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“Social prescribing aims to empower individuals to recognise their own needs, 

strengths, personal assets and connect with their own communities to access 

support which will help to improve their health and well-being…… Social 

Prescribing can require multiple organisations to work together to ensure a 

coherent, seamless social prescribing model that meets both local and national 

population needs.” (WSSPR and WCVA) 

 

 

Introduction 

Social prescribing is a term used in Wales for many years now, and over the last 

10 years there have been many developments in this area. There has been 

various definitions of social prescription across Wales, with different terminology 

being used in different regions of Wales. The Welsh School for Social Prescribing 

Research (WSSPR) and Wales Council for Voluntary Action (WCVA) have a clear 

definition what social prescription is, and what is means in Wales1.  

 

 

 

 

 

Social prescribing aligns with the Wellbeing of Future Generations (Wales) Act 

2015 and the Social Services and Well-being (Wales) Act 2014 and the 

foundations of both pieces of legislation focuses on the individuals within 

communities having a voice and control over aspects of their own on health and 

wellbeing2.  

A full report on the initial four years of this project was published in September 

2018, an interim report was then produced in September 2019, 2020, and 2021. 

To read these reports, please click here.    

This current report will analyse the social impact of the Community Link project in 

Arfon provided by Mantell Gwynedd between the 1st of October 2021 and 

January 31st, 2023.  Through engagement with individuals receiving the services 

and referral organisations, and from examination of information and data 

 
1 Wallace, C., Davies, M., Elliott, M., Llewellyn, M., Randall, H., Owens, J., Phillips, J., Teichner, L., Sullivan, S., Hannah, V., 

Jenkins, B., Jesurasa, A., (2021) Understanding Social prescribing in Wales: A Mixed Methods Study. Wales School for Social 

Prescribing Research (WSSPR), University of South Wales, PRIME Centre Wales, Data Cymru, Public Health Wales.   
2 Bozo Lugonja: Social Prescribing research briefing (2021)  

https://mantellgwynedd.com/eng/community-link-social-prescription.html
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available, appropriate estimations have been made, supported by secondary 

evidence.  

All Wales Social prescribing model – a national framework 

A proposed ‘person centred’ model of social prescribing for Wales by Welsh 

Government is currently in consultation in 2022 for a national framework for social 

prescribing in Wales. The framework aims to have standards, guidance and 

advice for all professionals working with people to ensure the best access to 

support within communities that will help people to take back control over their 

own well-being. The diagram below demonstrates the person-centred approach 

and the various referral routes for support.  

 

 

National framework for social prescribing: Proposed ‘person centred’ 

model3 

 The ‘Referral Pathway’ of the model is the route of which the individual is 

connected to the ‘social prescribing’ service they need. There are 5 proposed 

routes or referral pathway; 

1. Self-referral – for people who realise they need help or support and know 

how to contact a social prescribing service.  

 
3 Welsh Government consultation document (2022): National framework for social prescribing (number: WG44988) 
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2. Statutory sector – someone who works in the statutory sector sees someone 

who might be isolated and refers them to a social prescribing service 

3. Healthcare referral – a healthcare professional identifies that a patient 

could use non-medical support or help and refers them to a social 

prescribing service.  

4. Third sector referral – when someone works in a charity, voluntary or non-

profit sector refers a person who they identifies as needing further support 

5. Targeted referral – this is for people who have specific needs or conditions 

and a ‘social prescribing service offers support to avoid the problem from 

deteriorating.  

The Social Prescriber works closely with GPs and clinical staff to explore 

alternative ways of helping individuals within the community, particularly those 

who are visiting health care professionals more often than average with non-

clinical needs. The Community Link Officer at Mantell Gwynedd identifies the 

needs of the individual referred and together will agree on an action plan and 

then activities and services are offered within the community. As the individuals 

become more engaged with services within their communities, reduced 

demand on statutory services such as the NHS and social services is identified.  

