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Abstract: Volunteering is associated with greater mental, physical and social wellbeing. However,
less is known about whether the health benefits of volunteering vary with two sets of factors known
to shape population health and health-related behaviours: (1) age and birth cohort, and (2) place of
residence. This study examined how these factors influence the relationship between volunteering
and self-reported mental health using five waves of data from Understanding Society: The UK
Household Longitudinal Study (UKHLS) enriched with information on neighbourhood deprivation
(Index of Multiple Deprivation 2015). Two self-reported mental health and wellbeing outcomes
were examined: mental distress (GHQ-12) and health-related quality of life (SF-12). The sample
was stratified by cohort: pre-1945 (born before 1945), Baby Boomers (born 1945–1964), Gen X (born
1965–1979), and Millennials (born from 1980). Fixed-effects regressions revealed that volunteering
was associated with reduced levels of mental distress and greater levels of health-related quality
of life in older generations, but not amongst younger generations. No moderating effect of area
deprivation was found. This study suggests that generational social attitudes and changes in how
volunteering is portrayed and delivered could influence not only whether people volunteer, but also
whether doing so bolsters health.

Keywords: volunteering; deprivation; cohorts; panel data analysis

1. Introduction

Volunteering—defined as individuals giving their time and labour voluntarily for
community service—is recognised as an important asset for wellbeing [1]. Volunteerism
spans a wide variety of both online and offline activities ranging from supporting neigh-
bours with everyday tasks through to volunteering at a local library, animal shelter or
community centre; teaching people about voting registration; working to improve the local
environment (e.g., through litter picks); raising funds for charitable causes; involvement in
local politics; and providing emotional support through helpline services. These activities
vary in scale and formality from small, informal individual actions through to participating
regularly in legally recognised community, national and global organisations. Globally,
more than 1 billion people are thought to volunteer and in Britain, approximately 2 in
5 adults were estimated to have undertaken voluntary work in 2019 [2,3]. The scale of UK
volunteering increased during the COVID-19 pandemic as more than 3000 self-organised
mutual aid groups formed in the first months of 2020 [4]. Meanwhile, over 1 million
people registered as volunteers with organisations such as the Royal Voluntary Service [5].
However, this rise might have subsided when social restrictions began to relax.
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Engagement in voluntary work provides wide-ranging benefits for individual mental
and social wellbeing [3,6,7]. A report from the National Council for Voluntary Organisa-
tions (NCVO) showed that 96% of volunteers (N = 10,103) reported feeling happy with
the experience, with 9 in 10 reporting that volunteering provided enjoyment, a sense of
personal achievement and purpose [3]. Furthermore, approximately 7 in 10 respondents
reported improvements in their levels of loneliness and their overall mental health and
wellbeing [3]. Results from the survey were in line with intervention studies, which showed
that participants in the volunteering treatment group were more likely to experience im-
provements in life satisfaction, purpose in life, and personal growth [8], and were likelier to
report fewer depressive symptoms [9]. Engaging in voluntary work is also associated with
improved physical health. Reported physical benefits include decreased rates of functional
decline, reduced cortisol reactivity to stressors and lower cardiovascular risk; as well as
increased physical activity, strength and walking speed [6,10–12]. Volunteering also offers
opportunities to widen social networks, enhance social bonds and connectedness, and it
may provide social rewards [6,13,14].

While the health benefits of volunteering are well documented in both experimental
and cohort studies, there has been growing interest in understanding the mechanisms
producing this relationship. A recent rapid evidence assessment identified nine mechanisms
through which volunteering promotes health: social connections; appreciation; sense of
purpose and meaning; skills and knowledge development; role and group identity; feeling
of enjoyment; structure and routine; exposure to the outdoors and nature; and clear
and low intensity of voluntary work demands [15]. For instance, volunteering provides
opportunities to build new social relationships and connections with others, which are
particularly beneficial for individuals experiencing a loss of social networks through life
changes (e.g., retirement or family transitions such as separation) [16]. Interestingly, the
impacts of volunteering are stronger when volunteers feel appreciated, with a recent UK
longitudinal study showing that reciprocity (i.e., receiving adequate appreciation from
others) in voluntary work is positively associated with quality of life and decreased odds
of depression for both men and women [17]. This finding could be explained by the
reward obtained from appreciation that may, in part, reflect the social value accruing from
volunteering [17]. In addition, volunteering activity provides a sense of altruistic purpose
which is linked with better wellbeing [18].

Yet while previous research has established that volunteering is broadly associated
with improved wellbeing, far less is known about whether the health benefits of volun-
teering vary across the population with (i) age and birth cohort and (ii) place of residence.
Both factors are known to shape population health and the literature hints they may also
moderate how volunteering impacts wellbeing. We now turn to discuss each of these
potential moderators in turn.

1.1. Age and Birth Cohort

On the one hand, there is some evidence that volunteering improves health across the
life course. Studies of older adults show that taking part in voluntary work is associated
with reduced depression as well as higher levels of life satisfaction, self-esteem, and social
support [6]. Volunteering also appears to mitigate the negative effects of low self-esteem on
sense of belonging and life satisfaction [19]. For younger adults aged approximately 18–24,
volunteering is related to reduced loneliness and increased confidence [3]. Furthermore,
youth studies have suggested that engagement in voluntary work is associated with lower
risk of school truancy and that it facilitates moral development and encourages socially
responsible actions [20].

On the other hand, some evidence indicates that the positive impacts of volunteering
are greater for older adults. For example, a systematic review of 40 papers using experimen-
tal and observational data reported that older volunteers may be more likely to experience
reduced functional dependency and fewer depressive symptoms than younger people [12].
Meanwhile, a life-course analysis showed that the association between volunteering and
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wellbeing emerges when individuals reach 40 years, before continuing through to old
age [21]. A possible explanation could be that older volunteers may simply have engaged
in voluntary work for longer and/or at a greater frequency (e.g., due to having extra time
after retirement) and hence have reaped greater positive impacts from their engagements
by mid- and later life [22]. It is also plausible that younger adults have stronger social
connections at home (for example when raising children) and/or in the workplace than
older [23], retired adults who have fewer everyday contacts and thus may depend more on
opportunities such as volunteering to meet people. As a result, dependence on volunteering
may be higher as age increases.

