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[bookmark: _Toc243261528]Needs analysis
This proposal outlines an eight-week community learning programme for 12 young people (aged 13–16) in Cardiff who wish to be supported in relation to peer relationships and emotional wellbeing. The participants would engage in activities that would allow them to communicate, as well as a small community project. The main thesis is that structured learning can be beneficial if youth are able to influence the delivery and have practical support to participate. However, there is a need for an additional programme only if consultation has identified needs that are not being met by existing programmes. It would be used initially to determine feasibility and to evaluate initial changes, not to claim that it would reduce mental illness.
Social skills here are defined as expressing likes and dislikes, listening, disagreeing and asking for assistance. Emotional wellbeing relates to the way that young people feel and cope with their day-to-day emotions and relationships. These outcomes are not interchangeable and improvement in one does not indicate improvement in the other. A participant may feel more comfortable voicing his or her disagreement but still feel distress at home. Similarly, quiet participation can be an indication of a comfortable communication style. The programme would thus not consider sociability, eye contact or compliance to be signs of wellbeing.
There is Welsh evidence that provides a rationale for needs assessment. The School Health Research Network (SHRN) survey in 2023 found that 35% of 11–16-year-olds felt lonely at least some of the time in the previous summer holidays, with almost 42% of girls and 27% of boys reporting this (Strawbridge, Boffey and Wooders, 2025). This covers a specific time frame and an age range that is broader than that of the proposed cohort. It does not estimate the prevalence of loneliness in Cardiff, nor does it show that loneliness is a consequence of poor social skills. Limited contact with friends might also contribute to loneliness. Recruitment should therefore seek to understand from young people what is hindering their social connections, rather than assume that they need an educational solution.
Cardiff's own profile makes it difficult to give a simple answer to the question of poor wellbeing. In 2023, it had a higher-than-average mental wellbeing score for 11–16-year-olds in Wales and was ranked second highest among local authorities in Wales. However, provisional data for 2023/24 revealed that 23.4% of Cardiff children under 16 were living in low-income families, with the highest proportion in Butetown (Cardiff Public Services Board, 2025) at 52.6% and the lowest in Llandaff and Radyr at 5.2%. Whilst these area statistics cannot tell you what an individual's needs are, city averages can mask inequalities in opportunities. They inform accessible recruitment throughout neighbourhoods, and further outreach where the costs of participation may be more difficult to meet.
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(Cardiff Public Services Board, 2025) 
These sources are used for various reasons. School survey responses refer to experiences reported and income statistics refer to household situations. Demand for this specific programme is not established by either measure. The SHRN survey uses a repeated cross-sectional design, as described by Page et al. (2024), and in 2023, 75% of pupils responded.
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(Page et al., 2024)
It is on a scale that can be used for population planning, though it is difficult to interpret due to self-report and non-response. Youth who are not in school on the day of the survey may also not be captured in school-based surveys. Any changes between survey years are not necessarily changes within the same individuals. The needs assessment would thus include published evidence and two small listening groups and an anonymous paper or online questionnaire, provided via proposed school and youth-service contacts. Questions would cover preferred activities, provision in place, language, transport and circumstances when support is desired. Participation would be voluntary and there would be no request for diagnostic histories.
Targeted consultation would be carried out with young people who are not currently involved in youth groups. If not, then the programme organisers risk creating a programme that repeats the exclusions these young people are already experiencing. No identifiable subgroup profiles would be published, and responses would be compared by recruitment route. Organisational constraints may be explained by staff accounts, but young people's accounts would indicate whether the proposed learning goals are of importance to them. 
[bookmark: _Toc243261529]Gaps in service
There is statutory and voluntary provision in Cardiff which is relevant to this proposal. Cardiff Youth Service supports young people aged 11–25, both individually and through group activities, including those at youth centres (Cardiff Council, 2026a). Schools also offer an avenue to independent counselling. In 2024/25, 13,428 children and young people were counselled across Wales with education staff making 61% of referrals. 19% of the recipients were in Year 9 (Welsh Government, 2026a). These numbers show that support is provided to adolescents and there is a support system in place. They do not show the number of Cardiff young people who are not accessing help or establish that provision is inadequate.
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(Welsh Government, 2026a)
Cardiff Council (2026b) reports that there is a named counsellor in each secondary school in the area and that self-referrals are accepted. It also outlines school waiting lists: youth are invited to an initial meeting within two months, and counselling is initiated when a place becomes available. This is an indication of a potential waiting period before counselling, not a maximum waiting period of two months. Community learning may provide social contact in that time, if appropriate, but not counselling. The group would therefore not be offered as treatment, and young people would not have to give up an existing referral.
