through collaboration across health, social care and the voluntary and community sector, and underpinned by a “no wrong door” approach to access.
The Framework also highlights the role of social prescribing in reducing inequalities, strengthening community resilience, and supporting individuals to improve their physical, mental and social wellbeing through non-clinical interventions.
This service will align with these national principles, delivering a flexible, person-centred model that integrates with local pathways, responds to population need, and promotes equitable access to community-based support.

The service will be available through the medium of Welsh as an active offer, and will prioritise people for whom community-based support has the greatest potential to reduce avoidable demand on primary, secondary and statutory services.

2. Service objectives
The Provider will:
1. Deliver high-quality, time-limited social prescribing support to eligible residents through trained Social Prescribing Practitioners, in line with the HEIW Competence Framework for Social Prescribing Practitioners in Wales.
1. Hold a meaningful 'What Matters' conversation with each person and co-produce a personalised action plan that builds on their own strengths, networks and chosen goals.
1. Establish and maintain trusted referral pathways with primary care, the Community Resource Teams (CRTs), the Single Point of Access (SPOA), Family Centres, Conwy Mind, Carers Trust North Wales and other community partners — including a clear self-referral route.
1. Make warm handovers to community assets rather than passive signposting, with active follow-up to confirm engagement.
1. Operate a service that allows additional time and intensity to be directed to people experiencing the greatest disadvantage, while keeping a lighter-touch route for people whose needs can be met through information and signposting.
1. Take a deliberate, planned approach to reaching residents in the most deprived communities of east Conwy and the rural south, recognising that these populations are under-served by current provision.
1. Identify gaps in local community provision through casework and feed these systematically into CVSC, the Regional Partnership Board and the Commissioners.
1. Operate a single unified case management system across the whole county and collect the Welsh Government Core Data Set in full (see Section 12 for details).
1. Actively contribute to regional Social Prescribing learning and quality improvement opportunities.


3. Service outcomes

The service will deliver outcomes aligned with the National Framework for Social Prescribing and Core Standards for Social Prescribing in Wales, supporting a person-centred, preventative and inequality-focused approach to improving health and wellbeing. Outcomes should reflect the broader aims of social prescribing to improve mental, physical and social wellbeing, strengthen community connections, and address the wider determinants of health.
The Provider will be expected to demonstrate delivery against the following key outcome areas:

· Reducing social isolation and loneliness by increasing meaningful social connections and engagement with community assets.
· Addressing inequalities by targeting and supporting individuals and communities experiencing disadvantage, particularly in deprived neighbourhoods, and reducing barriers to access.
· Supporting prevention and early intervention through effective integration with existing pathways, promoting improved physical and mental health and wellbeing.
· Delivering responsive, person-centred support that adapts to individual needs and local demand, ensuring services remain flexible, accessible and relevant to the population served.

The Provider must evidence how these outcomes are achieved through a holistic, strengths-based approach that empowers individuals, builds resilience, and contributes to improved wellbeing at both an individual and community level.

4. Strategic and statutory context
The service will be delivered in compliance with, and in support of:
1. Core Standards and Values for Social Prescribing in Wales (Welsh Government, March 2026)
1. National Framework for Social Prescribing (Welsh Government, December 2023)
1. Social Services and Well-being (Wales) Act 2014, including Part 7 safeguarding duties
1. Well-being of Future Generations (Wales) Act 2015
1. Welsh Language (Wales) Measure 2011 and 'More than just words' — the Active Offer
1. Equality Act 2010 and the Public Sector Equality Duty (Wales) Regulations 2011
1. Mental Health and Wellbeing Strategy for Wales 2025–2035
1. Connected Communities Strategy (Welsh Government)
1. Strategy for an Ageing Society and the WHO Age-Friendly Communities approach
1. Trauma-Informed Wales framework and the TrACE Toolkit
1. Conwy and Denbighshire Population Needs Assessment.
5. Local needs and design implications
The BCUHB Population Health profile and local service mapping exercises point to the population groups most likely to benefit from social prescribing within Conwy, and to the areas where existing provision is thinnest. The service is expected to take active account of the following:
	Need
	What the evidence shows
	Implication for the service

	Older population and risk of isolation
	Over a quarter of Conwy residents are aged 65+, with around 4% over 85. 34% of households are one-person; 18% of older adults live alone. Life satisfaction among older adults is below the Wales average.
	A significant proportion of caseload will continue to be older adults, particularly those living alone, recently bereaved, or recently retired. Group-based, repeat-contact interventions with shared purpose have the strongest evidence here.