However, there may not be a linear relationship between time spent on volunteering
and wellbeing. Research shows that heavy volunteering commitments—rather like heavy
care burdens—could have adverse effects on health and wellbeing [12]. Furthermore,
the benefits of volunteering seem to emerge with only small amounts of engagement [3].
The latter point hints that differences in frequency or intensity of engagements may not
fully explain why older adults generally enjoy greater health and wellbeing benefits from
volunteering. It is also important to recognise that as age rises, survivor bias in many
studies increases as less healthy adults selectively exit the population through death. This
suggests that older volunteers may be a more selectively healthy group than younger vol-
unteers. Addressing this issue requires using longitudinal data and fixed-effects methods
to control for unobserved (and possibly unobservable) baseline differences between those
volunteering at different points in the life course.

Age differences in the health benefits of volunteering may also be confounded by
cohort effects derived from differences in the way the social meaning of volunteering has
changed through time. In the twentieth century, volunteerism expanded dramatically
during the World Wars and boomed in the 1960s when there was a strong collective ethos
and when society was becoming more economically equal [24,25]. While volunteering
continued to be promoted from the 1980s, [24,26–28], the spread of individualism, as well
as significant technological advancements (in particular online communications and most
recently social media) may mean that the social benefits of volunteering have declined.
Relatedly, a rise in reported mental health conditions in recent generations may suggest
that people in younger cohorts who engage in voluntary work experience poorer baseline
mental health, which could alter how volunteering impacts on their wellbeing [29]. Indeed,
volunteering is increasingly promoted in a more instrumental fashion to support individual
health and wellbeing. This is reflected in current UK social prescribing schemes where
volunteering is positioned as an activity that has the potential to improve social, mental,
and physical wellbeing [30]. Thus, more nuanced work exploring both age and cohort
effects of volunteering for physical and mental health is needed.

1.2. Neighbourhoods

Although most research into the health payoff of volunteering concentrates on
individual-level predictors, the public health literature comprehensively demonstrates
that both health and healthy behaviours vary across places and between neighbourhoods
in particular [31]. Policy makers have long assumed neighbourhoods matter for civic
engagement and health and in Britain, the government has launched place-based funding
streams and programmes to promote local community activities such as volunteering and
charity work [27,30].

However, relatively little is known about whether volunteering and especially its
health benefits vary across neighbourhoods. A US study showed that perceived neigh-
bourhood safety was positively correlated with volunteering, possibly due to a greater
likelihood of leaving home and engaging in social activities [32]. Similarly, neighbourhoods
with stronger sense of community, connectedness, and with more community amenities and
services provide greater incentives for adults to participate in volunteer activities [33,34].
The nature of the built environment may also influence volunteering. For example, one
study found that adults with lower levels of education were more likely to perceive trans-
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portation as a barrier to engagement, although this effect was, perhaps unsurprisingly,
stronger in less connected rural areas [35]. In England, there is some evidence that volun-
teering tended to be lower in more deprived areas and in areas with fewer charities [36,37].
Understanding how the impact of volunteering may vary geographically is particularly
timely with the current UK government’s “levelling up” agenda, given that volunteers
could help create stronger communities and yet they may be spread unevenly across areas
and may be concentrated away from more deprived areas where they are most needed.

In view of the above, this study sought to examine the longitudinal association be-
tween volunteering and mental distress (GHQ-12) and health-related quality of life (SF-12)
over a 10-year follow-up. To test whether the association varies across birth cohorts, the
sample was stratified by cohort: pre-1945 (born before 1945), Baby Boomers (those born in
1945–1964), Gen X (born in 1965–1979), and Millennials (born from 1980). To test whether
the association varies geographically with area deprivation, interactions between volunteer-
ing and area deprivation measured using the Index of Multiple Deprivation (IMD) were
included in analyses.

2. Data and Methods

Data came from Understanding Society: The UK Household Longitudinal Study
(UKHLS). The UKHLS follows over 50,000 individuals from 30,000 households annually [38]
and collects rich information on participants’ socio-demographics, community group partic-
ipation and volunteering engagement, as well as their mental health and wellbeing. In this
study, we extracted a sample of adults living in England who responded in waves 2 (2010/12;
response rate = 84%), 4 (2012/14; response rate = 84%), 6 (2014/16; response rate = 84%),
8 (2016/18; response rate = 88%), and 10 (2018/20; response rate = 88%), where volunteering
engagement was measured. The proportion of participants completing at least one of these
five waves was 81%. We only considered respondents providing data across all measures
(number of person-year observations = 128,736; number of individuals = 40,998), as well as
respondents with a valid longitudinal weight. This left an analytical sample of 51,206 ob-
servations from 10,989 participants (4.7 per person, ranging from 1 to 5). The University of
Essex Ethics Committee approved the UKHLS and participants provided informed consent.

To investigate the role of neighbourhood deprivation, we used geo-coded UKHLS
data in which participating households’ addresses were matched to neighbourhood zones.
Neighbourhoods were defined as 2011 census Lower Super Output Areas (LSOAs) [39]. In
the 2011 census there were 32,844 LSOAs in England with populations ranging from 1000
to 3000 (mean = 1614) [39,40].

2.1. Measures

Index of Multiple Deprivation (IMD): Using the 2011 LSOA geocodes, we attached
the 2015 English Index of Multiple Deprivation decile (IMD, 2015). IMD uses a range of
input datasets to rank the relative deprivation of LSOAs across seven weighted domains:
income, employment, health deprivation and disability, education, skills and training,
crime, barriers to housing and services, and living environment [41]. In our main analysis,
a binary variable was generated for each wave to indicate whether respondents lived in an
LSOA classed as one of the 20% most deprived in England (the most deprived quintile).
Three alternative specifications were generated for sensitivity checks: (i) a binary variable
with a more stringent deprivation threshold indicating whether respondents lived in an
LSOA classed as in the most deprived 10% (decile); (ii) a set of seven binary variables
(using the 20% most deprived as the threshold) created for each IMD domain [42]; (iii) and
a continuous variable using LSOA IMD rank scores (ranging from 1 to 32,829 for the
analytical sample) for a more nuanced moderator. Results of these sensitivity checks are
discussed below.

Volunteering: Respondents were asked how often they had given any unpaid help
or worked as a volunteer for any type of local, national or international organisation or
charity in the last 12 months. Frequency of engagement was categorised as “not in the last
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12 months”, “helped or worked on a seasonal basis”, “one-off activity”, “just a few times”,
“quite often but not regularly”, “at least once a month”, “once a fortnight”, “once a week”,
“twice a week”, and “on 3 or more days a week”. In our sample, 79% did not engage in
voluntary work, 6.2% engaged infrequently (either one-off activity, just a few times, or
not regularly), and 15% engaged at least once a month. In the main analysis, a binary
variable was created (1 = engaged in any levels of volunteering, 0 = did not volunteer).
Approximately 37.6% of our sample had changed the binary category of volunteering.
For sensitivity analysis, we additionally generated a binary variable that used a higher
frequency of engagement as the threshold with which to identify volunteers (1 = engaged at
least once a month, 0 = engaged less than once a month or none). Results of the sensitivity
analysis are discussed below.