Third-sector provision is directly related to the proposed topic. Platfform's Hangout in Cardiff is a place for young people aged 11–17 to connect with other young people, to participate in groups and access wellbeing support. It offers open-access support, which means that there is no waiting list for an initial conversation in its published offer (Platfform, 2026). Thus, it is not correct to say that Cardiff is lacking in informal social and emotional support. There is a risk of creating a separate generic wellbeing club which competes for participants and staff and adds little value. 
The potential gap is more specific, as some young people may be interested in joining a regular small group to practise relationship skills for a number of weeks and then being supported to attend regular community activities. Published service descriptions are a way of communicating what organisations offer, but not a way of providing evidence that this format is accessible at appropriate times or to the target groups. The proposal thus considers this gap to be a question to test. A service map would be a comparison of age eligibility, location, accessibility, cost, referral requirements, session format and opportunities for progression. 
Referral pathways also need to be looked at. A national dependence on the education workforce might benefit youth who have been identified as having challenges in school. But a percentage of referrals cannot establish whether young people outside school are excluded. The pragmatic solution would be to have self-referral via community contacts in addition to school invitations and to look at which routes lead to enquiry and attendance. Counselling and community learning would have separate roles: a group would provide practice and belonging; a counsellor would provide a therapeutic relationship and address personal distress. 
There is a policy in Wales that promotes links between the education system and communities beyond the classroom. The whole-school wellbeing framework acknowledges shared responsibility, going beyond an individual classroom (Welsh Government, 2026c). Implementation research also indicates that leadership, relationships and ongoing engagement are important and that resources and professional differences can be a challenge to delivery (Welsh Government, 2026b). 
[bookmark: _Toc243261530] Plan of action
The proposed programme would be delivered in an accessible venue in Cardiff, chosen in consultation with young people and communities. Twelve participants would be involved in eight weekly 90-minute sessions, plus one planning session prior to delivery and one follow-up session four weeks after the final weekly session. The service review and consultation, recruitment and access arrangements would be covered in four preparation weeks. The project would start with the host's approval, and follow-up and a final review would conclude the project at week 12 of the delivery timetable. The provisional age range allows for shared experiences of secondary school, and the cohort size keeps the group small enough to provide individual support. Entry would be on the basis of a young person's interest in the learning goals and not require a diagnosis. Group participation would be determined by a private introductory conversation, which would also clarify preferences and support needs and whether it is currently appropriate.
There would be two practitioners at each session: one qualified youth worker to deliver the session and a facilitator with experience of inclusive group learning. The host would take care to provide safeguarding oversight, secure record-keeping and supervision. Potential referral and delivery partners would include schools, Cardiff Youth Service and Platfform, and partnerships would need to be agreed prior to launch. The programme would only be run following confirmation of funding, staff checks and training, insurance, an accessible venue and referral arrangements. 
The educational strategy is based on social and emotional learning (SEL). In their review of 424 studies with 575,361 students, Cipriano et al. (2023) reported improvements in a variety of outcomes, such as skills and peer relationships. Evidence is useful for selecting structured practice but insufficient to predict the effect of this programme as there is a lot of variation between interventions. The review relates to school-based provision, in a broad age band. Testing is required to assess transfer to a voluntary community group. Each session would thus involve a skill being demonstrated, rehearsal and reflection on how to apply the skill in a participant's setting of choice.
The idea is that repeated, manageable interaction helps to develop confidence and functional communication skills; a stable group helps to build a sense of belonging and support. If young people feel safe and valued in the setting, these changes can help to improve wellbeing. That chain of events may be broken by transport difficulties, peer relationships and adult behaviour. Evaluation would look at these contextual conditions, as well as outcomes, in line with Skivington et al. (2021). Evidence of the use of a skill outside of the activity would indicate possible transfer and a completed activity would count as delivery.
There are alternative approaches that involve trade-offs. An open drop-in would be able to reach more youth and would allow flexible attendance; however, changing membership would decrease the chances for repeated practice with familiar peers. Individual coaching may be more private, but would be less likely to allow for real group decision-making. Where consultation shows a desire for continuity and shared activity, the small cohort is preferred. If young people chose either of these alternatives, they would be given information regarding existing provision. 
[bookmark: _Toc243261531]Learning sequence
	Week
	Learning focus
	Planned activity and evidence