The project already has many of the referral paths as identified in the framework 

for Wales (please see figure 1). The majority of the referrals are mostly a 

healthcare referral pathway or self-referral pathway, with 72% of referrals of the 

referral this year coming either local healthcare professionals or self-referral 

(please see table 3). However, there is a percentage of referrals from statutory 

services and other third sector organisations also. The number of self-referrals to 

the project has been steadily increasing over the last few years as more people 

become aware of the project. In some cases, the word of mouth of past 

individuals who have been supported by the Link Officer will encourage others 

to contact the project and get access to the support they need without having 

to visit a healthcare professional first, and this also contributes to a reduce 

demand on statutory services.  
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The framework identifies key areas of support that the social prescribing service 

should offer. These include:  

1. Relationship building – helping them to build trust and relationships with 

services and within the community 

2. Directing people to local activities or groups (signposting) – for people who 

are comfortable joining in their local community.  

3. Direct support – when signposting is not enough, the social prescriber will 

work with the person directly to help connect them with activities or clubs 

in their community and take those first steps.  

4. Community development – the ‘social prescriber’ will work with the local 

community to help develop activities and programmes to suit the needs 

of the clients they support and build on community strengths. 

5. Feedback – give feedback to those who referred the individual to the 

service.  

The Arfon Community Link project was established in 2016 to ‘direct and advice 

people of services available in the community and signpost.  However, the 

project has evolved over time and has had to adapt the service when needed 

due to the changing needs within the community and in response to the 

pandemic. The social prescriber offers much emotional support to the individuals 

and has had to deal with many in crisis.  
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Figure 1 - Process of Referral  

 

Impact of Covid-19 on the service 

Over the last 12 months there has been a reduced impact on the service created 

by Covid-19 compared to the past two years of reporting. For this analysis there 

were no Covid-19 specific referrals to the project. Covid-19 referrals are classed 

as those individuals who contracted the virus or had to isolate because someone 

from the same household had Covid-19. However, the ripple effect of the 

pandemic can still be seen in the community with a rise of individuals needing 

mental health support from the project since the outbreak of Covid-19.  

The continued support provided during the past 16 months has been key for some 

clients’ mental wellbeing, helping with reducing the feeling of isolation and 

loneliness, reducing anxiety, and helping alleviate stress. The report will analyse 

and discuss the positive change or avoided deterioration in mental health 

impact the project has created for the individuals. 

 The World Health Organisation have noted that access to mental health services 

have improved slightly at the end of 2021, however, more care and support is 

needed, 

• GPs

• Social worker

• Self referral 

• Third sector organisations

• Community nurse (CMHT) 

• ADRA

• Occiputional therapist 

• Other(s)

Type of referrals

• Initial appointment, with up to 5 
follow up meetings

• Co-produced action plan with 
different options discussed to best 
meet the individual(s) needs

• Practial and emotional support given 

Community Link 
Officer • Debt adivce

• Benefits 

• Mental health services 

• Community acvitivies and groups

• Transport

• Health appointments

• Voluteering

• Housing

The services 
available in the 

community 
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 “By the end of 2021, the situation had somewhat improved but today too many 

people remain unable to get the care and support they need for both pre-

existing and newly developed mental health conditions” World Health 

Organisation4.  

The role of the Community Link Officer in supporting people with low level mental 

health concerns is vital for the individuals they support through the project and 

taking pressure off the statutory services.   

Clients supported by the Community Link Officer are those individuals who are 

lonely and isolated within communities. Other changes to the service included 

the ability of the Community Link Officer being able to signpost clients to other 

services in the community as those services had also either ceased or changed 

in the way in which they were delivered, for example, some organisations of 

which the link officer refers clients to still primarily offer support over the phone or 

virtually rather than face to face.  

Project Inputs 

This service is free to those that receive it; however, some non-financial inputs are 

also necessary to ensure any changes. Their willingness to engage with the 

Community Link Officer and take action to integrate into the community and 

take part in the activities is essential to ensure any outcomes.  

The financial input is managed by Mantell Gwynedd. A financial input of £79,070 

was provided for the 16 months period of analysis, funded by Betsi Cadwaladr 

University Health Board (BCUHB).  