Mental distress (GHQ-12): Mental distress was measured using the GHQ-12 (General
Health Questionnaire), a screening device designed to identify psychiatric disorders in the
general population and in primary medical care settings [43,44]. The GHQ-12 self-reported
questionnaire includes 12 4-point items (such as sleeping problems, overall happiness and
depressive symptoms, α = 0.90). All scores were summed and averaged with a scale of 1 to
4. Higher scores indicate greater levels of mental distress.

Health-related quality of life (SF-12): The SF-12 survey (12-Item Short Form Health
Survey; α = 90) has been designed to measure health-related quality of life. It includes
12 items and consists of eight components: general health, physical functioning, role
physical, body pain, social functioning, role emotional, mental health, and vitality [45]
(α = 0.90). All scores were summed and averaged with a scale of 1 to 5. Higher scores
indicate greater levels of health-related quality of life.

Time-varying covariates: Ten time-varying variables that might confound observational
associations between volunteering and health were identified for the analysis. These
included demographic characteristics: age, partnership status (married/in cohabitation vs.
not married/not in cohabitation), living with parents (yes vs. no), living with children (yes
vs. no), number of close friends, and long-standing limiting illness or impairment (yes
vs. no); socio-economic position (SEP): education (degree vs. no degree), employment status
(employed vs. not employed), and individual monthly income; and level of area deprivation
(LSOA in the 20% most deprived vs. not in the 20% most deprived).

2.2. Analysis

Data were analysed using fixed-effects regression, a panel data method which controls
for all time-invariant (un)observed variables [46]. As fixed-effects models use only within-
individual variation, they are more robust than between-unit models (e.g., traditional
regressions) when examining the relationship between changes in volunteering engagement
and changes in mental health and wellbeing.

In the main analyses, fixed-effects models were fitted separately for the two outcome
variables: mental distress (GHQ-12) and health-related quality of life (SF-12). Each model
was built sequentially: Model 1 controlled for volunteering engagement, Model 2 addition-
ally adjusted for demographic background and SEP, and Model 3 additionally controlled
for area deprivation. To test whether the association between volunteering and mental
health and wellbeing varied with neighbourhood deprivation, moderation analysis was
conducted individually using level of area deprivation as a moderator. All analyses were
carried out using Stata/SE 17.0.

3. Results
3.1. Descriptive

In the entire sample, the overall mean for volunteering was 0.21 (indicating 21% of
our sample volunteered with different levels of frequency), with a greater prevalence of
volunteering among older cohorts. The overall means for mental distress and health-related
quality of life were 1.92 and 3.77, respectively. Younger cohorts had higher means for both
outcomes (Table 1), indicating worse mental distress but better health-related quality of life.
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Table 1. Descriptive statistics of volunteering frequency and mental health/wellbeing.

Descriptive Statistics of Volunteering Frequency and Mental Health/Wellbeing

Variables of Interest Whole Sample Pre-1945 (Born
before 1945)

Baby Boomers (Born in
1945–1964)

Gen X (Born in
1965–1979)

Millennials (Born in
1980 or After)

Volunteering
Overall mean 0.21 0.24 0.23 0.19 0.19

Between-participant SD (σu) 0.33 0.37 0.34 0.29 0.31
Within-participant SD (σe) 0.30 0.28 0.29 0.31 0.33
Intraclass correlation (ρ) 0.54 0.63 0.58 0.47 0.47

Mental distress (GHQ 12)
Overall mean 1.92 1.83 1.92 1.94 1.95

Between-participant SD (σu) 0.34 0.27 0.34 0.33 0.38
Within-participant SD (σe) 0.33 0.26 0.31 0.34 0.39
Intraclass correlation (ρ) 0.51 0.52 0.55 0.48 0.49

Health-related quality of
life (SF-12)

Overall mean 3.77 3.61 3.74 3.83 3.85
Between-participant SD (σu) 0.55 0.56 0.60 0.51 0.47
Within-participant SD (σe) 0.37 0.40 0.36 0.37 0.39
Intraclass correlation (ρ) 0.68 0.66 0.74 0.65 0.59

Number of obs 51,206 7351 21,809 13,256 8790

Number of groups 10,989 1491 4431 2702 2365

When exploring the correlations between volunteering, mental health/wellbeing,
and area of deprivation, cross-tabulation shows that volunteers generally experienced
lower levels of mental distress and greater levels of health-related quality of life than
non-volunteers. These differences were more prominent in more deprived neighbourhoods
for SF-12. Levels of mental distress and health-related quality of life were worse in more
deprived areas for both volunteers and non-volunteers (Figures 1 and 2).
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3.2. Mental Distress (GHQ-12)

Fixed-effects regressions (Model 3; Table 2 and Figure 3) did not show an overall
association between changes in volunteering and changes in mental distress when looking
at all age cohorts together. However, it did show that volunteering was associated with
lower levels of mental distress for the Baby Boomer generation specifically (coef = −0.03,
95%CI = −0.05, −0.01). The negative association was also seen for the pre-1945 generation
(Model 1; Table 2), but the association was less definite and became insignificant altogether
after controlling for time-varying confounders (coef = −0.03, 95%CI = −0.05, 0.00). No
associations were shown in the full sample nor for the Gen X or Millennials generations
(Model 3; Table 2). No moderating effect of area deprivation was shown for mental distress
(Table 3).

Table 2. Fixed-effects analysis predicting the associations between volunteering and mental distress
(GHQ-12).

