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Summary

The importance of volunteering
■■

■■

■■

The health and social care system is under extreme pressure to improve the quality
and efficiency of services. To meet the challenges ahead, service providers will need
to think differently about how they work and who they work with.
One important group in these debates is the millions of people who volunteer in
health and social care, in both the voluntary sector and within public services – an
estimated 3 million people across England. These people add significant value to the
work of paid professionals, and are a critical but often under-appreciated part of the
health and social care workforce.
Our research indicates that volunteers play an important role in improving
people’s experience of care, building stronger relationships between services and
communities, supporting integrated care, improving public health and reducing
health inequalities. The support that volunteers provide can be of particular value
to those who rely most heavily on services, such as people with multiple long-term
conditions or mental health problems.

Opportunities and challenges ahead
■■

■■

■■

■■

© The King’s Fund 2013

The nature of volunteering is changing radically. Voluntary sector organisations are
providing a growing range of public services, bringing volunteers into new aspects
of service delivery. Innovative forms of volunteering such as ‘time banking’ and peer
support allow community members to act as both the beneficiaries and the providers
of care. In some hospitals, volunteers are increasingly being seen as an integral part
of the care team.
There are huge opportunities for volunteering to help transform health and
social care services and bring about real improvements for patients and the wider
public. The challenge now is to ensure that the system can make the most of these
opportunities. Many organisations lack a strategic vision for the role of volunteering
within their workforce, and so miss the opportunities that exist.
The reforms introduced by the Health and Social Care Act 2012 have a number
of implications for volunteering. The creation of new responsibilities for local
authorities could encourage a model of health based on engaging local people and
harnessing community resources, with volunteers playing a key role. However, some
aspects of the reforms may present challenges; for example, the role of volunteering
in the context of increased private sector provision is not clear.
The economic situation also creates a challenging environment for volunteering.
Financial pressure in public services is bringing concerns around job substitution to
the fore and risks creating tensions between volunteers and paid employees.

vii
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Our recommendations
■■

■■

We describe two scenarios for the future. In the best case scenario, volunteering
could be an important part of a new, closer relationship between health services
and the communities they serve. In the worst case scenario, service providers and
commissioners face a loss of goodwill and growing tensions around the role of
volunteers in service delivery.
To achieve the best case scenario, the critical role of volunteers in building a
sustainable approach to health and social care must be acknowledged.
n

n

n

n

■■

viii

Service providers and commissioners should take a much more strategic approach
towards volunteering, with a clear vision of how volunteers will help meet
organisational objectives and benefit patients and the local community.
The value of volunteering needs to be better measured and articulated at all levels
in the system. There is a striking lack of information about the scale or impact of
volunteering in health and social care. Addressing this should be a priority.
Volunteering should be used as a means of improving quality rather than reducing
short-term costs. The management of volunteering and supporting infrastructure
should be adequately resourced or there is a risk it will not achieve its potential.
There is a need for clarity regarding the boundaries between professional and
volunteer roles. Sensitivities around job substitution, real or perceived, need to be
handled carefully.

In the current context, it is more important than ever to think strategically about
the role of volunteering. The health and social care system will find it increasingly
difficult to meet its objectives without doing so.

© The King’s Fund 2013

1 Introduction

The importance of volunteering to the health and social
care sector
Volunteers play a crucial and often under-appreciated role in health and social care.
As a result of the wide-ranging efforts of this unpaid workforce, we enjoy healthier
communities and a higher-performing health and social care system. It is doubtful
whether the system could continue to operate without them. In particular, volunteers
help by:
■■

improving patient experience in hospitals and elsewhere

■■

building a closer relationship between services and communities

■■

tackling health inequalities and promoting health in hard-to-reach groups

■■

supporting integrated care for people with multiple needs.

Volunteers already play an important role in meeting these and other objectives.
Nonetheless, we believe that the full potential of volunteering is far from being reached.
Health and social care is changing as a result of technological innovation, demographic
change and other pressures (Imison 2012). The make-up of the paid workforce and the
roles of the various professional groups within it are in a state of continual flux. As our
approach to health and social care evolves, so we should actively re-imagine the role of
the volunteer. There could be significant benefits if service providers and commissioners
think strategically about the place of volunteers within the future workforce.
There will be challenges in doing so. The economic climate is raising difficult questions
about the functions that volunteers perform and the value they can add. In this context
there is a heightened risk of volunteers being used inappropriately – either by design
or unwittingly – and some tensions have already emerged. Added to this, the reforms
introduced in England by the Health and Social Care Act 2012 present both risks and
opportunities for volunteering.
Taking these factors together, there is considerable uncertainty over the future of
volunteering. If the right action is taken, we argue that volunteering can play a significant
part in creating a more sustainable approach to health and social care, with a new
compact between citizens and public services at its heart. However, if these opportunities
are not seized there is a far bleaker outlook, with health and care providers becoming
increasingly disconnected from the communities they serve. This report presents both a
best case and worst case scenario for the future (see Section 7) and recommendations on
how the best case scenario can be achieved.

The research
This report is based on qualitative research involving focus groups with volunteers and
patients, in-depth interviews with commissioners and providers of health and social care
services, and a scenario analysis conducted with a workshop of invited experts. It also
© The King’s Fund 2013
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draws on a review of published evidence and benefited from the insights of an external
advisory group. Further details on methodology are given in the Appendix.
The research was commissioned and funded by the Department of Health and conducted
independently by The King’s Fund. Our remit was to explore the future of volunteering in
the context of the Health and Social Care Act 2012 and wider system changes.

The context for the research
The Department of Health has conducted a number of pieces of work in recent years
exploring the role of volunteers in health and social care. Its strategic vision for
volunteering places volunteering in the context of the government’s wider ambitions to
decentralise power, reduce reliance on the state and encourage people to take an active
role in their communities (Department of Health 2011b).
Our vision is of a society in which social action and reciprocity are the norm and
where volunteering is encouraged, promoted and supported because it has the power
to enhance quality, reduce inequality or improve outcomes in health, public health
and social care.
(Department of Health 2011b, p 6)
The Prime Minister has used the term Big Society to express this belief in the importance
of voluntary and community action. Central to this concept is the idea that a more
engaged citizenry is key to securing sustainable public services – an argument that has
been made within the health sector by a number of authors (see South et al 2012, Davies
et al 2013). A key political debate, however, is whether this kind of community-led action
is inhibited by the activities of the state, or whether it is in fact dependent on the existence
of strong public services.
The government-funded ‘dementia friends’ initiative is one example of this political
philosophy in practice. Led by the Alzheimer’s Society, the goal is that one million
people will become dementia friends by 2015. Dementia friends will be better informed
about dementia and will be encouraged to take action, big or small, to help people with
dementia in their local communities. Volunteers will be used to spread awareness of the
initiative and to encourage people in their community to become dementia friends.
In its White Paper on giving (Cabinet Office 2011) the government committed to
investing £40 million in volunteering and social action over the next two years; this
has since been augmented by further funding pledges (Cabinet Office 2012). Other
commitments included supporting the development of new approaches towards
volunteering, including using ‘complementary currencies’ to create greater incentives to
volunteer, and removing barriers to volunteering, for example through simplification of
the criminal records check process.
Further momentum was created by the 2012 London Olympic Games, which put
volunteers in the spotlight on an unprecedented scale. The 70,000 ‘games makers’ were
widely credited with making the Olympics a success and creating ‘the spirit of the Games’.
The question that remains now is how this spirit can be replicated in other areas, such as
health and social care.

What do we mean by volunteering?
Volunteering includes a wide range of activities. We define volunteering as unpaid
activity conducted for the benefit of others beyond close relatives. We focus on formal
volunteering (connected to an organisation or institution) and do not consider the
2
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important role played by informal care – the value of which has been described elsewhere
(Beesley 2006; McDaid 2001). Our research has included volunteers working both in the
voluntary sector and within the NHS. For practical reasons we have limited our work to
volunteering where improving health or delivering health care is the primary objective.
Volunteers involved in other sectors – for example education or housing – also have an
important effect on health outcomes by influencing the wider determinants of health, but
are not the principal focus for this study. Section 2 includes a list of some of the diverse
forms of volunteering in health and social care.

Report structure
The report deals with three main issues:
■■

the role of volunteers in health and social care

■■

the value they add

■■

the future of volunteering.

First we outline the present situation. Section 2 describes what we know about the current
scale and scope of volunteer activities, while Section 3 presents evidence from our own
and others’ research regarding the value derived from these activities, and argues that
volunteers make a significant contribution towards a high-performing health and social
care system.
Section 4 explores how the role of volunteering is changing and the tensions that these
changes may bring to the fore. Section 5 then discusses some of the barriers that mean the
potential of volunteering is not consistently reached in practice, and describes how some
organisations have successfully overcome these barriers.
In Sections 6 and 7 we turn to the future. Section 6 discusses the future of volunteering in
the context of wider changes in the health and social care sector, specifically those driven
by the Health and Social Care Act 2012 and by the productivity agenda. Section 7 presents
the results of a scenario analysis and describes two very different visions of the future.
Finally, we provide recommendations aimed at supporting the system in moving towards
the best case scenario and realising the full potential of volunteering.