	Deprivation, unevenly distributed
	Conwy East is significantly more deprived than Conwy West. Kinmel Bay, Towyn and parts of Colwyn Bay rank among the most deprived areas in Wales. Healthy life expectancy gaps between deprived and affluent areas are large.
	Open referral routes risk benefiting the easiest to engage. A targeted, planned approach to deprived communities is required, with practical support pathways for housing, debt, energy and benefits, and active outreach rather than waiting for self-referral.

	Rural access in the south and west
	Llanrwst, Betws-y-Coed and Cerrigydrudion communities travel 15–30+ miles for services. Public transport is limited. Welsh language use is higher.
	A rural delivery plan is required: in-person presence in Llanrwst and Betws-y-Coed, mobile or peripatetic working, and Welsh-medium delivery as a default, not an exception.

	Long-term conditions and low physical activity
	Significant burden of chronic disease, especially in Conwy East. Adult physical activity rates are low. Ffit Conwy provides good infrastructure but participation among older, frail or isolated adults is weak.
	Strong link with primary care for people with multimorbidity. Walking groups, social strollers and gentle group-based activity emphasising belonging and routine, rather than performance, work best. Good evidence for resistance exercise in helping to improve muscle functioning, metabolic health, cardiovascular functioning, balance and mobility, and mental wellbeing in adults of all ages. Opportunity to also integrate physical activity opportunities as part of other wellbeing offers. Having effective discussions with people about lifestyle change requires a good level of knowledge, skills and confidence – which can be improved by accessing Making Every Contact Count (MECC) training. 

	Mild to moderate mental health needs
	An estimated 30,000 Conwy residents experience a mental health difficulty each year. Demand on Conwy Mind and Parabl outstrips supply, with waits of up to six months reported for downstream support.
	A complementary, preventative role is appropriate, with warm handovers. The service must not promise clinical work it cannot deliver and should hold people safely while they wait for downstream services. It is also important to work with partner agencies to ensure appropriate referrals into the Social Prescribing Services. 

	Unpaid carers
	Wales has over 310,000 unpaid carers. Carers Trust North Wales, Carer’s Outreach, Adferiad and CCBC Carer Support Officers cover known carers, but identification of hidden carers is patchy.
	Routine identification and signposting of carers (including via 'What Matters' conversations), with a defined route into a Carer's Needs Assessment.

	Children, young people and families
	Around a quarter of children in Conwy live in poverty. Teenage conception rates are above average. National guidance highlights under-18s as under-served.
	See section 6: Eligibility. 



6. Eligibility

The primary target cohort for the service are adults, (18+). 

However, the service needs to operate in a holistic and family-oriented manner, which will require close working relationships with Conwy’s Family Centres, schools and appropriate partners. 

The Provider must therefore demonstrate:
· A clear eligibility framework centred on adults (18+)
· A targeted approach reflecting the predominance of older people within the cohort
· Strong partnership arrangements with Family Centres and other relevant services
· Clear boundaries and referral processes for CYP support