	1
	Safety and individual goals
	Establish group expectations; conduct baseline measures; select two personally significant communication goals.

	2
	Listening and communication
	Practice asking questions and checking meaning in pairs using speech, writing or visual communication.

	3
	Recognising emotions
	Discuss hypothetical scenarios; identify emotions and a desired response without forced sharing.

	4
	Boundaries and disagreement
	Practice refusal, negotiation and ask for assistance; discuss goals in private.

	5
	Shared decision making
	Select a small community contribution, e.g. a welcoming activity for other young people; assign voluntary roles.

	6
	Collaborative preparation
	Plan and rehearse the contribution; agree how to resolve task difficulties with the help of the facilitator.

	7
	Community participation
	Conduct the agreed-upon activity in the host venue; document participant reflections and partner feedback.

	8
	Review and continuation
	Repeat outcome measures; discuss learning, concerns and personally chosen next steps.



Each meeting would consist of a brief arrival activity, 15 minutes of explicit learning, 35 minutes of practice, a break and a reflection period. Transitions and individual support would be provided in the time remaining. Participants would have the opportunity to observe prior to participating in an exercise. 
[bookmark: _Toc243261532]Resources and delivery costs
The cash budget is estimated at £4,466. This includes 45 lead-worker hours (at £30 per hour), 32 facilitator hours (at £25 per hour), 10 two-hour venue bookings (at £25 per hour), £5 per participant for transport support for 10 meetings, £2 per participant per meeting for refreshments, materials (£150), an accessibility reserve (£300), and £120 to recognise planning contributions. These costs total £4,060, with a 10% contingency of £406. The ten meetings comprise one planning session, eight weekly sessions and one follow-up session. Rates are assumptions of what it will cost to do the work and will need to be confirmed by local quotations and funding approval; costs would remain even if absorbed by the host, as they represent the use of existing resources.
The lead allocation includes 15 meeting hours, 12 hours for consultation and introductory conversations, ten for preparation and eight for evaluation. Existing partner sessions (as agreed during preliminary listening groups) would be used. Host supervision and consultation space are assumed to be contributions in kind and would be documented prior to approval in terms of capacity and value.
This is equivalent to around £372 per participant at full enrolment. That number is a measure of delivery spending, not cost-effectiveness. Lower attendance would result in a higher cost per regular attendee. The accessibility reserve may not be enough for ongoing specialist support and identified needs would be costed prior to the close of recruitment. The host would openly make changes to the cohort or delivery plan if funding were not available to provide safe and inclusive delivery. Funds for transport and accessibility provision would be protected in preference to expenditure on optional materials as this support would be essential for a young person to be able to participate.
[bookmark: _Toc243261533]Success criteria and evaluation
SMART objectives would specify the expected change, evidence and deadline. The thresholds below are suggested pilot targets and are not validated clinical thresholds. The lead worker would keep attendance and delivery records, and a host colleague (not the facilitator) would gather private feedback, if possible.
	Measure
	Proposed criterion
	Evidence and timing

	Retention
	At least 90% of participants attend 6 or more sessions.
	Weekly register, to be checked at week 8.