© The King’s Fund 2013
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2 The scale and scope of
volunteering in health and
social care
Scale of volunteering
Across the health and social care sector, unpaid volunteers make a significant
contribution to the work of a wide range of organisations. In numerous ways, volunteers
are contributing to the delivery of health and social care, and helping people in their
communities to live healthier lives.
There is, however, a surprising lack of data at the national or local level on the precise
number of people volunteering in health and social care. This remains one of the greatest
challenges to thinking strategically about the role of volunteering. Even individual
hospitals do not always know exactly how many volunteers they engage. The number of
volunteers supporting the work of voluntary sector organisations in the health and social
care sector is similarly unclear.
The figure below shows the best data available on the overall level of formal volunteering
in England from the National Citizenship Survey (Department for Communities and
Local Government 2011). Taking all sectors together, around one in four of the adult
population is engaged in formal volunteering on a regular basis, with three in ten
regularly volunteering on an informal basis (ie, not through an organisation or formal
volunteer placement). These trends have been relatively stable over the past 10 years,
although suffering a slight decline since 2005. Recent data suggests this decline may have
been reversed, with an increase in 2012 (Cabinet Office 2013). However, as this data was
collected using a different methodology it is difficult to be confident that this reflects a
genuine resurgence in volunteering.
Figure 1 Formal volunteering rate in adults 2001—2011
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The citizenship surveys also indicate that around 27 per cent of regular formal volunteers
were engaged in helping ‘health, disability and social welfare organisations’, with 16 per
cent involved in supporting older people. This equates to around 2.9 million regular
volunteers supporting the health sector as a whole, and around 1.9 million working
with older people, some of which is likely to be through social care providers. These are
not mutually exclusive categories, so the best that can be said is that, based on this data,
around 3 million or more people volunteer regularly across health and social care.
To put this in the context, best estimates suggest there are 1.4 million paid NHS
employees in England, 1.6 million social care staff and around 5 million people who
provide care to a family member or friend (see Figure 2 below) (Centre for Workforce
Intelligence 2011; Office for National Statistics 2011). Clearly these groups are not
mutually exclusive either – for example, many health professionals also perform voluntary
work or care for a family member.
Figure 2 Number of health and social care employees, volunteers and carers

1.4m

NHS paid
workforce

1.6

m
Social care
paid
workforce

3m

Volunteers

5

m
Unpaid carers

The data does not tell us the overall extent of unpaid activities within the sector. Many
organisations do, however, collect data on the numbers of volunteers they work with
locally, and this begins to paint a sometimes surprising picture of how substantially
volunteers already contribute to health and social care. For example:
■■

■■

■■

■■

King’s College Hospital in London has more than 650 volunteers (having recruited
more than 500 volunteers in 2011, relative to a paid workforce of more than 6,000. It
aims to expand this number to 1,000
Addenbrooke’s hospital in Cambridge works with around 700 volunteers compared
with a paid workforce of 7,000
across Yorkshire and the Humber, the Community Health Champions programme
has now trained 17,000 volunteer health champions, who are estimated to have
reached more than 100,000 members of the local community through their work.
there are on average around 240 volunteers working in each hospice in the United
Kingdom, equating to roughly 70,000 volunteers across the country (Commission
into the Future of Hospice Care 2012).

These numbers are expressed in terms of the total number of volunteers rather than hours
worked or full-time equivalents. Even taking this into account, the figures are impressive.
More detail is available for social care than for health, as a result of a recent study
analysing the 2010 National Minimum Dataset for Social Care. However, the use of this
dataset may need to be treated with some caution (see box overleaf).
© The King’s Fund 2013
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The scale of volunteering in social care
Hussein (2011) analyses the use that social care providers make of volunteers based on
the 2010 National Minimum Dataset for Social Care. This gives information on more
than 22,000 establishments (private, voluntary and publicly owned) that provide social
care services to adults and older people.
Numbers and presence
n

Overall, volunteers represented approximately 1 per cent of the social care
workforce. The authors suggest this is likely to be an underestimate of the
true figure.

n

87 per cent of volunteers were in the voluntary sector, where they comprised 4 per
cent of the workforce.

n

Volunteers were spread highly unevenly across the system and many organisations
reported having no volunteers. Taking just those organisations that do support
volunteering, volunteers constituted nearly a quarter of the workforce.

Setting, services and roles
n Almost half of the volunteers were in community care settings, followed by day
care, residential care and finally domiciliary care.
n

Volunteers had a wide variety of roles, the most common being care workers (22
per cent), community support and outreach (17 per cent) and administrative roles
(9 per cent).

n

Although fewer in absolute terms, volunteers provided a large proportion of the
overall workforce on advice guidance and advocacy (24 per cent) and counselling
(30 per cent).

Hussein’s study suggests that although volunteers constitute a small part of the overall
social care workforce, it can be very important in some organisations, and accounts for
a significant proportion of provision in areas such as counselling and advocacy.
While these estimates are certainly the most comprehensive to date they may be
artificially low for several reasons. Some organisations may not recognise volunteers
as part of ‘the workforce’ and therefore not report them as such, and almost 2,000
organisations did not return any information on volunteers. The true figures are
therefore likely to be somewhat higher.

Scope of volunteering
Volunteers are engaged in a wide range of roles in many health and social care settings.
Most volunteers work in the voluntary sector, but there are also hundreds of thousands in
NHS organisations. Volunteering England (2012) compiled a list of more than 100 roles
volunteers carry out in health and social care – in reality there are probably even more
than this. Table 1 opposite lists some of the settings in which volunteers work, and gives
an indication of roles they are commonly fulfilling.

6
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Table 1 Volunteering in health and social care — settings and roles
Setting

Examples of roles

Community
settings

Social support for vulnerable groups; signposting and improving access to services;
teaching and training; advocacy and interpreting; providing wellbeing activities in the
community; coaching patients through lifestyle changes; fundraising.

Acute hospital care

Assisting with meal times; buddying; delivering supplies to frontline staff; collecting
patient feedback; ambulance ‘first responders’; plain language volunteers (to edit
written materials); clerical support; welcoming and guiding around the hospital

Mental health care

Peer support; friendship schemes; running drop-in centres and sports groups.

Palliative care

Bereavement counselling; providing emotional support to families; running support
groups; training other volunteers.

Home care

Visiting and befriending older people outside care homes to reduce isolation; home
escorts for vulnerable patients; carer support services.

Care homes

Supporting people to eat properly; providing activities that improve wellbeing; dining
companions; providing entertainment

In addition to direct service delivery roles, volunteers are also increasingly engaged in
strategic roles, including participation in planning, consultation and community research
(Paylor 2011). Large numbers of people contribute on an unpaid basis to the governance
of NHS and other organisations, for example as foundation trust governors, patient
representatives or charitable trustees. These forms of patient and public involvement are
a separate issue and much has been written about it. Given this, we focus primarily on
volunteering in service delivery rather than governance roles. We do, however, briefly
discuss recent developments in this area, particularly the creation of Healthwatch (see
Section 6).
Different forms of volunteering attract a very different constituency of volunteers.
Overall, women are more likely to volunteer than men; participation rates are lower in
minority ethnic groups and among people with lower educational attainment; younger
people volunteer less regularly than older people but are more likely to engage in irregular
volunteering; and volunteering is more common in the south of the country – with the
exception of London, which has the lowest participation rate (Drever 2010). However,
newer forms of volunteering are successfully reaching out to different groups in the
population and challenging prevailing stereotypes (see section 4).
Despite the lack of precise information on the scale and scope of volunteering in health
and social care, it is clear that a large number of people contribute to improving health
and supporting the delivery of health and care services, in a wide variety of ways. Section
3 shows what value these people add to patients, communities and organisations, and
what benefits are received by volunteers themselves.

© The King’s Fund 2013
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3 The value of volunteering

There is extensive evidence on the health and social benefits that volunteering can
deliver. Studies have demonstrated that patients, communities and volunteers can all
derive significant benefits. Our own research highlighted four areas in particular where
volunteers can make a valuable contribution in health and social care:
■■

improving the experience of care and support

■■

strengthening the relationship between services and communities

■■

improving public health and reducing health inequalities

■■

supporting integrated care for people with multiple physical and/or mental
health needs.

This section begins with a summary of the existing evidence on the value of volunteering
(see box below). It then presents evidence from our own research, along with illustrative
examples. We focus on the contribution that volunteers make towards meeting the
objectives of the health and social care system, using the four headings above. We do not
discuss in depth the health benefits derived by volunteers themselves, which has been
researched extensively elsewhere (see box below). The section concludes with a discussion
of the financial value of volunteering.
The value of volunteering: summary of published research
The evidence summarised below is described in greater detail in a separate literature
review available on The King’s Fund website (www.kingsfund.org.uk)
To recipients: Receiving support from volunteers is associated with higher self-esteem,
improved wellbeing, and lower levels of social exclusion, isolation and loneliness
among patients and service users (Casiday et al 2008; Department of Health 2011a;
Sevigny et al 2010; Farrell and Bryant 2009; Ryan-Collins et al 2008). There is
evidence of improved health behaviours, eg improved disease management, increased
breastfeeding and better parenting skills (Casiday et al 2008; Department of Health
2011a; Kennedy 2010). The evidence on improvement in terms of clinical outcomes is
less strong, although some research has found some positive effects, such as improved
survival times for hospice patients (Casiday et al 2008; Department of Health 2011a;
Block et al 2010).
To volunteers: There is good evidence that volunteering can have a positive impact
on the volunteer in terms of improved self-esteem, wellbeing and social engagement
(Farrell and Bryant 2009; Brodie et al 2011; Paylor 2011; Casiday et al 2008). The
benefits for older volunteers have been particularly well researched; older volunteers
appear to experience less depression, better cognitive functioning and improved
mental wellbeing relative to those who do not volunteer, although in some studies it is
not clear whether health benefits flow from volunteering or if healthier people choose
to volunteer (Morrow-Howell 2010; Schwingel et al 2009; von Bonsdorff and Rantanen
2011; Morrow-Howell et al 2009; McMunn 2009; Nazroo and Matthews 2012).
8
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The value of volunteering: summary of published research (contd)
To health and social care organisations: Volunteering has the potential to deliver a
number of benefits to health and social care organisations including creating services
that are more responsive to local needs (Paylor 2011); engaging ‘hard-to-reach’
communities more effectively (Kennedy 2010); filling gaps in provision (Hussein 2011;
Kennedy et al 2007; Paylor 2011); and facilitating improvements in professional–
patient relationships and interactions (Paylor 2011; Jones 2004).
To communities: There is evidence to show that volunteering can bring broader
benefits to communities, including by enhancing social cohesion, reducing antisocial behaviour among young people, and providing placement opportunities that
may then lead to employment (eg, Prasad and Muraleedharan 2007). Recent research
suggests social participation is cumulative, meaning that formal volunteering can also
encourage people to get involved in other activities in their communities (MorrowHowell 2010; Department of Health 2011a).