Because of the need for health care professionals and other organisations to 

make referrals and spend time with the officer, it is appropriate to include an 

additional input that values this time contribution. Therefore, the approximate 

cost for each referral agent is calculated (table 1) for example, based on the 

opportunity cost of not providing services directly to other individuals, the cost of 

 
4 World Health Organization. (2022). COVID-19 pandemic triggers 25% increase in prevalence of anxiety 
and depression worldwide. Retrieved from World Health Organization: https://www. who. int/news/item/02-
03-2022-covid-19-pandemic-triggers-25-increase-in-prevalence-of-anxiety-and-depression-worldwide. 
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a typical GP appointment of £39.235 is employed for referrals from this source. 

Total costs for the project can be seen in table 2.  

Table 1 – Referral costs  

Referral agent Task Value Source 

General 

Practitioner  

 

 

Initial referral – 

estimated 10 

minutes each. 

£39.23 per GP 

appointment – 

used to represent 1 

appointment 

missed per referral 

made (38 referrals 

X £39.23). 

Therefore, total of 

£1,490.74 

PSSRU Health 

and Social Care 

Costs page 111 

 

Adult, health and 

well-being 

Services, Social 

Services 

Initial referral – 

estimated 10 

minutes each. 

£46 per hour of 

individual-related 

work (19 referrals X 

(£46/6)). Therefore, 

total of £146. 

PSSRU Health 

and Social Care 

Costs page 122 

 

Occupational 

Therapists 

Initial referral – 

estimated 10 

minutes each. 

£47 per hour of 

local authority 

operated 

occupational 

therapists 9 

referrals X (£47/6)). 

Therefore, total of 

£70.50 

PSSRU Health 

and Social Care 

Costs page 122 

 
5https://kar.kent.ac.uk/92342/25/Unit%20Costs%20Report%202021%20-

%20Final%20version%20for%20publication%20%28AMENDED2%29.pdf  

https://kar.kent.ac.uk/92342/25/Unit%20Costs%20Report%202021%20-%20Final%20version%20for%20publication%20%28AMENDED2%29.pdf
https://kar.kent.ac.uk/92342/25/Unit%20Costs%20Report%202021%20-%20Final%20version%20for%20publication%20%28AMENDED2%29.pdf
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Other / 3rd sector 

services 

Initial referral – 

estimated 10 

minutes each 

£9.50 per hour 

based on current 

living wage (38 

referrals x (9.50/6)) 

therefore total of 

£60 

 

Gov.co.uk 6 

 

Table 2 – Total Monetised Inputs for Social Prescribing 

Stakeholder Financial input Non-financial input Cost per 

individual 

Individuals  N/A  Willingness to take 

part and take 

action identified 

with the 

Community Link 

Officer 

 

Mantell Gwynedd – 

manage funding by 

BCUHB  

£79,070 

 

Strategic 

management, time, 

expertise 

 

NHS £1,707 in 

additional 

referral cost  

£1,707 of value for 

the time taken to 

refer people to the  

Community Link 

 

Other routes / 3rd 

sector services 

£60 Cost to refer 38 

individuals to the 

project through 

various services  

 

 
6https://www.gov.uk/national-minimum-wage-rates  

 

https://www.gov.uk/national-minimum-wage-rates


Page | 10  

 

Totals £80,837 

 

£342 per 

individual 

Outputs 

The outputs for the Social Prescription Community Link project, is the number of 

referrals made to the project and how many hours of support each person 

received from the Community Link Officer. Over the 16-month period October 

2021 – January 2023 there were 236 referrals based on data given on the 

Elemental database. In total, since the launch of the project in June 2016, 1,374 

individuals have been supported through the programme. To avoid 

overclaiming the social value created by the project from October 2021 to 

January 2023, 142 (60%) of individuals supported on the project will be included 

in the value map. This in line with the pervious years reporting with a similar 

percentage of individuals included in the value map. Thus, giving a good 

comparison on a year-on-year basis.  