	Social learning
	8 or more of the 12 participants achieve two behavioural progression goals agreed at baseline.
	Similar practical activities in weeks 1 and 8 and reflection by participants.

	Emotional wellbeing
	There is a positive change in scores for at least 8 of 12 participants who provide paired WHO-5 responses.
	Private baseline and week 8 questionnaires; report all changes and missing responses.

	Influence
	Two or more viable participant proposals modify delivery by week 4.
	Decision record with the proposal, response and change.

	Continuation
	By week 12, at least 6 of 12 participants report attempting one selected community or relationship activity.
	Follow-up conversation (optional) with an example of what happened.



The communication rubric would include checking what another person means, expressing a preference/boundary, and negotiating a task. Levels would be defined as substantial support, occasional prompting and independent use in the agreed activity. Practitioners would agree examples prior to assessment and compare ratings of selected examples. Communication aids would be provided at both assessments. Progression would be evidenced by an improvement of one level and transfer would be demonstrated when participants who are already independent apply their skills to an unfamiliar task that is pre-agreed. This local rubric is not a validated rubric, and ratings would be used in conjunction with participants' descriptions, which may include disagreement with staff's ratings.
The WHO-5 asks about wellbeing over the past 2 weeks. It has five item scores which add up to a total score of 0–25, which is then multiplied by four to provide a score of 0–100 (World Health Organization, 2024). Accessibility and suitability for the cohort would be checked by the host prior to use. A positive median change would not necessarily mean clinically meaningful recovery but rather a preliminary group-level signal. The agreed support procedure would be followed with a private check-in if an individual's wellbeing deteriorated. Participants would not be required to answer questions to participate in activities.
There would be no comparison groups and only 12 participants, so changes might be due to external events or to familiarity with assessment or selective follow-up. Evaluation would include counts and percentages, paired changes, and negative experiences and missing data. If a participant had a missing score, the score would not be assumed to have improved. Results could be explained with the help of attendance, feedback and contextual notes. Prior to continuation, the host and youth representatives would check to see if they were getting more out of it than they were putting in, if there were any missing participants, and if delivery was causing distress. If a threshold were not met, this would result in investigation and revision rather than blaming the participants.
[bookmark: _Toc243261534]Participation
Participation is dependent on the presence of reasons to be there and influence if present. Self-determination theory states that there are three conditions that are necessary for motivation: autonomy, competence, and relatedness (Ryan and Deci, 2000).Recruitment would be done with a brief description of activities and potential benefits, and not with terms like 'socially deficient'. Youth could have an orientation visit with a trusted adult, a one-on-one meeting with a facilitator, or a chance to ask questions in private. School personnel would make it clear that attendance is not mandatory and non-attendance does not have any disciplinary consequences. This is important as a well-meaning referral by an adult authority figure can be felt as pressure. The young person's consent would be reviewed following the introduction, as well as the host's plans for parental involvement and consent.
Lundy's (2007) participation model links opportunities to voice opinions with an audience and influence. In this project, there would be opportunities for young people to participate, a named adult who would follow up on their decisions, and a public record of decisions. They would be involved in the planning meeting to select timing and expectations for the group and shortlist community contributions for final selection in week 5. Discussion would be complemented by anonymous suggestions and individual conversations, thus preventing verbal confidence from being the deciding factor for influence. The group would review the changes that had occurred by week 4. An explanation and an invitation to suggest an alternative would be provided when a decision could not be implemented.
Co-production is more than an initial preference exercise. In their review of school-based health interventions for 11–16-year-olds, Reed et al. (2021) found iterative problem setting and problem solving. Their findings support shared development, but do not show that co-production itself leads to an improvement in wellbeing. Staff would thus differentiate between the quality of participation and health outcomes. Adults would still be held accountable for safeguarding and participants would be able to question the methods of the sessions and pick out the unhelpful assumptions. It would be appropriate to offer a small payment for planning time, so that contributions are rewarded without creating financial pressure to continue.