Improving the experience of care and support
Increasing emphasis is being given to the importance of providing high-quality care that
is supportive, compassionate and dignified. England’s Chief Nursing Officer recently
defined this agenda in terms of six Cs: care, compassion, commitment, communication,
courage and competence (Department of Health 2012). The report of the public inquiry
into major failings in care at Mid-Staffordshire NHS Foundation Trust underlines the
importance of shifting to a more patient-centred approach to quality (Francis 2013).
This is an area where volunteers can play a vital role. In hospitals, volunteers can add a
more human dimension to care, for example by providing patients with someone to talk
to who is not a paid member of staff and who can be more flexible with their time.
I was totally at sea… tearfully at sea and there was no time, none of the professionals
actually had time to sit and talk, so I think that’s a very important area for volunteers.
Hospital patient
Some patients suggested that there is an intrinsic value in knowing that someone is
talking with you voluntarily, without being paid for their time. Similarly, volunteers
reflected that the fact of being unpaid added to the value of the experience for them.
Volunteers are very important because psychologically people say these people are
doing it for nothing… And it really works on the psyche that someone is doing
something free for you, so you’re valued.
Hospital patient
If I was being paid to do this job I wouldn’t be as happy as I am.

Hospital volunteer

Outside of hospital, volunteers are able to spend time with people between their
appointments with professionals, ensuring they feel supported. This is particularly
valuable in the case of people with long-term conditions, disabilities or mental health
problems who rely heavily on services and often benefit from some of the support they
need being transferred to members of their own community. For example, the charity
Action on Hearing Loss works alongside a number of NHS audiology departments to
provide after-care and social support for older people. Volunteers visit frail older people
in their homes and offer clinics in GP surgeries, libraries, charity shops and other settings,
providing practical support to people on how to use their hearing aids and other issues.
© The King’s Fund 2013
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Strengthening relationships between services and communities
Involving volunteers in the delivery and design of services can help create powerful new
bonds with the local community. This is particularly valuable in the case of marginalised
communities beyond the reach of mainstream services, as in the case of Community
Health Champions (see page 22).
It’s allowed them to make new links with neighbourhoods or communities that they
weren’t necessarily working with before and through the health champions they’ve
been able to make those links and it’s increased their impact locally.
Local commissioner
Without these relationships, organisations risk becoming disconnected from the
communities they serve, reducing their effectiveness. In some circumstances public
services are wholly dependent on volunteer-led groups and the extended reach they
provide. For example, emergency response plans often rely on community groups and
networks to mobilise local people.
As well as directly supporting service delivery, strong relationships with communities
are needed to underpin service design and planning decisions, with volunteers playing
an important role in designing services that are more responsive to patient needs. For
example, volunteers working with Target Ovarian Cancer helped to develop an online
training tool to improve the way that GPs diagnose the disease, which has been reported
to be in use by around 15 per cent of GPs in England (personal communication).

Improving public health and reducing health inequalities
By extending the reach of services and by supporting communities to take an active
responsibility towards health, volunteers play a vital role in improving public health and
reducing health inequalities. In many cases, volunteers can design and lead community
action to improve health more effectively than paid professionals, who may have difficulty
establishing the same degree of local understanding and trust.
... [volunteering] brought the community together as a family instead of it being
separated and I felt quite special about that… instead of fighting and throwing bricks,
they’re all on the tennis court playing football instead of drinking and smoking. So it
has a ripple effect even if you’re not still there.
Health champion
Peer support programmes can be particularly effective in giving groups with highly
specific needs the skills they need to manage their own health. For example, the mental
health charity Mind provides a large number of peer support projects for minority
cultural and linguistic groups, in which local volunteers educate other community
members about mental health and how to access services, and also provide broader
advice around health, wellbeing and the wider determinants of health. A key part of this
work often involves bilingual advocacy with patients, carers, and frontline staff. The peer
element of the support is seen as key to bringing benefits to the community that cannot
be delivered by professionals from other cultures.
Volunteers can also help to reduce inequalities in access to health services. Mencap’s
Getting it Right from the Start project seeks to ensure that people with a learning disability
are able to access primary care services on an equal basis. Volunteers support primary care
providers to identify reasonable adjustments, develop staff skills through awareness-raising
workshops, and provide ongoing feedback and advice through an advisory panel. Many of
these volunteers are people who themselves have learning disabilities.
10
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Supporting integrated care
Volunteers can play an important role in bringing together services delivered by different
providers, co-ordinating their activities around the patient or service user and supporting
continuity of care. Again, this is of particular value for those with multiple long-term
conditions and complex combinations of mental and physical health needs. By being able
to work flexibly and under less intense time constraints, volunteers are well placed to
work across boundaries and consider the multiple needs a person might have. Volunteers
working for the British Red Cross, for example, are commonly involved in supporting
people experiencing a mixture of physical illness, poor mental health, social isolation and
financial hardship. Volunteers provide direct support and also co-ordinate the support
available from other agencies, for example by alerting safeguarding officers to financial
problems, feeding back concerns about health or diet to GPs, and arranging appointments
with health professionals, social care staff, Citizens Advice, Age UK and a range of other
voluntary agencies. Where necessary they also support service users to re-connect with
family, friends and their community (British Red Cross 2012).
Similarly, volunteers working for the charity Sense offer various forms of support to
deafblind people with a focus on connecting the services provided by the NHS, social
care and other organisations. Volunteers, who are often deafblind themselves, ensure that
people are aware of all the services available to them, and help clients identify where they
have needs that are falling in the gaps between services.
Personal budgets can be a key tool for integrating care around individuals and their
families, and here again volunteers can play an important role. For example, volunteer
peer mentors working through the Wiltshire Centre for Independent Living help disabled
people to make best use of their personal budgets and support them to exercise choice
and control over their care. The organisation specifically recruits volunteers who have
themselves used direct payments so that they can draw on their personal experience in
helping others.

Quantifying the value of volunteering
Given the wide-ranging benefits described above, there is significant interest in estimating
the financial value of volunteering in health and social care. Putting a financial value on
the work that volunteers do is fraught with both practical and conceptual difficulties, but
a number of organisations have made some attempts to do so. For example, the Institute
for Volunteering Research used the Volunteer Investment and Value Audit toolkit to
calculate returns on investment across a small sample of NHS organisations. Their
calculations suggested that:
■■

■■

the financial value of volunteering averaged around £700,000 a year in hospital
trusts, £500,000 a year in mental health trusts and £250,000 a year for a primary
care trust
each £1 investment in a volunteering programme yielded an average return of
between £3.38 and £10.46, with these returns shared between the organisation,
service users, volunteers and the wider community (Teasdale 2008).

Similar figures were arrived at by the New Economics Foundation (nef), which assessed
the financial returns on investment in volunteer-led preventative services provided by the
British Red Cross, in terms of avoided public sector spending. By examining a number
of case studies, nef estimated that the money saved was typically at least 3.5 times greater
than the cost of the services provided (British Red Cross 2012).
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Estimates such as these suggest there is a financial case for investment in volunteering.
However, a strong and consistent message from our research was that if this is the
principal motivation there is a significant risk that attempts to promote the role of
volunteering will backfire and lead to cynicism and disengagement.
We will do huge damage if we start using volunteers to save money. However what is
true I think is that our civic society could be much more efficient and we are wasting
huge amounts of talent because we are not maximising the knowledge and expertise
which is currently in the volunteering community … that’s not about starting at the
point of ‘could we save money?’, it’s saying actually we’re wasting talent, we could get
more out of placing more value on volunteering.
Public health professional
The significant scope that exists to develop a more cost-effective approach to health
and social care with community engagement and volunteering at its core should not be
denied, but to meet this potential the primary objective should be to seek improvements
in patient experience, engagement or public health rather than to reduce costs. This
theme is returned to in the following sections.

12
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4 The changing face
of volunteering
There has been a profound transformation in the role of the volunteer over the past 20
years. New forms of volunteering create opportunities for a wider range of people to
contribute towards improving health and care in their community (see box overleaf). In
many areas, the profile of volunteers has changed significantly, with greater involvement
of younger and working-age adults. Wider societal changes such as the increasing
flexibility of working practices have supported these changes.
There is a longstanding trend for volunteering opportunities to become more formalised
and professionally managed. More recently however, new technologies and approaches
such as ‘micro-volunteering’ (see box overleaf) allow those unable to commit significant
amounts of time to play a part in their community.
Voluntary sector organisations are providing a growing range of services with NHS
funding, bringing volunteers into new aspects of service delivery. And within the NHS
there are signs of a cultural shift, with some hospitals thinking more strategically about
the role of volunteers within the workforce.
These developments, however important, provide only an indication of larger changes
that may be yet to come. Some hospitals, for example, have aspirations to significantly
increase both the number of volunteers they support and the range of roles they perform.
This will inevitably raise questions about how we define what is and what is not an
appropriate role for a volunteer.
This section describes some of the changes already underway and those that lie ahead,
drawing on our qualitative research and wider evidence. It also examines the question
of whether the role of the volunteer should in some cases substitute for care delivered by
paid professionals, or whether it is solely to complement it.

New roles in the community
New forms of participative service delivery already challenge the traditional concept
of volunteering. The box overleaf describes some of the highly innovative approaches
currently in use. While these diverse examples are in many ways very different from each
other, what they share is an emphasis on overcoming the passivity and paternalism that
can characterise relationships between individuals and public services, replacing this
with a more active, two-way relationship in which community members act as both the
beneficiaries and the providers of care.
In some areas of the country a concerted effort is being made to shift to this model of
service delivery, with several of these approaches being implemented alongside each
other. For example, the Lambeth Collaborative combines a time-banking initiative,
investment in peer support, support for community-led research and provision of a range
of other volunteering opportunities as a way of delivering mental health care in a radically
different way, with co-production at its heart (see http://lambethcollaborative.org.uk/).
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Innovative forms of volunteering
Time-banking: An asset-based approach in which community members or service
users support each other directly. Participants contribute according to their particular
skills, exchanging unpaid labour in hourly units and earning time credits by doing so.
There are more than 250 recognised time banks in the UK, including more than 50
that have a particular focus on health, mental health or social care (see www.
timebanking.org).
Micro-volunteering: Volunteering opportunities aimed at people unable to commit
significant periods of unbroken time, often involving new technologies. For example,
smartphone apps have been developed to allow people to help libraries in the
USA to sort through their image and video archives in their spare time (see http://
helpfromhome.org).
Peer-led services: Delivered by people with a specific health problem to help those
with similar problems, often taking the form of information sharing or practical,
emotional or social support. Widely used in mental health and other areas including
diabetes, stroke, cancer and HIV.
Social co-operatives: Have paid employees, volunteers and service users as members
with equal voting rights in key decisions. This form of service delivery is particularly
common in Italy but has also been used in the UK and elsewhere.