Table 3 below shows a breakdown of how the 236 individuals were referred to 

the project.  

Table 3 – Source of Referral  

 Source of Referral  Number of 

Individual Referred 

Percentage of 

Referrals 

GP 38 16% 

Adult, health and well-being 

Services  

19 8% 

Occupational Therapists 9 4% 

Self-referral 107 45% 

Re-referrals  15 6% 

3rd sector organisations 21 9% 

Other services  27 12% 
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Individuals benefit, on average, from 1–5 sessions via telephone, virtually or face 

to face with the Community Link Officer. Contact is very much determined by 

their needs. The average number of sessions this year was 3 meetings, so usually 

3 hours of contact per individual. Time would also be spent gathering information 

on the individual’s behalf, arranging appointments, and making enquiries. The 

total average hours provided to support everyone was therefore 5 hours per 

case.  

Following contact with the Community Link Officer, an action plan is jointly 

agreed, where individuals start getting involved in various activities and/ or 

organisations depending on their personal needs.  

38 GP referrals were made to the Community Link Officer during the period which 

reflects the reduction in face-to-face GP appointments and the reduction in 

general of those attending GP surgeries since 2020. However, the number of GP 

referrals have increased compared to last year and this may be due to the Covid 

related restrictions being lifted, or that the individuals feel more comfortable / less 

worried or anxious visiting their GP compared to last year before then being 

referred to the Community Link Officer.   
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Feedback from referral agents   

  

Occupational Therapist Advanced Practitioner  

“In Rhian’s role in Mantell Gwynedd, she has provided a positive link between the 

Psychiatric Liaison Service in Ysbyty (through Occupational Therapy) and I have 

made many referrals to Rhian for patients with complex mental health and 

physical health needs.  I have also observed her presence in the Welsh 

Emergency Department Frequent Attenders Network which has enabled 

effective sharing of information with a wide range of professionals for the benefit 

of patients who come through the Emergency Department with complex needs 

and multiple visits.  Through this she has followed individuals up in the community 

and provided a crucial service to people who were likely to not have their needs 

met otherwise.  Rhian’s role has reduced the amount of people being 

readmitted to our service and the cost to the public purse.  Support through 

Rhian and Mantell Gwynedd is accessible and proactive.  

 I am now in a new role working into GP practices in the Arfon area and I have 

already met with Rhian to discuss how we can continue to work together 

effectively in meeting the needs of local people with low to moderate mental 

health needs.  Feedback from Rhian about the needs to the local community is 

important shaping services appropriately.”  

Community Mental Health Team 

“The service has significantly helped many of my clients improve their mental and 

physical wellbeing. I remember one client mentioning Rhian by name. Really 

appreciated support given, thought Rhian were approachable and friendly, felt 

service offered was excellent and felt much better afterwards.”    
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Outcomes 

All the data for the outcomes is collected and analysed through the Elemental 

platform. The Elemental software helps organisations to enhance the impact of 

their social prescribing programmes via their digital social prescribing products 

and data collection services / database 7. Using the ‘heath impact report’ 

database, we can track the progress and level of change clients have or are 

going to experience throughout the year, using ONS Q1 for 23 & 4 data collection 

surveys. The questions are set to measure peoples well-being for life satisfaction, 

worthiness, happiness, and anxiety, and is a part of the Measuring National Well-

being developed in 20118. The ONS measurement do not go hand in hand with 

the outcomes identified in this report, this is due to outcomes in Social Return on 

Investment reporting needing to be more well-defined outcomes to better 

understand and measure the social impact created. Therefore, for this 

assessment we also collected quantitative data through Survey Monkey to 

ensure we have a strong sample size and enough data in relation to the 

outcomes identified.  