7. Priority cohorts
The evidence review and the Conwy population profile both point clearly to the fact that targeted approaches outperform 'open to all' models, particularly for people with higher need. The service will continue to accept referrals on a no-wrong-door basis, but capacity and engagement will be deliberately weighted toward the following priority cohorts:
1. Older adults living alone, particularly following bereavement, hospital discharge, or a change in mobility;
1. Residents in the most socio-economically deprived neighbourhoods of east Conwy (Kinmel Bay, Towyn, Pensarn, parts of Colwyn Bay) and rural south Conwy (Llanrwst and Conwy Valley);
1. People with one or more long-term conditions, particularly frequent attenders to primary care and Emergency Departments/minor injuries units
1. People experiencing mild to moderate mental health difficulties, including those on a waiting list for Conwy Mind, Parabl or NHS talking therapies, who would benefit from a more holistic service offer and who can be held safely in community while they wait;
1. Unpaid carers, including hidden carers identified through the 'What Matters' conversations;
People experiencing financial hardship, fuel poverty, or housing pressure, where these are contributing to ill-health or distress.The Provider will be expected to evidence proactive activity to reach these cohorts, including outreach via trusted partners (for example CRT’s, CVSC, Family Centres, faith communities, community pharmacies, foodbanks, Conwy Mind drop-ins). Reliance on inbound GP referral alone will not be considered sufficient.
8. Service delivery model
The Provider must deliver the service in line with the Core Standards for Social Prescribing in Wales, ensuring these are embedded throughout the design, delivery and continuous improvement of the service. The delivery model must be demonstrably aligned to the following six guiding standards:
· Person-centred – services must be based on a “what matters” approach, with support co-produced with individuals and tailored to their strengths, needs and preferences.
· Address inequalities – the Provider must proactively identify and reduce barriers to access, ensuring equitable provision for underserved and marginalised groups.
· Safeguarding and managing risks – robust safeguarding arrangements must be embedded across the pathway, with clear processes for identifying, managing and escalating risk.
· Trauma-informed and relationship-focused – delivery must be grounded in safe, trusting relationships and informed by an understanding of trauma and its impact on engagement.
· Life course – the model should support individuals across all ages and stages of life, with an emphasis on prevention, early intervention and long-term wellbeing.
· Welsh language – services must enable access through the medium of Welsh, recognising language as integral to person-centred and culturally competent care.
The Provider must evidence how these standards are operationalised within day-to-day practice, workforce capability, partnership working, and service outcomes, ensuring a consistent, high-quality and whole-system approach to social prescribing.
In addition, the Provider should have regard to NHS England guidance on the delivery of social prescribing, which describes a structured, relationship-based model of support delivered over a series of contacts. Typically, individuals are supported through multiple interactions (commonly in the range of 6 to 12 contacts), allowing time to build trust, undertake a “what matters” conversation, co-produce a personalised plan, and provide follow-up to enable sustained engagement with community assets. The Provider should apply this as a guiding benchmark, while maintaining flexibility to tailor the intensity and duration of support to individual need, complexity and outcomes.


8.2 Referral pathways
The service will accept referrals from (not limited to):
1. Self-referral (online form, telephone, in person at agreed venues);
1. Primary care (GP practices, opticians, pharmacies, dental services);
1. Minor Injuries Units and Emergency Departments
1. Community Resource Teams and the Single Point of Access (SPOA);
1. Conwy Family Centres;
1. Conwy Mind, Parabl, Carers Trust North Wales;
1. Voluntary sector organisations and community groups
1. Conwy CBC Community Wellbeing Team;
1. Library services
1. Hospital discharge teams and community pharmacy (where pathways exist);
1. Other statutory partners including housing, welfare rights and the police.
A standard minimum-dataset referral form will be agreed with the Commissioner and required for all professional referrals.

8.3 The 'What Matters' conversation
Every contact will begin with a 'What Matters' conversation, conducted in line with the HEIW Competence Framework. The conversation will:
1. be person-led, strengths-based and trauma-informed;
1. explore the person's own goals, networks and resources rather than starting from the referral reason;
1. be available through the medium of Welsh as an active offer;
1. identify safeguarding concerns and unpaid caring responsibilities as a matter of routine;
1. result in a co-produced written action plan, a copy of which is shared with the person.

8.4 Warm handovers and follow-up
Passive signposting alone will not be considered appropriate for key cohorts. The Provider will be expected to:
1. make introductions to community partners directly, by phone, email or in person, rather than handing over a leaflet;
1. where appropriate and capacity allows, accompany the person to a first session;
1. follow up after attendance to confirm engagement and adjust the action plan;
1. record both the offer made and whether the person took it up, in line with the Core Data Set.