Volunteers as part of the care team
In parts of the health system a cultural change is underway in which volunteers are
being seen as more than an ‘add on’. Rather than being on the fringes, volunteers are
increasingly becoming an integral part of the care team. For example, in some NHS
hospital departments volunteers are now included in team briefings at the beginning of
shifts. These developments fit with the suggestion made by several patients and volunteers
in our research that volunteers need to be better connected with the paid professionals
they work alongside, in order to maximise the value they add to patient care.
It’s vital that the volunteer is part of the team so that they are on the rota and they get
to know the folk they work with and there is that whole team spirit, mutual trust built
up … it’s no good if they’re not there regularly, and it’s no good if they don’t have the
trust of the professionals.
NHS patient and volunteer
As volunteers work more closely with paid professionals, the challenge will be to ensure
that we do not risk losing the unique strengths that volunteers can bring, such as their
flexibility and their independence. Concerns around job substitution – the issue we turn
to next – will also need to be handled carefully.

Substituting or complementing?
There are few more sensitive issues in relation to volunteering than the question of
whether volunteers complement the work of paid professionals, or substitute for it.
Throughout our research this issue arose consistently – it was a concern for volunteers
and professionals alike – and it risks undermining the valuable contribution that
volunteers make if it is not tackled head on.

14
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The moment staff or the public perceive volunteers as people replacing the jobs of
qualified staff is the moment goodwill towards them falls away.
NHS voluntary services manager
Am I encouraging cuts in the NHS because I’m volunteering?
Community centre volunteer
This issue has existed throughout the history of volunteering and has received attention
in previous literature (Strickland and Ockenden 2011). However, our research suggests it
has become significantly more prominent and more problematic in the current financial
environment (see Section 6 for further discussion of the impact of this environment
on volunteering).
Most volunteers in our research felt that rather than substituting for paid staff, they
were in fact ‘enabling staff to get on with their jobs’. However, some were aware of
wider concerns around job substitution and were highly anxious about the idea that by
attempting to help they could have an unintended effect on the availability of paid jobs.
Most suggested that they would stop volunteering if they believed this to be the case.
There are jobs, there are certain tasks that once upon a time some trained staff would
be doing but now they’re using volunteers more and more and more … I’m just very
concerned about the whole, bigger picture of the authorities using volunteers instead
of coughing up the funds for paid work.
Hospital volunteer
... [the issue is] not protection of us, but protecting those people who have the job that
we could be encroaching on, quite innocently.
Hospital volunteer
If it should be the case that volunteers are preferred to full-time staff and full-time
staff lose their jobs, I am off, I am absolutely off.
Hospital volunteer
For many of those interviewed, the starting point was that volunteers should always
provide something additional to core services. However, there was also recognition that
in practice this distinction may not always be clear cut. In a world where professional
roles and patient expectations evolve continually, defining what is a core service is far
from straightforward. Added to this, there are many functions that a paid member of staff
could in theory perform, but which in practice might not happen as a result of
resource limitations.
The reality that must be confronted is that it may not always be possible to sustain
high-quality services without involving volunteers and other sources of informal care.
Essential but highly time-consuming tasks such as patient feeding cannot always be
performed to the best standard by paid staff working alone. What is needed is a balance
between professional support and informal care, with volunteers stepping in where family
members are unable to. The relative roles of these different groups need to be planned
carefully rather than left to chance.
There is no universal answer to the question of where the boundary should be drawn
between professional and volunteer roles. However, organisations at the local level will
need to develop a clear policy, and defining and maintaining this boundary is something
that will need continual work – a point stressed to us by volunteer services managers
in NHS hospitals. This is particularly important given that on an issue such as this, the
perception of inappropriateness might be as damaging as the actuality.
© The King’s Fund 2013
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It should be acknowledged that there are cultural differences between sectors on the
issue of job substitution. In the voluntary sector, it is common for services to be entirely
dependent on volunteers for their day-to-day operation. Volunteers in hospices perform
roles that many NHS hospitals have deemed too similar to paid jobs, for example
receptionist roles. Even within the NHS, individual hospitals have reached different
conclusions about what is and what is not an appropriate role for a volunteer. This lack of
consistency may raise questions in future.

De-professionalisation
The complexity of the debate about role substitution is heightened further by the fact that
in some areas of care, there is a case for questioning whether professionally led services
always deliver the best outcomes for service users and their communities. For example,
there is increasing evidence on the effectiveness of peer support in mental health (Mental
Health Foundation 2012), long-term conditions such as diabetes (Fisher et al 2012) and
for promoting healthy behaviours (NICE 2012). Some of our research participants argued
that what is needed is a process of radical de-professionalisation, with a central role
for volunteers.
What we’ve tried to do [in our practice] is to push de-professionalisation as far as
you possibly can … You create a snowball effect … someone suddenly develops their
ego, they develop a status of respect within the community, and people who come
in depressed, demoralised, without function in life, have become leaders who are
changing things locally … I think we vastly over-professionalise.
GP commissioner
Changing the composition of the health and social care workforce in this way would be a
long-term undertaking and would at times be a source of contention. To be implemented
effectively, the focus will need to be firmly on improving quality. While there is scope
to develop a more efficient approach to health and social care by engaging community
members more systematically, there is a significant risk of disengagement and failure if
cost reduction is perceived to be the central motivation for expanding the role
of volunteers.
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5 Volunteering in practice –
overcoming the obstacles
Section 3 illustrated the significant potential that volunteering has to add value in health
and social care. Volunteering does not, however, always achieve its potential, for a number
of reasons. This section sets out some of the challenges that stand in the way of making
the most of volunteering in health and social care, and then goes on to provide examples
of good practice.

Thinking strategically about volunteering
Several participants argued that organisations often fail to think strategically about the
role of volunteers within their work. This was highlighted as a particular issue in the case
of NHS providers, and may contribute to concerns around job substitution. Participants
suggested that standard workforce planning processes in hospitals should include
systematic assessment of how volunteers could contribute to the work of each department
or team, to ensure that volunteering roles are aligned with organisational priorities.
... [HR departments] should approach the departments and divisions and say what is
the need, what are the gaps, how can we contribute with volunteers? It should be more
pro-active, looking at what the needs are in every department, every division, and
then to tackle that, have a very good advertisement system to attract people.
Hospital service improvement consultant
I think the whole volunteer organisation in the NHS is absolutely chaotic … the whole
philosophy of volunteering in the NHS needs to be looked at … I don’t think anyone
has sat down and thought what part overall can volunteering play in the NHS.
Hospital patient and volunteer
The importance of a strategic approach to volunteering is that it encourages service
providers to articulate how working with volunteers will help the organisation to meet its
core objectives, and thereby helps to give volunteering a prominent and useful role within
the organisation.

Matching volunteers to the right role
Having mapped the need for volunteers within different parts of the organisation,
providers then need to ensure that the volunteers recruited are able to fulfil the
roles identified.
Research has indicated that some health and social care organisations find it challenging
to recruit volunteers who are suitable for the roles needed, or to create roles where
volunteers are able to add value for patients and service users (McMillan 2010;
MacPherson 2010). Finding a good fit is particularly important in the case of roles
involving direct patient care, as stressed by one patient in our focus groups who reported
that on at least one occasion he had found ward volunteers unhelpful.
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I found them counter-productive; they were the wrong type of person. They weren’t
personable and I suspect that they were volunteering for themselves more than for the
patients. I think they thought ‘we want to put something back for ourselves’, without
actually thinking it through and thinking ‘how do we approach the patients, what
might the patients need from us?’.
Hospital patient

Managing and supporting volunteers
To get the most out of volunteering, organisations need to invest resources in managing
volunteers and ensuring they are supported and well motivated. Some hospital managers
suggested their colleagues may be disinclined to involve volunteers in their work because
of concerns around the amount of support required.
While many of the volunteers in our research said they felt well supported by the
organisation they worked for, in some cases a lack of clarity over roles and responsibilities
meant volunteering was not reaching its full potential. One volunteer gave an example of
a situation where he had felt his role as a ward visitor was poorly organised and he was
not able to help patients as a result. This experience led to him stopping volunteering in
this setting.
... when I got there [the ward staff] had absolutely no idea that I was coming, no
idea at all and it was ‘oh dear well we’d better find you something to do’ … it’s not
organised, we don’t know who we’re visiting, we don’t know why we’re there, the staff
are looking as if we’re in need of something to do, so it’s all a bit pointless, so I stopped
doing it.
Hospital volunteer

Assuring the quality of volunteering
Risk and the perception of risk were identified by our research as key barriers to the
effective use of volunteers in health and social care. Finding ways of assuring the quality
of services that are delivered wholly or partly by non-professionals remains a significant
challenge to using volunteers effectively. Standards and codes of practice for professionals
may be difficult to apply to people who are not paid employees, and different managerial
techniques are sometimes needed.
We have had a number of tricky issues around the standard of behaviour of the
volunteers themselves, behaving in ways that are unacceptable to us as professional
groups, so issues around confidentiality, values, interfering in people’s health and
social care decisions etc … we’ve got a bit of a tension between our public sector
standards around safeguarding, confidentiality and practice, and the way that an
individual who is a volunteer who is not paid can behave.
Local commissioner
There may be some cultural differences in approaches to risk between health and social
care. Some of our research participants suggested that social care professionals and
commissioners are more open to working flexibly with volunteers and trusting them to
perform demanding and sensitive roles.
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Relationships with paid staff
Some literature discusses the tensions that can exist between health professionals and
volunteers, and suggests that sometimes staff are unclear about the role that volunteers
are expected to perform. For example, a study in a mental health setting found that not all
paid staff were positive about volunteering programmes – some felt that volunteers ‘got in
the way’ or provided a poor service (Teasdale 2008).
Our research identified a number of further examples where tensions between
professionals and volunteers had become a problem. Volunteers described a lack of
professional understanding and acceptance of their role. One participant said that this
lack of trust by professionals had ‘jeopardised’ the relationships they had with their
clients, giving clients the impression that volunteers were not a valued part of the service.
I’ve been in nursing homes with my nan … and the paid staff looked down on the
volunteers, so seeing that myself I wouldn’t really like to do it and I even pulled one of
the volunteers aside and said I really feel sorry for you being treated like that way by
the paid staff.
Health champion
The problem, the dilemma is, if you are not part of them, you are against them, they
exclude you.
Peer educator