Fixed-Effects Analysis Predicting the Associations between Volunteering and Mental Distress (GHQ-12)

Sample
Model 1 Volunteering Model 2 = Model 1 +

Demography and SEP Model 3 = Model 2 + IMD
Number
of Obs

Number of
Groups

Coef 95%CI p-Value Coef 95%CI p-Value Coef 95%CI p-Value

Whole sample −0.01 −0.03,
0.00 0.121 −0.01 −0.03,

0.00 0.099 −0.01 −0.03,
0.00 0.101 51,206 10,989

Pre-1945
(born before 1945) −0.03 −0.05,

−0.00 0.026 −0.02 −0.05,
0.00 0.082 −0.02 −0.05,

0.00 0.082 7351 1491

Baby Boomers
(born in 1945–1964) −0.03 −0.05,

−0.01 0.007 −0.03 −0.05,
−0.01 0.003 −0.03 −0.05,

−0.01 0.003 21,809 4431

Gen X
(born in 1965–1979) 0.02 −0.01,

0.04 0.213 0.01 −0.01,
0.04 0.359 0.01 −0.01,

0.04 0.360 13,256 2702

Millennials
(born in 1980 or after) −0.01 −0.05,

0.03 0.592 −0.00 −0.04,
0.03 0.833 −0.00 −0.04,

0.03 0.844 8790 2365

Notes: All models controlled all time-invariant variables. Model 1 additionally included volunteering engagement.
Model 2 = Model 1 + demography (age, partnership status, whether or not living with parents, whether or not
living with children, number of close friends, and long-standing illness or impairment) and SEP (education levels,
employment statues, and individual monthly income). Model 3 = Model 2 + IMD (whether or not living in the
20% most deprived areas). Bold values denote statistical significance at the p < 0.05 level.

Int. J. Environ. Res. Public Health 2022, 19, x FOR PEER REVIEW 7 of 15 
 

 

 
Figure 2. Health-related quality of life (SF-12). 

3.2. Mental Distress (GHQ-12)  
Fixed-effects regressions (Model 3; Table 2 and Figure 3) did not show an overall 

association between changes in volunteering and changes in mental distress when looking 
at all age cohorts together. However, it did show that volunteering was associated with 
lower levels of mental distress for the Baby Boomer generation specifically (coef = −0.03, 
95%CI = −0.05, −0.01). The negative association was also seen for the pre-1945 generation 
(Model 1; Table 2), but the association was less definite and became insignificant alto-
gether after controlling for time-varying confounders (coef = −0.03, 95%CI = −0.05, 0.00). 
No associations were shown in the full sample nor for the Gen X or Millennials genera-
tions (Model 3; Table 2). No moderating effect of area deprivation was shown for mental 
distress (Table 3). 

 
Figure 3. Volunteering and mental distress (GHQ-12). 

  

Figure 3. Volunteering and mental distress (GHQ-12).



Int. J. Environ. Res. Public Health 2022, 19, 1531 8 of 15

Table 3. Fixed-effects models interacting with Index of Multiple Deprivation (IMD) 20% most
deprived areas: Mental Distress (GHQ-12).

Fixed-Effects Models Interacting with Index of Multiple Deprivation (IMD) 20% Most Deprived Areas

Sample
Mental Distress (GHQ-12)

Number of Obs Number of Groups
Coef 95%CI p-Value

Whole sample

51,206 10,989Volunteering −0.01 −0.03, 0.00 0.133
IMD 20% most deprived −0.03 −0.07, 0.02 0.281

Volunteering * IMD 20% most deprived −0.01 −0.06, 0.04 0.788
Pre-1945 (born before 1945)

7351 1491
Volunteering −0.02 −0.05, 0.00 0.100

IMD 20% most deprived −0.12 −0.30, 0.07 0.213
Volunteering * IMD 20% most deprived −0.00 −0.08, 0.08 0.999

Baby Boomers (born in 1945–1964)

21,809 4431
Volunteering –0.03 –0.05, –0.01 0.001

IMD 20% most deprived −0.02 −0.11, 0.08 0.732
Volunteering * IMD 20% most deprived 0.02 −0.07, 0.11 0.736

Gen X (born in 1965–1979)

13,256 2702
Volunteering 0.01 −0.02, 0.03 0.529

IMD 20% most deprived 0.01 −0.06, 0.08 0.807
Volunteering * IMD 20% most deprived 0.02 −0.06, 0.10 0.591

Millennials (born in 1980 or after)

8790 2365
Volunteering 0.01 −0.03, 0.05 0.732

IMD 20% most deprived −0.02 −0.08, 0.05 0.674
Volunteering * IMD 20% most deprived −0.05 −0.14, 0.05 0.326

Notes: All models controlled all variables shown in the in-text analysis. Bold values denote statistical significance
at the p < 0.05 level. * symbol represents interaction terms.

3.3. Health-Related Quality of Life (SF-12)

For health-related quality of life (Model 3; Table 4 and Figure 4), volunteering was
associated with greater levels of quality of life amongst the sample as a whole (coef = 0.03,
95%CI = 0.01, 0.04). When looking at specific age cohorts, positive associations were
shown for the pre-1945 (coef = 0.04, 95%CI = 0.01, 0.08) and Baby Boomers (coef = 0.04,
95%CI = 0.01, 0.06) generations. In Model, 1 there was also some indication that volun-
teering engagement was related to higher levels of quality of life amongst the Millennials
(coef = 0.04, 95%CI = 0.00, 0.08); however, the association was attenuated after time-varying
confounders were added (Table 4; Figure 4). No moderating effect of area deprivation was
shown (Table 5).

Table 4. Fixed-effects analysis predicting the associations between volunteering and health-related
quality of life (SF-12).

Fixed-Effects Analysis Predicting the Associations between Volunteering and Health-Related Quality of Life (SF-12)

Sample
Model 1 Volunteering Model 2 = Model 1 +

Demography and SEP Model 3 = Model 2 + IMD
Number
of Obs

Number of
Groups

Coef 95%CI p-Value Coef 95%CI p-Value Coef 95%CI p-Value

Whole sample 0.03 0.02, 0.05 0.000 0.03 0.01, 0.04 0.001 0.03 0.01, 0.04 0.001 51,206 10,989
Pre-1945

(born before 1945) 0.09 0.05, 0.13 0.000 0.04 0.01, 0.08 0.012 0.04 0.01, 0.08 0.012 7351 1491

Baby Boomers
(born in 1945–1964) 0.03 0.01, 0.05 0.003 0.04 0.01, 0.06 0.001 0.04 0.01, 0.06 0.001 21,809 4431

Gen X
(born in 1965–1979) −0.01 −0.04,

0.02 0.611 −0.00 −0.03,
0.02 0.852 −0.00 −0.03,

0.02 0.846 13,256 2702

Millennials
(born in 1980 or after) 0.04 0.00, 0.08 0.041 0.03 −0.01,

0.06 0.157 0.03 −0.01,
0.06 0.159 8790 2365

Notes: All models controlled all time-invariant variables. Model 1 additionally included volunteering engagement.
Model 2 = Model 1 + demography (age, partnership status, whether or not living with parents, whether or not
living with children, number of close friends, and long-standing illness or impairment) and SEP (education levels,
employment statues, and individual monthly income). Model 3 = Model 2 + IMD (whether or not living in the
20% most deprived areas). Bold values denote statistical significance at the p < 0.05 level.