 It is only by measuring outcomes that we can be sure that activities are effective 

for those who matter most to this project. The well-defined outcomes in the theory 

of change were: 

• Reduced loneliness and isolation 

• Improved mental health 

• Improved physical health 

These were the outcomes that need to be continuously managed. Through 

analysis of the on-going quantitative indicators, consideration will be given as to 

how much change has occurred, also whether the theory of change is still 

relevant. As the project has evolved over time, we needed to reassess and 

 
7 https://www.gov.uk/g-cloud/services/209867697068843  
8https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusi

ngthe4officefornationalstatisticspersonalwellbeingquestions 

https://www.gov.uk/g-cloud/services/209867697068843
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe4officefornationalstatisticspersonalwellbeingquestions
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confirm the outcomes identified were relevant and still held up to the materiality 

test. With continuous engagement throughout the year with staff member and 

some clients, there is confidence that the outcomes are still relevant and hold 

significant value for the clients. 

a) Reduced Loneliness and isolation 

The primary objective of the project since its establishment in 2016 is to support 

individuals who have social and emotional needs and to reduce demand on 

statutory services. Loneliness and isolation can have an impact on many 

individuals of any age, gender, or other social economic factors. Individuals were 

asked about their level of social interaction, about feeling part of the community 

and the impact on their mental wellbeing. 

There were many reasons why people found themselves feeling lonely and 

isolated and these included caring duties, the continues covid impact on 

services, physical and mental health conditions, or living in rural areas with limited 

support network available during a time when it is needed most.  

The ripple effect of the pandemic can still be seen with the most vulnerable or 

the older population in society, they are still experiencing high level of social 

isolation in 2022 according to (Kotwal, 2022) 9 .This is where service and in 

particular the Community Link Officer are still very valuable to the clients, and this 

can be seen in the data collected for this analysis. Based on the data on 

collected, 100% of individuals questioned felt there was a positive change in 

feeling less lonely and isolated because of being in contact with the Community 

Link Officer over the phone or knowing that the Link Officer is there when they 

need someone to talk to, thus reducing the feeling of isolation.  

 
9 Kotwal, A. A. (2022). Persistent loneliness due to COVID‐19 over 18 months of the 

pandemic: a prospective cohort study. Journal of the American Geriatrics 

Society.  
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The level of change experience by the individuals surveyed is 63%. This is 

equivalent to quite a lot of change experienced by the sample size, showing the 

positive impact of engaging with the Community Link Officer in helping reduced 

the isolation and loneliness felt by the clients. 

“All the help and changes would not have happened without 

you” 

“You listened and made me reflect, what happened was out of 

my control due to the pandemic rules”  

b) Improved mental health 

Many of the referral organisations explained how many of the issues they deal 

with are related to helping people with their confidence levels which many 

struggle, this in turn causes anxiety and stress for individuals. Some clients have 

caring responsibilities and have become isolated within their communities but 

have also developed problems with their own mental well-being. This year the 

clients who are referred to the project have had a tough time mentally, with 

many still having some anxiety or feeling worried about returning to ‘normal’ as 

the country comes out of the pandemic.   

“You gave me advice and information/facts before I made a 

big financial mistake” 

Also, with the cost-of-living crises, and the uncertainty with what the future hold, 

this is having an impact on the individual’s mental well-being.  Many of the 

individuals on the project are struggling with their finances and don’t know where 

to go or who to speak with, especially with the energy crises facing the county 

from October onwards and the continued impact of higher inflation. The 
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Community Link Officer helps reassure the clients of the support available to get 

them back on track. 

“You listened and got me the support I needed and more” 

Having someone to talk to at a point of crisis has a positive impact and reduces 

the chance for the clients going into further decline. Therefore, it cannot be 

emphasised enough the positive impact the project has to improve client’s 

mental well-being. From the data collected on Elemental, ONS 4 anxiety, 90.3% 

of clients reported reduced levels of anxiety due to the support given by the 

project, with a level of change of 21% or a reduction in anxiety levels of 2.08 on 

a 10-point scale.  

c) Improved physical health 

Many of the individuals referred to this project are living with various acute and 

chronic health conditions. This includes arthritis, stroke, fibromyalgia, diabetes, 

epilepsy and mobility problems. Many are also living with a mental health 

condition which has had an impact on their physical health as a result.  