Good practice
The issues described above highlight just some of the reasons why the full potential of
volunteering is not always reached in practice. There are, however, many organisations
across the UK that have made considerable progress in overcoming these barriers. The
good practice examples set out below contain some common themes illustrating why
some schemes work well.
The diversity of volunteering programmes means that no single set of guidelines is
universally applicable. However, our observation is that many of the most successful
schemes often do the following:
■■

■■

■■

specify how volunteers can add value and from this identify what sorts of volunteers
need to be recruited
clearly define the boundaries between volunteer and professional roles and include
this in induction processes for both groups

■■

provide adequate funding for volunteer co-ordination and management

■■

involve volunteers in organisational governance as well as service delivery

■■
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build connections between volunteers and professionals, and between the voluntary
and public sectors

measure the outcomes from volunteering and assure the quality of the services that
volunteers provide.
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A more strategic approach: King’s College Hospital, London
During 2011, King’s College Hospital recruited more than 500 new volunteers and saw
measurable improvements to patient experience scores in those areas where volunteers
had been involved in providing care. A number of lessons can be learnt from the
success of this programme.
n

Change did not come for free, but it cost relatively little to transform what
was already in place. King’s was awarded a grant of £100,000 to improve patient
experience through use of volunteers. This was used to recruit a project manager
to the programme, to develop an online recruitment system, a volunteer training
programme, and publicity materials.

n

Organisations need to think about what volunteers are well placed to do, and
what they can gain from their volunteering. King’s completed a systematic review
of what gaps needed to be filled in services and what volunteers could do to fill
them. They then developed a high-quality assessment process for new volunteers
involving an online recruitment system, application forms, and group and
individual interviews.

n

Think about who in the local community could benefit from volunteering
opportunities. King’s used local events such as ‘fresher fairs’ to recruit volunteers
representative of the local population, resulting in large numbers of young people
and people from minority ethnic groups joining the programme.

n

Provide adequate training and joint inductions with paid staff. King’s developed
a training programme shaped by volunteer feedback, which included modules led by
volunteers themselves, and an induction delivered to staff and volunteers together.

n

Include volunteers in governance in addition to service delivery. King’s created
opportunities for volunteers to engage strategically with the organisation, for
example through representation on the Patient Experience Committee.

n

Calculating and communicating the value added by volunteers helps to change
mindsets and secure continued investment. King’s calculated the financial
value of volunteers’ time relative to the amount of resource put in, and compared
improvements in patient experience scores in departments with and without
volunteers.

Involving local professionals: Action on Hearing Loss
Action on Hearing Loss designed an accredited training programme for volunteers to
support people who used their hearing aids. Audiology professionals were involved
in developing the training programme, and continue to have a role in assessing the
training offered. This helps to ensure that NHS professionals are satisfied with the
standard of training offered to volunteers, and thus improves the likelihood that they
will trust volunteers to support their patients and will make referrals to volunteers after
patients are discharged from professional care.

20

© The King’s Fund 2013

5: Volunteering in practice – overcoming the obstacles

Building health-promoting communities: Community Health Champions
in Sheffield
The Community Health Champions programme supports volunteers to improve
the health and wellbeing of deprived communities through peer-to-peer wellbeing
projects that focus on mental health, behaviour change and a range of other areas. The
programme is overseen by Altogether Better and works in a number of locations across
the Yorkshire and Humber region.
In Sheffield the programme is delivered by the Sheffield Wellbeing Consortium, made
up of more than 70 local voluntary sector organisations who act as ‘hosts’ for health
champions. Since 2008 it has recruited more than 300 volunteers who have worked
with at least 14,000 community members. The scheme is designed to be of benefit both
to health champions themselves and to the communities they work with. Many health
champions have moved into paid employment after completing 100 or more hours
of volunteering.
A number of factors have been identified by those involved as being critical to the
success of the programme.
n

Recruitment of committed and compassionate people: The main focus in
recruitment is finding people who have sufficient interest, motivation and time to
become a health champion. The recruitment process is highly flexible with a very
broad person specification.

n

Connecting volunteers with professionals inside and outside the NHS: Health
champions can be supported to become paid ‘health trainers’ employed by the
NHS or voluntary organisations, running clinics from GPs surgeries and elsewhere.
Health trainers provide a bridge between volunteers and paid professionals, and
help establish greater trust between the groups.

n

Investing time and resources in quality assurance: All new health champions
are initially shadowed by a member of the host organisation. Host organisations
are monitored by their commissioners and receive monthly visits by the health
champions programme co-ordinator to assess the impact the projects are having on
communities and identify any additional training needs or difficulties.

Supporting health and social care integration: Care Network
Cambridgeshire
Care Network Cambridgeshire (CNC) helps older, isolated and vulnerable people
living in Cambridgeshire to stay independent, maintain social contact with friends and
community and lead healthier and happier lives. Its Help at Home service supports
isolated people discharged from hospital, providing volunteer support in the home
that enables people to stay independent. In a service evaluation more than half of
those responding said the service had helped them stay out of hospital, with local
health professionals confirming this. CNC also runs a community navigators project
where trained volunteers signpost people to local activities and services to keep them
active and engaged, and works with GP practices to provide information to patients.
It supports 100 community groups that provide community car schemes, social
groups, lunch clubs, mobile warden schemes and friendship groups. The Help at Home
and community development teams work together to ensure that patients receive a
seamless service, being supported when they leave hospital and then linked into wider
community-based support services. CNC employs 6 full-time and 31 part-time staff
and has 130 volunteers.
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Improving social care and support: Age UK Cheshire
Age UK Cheshire works with 100 staff and 400 volunteers each week to provide a
range of services to older people across Cheshire. It has demonstrated improvements
against a number of outcomes as a result of working with volunteers, including reduced
referrals back into the care system.
Age UK Cheshire is contracted by the two unitary authorities in Cheshire to help older
people access and use direct payments, and to help people who pay for their social
care (self-funders) through a support brokerage service. Volunteers provide advocacy
services, assist with personal finance, and support older people and their families
in relation to the use of self-directed support. They also help people to implement
personal support plans, and when appropriate to increase personal support networks.
The model has been successful for a number of reasons, including:

22

n

Making the ‘right offer’ to volunteers has been important for matching potential
volunteers to roles. Many of the volunteers have legal backgrounds, are highly
skilled and are looking for challenges through their volunteering, so the offer has to
be attractive to the volunteer and make the most of the skills they bring.

n

Clearly defining the boundaries of volunteering is particularly important
given that volunteers often support people in pressurised and sensitive situations.
Extensive training, for example in mental health legislation, helps with this
boundary setting.

n

Investing in a highly skilled volunteer co-ordinator has also been critical. This
co-ordinator plays a key role in assessing the boundaries of volunteering at regular
intervals, matching the right volunteer to the right role, and redirecting them on to
something else if their skills do not match the requirements of a particular role.
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The health and social care sector is experiencing a period of extreme flux, and much
remains unknown about how services will be provided in future. What is clear is
that the system will need to change fundamentally in response to various pressures –
demographic, economic, social and environmental (Ham et al 2012; Naylor and Appleby
2012). The King’s Fund’s Time to Think Differently programme examines the implications
of these challenges for health and social care, including important implications for the
future workforce, which is likely to change radically over the coming years.
The role of volunteering within this changing workforce is also uncertain. In this section
we explore the future of volunteering in health and social care, first in the context of the
reforms being made to the NHS in England, and second in relation to the continuing
pressures on public spending. In the following section we distil this discussion into
two very different visions for the future based on the insights from our research – one
describing a best case scenario, the other a worst case.

The impact of the reforms
The Health and Social Care Act 2012 ushers in a complex set of reforms to the NHS
in England. Some elements of these changes could, if implemented effectively, support
the development of a new approach to health in which the full value of volunteering is
recognised. Others represent a challenge and will need careful thought if potential adverse
effects are to be avoided.

A new balance of power
The reforms involve major shifts of power and responsibility across the system. They are
intended to give clinicians greater control – most visibly through the creation of clinical
commissioning groups – while also establishing a number of significant new roles for
local government, in particular the creation of statutory health and wellbeing boards and
control of a public health budget of more than £2 billion nationwide.
Some GPs see the shift to clinically led commissioning as an opportunity to champion an
approach to health care that focuses on co-producing health with communities, with a
shift away from professionally delivered care and towards greater emphasis on self-care,
voluntary action and peer support.
For me [volunteering] is an absolute expansion space within the NHS and in line
with NHS reforms, because if you hand the health service to your frontline clinicians
working with local patients surely that ought to mean, if they’re going to improve the
health of the community, working with the community to help it produce its own
health … clinicians can garner interest from local people to volunteer in a way that
someone who they think is a manager perhaps can’t.
GP commissioner
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However, it is by no means clear that all clinical commissioning groups (CCGs) will share
this vision or place significant priority on volunteering. As new organisations, there is a
risk that in their first years CCGs will need to focus on short-term challenges and will
lack capacity to think strategically about the part community engagement can play in
longer-term service transformation.
The new roles for local authorities could also create an opportunity to take a broader
approach towards health, drawing on social and psychological as well as medical
perspectives. Interviewees identified health and wellbeing boards, in particular, as a
potential new champion for volunteering and other forms of social action. Some felt this
could offset a perceived risk that the emphasis on clinical leadership in the reforms could
reinforce models of care that are overly reliant on professionals for service delivery.
No one realises what a revolution this is … all of a sudden you’ve got this
extraordinary set of partnerships that never previously occurred, and they need to get
out of this professional mindset and service mindset into health, into populations, into
people, into co-production.
GP commissioner
The success of this hinges on the ability of health and wellbeing boards to become system
leaders rather than talking shops – something that is by no means assured (Humphries et
al 2012).
Another component of the reformed system at the local level is the new consumer
champion Healthwatch. As volunteer-led organisations, local Healthwatch could play a
significant role, both by providing opportunities for volunteers to influence the strategic
direction of their local NHS, and by championing the wider role of volunteers in service
delivery. However, some participants questioned whether the resources and powers
available to local Healthwatch organisations will allow them to fulfil this potential. There
is a concern that these organisations will not have significant leverage over CCGs and
health and wellbeing boards and so will have limited influence over the shape of
local services.
There’s a real danger that Healthwatch will be seen as a poor relation to other bits of
the system.
Local Healthwatch leader