3.4. Sensitivity Analysis

For our first sensitivity analysis, we ran the models adjusting for age variable only and
found that the associations between changes in volunteering and changes in the outcomes
were attenuated once age was controlled for (Table S1).
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Next, we reran all models comparing respondents who volunteered at least once a
month to those who volunteered less or did not volunteer. Results are very similar to those
in Tables 1 and 2 with older generations experiencing positive mental health and wellbeing
through volunteering (Tables S2 and S3).
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Table 5. Fixed-effects models interacting with Index of Multiple Deprivation (IMD) 20% most
deprived areas: Health-Related Quality of Life (SF-12).

Fixed-Effects Models Interacting with Index of Multiple Deprivation (IMD) 20% Most Deprived Areas

Sample
Health-Related Quality of Life (SF-12)

Number of Obs Number of Groups
Coef 95%CI p-Value

Whole sample

51,206 10,989Volunteering 0.02 0.01, 0.04 0.004
IMD 20% most deprived −0.00 −0.05, 0.05 0.973

Volunteering * IMD 20% most deprived 0.02 −0.03, 0.08 0.375
Pre-1945 (born before 1945)

7351 1491
Volunteering 0.04 0.00, 0.07 0.035

IMD 20% most deprived −0.07 −0.30, 0.16 0.547
Volunteering * IMD 20% most deprived 0.08 −0.08, 0.23 0.335

Baby Boomers (born in 1945–1964)

21,809 4431
Volunteering 0.04 0.02, 0.06 0.000

IMD 20% most deprived −0.08 −0.19, 0.03 0.142
Volunteering * IMD 20% most deprived −0.02 −0.11, 0.07 0.614

Gen X (born in 1965–1979)

13,256 2702
Volunteering 0.00 −0.03, 0.03 0.908

IMD 20% most deprived 0.05 −0.03, 0.13 0.193
Volunteering * IMD 20% most deprived −0.03 −0.11, 0.04 0.380

Millennials (born in 1980 or after)

8790 2365
Volunteering 0.01 −0.03, 0.04 0.725

IMD 20% most deprived −0.01 −0.08, 0.07 0.888
Volunteering * IMD 20% most deprived 0.09 −0.01, 0.19 0.091

Notes: All models controlled all variables shown in the in-text analysis. Bold values denote statistical significance
at the p < 0.05 level. * symbol represents interaction terms.

Then, we used a more extreme threshold (i.e., 10% most deprived neighbourhoods
vs. 90% less deprived) to test the role of area deprivation. Results were almost identical to
those when using the 20% threshold and no interaction effects were shown (Table S4).

We also repeated the interaction models, but this time we separated each of the seven
domains of IMD to tested whether different aspects of deprivation had different moderating
effects (coefficients and 95%CIs were shown in Figures S1 and S2). Here, the results
showed some interaction effects for the Millennials sample. In particular, stronger effects of
volunteering on reduced mental distress were shown in the 20% most employment deprived
areas (less deprived: coef = 0.02, 95%CI = −0.02, 0.05; 20% most deprived: coef = −0.08,
95%CI = −0.16, 0.00). We also found that the impacts of volunteering on health-related
quality of life were more salient in areas of high employment deprivation (less deprived:
coef = 0.00, 95%CI = −0.03, 0.04; 20% most deprived: coef = 0.12, 95%CI = 0.01, 0.22) and
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in the 20% most health deprived areas (less deprived: coef = 0.00, 95%CI = −0.03, 0.04; 20%
most deprived: coef = 0.13, 95%CI = 0.03, 0.23).

Finally, we used the rank of IMD to test the interaction effects; no effects were shown
(Table S5).

4. Discussion

This study examined the longitudinal association between volunteering and mental
health and wellbeing over a 10 year follow up. Fixed-effects analysis revealed that increas-
ing one’s volunteering is associated with greater levels of health-related quality of life
amongst adults as a whole, but these effects are largely driven by older generations (Baby
Boomers and adults born before 1945). Baby Boomers also appear to benefit more from
volunteering as a means of reducing mental distress. There was little evidence that younger
adults born from 1965 onwards experience the same outcome from volunteering, although
preliminary evidence suggests that Millennials living in areas of greater employment de-
privation and health deprivation may experience higher levels of health-related quality of
life from volunteering (although sample size limitations mean this result should be treated
cautiously). Further, we found no moderating effect of area deprivation on the association
between volunteering and mental health and wellbeing.

Our findings on health-related quality of life are in line with previous research doc-
umenting an association between engagement in voluntary work and improved positive
wellbeing [3,6,10–12,19,47,48]. In particular, we found that people in older generations
were more likely to experience these positive impacts, and that the association was not
moderated by where they lived. This can be understood through the lens of age and cohort
effects. Age effects are found when changes in physical, social, mental, and behavioural
experiences are linked to aging, but unrelated to the birth cohort to which individuals
belong. Indeed, there is plenty of research showing the effects of volunteering on the
wellbeing of individuals in later years of life [6,10,13,19,47], with evidence pointing to
the stronger effects amongst older populations when compared to younger adults [12,21].
Previous research identified a number of mechanisms to understand how the experience of
volunteering improves mental health and wellbeing: some of these mechanisms may be
especially relevant for older adults [15], such as the new social networks developed through
engagement [16], social role and group identity, and a provision of structure to volunteers’
lives [49]. In contrast, many key ingredients (e.g., personal development, relationships,
values and identities) [15] that link volunteering to health and wellbeing for younger adults
could be experienced through education, employment, and family responsibilities. This
has been reflected in our analysis where the association between volunteering and health-
related quality of life was attenuated after considering time-varying factors including age,
changes in household composition and employment status.