Due to some of these conditions, individuals will still need to engage with health 

services, however, introducing small changes and ensuring they have the right 

information and support will allow them to manage their long-term conditions 

themselves and reducing their visits to the GP. 

The majority of the clients are over 65 and many of the originations that support 

this age group are still limited in what services they are able to offer which can 

have a negative impact on their physical health due to limited ability to move 

around. Of those who answered the Survey Monkey questionnaire, there is a level 

of change of 46% in their physical health, with 40% of clients surveyed 

experiencing some positive change.  
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No change or negative outcomes?  

As with the previous report, some clients had experienced no change. Looking 

at the sample of data, 5% of clients experienced no change (down from 8.1% 

last year), which represents 5 individuals. Consideration should be given as to why 

these individuals do not experience any change, and if inappropriate referrals 

are being made to the project. In the previous report, these clients were 

identified as follows: 

a) Clients who need support to make changes in their lives that will help to 

introduce positive and sustainable changes which could include reducing 

loneliness and even entering training or employment. This may not be 

possible at present, however, as we slowly ease through the pandemic, 

more opportunities for training may be available. 

 

b) Crisis clients – those referred who need immediate support, but because of 

their situation may not experience positive changes; however, the service 

could prevent things from deteriorating and needing statutory support.  

This has been highlighted in the report, some may not have experience 

significant change, some social value and positive change has being 

created to improve clients’ mental well-being.  

 

c) Negative outcomes – some negative outcomes were identified this year, 

5% of clients felt increased levels of anxiety. For some reason the project 

has not benefited them. The period we have been in the pandemic may 

be a contributing factor. Consideration should be given on why this is the 

case, what change can the project make to reduce this number.  

Value 

The difference of using SROI to other frameworks is that it places a monetary 

value on outcomes. By using monetisation, it allows us to not only give the story 

of what is changed in people’s lives, but also it allows us to put a value on these 

changes so we can compare costs and outcomes. This is not about putting a 
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price on everything, but it allows us to demonstrate what impact the service has 

on other stakeholders and possible savings an intervention can create. It also 

goes beyond measuring and allows organisations to manage their activities to 

ensure the best possible impact is created for those that matter to them the most, 

the individuals. The table below shows the average weighting given to the 

outcomes, demonstrating that changes in their mental health was the most 

valuable.  

The outcomes were weighted out of 10. As we are still in the Covid-19 pandemic, 

we are using the same values as in last year report as they are still relevant.  

Outcome  Value (out of 10)  

Improved mental health 8.0 

Reduced loneliness and isolation 8.5 

Improved physical health  6.5 
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SROI results 

This section of the report presents the overall results of the SROI analysis of the 

social prescribing model service provided by Mantell Gwynedd. Underpinning 

these results are the seven SROI principles which have carefully been applied to 

each area of this analysis. The results demonstrate the positive contribution that 

the Community Link Social Prescribing project makes through the dedication of 

staff to create a positive change in the lives of those with social, emotional and 

practical needs. 

By giving individuals the time to explain their needs, and to reduce possible 

restrictions they have experienced in the past to access local based services, the 

Community Link Officer is able to guide them through what is available and assist 

them with taking the first steps to change. This led to positive changes in their lives 

in the short time that we did this analysis, but we forecast that this will continue to 

improve over time.  

The results in Table 4 indicate a positive return for individuals who were referred 

to the Community Link Officer and experienced positive outcomes based on 

current data. 

Table 4 - Present Value Created per Individual Involved 

 

 

 

 

The overall results in Table 5 highlight the total value created, the total present 

value (discounted at 3.5%), the net present value, and ultimately the SROI ratio.