Volunteering and the private sector
A key objective of the reforms is to create a more open market in health care, in which
there are greater opportunities for NHS, voluntary and private sector providers to
compete to deliver services.
The potential for profit-making organisations to be increasingly involved in the provision
of NHS-funded care has been one of the most controversial aspects of the reforms. It
is by no means clear how much growth there will be – for example, a recent survey
indicates that more than 40 per cent of private sector health providers and investors are
not optimistic that the reforms will accelerate the expansion of private sector provision
(HealthInvestor and Nabarro 2012). However, further incremental movement towards
a more diverse provider market is likely, and this may have a number of implications
for volunteering.
Volunteers involved in our research had different attitudes towards volunteering in
the private sector. Many – including some who were not opposed to private sector
involvement in principle and who would consider being treated within a private sector
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facility – said they would not volunteer for a profit-making organisation. A central issue
was the idea that the beneficiaries of the volunteers’ efforts would – at least in part – be
people other than patients and communities.
Privatisation of certain areas of the NHS … certainly that would reflect on how I
would feel about volunteering … because the essence is they’re always having to cream
off so much of the profits for their shareholders.
Hospital volunteer
I’m not against the private hospitals, they do a wonderful job, but why would I
volunteer there?
Hospital volunteer
Privatisation doesn’t mean necessarily patients will get a worse service, it might mean
a better service, but it means someone will make a profit and I personally wouldn’t be
a volunteer in an organisation that was there to make a profit.
Hospital volunteer
A second concern was that the boundary between appropriate and inappropriate roles for
volunteers (see Section 4) would be under greater pressure in private sector organisations,
with a heightened risk that the underlying motivation for involving volunteers would be
cost reduction rather than quality improvement.
I’d be concerned about that because they are so badly staffed anyway, these private
organisations, that they cut so many corners as it is, that to my mind offering them
volunteers would just be another way of encouraging them to cut more corners.
Hospital volunteer
Volunteers in community settings were concerned that the profit motive could distort
organisational priorities, with resources being targeted according to profitability rather
than need.
It could influence what communities were being reached … I think it could change the
priorities and the way the organisation would work.
Health champion
However, other volunteers had a different attitude towards volunteering in the private
sector. A significant number said their decision to volunteer would depend on their
overall assessment of whether an organisation was creating social benefits for their
community. Their evaluation would also depend on who was seen to be profiting (eg, a
local business person versus a major international firm) and by how much.
It depends what organisation it was for and whether it was worth it and it was going to
benefit the community.
Health champion
It is important to distinguish between different forms of private sector involvement.
For example, we asked volunteers how they would feel about volunteering in an NHS
hospital that took part in a franchising arrangement that saw a private sector organisation
taking over responsibility for managing the hospital. Many expressed reservations about
volunteering in this context, suggesting that these kinds of arrangements might increase
the risk of volunteers being used to substitute for paid staff rather than adding something.
[Franchising] might be a good thing for the hospital, but it would be a different place
to volunteer because then I would think they might then well say to themselves, ‘look
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we’ve got these volunteers, why do we need staff when we could perhaps get volunteers
to do that job, we don’t need a receptionist, we could get a volunteer to do that’.
Hospital volunteer
I personally feel that should [franchising] happen I would have to consider if what I
was doing was just an extra for the patients, which I think what I’m doing now is, or
if it was part of the administration … if it was going to be making profit I would only
consider it if I was actually going to be providing an extra for the patients.
Hospital volunteer
The management of Hinchingbrooke NHS Trust was outsourced in April 2012 and
it is worth noting that it does not report having had any difficulties in retaining or
recruiting volunteers since then, although efforts were made to explain these changes
to volunteers in the same way as to paid staff. Interviewees elsewhere suggested that in
practice symbolic things such as use of the NHS logo might have the greatest bearing on
volunteers’ decisions about whether or not to continue volunteering in an organisation
taking part in a franchising arrangement.

The role of the voluntary sector
The creation of a more open market in health care could also lead to growth in voluntary
sector provision of NHS-funded services. This could potentially lead to expansion both in
the number of volunteers and of mindsets and cultures that are supportive of volunteerled service delivery. Volunteers in our research were largely positive about such an
expansion, but some did raise a concern that if this involved paid positions in the NHS
being replaced with unpaid positions in the voluntary sector, this would be another form
of job substitution and would not be something they would be comfortable with.
If it’s so they could close something or wouldn’t have to have something in a hospital,
then it does become a situation of taking people’s jobs rather than volunteering.
Hospital volunteer
It should be acknowledged that growth in voluntary sector provision does not
automatically mean growth in volunteering, with some parts of the sector becoming
increasingly professionalised (Buckingham 2012).
The potential for growth in the voluntary sector is clear, but we have previously
raised concerns over how well placed the sector is to respond to the new competitive
environment (Curry et al 2011). Smaller community-based organisations in particular
may struggle to compete if grant funding is increasingly replaced by competitive
tendering. Some may choose to enter into partnerships with private sector organisations,
for example through subcontracting arrangements, to increase their ability to operate in
the market (Curry et al 2011). The impact of such approaches on volunteer behaviours
and loyalty is unclear, but some have suggested that the realities of operating in a
competitive market can be felt to be at odds with the ethos of volunteering (Coule 2007).

Other aspects of the reforms
We have concentrated above on certain key elements of the reforms, specifically the
transfer of powers to clinical commissioning groups, new roles for local government, and
the potential for new forms of private and voluntary sector involvement in health care.
However, there are other aspects to the reforms that could also have an impact
on volunteering.
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In the short term, one of the biggest challenges is the loss of existing relationships. In
some areas established relationships between NHS commissioners and voluntary sector
organisations have been disrupted by the structural upheavals associated with the
reforms. As CCGs take on their statutory powers they will need to rebuild partnerships
with the voluntary sector in order to fully capitalise on the value that volunteers can add
within their communities.
In the longer term, policy ambitions around integration, personalisation and patient
choice could have a bearing on the future of volunteering. Amendments made to the
Health and Social Care Bill mean that CCGs, the NHS Commissioning Board and
Monitor all have duties to promote integrated care where this is in patients’ interest. As
described in Section 3, there is a potentially important role for volunteers in ensuring
that services are integrated and personalised from the point of view of the patient. The
ambition to give patients more information, choice and control over their care is also one
that could be facilitated by trained volunteers, who could help patients to make informed
choices. These policy aspirations are therefore something that could be supportive of
volunteering, and vice versa. However, the impact that these components of the reforms
will have – either in general or on volunteering specifically – is highly uncertain. It is not
clear, for example, what legal weight duties regarding integration will have in practice.
There may also be a number of more localised effects and unintended consequences
related to specific components of the reforms, which by their nature will be difficult to
predict. For example, there has been concern from the hospice movement that hospices
will be subject to greater regulatory burdens as their activities become subject to
economic regulation by Monitor (Ford Rojas 2012). What impact this may have on the
role of hospice volunteers is unclear.

The economic climate
Economic conditions are likely to shape the health and social care system at least as
profoundly as the reforms. The overall NHS budget is at a standstill in real terms, local
authority budgets have been cut, and rising costs are putting services under increasing
pressure. It is unlikely that this situation will improve markedly over the next five years
(Appleby 2012).
A consistent message from our fieldwork was that these economic circumstances could
have a significant detrimental effect on volunteering, and in some cases are already doing
so. Volunteering is affected by this situation in a number of ways, described below.
First, there is a clear risk that the harsher climate will lead to what one interviewee
referred to as ‘a loss of goodwill’. At a time when people in all sectors are being asked to
work harder, when job security is poorer, and when funding for many services is under
pressure, the role of volunteers becomes a very sensitive and at times divisive issue.
Cynicism can develop regarding the underlying motives of the government and other
public bodies for promoting volunteering.
What I’m hearing is a repeated refrain … something that I have not heard for a very
long time, which is we don’t want to be doing this on the cheap, we shouldn’t be using
volunteers to replace public services. Now it’s a long time since I’ve heard that as a
refrain and my reading of it is the impact of the cuts, the squeeze on public services is
making people super-sensitive to giving their services for nothing or requiring others to
give their services for nothing, so I think it’s been a bit of a game-changer.
Public health professional
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Second, and related to the above, in an environment where organisations are required
to make daunting productivity improvements, there is a risk that the boundary between
appropriate and inappropriate roles for volunteers will come under increasing pressure,
with the concerns described in Section 4 regarding job substitution coming to the
fore. Recent reductions in the number of nursing and administrative staff for example
(Appleby et al 2013) could create an environment where volunteers are used to fill the
gaps. Several organisations contributing to our research reported having to make difficult
decisions increasingly often about how volunteers should and should not be used.
Third, budgetary cuts are placing significant pressure on many of the voluntary sector
organisations that provide and co-ordinate volunteering opportunities within health and
social care – particularly the smaller grassroots community organisations that play such
a valuable role in extending the reach of services into marginalised and highly vulnerable
communities. The effect of this is to exacerbate the uncertainty created by shifts in
funding away from grants and towards competitive procurement, and as reported earlier
there is significant concern that many of these smaller organisations will not survive the
fiscal downturn (Curry et al 2011).
A final dimension to these concerns relates to the impact on struggling NHS
organisations. Twenty NHS trusts have declared that they will not be able to reach
foundation trust status in their current form as a result of significant financial
performance and sustainability problems (Harrison and Dixon 2012). Where these
financial difficulties are accompanied by a poor reputation for service quality, they may
find it challenging to recruit volunteers. The volunteers taking part in our focus groups
expressed a clear preference for being associated with a high-performing hospital and
were motivated in part by the reputation of the institution at which they volunteered.
Several said they would never consider volunteering for a neighbouring hospital with
a poorer reputation, in some cases because of personal experiences of poor-quality
care. This raises the possibility that struggling hospitals that would benefit most from
volunteers may find it hardest to recruit them.
However, it is also important to note that several volunteers listed the economic context
among their reasons for volunteering. To some people, the knowledge that health and
social care services are under particular financial pressure created a spur that encouraged
them to volunteer. For others affected personally by the economic downturn, volunteering
can present a route back into paid employment – some organisations involved in our
research reported an increase in the number of young people interested in volunteering
opportunities as a result of high levels of youth unemployment.
The net effects of the both the reforms and the economic situation on volunteering are
therefore highly complex and difficult to predict. The next section builds on this theme of
uncertainty and explores alternative scenarios for the future.
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The many uncertainties described in the previous section make it impossible to predict
the future of volunteering. It is clear that there are both opportunities and risks ahead,
and a number of alternative possibilities could unfold. We have used the material
presented in the preceding sections to develop two scenarios for the future – one
describing a best case scenario, the other describing the worst. These were based on our
fieldwork and tested and refined using contributions made during an expert workshop
(see Appendix).
The two scenarios are deliberately cast as extremes. However, to the extent that both are
based on extrapolations of existing situations and issues identified in our fieldwork, we
believe that both are realistic descriptions of possible futures.