The fact that the effects of volunteering vary across cohorts after controlling for age
indicates that there are cohort effects on the health benefits of volunteering. Change over
time in the social meaning of volunteering, alongside initiatives and programmes that
encourage engagements, could potentially influence cohort motives, values and beliefs
towards volunteering (i.e., how people think about their volunteer work), their voluntary
behaviour, and the associated outcomes. In addition, the changes in social and political
contexts could also influence volunteering engagement. For instance, lower incomes and
reduced economic security may have made it challenging for adults in younger generations
to commit to volunteering on a regular basis, or to be involved in voluntary activities
within a neighbourhood [50]. Infrequent voluntary involvement may have weakened the
benefits of engagements [22]. It is also possible that people who were born in different
generations may have collective characteristics which in turn affect the rate of engagement
and its associated outcomes. For instance, older generations such as the pre-1945 and
Baby Boomers generations have been characterised as committed, disciplined and who
enjoy direct and in person communications, as opposed to younger generations who grew
up with digital communication technologies, may be more individualist, and are more
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likely to suffer from poor mental health [51,52]. As a result, it is possible that while older
generations may get involved in volunteering to support society, younger generations
may have used volunteering as a way to improve their wellbeing and support personal
development. Different rationales for volunteering may influence its health impacts and
this is an important area for further work.

Notably, whilst our findings show overall effects for health-related quality of life,
they do not show for mental distress. This reflects the mental health continuum model, in
which mental wellbeing and mental illness are both related but distinct and they are not
opposite ends of a single continuum [53]. This suggests that volunteering may help support
health-related quality of life (mental wellbeing) but may have less effect on alleviating
mental distress (mental illness). One possible explanation for this is that such engagement
may have a more direct effect on individuals’ physical and mental wellbeing due to the
activities involved, such as physical activities (e.g., deliveries, walking, reduced sedentary
behaviour) and interactions with other volunteers. In contrast, the benefits of voluntary
engagement on mental distress may be more indirect (e.g., through an expansion of social
networks and providing a more structured daily routine), and that a greater frequency of
the engagement may be needed for the protective effects on mental distress to be detected
(as suggested in the sensitivity check). Nonetheless, the effects on mental distress were
found for the Baby Boomers generation. This is in line with a previous study [21], which
found that the association between voluntary work and mental distress did not appear
until the age of 40 years and continued up to old age (roughly corresponding to the age of
the Baby Boomers generation in our sample).

Generally, we found no moderating effect of area deprivation, suggesting that the
positive wellbeing associated with volunteering occurs regardless of where people live. The
lack of a neighbourhood deprivation effect may reflect a more equal number of voluntary
organisations in the least and most deprived areas [54] and a growth of place-based funding
streams that encourage residents in deprived areas to engage in voluntary and community
work (e.g., through creating safer neighbourhoods, ensuring well-maintained voluntary
organisations, and providing wide ranging voluntary activities and flexible volunteering
hours). However, there are other potential explanations too. First, it is possible that
the lack of interaction effects might have been driven by the small main effects for area
deprivation on the outcome measures. As a result, there might not have been a sufficient
statistical power for ‘true’ interaction effects to be detected. Second, our findings might
have been caused by a small effect of neighbourhood deprivation on the likelihood of
volunteering. Indeed, whilst there were differences in volunteering engagement rate across
different levels of area deprivation, only a small proportion of the variation in volunteering
was attributed to variations between localities once individual characteristics had been
accounted for [28]. Nonetheless, our findings have potentially important implications for
the “levelling up” agenda as they suggest that volunteering could have benefits for all
individuals if it can be introduced to different areas equally. To enable this, it is important
to ensure the availability of the central grant funding, particularly, in more deprived local
authorities where voluntary organisations are likely to face greater difficulty in obtaining
income from their councils [55]. In addition, creating a safer, harmonic, and close-knit
residential environment, coupled with neighbourhood stability (through affordable home
ownership schemes), which help establish senses of place belonging and attachment, may
also help improve the engagement rate in volunteering [23].

Our study has a number of strengths, including the large sample and the use of fixed-
effects analysis to effectively control for all time-invariant variables as well as observed
time-varying health predictors. However, this study is not without limitations. As this
study examined parallel longitudinal associations between volunteering and mental health
and wellbeing, causal inferences cannot definitively be established, although the findings
are in line with experimental research [12]. Further, whilst we examined and compared
associations across birth cohorts, there is still a risk of selection bias where the analysis for
older generations only includes respondents who survived (i.e., people who were healthier
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physically and mentally). While the categorisation of the cohorts in the present study is
used to align well with popularly recognised generations, there might still be a possibility
that individuals from the same cohort experienced slightly different political and economic
environments. Future work is also needed to explore the interactions between age, period
and cohort effects.

In addition, in our moderating analysis, we only focused on neighbourhoods where
people lived, instead of where they volunteered. Whilst people tend to volunteer within
relatively local communities, it is also possible that some may travel to a different neigh-
bourhood where more volunteering opportunities are more readily available. Finally,
more studies are required to better assess whether the frequency of engagement as well
as the variety of voluntary activities influence the impacts of volunteering on health and
wellbeing. Previous studies have suggested that volunteers approaching their 50s were
more interested in volunteering in connection with religious organisations, citizens’ groups,
and caring for the elderly, whereas voluntary work relating to youth issues (e.g., improv-
ing children’s education) were more popular amongst younger volunteers aged between
25–44 [23]. More recently, social action volunteering around themes such as human mi-
gration, climate change, and race inequality may have attracted more younger volunteers.
Types of voluntary work may result in appreciable variations in volunteers’ health and
wellbeing and this is an important topic for further research.

5. Conclusions

There is a growing consensus that the wellbeing of individuals and communities
with a strong sense of cooperation and compassion (core values of volunteerism) helps a
society thrive [2]. This study shows that participating in volunteering is associated with
higher levels of health-related quality of life and that the association can be found across
neighbourhoods, regardless of deprivation. This is in line with previous studies. However,
the present study goes beyond this to show that the effects of volunteering are greatest
for people from older birth cohorts. Given that age is controlled in our analysis, this
evidence suggests that generational social attitudes and changes in how volunteering is
portrayed and delivered (e.g., as a means to improve collectively improve society vs. a
strategy to promote individuals’ health and wellbeing) could influence not only whether
people volunteer, but also whether doing so bolsters health. It is particularly encouraging
that older volunteers are experiencing the positive impacts through volunteering as this
suggests that promoting volunteer work to older adults could help the UK population to
age healthily.
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15. Stuart, J.; Kamerāde, D.; Connolly, S.; Ellis, A.P.; Nichols, G.; Grotz, J. The Impacts of Volunteering on the Subjective Wellbeing of
Volunteers: A Rapid Evidence Assessment; What Works Centre for Wellbeing: London, UK, 2020.