8.5 Geographic delivery
The service will operate as one county-wide service. Practitioner caseloads will be allocated by geography to maintain local knowledge and partnership relationships, but referral and data systems will be unified. The Provider will:
1. maintain a regular in-person presence in Llanrwst (and ideally Betws-y-Coed) covering rural south Conwy;
1. maintain a regular in-person presence in east Conwy, including Kinmel Bay/Towyn and Abergele;
1. run drop-in or appointment slots on a rota basis across Family Centres, the CVSC Community Support Hub, Ffit Conwy or Community Wellbeing venues;

8.6 Welsh language
Welsh-medium provision is a right and a need, not a preference. The Provider will operate the Active Offer: the service is offered through the medium of Welsh without the person having to ask. At least one practitioner will be a confident Welsh speaker, with deployment patterns (including in Llanrwst and the Conwy Valley) designed around that. All written materials, the referral form, the action plan template and the feedback survey will be available in Welsh and English of equal quality. Where a Welsh speaker is not immediately available, the Provider will record this and the Commissioner will treat it as a service-level concern, not a routine event.


9. Workforce
The Provider must ensure that workforce capacity and caseloads are managed to support safe, effective and person-centred delivery. In line with national guidance, social prescribing link workers would typically be expected to manage an indicative annual caseload in the region of 200–250 individuals. However, this should be reduced where individuals present with higher levels of complexity or require more intensive support. The Provider should therefore adopt a flexible, needs-led approach to caseload management, ensuring that practitioners have sufficient capacity to provide meaningful, relationship-based support over multiple contacts. The Provider should also have regard to sector intelligence, which indicates that caseloads may vary considerably in practice, with a significant proportion of link workers carrying caseloads above 200 per year. As such, the Provider must demonstrate how caseloads will be safely triaged, managed and monitored to maintain quality, workforce wellbeing, and delivery of intended outcomes.

The Commissioner expects the staffing model to:
1. include adequate management, clinical and reflective supervision arrangements, recognising that supervision in social prescribing differs from clinical supervision in regulated professions;
1. include succession and resilience planning so the service is not at risk of collapse on a single retirement or vacancy arising.
1. provide clear DBS, safeguarding and trauma-informed training on induction and refreshed annually;
1. offer the HEIW Competence Framework for Social Prescribing Practitioners as the standard for staff competence;
1. include appropriate Welsh language capability, with at least one fluent Welsh-speaking practitioner;
1. describe how volunteers and peer mentors are used to extend, but never to replace, paid practitioner capacity.
The Provider will record and maintain workforce information (FTE, language skills, role, training compliance) and supply this annually to the Commissioner to support strategic workforce planning.
10. Safeguarding, risk and clinical boundaries
Safeguarding is a fundamental responsibility of the service and will underpin every interaction. The Provider will:
1. work within the Wales Safeguarding Procedures and Part 7 of the Social Services and Well-being (Wales) Act 2014;
1. ensure all staff and volunteers have the correct level of DBS check for their role and have completed appropriate safeguarding training, evidenced on request;
1. operate clear, written escalation pathways to CCBC Adult Social Care, Children's Services, the CRT/SPOA, and emergency mental health services;
1. recognise that social prescribing is non-clinical: where a person's needs exceed the scope of social prescribing, the Provider will escalate promptly to a regulated clinical or allied health professional rather than holding informally;
1. redirect inappropriate referrals (for example acute mental health crisis or active safeguarding) to the right service, with clear written reasoning to the referrer;
1. treat the creation of psychologically and physically safe spaces as a core part of practice, not an optional extra.
11. Equity, inclusion and trauma-informed practice
In line with Core Standards 2 and 4, the Provider will:
1. design and deliver the service in ways that actively reduce inequalities, with particular attention to disabled people, people from minoritised ethnic backgrounds, LGBTQ+ residents, people with sensory impairments, and people whose first language is not English or Welsh;
1. ensure the service is accessible by non-digital routes, recognising the level of digital exclusion among older and rural residents in Conwy;
1. be actively anti-racist and committed to addressing structural inequalities;
1. apply a trauma-informed lens to environments, communications and pacing, drawing on the TrACE Toolkit and reflective practice;
1. treat lived experience as expertise: involve people who have used social prescribing in design, review and evaluation, with appropriate compensation and support, as set out in Appendix Two of the Core Standards;
1. address common practical barriers to engagement in Conwy: transport cost, mobility, caring responsibilities, scheduling, and stigma.
12. Data, monitoring and evaluation
12.1 A single, unified case management system
The service will operate a single, unified case management system. 
The Provider's tender response will set out:
1. the proposed system (whether existing, replaced or new);
1. how data from current cases will be migrated cleanly without losing case continuity;
1. how the system supports the Welsh Government Core Data Set in full;
1. information governance arrangements, including DPIA, retention and information-sharing agreements with Conwy CBC and BCUHB.
12.2 Core Data Set
The Provider must adopt a consistent approach to outcomes measurement, including the collection of a baseline assessment at the point of entry into the service, followed by short-term follow-up at an appropriate interval (e.g. 3, 4 or 6 months) to demonstrate change. This reflects current best practice in social prescribing evaluation, where outcomes are typically measured over shorter timeframes linked to periods of engagement. The Provider is not expected to routinely evidence long-term outcomes beyond 12 months; however, where feasible, longer-term follow-up should be incorporated to support ongoing learning and service development. The approach to measurement should remain proportionate and person-centred, using validated or locally agreed tools, and aligned to emerging evidence on impact measurement within social prescribing.