Facilitation would involve brief demonstrations and then work in pairs or small groups and would allow for pausing and/or selecting an alternative role. Feedback would focus on specific behaviour, for example, checking a partner's understanding, and not on a personality trait. No public ranking would be done as it could deter experimentation. Shared tasks would enable participants to contribute to the planning, artwork, organising or speaking. The facilitator would notice those who are being left out repeatedly and adjust the task arrangements. The fact that choice is given does not mean that when apparently voluntary roles reproduce an unequal division of work there is no need for intervention.
Leadership would involve clear adult responsibility for fulfilling the duty of care and shared responsibility for day-to-day decisions. The participants could take turns in the different roles (welcoming, collecting suggestions etc.) without taking responsibility for the emotional safety of the other participants. The lead worker would take responsibility for boundaries and the quality of sessions, and the host safeguarding lead would take responsibility for concerns outside of the remit of the group. Staff debriefing would be done on a weekly basis to look at adaptations and conflicts. Welsh implementation research indicates that relationships and leadership are important factors in supporting wellbeing work (Welsh Government, 2026b) and school findings must be interpreted carefully in an informal setting.
Non-attendance would be considered as a possible relationship or access problem. If for some reason a participant were not present, then the practitioner would use the agreed contact method, asking if support or a change was required. Participants would set up acceptable contact arrangements as repeated reminders might be intrusive. Short and optional exit feedback would be requested. The numbers recruited, retention rates and the reasons given for leaving would then be used to inform delivery. 
[bookmark: _Toc243261535]Barriers
The project may be jeopardised by economic and logistical obstacles before learning can begin. Data on Cardiff's neighbourhood differences in the proportions of children in low-income families inform budgeting but cannot identify which families need support (Cardiff Public Services Board, 2025). There would still be travel costs, time commitments and potentially caring responsibilities with free sessions. Practical barriers to youth co-production include time constraints and a lack of trust (Reed et al., 2021), which are not addressed by an invitation. Transport support would be provided without being made public, and without the need for the hardship to be declared. The venue and timing would be determined by consultation, including consideration of routes home and school commitments. Financial assistance is not a solution for an inappropriate timetable and alternatives would be explored before absence is assumed to reflect low motivation.
Digital participation would be available as an option. Recruitment, consent information and feedback would be provided in both paper and verbal formats. Reminders would be via the agreed channel, and no smartphone application would be needed. If the person is unable to travel, online options can be used, but this can restrict privacy and an online session may not be as interactive. The project would thus not assume that an online activity is accessible. If there is remote participation, it would be assessed for suitability, moderated and supported separately.
Language and communication differences may impact entry and assessment. Information would be accessible in Welsh and English and other language and communication support would be provided according to identified needs. Practitioners would assess understanding through discussion, rather than treating a signed form as proof of understanding. Activities would allow for further processing time and visual and/or written responses. Adaptation should not alter the purpose of the learning: a role play can be adapted to a written exchange, but if the assessment requires fluent public speech, it may be measuring anxiety or familiarity with the language.
The sensory environment and/or the typical social norms can be disabling for neurodivergent participants. Chapman and Botha (2023) make the case for focusing on environmental fit and individual agency, but this is not direct evidence for this programme and is in the context of therapy. The design implication is to provide a predictable session outline, a quieter environment and options other than high-demand group interaction. Success criteria would not include eye contact, suppression of self-regulating movement or imitation of one communication style. 