16. Jang, H.; Tang, F.; Gonzales, E.; Lee, Y.S.; Morrow-Howell, N. Formal volunteering as a protector of health in the context of social
476 losses. J. Gerontol. Soc. Work 2018, 61, 834–848. [CrossRef]

17. Zaninotto, P.; Breeze, E.; Mcmunn, A.; Nazroo, J. Socially productive activities, reciprocity and well-being in early old age:
Gender-specific results from the English Longitudinal Study of Ageing (ELSA). Popul. Ageing 2013, 6, 47–57. [CrossRef]

18. Yang, J.; Matz, C. A latent deprivation perspective: Mechanisms linking volunteering to mental health in later life. Int. J. Aging
Hum. Dev. 2020. [CrossRef]

19. Russell, A.R.; Nyame-Mensah, A.; de Wit, A.; Handy, F. Volunteering and wellbeing among ageing adults: A longitudinal analysis.
Volunt. Int. J. Volunt. Nonprofit Organ. 2019, 30, 115–128. [CrossRef]

20. Moore, C.W.; Allen, J.P. The effects of volunteering on the young volunteer. J. Prim. Prev. 1996, 17, 231–258. [CrossRef] [PubMed]
21. Tabassum, F.; Mohan, J.; Smith, P. Association of volunteering with mental well-being: A lifecourse analysis of a national

population-based longitudinal study in the U.K. BMJ Open 2016, 6, e011327. [CrossRef]

https://beta.ukdataservice.ac.uk/datacatalogue/studies/study?id=6614
https://beta.ukdataservice.ac.uk/datacatalogue/studies/study?id=7248
https://beta.ukdataservice.ac.uk/datacatalogue/studies/study?id=7248
https://www.gov.uk/government/statistics/english-indices-of-deprivation-2015
https://www.ncvo.org.uk/policy-and-research/volunteering-policy
https://www.ncvo.org.uk/policy-and-research/volunteering-policy
https://www.unv.org/power-volunteerism
https://covidmutualaid.org/local-groups/
https://covidmutualaid.org/local-groups/
https://www.england.nhs.uk/2020/03/250000-nhs-volunteers/
http://doi.org/10.1177/0308022618777219
http://doi.org/10.1177/0899764006290838
http://doi.org/10.1080/13607863.2021.1884845
http://www.ncbi.nlm.nih.gov/pubmed/33571004
http://doi.org/10.1016/j.socscimed.2010.04.009
http://www.ncbi.nlm.nih.gov/pubmed/20510493
http://doi.org/10.1016/j.socscimed.2018.02.011
http://www.ncbi.nlm.nih.gov/pubmed/29486393
http://doi.org/10.1001/jamapediatrics.2013.1100
http://www.ncbi.nlm.nih.gov/pubmed/23440253
http://doi.org/10.1186/1471-2458-13-773
http://doi.org/10.1093/geronb/gbr154
http://doi.org/10.1177/1757913910384048
http://doi.org/10.1080/01634372.2018.1476945
http://doi.org/10.1007/s12062-012-9079-3
http://doi.org/10.1177/0091415020959767
http://doi.org/10.1007/s11266-018-0041-8
http://doi.org/10.1007/BF02248794
http://www.ncbi.nlm.nih.gov/pubmed/24254961
http://doi.org/10.1136/bmjopen-2016-011327


Int. J. Environ. Res. Public Health 2022, 19, 1531 14 of 15

22. Elias, J.K.; Sudhir, P.; Mehrotra, S. Long-term engagement in formal volunteering and well-being: An exploratory Indian study.
Behav. Sci. 2016, 6, 20. [CrossRef]

23. Musick, M.; Wilson, J. Volunteers: A Social Profile; Indiana University Press: Bloomington, IN, USA, 2008.
24. Brewis, G. A Short History of Student Volunteering: Celebrating Ten Years of Student Volunteering Week; The British Library: London,

UK, 2011.
25. Brewis, G. Towards a New Understanding of Volunteering in England before 1960? Institute for Volunteering Research: London,

UK, 2011.
26. Gaskin, K. Young People, Volunteering and Civic Service: A Review of the Literature; Institute for Volunteering Research: London, UK;

The British Library: London, UK, 2004.
27. Smith, J.D. Volunteers: Making a Difference? In Voluntary Organisations and Social Policy in Britain; Harris, M., Rochester, C., Eds.;

Palgrave: London, UK, 2001; pp. 185–198. [CrossRef]
28. Lindsey, R.; Mohan, J.; Bulloch, S.; Metcalfe, E. Continuity and Change in Voluntary Action; Bristol University Press: Bristol, UK;

Policy Press: Bristol, UK, 2018.
29. Layard, R. Can We Be Happier? Evidence and Ethics; Penguin Random House: London, UK, 2021.
30. Buck, D.; Fwbank, L. What Is Social Prescribing? King’s Fund: London, UK, 2020.
31. Duncan, D.T.; Kawachi, I. Neighborhoods and Health, 2nd ed.; Oxford University Press: New York, NY, USA, 2018.
32. Grinshteyn, E.G.; Sugar, J.A. Perceived neighbourhood safety and volunteerism among older adults. Ageing Soc. 2020, 41,

2914–2932. [CrossRef]
33. Okun, M.A.; Michel, J. Sense of community and being a volunteer among the young-old. J. Appl. Gerontol. 2006, 25, 173–188.

[CrossRef]
34. Dury, S.; Willems, J.; De Witte, N.; De Donder, L.; Buffel, T.; Verté, D. Municipality and neighborhood influences on volunteering

in later life. J. Appl. Gerontol. 2016, 35, 601–626. [CrossRef]
35. Torgerson, M.; Edwards, M.E. Demographic determinants of perceived barriers to community involvement: Examining ru-

ral/urban differences. Nonprofit Volunt. Sect. Q. 2012, 42, 371–390. [CrossRef]
36. Mcculloch, A.; Mohan, J.; Smith, P. Patterns of social capital, voluntary activity, and area deprivation in England. Environ. Plan. A

2012, 44, 1130–1147. [CrossRef]
37. Clifford, D. Voluntary sector organisations working at the neighbourhood level in England: Patterns by local area deprivation.

Environ. Plan A 2012, 44, 1148–1164. [CrossRef]
38. Buck, N.; Mcfall, S. Understanding Society: Design overview. Longit. Life Course Stud. 2012, 3, 5–17.
39. Census Geography. Office for National Statistics. Available online: https://www.ons.gov.uk/methodology/geography/

ukgeographies/censusgeography#super-output-area-soa (accessed on 1 July 2020).
40. Office for National Statistics. Changes to Output Areas and Super Output Areas in England and Wales, 2001 to 2011; Office for National

Statistics: London, UK, 2012.
41. Department for Communities and Local Government. The English Indices of Deprivation 2015. Available online:

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/465791/English_
Indices_of_Deprivation_2015_-_Statistical_Release.pdf (accessed on 1 November 2021).