Best case scenario: A new relationship between services
and communities
The relationship between services and communities
Hospitals and other providers see the creation of volunteering opportunities as an
essential part of their relationship with the communities they serve, as well as being a
means of improving patient experience and promoting public health. The dominant
narrative regarding volunteering relates to improving community engagement and quality
of care rather than reducing costs.
A virtuous circle is created in which volunteering helps services to build better
connections with the community, as well as increasing community cohesion generally,
leading to more people wanting to volunteer. People see volunteering as a core part of the
‘spirit’ of health and social care. Over time, a culture of community and lay leadership
develops, with peer supporters delivering services that are more sensitive to the needs of
particular groups.

The changing role of the volunteer
A clear articulation of the unique strengths of volunteers helps professionals to
understand what volunteers can contribute and how this is distinct from paid roles. This
clarity reduces the risk – real and perceived – of volunteers being used inappropriately.
Volunteering is widely regarded as a high-value, high-status activity, and is seen as an
integral part of an asset-based approach to improving population health.
Volunteers work in a range of community settings, both to provide support to people with
health problems and to promote good health within the general population. Hospitals
seek ways in which volunteers can help support patients in the community, going beyond
an institutional model of volunteering. Volunteers act as a conduit for information and
support for patients between primary, community and secondary care, enhancing efforts
to integrate services around the patient. Improved community support leads to fewer
admissions to hospital and savings to the system.
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The growth of volunteering and peer support takes place as part of an intentional process
of de-professionalising some forms of care. There is an open debate around what roles are
appropriate for professionals versus volunteers. Improvements in quality of care follow
from this new division of responsibilities, with people finding using health services a less
disempowering experience. As a result, this change in the composition of the health and
social care workforce is seen as a positive rather than as cost cutting.

Financial pressures in the public sector
An awareness of financial pressures in the public sector encourages more people to
volunteer. This continues even after the funding situation improves as a new culture of
civic participation in public service delivery develops. Volunteers help to ease the pressure
on paid staff and allow them to concentrate on those tasks that make best use of their
professional skills. This leads to productivity improvements. Volunteering is used as way
of building social capital and acts as a buffer against wider economic and social shocks
within communities.

Voluntary sector provision
A strong voluntary sector acts as a source of innovation and is a key provider of
preventive, self-care and other services. The role of small volunteer-led grassroots
organisations is recognised and cultivated, with innovative approaches to commissioning
enabling smaller organisations to work together as consortia. The role of volunteers
within the voluntary sector is maintained or expanded, with organisations investing in
volunteer training and support.

Private sector provision
Private sector providers recognise the importance of building close relationships with
the communities they serve and see the creation of volunteering opportunities as part of
their social responsibilities. Some organisations choose to do this through partnerships
with voluntary sector organisations, in which the latter are equal and valued partners.
Opportunities exist for community members to be involved in organisational governance
within private sector providers.

New roles for local authorities
New links between the NHS and local authorities lead to a renewed focus on coproducing health with communities, with an important role for volunteers. Health
and wellbeing boards drive this change, drawing on bottom-up intelligence from local
Healthwatch in doing so. Healthwatch succeeds in engaging a much more diverse range
of community members than has previously been the case and uses this experience to
influence local planning and commissioning processes.

Clinical commissioning
Social value is built into commissioning processes across the NHS and given significant
weighting in decision-making. Commissioners invest in volunteering as a means of
creating social value and improving patient outcomes, and regard working with the
community to help it produce its own health as a core function for clinical commissioning
groups (CCGs). Data on the scale, scope and value of volunteering in health and social
care is improved and commissioners use this information to inform decision-making.
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Volunteering in hospitals
Secondary care providers build on the foundation trust membership model and place
volunteering and community engagement at the heart of their activities. A strategic
approach towards volunteering is taken, with providers considering the role of volunteers
within their workforce planning processes. Hospitals systematically map the ways in
which volunteers could add value in each department or service unit, pro-actively recruit
people to fill the roles identified, and put appropriate support and training in place.
Organisations make it their business to celebrate the contributions of volunteers, and find
innovative ways of doing this. Volunteers are increasingly seen as being part of the care
team and provide a trusted source of support to professionals.

Participation in volunteering
The range of people involved in volunteering in health and social care becomes broader,
with volunteering opportunities designed to suit people of all ages, including young
people and working adults, and a focused effort to engage people from under-represented
groups. Health and social care providers commonly use new technologies and microvolunteering to allow people to contribute in ways that do not require a significant
ongoing time commitment. Stronger links are made between education and health to
attract young people and between workplaces and health to attract working-age adults.

Worst case scenario: A loss of goodwill
The relationship between public services and communities
Efforts to expand volunteering opportunities within health and social care backfire and
are equated with cost cutting by the public. In the context of increasing financial pressures
on organisations, widespread cynicism sets in regarding the motivation for promoting
volunteering. People feel they are being asked to give for nothing and trades unions
argue that volunteers are being used to replace paid jobs. Existing volunteers begin to feel
uncomfortable and some decide to stop volunteering.
The Big Society vision is not matched by investment in the infrastructure needed to
support it. Funding pressures create a loss of goodwill within the public and voluntary
sectors, and organisations increasingly struggle to recruit volunteers as civic ties
become weaker. A vicious cycle sets in where health providers become more and more
disconnected from the communities they serve.
Market-based reforms change the way people think about health and social care. The
NHS is increasingly seen as a payment mechanism rather than as a public good. Wider
use of co-payment and hypothecated taxes make people more conscious of their existing
financial contributions and less inclined to ‘give something back’ by volunteering.

The changing role of the volunteer
Financial pressure creates conditions where the boundaries between ‘appropriate’
and ‘inappropriate’ work for volunteers are under increasing risk of being eroded.
Professionals are unclear about the role of volunteers, with some paid staff resenting the
involvement of volunteers and becoming increasingly territorial. Volunteers become
demotivated by poor relations with paid staff and in some cases disputes with host
organisations arise. Patients start to report having had worse experiences, and the
potential health benefits for volunteers are cancelled out by stresses associated with
volunteering in an increasingly fractious environment.
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Financial pressures in the public sector
Financial pressure leads to worse performance in some NHS providers. Members of the
public do not want to be associated with ‘failing’ organisations, in some cases because
they have personal experience of poor-quality care either for themselves or a family
member. These underperforming organisations struggle to recruit volunteers, despite the
fact that it is patients in these organisations who might have most to gain from volunteers.
Gaps in services for particular niche client groups grow as statutory provision contracts.
Volunteers working with these groups feel overwhelmed by demand for their services and
are unable to provide as much as is needed. The contraction of public services also has a
knock-on effect on people’s ability to volunteer. As more people are compelled to take on
informal caring duties for family members, fewer people have time for volunteering.

Voluntary sector provision
Voluntary sector organisations scale back their operations as funding from local
authorities and the NHS is reduced. This leads to a reduction in volunteering
opportunities and less support for existing volunteers from increasingly stretched paid
staff. There is a particular loss of opportunities in community-based health promotion
initiatives, as funding for public health transfers to cash-strapped local authorities.
Structural upheaval associated with the reforms leads to the loss of existing partnerships
between public and voluntary sector organisations, on which volunteering
opportunities depend.

Private sector provision
Private sector providers fail to attract volunteers to work within their organisations as
they are seen as using volunteers to cut costs and as offering a less supportive volunteering
environment. There is a particular lack of volunteer involvement in governance of
private sector organisations. Some potential NHS volunteers are deterred by franchising
arrangements in which the private sector takes on responsibility for managing NHS
hospitals, and voluntary bodies stop raising money for these hospitals.

New roles for local authorities
Health and wellbeing boards fail to drive a new model of health with a focus on
strengthening community assets, and lack the necessary skills to bring together local
partners to develop a unified vision for volunteering. Local Healthwatch groups are
inadequately resourced and their impact is marginal. Volunteers involved in Healthwatch
become disillusioned as professionals fail to take their role seriously.

Clinical commissioning
The added value provided by volunteers is not adequately captured in commissioning
processes. Little research evidence is available to demonstrate the impact of volunteering
on patient outcomes, and commissioners are sceptical about the effectiveness and safety
of peer support services. CCGs consider volunteering to be a low priority and not the core
business of commissioners. The medical model dominates and CCGs do little to promote
social interventions or self-care.
Grant funding of volunteer-led organisations with strong grassroots connections is
reduced, with contracts increasingly being put out to tender and won mainly by larger
organisations. Growth in the use of Any Qualified Provider markets and personal budgets
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further undermines the viability of these smaller organisations by making their income
highly volatile.

Volunteering in hospitals
Volunteering continues to take place in hospitals and other settings but in a piecemeal
way. NHS organisations fail to think strategically about the role of volunteers within their
organisation and do not recruit volunteers pro-actively or provide adequate support.
Quality assurance and oversight of volunteers’ work is inadequate and leads to complaints
from patients in some hospitals.
Attempts to make volunteers a more integral part of the care team backfire as the unique
strengths of volunteers such as flexibility and independence are lost in the process. As
volunteer roles become more formalised, growing regulation places limits on volunteers’
ability to be creative and personal with patients, adding to feelings of frustration.
Limited investment in volunteer management leaves volunteers feeling poorly supported.
Turnover rates are high, and critics argue that investment in recruiting and training
volunteers does not represent good value for money.

Participation in volunteering
The loss of goodwill and growing cynicism regarding the role of volunteers leads to
declining participation rates. The profile of volunteers in health and social care is
increasingly unrepresentative of the communities served. People who are unemployed
are required to volunteer while they look for work. As a result of this, people with little
interest in health and social care get placed in volunteering roles, often with limited
support or developmental opportunities.