The Provider will collect the Welsh Government Core Data Set in full. Performance reporting will be aligned to the Outcome-Based Accountability (OBA / RBA) framework and will report against the following at minimum, in line with the recommended measures in the Core Standards, and aligned with our service aims:

	OBA question
	Measures
	Source

	How much did we do?
	· Number and source of referrals received, and demographic data (including data relating to inequalities / priority cohorts)
· Number of individuals receiving a “what matters” conversation, by identified primary wellbeing need.
· Number of contacts per individual (average and range)
· Breakdown of contact type (including Welsh language provision where applicable)
· Number of onward referrals to community assets and services
· Number of community assets and services engaged with
· Evidence of safeguarding processes (e.g. number of safeguarding concerns identified and appropriately managed)
· DNA / disengagement rates by cohort
· Percentage of individuals receiving support in Welsh

	Case management system; referral form; quarterly returns.

	How well did we do it?
	· Percentage of individuals with recorded “what matters” outcomes (not just plans)
· Percentage of individuals receiving a co-produced, personalised plan
· Percentage of individuals seen within an agreed timeframe (e.g. referral to first contact)
· Percentage of individuals reporting a positive experience of the service
· Percentage of individuals reporting they felt involved in decisions about their support
· Percentage of individuals who successfully engage with a community asset following referral
· Evidence of partnership working with key stakeholders (e.g. Family Centres, community organisations)
· Evidence of outreach and engagement with underserved groups

	Pre/post assessment; exit feedback; case notes.

	Is anyone better off?
	· Percentage of individuals reporting reduced loneliness or social isolation
· Percentage of individuals reporting improved social connections or support networks
· Percentage of individuals reporting improved mental wellbeing
· Percentage of individuals reporting improved physical wellbeing or activity levels
· Percentage of individuals achieving their personal goals or outcomes
· Percentage of individuals sustaining engagement with community assets over an agreed period
· Percentage of individuals reporting improved access to support or reduced barriers
	Validated tools; case studies; multimedia where possible.



The validated tools used could include, as a minimum:
1. SWEMWBS (Short Warwick-Edinburgh Mental Wellbeing Scale) at intake, exit and (for more complex cases requiring longer support) midpoint;
1. ONS-4 wellbeing measures (life satisfaction, worthwhile, happiness, anxiety) at intake and exit;
1. a brief loneliness measure (e.g. UCLA-3 or De Jong Gierveld 6-item) at intake and exit;
1. Patient Activation Measure (PAM) where appropriate for people managing long-term conditions.
1. PERCCI tool, or similar.