42. Curtis, S. Space, Place and Mental Health; Routledge: London, UK, 2010. [CrossRef]
43. Pevalin, D.J. Multiple applications of the GHQ-12 in a general population sample: An investigation of long-term retest effects.

Soc. Psychiatry 2000, 35, 508–512. [CrossRef] [PubMed]
44. Goldberg, D.P.; Williams, P. A User’s Guide to the General Health Questionnaire; NFER-Nelson: Windsor, UK, 1988.
45. Ware, J.; Kosinksi, M.; Keller, S. A 12-Item short-form health survey: Construction of scales and preliminary tests of reliability and

validity. Med. Care 1996, 34, 220–233. [CrossRef] [PubMed]
46. Allison, P.D. Fixed Effects Regression Models; SAGE Publishing: Thousand Oaks, CA, USA, 2009.
47. Heo, J.; Chun, S.; Lee, S.; Kim, J. Life satisfaction and psychological well-being of older adults with cancer experience: The role of

optimism and volunteering. Int. J. Aging Hum. Dev. 2016, 83, 274–289. [CrossRef] [PubMed]
48. Chan, W.; Chui, C.H.K.; Cheung, J.C.S.; Lum, T.Y.S.; Lu, S. Associations between Volunteering and Mental Health during

COVID-19 among Chinese Older Adults. J. Gerontol. Soc. Work 2021, 64, 599–612. [CrossRef] [PubMed]
49. Bradley, D.B. A reason to rise each morning: The meaning of volunteering in the lives of older adults. Generations 2000, 23,

45–50. Available online: https://lemosandcrane.co.uk/resources/Generations%20-%20A%20Reason%20to%20Rise%20Each%
20Morning%20-%20The%20Meaning%20of%20Volunteering%20in%20the%20Lives%20of%20Older%20Adults.pdf (accessed on
27 November 2021).

50. Rochester, C. Trends in Volunteering. Volunteer Now. 2018; Building Change Trust: Belfast, UK, 2018. Available online: https://
volunteernow.aw-stage.co.uk/app/uploads/2018/10/Trends-in-Volunteering-Final-Report.pdf (accessed on 27 November 2021).

51. Collishaw, S.; Maughan, B.; Goodman, R.; Pickles, A. Time trends in adolescent mental health. J. Child Psychol. Psychiatry Allied
Discip. 2004, 45, 1350–1362. [CrossRef]

52. Vizard, T.; Sadler, K.; Ford, T.; Newlove-Delgado, T.; McManus, S.; Marcheselli, F.; Davis, J.; Williams, T.; Leach, C.; Mandalia,
D.; et al. The Mental Health of Children and Young People in England 2020; NHS Digital: Leeds, UK, 2020. Available online:
https://files.digital.nhs.uk/AF/AECD6B/mhcyp_2020_rep_v2.pdf (accessed on 27 November 2021).

http://doi.org/10.3390/bs6040020
http://doi.org/10.1007/978-0-230-80224-7_13
http://doi.org/10.1017/S0144686X20000677
http://doi.org/10.1177/0733464806286710
http://doi.org/10.1177/0733464814533818
http://doi.org/10.1177/0899764012440181
http://doi.org/10.1068/a44274
http://doi.org/10.1068/a44446
https://www.ons.gov.uk/methodology/geography/ukgeographies/censusgeography#super-output-area-soa
https://www.ons.gov.uk/methodology/geography/ukgeographies/censusgeography#super-output-area-soa
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/465791/English_Indices_of_Deprivation_2015_-_Statistical_Release.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/465791/English_Indices_of_Deprivation_2015_-_Statistical_Release.pdf
http://doi.org/10.1080/09687599.2012.739360
http://doi.org/10.1007/s001270050272
http://www.ncbi.nlm.nih.gov/pubmed/11197926
http://doi.org/10.1097/00005650-199603000-00003
http://www.ncbi.nlm.nih.gov/pubmed/8628042
http://doi.org/10.1177/0091415016652406
http://www.ncbi.nlm.nih.gov/pubmed/27273518
http://doi.org/10.1080/01634372.2021.1904079
http://www.ncbi.nlm.nih.gov/pubmed/33769224
https://lemosandcrane.co.uk/resources/Generations%20-%20A%20Reason%20to%20Rise%20Each%20Morning%20-%20The%20Meaning%20of%20Volunteering%20in%20the%20Lives%20of%20Older%20Adults.pdf
https://lemosandcrane.co.uk/resources/Generations%20-%20A%20Reason%20to%20Rise%20Each%20Morning%20-%20The%20Meaning%20of%20Volunteering%20in%20the%20Lives%20of%20Older%20Adults.pdf
https://volunteernow.aw-stage.co.uk/app/uploads/2018/10/Trends-in-Volunteering-Final-Report.pdf
https://volunteernow.aw-stage.co.uk/app/uploads/2018/10/Trends-in-Volunteering-Final-Report.pdf
http://doi.org/10.1111/j.1469-7610.2004.00335.x
https://files.digital.nhs.uk/AF/AECD6B/mhcyp_2020_rep_v2.pdf


Int. J. Environ. Res. Public Health 2022, 19, 1531 15 of 15

53. Keyes, C.L.M. Mental illness and/or mental health? Investigating axioms of the complete state model of health. J. Consult. Clin.
Psychol. 2005, 73, 539–548. [CrossRef]

54. McDonnell, D.; Mohan, J.; Norman, P. Charity density and social need: A longitudinal perspective. Nonprofit Volunt. Sect. Q. 2020,
49, 1082–1104. [CrossRef]

55. Clifford, D. Disparities by deprivation: The geographical impact of unprecedented changes in local authority financing on the
voluntary sector in England. EPA Econ. Sp. 2021, 53, 2050–2067. [CrossRef]

http://doi.org/10.1037/0022-006X.73.3.539
http://doi.org/10.1177/0899764020911199
http://doi.org/10.1177/0308518X211034869

	Introduction 
	Age and Birth Cohort 
	Neighbourhoods 

	Data and Methods 
	Measures 
	Analysis 

	Results 
	Descriptive 
	Mental Distress (GHQ-12) 
	Health-Related Quality of Life (SF-12) 
	Sensitivity Analysis 

	Discussion 
	Conclusions 
	References

