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Rotherham VCSE  - State of the sector 2024

The majority are small (£10k -
£100k) or micro (under 10k 
income)   

1,399 
Organisations

South Yorkshire VCSE: Understading Value and Impact Sept 2024

https://www.shu.ac.uk/centre-regional-economic-social-research/publications/south-yorkshire-vcse


Health Creation and Maintenance 

Family Support

Faith and 
Spirituality

Support for Older 
People

Nature Connection

Local 
Community 
Hubs

Physical & Mental 
Wellbeing

Social Connection & 
Fun !

Rotherham VCSE  - Connecting with people’s health

Counselling & 
Therapy

Specialist & Condition-Specific

Condition-specific 
Peer Support

Palliative care

Domiciliary  care

Specialist carers 
support

Addressing wider 
Determinants

Information, Advocacy  
and Benefits Advice

Learning, skills & 
Digital Inclusion



Multiple 
Disadvantage

Red

Early Diagnosis 
and detection

Individual Support 
for risk factors

Systemic 
Rotherham VCSE organisations receive 
funding from a range of sources with the 
highest levels coming from:

• Grants from trust and foundations (31%)
• Fees and earned income (22%)
• Grants from the public sector (18%)
• Contracts of service agreements (11%)

Rotherham VCSE  - Connecting with people where they are

South Yorkshire VCSE: Understading Value and Impact Sept 2024

Pr
ev

en
tio

n

https://www.shu.ac.uk/centre-regional-economic-social-research/publications/south-yorkshire-vcse


Primary Care - Proactive Care

Red

Decrease 
complicatio

ns

Detect & 
decrease

Universal &  Risk 
Factors

Risk Stratification of 
patients: 
• moderate to severe 

frailty patients with 2+ 
hospital admissions 
in the last 12 months

• Diabetes + high risk of 
admission

• Respiratory + high risk 
of admission

Multi-Sector 
PCN MDT

Non-MDT 
direct referrals

Micro-Commissioned 
Support:
• Befriending & Enablement
• Benefit info, advice & advocacy
• Specialist advocacy
• Carers respite
• Dementia Enablement
• Education & Training – 

digital inclusion
• Counselling
• Complementary therapies
• Activity pathway groups
• Physical Activity

Wider VCS

Rotherham Social 
Prescribing Service

• Holistic Social 
Prescribing 
Assessment - what 
matters to you?

• Onward supported 
referral to specialised 
support

• Liaison with RMBC 
Housing/SPA/ASC as 
req’d

• Holistic Carers 
Wellbeing assessment

• Information & 
Guidance

• Onwards supported 
referral for specialist 
support

Dementia Carers 
Resilience Service

8 Social 
Prescribing 
Community 

Hubs



Urgent & Emergency Care Centre

Red

Decrease 
complicatio

ns

Detect & 
decrease

Universal &  Risk 
Factors

Micro-Commissioned 
Support:
• Befriending & Enablement
• Benefit info, advice & advocacy
• Specialist advocacy
• Carers respite
• Dementia Enablement
• Education & Training – 

digital inclusion
• Counselling
• Complementary therapies
• Activity pathway groups
• Physical Activity

Wider VCS

Identification of 
patients on/awaiting  
discharge:

• Integrated Discharge 
Team

• Urgent Therapy Team
• Reablement Team
• Healthy Hospitals 

Programme
• Community Hospital 

Admission Avoidance 
Team

Transfer of 
Care Hub MDT

Non-TOCH 
direct referrals

Rotherham Social 
Prescribing Service

• Holistic Social 
Prescribing 
Assessment - what 
matters to you?

• Onward supported 
referral to specialised 
support

• Liaison with RMBC 
Housing/SPA/ASC as 
req’d

• Transport & settle 
within 3 hrs of referral

• Home visit and basic 
safe & well check 

• Up to 30 days on going 
support 

Hospital Aftercare 
Service

8  Social 
Prescribing 
Community 

Hubs



Rotherham Social Prescribing Service - Patient Case Study

Patient was referred for help to be more socially connected. He has hearing and sight loss, his magnifier was broken and was feeling very 
isolated. Patient was worried about accessing community groups as he struggles with his bowels. Patient and his partner were living in a 
rented house that didn’t fit their needs as they had a broken stair lift and rusty grab rails, the patient was also concerned about mould. 
They required the heating on most of the time; this meant they were struggling financially as they were also paying for Carer.

• A referral to Rotherham Sight and Sound was made for a full review on the patient's home equipment. Advisor made a call to Sight & 
Sound to understand the accessibility of their groups (building layout and toilet access). Transport to get to the groups was arranged 
through a referral to Door2Door.

• A call was made to both Blind Veterans regarding replacing broken home equipment and a referral to RSPS-Commissioned Digital 
Inclusion delivered by The Learning Community to support the Patient to relearn his skills with his magnifier and continue 
communication with the Blind Veterans. 