Peer relationships can be harmful and supportive. Pre-existing friendship groups may be able to dominate decisions and bullying or discriminatory remarks may make it unsafe to attend. Initial discussions would identify concerns without placing blame on individuals. Facilitators would have clear boundaries and provide private reporting options and a quick response to incidents. A restorative conversation would be voluntary and would not be a substitute for taking protective action. The group agreement might ask for confidentiality; staff would make it clear that confidentiality between group members is not guaranteed. Activities would never rely on the disclosure of trauma or a personal family situation.
Explicit procedures are needed for safeguarding and trust. The host would discuss the boundaries of confidentiality and who the safeguarding lead is, and agree referral pathways prior to enrolment. Practitioners would adhere to the host's protocols if a disclosure of harm or need for support beyond the scope of their practice was made. There would be no delay in access to clinical care as a result of group participation. Evaluation records would be labelled with participant codes, kept with limited access and for a specified period of time; consent to programme participation and optional evaluation would be dealt with separately. Reports would not include identifiable quotes or highly specific demographic details. These procedures should not be restricted to organisational documentation and should be understood by young people. The Welsh framework helps to ensure clear responsibilities between partners (Welsh Government, 2026c) and a named accountable host is preferred to informal arrangements between volunteers.
Lastly, short-term financing can cause valuable relationships to be terminated too soon. Continuation planning would start during the programme and supported introductions to existing activities would be made when desired by the participants. No continued service would be guaranteed without resources. A handover conversation would document the agreed support and who would be providing this. Shared session plans and supervision would be used to manage the effects of staff turnover and opportunities for adaptation would be maintained. 
[bookmark: _Toc243261536]Conclusion
A small voluntary community learning programme may be a valuable opportunity for Cardiff teenagers to learn how to communicate and to form supportive relationships. There is evidence to suggest that unequal access and individual needs should be explored and Cardiff's provision and relatively high average wellbeing mean it is not necessarily an under-served city. An additional cohort should only be considered following consultation and service mapping, to establish if it provides enough value.
The proposed approach is to link structured practice with the choice of the participant, accessible delivery and a purposeful contribution to the community. It must be realistic in terms of costs, and have clear safeguarding responsibilities and measures that differentiate attendance, learning and emotional wellbeing. An uncontrolled pilot can show whether or not delivery is workable and acceptable and indicate possible changes in outcomes, but not that the programme caused them. 
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Figure 1: number of children and young people
who received counselling in Wales, by sex [Note
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Description of figure 1: a stacked bar chart showing that the number of
children and young people who received receiving counselling fell during the
coronavirus (COVID-19) pandemic but has since increased to the highest level
recorded in 2023 to 24, before falling slightly in 2024 to 25. Around two-thirds
of children and young people who received counselling were female and one-
third were male in each year since 2016 to 17.

[Note 1] In 2022 to 2023, male and female were clarified to refer to sex at birth
in the data collection form. The number of children or young people receiving
counselling who did not identify as male or female or who preferred not to say
is included in a table in the quality section.

« 13,428 children or young people received counselling services in 2024 to
2025, down by 508 (4%) compared with 2023 to 2024.
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Percentage of Children in Relative Low Income Families

Key Points:
In 2023/24, almost a quarter (23.4%) of children (aged under 16) in Cardiff were living in Relative low income families. This is the 3rd lowest percentage across the major UK cities

and slightly below the figure for Wales of 24.0%. However, it exceeds the UK average of 21.8%.
* Across Cardiff’s wards, the proportion ranges tenfold from 5.2% in both Llandaff and Radyr to 52.6% in Butetown. The figure also exceeds two-fifths in Adamsdown and

Grangetown.
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Table 1 School and student response rates within School
Health Research Network (SHRN) Student Health and Well-being

(SHW) surveys between 2017 and 2023

Schools

Total number

Response rate (maintained schools)
Students
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Response rate (participating schools)

Overall response rate (all maintained
schools—Wales)

SHW survey year
2017 2019
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103971 119388
3% 7%
65% 1%
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