Moving towards the best case scenario
We have outlined two very different visions of the future. But how well is the system
currently performing in relation to these two scenarios?
In a web-based rating exercise, participants at our expert workshop indicated that we
are currently approximately mid-way between the two scenarios – if anything, closer to
the best case scenario. However, they also strongly indicated that if we continue on the
current trajectory, this situation will deteriorate over the next five years and take us closer
to the worst case scenario. On the basis of this evidence it would appear that we are in a
reasonably strong starting point, but with threats ahead and no room for complacency.
The key task now is therefore to identify what must be done to move towards the best
case scenario. This will not happen automatically – creativity, resources and, above all,
leadership will be needed to prevent the system from tipping into the worst case scenario.
The recommendations in the following section are designed to help system leaders,
providers and commissioners achieve the benefits of volunteering described in the best
case scenario.
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The opening sentence of the NHS Constitution states that ‘the NHS belongs to the people’.
The role of volunteers in making this statement a reality needs to be recognised and
celebrated. Achieving the best case scenario described in this report needs action from
system leaders, providers and commissioners. In this section we present four overarching
recommendations (see box below) followed by a number of specific actions that will help
volunteering fulfil its potential.
Key recommendations
n

Volunteering needs to be seen as a high-value activity in health and social care and
volunteers as an important part of the workforce. As such, service providers and
commissioners should take a much more strategic approach, with a clear vision of
how volunteers will help meet organisational objectives and benefit patients and the
local community.

n

The value of volunteering needs to be better measured and articulated at all levels in
the system. There is a striking lack of information quantifying the scale or impact of
volunteering in health and social care. Filling this evidence gap should be a priority.

n

Volunteering should be used as a means of improving quality rather than reducing
short-term costs. The management of volunteering and supporting infrastructure
should be adequately resourced or there is a risk it will not achieve its potential.

n

There is a need for clarity regarding the boundaries between professional and
volunteer roles. Sensitivities around job substitution, real or perceived, will need to
be handled carefully.

National system leaders
System leaders should see voluntary and community action as a key route to improving
the health of the population, enhancing experiences of care, and designing more
integrated, responsive services. In doing so, there must be recognition that volunteers can
be more than simply ‘an extra pair of hands’, and that effective volunteering initiatives
need to be properly resourced and appropriately managed. While an engaged population
should over time support productivity improvement in the health and social care system,
it would be a major mistake to see volunteering as a means of saving money in the
short-term.
The Department of Health will need to continue providing national leadership to ensure
the value of volunteering is widely understood throughout the NHS, social care and
public health systems. As part of this, the Department should articulate how volunteering,
including peer-support and other forms of participative service delivery, can help in
meeting the objectives described in the outcomes frameworks for each system. We also
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recommend that the Department commissions research to better understand how the
impact of volunteering can be measured.
The NHS Commissioning Board has a key role in promoting volunteering as a means
of improving patient experience and building a closer relationship between people and
services. The Board’s activities as a direct commissioner will be important in this, as will
the support and guidance it provides to clinical commissioning groups. In particular, we
recommend that the Board pursues the following actions:
■■

■■

■■

create clear expectations that all providers receiving NHS funds – public, private and
voluntary – should support volunteering as a key part of their social responsibilities
towards the communities they serve
consider nominating one or more commissioning support units (or an external
organisation) to have lead responsibility for supporting commissioners to maximise
the value of volunteering
support the sharing of best practice on volunteering, for example through the
development of a network of local commissioners.

Public Health England should recognise the direct public health benefits of volunteering
for volunteers, as well as the important role that volunteers can play in improving public
health in their communities. This could include a programme of action designed to
articulate the role of volunteers in public health, support local public health teams in
engaging with volunteers, and identify tools to assess the contribution that volunteering
can make to community asset-building, empowerment and resilience.
The Care Quality Commission should consider how it draws on volunteers’ views as part
of inspection processes, and what role volunteers can play in supporting the development
of open cultures within organisations.
Bodies involved in professional education should use training programmes to equip
professionals with the skills and mindsets they will need to work in partnership with
volunteers, including peer supporters and other sources of community leadership. They
will need to create development packages to support this cultural change.

Commissioners and local system leaders
Commissioners should see promoting volunteering and other forms of community
engagement as a core commissioning function. As part of this they should:
■■

■■

■■

■■

■■

■■
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assess all providers on their commitment to work with local communities through
volunteering programmes and other means, and to add social value by doing so
consider whether involvement of volunteers should be a specific requirement for
providers for each service commissioned
ensure that contracts contain adequate provision for the development and
management of volunteer services
build relationships with local voluntary sector providers and actively develop
mechanisms to support small grassroots organisations so that they can continue to
deliver volunteer services where these are good value
involve volunteers in the commissioning process, for example in collecting
information about local health needs
invest in the expansion of peer support services and work with local providers to
investigate how they can extend opportunities for co-production.
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Health and wellbeing boards will need to play a critical role in developing a new model
of health, in which the focus is on strengthening community assets and co-producing
health with local people. As part of this they should:
■■

■■

■■

recognise and promote the role of volunteering in building healthier and more
resilient communities
engage the voluntary sector and volunteers when developing health and wellbeing
strategies and related plans
ensure that the role of volunteering is considered as part of joint strategic needs
assessment processes

■■

co-ordinate the development of volunteering opportunities across different sectors

■■

promote the value of volunteering for health improvement with all partner agencies

■■

ensure that local Healthwatch groups are properly resourced and valued as an
important part of the system.

Providers
Providers should see the creation of volunteering opportunities as an essential part of
their relationship with the local community, as well as being a means of improving patient
or service user experience. The focus should be on quality benefits rather than cost
reduction, and inevitable sensitivities around job substitution will need to be dealt with
head on. Providers of all kinds should be encouraged to:
■■

■■

■■

■■

■■

■■

■■

articulate a strategic vision for volunteering that staff can unite behind, in which
volunteers are seen as an integral part of the team and their role in supporting the
organisation to meet its core objectives is clearly described
celebrate the contributions made by volunteers and promote their visibility
throughout the organisation, for example by including the role and value of
volunteering in staff induction processes
ensure that there is a clear understanding of what roles are appropriate for
volunteers and take care to make sure that boundaries are protected (and are
seen to be protected). Involve trades unions early in discussions about the role
of volunteering
give volunteers a prominent voice within the organisation, with meaningful
involvement of volunteers in governance, service design, quality improvement and
professional training
make use of guidance on good practice in management of volunteers, such as
those published by the National Council for Voluntary Organisations and National
Occupational Standards, and those contained in the Department of Health’s strategic
vision for volunteering (Department of Health 2011b)
put appropriate support and training in place for volunteers and use this to build
connections between paid professionals and volunteers
work to develop a diverse and representative group of volunteers, including using
innovative forms of volunteering aimed at ensuring broad participation.

NHS providers have much to gain by strengthening ties with the communities
they serve through volunteering. Foundation trusts can build on their existing
membership structures but in many cases will need to go far beyond these, developing
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much more active relationships with the local population. In addition to the generic
recommendations above, NHS providers should:
■■

■■

■■

assess the role of volunteers as part of workforce planning processes, systematically
mapping the ways in which volunteers could add value in each department or
service unit
provide funding for a dedicated volunteer services manager of sufficient seniority to
have authority in strategic discussions, and ensure that their teams are highly visible
within the organisation
include volunteer representation on patient experience committees and create
regular forums in which volunteers, governors and executives can meet to discuss
ideas for service improvement.

Private sector providers should see the creation of volunteering opportunities – both for
staff and for local people – as part of their social responsibilities, and create opportunities
for community members to be involved in organisational governance.
Voluntary sector providers can play a crucial role by continuing to provide volunteering
opportunities, articulating the value that volunteers bring within health and social care,
and sharing good practice. They should:
■■

■■

■■

■■

© The King’s Fund 2013

promote volunteering opportunities within the voluntary sector and focus on the
added value that volunteers can bring to service delivery
continue to develop the evidence demonstrating the financial, social and clinical
benefits of investment in volunteering
make contact with commissioners to understand local priorities, and work
collaboratively with them to set objectives for volunteering projects that align with
local service plans and outcome measures
share good practice on how to manage, support and work creatively with volunteers
with NHS and other providers.
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The King’s Fund was commissioned by the Department of Health to examine the future
of volunteering in health and social care, particularly in the context of the current reform
programme. The work was supported by an external advisory group representing a range
of sectors.
The primary objectives of the project were to:
■■

■■

gain a greater understanding of the role, size, scope and value of volunteering in the
health and social care sector
understand how health reform will impact on volunteering.

Our methodology involved the following stages:
■■

literature review

■■

qualitative research

■■

scenario analysis

Literature review
We used bibliographic databases (Pubmed, Social care online, The King’s Fund library
database) to identify academic and grey literature on the following areas:
■■

the size and scope of volunteering in the health and social care sector

■■

the motivations of people who volunteer

■■

the value of volunteering – to volunteers, patients/service users, communities, and to
the sector as a whole.

Bibliographic searches were supplemented with web searching, examining key reference
lists and input from the advisory group for the project. Search results covered research
from 2007 onwards. Approximately 50 articles were selected for review, out of a list of
more than 500 articles initially identified.
The results of the literature review are described in greater detail in a summary available
on The King’s Fund website (www.kingsfund.org.uk)

Qualitative research
The following focus groups and in-depth interviews were conducted. These were
recorded, transcribed in full and analysed using a standardised thematic template.
Volunteers – four focus groups:
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■■

community health champions

■■

WRVS community centre
© The King’s Fund 2013
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■■

2 x NHS acute hospitals.

Patients/service users – three focus groups and one in-depth interview:
■■

WRVS community centre

■■

NHS acute hospital patients

■■

mental health peer support

■■

community health champion client (interview).

Service providers – 13 in-depth interviews:
■■

4 x volunteer services managers/administrators

■■

4 x other hospital managers/administrators

■■

2 x GPs

■■

community health champions co-ordinator

■■

WRVS community centre manager

■■

local voluntary sector umbrella organisation.

Commissioning/strategic roles – five in-depth interviews:
■■

GP commissioner

■■

PCT commissioner

■■

public health professional

■■

local Healthwatch leader

■■

local government councillor.

Scenario analysis
Emerging findings from the qualitative analysis were used to develop two scenarios,
presented in terms of best case and worst case scenarios for the future. These were tested
and refined using input from an expert workshop with invited participants from a range
of sectors.

© The King’s Fund 2013
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