• RMBC were contacted regarding home equipment and reducing the cost of carers. 
• A referral to RSPS-Commissioned Advocacy delivered by You Ask We Responded to support with a benefits check and to continue 

supporting with KeyChoices. 
• A referral to Green Doctor was made for mould prevention and guidance of reducing bills.

As a result of RSPS support and the RSPS-Commissioned services, the patient now has a new 
flashing doorbell, new loudspeaker phone so he can use the telephone, new additional aid to 
support his hearing aids and he is awaiting piece of equipment to support with hearing the 
television. The patient has started walking outside of his home to build his confidence to eventually 
be able to access community groups. The patient has new grab rails in place and is now confidently 
using his magnifier 2-3 times per day and him and his partner have now been given a bungalow; they 
are awaiting an Occupational Therapy assessment prior to moving in. 



Social Prescribing Community Hub Network
• Cortonwood Comeback Centre
• High St Centre, Rawmarsh
• Unity Centre, town centre
• Kimberworth Park Community Partnership
• Dinnington Area Regeneration Trust
• The Learning Community, Dinnington
• Treeton Village Community & Resource Centre
• Kiveton Community Hub

• Rawmarsh Social Prescribing Hub 

2,000+ 
People per 

week

50+ 
Staff 

employed

75+ 
Volunteers





Primary Care – Integrated 
Mental Health Hubs

Multi-Sector 
PCN MDT

Non-MDT 
direct referrals

8 Social 
Prescribing 
Community 

Hubs

Wider VCS

Care provision for people 
living with SMI

In the context of the CMHT this 
includes:
• psychosis, bipolar disorder, 

personality disorder 
diagnosis, eating disorders, 
severe depression and 
mental health rehabilitation 
needs 

• May be co-existing with other 
conditions such as frailty, 
cognitive impairment, 
neurodevelopmental 
conditions or substance use

Red

Decrease 
complications

Detect & 
decrease

Universal &  
Risk Factors

Mental Health 
Community Connector 

Service
• Holistic Social 

Prescribing Assessment 
- what matters to you?

• Onward supported 
referral to physical 
health support

• Liaison with RMBC 
Housing/SPA/ASC as 
req’d

• Enablement to attend 
apts – Health check, 
Vaccinations, Dental

• Wellness Recovery 
Action Plan

• 1:1 Peer Support
• Group Peer Support

Peer Support 
Service

Micro-Commissioned 
Support:
• Walking Groups
• Community Gyms
• Leisure Ctr Induction
• Gardening groups
• Cooking & nutrition
• Walking Football
• Bat & Chat
• Women’s Football
• Swimming



Social Prescribing - Return on investment

2024/25 the service helped individuals secure £1.3m in additional benefits 

Sheffield Hallam University’s 4-year evaluation of the Rotherham Social Prescribing Service (published Aug 2024) identified:

• Reduced in-patient admissions for all patients who had been admitted to hospital more than twice in the 12months prior to 
RSPS support. 

• Reduced attendances at A&E for patients below the age of 80 during the 12 months following RSPS support.

The national evaluation used the HM Treasury 
WELLBY methodology – a form of social return 
on investment (SROI) to measure the value for 
money of wellbeing improvements for 
participants in nature-based activities.

National Evaluation of the Preventing and Tackling Mental Ill Health through 
Green Social Prescribing Project



SY Health & Growth Accelerator – Enhanced VCSE provision

Priority 1 - Provision  
for adults:
• Neurodiverse wellbeing 

walks and community 
allotment

• Gym based exercise and 
education

• Counselling, resilience 
workshops and talk and 
train sessions

• Cooking, allotment, sports, 
soft skills, weight mgt, 
addiction support

• Community gym, yoga, 
pilates, walking and 
strength training

• Boxing, fitness, soft skills, 
goal setting

• Nature-connection 
wellbeing walks, heritage 
sessions, gardening



SY Health & Growth Accelerator – Enhanced VCSE provision

Priority 2 Provision for 
Young People aged 16-24yrs:

• Art, creative writing and 
group reflection

• Women & girls only creative 
therapies, walking & talking, 
trauma stabilisation

• Outdoor team building, 
digital, creative arts, 
gardening

• Online & in-person creative 
writing

• Neurodiverse wellbeing 
walks and community 
allotment



TRFT Youth 
Worker 

Pilot Project

SY ICB Health Growth 
Accelerator Peer 

Connector Service



FREE open access youth groups, 
activities and support for children and 

young people aged 8-19 or up to 25 with 
SEND. 

Led by the CYPF Consortium and delivered 
by 10 member organisations, the project 

began in 2021 and will run until 2027.



rotherhamgismo.org.uk

Voluntary Action Rotherham - VCS Health & Care Infrastructure 

Rotherham Social 
Prescribing Network 
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