Stakeholder Average value for 

each individual 

involved 

Individuals £1,540 
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Table 5 – SROI Headline Results 

 

Total value created £ 

 

Total present value £444,474 

 

Investment value £80.839 

Net present value (present value minus 

investment) 

£363,637 

 

Social Return on Investment £5.50:1 

 

 

 

The result of £5.50:1 indicates that for each £1 of value invested in Community 

Link, Arfon Social Prescribing Model, a total of £5.50 of value is created. 
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Conclusion and Recommendations  

 

This report has demonstrated that the Community Link Arfon Social Prescription 

Model has created over £360,000 of value, and for each £1 invested, £5.50 of 

value was created; 

What that means in practical terms is that people’s lives have been positively 

changed. 

As the proposed Social Prescribing Framework in Wales demonstrates, there 

needs to be a clear path for people to receive support within the community 

for non-clinical needs. The Community Link Project has been running since 2016 

and has established a clear pathway for many to receive such support with 

referrals coming from healthcare providers, statutory services, other third sector 

organisations and also an increase in self-referrals year on year.   

This report has shown the positive impact the Arfon project is having on those 

who need the support, especially those who are at a point of crisis. Many 

explained how the service had helped them to feel less isolated and reduce 

their anxieties about engaging with services within the community. For some, 

the practical support offered by the Social Prescriber helped them to dilute the 

crisis and allowed them to start taking some positive steps towards improving 

their well-being, but most importantly perhaps allowing them to identify how 

they can take back control of their own health and well-being.  

 The cost-of-living crisis continues throughout the UK into 2023, and the demand 

of the service is forecasted to increase especially with those needing mental 

health support. Already there is an increase in referrals where there is great 

concern about the cost of living, housing concerns, and benefit concerns that 

is having a detrimental effect on people’s stress and anxieties and therefore 

the importance of such service and a clear pathway is clear. .   



Page | 23  

 

However, some recommendations are given below in order to ensure greater 

social value: 

1) The report has demonstrated the need for the service and also that 

having the service based within the local voluntary council has ensured 

a clear pathway into the service, but also a clear pathway back into 

community services. The service is currently available in Arfon but by 

rolling the service out across the county we could see an increase in 

social value.  

2) In previous reports, the sustainability of services within the community 

was of concern. Many projects were short term which made it difficult 

for the social prescriber to refer the individual to appropriate services 

and was a barrier for change. There has been some change here now 

with more services resuming after the pandemic, however, many are still 

short-term projects and therefore much of the social prescriber’s time is 

given to research what is available locally. Good partnership working is 

already happening, and this could continue to grow to ensure further 

collaborations and clear pathways.  

 

3) No change – The data demonstrated that a small percentage had 

experienced no change as a result of the intervention. As there wasn’t 

data available for all participants a higher percentage of those 

experiencing no change was included to avoid over-claiming.  Due to 

the nature of the service and the problems that might have been 

present for some time, it may be that further time or support is needed 

for these clients in order to ensure any changes happen and are 

sustainable.  

 

For some clients, they had health conditions – some had a terminal illness 

– which meant that although emotional and social support was needed, 

there would be no impact on their physical health. Some clients 

explained how things could have deteriorated were it not for the support 
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from the Community Link Officer. This support was both practical (such 

as arranging house improvements or filling in forms) or social and 

emotional (such as advising on support groups or befriending). However, 

consideration should be given to whether this is the right project for such 

referrals, or should there be two services available – one for people who 

could introduce changes in their lives that would help to have positive 

and sustainable changes, and another to support clients in crisis. 

 

4) On-going data collection and managing social value. As the project 

continues to evolve and change over time, on-going data collection is 

vital to ensure we are measuring the correct well-defined outcome and 

therefore managing the social value created by the project. This will 

help optimise the positive impact and reduce potential negative impact 

experience by the clients.  

In previous studies, the cost reallocation for other stakeholders was also 

included. Over the last couple of years, the patterns of using local GPs and 

ED departments for non-clinical reasons did change due to the pandemic 

and therefore has not been measured. It is clear that some of these patterns 

has started again and the social prescriber attends regular meetings at 

Ysbyty Gwynedd to discuss support for frequent attenders at the ED 

department. Resources should again be allocated then to understand and 

measure the impact on other material stakeholders in 2022-2023 in order to 

understand the wider impact of the project.   
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