12.3 Qualitative evidence and lived experience
Quantitative measures alone will not be sufficient. Each quarter the Provider will share at least one detailed case study (with consent), and at least once a year will provide multimedia case-study evidence (short film, podcast, infographic) reflecting all three perspectives — the person, the practitioner and the community asset — drawn explicitly from priority cohorts.
12.4 Reporting cycle
Standard reporting will comprise:
1. monthly: high-level activity dashboard (referrals received, accepted, by source and geography; open caseload);
1. quarterly: full RBA report with narrative, case studies, demographic breakdown, gaps identified, and risks;
1. annually: comprehensive evaluation report including outcome data, lived-experience involvement, contribution to local strategic priorities, and a forward look.

The Provider must also operate a proactive and responsive approach to performance reporting, ensuring that the Commissioner is informed in a timely manner of any emerging issues that may impact service delivery, quality or outcomes. This includes, but is not limited to:
· Identified gaps in service provision or community capacity (e.g. lack of available interventions in specific localities or for particular cohorts)
· Risks relating to quality, safety, or effectiveness of delivery
· Significant changes in demand, referrals or caseload pressures
· Barriers affecting access, engagement or equity of provision

Such issues should be raised as they arise, rather than being deferred to scheduled reporting cycles or review meetings. The Provider must demonstrate clear escalation processes and open communication with the Commissioner to support timely resolution, continuous improvement and system-wide responsiveness.
12.5 Lived experience advisory panel
By the end of Year 1 the Provider will have established (or joined) a Lived Experience Advisory Panel feeding into service review and design. This will be appropriately compensated, accessible and trauma-informed, in line with Appendix Two of the Core Standards.
13. Quality assurance and governance
1. A named senior representative within the Provider will hold service governance accountability and attend quarterly contract review meetings with the Commissioner.
1. The Provider will participate in the North Wales Social Prescribing Community of Practice and the Public Service Lab events.
1. The Provider will undertake an annual service-user satisfaction survey, the methodology and questions for which will be agreed with the Commissioner.
1. The Provider will operate a written complaints procedure with an escalation route to the Commissioner.
1. The Provider will hold appropriate insurance, business continuity and information governance arrangements.
1. The Commissioner will undertake annual contract reviews to assess delivery against this specification.


Appendix — Source documents and evidence base
This draft specification has been informed by the following sources:

· Welsh Government, Core Standards and Values for Social Prescribing in Wales (March 2026).
· Welsh Government, National Framework for Social Prescribing (December 2023).
· HEIW, Competence Framework for Social Prescribing Practitioners in Wales.
· NHS England, Social Prescribing Reference Guide and Technical Annex for Primary Care Networks.
· NHS England, Workforce Development Framework for Social Prescribing Link Workers.
· Public Health Wales / Central Integrated Health Community, Population Profile 2026/27 (Conwy and Denbighshire).
· A Healthier Wales: Long Term Plan for Health and Social Care.
· Mental Health and Wellbeing Strategy for Wales 2025–2035.
· Connected Communities Strategy (Welsh Government).
· Trauma-Informed Wales Framework and the TrACE Toolkit.
· WHO Age-Friendly Communities approach.
· Conwy and Denbighshire Population Needs Assessment.
· ‘What does the evidence suggest might work best for Conwy?’ — local evidence review (2026).
· Conwy Social Prescribing Services Map (March 2026, internal mapping document).
· Summary of Community Navigator Service performance, 2025/26 (internal review).
· ACCORD Study (Elliot & Wallace, 2021), Wales School for Social Prescribing Research.
· Social Services and Well-being (Wales) Act 2014.
· Well-being of Future Generations (Wales) Act 2015.
· Welsh Language (Wales) Measure 2011.
· Equality Act 2010 and the Public Sector Equality Duty (Wales) Regulations 2011.
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Figure 1: The social prescribing pathway
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